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Abstract 

A grounded theory exploration into situational adaptability strategies developed by 

Paramedics when dealing with mass casualty incidents: A Professional Doctorate thesis 

by Craig Hooper. 

 

The Manchester (U.K.) Arena bombing took place on the 22nd May 2017 at 22:31, when a 

suicide bomber detonated an improvised explosive device in the foyer of the Manchester 

Arena, as the crowd was leaving an event. The attack claimed the lives of 22 people, and a 

further 116 people required medical treatment, mostly for ballistic injuries. 

 

A key objective for Ambulance Service Commanders was to establish a casualty management 

system consisting of clinical triage, treatment, and transport of patients from a Casualty 

Collection Point into the hospital network. To achieve this, two Hazardous Area Response 

Teams were deployed alongside Consultant and Advanced Paramedics. The purpose of which 

was to provide point of injury care within the vicinity of the blast area. Whereas previous 

studies have identified how individuals react to the biopsychosocial response to traumatic 

incidents post the event, understanding how Ambulance Service personnel adapt to situations 

while deploying to, or during mass casualty incidents, remains an area that has received limited 

research in relation to defining empirical evidence.  

 

This study aimed to identify a process that either supported or inhibited Paramedics in 

achieving situational adaptability when dealing with a mass casualty situation. Constructivist 

Grounded Theory was used as the chosen methodology, with fifteen Paramedics volunteering 

to participate in the research. Analysis identified eleven theoretical categories, which were then 

divided into four theoretical themes. Combined, these formed the basis for four major 

theoretical propositions: ‘Training & Education’, appropriate application of ‘Incident 

Management Frameworks’, established ‘Peer Support Networks’, and individual reaction to 

‘Stress stimuli’. 

 

This study makes a novel contribution to the phenomenon of situational adaptively. The 

significance of the resulting theory is that situational adaptability can be enabled through the 

application of effective decision making strategies, being able to draw on previous experiences, 

along with effective scene management. This along with communication strategies, support 

from peers, the incident commander, and multi-agency partners. Key identified inhibitors are 

presented as situational stressors, perceptions of threat, risk appetite, and environmental 

stimuli. Consequently, it is now possible to provide four recommendations for Paramedics 

preparing to respond to mass casualty incidents. 

Contributors and Permissions 

Mr Craig Hooper (the author) planned this study, conducted interviews, took part in the data 

analysis, drafted the manuscript, and submitted the study. Professor Alan Finnegan, Dr Jenni 

Templeman, and Mrs Rose Hooper also took part in the data analysis, and reviewed the 

manuscript. Additionally, Miss Annie Ellerton supported this study through editing due to the 

authors dyslexia. Permission to use diagrammatical figures has been authorised from both the 

National Ambulance Resilience Unit and SAGE publishing.  

Key Words 

Terrorism, mass casualty, situational adaptability, training, education, incident management, 

peers support, stress stimuli. 
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Chapter 1: Introduction 

1.1 Introduction 

The Manchester (U.K.) Arena bombing took place on the 22 May 2017 at 22:31, when a suicide 

bomber detonated an improvised explosive device (IED) in the foyer of the Manchester Arena 

as a 14,000-person crowd was leaving an event. Many in the crowd were teenagers and children 

accompanied by their parents. The attack claimed the lives of 22 people. A further 116 people 

required medical treatment, mostly for ballistic injuries, and many more were left with 

psychological and emotional trauma (The Kerslake Report, 2017). 

 

Whereas previous studies have identified how individuals react to the biopsychosocial response 

to traumatic incidents following the event, understanding how Ambulance Service personnel 

adapt to situations whilst deploying to, or during mass casualty incidents remains an area that 

has received little research in relation to defining empirical evidence.  

 

This thesis focuses on the concept of situational  adaptability, which for the purpose of this 

research is a term used to describe the factors that Paramedic responders perceived as had 

enabled or inhibited them during a mass casualty incident. Through the use of constructivist 

Grounded Theory (GT), this thesis intends to develop an understanding of what constitutes 

situational adaptability through the voices and perspectives of the Paramedics that undertook 

point of injury care during a mass casualty incident. 

 

Although the term ‘situational adaptability’ is not widely used in healthcare literature, it has 

been used within this thesis to describe a set of factors that influence the adaptation to a 

situation. For example, situational adaptability refers to investigating the causal factors that 

influenced Paramedics in preparing, enabling, inhibiting, and sustaining practice when dealing 

with a mass casualty incident. This study takes an alternative view on the plethora of post-

traumatic stress studies that focus upon the effects a traumatic incident had on responders post 

event. In short, this thesis focuses upon what factors prepared, enabled, inhibited, and sustained 

Paramedics responding to a mass casualty incident, rather than how Paramedics dealt with the 

effects of a traumatic incident post-event.  

 



J18704 

Page 2 of 187 

The term ‘adaptation’ relies on theoretical definitions that currently lack empirical foundations. 

However, the concept and process of situational adaptability within mass casualty incidents 

remains an area that requires further exploration, as there is little research to inform associated 

practice based on mass casualty events in the U.K. This research aimed to define what factors 

constituted situational adaptability in a mass casualty incident in order to develop a substantive 

theory.  

1.2 Research question 

What factors do Paramedics perceive to either support or inhibit them in achieving situational 

adaptability when dealing with a mass casualty incident? 

1.3 Research objectives 

 Understand in what way Paramedics had ‘prepared’ themselves for mass casualty 

incidents. 

 Identify the factors that Paramedics believe to have ‘enabled’ them in achieving 

situational adaptability in mass casualty incidents. 

 Identify the factors that Paramedics believed ‘inhibited’ them in achieving situational 

adaptability in mass casualty incidents. 

 Understand how Paramedics ‘sustained’ situational adaptability during mass casualty 

incidents. 

This thesis will provide a unique contribution as it will offer an account of the biopsychosocial 

processes that ensued when responding to, and dealing with a mass casualty incident. More 

specifically, it will determine the factors in which facilitated and detracted from this process, 

of which it is hoped will aid the Paramedic community in understanding the potential 

challenges they may face. This study is also the first of its kind as it considers the perspectives 

of Paramedics undertaking clinical triage and point of injury care during a mass casualty 

situation in the U.K, to establish what Paramedics considered to have had prepared, enabled, 

sustained and inhibited them, both en-route to and during the 22nd May, 2017 Manchester 

Arena bombing.  

1.4 Overview of the thesis 

This thesis is presented in six chapters. Chapter 1 delivers a background to the context of this 

thesis, and includes a discussion the role and aim of the Ambulance Service during a major 

incident. Chapter 2 presents a scoping review that delivers an introduction into the broader 

influences within the field of knowledge, develops an awareness of theories and application, 



J18704 

Page 3 of 187 

and reveals methodological insights into the area of inquiry. Chapter 3 details the constructivist 

GT study design method. This describes the ontological and epistemological understandings 

that formed the research method, including the analytical methods used within coding and 

theoretical saturation. Chapter 4 delivers the findings and results presented as core categories. 

The findings concerning the identified core categories are discussed in Chapter 5. Finally, 

Chapter 6 provides a conclusion and recommendations from this study, and determines how 

the message from this research can be usefully employed in the improvement of future policy 

and practice development, along with additional research.  

1.5 Background to Ambulance Service mass casualty management 

Since 1970, 4,992 terrorist incidents have occurred in the U.K., causing 3,395 deaths, and 5,616 

sustaining injuries (National Consortium for the Study of Terrorism and Responses to 

Terrorism. 2019). The causes of terrorism have varied, ranging from attacks linked with 

Northern Ireland, to Middle Eastern terrorist groups. Table 1 lists some recent notable 

incidents. 

Table 1: Notable recent U.K. terrorist incidents 

Palace of 

Westminster  

22 March, 

2017 

A vehicle driven across Westminster Bridge, London, in the direction of the Palace of 

Westminster. The vehicle mounted the pavement several times colliding with 

pedestrians which proceeded to crash into the east perimeter gates of the Palace of 

Westminster. 

Manchester 

Arena 

22 May, 

2017 

A suicide bomber detonated an IED at the Manchester Arena, Manchester, following 

an Ariana Grande concert. Twenty-three people died, including the attacker, and one 

hundred and thirty-nine were wounded. 

London Bridge  03 June, 

2017 

Three men drove into pedestrians on London Bridge and then continued to stab 

people in nearby Borough Market. Eight people were killed. 

Finsbury Park  19 June, 

2017 

A van driven into pedestrians in Finsbury Park, London. One killed and nine injured. 

Parsons Green  15 

September, 

2017 

An explosion on a district line train at Parsons Green Underground Station, London. 

Twenty-two people were injured. 

Parliament 14 August, 

2018 

A car crashed into security barriers outside Parliament. Three people were injured. 

Arndale 

Shopping 

Centre 

11 October, 

2019 

Three people stabbed in the Arndale Shopping Centre, Manchester. 

London Bridge 29 

November, 

2019 

Assailant undertook a knife attack wearing a fake suicide vest. Two dead. 

Streatham 02 February, 

2020 

Male shot dead by Police and two people stabbed in Streatham, London. 

Reading Park 20 June, 

2020 

Three people killed and another three seriously injured after a lone man attacked 

people in Reading Park, Reading 

 

Currently, there are 10 National Health Service (NHS) Ambulance trusts in England, with 

Scotland, Wales, and Northern Ireland having their own separate Ambulance Services 

(Association of Ambulance Chief Executives, 2020). In light of the persistent threat of terrorist-
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related incidents, the role of the Ambulance Service is to alert hospitals to receive patients; set 

up a system at the scene for prioritising and treating patients based on their medical needs; 

treat, stabilise and care for people who are injured; and take patients who need further treatment 

to a hospital (London Ambulance Service, 2020). The pre-hospital management of a mass 

casualty incident is achieved through the activation of a major incident plan. This is required 

by law through the Civil Contingencies Act (CCA, 2004), which is an Act of Parliament that 

provides a coherent framework for emergency planning and response, ranging from local to 

national level. Part 1 (of 2) of the Act places a legal obligation on the emergency services 

(which includes the Ambulance Service) defined as a Category 1 responder, to assess the risk 

of emergencies, and plan, and exercise them (CCA, 2004). 

 

To achieve this, the NHS England Emergency Preparedness, Resilience, and Response (EPRR) 

framework was developed to provide a structure for all NHS funded organisations in England 

to help meet the requirements of the CCA (2004). The EPRR framework aims to provide 

effective oversight, direction, and coordination of NHS organisations to enable them to provide 

a resilient response to incidents and emergencies (NHS England, 2019). 

 

Within the EPRR framework, NHS England’s (2017) Concept of operations for the 

management of mass casualties provides details of arrangements for its response to mass 

casualty incidents, and the requirements of those organisations that may support the NHS 

response. The document sets out the framework in which NHS England establishes command 

and control for mass casualty incidents and the arrangements that will be put in place beyond 

standard incident arrangements. 

 

On behalf of NHS England, the National Ambulance Resilience Unit (NARU) provides 

guidance to the Ambulance Service regarding the management of national emergencies, 

including major, complex, and terrorist incidents. This includes advice on major incident plans. 

A key objective within a major incident plan is to provide a response that is patient focussed, 

clinically led, and effectively managed. This is achieved through the establishment of a 

functional casualty management system (Figure 1). This consists of the delegation of functional 

roles to undertake clinical triage and treatment of patients, together with the establishment of a 

Casualty Collection Point (CCP), coordinated through the Forward Command Point (FCP).  
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Figure 1: Casualty management system 

The establishment of the Ambulance Service casualty management system is founded on a 

cadre of on-call Commanders. This structure consists of a regional Strategic, Tactical, and 

Operational Commander; together with support and advisory roles (Figure 2). It is the role of 

the Tactical Commander to ensure that the Operational Commander has the assets needed to 

implement a tactical plan referred to as CSCATTT (Command and Control, Safety, 

Communication, Assessment [of the incident], Triage, Treatment, and Transport). The 

Ambulance Incident Commander allocates functional roles based on what the Incident 

Commander is faced with. Functional roles are used to achieve a casualty management system, 

which is designed to provide casualties with point of injury triage, treatment, and transportation 

from the point of injury, to a pre-identified receiving hospital.  
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Figure 2 Functional roles 

Supplementary to the casualty management plan are support assets that assist in the clinical 

management of casualties. The Hazardous Area Response Team (HART) is seen as a functional 

role within the Ambulance Service major incident response.  Although the HART response is 

supervised by the HART Team Leader (TL), the resources of the Command and Control of 

HART falls under the authority of the Operational Commander. The purpose of a HART 

response is to provide life-saving medical care within the inner cordon (Figure 1) for a range 

of emergency incidents. These include those involving Chemical, Biological, Radiological, 

Nuclear (CBRN) or Hazardous Materials (HazMat) incidents; those requiring an Urban Search 

& Rescue (USAR) capability in areas of difficult access, or environments that pose other types 

of hazards for which HART is suitably equipped and trained to handle.  Responding within the 

inner cordon of a scene, particularly at a major or hazardous incident, requires different 

practices, equipment, and systems of work from a conventional Ambulance response. HART 

personnel, therefore, have a range of personal protective equipment (PPE) and clinical 

equipment suitable for use in these conditions, and the skills and knowledge necessary to 

operate safely within these environments. 
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An addition to the functional roles of a major incident plan is the Consultant Paramedic (C.P) 

and Advanced Paramedic (AP) cohort.  C.P’s and AP’s offer a high level of clinical skills and 

leadership, which includes responding to incidents or offering remote support to ambulance 

clinicians across a geographical area.  They co-ordinate and provide clinical advice for complex 

incidents while also being responsible for a team of senior paramedics. In a major incident, 

C.P’s and A.P’s provide clinical advice to Paramedics who can provide appropriate clinical 

interventions. They can work at the point of injury, CCP, or Casualty Clearing Station (CCS) 

(Figure 1). 

1.6 Context for positionality 

Referring to one’s self in the first person is an unconventional approach within scholarly text. 

However, when referring to the author’s context of positionality, the researchers’ role is 

implicit in the co-production of meaning, as that the participant’s narratives are conveyed 

through the researcher’s accounts (Bryant, 2009). The first person pronoun therefore can be 

used at appropriate points throughout a thesis, as it provides a rebalance of power dynamics by 

utilising reflexive and interpretive strategies (Etherington, 2004). It is therefore important to 

recognise oneself in the role of knowledge construction, and refer to oneself in the first person 

throughout appropriate points within this thesis.  

 

As a former British soldier who served in peace-keeping operations in Kosovo from 2002 to 

2003, and the Iraq conflict from 2003 to 2004, I have direct experience in undertaking clinical 

practice in austere environments such as bombings involving multiple casualties. I am now a 

Health and Care Professions Council (HCPC) registered Paramedic, and manager specialising 

in major incident management, so am aware of the specific issues and experiences that 

Paramedics face in their perceptions of major and mass casualty management. Although I 

cannot recall the defining moment when I became interested in how and why individuals react 

to high-stress situations, one early example was when I was part of a vehicle patrol in Basra 

[Iraq, 2003]. The civilian convoy ahead of mine was struck by an IED. Surrounded by the 

smoke and debris that the IED had created, I was instantly aware that I was in a blast area pre-

identified by combatants, and that several casualties required my immediate attention. My 

reaction to the explosion, led to me dismounting the vehicle from the rear, running directly 

through the blast area to place myself in a position where I could view and address any hostile 

intentions.  
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This was many years ago, and I recognise that specific memories of the event may have 

augmented. On reflection, other strategies may have been safer, yet I recall that it was my 

priority to neutralise any further potential threats to ensure the safety of my patrol, and then to 

address the needs of the casualties. This experience, amongst others, stimulated my interest in 

why I reacted in such a way. This was further heightened by my ability to deal emotionally 

with incidents, whether this is due to my experience of high levels of threat, or to my exposure 

to traumatic incidents as a soldier, and later as a Paramedic. 

 

The stimulus for this research originated following a tasking by the senior management team 

to facilitate a series of post-incident feedback sessions within hours of the response to the 

Manchester Arena bombing. The discussions that took place during these sessions provided a 

detailed and in-depth reflection of the incident based on the perceptions of those who had 

coordinated and provided point of injury care. Efforts to improve the implementation of 

effective incident management, together with clinical practices are well-founded. However, 

developments within this sphere of a major incident and mass casualty management continue 

to pose challenges for researchers and policymakers. This thesis, therefore, attempts to provide 

an exploration into the perceived enablers that Paramedics encountered when responding to, or 

during a mass casualty incident, to identify areas of further research, and identify areas of 

potential improvements in current policy and training programs. 

1.7 Chapter 1 conclusion  

This chapter has presented the aim, rationale, and objectives of this research to provide an 

account of the biopsychosocial processes that had occurred for Paramedics responding to and 

dealing with a mass casualty incident. An overview of the thesis structure has been provided, 

and background of the strategic perspective of Ambulance Service mass casualty management, 

ranging from the national context to its operational logistical processes and associated 

hierarchy. The chapter has concluded with a context for author positionality, with a 

rationalisation towards the authors own real-world experiences of undertaking professional 

practice in austere environments. The following chapter outlines the design and findings of a 

scoping review that explores how influences associated with situational adaptability within 

austere environments have been captured within contemporary healthcare literature. It 

identifies a range of key themes and presents findings and suggestions for future research 

opportunities. 
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Chapter 2: Scoping Review 

2.1 Introduction 

As part of the doctoral process, undertaking a literature review is an integral part of the 

assessment process. The purpose of this chapter is to introduce the broader influences in the 

field of available knowledge and allow the researcher to review the research problem 

(Randolph, 2009). 

2.2 Scoping Review  

Although a literature review aims to explore the existing body of evidence and seeks to identify 

the gaps relevant to the topic and subsequent rationale for conducting this research (Randolph, 

2009), scoping reviews provide a contrast as they do not aim to critique and review the quality 

of the evidence base (Armstrong, Hall, Doyle & Waters, 2011). Scoping reviews aim to identify 

the breadth of evidence, and when formed as part of a more extensive GT study, enables an 

insight into the current body of knowledge within the field without compromising the integrity 

of the thesis research aims (Munn, Peters, Stern, Tufanaru, McArthur & Aromataris, 2018). 

The use of a scoping review therefore was deemed an appropriate framework as its purpose is 

to provide an overview of the available research evidence, without producing a summary 

answer to a discrete research question (Arksey & O’Malley, 2005).  

 

However, scoping reviews present a range of limitations. Sucharew & Macaluso (2019) for 

example explains that scoping reviews do not formally evaluate the quality of evidence and 

often gather information from a wide range of study designs and methods. By design, the 

number of studies included in the review process can be sizable. Scoping reviews also provide 

a descriptive account of available information, this often leads to broad, less defined searches 

that require multiple structured strategies focused on alternative sets of themes (Sucharew & 

Macaluso, 2019). Scoping reviews also require a substantial amount of time to complete due 

to the wide coverage of the search implicit in the approach, and are at risk of bias from different 

sources (Sucharew & Macaluso, 2019). 

 

However, although scoping reviews can capture a range of methodological variations, rigour 

or transparency, their methods of analysis is often compromised (Levac, Colquhoun & 

O’Brien, 2010). To address this, the York Methodology (Arksey & O’Malley, 2005) was 

chosen as it provides a structured framework. A recognised strength of this process is that it 
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offers a structured scoping procedure that can be used to identify, categorise, and manage 

studies. At the same time, an interpretative approach is used to synthesise findings to themes 

that reoccur across bibliographic citations (Arksey & O’Malley, 2005). 

 

The York Methodology (2005) consists of five stages: 

1. Identification of the research question 

2. Database and Study Identification  

3. Study selection using inclusion / exclusion criteria  

4. Collating and charting of study information and data 

5. Summarising and reporting the results of the review.  

It is also important to recognise that there are many variations on how literature reviews are 

undertaken within GT studies, along with their associated justifications. Although a scoping 

review was found useful to gain an overview of the size and nature of available evidence, it is 

recognised that a systematic literature review could have been equally as useful in a GT study. 

However, as a framework for reviewing the literature, a scoping review was chosen as it does 

not require a high level of critical engagement. This was found to be beneficial as judgments 

were not required about the quality of the research obtained, or methods of data extraction and 

synthesis (Armstrong et al., 2011). 

 

As the York Methodology was used to search, sort, and manage studies through a specific 

stepwise process, on reflection, it is acknowledged that if an alternative systematic structure 

had been used, it may have identified a greater range of bibliographic citations. However, it is 

important to recognise that a scoping review is not an extensive profile of a research area, and 

if additional strategies had been used, such as sourcing citations, including book chapters and 

exploring grey literature, alternative bibliographic citations may have been produced. It may 

have been helpful if the authors of the cited literature were contacted to source advice on their 

awareness of related publications. A final point is that the cited literature could have been 

assessed for quality. If a critical appraisal had been undertaken, it may have identified other 

citations possessing a higher level of rigour that would therefore have been included in this 

research. 

 

The term situational adaptability yielded no results, which indicated that this is not a recognised 

term in current healthcare research. This provided an opportunity to consider alternative terms 
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in the search strategy. Terms such as "Paramedic", "percept*”, “mass casualt*", “threat 

percept*”, and “stress manag*" were found to be most valuable in yielding bibliographic 

citations. However, this demonstrates that there is not a shared vocabulary for this field of 

research, which may be a factor in the numbers of bibliographic citations were captured. It is, 

therefore, possible that in-consistencies in search terms would have failed to capture all related 

variations in search terms. It should be recognised, however, that every effort was made to 

profile appropriate search terms, although the list may not be exhaustive, and may not provide 

a full profile of academic literatures. 

2.3 Identification of the research question 

According to Levac et al. (2010), research questions are the departure point of the scoping 

activity that shapes subsequent stages of the review. During the initial development of research 

questions, using a broad approach is endorsed, because this will encourage a comprehensive 

overview of knowledge within the research area. Collaboration with the thesis supervisory team 

was fundamental in the development of the research questions. They were able to offer advice 

on the practice and research experience of all parties across various healthcare practices. The 

scoping review intended to address the following question: 

 

How are clinician’s perspectives of situational adaptability in mass casualty 

 incidents detailed in existing literature? 

 

This generalised approach helped to identify a range of interpretations of how situational 

adaptability is perceived, together with its implementation in a specific environment. Further 

supervisory meetings helped to develop two supplementary questions to refine the focus of 

enquiry in terms of situational adaptability criteria. These focussed on clinician’s perspectives, 

adaptation, and mass casualty incidents. These definitions were developed into three guiding 

questions specific to the scoping review:  

 What research has been undertaken into clinician’s perspectives of mass casualty 

incidents? 

 What research, if any, has been undertaken to date in relation to situational adaptability 

of clinicians during mass casualty incidents? 

 What research has been undertaken into clinician’s perspectives of the causal promoting 

and inhibiting factors when dealing with mass casualty incidents? 
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2.4 Study identification and selection 

Google, CINAHL, and PsycINFO provided access to a range of databases as identified in table 

2. Parameters were set to identify literature between 2014 and 2019 in an attempt to capture 

the most current research. Literature with medical, clinical, or psychological content was 

deemed most appropriate.  

Table 2: List of databases 

Source Database description 

Google Internet search engine  

CINAHL Plus Research database that provides full text for nursing and allied health journals 

PsycINFO Database of abstracts of literature in the field of psychology 

Journal of 

Occupational & 

Organisational 

Psychology 

A peer-reviewed academic journal published by Wiley-Blackwell on behalf of the British 

Psychological Society. It covers all aspects of occupational and organisational psychology and 

also includes behavioural and cognitive aspects of industrial relations and human factors and 

ergonomics.  

Occupational 

Medicine 

Peer-reviewed medical journal covering occupational medicine, including occupational health 

psychology and organisational psychology that is published eight times per year by Oxford 

University Press. It includes work-related injury and illness, accident and disease prevention, 

health promotion, occupational disease, health education, the establishment and implementation 

of health and safety standards, monitoring of the work environment, and the management of 

recognised hazards.  

Journal of 

Contingencies & 

Crisis Management  

Covers contingency planning, scenario analysis and crisis management in both corporate and 

public sectors, with a focus on the opportunities and threats facing organisations it presents 

analysis and case studies of crisis prevention, crisis planning, and recovery and turnaround 

management. 

Journal of 

Experimental 

Psychology 

Published articles describing empirical work that is of broad interest or bridges the traditional 

interests of two or more communities of psychology. 

International Journal 

of Emergency 

Medicine 

Presents original research papers, review articles, and essays pertaining to emergency medicine. 

Journal of 

Behavioural Decision 

Making 

Covers the study of psychological decision making processes. 

Advancements in 

Health & Science 

Education 

Reports research into all aspects of health sciences education publishing empirical studies as well 

as discussions of theoretical issues and practical implications. 

Journal of Behavioral 

Medicine 

The Journal of Behavioral Medicine is an interdisciplinary medical journal, addressing the 

interactions of the behavioral sciences with other fields of medicine. 

Policing & Society Policing and Society is a quarterly peer-reviewed academic journal covering the study of policing. 

PubMed Indexing and abstracting database covering biomedical literature from MEDLINE, life science 

journals, and online books. 

American 

Psychological 

Association 

Publishes current and timely high-impact papers of broad interest, including empirical reports, 

meta-analyses, and scholarly reviews covering science, practice, education, and policy. 

Contributions often address national and international policy issues. 

Work, Employment & 

Society 

An international peer-reviewed journal of the British Sociological Association that publishes 

theoretically informed and original research on the sociology of work. It covers aspects of work, 

employment and unemployment, and their connections with broader social processes and social 

structures. 

Critical Care A peer-reviewed medical journal that covers intensive care medicine. It is the official journal of 

the World Federation of Societies of Intensive and Critical Care Medicine and the Society for 

Complex Acute Illness. 

 

An inclusion and exclusion criteria using a systematic process was undertaken to ensure 

consistency in decision making. The studies to be included in the review had to fulfil one or 

more of the criteria listed in table 3. It was recognised that the literature search should not be 
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so narrow as to exclude studies that may be of importance to the review, yet not so broad that 

the review process becomes unmanageable (Arksey & O’Malley, 2005). 

Table 3: Study inclusion/exclusion criteria 

Studies included Studies excluded 

- Studies that explored the experiences of emergency 

services and healthcare workers involved in mass 

casualty incidents. 

- Studies that explored the experiences of threat perception 

of emergency services and healthcare workers.  

- Studies that explored the experiences of stress 

management of emergency services and healthcare 

workers.  

- Studies that explored multi-agency emergency service 

collaboration/coordination in major or mass casualty 

incidents.  

- Studies that involved the decision making process of 

emergency service personnel.  

- Studies conducted after 2014. 

- Studies not published in English. 

- Studies concerned with dealing with post-traumatic 

stress strategies. 

- Patient-focussed studies rather than emergency 

responder focussed. 

- Studies conducted before 2014.  

 

 

To provide an efficient means of checking studies for their inclusion quality, a screening tool 

referred to as ‘a journal selection criteria’ was developed (Annex A), to give a general overview 

of which papers were suitable for further review. A University of Chester (UoC) Information 

Scientist was approached to consult on the search strategy. The purpose of this was to evaluate 

what functions were affecting the database, and make recommendations in which to obtain the 

best results. All studies titles and abstracts were initially screened with the most appropriate 

citations reviewed to ascertain their application to the review criteria.  

 

Due to the ambiguous concept of the term situational adaptability, the review identified no 

studies that provided empirical accounts of examples where factors associated with situational 

adaptability were identified. To address this issue, search terms such as “emergency service*” 

AND “mass casualt*” OR “Terror*” were used because the amendment would yield greater 

bibliographic citations. A combination of truncations and quotations were developed to 

develop synonyms in order to identify a wide scope of citations through focused search terms. 

The Boolean operator ‘OR’ along with ‘AND’ was used between the term synonyms, to 

identify literature evidencing interactions between mass casualty incidents and situational 

adaptability. The initial search yielded sizable results (bibliographic citations n=317). To focus 

the search results further, the journal selection screening tool was used which further refined 

the search (n=14). Reading the papers abstracts identified the first five studies (n=5). This 

process occurred in search strategies 1 and 2 (see Tables 4 and 5), with search strategy 3 being 

a hand search of papers stored in the Ambulance Service’s Resilience Directorate Archive. 
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Databases were selected that routinely indexed qualitative data considered relevant to the focus 

area of inquiry.  

Table 4: Search strategy 1 

Search strategy: CINAHL Plus (PubMed) 

Search 

1 
Search conducted 

Library 

search 

Screening 

Tool 
Abstract 

1 “adapt*”, AND “Paramedic*” AND “mass casualt*”, 0 0 0 

2 "Paramedic" AND "percept*” AND mass casualt*" 63 4 1 

3 “threat percept*” OR “stress manag*”, AND “Paramedic” 12 1 1 

4 "mass casualt*" OR “decision making” AND “Paramedic” 43 0 0 

5 “Emergency Service*” n3 AND “mass casualt*” OR “Terror”. 25 6 2 

6 
 “Multi-agency coordinat*”, OR “decision making” OR “Joint 

work*” AND “Paramedic” 
40 3 1 

7 
“psychiatr*” OR “psycholog*" OR "behavioural medicine" OR 

"occupational medicine" AND "emergency services" 
30 0 0 

8 
“psychiatr*” OR “psycholog*" OR "behavioural medicine" OR 

"occupational medicine" AND “military medicine” 
104 0 0 

Total 317 14 5 

 

Table 5: Search strategy 2 

PsycINFO 

Search 

2 
Search conducted 

Library 

search 

Screening 

Tool 
Abstract 

1 “adapt*”, AND “Paramedic*” AND “mass casualt*”, 1 0 0 

2 "Paramedic" AND "percept*” AND mass casualt*" 0 0 0 

3 “threat percept*” OR “stress manag*”, AND “Paramedic” 15 0 0 

4 "mass casualt*" OR “decision making” AND “Paramedic” 30 3 2 

5 “Emergency Service*” n3 AND “mass casualt*” OR “Terror”. 11 1 1 

6  “Paramedic” AND “terrorism” 17 4 2 

7 “Experianc*” AND “Military” AND “Emotion” AND “clinical” 6 3 1 

Total 80 11 6 

2.5 Collating and charting study information and data 

Guidance from Arksey and O’Malley (2005) was sought to draw on the recording of data 

through thematic analysis using analytical methods. Categories were synthesised using an 

interpretive thematic analysis (Table 6). This enabled patterns to be identified which were 

repeated throughout the data. This process resembles Levac et al. (2010) qualitative data 

analysis techniques, which provides a description of the thematic analysis performed. This was 

necessary as it was found to enhance insight into scoping activity findings. The subsequent 

section outlines the findings of the scoping review presented through a thematic analysis of 

studies identified. The literature search presented a range of papers that could be placed into 

overarching themes consisting of ‘Threat Perception’, ‘Decision Making', and ‘Multi-agency 

Coordination’. 
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Table 6 Literature review matrix in order of theme 

Name/s, Date and Title Design and Data Collection Relevance to study 

Thompson, Rehn, 

Lossius, & Lockey. 

(2014) 

Risks to emergency 

medical responders at 

terrorist incidents: A 

narrative review of the 

medical literature 

United Kingdom: Literature Review. 

This study reviews the published medical 

literature to identify the hazards experienced 

by emergency responders who have attended 

previous terrorist incidents. PubMed 

literature search identified 10,894 articles on 

terrorism with a significant increase post 

9/11. 

Threat Perception 

Key words (KW): emergency, medical 

responders, terrorist 

The sourced articles demonstrated that 

emergency responders involved in responding 

to a major or mass casualty incident would be 

exposed to direct threats and environmental 

scene hazards, including those that evoke 

psychological stressors. Training and 

preparedness for terrorist incidents should 

primarily focus on direct threat management, 

because the published literature suggests that 

the dominant cause of mortality in responders 

was their exposure to indirect environmental 

hazards. 

Granter, Wankhade, 

McCann, Hassard, & 

Hyde. (2018) 

Multiple dimensions of 

work intensity: 

Ambulance work as 

edgework 

United Kingdom: Interviews and 

ethnographic observations. 

Uses the concept of edgework to explore the 

complexities involved in how emergency 

workers attempt to negotiate the rewards and 

risks associated with multidimensional work 

intensity. 

Threat Perception 

KW: Ambulance work, edgework, emergency 

services, extreme work, NHS, paramedics, 

professional work, work intensity 

Explores work intensity in NHS Ambulance 

Services in England, and describes four 

distinct but interrelated dimensions of 

intensity: temporal, physical, emotional, and 

organisational.  

Osório, Jones, Robbins, 

Wessely & Greenberg. 

(2017) 

Combat experiences 

and their relationship to 

PTSD symptoms 

clusters in UK military 

personnel deployed to 

Afghanistan. 

United Kingdom: Randomised Control Trial 

(RCT). 

RCT of 2510 UK Armed forces (AF) 

personnel, which provided combat exposure 

data and completed a post-traumatic stress 

disorder (PTSD) checklist immediately post-

deployment and 1635 of the original cohort 

completed further followed-up measures 

four to six months later. Secondary analysis 

of data derived from a two-arm cluster, RCT 

of a post-deployment operational stress-

reduction intervention in deployed UK AF 

personnel. 

Threat Perception 

KW: Combat exposure; experiences, military 

personnel; post-traumatic stress disorder 

The study focuses on experiences of proximal 

wounding or death, encountering reactions to 

experiences when dealing with IED’s.  It 

addresses high threat situation (combat) 

exposure; responding (Military) personnel 

from the UK. The findings of this study were 

congruent with aspects of the accident and 

emergency trauma care environment. Military 

personnel operating in a combat environment 

provide assistance with sometimes limited 

medical resources while their own lives may 

be at risk. In both civilian and military 

settings, teams are regularly exposed to death 

and severe injury and may exhibit similar 

reactions.  

LeBlanc, McConnell & 

Monteiro. (2014) 

Predictable chaos: A 

review of the effects of 

emotions on attention, 

memory and decision 

making 

Canada: Literature Review. 

Literature review. Journals specific to 

emotions and cognitive processes. 

Threat Perception and Decision Making 

KW: Emotions, attention, memory, reasoning, 

clinical performance, decision making 

Health professionals at any given time are 

emotional. It is well recognised that 

healthcare practice and education are 

emotional endeavours. This recognition has 

extended to movements towards improving 

mental health and enhancing the wellness of 

health professionals and clinicians. Emotions 

research and dimensional approaches attempt 

to identify core dimensions that account for 

similarities and differences across different 

emotional states. The most common 

dimensions being valence, arousal, and goal 

relevance. 

 

 



J18704 

Page 16 of 187 

Name/s, Date and Title Design and Data Collection Relevance to study 

Power, Heuvel, 

Humann, Palasinksi & 

Crego. 

(2015) 

Decision inertia: 

Deciding between the 

least worst outcomes in 

emergency responses to 

disasters 

United Kingdom: Incident recreation 

(exercise) 

A qualitative, team-focussed study. Fourteen 

agencies (Police, Fire, Ambulance, Military) 

and 194 participants involved in an exercise. 

Data assessed the response and recovery 

from a sudden impact disaster during a two 

day immersive simulated emergency 

response. It evaluated the frequency, type, 

audience, and content of communications, by 

reference to five subject matter experts’ 

slow-time analyses of critical turning points 

during the incident. 

Decision Making 

KW: Decision model, decision inertia, 

decision making, communication 

Complexities in the decision making 

environment of a multi-team system are 

associated with decision making failures. 

Barriers cause decision inertia as teams focus 

on redundant intra-agency information 

seeking rather than cooperative interagency 

communications. 

Heuvel, Alison & 

Crego. (2015) 

How uncertainty and 

accountability can 

derail strategic ‘save 

life’ decisions in 

Counter-Terrorism 

simulations: A 

descriptive model of 

choice deferral and 

omission bias’s 

United Kingdom: Incident recreation 

(exercise) 

One hundred and thirty-six participants, who 

included high ranking senior Police Officers 

from four Police forces, representatives from 

the Home Office, Security Services, and the 

MoD. Descriptive SAFE-T model applied to 

decision making processes. Proximity and 

sequential lag analyses tested the occurrence 

of the predicted decision phases set out in the 

model.  

Decision Making 

KW: Decision making, uncertainty, counter-

terrorism 

Qualitative analyses illustrated that a 

complex combination of ambient 

(uncertainty), cognitive (accountability 

pressures) and organisational (an existing 

blame culture and lack of policy) factors 

‘derailed’ officers from making ‘save life’ 

decisions. The study explores the potential 

benefits of making the SAFE-T decision 

process and how derailment can occur 

explicitly in Police critical incident training 

events. 

Cohen-Hatton & Honey. 

(2015) 

Goal-orientated training 

and its effect on the 

decision making process 

in virtual and simulated 

fire and rescue 

environments 

United Kingdom: Incident recreation 

(exercise) 

Thirty-three incidents, ranging from those 

involving little threat to human life to a 

major road traffic accident. This examines 

first-person audio-visual recordings from 

helmet-mounted cameras worn by UK Fire 

and Rescue Service. In three experiments: a 

house fire, road traffic collision and a skip 

fire. Recreation of a fire ground and live burn 

house fire. 

Decision Making 

KW: Decision making, situational 

assessment, plan formulation, decision 

controls 

Focus on decision making, situational 

assessment, plan formulation, and decision 

control. Groups given standard training 

showed a tendency to move directly from 

information gathering to action. Those given 

goal-oriented training were more likely to 

develop clear plans and show anticipatory 

situational awareness. Results indicate that 

training can be readily modified to promote 

explicit plan formulation that could facilitate 

plan sharing between incident Commanders 

and their teams. No direct evidence is 

provided that communication was improved. 

It is not known if changes in decision making 

processes were linked to differences in the 

nature or effectiveness of the decisions that 

were generated. 

Wilkinson, Cohen-

Hatton & Honey (2019) 

Decision‐making in 

multi‐agency groups at 

simulated major 

incident emergencies: In 

situ analysis of 

adherence to UK 

doctrine 

United Kingdom, Incident recreation 

(exercise) 

Commanders were assessed using video 

footage of 18 groups responding to a major 

incident in a simulation suite, and six groups 

responding to a large‐scale exercise.  

Decision Making 

KW: Decision‐making, multi‐agency, major 

incident, emergencies 

There were marked differences in between‐

group sequencing of decision‐making 

activities, and limited consideration of 

alternative courses of action. These results 

provide an impetus for future policy, 

guidance, and training to address (a) 

between‐group inconsistency in decision 

processes and (b) the lack of consideration of 

alternative courses of action. 
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Name/s, Date and Title Design and Data Collection Relevance to study 

Rimstad, Rune, Sollid 

& Stephen. (2015) 

A retrospective 

observational study of 

medical incident 

command and decision 

making in the 2011 

Oslo bombing 

Norway: Retrospective observational study 

A descriptive study that includes 

participant’s observations, interviews, and 

recordings of radio communications. 

Decision Making and multi-agency 

Coordination 

KW: Decision making, emergency medical 

services, leadership, mass casualty incidents, 

risk management 

Making fast critical decisions based on pattern 

recognition and then adjusting later as the 

situation assessment requires, is superior to 

omitting or delaying decisions to eliminate 

uncertainties in mass casualty incidents. 

Ambulance Commanders should be prepared 

to make situation assessments and decisions 

early and be ready to adjust as uncertainties 

are reduced. Systematic text condensation is 

inspired by Giorgi’s phenomenological 

analysis and resembles GT. Participating 

observations are a suitable method for 

developing process-orientated explanations. 

First-hand knowledge of the context an 

incident is seen as the strength of an 

observational study. One of the researchers 

analysed their data regarding decisions and 

actions.  

Charman. (2014) 

Blue light communities: 

Cultural 

interoperability and 

shared learning 

between ambulance 

staff and Police 

Officers in emergency 

response 

United Kingdom: Semi structured interviews 

Interviews with 45 emergency services 

responders applying the conceptual 

framework of communities of practice. The 

study exposes the cultural dynamics of 

working together across two organisations. 

Multi-agency Coordination 

KW: Interoperability; multi-agency working; 

emergency work; Police; ambulance staff 

The study discusses the various dimensions of 

situated learning between Police Officers and 

Ambulance staff, which enable these two 

professions to operate in a relatively coherent 

fashion. Focus on interoperability; multi-

agency working; emergency work; Police; 

Ambulance staff; communities of practice, 

stability and harmony and a lack of attention 

to issues of inequality. It finds that the 

communities of practice framework acts as a 

tool with which to explore how learning takes 

place within and between organisations more 

fully. 

Power & Alison. 

(2016) 

Offence or defence? 

Approach and avoid 

goals in the multi‐

agency emergency 

response to a simulated 

terrorism attack 

United Kingdom: Incident recreation 

(exercise) 

A total of 50 Commanders from the UK 

Police Services, Fire and Rescue Services, 

and Ambulance Services took part in a 

simulated terrorism exercise, divided into 

n=13 teams. Each team responded to the 

same simulated terrorist event, which was 

based on a ‘Marauding Terrorist Firearms 

Attack’ at a city centre train station. Data 

were collected using electronically time-

stamped ‘decision logs’ and post-incident 

questionnaires that measured team members’ 

self-reported goals. Goals that were ‘attack’ 

focussed (e.g. ‘treat patients’) were coded as 

‘approach’ (i.e. focussed on achieving 

positive outcomes) and goals that were 

‘defence’ focussed (e.g. protect emergency 

responders) were coded as ‘avoid’ (i.e. 

focussed on avoiding adverse outcomes). 

Multi-agency Coordination 

KW: Decision making; teams; goals; 

emergency services; major incident; terrorism 

The findings showed that different agencies 

prioritised different goal types. Fire 

Commanders initially prioritised avoid goals 

but then increased approach orientations, 

Ambulance Commanders were consistently 

approach oriented, and Police Commanders 

showed goal conflict (tensions between 

adopting the approach and avoid goals). 

Despite goal differences, participants rated 

that their inter-agency goals were consistent in 

a post-scenario questionnaire, which suggest 

that Commanders were unaware of the 

nuanced differences between their agency-

specific objectives. At the multi-team level, 

teams that predominantly held 

attack/approach goals were significantly faster 

at decision logging early in the incident. 

Defend/avoid teams were faster at decision 

logging later into the incident. Implications 

for multi-team coordination are discussed. 

 

Name/s, Date and Title Design and Data Collection Relevance to study 
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Power. (2018) 

Extreme teams: Toward 

a greater understanding 

of Multi-agency 

teamwork during major 

emergencies and 

disasters 

United Kingdom: Article  

Literature review criteria are not stated. 

This article identifies what is known 

about emergency teams and highlights 

why it is an important and timely area for 

research. 

Multi-agency Coordination 

KW: teamwork, emergency services, 

coordination, cooperation, communication 

It focuses on the challenges and solutions to 

three areas of team processing: cooperation, 

coordination, and communication. It 

recommends that future research must have a 

solution-focussed approach. This can be 

oriented around areas: training, socio-technical 

networks, and policies/procedural guidelines. 

Turner, Lockey & Rehn. 

(2016) 

Prehospital management 

of a mass casualty 

civilian shooting: a 

systematic literature 

review 

United Kingdom: A literature review 

Systematic literature searches of PubMed, 

and the Cochrane Database of Systematic 

Reviews were conducted in conjunction 

with simple searches of non-indexed 

databases. The searches were last 

conducted on 20 April 2016 and only 

identified those papers published after 1 

January 1980. The search criteria 

specified that documents had to contain 

descriptions, discussions, or experiences 

of the pre-hospital management of 

civilian mass shootings. 

Multi-agency Coordination 

KW: Prehospital, management, mass casualty, 

shooting, 

The rising threat of transnational terrorism 

worldwide, makes emergency response 

strategies critically important. Key themes are 

identified in the study to improve future 

practice: tactical emergency medical support 

may harmonise inner cordon interventions; 

there is a need for inter-service education on 

effective haemorrhage control; the value of 

senior triage operators is emphasised; and there 

is a need for regular mass casualty incident 

simulation.  

Skryabina, Betts, Reedy, 

Riley & Amlota. (2019). 

The role of emergency 

preparedness exercises 

in the response to a mass 

casualty terrorist 

incident: A mixed 

methods study 

United Kingdom: Mixed methods study 

Mixed methods study design comprising 

of an on-line survey, followed up 

individual interviews. Descriptive 

statistics and analysis of variance were 

undertaken with quantitative data. 

Content and thematic analysis methods 

were used for qualitative data analysis. 

Multi-agency Coordination 

KW: Emergency medical services, Emergency 

preparedness, preparedness exercises 

Manchester Arena bombing. 

Participants were healthcare staff who took part 

in responses to three major terrorist incidents in 

the UK including the Manchester Arena 

bombing. Specific benefits of exercise 

participation included: improved coordination 

of the response through adherence to recently 

practiced incident plans; confidence with 

response roles; real-time modifications of the 

response. 

 

 

An extensive range of methodologies were identified (Table 7), with the majority of the studies 

undertaking qualitative approaches. Study design in the included manuscripts comprised of 

literature search / review (n=3), retrospective observational studies (n=1), incident 

recreations/exercises (n=5), semi-structured interviews and ethnographic observations (n=2), 

questionnaires (n=1), randomised control trials (RCT) (n=1), an article (n=1) and a mixed 

metods study (n=1). The largest number of studies took place in the UK (n=12), followed by 

Norway (n=1), and Canada (n=1). Interpretive thematic analysis was used to develop and 

synthesise categories during the scoping review. Prior to a comprehensive analysis of the 

studies, those that met the inclusion criteria were thoroughly reviewed to gain a comprehensive 

overview of the published material in order to gain a thematic analysis. However, initial 

readings were found to be problematic because studies often explored the public’s perceptions 

of major or mass casualty incidents, but not the perceptions of emergency responders.  
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Table 7: Scoping review research methodologies 

Research Reference # 

Literature search/review Thompson, Rehn, Lossius, and Lockey. (2014) 

LeBlanc, McConnell and Monteiro. (2014) 

Turner, Lockey and Rehn. (2016) 

3 

Retrospective observational study Rimstad, Rune, Sollid and Stephen. (2015) 1 

Incident recreation (exercise) Power and Alison. (2016) 

Cohen-Hatton and Honey. (2015) 

Wilkinson, Cohen-Hatton and Honey (2019) 

Power, Heuvel, Humann, Palasinksi and Crego. 

(2015) 

Heuvel, Alison and Crego. (2015) 

5 

Semi-structured interviews 

and ethnographic observations 

Granter, Wankhade, McCann, Hassard, and Hyde. (2018) 

Charman. (2014) 

2 

RCT Osório, Jones, Robbins, Wessely, and Greenberg. (2017) 1 

Article Power. (2018) 1 

Mixed methods study Skryabina, Betts, Reedy, Riley & Amlota. (2019). 1 

 

Initial or open coding was achieved through identifying and labelling data sets that could later 

be organised into selective codes. Eleven codes were developed and identified as follows: 

Perceived risks, Work intensity, Emotions and attention, Goal orientated decision making, 

Group decision making, Choice deferral, Command decision making, Interoperability, 

Multiagency emergency response, Goal setting, and Team coordination, Codes were managed 

and refined using the example spreadsheet in Table 8 of which were used to identify common 

themes. Themes, rather than selective codes will be discussed, in order to capture the properties 

and dimensions of interplay regarding interaction as the analysis progressed.  
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Table 8: Example of thematic management 

Theme Selective Coding Initial / Open Coding Text Exert 

T
h

re
at

 P
er

ce
p

ti
o
n

 

 Perceived risks 

 

 

 

 

 

 

 

 

 

 

 Work intensity 

 

 

 

 

 

 

 Emotions and 

attention 

 Confirmation of 

terrorism 

 Threat Management 

 

 

 

 

 

 

 

 

 Environmental 

hazards 

 Psychological 

stressors 

 

 

 

 Wounding or death 

experiences 

 Emotional numbing 

 Anxious-arousal 

symptoms 

 Common hazards experienced by emergency responders who 

have attended previous terrorist incidents consisted of 

secondary explosive devices, small arms fire, chemical 

hazards, biological hazards, radiation, and secondary threats 

such as environmental hazards, airborne particles, structural 

instability, fire, and mental health issues (Thompson, et al., 

2014). 

 Training and preparedness for terrorist incidents should 

primarily focus on direct threat management (Thompson, et al., 

2014). 

 

 Highest mortality and morbidity rates in responders were due 

to exposure to indirect environmental hazards (Thompson, et 

al., 2014). 

 Emergency responders will be exposed to direct threats and 

environmental scene hazards, including those that evoke 

psychological stressors (Thompson, et al., 2014). 

 

 Exposure to violent events also contributes to a sense of 

detachment from others (Osório et al., 2017).  

 Emotional numbing may result from cognitive and behavioural 

efforts to contain re-experiencing symptoms to a point where 

subjects lose their capacity to experience a usual range of 

emotions (Osório et al., 2017). 

 Military personnel who endorsed experiences such as handling 

bodies, giving aid to the wounded, and seeing personnel 

seriously injured or killed, exhibited anxious-arousal symptoms 

(Osório et al., 2017). 

D
ec

is
io

n
 M

ak
in

g
 

 Goal orientated 

decision making 

 

 

 

 

 

 

 

 

 Group decision 

making 

 Choice deferral 

 

 

 

 

 

 

 Command 

decision making 

 Decision making 

and perceived 

adverse outcomes 

 Time bounded 

decisions 

 

 

 

 

 

 Decision inertia 

 Decision inhibitors 

 Decision making in 

critical incidents 

 

 

 

 

 

 Decision cycle 

 Decision 

implementation 

 The cognitive process associated with failures to execute 

action has been linked to situations where decision-makers 

struggle to choose between equally perceived aversive 

outcomes (Alison et al., 2015). 

 When a decision problem was non-time-bounded, involved 

multiple agencies and identification of superordinate goals was 

lacking, the communication between agencies decreased, and 

agencies focussed on within-agency information sharing 

(Alison, et al., 2015).  

 

 Naturalistic environments are conducive to examining 

relatively understudied concepts of decision inertia, failures to 

act, and shared situational macro-cognition in situations 

involving large distributed teams (Alison, et al., 2015).  

 Decision making in critical incidents and counter-terrorism 

operations is characterised by uncertainty, accountability 

pressures, and blame culture, and sometimes unclear policies 

(Heuvel et al., 2015). 

 

 Derailed decision process culminated in incomplete decision 

cycles, strategically weaker decisions being implemented, and, 

not infrequently, implementation failure (Heuvel et al., 2015).  
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Theme Selective Coding Initial / Open Coding Text Exert 

M
u

lt
i-

ag
en

cy
 C

o
o

rd
in

at
io

n
 

 Interoperability 

 

 

 

 

 

 

 

 Multiagency 

emergency 

response 

 

 

 

 

 Goal setting 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Team coordination 

 

 Interoperability 

 

 

 

 

 

 

 

 Situated learning 

between Police and 

Ambulance 

 Multi-team 

operations 

 

 

 Multiagency 

prioritisation goal 

 Agency-specific 

objectives 

 Major incident plan 

awareness 

 

 

 

 

 

 

 

 

 Multi-agency 

coordination and 

collaboration 

 Emergency team 

identification 

 Examines issues of interoperability between Police 

Officers and Ambulance staff engaging in street work 

(Charman, 2014) 

 Extending the communities of practice focuses on two 

critical cultural features of interoperability: 

communication and exchange-based behaviour 

(Charman, 2014). 

 

 Situated learning between Police Officers and 

Ambulance staff, which enable these two professions to 

operate in a relatively coherent fashion (Charman, 2014). 

 In multi-team settings, cohesive goals between team 

members are essential, especially in high-stake, risky 

and uncertain environments (Power & Alison, 2016). 

 

 Different agencies prioritised different goal types. Fire 

Commanders prioritised avoid goals, Ambulance 

Commanders were approach oriented, and Police 

Commanders displayed goal conflict (Power & Alison, 

2016). 

 Inter-agency goals were consistent in a post-scenario 

questionnaire, suggesting that Commanders were 

unaware of the nuanced differences between their 

agency-specific objectives (Power & Alison, 2016). 

 Commonly reported benefits from major incident 

exercising was awareness of major incident plans, and 

opportunity to practice responding to a similar scenario 

(Skryabina, et al., 2019). 

 

 The role of teamwork, emergency services coordination, 

cooperation, and communication is highlighted when 

attempting to obtain a greater understanding of multi-

agency collaboration during major emergencies and 

disasters (Power, 2018). 

 Improved coordination of response through adherence to 

recently practiced incident plans; confidence with 

response roles; real-time modifications (Skryabina, et al., 

2019). 

 

2.6 Factors that influence situational adaptability: Threat perception 

A literature review undertaken by Thompson, Rehn, Lossius, and Lockey (2014) sought to 

assess the risks to emergency medical responders at terrorist incidents. The identified scene 

hazards were categorised into direct terrorist threats aimed at emergency medical service 

providers, and the environmental hazards posed by working at an unstable scene. Thompson, 

et al. (2014) reviewed the published medical literature between 1995 and 2013 to identify the 

most common hazards experienced by emergency responders who have attended previous 

terrorist incidents. These were found to have consisted of secondary explosive devices, small 

arms fire, chemical hazards, biological hazards, radiation, and secondary threats such as 

environmental hazards, airborne particles, structural instability, fire, and mental health issues 

(Thompson, et al., 2014). The sourced articles demonstrated that training and preparedness for 

terrorist incidents should primarily focus on threat management. The published literature 
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suggests that the dominant cause of mortality and morbidity in responders was the exposure to 

indirect environmental hazards. Emergency responders involved in responding to a major or 

mass casualty incident will be exposed to direct threats and environmental scene hazards, 

including those that evoke psychological stressors. Therefore training and education that 

focuses on risk mitigation were identified as a key recommendation.  

 

A further example of psychological stressors and their impact on threat perception was reported 

in Osório et al’s (2017) investigation into combat experiences and their relationship with Post-

Traumatic Stress Disorder (PTSD) symptom clusters in UK Military personnel deployed to 

Afghanistan. A secondary analysis was undertaken of data derived from a two-arm cluster, 

RCT of a post-deployment operational stress-reduction intervention in 2510 (of 9000) 

deployed U.K armed forces personnel. They provided combat exposure data and completed a 

PTSD checklist immediately post-deployment, and 1635 of the original cohort completed 

further follow up measures four to six months later.  

 

Osório et al’s, (2017) study focussed on experiences of proximal wounding or death encounters 

with reactions to experiences when dealing with IED’s. Their initial finding was that the 

principal component analysis generated three main classes of combat experience: participation 

in violent combat, proximity to wounding or death, and encountering explosive devices. It was 

also found that more frequent proximity to wounding or death experiences was significantly 

associated with a greater risk of developing anxious-arousal symptoms. A further finding found 

that exposure to violent events contributes to a sense of detachment from others. Emotional 

numbing may result from cognitive and behavioural efforts to contain re-experiencing 

symptoms to a point where subjects lose their capacity to experience a usual range of emotions 

(Osório et al., 2017). For example, Military personnel who endorsed experiences such as 

handling bodies, giving aid to the wounded, and seeing personnel seriously injured or killed, 

exhibited more re-experiencing and anxious-arousal symptoms (Osório et al., 2017). Osório et 

al. (2017) recommended that care provision for personnel presenting for treatment with a 

history of participation in violent combat should include a focus on anxiety reduction measures 

as part of an evidence-based package. The findings of this study were congruent with aspects 

of the accident and emergency trauma care environment. They are comparable with Military 

personnel operating in a combat environment and assisting with sometimes limited medical 

resources while their own safety may be at risk. However, in both civilian and military settings, 
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teams that are regularly exposed to death and serious injury may exhibit similar emotional 

reactions during, and post the event.  

 

An assessment of the emotional reactions of healthcare workers and their impact on clinical 

performance was undertaken by LeBlanc, McConnell, and Monteiro (2014) in their literature 

review of the effects of emotions on attention, memory and decision making. The initial finding 

had shown that emotion-evoking situations are likely to affect what information health 

professionals remember, as well as the way in which they make decisions in practice. For 

example, under situations of extreme stress, health professionals may resort to time and energy-

saving strategies, such as reliance on heuristics, to make medically relevant decisions (LeBlanc 

et al., 2014). These strategies can be adaptive when time is limited, and the patient is under 

extreme distress. Given that health care rarely occurs in emotionally neutral settings, it is 

important to understand how health professionals’ emotional states affect their ability to 

interpret information and make clinical decisions.  

 

Furthermore, an additional key finding was that positive emotions had been reported to 

improve the integration of information in problem-solving, decision making, and cognitive 

organisation (LeBlanc et al., 2014). For example, in potentially high-risk situations, positive 

mood tends to produce risk-averse behaviour; however, in low-risk tasks, where the likelihood 

of success is greater, positive emotions are associated with increased willingness to take risks 

(LeBlanc et al., 2014). This demonstrates that individuals’ emotional states can play an 

important role in how they perceive and interpret the world around them, and how they make 

decisions.  

 

A final finding regarding threat perception and situational adaptability was that the emotional 

state of clinicians can influence how they perceive the world around them, what they recall 

from it, as well as the decisions they make (LeBlanc et al., 2015). "Individuals, at any given 

time, are in an emotional state” (LeBlanc et al., 2014, p.277). LeBlanc et al., (2014) 

recommended that rather than treating emotions as undesirable forces that wreak havoc on the 

rational being, the field of health professions education could be enriched by a greater 

understanding of how these emotions can shape cognitive processes in increasingly predictable 

ways. 
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The assessment of psychological stressors within threat perception was also a key theme in a 

study by Granter, Wankhade, McCann, Hassard, and Hyde (2018) who explored work intensity 

in NHS Ambulance Services in England. The concept of ‘edgework’ was used to explore the 

complexities involved in how emergency workers attempt to negotiate the rewards and risks 

associated with multidimensional work intensity, which has shown to evoke psychological 

stress (Granter et al., 2018). Semi-structured interviews and ethnographic observations of 

managers, Ambulance crews, call handlers, and emergency dispatchers were undertaken within 

an NHS Ambulance Service Trust in England. The objective of this was to understand the 

contested meanings of work pressure and work intensity. Eighty interviews were conducted, 

which lasted between 60-90 minutes. Of these, 31 were with operational managers such as 

clinical TL’s and area managers, almost all of whom were also current or former ‘road’ staff. 

Twelve operational paramedics, 11 control room staff, and 26 senior managers/directors were 

also interviewed. 

 

The key finding was that certain parts of Ambulance work can be intrinsically intense, but can 

provide an important source of validation (Granter’s et al., 2018). To demonstrate this, four 

distinct but interrelated dimensions of intensity were identified: temporal, physical, emotional, 

and organisational intensity (Granter et al., 2018). On review of these findings, temporal 

intensity and emotional intensity were argued to resonate with psychological stressors 

encountered at major and mass casualty incidents. Temporal intensity, for example, was found 

to be intrinsic to Ambulance work and was reflected in fast responses, driving, decision 

making, and action. “Racing to save a patient’s life was fulfilling in both ontological and 

professional senses” (Granter et al., 2018, p. 11). The emotional intensity was associated with 

emotional labour in Ambulance work and concerns the ability to perform one's job 

professionally in the face of trauma and death (Granter et al., 2018). However, more 

specifically, it was found that blocking out and normalising death was not always 

straightforward, and issues relating to secondary trauma would sometimes intrude (Granter et 

al., 2018). 

 

High-intensity work in the Ambulance Service is therefore expected, and to some extent, is 

actively sought out by Ambulance workers. Research has suggested that the Paramedic role is 

one of the most dangerous occupations in the advanced world, and the emergency services are 

well-known to feature high levels of stress, physical and emotional exhaustion, high burnout 

rates, and work strain (Granter et al., 2018). This has been shown to be exacerbated by physical 
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and organisational intensities, which could be argued to have influenced situational adaptability 

enablers and inhibitors when responding to the Manchester Arena bombing.  

2.7 Factors that influence situational adaptability: Decision making  

The importance of decision making and its impact on situational adaptability was found in 

Alison, Power, Heuvel, Humann, Palasinksi, and Crego’s (2015) investigation into decision 

inertia and deciding between the least adverse outcomes in emergency responses to disasters. 

Alison et al. (2015) assessed the use of naturalistic decision making and how it could be applied 

to study decision inertia. They found that the cognitive process associated with failures to 

execute action was linked to situations where decision-makers struggle to choose between 

equally perceived aversive outcomes. Three barriers were subsequently identified. These 

consisted of reducing multi-agency information sharing and the macro cognitive understanding 

of the incident. However, when the decision problem was non-time-bounded, involved multiple 

agencies, and identification of superordinate goals was lacking, the communication between 

agencies decreased, and agencies focussed on within-agency information sharing, rather than 

with their multi-agency partners (Alison et al., 2015).  

 

Their key finding identified that naturalistic environments are conducive to examining 

relatively understudied concepts of decision inertia, failures to act, and shared situational 

macro-cognition in situations involving large distributed teams. In addition, their research 

found that the barriers of non-time-bounded choice, large team size, and a failure to set clear 

strategic direction can inhibit multi-team system decision making. For example, it is possible 

that practitioners (such as Paramedics) can adapt to time pressure efficiently using satisficing 

strategies. Alison et al. (2015) recommended that because strategic goals facilitate interagency 

communications of decisions and actions, and the importance of superordinate goals during 

emergency response, and command and control, this creates clear implications for effective 

training of practitioners. 

 

An assessment of decision making in terrorist situations was also undertaken by Heuvel, Alison 

and Crego (2015) who investigated how uncertainty and accountability can derail strategic 

‘save life’ decisions in counter-terrorism (CT) environments. They sought to describe Police 

Officers’ decision processes in simulated CT events. It was found that decision making in 

critical incidents in general, and CT operations in particular, is characterised by uncertainty, 

accountability pressures, a blame culture, and sometimes unclear policies. The purpose of their 
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study was to test the process by which decisions are made during incidents related to terrorism, 

as well as assessing the factors that may adversely derail this process, along with what promotes 

decision avoidance. Heuvel et al, (2015) study found that teams did not follow the predicted 

decision sequences and that the decision process under high levels of uncertainty is complex. 

Specifically, they found that teams can often be derailed and either omitted decisions altogether 

or deferred the decision to another party, thereby avoiding responsibility, and accountability 

for the outcomes of that decision, particularly in forced-choice alternative options with 

potentially detrimental outcomes associated with both options. They concluded that the 

derailed decision process culminated in incomplete decision cycles, strategically weaker 

decisions being implemented, and, not infrequently, implementation failure. It was 

recommended that decision making in CT environments, could be improved and made more 

resilient by explicitly addressing this decision process, as well as the underlying psychological 

factors that affect this process in future training events.  

 

Decision making and risk management for Emergency Medical Services in mass casualty 

incidents was also an important theme in Rimstad, Rune, Sollid and Stephen’s (2015) 

retrospective observational study of medical incident command and decision making in the 

2011 Oslo bombing. They recognised that a core task for emergency response Commanders is 

decision making. The purpose of their study was to describe the critical decisions taken by the 

Ambulance Commander and the Medical Commanders of the mass casualty incident response, 

and to explore the underlying conditions affecting their decision making.   

 

Rimstad et al. (2015) found that most critical decisions were made in the first 30 minutes of 

the incident, with Ambulance Commanders making the bulk of the decisions. Situational 

assessment and underlying uncertainties appeared to affect decision making strongly; however, 

there was a mutual interaction between these factors that developed throughout the different 

stages of the operation. Knowledge and experience were also major determinates of how easily 

Commanders picked up sensory cues, and translated them into the situational assessment 

(Rimstad et al., 2015). For example, the number and magnitude of uncertainties were largest 

in the developed stage, after most of the critical decisions had been made. It was recommended 

that as decisions are made under significant uncertainty and time pressures, Ambulance and 

Medical Commanders should be prepared to make situation assessments and decisions early, 

and be ready to adjust as uncertainties are reduced (Rimstad et al., 2015). 
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In 2015, Cohen-Hatton and Honey investigated goal-orientated training, and its effect on the 

decision making process. The focus of this research was on decisions made by operational 

Commanders at emergency incidents. They examined the efficiency of goal-oriented training 

in explicit planning that sought to enable better communication at emergency incidents. 

Through a series of practical exercises in which groups of Commanders were compared, it was 

found that groups of Commanders given standard training showed the tendency to move 

directly from information gathering to action. However, those given goal-oriented training 

were found to more likely develop explicit plans, and show anticipatory situational awareness.  

 

In light of this, their results indicated that training could be readily modified to promote explicit 

plan formulation that could facilitate plan sharing between incident Commanders and their 

teams (Cohen-Hatton & Honey, 2018). A key aspect of Cohen-Hatton and Honey’s (2018) 

research was that incident Commanders from the emergency services, who are executing their 

roles at emergency incidents, frequently initiate actions without making explicit plans. This 

was hypothesised due to either a reliance on reflexive processes, or a failure to make explicit 

plans formulated and evaluated through reflection (Cohen-Hatton & Honey, 2018). Cohen-

Hatton and Honey (2018) also argued that promoting the development of explicit plans enabled 

shared situational awareness and goals to support a common operating picture and facilitated 

interoperability. It was also found that although standard training mirrored current operational 

guidance, goal-oriented training incorporated decision controls that highlighted the importance 

of evaluating goals, anticipating consequences, and risk/benefit analysis once a potential course 

of action has been identified (Cohen-Hatton & Honey, 2018). These findings indicate that the 

goals and the anticipated consequences of different courses of action are appropriate targets for 

training interventions, which can change the balance between reflective and reflexive 

processes. These changes in decision making processes offer the potential to increase the 

effectiveness of communication between members of emergency services personnel which in 

turn promotes safety (Cohen-Hatton & Honey, 2018). 

 

In a continuation study, Wilkinson, Cohen-Hatton and Honey (2019) investigated decision‐

making in multi‐agency groups at simulated major incident emergencies. Commanders were 

assessed using video footage of 18 groups responding to a major incident in a simulation suite, 

and six groups responding to a large‐scale exercise. The study found that there were marked 

differences in between‐group sequencing of decision‐making activities, and limited 

consideration of alternative courses of action. For example, decision inertia can be reflected in 



J18704 

Page 28 of 187 

high levels of the information‐oriented component and low levels of the action‐oriented 

component (Wilkinson et al, 2019). 

 

Wilkinson et al, (2019) posed that greater consistency could be achieved by ensuring that 

command decisions are made with a balance of individuals with different decision‐making 

styles, and might also reduce decision inertia. However, there is a need to investigate whether 

the decision‐making processes of Commanders are affected by the decision‐making styles of 

their members (Wilkinson et al, 2019). More specifically, their results suggest that 

Commanders need to give consistent and explicit consideration to alternative plans of action. 

The use of decision controls has proven effective in modifying decision‐making in incident 

Commanders (Cohen‐Hatton & Honey, 2018), however this technique has yet to be formally 

assessed in other groups.  

2.8 Factors that influence situational adaptability: Multi-agency coordination 

Multi-agency coordination was also an area of focus for Charman (2014), who investigated 

cultural interoperability and shared learning between Ambulance staff and Police Officers 

during emergency response. Charman (2014) explains that a central feature of debate and 

controversy within organisations has been the effectiveness of cross-agency working. 

Primarily, at the front end of service delivery, this is a matter of what has become known as 

the interoperability of agencies and professions as they work jointly in problem-solving, 

particularly in emergency situations. The paper examines issues of interoperability between 

Police Officers and Ambulance staff engaging in street work.  

 

The decision making process has been found to be a fundamental factor in achieving effective 

multi-agency coordination during mass casualty situations. This was apparent in Power and 

Alison's (2016) investigation into the approach and avoidance goals in the multi‐agency 

emergency response to a simulated terrorist attack. Power and Alison (2016) explained that 

when operating in multi-team settings, it is important that goals are cohesive between team 

members, especially in high-stake, risky and uncertain environments. Their paper explored 

goal consistency during a multi-team emergency response simulation. A total of 50 

Commanders from the UK Police Services, Fire and Rescue Services, and Ambulance Services 

took part in a simulated Marauding Terrorist Firearms Attack (MTFA) terrorism exercise. Data 

were collected using electronically time-stamped ‘decision logs’ and post-incident 

questionnaires that measured team members’ self-reported goals. The authors found that goals 
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that were ‘attack focussed’ (e.g. ‘treat patients’) were coded as approach (i.e. focussed on 

achieving positive outcomes) and goals that were ‘defence focussed’ (e.g. designed to protect 

emergency responders) were coded as avoid (i.e. focussed on avoiding a negative outcome). It 

emerged that different agencies prioritised different goal types; Fire Commanders initially 

prioritised avoid goals but then increased approach orientations, Ambulance Commanders 

were consistently approach oriented, and Police Commanders showed goal conflict (Power & 

Alison, 2016). However, despite goal differences, participants rated that their inter-agency 

goals were consistent in a post-scenario questionnaire, which suggested that Commanders were 

unaware of the nuanced differences between their agency-specific objectives (Power & Alison, 

2016). At the multi-team level, teams that predominantly held attack/approach goals were 

significantly faster at decision logging early in the incident; yet defend/avoid teams were faster 

at decision logging later into the incident (Power & Alison, 2016).  

 

In a continuation of this study, Power (2018) assessed the role of teamwork, emergency 

services coordination, cooperation, and communication in an attempt to obtain a greater 

understanding of multi-agency collaboration during major emergencies and disasters. This 

article identified what is known about emergency teams and highlights why it is an important 

and timely area for research. It also focuses on the challenges and solutions related to three 

areas of team processing: cooperation, coordination, and communication (Power, 2018). Major 

emergencies are extreme team decision making environments and complex, dynamic, high-

stakes and fast-paced events. A successful resolution is contingent on effective teamwork 

(Power, 2018). Emergency teams coordinate at the intra-team level (e.g., Police team), but they 

are increasingly required to operate at the inter-team level (such as a Police, Fire and 

Ambulance teams) (Power, 2018). This is a consequence of the desire for networked and cost-

effective practice and the evolving nature of modern threats such as extreme weather events 

and terrorist attacks, which requires a multi-agency rather than single-agency response (Power, 

2018). 

 

Furthermore, unique stressors are associated with emergency teams that are required to 

coordinate their behaviour under extreme pressures, and often in sporadically forming and 

multilayered groupings. This limits the findings of research on traditional teamwork applied to 

more artificial and low-stake settings (Power, 2018). Power (2018) believes that to move this 

collaboration forward, there must be a common and agreed understanding between researchers 

and emergency service practitioners. Namely, for research to be useful, there needs to be buy-
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in from practitioners operating in the real-world who can implement findings, and commitment 

from researchers that their research findings have contextualised and relevant application to 

support practice. Mass casualty civilian shootings are uncommon, but remains a recurring 

challenge to emergency services around the world and produce unique management demands 

(Turner, Lockey & Rehn, 2016). In the context of a rising threat of transnational terrorism 

worldwide, Turner et al, (2016) assessed the prehospital management of a mass casualty 

civilian shooting. Recognising that emergency response strategies are of critical importance, 

their study aimed to systematically identify, describe, and appraise the quality of indexed and 

non-indexed literature.  

 

A systematic literature search of PubMed and the Cochrane Database of Systematic Reviews 

was conducted in conjunction with simple searches of non-indexed databases. The searches 

were last performed on 20 April 2016 and only identified those papers published after 1st 

January 1980. Included documents had to contain descriptions, discussions or experiences of 

the pre-hospital environment. Turner et al. (2016) found that the use of senior medical 

providers to conduct initial assessment appears to increase effective casualty management. 

Regular and specific multidisciplinary and multi-service preparedness exercises are essential 

to ensure a successful response and should include local public and private authorities in 

exercises involving schools and other public areas (Turner et al. 2016). 

 

Finally, in arguably the study most aligned with the purpose of this research was Skryabina, 

Betts, Reedy, Riley & Amlota. (2019), investigating the role of emergency preparedness 

exercises in the response to a mass casualty terrorist incident. It identified the importance of 

emergency preparedness activities for the healthcare community, however evidence of their 

impact on the response to real major incidents was found to be limited (Skryabina, et al., 2019). 

A mixed methods study design was adopted comprising an on-line survey and follow up 

individual interviews. Participants were healthcare staff who took part in responses to three 

major terrorist incidents in the UK in 2017, the Manchester Arena bombing, the Westminster 

Bridge attack, and the London Bridge attack (Skryabina, et al., 2019). 

 

The online survey generated 86 responses, however 79 (92%) were from the responders to the 

Manchester Arena bombing, with twenty-one survey respondents sharing their experiences in 

in-depth interviews (Skryabina, et al., 2019). The individual interviews were conducted by 

telephone between October and December 2017, with 21 responders to the Manchester Arena 
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bombing. Participants were asked to share their views of the response and discuss challenges 

they faced in their roles, however, the specific focus was to explore their emergency 

preparedness training, and the role of exercises in the response. Participants also discussed 

skills and knowledge necessary for an effective response to a major incident in their roles and 

discussed further training to improve their preparedness (Skryabina, et al., 2019). It was 

identified that healthcare staff who took part in HEPEs felt better prepared to respond to major 

incidents than those who did not attend exercises (Skryabina, et al., 2019). Specific benefits 

included: improved response coordination through adherence to recently practiced incident 

plans; confidence with response roles; real-time modifications of the response and support 

provided to staff who did not take part in exercises. However, due to the infrequency of mass 

casualty incidents, simulation exercises are the only option to test major incident plans, to keep 

response skills and knowledge updated, and to develop systemic response capabilities 

(Skryabina, et al., 2019). Advantages for individuals to take part in exercises included: 

understanding individual roles and the roles of teams, understanding of the system response, 

and developing confidence in their abilities to respond through practical experience (Skryabina, 

et al., 2019). 

2.9 Scoping review key findings  

As previously discussed, the scoping review did not aim to synthesise or appraise studies. It 

sought to identify the current state of knowledge and to identify gaps within the literature and 

determine directions for future research. The following key findings were derived from the 

scooping review data, and consisted of ‘Threat levels’, ‘Decision making’, ‘Information 

Sharing’, and ‘Interoperability’.  

Key finding 1 - Threat Levels  

*Emergency responder’s deploying to mass casualty situations were concerned with levels 

of threat.  

This was substantiated through mortality and morbidity rates as a result of exposure to primary 

and secondary risks. Evidence shows that proximity to wounding or death experiences has been 

associated with a higher risk of developing anxious-arousal symptoms and contributes to a 

sense of detachment from others and emotional numbing (Osório et al., 2017). This was found 

in emergency responders who endorsed experiences such as handling bodies, giving aid to the 

wounded, and seeing personnel seriously injured or killed (Osório et al., 2017). It was 

recognised that future research should focus on the impact that training and education programs 
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have on direct threat management (Thompson et al., 2014). This can be rationalised through 

emergency responders exposure to immediate threats and environmental scene hazards are 

found to display signs of psychological stressors both during and post-event. 

Key finding 2 - Decision Making 

*Medical responders operating in high threat environments resort to time and energy-saving 

strategies, to make medically relevant decisions. 

These strategies were found to be adaptive when time is limited, and the patient is under 

extreme distress (LeBlanc et al., 2014). In potentially high-risk situations, positive moods tend 

to produce risk-averse behaviour; however, in low-risk tasks, where the likelihood of success 

is greater, positive emotions are associated with increased willingness to take risks (LeBlanc 

et al., 2014). It is therefore possible to suggest that future research should focus on responder 

clinical decision making and its impact on environmental factors. 

Key finding 3 - Information Sharing  

*Commanders and responders who struggle to choose between equally perceived aversive 

outcomes have been associated with cognitive process failures, resulting in decreased 

within-agency information sharing.  

Decision inertia was found to result in a lack of timely and efficient discussions on decision 

actions, based on seeking redundant information (Alison et al., 2015). Furthermore, pressures 

of decision making in critical incidents and CT operations are exacerbated by uncertainty, 

accountability pressures, a blame culture, and unclear policies (Heuvel et al., 2015). As most 

critical decisions are made in the first 30 minutes of an incident (Rimstad et al., 2015), decision 

making in CT environments could be improved and made more resilient by focusing on 

promoting the decision making process, as well as understanding the underlying psychological 

factors that affect this process (Heuvel et al., 2015). A further potential research initiative could 

be to focus on assessing underlying psychological factors that influence decision making in 

major or mass casualty incidents. 
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Key finding 4 - Interoperability 

*Front-end effectiveness of emergency response is associated with the degree of cultural 

interoperability that exists.  

Effectiveness of Ambulance Command was linked to setting goals that were focussed on 

achieving positive outcomes for patients (Charman, 2014). Major emergencies are extreme 

team decision making environments that are complex, dynamic, high-stake and fast-paced 

events, in which successful resolution is contingent on effective teamwork (Power, 2018). To 

improve this, exercise participation has shown to improve response coordination through 

adherence to recently practiced incident plans; confidence with response roles, and real-time 

modifications of the response (Skryabina, et al., 2019). It is possible that further research could 

be undertaken to assess how this could be improved through regular multidisciplinary and 

multi-service emergency preparedness exercising.  

2.10 Chapter 2 conclusion 

This chapter presented a rationale for the design and findings of a scoping review conducted to 

explore how factors associated with situational adaptability were captured within contemporary 

healthcare literature. It also provided a rationale for the use of a scoping review as part of a 

larger GT study, and provided insight into the current state of knowledge within the field, 

without compromising the integrity of the research aims. The key findings identified that 

factors influential to situational adaptability consisted of threat perception, decision making, 

and multi-agency coordination; however, it is recognised that there may be other contributory 

factors not yet identified. This may be due to the limitations of the scoping review structure 

which consisted of a limited range of data sourcing strategies, choice of search terms, and 

choice of literature review method. The overall principle achievement of this chapter is the 

identification of influential factors associated to situational adaptability, along with suggestions 

for future research opportunities. The following chapter will describe the chosen design and 

method with a rationsilsation on the theoretical perspectives utilized in this research.  
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Chapter 3: Design & Methods 

3.1 Introduction 

This chapter details the research design and methods (Figure 3) that draw on the constructivist 

GT methods described by Charmaz (2014) to code and interrogate developing theoretical 

categories. These aspects have directly influenced and informed the methodological framework 

and guided how the research was formed to gather and analyse data. 

 

Ontology  Epistemology  
Theoretical 
perspective 

 Methodology  Methods  Sources 

What is 
reality? 

→ 
What and how can I 

know 
reality/knowledge? 

→ 

What 
approach 

can we use 
to acquire 

knowledge? 

→ 

What 
procedure can 

we use to 
acquire 

knowledge? 

→ 

What tools 
can we use 
to acquire 

knowledge? 

→ 

What 
data 

can we 
collect? 

Figure 3: The research paradigm adapted from Hay (2002) and Crotty (1998) 

3.2 Ontological and epistemological foundations 

When planning a research study, a researcher is required to think through the philosophical 

worldview assumptions that they will bring to a study, the research design that is related to this 

worldview, and the specific methods or procedures of research that translate the approach into 

practice (Creswell, 2014). In recognition of this, a range of theoretical perspectives was 

considered, which led to consultation with academic supervisors. The philosophical concepts 

such as ethnography and phenomenology were considered, however GT was deemed the most 

appropriate as the ontological and epistemological perspectives guided the author in choosing 

this method, as it was felt GT would best answer the research question. 

 

Although the ontological perspective of realism assumes an objective and universal truth, 

Blaikie, (2007) argues that realism assumes that reality is produced through individual 

interpretation. Realism aims to construct middle-range theories, and acknowledges that 

generalisations can be observed across stimuli, people, and settings. For example, 

generalisation refers to the ability to be able to transfer skills and knowledge learned to other 

settings, people, and activities (Merton, 1968), which is fundamental to the development of 

Paramedic education initiatives. 

 

As a reflective researcher, the aligned epistemological paradigm was founded within 

relativism. Justification for this can be sought through the belief that facts are relative to the 

perspective of an observer, or indeed the context in which they are assessed (Tupan & Cilea, 
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2013). Relativists believe that truth is ultimately relative to the individual, which is placed from 

an emergence from interactions (Tupan & Cilea, 2013). Charmaz (2008) perspective of 

relativist’s denotes attempts to answer ‘what’ and ‘how’ questions, is flexible analytical in its 

procedures, and welcomes storytelling. This is contrary to the realist perspective of 

pragmatism, which attempts to answer ‘why’ and ‘how’ questions, is rigorous in its coding 

procedure that drives the research, and advocates that data objectivity can only be achieved 

through a larger number of case studies (Charmaz, 2008). 

 

The production of a research proposal in partnership with academic supervisors was useful to 

identify and reflect on some of the key philosophical notions of post-positivism, 

constructionism, and pragmatism. This helped to identify some of the overarching 

philosophical concepts of undertaking research, because it was recognised that possessing an 

awareness of philosophical assumptions and utilising ontological and epistemological 

creativity would increase the quality of this research. Although a range of influential authors 

disagree on where the philosophical position of GT is placed, a foremost observation was that 

post-positivism presented itself as a key philosophical perspective within this research. 

Charmaz (2014) identified that some authors classify GT methodology as positivist, and 

Strauss and Corbin’s (1990) version is looked upon as a systematic tool that has a procedural 

affinity to positivism. For example, scientists make assumptions that are then subjected to 

attempts to refute them. As theories are tested and discarded, they are replaced with new 

theories that have greater universality, precision, and explanatory power than the preceding 

formulations (Age, 2011). 

 

Insistence on the existence of objective facts that are independent of the researcher are aspects 

of constructivist GT and the need to determine the extent to which theoretical statements 

correspond to these facts (Popper, 1972). For example, there are similarities between 

constructivist GT methodology and the positivist paradigm. Despite the influence of the 

positivist tradition on GT methodology, the dimension of correspondence has a slightly 

different meaning in constructivist GT from that ascribed to it in the positivist research tradition 

(Age, 2011). 
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To achieve a particular end in scientific enquiry, there also appears to be a dispute about 

procedural credibility between what may be termed the ‘positivist’ perspective and the 

‘relativist’ perspective. The positivist perspective provides a belief that there is conformance 

to specific methodological rules that could result in objective truth. Popper (1972) explains that 

methodological choice is based on accepted conventions (such as correspondence to the facts) 

and that there is no room for discussion about how different methodological alternatives may 

fulfil different objectives. However, the epistemological stance considered most suited to the 

aims of this study is the Charmaz (2014) GT approach. This position was rationalised through 

the philosophical worldview that qualitative research methods attempt to capture multiple 

realities.  

 

The philosophical perspective from which the constructionist/constructivist epistemology is 

derived, posits that reality is individually constructed through interactions, rather than existing 

as an objective reality to be observed (Charmaz, 2014). This aligns with the author’s own 

worldview. The epistemological considerations consisted of what is thought to be knowledge, 

how this knowledge is acquired, and what the beliefs of the self may be. An attempt to address 

these notions was initiated with consideration towards testimony as an example of how 

knowledge can be obtained. Klein (1998), for example, explains that possessing knowledge is 

not determined by whether we have good enough reasons for our beliefs, but rather whether 

the processes that produced the beliefs in question are sufficiently reliable. 

 

To distinguish between knowledge and belief allows a researcher to conceptualise what a 

research participant perceives to be the truth (Klein, 1998). Within this research, the 

philosophical and epistemological underpinning of constructivist GT methods offered the 

opportunity to combine the author’s experience of command, and judgments developed before 

supporting post-incident operations. This was achieved simultaneously by accommodating and 

accounting for the influence of the author’s memories of responding to bombings as a combat 

medic in Iraq, and personal opinions developed when undertaking the role of a special 

operations Paramedic. These experiences shared some commonality with the participants and 

informed how the author was able to approach and relate to the participants. In turn, this 

affected how they responded to the research questions, and ultimately how meanings were 

constructed during the interviews. 
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Throughout the interview process, the clinical experiences gained throughout the author’s 

career in the military and the NHS helped to clarify the meanings inferred from the narratives 

offered by participants. Regular thesis supervision sessions also prompted the author to try to 

remain separated from the data, by confirming and supporting the necessary detachment of 

personal experience. To assist with this, academic supervisors also assisted in the interrogation 

of the data analysis processes in an attempt to ensure consistency in the interpretation. 

 

Unique within GT methods, the constructivist approach employed in this study provided a 

supporting framework of procedures to maintain a focus on the role and potential influences of 

the author within the overarching process of data gathering, selection, analysis, and 

interpretation. It is also important to note the significance of being uniquely placed within this 

thesis: the author was a former member of the HART and directly served with some of the 

HART Operatives who responded to the Manchester Arena Bombing. Although it is recognised 

that the authors position as a senior officer may be seen as a limitation in the sense that rank or 

chain of command may intimidate those of a junior or lower rank, positionality facilitated a 

unique level of trust between the author and the participants, which appeared to result in the 

attainment of a significant level of intimate detail that other researchers may not have been 

privileged to. The author, therefore, felt that this contributed to the negation of many 

organisational and personal barriers that many researchers would have experienced. 

 

In addition, this research was based on familiar subject matter and appropriate that this could 

be accompanied by a substantial level of direct practical experiences, as well as theoretical 

knowledge underpinned by the familiarity of national doctrine. The author had achieved this 

through being a senior manager in the Ambulance Service, but with this, it was recognised that 

this position brought a certain level of influence. Positionality for the author was, therefore, 

carefully considered, because it was recognised that the author’s professional position within 

the Ambulance Service will have influenced both outlook and understanding. Meaning is 

constructed through disciplinary emphases and perspectival proclivities because the researcher 

can never be neutral in their interpretation of a phenomenon (Charmaz, 2006). As such, 

Charmaz, (2006) explains that reflexivity is heightened through theoretical sensitivity.   

  



J18704 

Page 38 of 187 

3.3 Perspectives of grounded theory  

Grounded theory is a commonly used research methodology and consists of three primary 

approaches, Glaser, Strauss and Corbin, and Charmaz. All three approaches use similar 

procedures, yet there are important philosophical, contextual, and analytical differences that 

affects their application to a research study. Table 9 provides a GT methodological comparison 

distinguishes between Glaser, Strauss and Corbin, and Charmaz and contributes to the rational 

of why Charmaz constructivist GT was chosen for this application by the author.    

Table 9 Grounded theory methodological comparison 

Area of choice Glaser Strauss and Corbin Charmaz 

Philosophy Researchers influence 

and values and denied. 

Researchers remain 

objective 

Researchers influence and values are 

recognised Researchers distant from 

the data analysis 

Researchers influence and values 

are acknowledged. Researchers 

passionately engage.  

Focus Developing GT that 

accounts for all data 

Developing well organised data 

analysis. Developing well organised 

and detailed GT 

Co-constructing a theoretical 

understanding of people’s 

experiences and their 

interpretations. 

Research 

context 

Disregarding scholarly 

discourse. Aims to 

explore context-

independent data to 

generalise in broader 

context.  

Selective to scholarly discourse. Aim 

to expose local issues to generalise in 

broader context. 

Attending to scholarly discourse. 

Aim to explore local issues for 

context.  

Analytical style Passively attending to 

emerging data. 

Constant comparison 

for a core category: 

inductive approach: 

open and selective 

coding. 

Action-orientated microanalysis 

through structured procedures. 

Constant comparing to select a 

central category, inductive and 

deductive approaches, open, axial 

and selective coding. 

Actively utilizing research creative 

interpretation. Constant comparing 

for relevant categories, inductive, 

deductive and abductive 

approaches, initial and focused 

coding. 

Utility Appropriate to develop 

broader theory across 

substantive areas. 

 

Maya take years to 

develop a theory that 

can be applicable 

across areas of interest.  

Appropriate to account for a wide 

range of variables to enhance 

generalisability and predictive power 

of the theory.  

 

Prescriptive approach may develop a 

superficial description of the 

variables.  

Appropriate to develop a theory 

with full breadth and depth of a 

phenomenon in its local context. 

 

May not be generalised away from 

the context of origin.  

 

GT is a systematic method of qualitative research that seeks to generate new theories to explain 

phenomena (Strauss & Corbin, 1998). It has been cited as one of the most commonly used 

methodological frameworks within the social and healthcare sciences (Strauss & Corbin, 

1998). The development of the initial underpinning process of GT has been accredited to 

Glaser, who describes it as a “constant comparative method where the analyst begins an 

analysis with the first data collected, and constantly compares indicators, concepts and 

categories as the theory emerges” (Glaser & Strauss, 1965, p. 12).  
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Known as the ‘Glaserian’ method, it incorporates interviews and observational data, and also 

involves surveys and statistical analyses. It places a focus on descriptive accuracy, yet 

elaborates on concepts such as abstract of time, place, and people (Glaser & Strauss, 1965). In 

1965, Glaser published a range of studies with co-author Strauss. They intended to provide a 

methodology that marries theory construction with social research to produce a robust and 

astute hypothesis that was truly grounded in the research. Glaser and Strauss titled their 

methodology ‘Grounded Theory’ to encapsulate its overarching objective to ‘ground theory’ 

into empirical research. It was emphasised that the ambition of GT is not verification or 

description of a preconceived theory. Rather, it is unambiguously defined by its exclusive 

endeavour to discover an underlying theory arising from the systematic analysis of data (Kenny 

& Fourie, 2014). They stipulated that the researcher should not know (or predict) in advance 

where the unfolding research will lead, or what the concluding hypothesis would encompass 

(Kenny & Fourie, 2014). Glaser and Strauss designed several distinct methodological 

techniques unique to GT.  

 

Firstly, it was stipulated that data collection and analysis occur simultaneously, and should be 

conducted through the specific procedures of theoretical sampling, coding, constant 

comparison, saturation, and memo writing (Kenny & Fourie, 2014). Providing a procedure that 

demanded exacting techniques ensured that as data are collected, coded, compared, and 

organised into increasingly abstract categories, a theoretical framework would emerge (Glaser 

& Strauss, 1965). As the theory is edited and refined by incoming raw data, it forges a 

reciprocal relationship between data and theory formation (Glaser & Strauss, 1965). 

 

Secondly, Glaser and Strauss (1965) argued that during the process of generating a theory, not 

only do the concepts and hypotheses directly emerge from the data, they are systematically 

refined by it. However, Glaser and Strauss (1967) then contended that because the theory has 

been carefully extrapolated from the empirical research, it generally cannot be repudiated by 

more data, or superseded with a negating theory, because “it is too intimately linked to data” 

(p. 4). Strauss, however, provided the next major paradigm shift of GT by challenging the 

Glaserian method. With co-author Corbin, Strauss (1998) devised an analytical and prescriptive 

framework for coding that was designed to deduce a theory from data using a systematic 

framework. It differed from the Glaserian method, they believed, because their framework 

provided a more rigorous and meticulous coding framework that was based on the philosophy 

of pragmatism and symbolic interactionism (Kenny & Fourie, 2014). They insisted that 
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research should be approached inductively with no preconceptions to prove or disprove, to 

uncover (and ultimately conceptualise) the principal concern of participants (Kenny & Fourie, 

2014). Strauss and Corbin’s version of GT methodology could be looked upon as a systematic 

tool that has a procedural affinity to positivism (Locke, 2001); however, it is possible to identify 

characteristics of post-positivism because it places the emphasis on context and complexity. It 

could also be argued that GT is more closely affiliated to post-modernism due to the 

development of situational analysis, which focuses on discourses, narratives, and historical 

analyses.  

 

The third most significant development of GT is Charmaz’s (2006) constructivist GT 

interpretation, which leads to a reconfiguration of many of its instructions and assumptions. 

Most notably, Charmaz (2006) rejected Glaser’s underlying philosophy of discovering an 

implicit theory. Charmaz (2006) proposed that “neither the data nor the theories are 

discovered” and insisted that “we construct our grounded theories through our past and present 

involvements and interactions with people, perspectives and research practices” (p. 10). 

Charmaz (2006) diverged from the “methodological rules, recipes, and requirements” of 

Strauss’s highly systematic coding process, perceiving it to be overly prescriptive (p. 9), and 

instead proposed flexible guidelines that would “raise questions and outline strategies to 

indicate possible routes to take” (p.11).  

 

Fundamentally, Charmaz rejected the ‘Straussian’ coding process, and also rejected Glaser’s 

underlying philosophy of discovering an implicit theory (Kenny & Fourie, 2014). In light of 

these conflicting perspectives, a comparison of GT was undertaken to evaluate the most 

appropriate method to use in this thesis. Glaser and Strauss (1965), Strauss and Corbin (1998), 

and Charmaz (2014) offer three alternate perspectives of GT. Strauss and Corbin’s view 

emphasises a systematic and analytical procedure. However, it is questionable whether this 

facilitates the flexibility needed in terms of adapting the research methodology to meet a 

specific context in a changing environment, hence the consideration of constructivist GT.  

Rational for constructivist grounded theory 

The following section attempts to justify why constructivist grounded theory (GT) was chosen 

as the preferred methodological framework within this study. This research utilised a 

qualitative methodology by obtaining data through semi-structured interviews, and this 

provided insights into the complexities associated with the interpretation of Paramedics’ 
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perceptions of mass casualty incidents. To rationalise the use of constructivist GT, the author 

started from a position of wanting to identify the best form of theory and methodology to get 

the optimum results. For example, a constructivist GT approach situates the researcher as the 

interpreter of the data, who is active in translating and representing participants’ lived 

experiences and covert social processes (Charmaz, 2006). Constructivist GT appeared to be 

particularly useful, because it supported the author’s interests from three perspectives. Firstly, 

as a Professional Doctoral student, it contributed to addressing how clinicians come to terms 

with unfolding critical incidents, and identifying ways to manage them. Secondly, it supported 

the author’s professional interests as a senior manager in the Ambulance Service Resilience 

Directorate, by helping to contribute to the knowledge base that identifies how the responder’s 

thoughts and actions contributed to the outcome of the incident. Thirdly, from the perspective 

of a registered healthcare professional, the author was interested in the ways that human actors 

(in this case Paramedics) had negotiated and managed a complicated situation (such as mass 

casualty incident), and how their actions contributed to the unfolding of social processes (peer 

interaction during a mass casualty incident). 

Furthermore, the post-positivist/objectivist position could not be aligned because the author 

could not claim to be a ‘neutral researcher’, which is a common perception in GT researchers. 

Constructivist GT conforms to relativism as there is a preference towards flexibility in the 

coding procedure because it provides a flexible set of guidelines within which to formulate an 

interpretation. For example, Charmaz (2014) explains that the researcher will bring some 

personal values, opinions, and influences to the process of meaning-making. Furthermore, the 

author’s professional position brought some awareness of contemporary literature, both prior, 

during and after data analysis, which would have influenced opinions and perspectives. 

Conversely, an assessment of pragmatism versus relativism appeared to offer similar 

epistemologies. However, where pragmatism condones the application of the preconceived 

analytical framework, relativism promotes emergence from interactions. The concept of 

emergence is that there are some complex phenomena that cannot be explained by the mere 

analysis of its parts or conforming elements. This is promoted through generalisation, which is 

contingent, agentic, and conditional, and attempts to answer what and how questions (Merton, 

1968). 
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A review of research doctrine identifies a range of epistemological options that can be 

considered valid to aid a researcher’s critical enquiry. The aim of this thesis was met through 

critical thinking, testing, and reformulation of propositions until a theory had been developed. 

However, it was recognised that the chosen paradigm offered only one approach to a range of 

epistemological enquiry. The frame of reference for this thesis was, therefore, positioned within 

the biopsychosocial framework. This was chosen because it considered the psychological, 

sociological, occupational, and environmental factors to be influential dynamics in the process 

of a clinical responder’s perceptions of mass casualty incidents. This framework allowed for 

Paramedics to consider the biopsychosocial factors present during the diversifying and 

challenging events that are present in mass casualty incidents.  

 

Constructivist GT methodology was selected to meet the research aims that are laid out in 

Chapter 2. As the author did not participate in the clinical response to the Manchester Arena 

Bombing, the use of GT as a process made it possible to capture critical details about the 

incident, and through interviews better understand what participants did, and the rationale 

behind their actions. Having access to the intricate details of the personal experiences of 

responders, the GT design provided a clear framework in which a picture of an individual’s 

perceptions could be captured. An assessment of objective, post-positivist and constructive GT 

was undertaken (Table 10) to analyse and evaluate their key components in order to deem their 

appropriateness within this research.  

Table 10: Characteristics of different grounded theory research (Charmaz, 2008) 

 Objective GT Post-positivist GT Constructivist GT 

Ontology Realism Realism Realism 

Epistemology 
Positivist 

Empiricism/objectivism 
Pragmatism Relativism 

Methodological 

characteristic 
- Researcher as a neutral 

observer 

- Value-free enquiry 

- Emergence 

- Data speaks for itself 

- Aimed at the discovery of 

abstract generalisations 

- Answers ‘why’ an ‘how’ 

questions 

- Rigorous coding procedure 

drives the research 

- The number of case studies 

makes data objective 

- Reflective researcher 

- Value-laden enquiry 

- Applications of a 

preconceived analytical 

framework to data  

- Aimed at the discovery of 

middle-range theories 

- Defines variation in the 

research findings 

- Reflective researcher  

- Value-laden enquiry 

- Emergence from interactions 

- Aimed at the construction of 

middle-range theories 

- Generalisations are 

contingent, agentic and 

conditional 

- Attempts to answer ‘what’ 

and ‘how’ questions 

- Defines variation in the 

research findings  

- Flexible analytical 

procedures 

- Conducts literature review 

before, during, and after the 

analysis. 

- Welcomes storytelling 
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Considering that this research aimed to identify a process that either supported or inhibited 

Paramedics in achieving situational adaptability when dealing with mass casualty incidents, 

the author felt that this could be most effectively achieved through the use of a conceptual 

framework such as GT, which helps to seek out and conceptualise the latent social patterns 

using the process of constant comparison (Scott, 2009). Evaluation of the Glaser and Strauss, 

Strauss and Corbin, and Charmaz methodologies led the author to the constructivist GT 

perspective as the most appropriate for this thesis. This approach follows a process that 

employs the fundamental tenants of an open research question informed by sensitising and 

disciplinary concepts, a coding process that develops levels of abstraction via memo writing, 

and constant comparisons of the data, which aims for theoretical saturation, thus guiding 

theoretical sampling of participants (Charmaz, 2014). 

 

Furthermore, the degree of adaptability and depth that GT offers facilitates wide-ranging 

methodological, ethical, and philosophical perspectives inherent in the study of issues falling 

within a framework of social justice (Charmaz, 2014). For example, a distinctive feature of a 

constructivist approach considers GT a ‘social action’ of co-constructed meanings, and shared 

relationships within a dynamic research process, in which the researcher is viewed as enmeshed 

within the phenomena under scrutiny and seeking ‘fairness’ as opposed to claiming 

‘objectivity’ (Charmaz, 2014). A constructivist method of GT intends to address ‘how’ and 

‘why’ questions, concerning the dynamic construction of meanings and actions that are bound 

within a context. Constructivist GT methods also provide a flexible set of guidelines within 

which to formulate an interpretation of the experiences of the participants being interviewed. 

The goal of which is inductive theory development by the researcher who necessarily brings to 

bear some personal values, opinions, and influences to the process of meaning-making 

(Charmaz, 2014).  

 

As such, constructivist GT has been described as an inductive method, or a form of inductive 

reasoning (Crossman, 2017). It is considered as an alternative to deductive theory, which is 

often speculative and referred to in some literature as disconnected from the realities of social 

life. In light of this, the author sets out to utilise Charmaz’s (2014) constructivist GT framework 

to help to construct analytical codes and categories from the data, using constant comparative 

analysis to identify comparisons during each stage of the analysis. This was supported by 

memo-writing to elaborate categories and specify their properties, define correlations, and 

identify gaps.  
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Questioning the nature of reality is an essential feature of enquiry, indeed, theoretical 

approaches that underpin social research call into question how reality is understood, and how 

meaning is shared (Ritchie, Lewis, Nicholls, & Ormston, 2013). The processes undertaken by 

Paramedics during the Manchester Arena Bombing were considered an observed reality that 

study participants were forced to interpret, therefore, their experiences could be documented. 

In this sense, constructivist GT subscribes to a symbolic interactionist perspective, in which 

the world being studied is a product of employing skills and knowledge they have developed 

over their lives in a multiplicity of contexts. Constructivist GT and symbolic interactionism 

emphasises the use of language and does not explain the earlier comment about ‘use of 

language’ or the statement ‘more than a focus on the language by research participants’. For 

example, Charmaz explains that “symbolic interactionists do not deny the existence of social 

structures, but argue that people construct and reproduce them” (Charmaz, 2014, p. 265). 

Symbolic interactionism views interpretation and action as reciprocal processes in which each 

directly influences the other. Interpretation and action arise from interaction, whether we 

address the reconstructed past, lived present, or imagined future (Charmaz, 2014). 

 

Furthermore, Charmaz (2014) highlights the importance of self-reflection throughout GT 

research, which is aimed at developing good quality theory. Reflexivity has been achieved in 

this study by discussing thoughts and observations with colleagues and supervisors, following 

the critical stages of the research. Maintaining researcher reflexivity throughout interpretation 

and theoretical construction is a fundamental ontological premise within the relativist paradigm 

(Lincoln & Guba, 1985). In this study, this initially occurred in discussions on methodology 

and the GT process, and later following participant disclosure. The reflections made the author 

challenge some assumptions previously held about situational adaptability. For example, it was 

difficult to reflect on some of the interpersonal challenges experienced by colleagues, the 

pressures and stresses they faced throughout the incident, and the impact of these on their 

private lives. \in light of this, it was possible to consider the aims and objectives of this research.  

3.4 Research question 

According to Corbin and Strauss (2008), defining a research question is an important feature 

of qualitative investigation, because it guides the focus of enquiry, influences the methods that 

will be used, and sets the parameters of what will be studied. Qualitative research maintains a 

wide-ranging perspective and promotes exploration of the multiple factors and perspectives 

that bring about the central phenomenon (Creswell, 2014). Byrant and Charmaz (2010), explain 
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that a broad approach is needed to generate multiple perceptions of what is being explored, and 

this allows for inductive exploration of the central issues from a multitude of perspectives. The 

central question for this thesis was supported by four research objectives, which are outlined 

below.  

Research aim 

This study aimed to identify: 

 What Paramedics perceive has supported or inhibited them in achieving situational 

adaptability when dealing with a mass casualty incident?  

Research objectives 

The research objectives sought to:  

 Understand in what way Paramedics had prepared themselves for mass casualty 

incidents 

 Identify the factors that Paramedics believe have enabled them in achieving situational 

adaptability in mass casualty incidents 

 Identify the factors that Paramedics believe inhibited them in achieving situational 

adaptability in mass casualty incidents 

 Understand how Paramedics sustained situational adaptability during mass casualty 

incidents. 

As demonstrated in the scoping review, the concept of situational adaptability presented 

terminological inconsistencies, which indicated that there is no research that defines this 

perspective. Defining the research question is, therefore, an important endeavour. Within 

qualitative investigation, research questions guide the focus of enquiry, influence the methods 

that will be used, and provide the parameters of what will be studied (Corbin & Strauss, 2008). 

It was important to approach research question development in a way that can generate multiple 

perceptions of the phenomena being explored. The following section details the research 

methods relating to access, sampling, and data collection.  

3.5 Ethical approval 

The use of qualitative data presented several ethical considerations prior to undertaking this 

study, and these were carefully considered before submitting an application for ethical approval 

to the UoC’s Faculty of Health and Social Care Research Ethics Sub-Committee (FRESC). 

Ethical approval was granted on 21st November 2017 (RESC0817-877) and permission to 

conduct the study was received from the North West Ambulance Service (NWAS) Clinical 
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Leadership Group (NWAS 2017_2018 153) (Annex B). The research ethics application 

captured the measures that would be taken to protect the confidentiality of participants’ data 

and conform to standards set out in the Data Protection Act (1998) (as amended in 2017), and 

ethical considerations stipulated by the National Institute of Health Care Research (2017). The 

General Data Protection Regulation (GDPR) came into force on 25 May 2018, subsequent to 

the UoC’s FRESC ethical approval for this thesis. To ensure all additional criteria had been 

met, the updates were discussed with my primary and secondary supervisors, and also the chair 

of the FRESC. It was agreed that no additional amendments had to be made to the thesis, 

therefore, a reapplication for ethical approval was not required. Twenty three Paramedics were 

eligible to participate. This cohort consisted of twenty males and three females. All participants 

met the inclusion criteria, and no one chose to withdraw from the study at the time of the 

interview.  

 

A risk assessment was conducted to capture any perceived risks and to mitigate any adverse 

effects (Annex C). With reference to the core tenets of research ethics, due consideration and 

planning acted as protective factors for reducing the possibility of distress that may arise from 

involvement in the research. The risk associated with this study was discussing the details of 

what happened, and the potential of these eliciting an emotional response from participants 

during their interview. It is recognised that qualitative research invites people to talk about 

sensitive issues that have the potential to cause emotional stress (McCauley-Elsom, Gurvich, 

Lee, Elsom, O’Connor, & Kulkarni, 2009). To minimise any potential risks or adverse effects 

to participants, Draucker, Martsolf, and Poole’s (2009) Distress Protocol 1 (part A) was used 

(Annex D). Also, each participant was given a copy of the Manchester Resilience Hub’s (2017) 

‘Support following the Manchester Arena Attack’ leaflet (Annex E), which was discussed 

before each interview commenced to allow time for participants to ask and clarify and 

questions related to the research. Distress Protocol 2 (part B) (Annex D) was used to consider 

the needs of the researcher due to the potential for sensitive and distressing data to be collected. 

To ensure sensitive issues raised by participants could be responded to, an opportunity for 

debriefing was given at the end of each session after the recorder was switched off. However, 

no concerns were raised, although there was an opportunity discuss any issues with the thesis 

supervisory team if this was required. Furthermore, a robust, easily accessible, and responsive 

occupational health service was available. These services were provided for the specialist teams 

that form the cohort in this study, and similar structures are in place for the considerable number 

of NHS staff who provided immediate care. There is some general information related to 
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emotional support for anyone involved in the Manchester Arena incident available from the 

NHS Manchester Resilience Hub. No payments or remunerations were to be provided for 

participation in this study. 

Access and sampling 

Qualitative research seeks to explore the personal feelings and experiences of participants to 

understand their perspectives of a phenomenon, thus simultaneous data collection and analysis 

guides the final recruitment of participants and data collection until the study aim is met 

(Charmaz, 2006). To ensure that all eligible participants were aware that a study was being 

conducted, a project support officer in the host organisation, volunteered to act as a point of 

contact with the author. The benefit of this liaison was having a single point of contact that 

could inform the cohort of any initial details and also place a barrier between the proposed 

study group and the author. It also provided an opportunity for individuals to opt into the study, 

rather than opt-out. It also avoided the potential of coercion. This point of contact also provided 

potential participants with appropriate documentation via emails such as the Letter of Invitation 

(Annex F), which included a description of how to obtain further details about the study, and 

the Participant Information Sheet (PIS) (Annex G). This was essential for participation to occur 

and to ensure that terms of participation were understood. If potential participants required 

more information, this was then supplied by the author and communicated accordingly. 

 

It is also worth noting that this project was discussed with numerous emergency services 

colleagues during major incident training days within the host organisation. Their feedback 

indicated that eligible participants would welcome the opportunity to engage in this study. It is 

also important to acknowledge that all of the participants were registered Paramedics and/or 

Commanders, therefore, they were considered to be an intelligent and professional group, who 

presumably would have understood the research objectives. Further to this, Paramedics also 

have a good understanding of the purpose of research participation because it is now mandatory 

to explore and understand research theories and concepts as part of their university education.  

 

When planning this study, it was clear that the majority of the individuals were interested in 

participation, because informal discussions during the facilitation of various command training 

programmes had indicated this. This was confirmed prior to the ethics application when there 

was an opportunity to source the level of interest from potential participants during a 

Commander and major incident training course, in which the question was broached to the 
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class as a whole. Having already considered the inclusion and exclusion criteria, it was clear 

that there would be significant interest in research participation from the eligible cohort. This 

was an important factor because the overall sample population was small (n=23) and the author 

needed to be confident that an adequate number would volunteer to participate to make the 

study viable.  

 

Furthermore, as participants were experienced and educated in this specific field of practice, it 

was likely that there would be a reasonable understanding of the rationale for the research. 

This, together with their stated willingness to engage, suggested that the study was feasible. A 

literature review conducted prior to submission of the research application to the UoC’s FRESC 

and the host organisation’s Clinical Leadership group found several GT studies using 

participant numbers of 12 and above. However, the author remained cognisant that the GT 

methodology required data collection to continue until saturation has been achieved. Table 11 

provides a range of published peer-reviewed defence studies indicating that it is possible to 

achieve data saturation using between 12 and 19 interviews.  

Table 11: Peer-reviewed defence studies 

 Batham, D., Finnegan, A., Kiernan, M., Wall, C. & Simpson, R. (2012). Factors affecting role 1 trauma casualty 

care in Afghanistan. Journal of the Royal Army Medical Corps, 158(3), 173–180. DOI: 10.1136/jramc-158-03-

05 

 Crawford, M., Sharpe, D., Rutter, D. & Weaver T. (2013). Prevention of suicidal behaviour among army 

personnel: A qualitative study. JRAMC, 155(3), 203–207. DOI: 10.1136/jramc-155-03-07 

 Elliott, B. (2015). Military nurses’ experiences returning from war. Journal of Advanced Nursing, 71(5), DOI: 

10.1111/jan.12588 

 Finnegan, A., McKenna, H., & Lauder, W. (2016).  The challenges and psychological impact of delivering 

nursing care within a war zone. Nursing Outlook. 64(5):450-8. DOI: 10.1016/j.outlook.2016.05.005. Epub 2016 

May 20. 

 Finnegan, A. (2016). An exploration and critical analysis of the biopsychosocial benefits and shortfalls for armed 

forces veterans engaged in archaeological activities. Nurse Education Today (Military Veterans Special Edition). 

47:15-22. DOI: 10.1016/j.nedt.2016.03.009. 

 Finnegan, A., Finnegan, S., Bates, D., Ritsperis, D., McCourt, K., & Thomas, M. (2015). Preparing British 

military nurses to deliver nursing care on deployment. An Afghanistan study. Nurse Education Today. 35, 

104112. DOI: 10.1016/j.nedt.2014.07.008 

 Finnegan, AP., Finnegan, S, Thomas, M., Deahl, M, Simpson, R. & Ashford, R. (2014). The presentation of 

depression in the British Army. Nurse Education Today, 34(1), 83–91. DOI: 10.1016/j.nedt.2013.02.020 

 Kiernan, M., Finnegan, A & Farrell, D. (2013). Role of the military community mental health nurse. Nursing 

Standard, 27(51), 35–41.DOI: 10.7748/ns2013.08.27.51.35.e7725 

 

As part of the Ambulance Service response to the Manchester Arena Bombing, there were two 

important objectives for incident Commanders: first, to delegate teams to undertake clinical 

triage and treatment of patients; and second, to establish a CCP (The Kerslake Report, 2018). 

In support of this, six AP’s, three CP’s, two HART teams (consisting of fourteen), plus 

additional off-duty staff participated in triage and point-of-injury care within the vicinity of the 

blast area (The Kerslake Report, 2017). Of this cohort, 15 of 23 responders (65.21%) 
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volunteered to participate in this research study. All participants were HCPC registered 

Paramedics. Two participants had full time managerial / strategic Command positions, and 

thirteen had ‘front line’ operational ‘clinical’ roles. All participants identified themselves as 

male, and White /British. Of the volunteering cohort, the clinical grades of responders consisted 

of ten Paramedics, four APs, and one CP demonstrated in table 12. The mean age of participants 

was 43.66 years old, with professional (mean) years’ experience of 17.40 years. The mean 

number of major incidents attended consisted of 2.86. 

Table 12: Participant data 

Variables Mean Median SD* Minimum Maximum Range 

Age 43.66 43 6.5 33 54 21 

Professional experience (years) 17.40 15 7.2 8 35 27 

Number of major incidents previously 

attended 
2.86 2 4.5 0 18 18 

*SD = Standard deviation 

Inclusion criteria: 

1. Those who were part of the responding on-duty HART, CP/AP, and on-scene Commander cohort who attended 

the Manchester Arena Bombing on the 22nd May 2017.  

2. Those who had undertaken the role of clinical triage and CCP management and/or undertaking a form of 

incident management during the incident. 

Exclusion criteria: 

1. Those who were not part of the responding on-duty HART, CP/AP, and on-scene Command cohort who 

attended the Manchester Arena Bombing on the 22nd May 2017. 

2. Those who responded to the incident but did not undertake the role of clinical triage, a CCP, or incident 

management. 

3. Any other member of the emergency services response. 

Gaining entrée 

Gaining entrée refers to identifying appropriate research sites and negotiation with site 

gatekeepers to gain access to participants, which are activities the researcher must undertake 

as part of the recruitment process (Polit & Beck, 2013). This is identified as the process of 

progressive series of negotiations, rather than one-short agreement (Gates, 2011). This was 

addressed by writing to (Annex H) and sourcing permission from the participant’s line manager 

to use their base station for the interview (Annex I). A copy of the PIS was provided and an 

opportunity to ask questions. These permissions were easily achieved because the majority of 

participants were part of the same team and shift pattern. Participants based at other stations 

were all senior managers who held overall authority, therefore, permission to attend the base 

station they were managing was only required by them. Early meetings were held with the 

participant’s TL, and hours of attendance were negotiated to minimise disruption to the service 

and to the priority tasks for the day. 
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3.6 Research problem and opening research questions 

An interview guide (Annex J) had been constructed in an attempt to define the process of 

situational adaptability and to align it with the study’s aim and objectives. This included a focus 

on what conditions influenced the process, what actions or strategies were taken in response to 

the process, and what were the outcomes of those strategies. A semi-structured interview was 

used for data collection, as this is a proven method often utilised within qualitative research 

data collection. Richards & Morse (2007) explains that this enables meaningful interactions 

with participants and allow them to share their experiences, thoughts, attitudes, and beliefs.  

3.7 The Charmaz constructivist GT process 

Charmaz’s constructivist GT analysis process was chosen for this study because it was deemed 

to promote flexibility. The phases that were undertaken consisted of systematic, yet flexible 

guidelines for collecting and analysing qualitative data to construct theories ‘grounded’ in data 

themselves (Charmaz, 2006, p. 125). The following section will present a description of the 

methods used throughout data analysis, and this draws on the guidance of the phases of 

grounded theory process by Charmaz (2006) (Figure 4) to code and interrogate theory. Initial 

coding was used to label and form early minor conceptual categories, and this focussed and 

theoretical coding drove analysis towards theoretical category development.  

 

Figure 4: The phases of grounded theory process (Charmaz, 2006, p. 125) 
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Constant comparison 

Throughout the process, constant comparison and theoretical sampling was undertaken. Strauss 

and Corbin (1998) explain that comparative analysis is an essential feature of GT and involves 

intensively working with data to develop a conceptual awareness of embedded social processes 

within a phenomenon. The purpose of constant comparison is to see if the data support and 

continue to support emerging categories (Strauss & Corbin, 1998). At the same time, the 

process further builds and substantiates the emerging categories by defining their properties 

and dimensions (Charmaz, 2006). Comparison constitutes each successive stage of analysis, 

with the researcher concurrently collecting, coding, and analysing data (Charmaz, 2006). 

Constant comparison resolves data overwhelm (Glaser, 1978). It was intended that this would 

guide the development of an emergent theory. During this process, it was possible to build and 

further substantiate the emerging categories, by defining their properties and dimensions. It 

was discovered that by alternating data collection with coding and conceptual memo writing, 

it was possible to prevent the collection of data that could be considered redundant. Once the 

category was considered to be saturated, that is, no new concepts were emerging; no additional 

data was collected for that particular category. Constant comparative analysis throughout the 

open coding process consisted of comparing interviews to establish any underlying uniformity 

of generated concepts. Following this, the emerging concepts were compared with subsequent 

interviews to generate new concepts. The purpose of this was to elaborate on developing 

theories with any merging concepts that were compared with each other to establish the best 

fit between potential concepts. The following sections discusses the use of the constant 

comparison method throughout initial coding, focussed coding, and theoretical coding, to 

achieve theoretical integration.  

Memo writing 

Memo writing constitutes a crucial method in GT, because it promotes analysis of the data and 

code early in the research process. Charmaz (2006) explains that memo writing stimulates 

initial coding, facilitates tentative category formation, and provides early insight into what is 

happening within the data. Memo writing drew on guidance from Charmaz (2006) to explicate 

data content, enhance emerging codes, and direct the data collection and analysis process. 

Although it is recognised as an important tool in the GT methodology during data collection 

and analysis, it was felt that a clear framework was needed to help the author reflect on the 

previous interview. To address this, a post-interview reflexive thinking model to support memo 

writing cycle was employed (Figure 5).  
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Figure 5: Post-interview reflexive thinking model to support memo writing by Tweed & Charmaz (2011) 

The use of the reflexive thinking model promoted identification and elaboration of existing 

categories. Tweed and Charmaz (2011) explains that this promotes an insight into the 

relationship between categories enabled assessment of codes (Tweed & Charmaz, 2011). 

However, it was recognised that post-interview, the author’s feelings, assumptions, values, and 

political viewpoints, including cultural background, had significantly influenced how the data 

set was captured in the memo writing. The reflective thinking cycle, in part, helped to manage 

some of these factors by forcing a re-evaluation of the findings.  

 

Due to the author’s dyslexia, dictaphone recordings were used to summarise interviews. These 

were later used to make notes and create initial connections between units of action across the 

narratives. This is known to be a useful tool to log reflexive observations, record initial thoughts 

for future action, and chart on-site activity (Annels, 2006). The reflexive thinking model 

(Figure 5) was used to aid memo writing which help to conclude theoretical direction. It was 

also found that advanced memo sorting played a significant part in formulating the theory that 

identified situational adaptability. The sorted memos were based on theoretical codes, which 

were based on the author’s perception of similarities, connections, and underlying uniformities, 

as recommended by Holton (2010). The theoretical decision about the precise location of a 

particular memo is based on the theoretical coding of the data grounding the idea (Holton, 

2010). This allows for the identification of where each concept fits and works within the theory, 

its relevance, and how it will carry forward the cumulative development of the theory 

(Charmaz, 2014). 

  



J18704 

Page 53 of 187 

Initial/open coding  

Qualitative interviews generate large quantities of raw data. To manage this, initial coding was 

used as the preliminary stage of data analysis, in which labels were systematically assigned to 

segments of data to allocate units of meaning (Charmaz, 2014). Line-by-line coding provides 

focus and labels the data, which can then be broken into component parts. This provides an 

initial identification of developing assumptions and significant points, a comparison of data 

from one interview to the other interviews, and highlights gaps in the data (Charmaz, 2014). 

 

When undertaking this process, some important considerations became apparent. Identification 

of emerging categories began to present itself, including how they developed, how this affected 

the participants, when and how the situations changed, and the consequence of these significant 

changes. As the interviews were compared, it was possible to identify the first signs of 

emerging processes, and subsequently being able to separate the data into categories. This 

approach prevented complete immersion in the participant’s world view so that they could still 

be investigated and questioned further.  

 

The initial analysis consisted of comparing the transcripts of the first three interviews and 

coding the data into categories. This consisted of coding the entire first interview to create 

tentative labels. The same process was undertaken in interview two, but being aware of labels 

identified in the first interview. This was repeated in interview three, but undergoing constant 

comparative analysis of the first two interviews until no further categories were identified from 

those three interviews. This assisted in identifying new categories and moving data into 

previous categories when deemed appropriate. Charmaz (2014) explains that “detailed 

observations such as interviews allow line-by-line coding to take compelling events apart, and 

analyse what constitutes them, and how they occurred” (p. 125). It was also found that this 

method allowed specific details of the incident to be discovered, and then these details to be 

focussed on in later interviews. The purpose of this was to allow for comparison of previous 

interviews noted in the same category and to develop a data set that could be applied to 

subsequent interviews. This helped to validate identified codes, and allow cross-checking of 

ideas to facilitate the next stage of integration of categories and their properties. 

 

Audio recordings together with reflection notes were revisited to ensure the analysis was 

indicative of the data as early data patterns were being identified. This was rationalised through 

Strauss & Corbin (2006) perspective that through continually returning to the sources, initial 
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assumptions made from the coding process can be challenged, and possible bias addressed. 

Repeated revisiting of transcripts embedded further sensitivity towards the experiences of 

responders, and allowed a picture of their perceptions to develop, along with insights into how 

these perceptions affected their actions. The Microsoft Word 2010 colour highlight feature was 

used to identify early category formations (Table 13). This reduced large amounts of data using 

general descriptors that could be compared throughout each interview.  

Table 13: Comparative analysis example using excerpts from first three interviews 

Interview 1  Actions 

Err, I’ve been to explosions in the past, I went to a paint explosion where there were three 

fatalities, outside XXX station, but it was contained and they all had 80/90% burns, and I had 

four of them in my ambulance, but you know, burns don’t kill you that day do they, its renal 

failure normally about 4/5 days after, so I had four in the back. So I have been to explosions, 

but not to this devastation, I have never seen anything like that. And XXX [on-scene 

Commander] gave me that handover and XXX followed me about 10 minutes later….  

Experaince of 

explosions  

Drawing on previous 

experiences 

Leadership from 

colleagues 

Interview 2 

No …when I arrived on scene, I felt the decisions made were by me were OK. When we 

arrived with our vehicles, the thing that I did was I kept the vehicle back. All the vehicles were 

coming and going, I held our vehicles back. We had to walk in with our kit which took about a 

minute. I put the vehicles in a place that I thought was a sterile area. There were two armed 

response coppers there. There were no vehicles on the road, no threats there like a bomb being 

in a parked car, there was nothing in that area, and I was conscious of that before we landed 

that we were going to park here and they [Police] gave me a funny look, but I didn't want to get 

my vehicles tied up in there. I knew the others would have had their response kit in there, so we 

took in our response bags, monitors, and some stuff to deal with blast injures. 

Decision making 

Crew resource 

management  

Reduced perception of 

vulnerability  

Reverting to in-house 

training 

Interview 3 

It’s not the first time I’ve been involved in a terrorist incident, from military times, I spent a 

few years in Northern Ireland, so it’s not the first time I’ve been in, but nevertheless I felt a bit 

vulnerable because driving across to Manchester, nobody knew how big, or bad, this was going 

to get, and my biggest fear was getting to the arena in one piece because I thought if I’m going 

to get shot on the way in, by some random terrorist bouncing around Manchester, with blue 

lights on the car, then as I got closer to the arena, I switched them off because I just didn’t 

want, I know it sounds crazy, the big bright striped up car, you can see it a mile away, but I 

didn’t come in with lights blazing and sirens blaring, I just came in and once I was in there and 

could see the police cordons in place I felt fine. I was thinking there could be a gunman because 

again, the information was that shots had been fired, which you know, an explosion is one 

thing, but when there is a shooter, it’s a different ball game. 

Drawing on previous 

experiences 

Building the picture 

Judging the 

environment 

Multi-agency support  

Increased perception 

of the current threat 

 

Table 13 provides an example of the line-by-line coding of excerpts from the first three 

interviews. The colours used (Training and education [Red], Incident Management frameworks 

[Blue], Peer Support Networks [Purple], and Stress Stimuli [Yellow]) are indicative of four 

theoretical codes. A deeper reading of how interactions unfolded was achieved through line-

by-line coding of data transcripts, which broke the narrative into blocks of action. In 

accordance with Charmaz (2014), labels were then compared, and contrasted with similar 

labels to form common categories that represented larger chunks of data. For illustrative 

purposes, Table 13 shows the first 4 (of 13) emerging themes. These patterns were insightful 

when contrasted against the action within the narrative and indicated how Paramedics began to 

adapt to the mass casualty situation. The patterns are colour coded and re-defined to provide a 

general account of perception, namely, stress, threat perception, risk appetite, environmental 
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stimuli, peer support, command support, multi-agency support, managing the situation, 

communication, previous experience, and decision making. This provided an insight into the 

perceptions and actions responders undertook when responding to, and dealing with, a mass 

casualty incident. Early minor conceptual category development emphasised the relationship 

between experienced stressful stimuli, education, support from colleagues, and management of 

the situation. As the analysis progressed, these early findings became significant in identifying 

the substantial role that training and education had on perceptions of threat, stress, and incident 

management.  

Table 14: Example of data comparison between different narratives 

Interview 1 Initial codes Early codes 

Minor 

conceptual 

categories 

Err, I’ve been to explosions in the past, I went to a paint 

explosion where there were three fatalities, outside XXX station, 

but it was contained and they all had 80–90% burns and I had 

four of them in my ambulance, but you know, burns don’t kill 

you that day do they, its renal failure normally about 4/5 days 

after, so I had four in the back. So I have been to explosions, but 

to this devastation, I never seen anything like that. And XXX [on-

scene Commander] gave me that handover and XXX followed 

me about 10 minutes later ….  

Experience of 

explosions. 

Drawing on 

past 

experiences 

Leadership 

from 

colleagues 

Experience 

 

Experience  

 

Leadership 

 

 

Decision 

making 

Crew resource 

management 

Threat 

perception 

 

 

Training 

Experience 

 

Building the 

picture 

Multiagency 

Support 

Management 

of the situation 

Perception of 

the current 

threat 

 Managing the 

situation 

 Previous 

experience 

 Command 

Support 

 Threat 

perception 

 Training  

 Education 

 Stress 

management 

 Support from 

other agencies 

 

 

 

 

Interview 2 

No … when I arrived on scene, I felt the decisions made were by 

me were OK. When we arrived with our vehicles, the thing that I 

did was I kept the vehicle back. All the vehicles were coming and 

going, I held our vehicles back. We had to walk in with our kit 

which took about a minute. I put the vehicles in a place that I 

thought was a sterile area. There were two armed response 

coppers there. There were no vehicles on the road, no threats 

there like a bomb being in a parked car, there was nothing in that 

area and I was conscious of that before we landed that I was 

going to park here and they [Police] gave me a funny look, but I 

didn’t want to get my vehicles tied up in there. I knew the others 

would have had their response kit, so we took in our response 

bags, monitors, and some stuff to deal with blast injures. 

Decision 

making 

Crew resource 

management  

Reduced 

perception of 

vulnerability 

Reverting to 

in-house 

training 

Interview 3 

It's not the first time I’ve been involved in a terrorist incident, 

from military times. I spent a few years in Northern Ireland, so 

it’s not the first time I've been in, but nevertheless I felt a bit 

vulnerable because driving across to Manchester, nobody really 

knew how big, or bad this was going to get, and my biggest fear 

was getting to the arena in one piece because I thought if I’m 

going to get shot on the way in, by some random terrorist that 

bouncing around Manchester, with blue lights on the car, then as 

I got closer to the arena, I switched them off, because I just didn’t 

want, I know it sounds crazy, the big bright striped up car, you 

can see it a mile away, but I didn’t come in with lights blazing 

and sirens blaring, I just came in and once I was in there and 

could see the police cordons in place I felt fine. I was thinking 

there could be a gunman because again, the information was that 

shots had been fired, which you know, an explosion in one thing, 

but when there is a shooter, it’s a different ball game. 

Drawing on 

past 

experiences 

Building the 

picture 

Multi-agency 

Support 

Scene 

management 

Increase 

perception of 

threat 
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Focussed coding 

The next stage of the data analysis process consisted of focussed coding which provided the 

analytical stages to develop and refine data (Figure 6). This encompassed identifying the most 

frequent themes or those that appeared to pose more significance. Focussed coding required 

decisions on which initial codes made the most analytical sense, so that the data could be 

categorised. To achieve this, the most predominant themes in the field of study were identified. 

This was rationalised because a specific goal of focussed coding is to determine the adequacy 

and conceptual strength of the initial codes (Charmaz 2014, p. 138).  

 

To help focus the code set, consideration had to be given to which of these codes could best 

account for the data. This involved discerning what the comparisons of data indicated and 

whether focussed coding revealed gaps in the data. It was found that the transition from initial 

through to focussed coding was reasonably fluid, and allowed for the use of specific codes that 

possessed a more theoretical reach and direction, which justified treating them as a core part of 

the analysis. Transcripts were regularly reviewed and compared against previous categories 

that had been identified during initial coding.  

 

Concurrent memo writing merged categories and built on developing insights. As focussed 

coding progressed, it was important to keep in mind the overall research question of the thesis: 

‘what factors do Paramedics perceive have either supported or inhibited them in achieving 

situational adaptability when dealing with a mass casualty incident’. Once the initial coding 

was complete, it was then possible to synthesise, analyse, and conceptualise larger segments 

of data. 

 

Figure 6: Analytical stages to develop and refine data 
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Details of the development of theoretical coding and categories will be outlined in the 

following section.  

Theoretical coding 

Theoretical coding means seeking pertinent data to develop an emerging theory, the purpose 

of which is to elaborate and refine the categories constituting theory (Charmaz, 2014). This 

was achieved through the development of the properties of new categories until no new 

properties emerged. The benefit of theoretical coding meant that it was possible to check for 

emerging theories that may have challenged or elaborated developing claims. As the data 

analysis progressed, it was discovered that further category identification or modification was 

always possible. Undertaking theoretical coding allowed for specifying relevant properties of 

the categories and this increased the precision of the categories and the links between them. 

The theoretical coding phase provided the opportunity to organise the analysis and find a way 

to create and refine theoretical links that prompted comparison making between categories. In 

this stage of the analysis, the data were placed into higher-level analytical categories. Any 

emerging themes were based on participant’s perspectives, rather than the author’s perspective.  

 

It was apparent during the initial coding phase that it was easy to become distracted if 

attempting to identify themes from large amounts of text. To address this, assessing for themes 

was limited to two pages of text using line-by-line coding. However, although theoretical 

sampling enabled the process to be emergent and supported a process of identifying and 

pursuing themes that arose during the data analysis, it also increased sensitivity and awareness 

of how the emerging categories were linked to each other. This was achieved through constant 

comparative analysis, which was a continuous process throughout the data analysis phase. This 

allowed for the development of a bricolage of categories, but also facilitated deconstruction 

into smaller subcategories. It was found that by achieving this, the full complexities and 

diversities of the data were recognised, and any homogenising impulses were counteracted. 

Although GT follows several specified steps, the Charmaz (2006) constructivist perspective 

allows the researcher to react to emerging views (and data), improve the quality of the study 

and actively demonstrate that saturation is obtained. It also helped to identify several prominent 

descriptive categories that could be refined, leading to saturation of the data set. It is important 

to remain cognisant of the purpose of theoretical saturation, which is to continue to code the 

data set until no further categories can be identified or until new instances of variation for 

existing categories have ceased to emerge (Charmaz, 2014). 
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As the study progressed, this approach proved to be extremely beneficial in that the 

identification of inconsistent categories meant they were later removed from the final data set. 

A clear set of established codes facilitated a phase of theoretical sampling, which involved 

collecting further data in the light of the categories that had emerged from the earlier stages of 

data analysis. It was becoming apparent that decision making and drawing on previous 

experiences were common reference points that shaped how mass casualty events were 

understood. Furthermore, situation or scene management, and effective communication were 

also cited as significant, together with commander, peer-to-peer, and multi-agency support. 

However, the effectiveness of these was affected by situational stressors such as threat 

perception, risk appetite, and environmental stimuli that were significant influencers. These 

will be explored in Chapter 4.  

Table 15: Development of theoretical concept 1 

Theory Thematic Coding Focussed Coding 

T
ra

in
in

g
 a

n
d

 E
d

u
ca

ti
o

n
 Decision Making -  General decision making 

  -  Critical decision making 

  -  Clinical decision making  

  -  Challenging decisions 

Previous Experience -  Drawing on previous experience 

  -  Confidence in clinical ability 

  -  Critical feedback 

  -  Training participation 

  -  Attitudes towards training 

  -  Knowledge of the major incident plan 

 

Table 16: Development of theoretical concept 2 

Theory Thematic Coding Focussed Coding 

In
ci

d
en

t 
M

a
n

a
g

em
en

t 

F
ra

m
ew

o
rk

s 

Communication -  Social media, local radio and news 

 -  Using recognised briefing tools 

 -  Assertive leadership 

 -  Emergency Operations Centre liaison 

 -  Multi-agency communication 

Managing the situation -  Contingency planning 

 -  Crew familiarity 

 -  Casualty management plan 

 -  Controlling operational assets 

 -  Situational evaluation 

 -  Understanding specific roles 

 -  Task delegation 
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Table 17: Development of theoretical concept 3 

Theory Thematic Coding Focussed Coding 

P
ee

r 
S

u
p

p
o

rt
 N

et
w

o
rk

s 

Commander support -  The demeanour of the Commander facilitated empowerment 

 -  Commanders supported by colleagues 

 -  Colleagues supported by Commanders 

 -  Direction from Commanders 

 -  Commander familiarisation 

 -  Rapid face-to-face briefings and handovers  

Peer-to-peer support -  Relationships with peers 

 -  Knowledge of peers’ abilities 

 -  Allied health support 

 -  Senior clinical team 

 -  Mentorship from peers 

 -  Support from peers 

 -  Peer-to-peer communication 

Multi-agency support -  Responding with Police 

 -  Police presence promoted confidence in on-scene security 

 -  Medical assistance 

 

Table 18: Development of theoretical concept 4 

Theory Thematic Coding Focussed Coding 

S
tr

es
s 

S
ti

m
u

li
 

Situational Stressors -  Elevated workload 

 -  Communication relieving stress 

 -  Peer integration 

 -  Knowledge of fatalities 

 -  Overwhelming injures 

 -  Emotional control strategies 

Threat perception -  Limited information causing stress  

 -  Police presence 

 -  Disbelief 

 -  Confirmation of terrorism 

Risk appetite -  Recognising the scale of the incident 

 -  Risk perception 

 -  Information on developing threat 

Environmental stimulus -  Pre-conceived expectations 

 -  Reacting to injury patterns and emotional distress 

 -  Reacting to colleagues 

 -  Sensory overload 

 -  Incident perceptions not matching expectations 

 -  Task focussed 

 -  Phase of incident 

Theoretical sufficiency  

Saturation occurs when no new theoretical insight can be derived from analysis, and new data 

can no longer generate original codes (Glaser & Strauss (1967). However, the challenge is 

knowing when to stop collecting data. Glaser and Strauss (1967) describes this as a process of 

constant comparison until no new properties or dimensions are emerging. At this point, a 

concept has been theoretically saturated (Glaser & Strauss, 1967). According to Charmaz 

(2014), saturation occurs when gathering fresh data no longer sparks new theoretical insights, 

or reveals new properties of these core theoretical categories (p. 213). This was identified in 

the last three interviews, which failed to provide any new data or additions to the core 

theoretical categories. Throughout the coding process an additional coder was used to check if 
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the findings were consistent. This role was performed by the author’s wife, who had no 

experience in the subject matter, but was able to provide an alternative perspective and 

challenge some of the author’s assumptions. The qualitative data coding process was also was 

independently checked by the authors primary and secondary supervisors during monthly 

supervisor sessions. Only when a consensus was achieved was the data categorised. 

3.8 Disseminating the research findings 

It is intended that the findings of this study will be disseminated through a range of media, 

including: 

 Commander Training Programmes: Verbal reports to the host organisation’s senior 

management team during their annual Commander Recertification Training days. 

 Publication: Articles in peer-review journals 

 Conferences: Presentations at national and international conferences including the 

UoC’s annual research conferences.  

 Internet: Papers and other appropriate information on NHS websites. 

3.9 Informed consent  

The UoC’s (2016) Research Governance Handbook was used to ensure a consistent and safe 

approach to undertaking this research. A PIS (Annex G) was provided in the initial e-mail 

inviting interested participants to apply and to demonstrate that participants were not 

considered to have been deceived or coerced into participating. All participants were asked to 

sign a Participant Consent Form (Annex J). This identified that decisions to withdraw or not to 

take part would not affect any part of their training, career progression, or employment status. 

Those who decided to take part had the option to withdraw up to the two weeks after their 

interview. Verbal consent was obtained at the start of the interview and placing the Dictaphone 

in clear view.  

3.10 Confidentiality of data 

The data was collected, stored, and handled in an anonymous form using the safeguards 

identified in Table 19. Individual participants were referred to as Participant 1 through to 

Participant 15. A list of the names and an identifying number were kept on an encrypted 

password-protected laptop designed for the storage of government documents and protected to 

the level of OFFICIAL and SECRET. All of the participants’ details met the standards outlined 

in the Data Protection Act 1998 (as amended in 2017). All data will be stored securely and 

confidentially for a minimum of 10 years. 
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General information related to emotional support for anyone involved in the Manchester Arena 

incident is provided through the NHS Manchester Resilience Hub. This was available before 

the interviews took place. Participants were given time to read the PIS and to ask any questions. 

This information was sent out to them before participation in the study. The PIS for this study 

included a statement on data management and storage and that participants should note that 

data collected from this project may be retained and published in an anonymised form. By 

agreeing to participate in this project, participants were consenting to the retention and 

publication of data. 

Table 19: Data collection process 

Participants were protected during the data collection process by the following process:  

- Any personal information collected that could identify participants will remain strictly confidential. To ensure 

this is achieved, access to the information will be restricted to only the researcher as the principal investigator, 

before, during, and after the research study. 

- All data will be stored on an encrypted and password-protected flash drive. The flash drive used in this study for 

data storage is designed for the storage of government documents protected to the level of OFFICIAL and 

SECRET. 

- Data will be backed up using a laptop that is designed for the storage of government documents and protected to 

the level of OFFICIAL and SECRET. This is also encrypted and password protected.  

- The interviews will be voice recorded using a digital dictaphone and the recordings will be placed on the 

encrypted flash drive immediately after the termination of the interview. 

- The laptop and flash drive will be kept in a locked cabinet on a restricted site.  

- The encrypted and password-protected laptop and flash drive will only be transported by the principal researcher. 

- If the laptop and/or flash drive is found to be missing, this would result in the police being informed immediately 

and an investigation due to the type of hardware being used. 

- The data will be stored securely and confidentially for a minimum of 10 years. 

 

To determine scientific rigour in this study, the specific criteria of credibility, originality, resonance, 

and usefulness, as advocated by Charmaz (2006), were used to appraise quality. 

3.11 Rigour  

Credibility 

Maintenance of credibility was achieved through the provision of a clear account of the 

analytical methods outlined in Chapter 3. This chapter gives examples of how systematic 

comparisons were made across data sets, which developed into theoretical categories. 

Throughout Chapter 3, analysis was linked back to Paramedics’ accounts to ensure these 

observations remained grounded in their experiences. These experiences were reinforced 

through memos to capture theoretical insights throughout constant comparison process which 

rationalised the emerging theoretical constructs. 
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Originality 

As identified in Chapter 2, there is very little research that outlines empirical evidence on how 

Paramedics perceived themselves to have either supported or inhibited in achieving situational 

adaptability when dealing with a mass casualty incident. The literature that does exist tends to 

focus on related components such as threat perception, decision making, and multi-agency 

coordination, rather than endeavouring to holistically define what situational adaptability is, 

and then recommending further areas of research in an attempt to deconstruct its associated 

components. This is concerning because identifying the components of situational adaptability  

in a mass casualty incident could lead to improvements in emergency services response 

frameworks, and facilitate positive individual responder behaviours towards mass casualty 

management. This thesis now provides an emerging understanding of what Paramedics 

perceived to have supported or inhibited them in achieving situational adaptability when 

dealing with a mass casualty incident. 

Resonance 

Explicating the voices of individual responders was essential to ensure their perspectives are 

engrained in strategies to provide clarity on situational adaptability. As stated in Chapter 3, the 

research method sought to give preference to responders’ narratives, in order to develop new 

insight into this phenomenon. Available literature has demonstrated that current perspectives 

lack empirical research, and the paucity of literature in this area would benefit from Paramedics 

perspectives on emergency response frameworks. Developing Paramedic trust was achieved 

through the author’s immersion in the interview setting. Body language, tone of voice, dialect 

such as the use of occasional colloquialisms, allowed the researcher to develop trust and rapport 

with participants when disclosing their narratives. This enabled Paramedics’ experiences to 

extend into explanations of how interactions were navigated, and personal meaning was 

formed.  

Usefulness 

Theoretical categories identified four distinct contributors by which Paramedics formed 

perceptions of what had inhibited and promoted their response to the phenomenon. Each core 

category was identified and led to a potential substantive theory, consisting of ‘Training and 

Education’, ‘Incident Management Frameworks’, ‘Peer Support Networks’, and ‘Stress 

stimuli’. The usefulness of this constructivist GT study lay in the identification of the factors 

that influence Paramedic situational adaptability. To a Paramedic, the knowledge derived from 
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this study could be useful to reconceptualise how Paramedics respond to mass casualty 

incidents, and how they are enabled to manage their own health, thoughts and behaviours. 

Symbolic Interactionism 

The theory of symbolic interactionism is based around the perspective that individuals rely on 

each other’s social interactions in order to survive. It analyses society by addressing the 

subjective meanings that people impose on objects, events, and behaviors (Corbin & Strauss, 

2008). Those subjective meanings are given primacy, because it is believed that people behave 

based on what they believe, and not just on what is objectively true (Corbin & Strauss, 2008). 

This perspective is positioned on a micro-scale connection, assessing the relationship between 

individuals, and what influences their actions (Blumer, 1969). People's behaviour is guided by 

the meaning and interpretation of shared symbols and languages, and will react to a situation 

according to the meaning that the event has for them (Blumer, 1969). Symbolic interactionism 

is constructed through ‘socialisation' which is the way in which people learn the attitudes, 

values, and behaviours of which are appropriate and expected by the culture and community 

(Cooley, 1902), however the meaning of these symbols and realities are subject to change. 

Cooley (1902) for example theorised that not only do we see ourselves through the direct 

contemplation of our qualities, but we also interpret how we believe others perceive ourselves. 

 

Symbolic interactionism recognises that there is no one set reality, as perspectives are subject 

to change based on individual interactions (Blumer, 1969). The more experiences of 

individuals that a researcher can collect, the more the researcher is provided with an 

understanding of the participant’s perceived realities (Shalin, 1991). In this study, responders 

have given meaning to their social interactions and experiences during the Manchester Arena 

bombing, in which the researcher is provided with an opportunity to understand a shared 

experience. However, the meaning placed upon symbols of an event are not permanent, but 

will change over time (Mead, 1959). It is recognised that perspectives will be interpreted 

through the lenses of the researcher, which ultimately creates meaning through a unique version 

of the researchers own reality. 

 

Interaction becomes symbolic when individuals interpret and define objects, their own or 

another’s actions and, act on the basis of assigned meanings (Blumer, 1969). Meaning is not 

inherent in words, but it is instead created socially through the language and shared symbols to 

assign labels (Blumer, 1969). This is important to recognise within emergency service 
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hierarchy as Commanders, for example, are cognisant of the perception they portray to others, 

such as those in which they are in command of, or Commanders from other agencies in which 

they are working with to achieve specific objectives. Commanders are not necessarily 

influenced by the opinions of their peers; but rather, they may be influenced by what they 

perceive their peer's opinions to be of them. In recognition of this, Chapter 4 of this study 

attempts to draw upon the symbolic interactionist perspective to construct both its findings and 

results. This will be achieved through the construction of both focused and theoretical coding, 

to identify a substansive theory. For example, sentences will be constructed using perspectives 

of individual actors using their direct quotes e.g. ‘Responders observed that it was useful to 

have previous experience of responding to explosions such as incidents in the military’ (1, 

05:36). ‘Those without this experience commented that it was beneficial to have experience in 

managing incidents with multiple severe casualties’ (4, 20:12). A bricolage of direct quotes 

will then be presented to demonstrate a collective perspective of an interaction. These 

interactions will then be constructed to form a theoretical category. The combination of 

theoretical categories will then be used to present a substansive theory to identify of what 

Paramedics perceive to have wither supported or inhibited them in achieving situational 

adaptability when dealing with a mass casualty incident.  

 

3.12 Chapter 3 Conclusion 

This chapter has provided an overview of the design and methods employed in this study. The 

research design was influenced by a constructivist GT framework, and guided by an 

exploratory research question with four supporting research aims. The design of the data 

collection methods included semi-structured interviews and was driven by theoretical 

sampling, which is the standard procedure in a GT study. Drawing on guidance from Charmaz 

(2014), a flexible approach was adopted to develop initial, focussed, and theoretical codes that 

were used to work with the data. The recruitment process adhered to the procedures required 

for ethical approval, and non-coercive practices were used to allow people to approach the 

author on their terms. As demonstrated in the scoping review, terminological inconsistencies 

in this particular field of enquiry have led to a paucity of empirical research. Four theoretical 

categories were identified: ‘Training and Education’, ‘Incident Management Frameworks’, 

‘Peer Support Networks’, and ‘Stress stimuli’. The next chapter presents the findings and 

results following the construction of the theoretical categories.  
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Chapter 4: Findings and Results 

4.1 Introduction 

This chapter presents the construction of theoretical categories following the application of the 

design and methods detailed in Chapter 3. Data analysis constructed four theoretical categories 

that provided insight into what Paramedics perceived had either supported or inhibited them in 

achieving situational adaptability during a mass casualty incident. 

 

Theoretical category 1 was identified as ‘Training and Education’, which consisted of decision 

making and drawing on previous experiences. Theoretical category 2 was identified as 

‘Incident Management Frameworks’, which comprised of effective communication and 

managing the situation. Theoretical category 3 was identified as ‘Peer Support Networks’, and 

consisted of Commander, peer-to-peer, and multi-agency support. Theoretical category 4 was 

identified as ‘Stress stimuli’ and entailed situational stressors, threat perception, risk appetite, 

and environmental stimuli.  

 

These results are a product of the constructivist GT framework, and provide the evidence that 

has answered the research objectives. The results are presented as theoretical categories, 

themes, and sub-themes, with the occasional use of direct quotations to provide examples of 

the raw data that demonstrate analytical points. Each comment by a research participant can be 

identified as follows:       (1, 05:36), which equates to Interview 1 at 05:36 minutes into the 

interview. The specific conditions and the dimensions that determine the range and variation 

of situational adaptability are described to explicate the process observed in the study (Strauss 

& Corbin, 1990). The following tables present the theoretical framework that addresses the 

research objectives (RO) one to four. The results were presented in a way as to ensure they 

addressed the research objectives. The results were structured to clearly identify what 

Paramedics believed to have prepared, enabled, and sustained them during a mass casualty 

incident, along with what they believed had inhibited them.   
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Figure 7: Factors contributing to situational adaptability  

4.2 Construction of theoretical categories 

The constructivist approach strives to understand the experience of the phenomenon by those 

within it, through a theoretical rendering that “describes, explicates, and synthesises multiple 

statements and observations” (Charmaz & Mitchell, 1996, p. 295). Critical and reflective 

analysis is therefore essential to “expound the representational technique that permits and 

explicitly examines the relationships between data elements periodically, and to constantly 

question the assumption that led us to search for those relationships” (Whiteman & 

Woszczynski, 2003, p. 92). This chapter endeavours to present the content of the theoretical 

categories, themes, and sub-themes that construct situational adaptability in mass casualty 

incidents. Table 20 provides an account of the factors that contributed to Paramedic 

preparedness. This identifies the decision-making processes employed during the data 

collection and comparative analysis, which contributed to the studies its findings. The account 

of the decision-making processes was enhanced by clarifying the interpretive processes that 

enabled a critical examination of the analysis.  
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Key finding 1: Preparedness 

Paramedic ‘preparedness’ (Table 20) and during this mass casualty incident consisted of: 

decision making, drawing upon previous experiences, effective communication, and managing 

the situation, Commander, multi-agency and peer support, stress management, threat 

perception, risk appetite and environmental stimuli. 

Table 20: Factors that contributed to Paramedic ‘preparedness’ 

Theme 1  Research objective (RO 1) RO 1 

Theory Theoretical Coding Focused Coding Preparedness 

T
ra

in
in

g
 a

n
d

 

E
d

u
ca

ti
o
n
 

Decision making General decision making √ 

 Critical decision making √ 

 Clinical decision making  √ 

Previous experience Drawing on previous experience √ 

 Confidence in clinical ability √ 

 Training participation √ 

 Knowledge of the major incident plan √ 
 

Theme 2   RO 1 

Theory Theoretical Coding Focused Coding Preparedness 

IM
F

 

Communication Social media, local radio and news broadcasters √ 

 Emergency Operations Centre liaison √ 

Managing the situation Crew familiarity √ 

  Casualty management plan √ 

 Understanding specific roles √ 
 

Theme 3   RO 1 

Theory Theoretical Coding Focused Coding Preparedness 

P
ee

r 
su

p
p
o

rt
 

n
et

w
o

rk
s 

Commander support Commander familiarisation √ 

Peer-to-peer support Relationships with peers √ 

 Knowledge of peers’ abilities √ 

 Support from peers √ 

 Peer-to-peer communication √ 

Multi-agency support Responding with the police √ 
 

Theme 3   RO 1 

Theory Theoretical Coding Focused Coding Preparedness 

S
tr

es
s 

st
im

u
li

 

Situational Stressors Knowledge of fatalities √ 

Threat perception Police presence √ 

 Disbelief  √ 

 Conformation of terrorism √ 

Risk appetite Recognising the scale of the incident √ 

 Risk perception √ 

 Information on developing threat √ 

Environmental stimuli Pre-conceived expectations √ 
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Key finding 2: Enablement 

Paramedic ‘enablement’ (Table 21) during this mass casualty incident consisted of: decision 

making, drawing upon previous experiences, effective communication, and managing the 

situation, Commander, multi-agency and peer support, stress management, threat perception, 

risk appetite and environmental stimuli. 

Table 21: Factors that contributed to Paramedic ‘enablement’ 

Theme 1   RO 2 

Theory Theoretical coding Focused coding Enablement 

T
ra

in
in

g
 a

n
d

 

E
d

u
ca

ti
o
n
 

Decision making  General decision making √ 

 Critical decision making √ 

 Clinical decision making  √ 

 Challenging decisions √ 

Previous experience Drawing on previous experience √ 

 Confidence in clinical ability √ 

 Training participation √ 

 Knowledge of the major incident plan √ 
 

Theme 2   RO 2 

Theory Theoretical coding Focused coding Enablement 

In
ci

d
en

t 
M

an
ag

em
en

t 
 

F
ra

m
ew

o
rk

s 

Communication Social media, local radio and news √ 

 Using recognised briefing tools √ 

 Assertive leadership √ 

 Emergency Operations Centre liaison √ 

 Multi-agency communication √ 

Managing the situation Contingency planning √ 

 Crew familiarity √ 

 Casualty management plan √ 

 Controlling operational assets √ 

 Situational evaluation √ 

 Understanding specific roles √ 

 Task delegation √ 
 

 

Theme 3   RO 2 

Theory Theoretical coding Focused coding Enablement 

P
ee

r 
su

p
p
o

rt
 n

et
w

o
rk

s 

Commander support The demeanour of Commander facilitated empowerment √ 

  Commanders supported by colleagues √ 

  Colleagues supported by Commanders √ 

  Direction from Commanders √ 

  Commander familiarisation √ 

  Rapid face-to-face briefings and handovers  √ 

Peer-to-peer support Relationships with peers √ 

 Knowledge of peers’ abilities √ 

  Allied health support √ 

  Senior clinical team √ 

  Mentorship from peers √ 

  Support from peers √ 

  Peer-to-peer communication √ 

Multi-agency support Responding with the police √ 

 Police presence promoted confidence in scene security √ 

  Medical assistance √ 
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Theme 4   RO 2 

Theory Theoretical coding Focused coding Enablement 

S
tr

es
s 

st
im

u
li

 

Situational Stressors Communication relieving stress √ 

 Peer integration √ 

 Knowledge of fatalities √ 

 Emotion control strategies √ 

Threat perception Police presence √ 

 Disbelief √ 

 Conformation of terrorism √ 

Risk appetite Recognising the scale of the incident √ 

 Risk perception √ 

 Information on developing threat √ 

Environmental stimuli Pre-conceived expectations √ 

 Reacting to colleagues √ 

 Incident perceptions not matching expectations √ 

 Task focused √ 

 Phase of incident √ 

 

Key finding 3: Inhibitors  

Inhibitory factors (Table 22) for Paramedics during this mass casualty incident consisted of: 

ineffective communication, stress management, threat perception, risk appetite and 

environmental stimuli. 

Table 22: Factors that inhibited Paramedics in achieving situational adaptability  

Theme 2   RO 3 

Theory Theoretical coding Focused coding Inhibited 

IMF 
Communication Social media, local radio and news broadcasters √ 

 Emergency Operations Centre liaison √ 
 

Theme 4   RO 3 

Theory Theoretical coding Focused coding Inhibited 

S
tr

es
s 

st
im

u
li

 

Situational Stressors Elevated workload √ 

 Communication relieving stress √ 

 Knowledge of fatalities √ 

 Overwhelming injures √ 

Threat perception Limited information causing stress  √ 

 Disbelief √ 

 Conformation of terrorism √ 

Risk appetite Recognising the scale of the incident √ 

 Risk perception √ 

 Information on developing threat √ 

Environmental stimuli Pre-conceived expectations √ 

 Reacting to injury patterns and emotional distress √ 

 Sensory overload √ 

 Incident perceptions not matching expectations √ 
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Key finding 4: Sustainment 

Situational adaptability sustainment (Table 23) during this mass casualty incident consisted of: 

decision making, drawing upon previous experiences, effective communication, situational 

management, Commander, multi-agency and peer support, stress management, threat 

perception, risk appetite and environmental stimuli. 

Table 23: Factors that sustained Paramedics 

Theme 1   RO 4 

Theory Theoretical coding Focused coding Sustained 

C
o

m
m

u
n

ic
at

io
n

 

Decision making General decision making √ 

 Critical decision making √ 

 Clinical decision making  √ 

 Challenging decisions √ 

Previous experience Drawing on previous experience √ 

 Confidence in clinical ability √ 

 Training participation √ 

 Knowledge of the major incident plan √ 
 

Theme 2   RO 4 

Theory Theoretical coding Focused coding Sustained 

In
ci

d
en

t 
M

an
ag

em
en

t 
 

F
ra

m
ew

o
rk

s 

Communication Using recognised briefing tools √ 

 Assertive leadership √ 

 Emergency Operations Centre liaison √ 

 Multi-agency communication √ 

Managing the situation Crew familiarity √ 

 Casualty management plan √ 

 Controlling operational assets √ 

 Situational evaluation √ 

 Understanding specific roles √ 

 Task delegation √ 
 

Theme 3   RO 4 

Theory Theoretical coding Focused coding Sustained 

P
ee

r 
su

p
p
o

rt
 n

et
w

o
rk

s 

Commander support The demeanour of Commander facilitated empowerment √ 

 Commanders supported by colleagues √ 

 Colleagues supported by Commanders √ 

 Direction from Commanders √ 

 Commander familiarisation √ 

 Rapid face-to-face briefings and handovers  √ 

Peer-to-peer support Relationships with peers √ 

 Knowledge of peers’ abilities √ 

 Allied health support √ 

 Senior clinical team √ 

 Mentorship from peers √ 

 Support from peers √ 

 Peer-to-peer communication √ 

Multi-agency support Police presence promoted confidence in on scene security √ 

 Medical assistance √ 
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Theme 4   RO 4 

Theory Theoretical coding Focused coding Sustained 

S
tr

es
s 

st
im

u
li

 

Situational Stressors Communication relieving stress √ 

 Peer integration √ 

 Emotion control strategies √ 

Threat perception Police presence √ 

 Disbelief √ 

Risk appetite Risk perception √ 

Environmental stimuli Pre-conceived expectations √ 

 Reacting to colleagues √ 

 Incident perceptions not matching expectations √ 

 Task focused √ 

 Phase of incident √ 

4.3 Theoretical Category 1: Training and Education 

The first theoretical category recognised ‘Training and Education’ (Table 24) which consisted 

of two themes: ‘Decision making’ and ‘previous experience’. ‘Decision making’ identified four 

sub-themes and ‘Previous experience’ identified six sub-themes.  

Table 24: Training and Education themes 

   RO 1 RO2  RO 3 RO 4 

Theory Theoretical Coding Focused Coding Preparedness Enablement Inhibited Sustained 

T
ra

in
in

g
 &

 E
d

u
ca

ti
o
n

 

Decision making General decision making √ √   √ 

 Critical decision making √ √  √ 

 Clinical decision making  √ √  √ 

 Challenging decisions   √   √ 

Previous experience Drawing on previous experience √ √   √ 

 Confidence in clinical ability √ √  √ 

 Critical feedback       

 Training participation √ √  √ 

 Attitudes towards training       

 

Knowledge of the major 

incident plan √ √   √ 

4.4 Decision making 

General decision making 

Commanders and responders who had participated in training and education programmes were 

important influencers in promoting effective decision making at the scene. For example, 

exposure to a live major incident had shown that to be successful in the early stages of incident 

management, it is necessary to be dynamic, especially when undertaking functional roles (1, 

19:47, 22:08, 21:31; 2, 22:15). It was stated that “you realise very quickly that you’ve got to 

evolve very quickly” (6, 12:19), because, on occasion, responders had to make some decisions 

that they perceived were “above their pay grade” (1, 20:16). Some senior clinicians explained 

that they were happy to do this, as further clinical support would be difficult to access (1, 

13:47). Confidence in clinical practice deviation was based on their underpinning knowledge 

of clinical guidelines, and knowledge of the major incident plan (2, 08:25). Experience 

developed through training and education programmes provided an expectation that clinical 



J18704 

Page 72 of 187 

deviation would be inevitable (9, 25:26). However, if a clinical challenge was to occur post-

incident, justification could be based on what was believed to be best and most practical for 

the casualty at that time (2, 41:42)(6, 18:26).  

 

“The way it played out with children and off duty medical staff, it was all a mess, and it didn’t 

run like a tabletop exercise, and this confirmed my suspicions anyway. Expect the unexpected 

and just deal with it” (9, 25:26). 

 

Clinical adaptation was based on each individual’s initiative to get systems up and running (8, 

07:53). Training in decision making enabled responders to think outside the box (12, 44:43). 

An example of this was the application of the triage process without being influenced by their 

medical knowledge (12, 39:22). Paramedics are trained to be thinkers, however, “they will only 

take direction up to a point, and then they’ll do what they think is best” (13, 23:53). This is 

based on the Ambulance Services investment in developing thinkers: “they are expected to do 

things differently, what is right for the patient, adding a critical nature to their thinking” (13, 

23:53). Experience of this has been obtained through being involved in event planning (13, 

56:41) and regular exposure to high-risk incidents (13, 56:41).  

 

Training and education programmes had also enabled them to make sure the right people got 

the right information, and to be decisive with people who needed to be told what to do (12, 

39:22). During training exercises, one responder explained “it can all be very settled and all 

very nice. I think the reality for me is that that just doesn’t happen, or that it can happen, but 

we just didn’t get a grip” (13, 41:01). In preparation for future events, a desire was expressed 

to make the use of major incident frameworks as normal as possible (13, 41:01; 13, 16:25). For 

example, some responders felt frustrated that they had not considered the use of their major 

incident triage kit sooner and recognised that this would have made dealing with the initial 

incident easier (12, 16:21). However, because they were unsure of the true nature of the 

incident, someone decided to deploy with the equipment they were most familiar with (12, 

14:17). In this case, this did not include the use of major incident equipment such as the 

SMART triage pack (12, 14:17). It was also reported that some responders had witnessed 

Paramedics attempting to resuscitate casualties that were “clearly dead” (10, 10:04). This 

further justifies making major incident management frameworks as familiar as possible (13, 

41:01; 13, 16:25).  
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Critical decision making  

Responders reported they had a “sudden readiness for mental and physical activity” (12, 

00:22), confidence in their ability to work under pressure, and a belief in their ability to be 

effective in major incidents (1, 32:33). Confidence in their own clinical ability was attributed 

to attending specialised training (6, 06:14), yet responders reported that their experience of 

critical decision making was affected when feeling overwhelmed (1, 31:24). A key aspect of 

this was the impact it had on victims’ families who were present. One responder stated, “I 

wouldn’t say it affected me to the point where I couldn’t do my job, but it certainly did to the 

point where I was feeling empathy for the families” (6, 19:22). It was also noted when driving 

to the incident, responders attempted to compartmentalise thoughts to “control emotions” and 

this was believed to be effective when attending a “big chaos incident” (10, 34:31). The 

relationship between Paramedics and Doctors was commented on with respect to “not being 

scared of your weaknesses and let them (the Doctors) do what they have got to do” (7, 23:14). 

Although one responder “felt quite fresh, composed, and prepared”, there was a concern that 

because they didn’t know the Doctor they were supporting, they felt that “they were a little bit 

out of sync” (9, 06:22). However, AP responders reported that their advanced clinical skills 

facilitated effective critical decision making (3, 08:28) and that effective task delegation was 

based on their clinical experience (3, 08:28; 3, 31:31). It was also reported that their position 

as senior clinicians made them comfortable and that the tasks they delegated were appropriate 

(1, 23:09) and that the on-scene leadership was good (1, 13:32). Some senior clinicians, 

however, felt that they could have been more assertive, and possibly could have delegated more 

tasks (1, 15:17) and that caution has to be applied when asking questions and giving opinions 

(1, 42:22). 

 

"I think that needs to be highlighted, just how good a HART unit can be. I asked people to do 

the extraordinary, and it just filtered through. We all stuck together, we all watched out for 

each other” (5, 21:22). 

Clinical decision making 

Responders reported that clinical decision making was influenced by their perceived ability to 

be able to work under pressure. This was evidenced in the numerous critical decisions they 

made in a dynamic environment (1, 31:24), and these were beneficial in that their decisions 

prevented some patients from suffering for longer (1, 32:33). Senior clinicians were confident 

about working under pressure due to being in a senior clinical leadership position (1, 32:33). 
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However, they commented that they felt there was not enough time to use formal briefing tools 

before deployment (1, 02:51) and that a lack of clinicians caused frustration because they could 

not concentrate on clinical decision making to the level they wanted (1, 13:32). They were also 

frustrated by the volume of patients and not being able to provide advanced clinical 

interventions to all the patients (1, 14:56; 1, 13:47). 

 

A particular strength of responders was their ability to recognise patient deterioration and 

identify those who required critical interventions (3, 14:54). However, they felt pressured 

because they did not want to make a mistake (5, 02:53). This deepened with the realisation that 

this was a large-scale incident, and lots of people had already lost their lives (5, 02:53). In some 

cases, this made some of them question their ability (5, 02:53) and the pressure increased with 

multiple requests for information and decision making coming from more junior responders (2, 

23:42).  

 

Frustration was also reported by Ambulance TLs when Fire and Rescue Commanders 

requested Ambulance Service representation in the decision-making process (2, 23:42; 8, 

03:50). This made TLs wonder what actions they were required to do when they had already 

had the pre-specified roles (8, 02:51). Senior clinicians also witnessed other senior colleagues 

seeming to be under a lot of pressure (9, 06:22) as a result of having seen and dealt with a lot 

(9, 06:22). Some senior clinicians also explained that they felt “experienced enough” to make 

decisions about undertaking trauma interventions (2, 14:54), and to undertake practices outside 

of their clinical protocol due to their belief that it was the right thing to do (2, 23:49). This was 

emphasised in the early stages of the incident as a result of an initial lack of available equipment 

(1, 27:12).  

Challenging decisions 

Specialist responders such as HART commented that they had been happy to challenge clinical 

decisions (1, 23:09) and were confident in their ability to challenge decisions of senior 

clinicians if they believed them to be wrong (1, 38:57) owing to their specialist training and 

experience (1, 22:48). They also identified that senior clinicians did reflect, and recognise and 

correct decisions following discussions (2, 31:52). After the incident, senior clinicians reflected 

that further training is needed on the use of triage because decisions made in this area were 

challenged by non-AP clinicians (2, 29:05). However, performance feedback was also sought 



J18704 

Page 75 of 187 

by senior clinicians from peers who had reassured them both during and after the incident (5, 

29:58).  

 

Conversely, some responders reported they had observed some colleagues making clinical 

errors during the triage process (1, 29:26) and, therefore, challenged some senior colleagues 

about their decision making (1, 35:51). In part, it was believed that some of the clinical errors 

made were due to dealing with injury patterns that were not encountered regularly in daily 

practice (1, 35:51; 1, 35:51).  

4.5 Previous experience 

Drawing on previous experience 

Responders observed that it was useful to have previous experience of responding to explosions 

such as incidents in the military (1, 05:36). Those without this experience commented that it 

was beneficial to have experience in managing incidents with multiple severe casualties (4, 

20:12). This increased confidence in the clinical ability of clinicians (4, 20:12). It was also 

judged to beneficial to be familiar with key incident locations, and to have regular visits of key 

sites (1, 07:59) and participate in event planning (13, 41:01). This familiarity contributed to 

some of the responders’ mental preparedness because they were able to consider the worst-case 

scenarios (5, 05:16). It was also important to revert to training for specific command and 

functional roles (5, 18:03; 8, 01:45; 8, 02:51), especially in casualty management systems (8, 

07:53). This exposure engendered confidence in multi-agency support (11, 07:39). 

Confidence in clinical ability 

Responders reported that there were varying levels of effective clinical practice as a result of 

different levels of training (1, 29:05). The application of triage was questioned by senior 

clinicians and this led to increased frustration (1, 31:52). However senior clinicians were able 

to deal with situations differently due to enhanced education (2, 29:05) and this increased 

confidence in clinical ability during each phase of care (2, 31:52; 7, 05:01). A significant factor 

that enabled this was senior clinicians reverting to trauma training (3, 07:16). However, it was 

also asserted that more training is needed in paediatric trauma care (6, 10:18) as there was an 

emphasis in referring to national guidelines to refresh their knowledge base enroute to the 

incident (6, 06:14; 6, 16:54). 
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When there were areas of doubt, senior clinicians took the opportunity to coach less 

experienced clinicians (6, 25:06) because of their belief in individual clinical competence (11, 

11:07). This expanded recognition of the severity of casualties’ clinical needs (7, 05:01) and 

improved confidence in their clinical knowledge and experience (7, 19:22; 11, 11:07). It was 

also reported that although a brief period of shock presented, some responders were able to 

apply major incident triage without being influenced by their medical knowledge (12, 39:22).  

 

“So, I surprised myself that with, maybe my lack of interest, or lack of knowledge of major 

incident triage, it was surprisingly easy to draw on and make sure it happens right” (12, 

23:15). 

Critical feedback 

One responder reported that post-incident they became very critical of their practice (5, 26:38). 

This resulted in feedback being obtained from colleagues (5, 29:58) and promoting peer 

discussion to achieve a consensus that it is acceptable to think outside the box, and to challenge 

guidelines and assumed methods of practice (6, 12:19). It was recognised, however, that 

decision making at tactical level of command presented different challenges than that at an 

operational level, because a certain amount of thinking time is available at that point (13, 

01:07:01). It was identified that CPs and Doctors on the scene were slightly intimidating to 

more junior Commanders, and one Commander stated that this “always puts me on a bit of a 

back foot” (14, 24:37). 

Training participation 

Responders reported that although they were frustrated at the rigidity of major incident 

planning (1, 20:16), they were able to remain calm as a result of specific command and major 

incident training received over the years (1, 17:58). It was also suggested that although 

participation in major incident training embedded preparedness (2, 45:16) more regular 

command training is still needed for responders to increase their preparedness (2, 45:16). This 

was based on responders reverting to trauma training, including triage (3, 07:16). It was also 

commented that lots of pre-conceived ideas about the incident made them apprehensive. They 

felt it was out of their control and it was something that they had not experienced before (4, 

05:12). However, once responders had started to engage and receive orders from the incident 

Commander “you just click into training mode” (4, 05:12). This was based on the ability to 

draw on in-service major incident training (4, 05:12).  
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“It felt real, but it also felt like a training exercise with the number of casualties coming out, 

they’re the sort of things we train for and it sort of felt like that all the way through” (4, 10:30). 

Attitudes towards training 

One responder reported having “Done a U-turn of perceptions of training” due to live incident 

exposure and the belief that a robust plan should be in place (1, 19:30; 1, 23:01). Participation 

in training had confirmed the belief of some that preparation for this major incident had been 

robust (9, 15:14). This was reinforced in the comment:  

 

“I was quite surprised by how smooth it went. It probably didn’t go textbook, but some of the 

things in place you could see they were working, and it made it go smoother. It was like 

controlled chaos” (11, 16:14). 

 

Negative attitudes towards training and education augmented because it was felt that, in part, 

their training reflected reality, and responders were able to detach themselves and revert to 

their training exercises (11, 16:14). Some responders are now advocates of training (11, 18:54). 

However, it was suggested that a balance is needed between live and tabletop exercising (13, 

41:01). 

 

“In respect in that the training we have in place is pretty good, it works, and I’m a bit more of 

an advocate for it now. Not that I didn’t put effort into it before, but I think I now treat it with 

a bit more of a reality because I now know from personal experience…. I don’t know, I just 

think people just slip into their own roles, and I do really think it helps”. (11, 18:54) 

Knowledge of the major incident plan 

It was noted that having attended the Manchester Arena Bombing, staff are now actively 

seeking out training days around major incident plans because this subject is now personal and 

relevant to clinicians (1, 29:52). Senior clinicians now believe that personal awareness of areas 

that require improvement such as major incident management, triage and casualty 

documentation (1, 30:24) are a high priority in educational packages, and that they need to be 

more familiar with the major incident plan and functional roles (1, 45:20; 11, 18:54). 

Knowledge of the major incident plan assisted in equipment decision making. For example, 

some responders were confident that they could be deployed with minimal equipment due to 

the knowledge that other colleagues would have their response kit (2, 15:55; 11, 05:58). It also 

allowed responders to be confident in questioning decisions (3, 18:47). In addition, it gave 
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them a good understanding of their role (3, 38:32), which resulted in them remaining calm (2, 

17:58). Responders said they were acutely aware that they would be supported by HART, 

which is the primary initial response to a major incident and comprises a team of specialists (5, 

02:53). These colleagues have significant experience and training (5, 25:03) and can stick to a 

plan based on recognised trusted policies and procedures (5, 32:21). One responder without 

this experience advocated:  

 

“Don’t be complacent, don’t rest on your laurels, learn the major incident plan, and if you are 

ever involved, make some notes, do some logging, that is very important, especially if you are 

in a command position. Put a tabard on as well. It can happen anytime, and it’s so dynamic 

that you need to be able to adapt” (5, 32:54). 

 

It was observed that it was essential to understand casualty management systems (8, 07:53; 8, 

15:56; 11, 11:07), with an emphasis placed on triage (7, 05:01). This allowed responders to be 

methodical, and not to get too overwhelmed because they were able to stick to a model and a 

process (8, 27:05). This was especially useful for those undertaking triage (10, 34:31) or 

running the CCP (9, 11:38). However, it was commented that although staff believed they were 

trained and understood the processes involved in the major incident plan, their response did not 

meet the expectations of some members of the public because the public do not understand 

Ambulance Service systems (12, 18:49).  

 

Knowledge of the major incident plan also embedded awareness of contingency planning (11, 

03:14; 11, 18:54) and equipment requirements (11, 05:58; 11, 19:35). While at the rendezvous 

point (RVP), some responders said they became easily impatient due to what was perceived to 

be a delay in deployment (11, 03:14). To deal with this, some senior personnel started to take 

staff inventories and check PPE, which is in line with the major incident plan (11, 03:14). A 

key tip by one interviewee is to ensure responders are aware of all the major incident 

procedures, and that a copy of the major incident plan is available, together with access to a 

way of recording that situation for the post-incident enquiry (12, 45:36). 

 

It was also reported that some responders found it beneficial that, as a result of their training in 

this area, they knew the capabilities of the police and military (15, 32:25). This emphasised the 

importance of structure and knowledge of their own and other agencies’ roles in a live situation 

(14, 34:25). However, it was also recognised that although prior planning had been essential, 
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luck played a factor in the success of the response to the incident (14, 18:34; 14, 32:03). It was 

noted that the response wasn’t perfect, but quite a lot of it fell into place (13, 18:58). Another 

commented, “I think first of all is that we’ve proved it worked, and I’m not convinced it was 

all down to planning on the night, we had a lot of luck on the night, but any success needs a bit 

of luck” (14, 18:34). 

 

It was further emphasised that the use of major incident tools should be used in daily practice 

to avoid responders being unfamiliar with them in major incidents (14, 08:22). It needs to be 

second nature (14, 08:22). One example is a METHANE (14, 08:22) (see list of abbreviations) 

when dealing with Road Traffic Collisions (RTC’s). It was commented that it is important to 

trust training because it comes out under pressure and responders revert to basics during times 

when the situation is dynamic and evolving (4, 21:36). Caution was also emphasised. It is not 

known how people are going to react until they have to participate in this type of event (4, 

26:01). National and local training courses, such as practical mass casualty exercises, were 

believed to have prepared responders for what they might encounter and preparing them for 

related injury patterns promoted resilience (4, 26:010).   

 

“It’s about training and preparing physically for it. Mentally you can’t prepare anyone – you 

can prepare them for how they’re going to deal with stuff, but not for how they are going to 

feel about it, I don’t think you can until it’s for real, they will do it at the time, but afterwards, 

you can’t prepare them for that”(4, 29:09). 

 

It was also reported that training courses had enabled responders to process information in a 

way that could be remembered (5, 08:30). This was attributed to course design, which involves 

exercises that are very controlled, but intense for 20 or 30 minutes to ensure practitioners do 

not get fatigued (5, 26:38). This allows learning to be reinforced (5, 26:38) and embeds 

contingency planning considerations (5, 17:31). Engagement in previous national training 

courses led to responder effectiveness (5, 14:19), and promoted confidence, and this responder 

remarked, it is what they are trained for and what the public expects them to do (5, 18:03). 

 

Training engendered a willingness and the confidence to participate in major incidents due to 

the material discussed (6, 01:01). Regular training on major incident resources made some 

responders feel “certainly not comfortable, but not fazed by it, because of previous stuff seen, 

stuff done several years ago” (6, 03:56). Staff who regularly train for major incidents compared 
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with staff who don’t felt more prepared (6, 11:02; 6, 18:26). This was observed by peers who 

started to undertake triage in line with their training (8, 01:45) and to use tips learnt in training 

exercises to adapt to situations (8, 02:51). Other staff noted that they had wondered whether or 

not they were going to be overwhelmed by crowd management and the public’s expectations, 

and whether or not they would be approached by lots of people with injuries (8, 09:16). 

National courses such as those run at the NARU College at Winterbourne Gunner Training 

Centre, Salisbury, had provided the perception that throughout a major incident there would be 

a lot of patients crying (8, 15:56) and approaching responders for help. The reality for the first 

responders to the Manchester Arena Bombing was that this was deemed to be a problem for 

later responders (8, 15:56). Yet, to prepare for this possibility, responders felt they needed to 

default to the training and education they had received (8, 21:44).  

 

“If you’re taught to do a role in training, you’ll default to this. It’s like repetition over the years, 

someone’s going to triage, someone’s going to do a CCP, it was in my head. I’ll default to 

that” (8, 19:46). 

 

Utilising knowledge learnt from training made some responders feel that responding to this 

incident was like a major incident exercise. “It sounded like something that I had already been 

prepared for” (9, 02:38; 9, 06:22). Training, therefore, provided a form of situational 

familiarity (9, 14:00). Participation in national multi-agency exercises training helped 

responders to be more organised, because they felt like they had been there before (9, 21:26). 

A reported key lesson learnt was to get involved with mass casualty incident exercises, even if 

merely participating as a patient (9, 27:47; 12, 03:09).  

 

“What helped me with dealing with the two major incidents I’ve dealt within the last year, just 

push the circus out to one side and focus on your job which is patient care” (9, 27:47). 

 

It was noted that Commanders felt they attempted to apply their major incident lessons in their 

daily practices in smaller-scale incidents (14, 08:22), and knowing that other colleagues had 

received a high level of training gave them confidence (14, 18:34). It was also noted that HART 

staff did not need direction on care, nor did they need direction in other areas, because they had 

received training (13, 25:55). 
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4.6 Theoretical Category 2: Incident management frameworks 

‘Incident management frameworks’ consisted of two sub-themes: ‘Communication’ and 

‘Managing the situation’. ‘Communication’ identified a further five sub-themes, and 

‘Managing the situation’ identified a further seven sub-themes (see Table 25.). The RO 

indicates how it is affiliated to each sub-theme. 

Table 25 Incident management frameworks 

 

Theory 

Theoretical 

Coding Focused Coding 

RO 1 

Preparedness 

RO 2 

Enablement 

RO 3 

Inhibited 

RO 4 

Sustained 

IM
F

 

Communication Social media, local radio and news √ √ √   

 Using recognised briefing tools   √  √ 

 Assertive leadership   √  √ 

 

Emergency Operations Centre 

liaison √ √ √ √ 

 Multi-agency communication   √   √ 

Managing Contingency planning   √     

the situation Crew familiarity √ √  √ 

 Casualty management plan √ √  √ 

 Controlling operational assets   √  √ 

 Situational evaluation   √  √ 

 Understanding specific roles √ √  √ 

 Task delegation   √   √ 

4.7 Communication 

Social media, local radio and news broadcasters  

Responders reported that social media provided an important source of early and often credible 

information that assisted in the promotion of situational awareness (6, 01:01). Although it is 

now possible to source information through social media, ambulance deployment systems had 

not been designed to react to this source (2, 01:52). Having prior knowledge about the incident, 

but not being deployed caused stress and frustration (6, 01:01; 2, 01:520). However, it was 

considered to “probably be on Twitter” (13, 02:12) and social media helped responders prepare 

and obtain information on developments while en route to the incident. Local radio was also 

used for additional information while driving to the incident (1, 02:51) because only limited 

information was passed on via the Emergency Operations Centre (EOC) (14, 05:34). 

Responders also reported that while waiting at an RVP, information was sourced from BBC 

News and/or Sky News by using their phones, which could have led to conflicting messages 

(13, 22:55). “The music radio was on in the car and they were occasionally dropping comments 

about something happening at an Arianna Grande concert in Manchester” (10, 07:37). 

Using recognised briefing tools 

On scene, dialogue was in part, facilitated through the use of nationally recognised briefing 

tools when crews arrived at the scene, however, they were not used in their entirety due to 
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unfamiliarity (1, 02:51). They were used to provide direct briefings to colleagues to clarify 

individual taskings (1, 28:41; 3, 08:28). The multi-agency dialogue was brief, but succinct (13, 

10:30). Responders who reported to Commanders were able to receive a brief (8, 04:34) and 

then relayed that information back to the team (5, 11:59). This process was based on 

Commanders attempting to use the IIMARCH briefing (see list of abbreviations), but 

responders were not as familiar as they should have been (5, 13:32).   

Assertive leadership 

A key part of communicating was being firm with crews who appeared to be task focused (3, 

08:28). Being direct was viewed as part of the senior clinician’s role (3, 31:31) and was part of 

being a successful Commander (6, 07:37). One Commander reported that they did not think 

they had communicated any differently on the night, yet considered themselves to be “a bit 

more sterner or forceful, but still in a polite and professional manner” (14, 24:37).  

 

“I was more aware, I was sterner, and it seemed to work because no one left the site. Some 

staff members were held there and were frustrated. Other staff had been in and they were quiet, 

so there was a lot of emotion you know. So shouting and screaming doesn’t help anyone, 

including myself, so it was about keeping it calm and taking into consideration emotions. (14, 

24:37) 

Emergency Operations Centre liaison 

The EOC provided first reports on the Ambulance dispatch ‘C3 system’ (01, 01:13) which 

allowed a number of the AP cohort to be aware that an incident was developing (12, 00:22). 

The EOC also contacted the nearest CP, which was thought to be unusual because it is not 

normal practice unless the incident is significant, (11, 00:20) and confirmed the location of the 

RVP (13, 03:34). Although responders obtained information from the EOC and liaison with 

their TL/Commander (9, 04:07), members of HART explained that they normally receive 

several false alarms, but for this incident, there was a lot of information (8, 01:45). The AP 

cohort also made a similar observation, stating that incident reports can sound worse than the 

reality (10, 03:42). This has led to a culture of clinicians not believing the content of the 

information provided until the incident is observed by allocated responders (10, 00:24). Thus, 

it was not until EOC reported confirmed fatalities that it was believed to be credible (11, 02:00). 

A lesson learnt was that organisationally, shared channels are not used frequently and, 

therefore, are not familiar (13, 41:01). 
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Multi-agency communication 

Responders noted there had been an effective on-scene team and multi-agency communication 

(2, 38:57; 13, 16:25) and that the British Transport Police (BTP) significantly influenced team 

communication in a positive way, because they provided quick and a clear direction (6, 09:18), 

which substantially contributed to the information picture (12, 12:37). However, in the early 

phases of the incident, it was reported that not all Police Officers had received information 

about what was going on (12, 09:09). Even with a lack of information, Police Officers from 

other agencies were also reported to have provided Paramedics with information on casualty 

locations, estimated numbers, and possible types of injury (12, 09:09). Responders also stated 

that this had significantly influenced their perception of the incident (12, 09:09). 

Communication at the rendezvous point, however, was reportedly as not as effective as it could 

have been. Agencies were deliberating on policy and procedure, and there seemed to be 

conflicting opinions between agencies (6, 07:37). However, all were motivated to work towards 

a common goal (12, 30:46). 

4.8 Managing the situation 

Contingency planning 

It was stated that situational adaptability was achieved through contingency planning (5, 

17:31), because it was recognised that there was the potential of an incident escalation from a 

secondary device (6, 14:14). To assist with this, Commanders considered deploying additional 

support vehicles in case additional medical equipment was required (8, 00:30). To assist with 

forward planning and incident visualisation, responders recognised that they would need to 

react to a fluid environment (9, 25:26) and accordingly they attempted to increase their mental 

preparedness (10, 34:31). They also reported that they believed delayed deployment might have 

been due to contingency planning in case further incidents occurred (11, 03:14) and that this 

was a tactic of either the incident Commander or the EOC (11, 04:35).  

 

“Expect things to go wrong, don’t be surprised if they don’t go according to plan” (9, 25:26). 

Crew familiarity 

An important aspect of achieving situational adaptability was crew familiarity when on the 

scene (1, 02:51), confidence in colleagues abilities (7, 12:35) and an awareness of peers 

strengths and limitations (7, 23:14; 6, 18:26). 
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Casualty management plan 

It was reported that lots of casualties had bilateral fractures, but there was a lack of 

immobilisation equipment (1, 25:21; 1, 47:26). Consequently, it was deemed important to 

establish an early CCP, and a kit dump to support the casualty management process (1, 47:26). 

This allowed for the development of a plan to undertake casualty reassessment, and provide 

ongoing treatment (2, 17:58). It was also thought that the incident would stabilise in an hour or 

so (2, 17:58). However, in the meantime, responders believed they had to do as much as they 

could for everyone, but not to get too focused on one patient (3, 14:540). Stress was exacerbated 

by a feeling of being alone for a long time, and there appeared to be a lack of clinical equipment, 

especially pain relief (3, 38:32). Yet, some responders judged that considering the number of 

casualties, the casualty management process went as smoothly as it could have done in that 

situation (7, 13:25). 

 

Responders also commented on the triage process and reported that they had reverted back to 

their triage training (3, 07:16) and were aware of the framework criteria (7, 13:25). Some 

believed it was important to sectorise the incident into areas before triaging and have a clinical 

plan (10, 10:04; 10, 24:21). It was noted that the triage cards proved to be helpful because they 

were “a good mind jogger” (7, 13:25) and that Ambulance staff triaging and treating people 

allowed HART to establish a CCP (8, 06:21). Although HART has extensive training in this 

area, some of its operatives reflected that they should have recognised the importance of triage 

equipment sooner, when in fact it was a later consideration (12, 16:21).   

 

Following the triage process, some remarked that it was important to have a good 

understanding of the treatment of traumatic injuries (7, 05:01). Some felt ineffective due to a 

limited ability to carry lots of equipment (8, 06:21), and this increased their stress. However, 

casualty volume seemed to be controlled due to the large presence of Ambulance staff (8, 

06:21). It was also recognised by team leaders that it was important to deploy responders 

forward earlier and then step back to get the CCP organised (8, 19:46). The incident was 

considered to be more challenging because of its geographical location, casualties were spread 

around, but the number of casualties itself was not deemed to be a problem (10, 06:42). What 

surprised some responders was that the environment did not match their expectations (11, 

09:31), their clinical competence helped them to think outside of the box (11, 11:07), and 

communicating with the Police to give them the information they needed to identify casualty 

locations (11, 16:14).  
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Controlling operational assets 

It was believed that there could have been better use of recognised incident management tools 

(1, 05:36), which would have provided a systematic approach to the management of the 

incident (2, 17:58) (5, 08:30). By assessing the resources available on scene (5, 06:52), 

Commanders were able to ensure effective management of crew resources (5, 06:52). 

Responders reported that senior clinicians marshalled on-scene crews to don PPE, and lead 

them into the incident (1, 02:51) and this helped them to become integrated into a dynamic 

environment (6, 12:19). Achieving a controlled environment helped to manage expectations 

(8, 06:21). Controlling operational assets was, in part, achieved by holding vehicles back to 

ensure access and egress (2, 15:55). Consideration had to be given to responders choices of 

vehicle placement, and choice of initial equipment (2, 23:18). It was also important to ensure 

appropriate equipment availability, and additional equipment if the incident escalated (2, 

03:15).  

 

Responders also reported that it was important to conform to the major incident plan (12, 

16:21), however, others believed there was no point fretting if things did not look like they do 

in the major incident plan (9, 25:26). It was reported that a lot of support was given to 

Commanders with regard to logistics (15, 11:19). Yet, some responders felt that they were 

inhibited by a perceived lack of organisation and coordination compared with other crews, and 

disciplines that were on the scene (14, 11:48). A notable observation was a responder’s 

eagerness and desire get to the scene, but it was important not to let crews become complacent 

(14, 12:46). According to one responder, “there’s always the strong ones and the ones who will 

fade away in the background” (14, 12:46). Staff welfare on the scene was not considered until 

later into the incident (2, 01:07:24). “If you ever get to that situation again, you’ve got to take 

command” (14, 35:06). 

Situational evaluation 

Responders explained that they were able to utilise travel time to formulate a plan (5, 05:16). 

This gave them time to compose themselves before arrival on scene (9, 06:22). En route 

responders were able to think about practical things such as driving, keeping it steady, but 

progressive (9, 04:07). “When I was driving, although I was thinking they had said six fatalities, 

I was still thinking this might just be a speaker [exploding] or something” (10, 00:24). On 

arrival, it was reported that some responders had underestimated the scale of the incident (10, 

03:42) and that those in attendance in the early phases perceived the incident to be in chaos 
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(10, 10:04). Therefore, it required responders to take time to compose themselves before action 

(10, 10:04; 11, 30:19). However, later responders heard reports of a possible active shooter, 

and judged that this was the reason why the EOC had sent them to an RVP (11, 03:14; 11, 

19:35). “We didn’t know what we were going into. We had very little updates from EOC. 

Needed the nature of the explosion, the number of casualties, and proper access and egress” 

(5, 06:52). 

 

When gaining access to the scene, responders reported that they had a reduced perception of 

vulnerability due to being within a police cordon (3, 05:23). This was, in part, attributable to 

their belief that scene security by the police was effective (5, 11:59) and that the information 

they provided was robust (12, 09:09). Incident management was significantly influenced by 

information provided by the police (12, 09:09). However, the nature and severity of the threat 

had not been confirmed, and some responders were still unclear about the threat areas and 

levels of PPE (4, 07:26). To deal with this, responders explained that they had to attempt to 

filter relevant information (4, 18:54) because in some cases they were overwhelmed by the 

situation (5, 18:54) and needed to evaluate the scene to gain composure (4, 03:12). To sustain 

situational adaptability, responders identified that they had to hastily decide, react, and make a 

dynamic risk assessment (5, 29:58). In part, this was due to the environmental stressors not 

matching expectations (6, 04:56). Some responders felt that they were not completely 

overwhelmed because people were leaving the scene in “dribs and drabs” (8, 06:21). While 

entering the scene, Commanders and responders both felt that they had to undertake a form of 

site reconnaissance (12, 09:09). This provided increased information and intelligence going 

into the situation (8, 01:45) and, therefore, increased situational familiarity (9, 19:34). 

Understanding specific roles 

It was noted that it was important to recognise one’s own capabilities and specialist skills when 

undertaking incident management (6, 11:02) because this assisted in achieving effective 

coordination of operational assets during the incident (14, 10:08) including ensuring staff 

welfare (14, 20:24). It also prevented the Commander’s personal abilities for managing the 

situation from being exceeded (12, 39:22).  

Task delegation 

A key aspect to achieving situational adaptability was task delegation. Incident management 

became easier once functional roles were allocated and areas of individual responsibility 

clarified (1, 13:32; 1, 12:17). Allocating Paramedics to specific areas with casualties was 
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deemed to take the pressure off senior clinicians (1, 15:17), which, in turn, increased their 

confidence in the ongoing delegation (1, 27:43). Success in this was achieved through careful 

consideration of how team members were spoken to (5, 29:58; 14, 24:37). Commanders also 

stated that it was important to consider how tasks were allocated to clinicians because the 

workload was expected to be unlimited (1, 11:37). To address this, Commanders attempted to 

achieve a skills mix to improve clinical efficiency (2, 12:44; 2, 14:00). It was also recognised 

that senior clinicians preferred to undertake clinical roles over a command role (3, 14:54). Even 

if the equipment is requested, it needed to be chased up because it may not arrive within the 

required timeframe (13, 31:13). Incident management is intense and it is easy to lose track of 

time, hence it was deemed important to have someone to hand over to (13, 31:13). 

 

Senior clinicians reported that they had delegated tasks that they believed were appropriate for 

that individual (1, 27:43). In particular, HART TLs commented on how good their team had 

conducted themselves, stating “They did the extraordinary, all stuck together, all watched out 

for each other” (5, 21:22). HART also noted how well the HART and AP teams worked 

together, even though they had not trained together before (6, 09:18). Delegated tasks consisted 

of triage and treatment, which were directed by APs (6, 07:37). However, it was reported that 

some found it frustrating because some colleagues seemed to underestimate the clinical needs 

of patients (1, 25:21). It was also noted that individuals felt supported by their team (7, 02:50) 

and that working alongside colleagues who they knew and trusted to do the job was important 

(7, 12:35). Overall, it was commented that there was a lot of collective camaraderie, and 

responders were happy to be part of the incident, seeing themselves as “part of the solution” 

(11, 27:30).   

 

I’ve got someone who I’ve done the Paramedic course with, I know she’s a good Paramedic, 

we’ve got a Consultant Paramedic with us, so you’re quite happy really that if I need a bit of 

advice here, am I doing this right here, or should I give a fluid bolus? So peers’ support is 

there and you know it is. (6, 16:54) 

4.9 Theoretical Category 3: Peer support networks 

‘Peer Support Networks’ consisted of three sub-themes: ‘Commander Support’, Peer-to-peer 

support’, and ‘Multi-agency support’. ‘Commander Support’ identified a further six sub-

themes, ‘Peer-to-peer support’ a further seven sub-themes, and ‘Multi-agency support’ a 

further three sub-themes.  



J18704 

Page 88 of 187 

Table 26: Peer support networks 

 

 

Theory 
Theoretical 

Coding Focused Coding 

RO 1 

Preparedness 

RO 2 

Enablement 

RO 3 

Inhibited 

RO 4 

Sustained 

P
ee

r 
S

u
p
p

o
rt

 N
et

w
o

rk
s 

Commander  Commander demeanour facilitated empowerment   √   √ 

support Commanders supported by colleagues   √  √ 

 Colleagues supported by Commanders   √  √ 

 Direction from Commanders   √  √ 

 Commander familiarisation √ √  √ 

 Rapid face-to-face briefings and handovers    √   √ 

Peer-to-peer Relationships with peers √ √   √ 

support Knowledge of peers’ abilities √ √  √ 

 Allied health support   √  √ 

 Senior clinical team   √  √ 

 Mentorship from peers   √  √ 

 Support from peers √ √  √ 

 Peer-to-peer communication √ √   √ 

Multiagency Responding with the police √ √     

Support Police presence promoted confidence in security   √  √ 

 Medical assistance   √   √ 

4.10 Commander support  

The demeanour of Commander facilitated empowerment 

Responders received their briefing from a Commander who appeared to be calm (5, 09:09), 

had good mannerisms (5, 10:01), and was able to provide concise and logical information (5, 

09:09). The detail in the Commander’s handover gave clear direction of the tasks allocated, 

areas of focus, and locations and injury patterns of casualties (6, 08:49). As a result, some 

responders reported that they felt empowered, which established confidence in their own 

ability, and that of the Commander (5, 09:09). Responders were able to improvise and use 

initiative without specific direction from Commanders (11, 04:35). 

Commanders supported by colleagues 

Commanders received support from additional colleagues who arrived quickly, and face-to-

face dialogue allowed for the allocation of roles to those who felt they were most appropriate 

for that function (13, 31:13). This led to the organisation and coordination of incident logistics 

being an initial priority for the incident Commander, and this required allocation of a command 

assistant to ensure key tasks were being undertaken and completed (13, 31:13). As this was 

proceeding, elements of the initial incident information were challenged as a consequence of 

developing intelligence, and responders recognised that getting the correct information to the 

most appropriate person was important (8, 32:03). Information and intelligence from 

Commanders allowed specialist responders to consider preparing for additional deployments 

if tasked (9, 17:42). 
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Colleagues supported by Commanders 

Following a briefing from the incident Commander, TLs provided direction (9, 06:22) and 

additional support to those who they perceived required it (5, 23:48). Details of where help was 

required and where attention was needed (11, 10:24) were based on a clinical plan established, 

by Commanders that included zoned areas allocated to specific responders (10, 10:04). 

Direction from Commanders  

Prior to arrival at the incident, it was reported that early information from TLs had helped 

responders to prepare by “getting your head in the right place”, although they were used to 

responding to false alarms (8, 18:05). This information allowed responders to “go over 

procedures in your head, you come up with some kind of plan, communicate that to those who 

are there and keep re-evaluating, I did that with the police and the guy who had it the most 

held together of all the arena staff, and we’d talk about what we’d do next” (12, 41:59). One 

Commander reported that they felt they had to emphasise key points about the incident, not 

just to provide detail, but as a way of venting anxiety by emphasising the seriousness of the 

incident (13, 22:55). Responders stated that there had been clear direction from Commanders 

(6, 07:37) and that their TL had led from the front, delegated tasks and influenced their 

decisions because they had received direct instruction (9, 06:22).  

Commander familiarisation 

The Ambulance Services major incident response framework encouraged on-scene liaison, 

which promoted colleague dialogue and familiarisation (1, 02:51). This was further supported 

by personal relationships with peers that had already been established before the incident (3, 

21:00; 5, 10:28). However, those who were unfamiliar with those on scene noted that 

identification of the chain of command was difficult (4, 10:07). Having a personal relationship 

or familiarity with the incident Commander led to some responders feeling grounded and 

empowered, rather than feeling they may lose control (5, 11:46). This also increased their 

confidence in Commanders (5, 11:46; 6, 07:37). 

Rapid face-to-face briefings and handovers 

During the initial response to the incident, those first on the scene were able to provide arriving 

incident Commanders with an initial briefing on the situation that was based on information 

gleaned from observing the incident (1, 05:36). Commanders, together with initial and 

subsequent responders, engaged in face-to-face dialogue, which enabled the on-scene 

Commander to identify key personnel, allocate crucial functional roles, and provide briefings 
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on specific tasking’s (4, 08:25). Briefings and situational updates were undertaken quickly (3, 

07:16), which resulted in those who were undertaking key functional or command roles to be 

deployed, or redeployed rapidly (12, 16:21).  

4.11 Peer-to-peer support 

Relationship with peers  

While on the scene, dialogue that occurred between Ambulance Commanders and Police 

Officers was deemed to be positive because it confirmed the seriousness of the incident. 

However, it still did not prepare them due to the vagueness of the information (12, 12:37).  

HART responders reported that there was not a lot of communication between team members, 

but judged this to be not necessarily needed: “We just got on with it” (8, 29:19). However, 

members of the AP cohort explained that it was really important that the AP’s speak to each 

other and communicate, especially with certain groups of staff (10, 42:01). Further to this, it 

was reported that communication could have improved if the CCP had been placed in a more 

effective position (8, 13:02). An incident Commander reflected that shared channels could have 

been requested earlier and that regular briefing via radio for everyone to hear in an 

‘METHANE’ format would have made responders more prepared for what they were about to 

see and experience (13, 25:55). It was also noted that some felt there was a failure in 

communication between the Operational Commander and Tactical Commander.  

 

“We all talk about this ‘role, not rank’, but this is bollocks. It is rank. In organisations where 

everyone is mature that would work, but in reality, the Ops Commander was the boss of the 

Tactical Commander two times over, so this influenced communication on scene. I think this 

resulted in cutting the Tactical Commander out of the loop, because the Ops Commander is a 

high-ranking officer and was making decisions they shouldn’t have been” (15, 25:28). 

 

Commanders also reported that they wanted to be able to speak freely to other Commanders, 

however, due to the high frequency of radio information “I just ended up not listening because 

there was other stuff going on” (13, 31:13). To address this, face-to-face communication was 

undertaken (13, 45:03). Furthermore, there were conversations between Paramedics and Police 

Officers about welfare requests for relatives from casualties, which were reported to be difficult 

because it was believed, but not confirmed, that in some cases relatives had been killed (11, 

11:07). Police Officers were also engaging in dialogue with responders and casualties, and it 
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was commented that “Police Officers will establish a rapport with the patient, but it’s a Police 

Officer’s rapport” (1, 28:41).  

Knowledge of peers’ abilities 

Responders reported that seeing colleagues who they knew and trusted around them (7, 18:10) 

and deemed to be the same as them, or more clinically capable, gave them reassurance (3, 

26:56; 2, 25:44). This is illustrated in responders describing accessing peer support from former 

military colleagues who were able to draw on similar experiences (3, 17:08; 10, 10:04), and 

who they considered were level headed and calm (5, 09:09; 6, 16:54). Another example was a 

description by one responder of working with colleagues they had trained with and recognised 

to be clinically competent, and being supported by a CP (6, 16:54). Confidence in colleagues 

was also said to “firm up in my mind that I can rely on my colleagues” (9, 29:12) and that 

decisions could be made and performed to the best of that clinician’s ability (5, 09:09). This 

helped to “get your head in the right place” (8, 18:05) and was particularly welcomed if 

supported by a familiar team (7, 02:50) and they had a good rapport with them (6, 20:02). 

Rapport with team members allowed for awareness of colleague’s strengths and limitations (7, 

03:16) and facilitated good peer communication (10, 42:01). This also allowed responders to 

recognise other colleagues’ varying levels of distress (9, 24:56). 

Allied health support 

One responder reported that off duty allied health professionals such as nurses who were 

passing by were a valuable asset. Their support removed some pressure from Ambulance staff 

(1, 10:36). They were asked to provide a range of clinical interventions (3, 08:28). For example, 

an off duty accident and emergency nurse assisted in preparing clinical equipment, and 

providing emergency treatment (1, 08:40). 

Senior clinical team 

The senior clinical personnel such as CP’s and AP’s reported that they were able to provide 

and also receive peer support, which assisted them in handling the situation. (1, 18:55; 1, 

18:09). Support on clinical decision making was also provided by the Ambulance Service 

Medical Director (1, 37:45). This was reported to have made the senior clinical team stronger 

because support, if needed, could be sourced (1, 32:33). This support included advice even if 

it was out of deployment protocol (2, 12:22) and it was especially useful when drawing on 

advice from colleagues with previous experience of major incidents (5, 14:19). 
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Mentorship from peers 

Some senior clinicians reported that they were able to access a level of mentorship from peers 

due to their colleague’s military experiences (10, 10:04). In turn, senior clinicians also felt that 

they provided mentorship through instruction on specific clinical interventions at the point of 

injury to less qualified clinicians (6, 25:06). This was possible, in part, because responders 

were behaving in a fairly calm manner and working to assist each other (8, 18:05; 9, 21:26). 

“There was no one who was really overwhelmed. They all seemed fairly calm, and just dealt 

with what happened” (8, 18:05). 

Support from peers  

Commanders reported that they felt they needed to have someone to support them in their 

command position (13, 01:07:01). The two areas in which they felt they required support were 

tactical advice and having someone who was aware of their individual level of stress (13, 

01:07:01). However, it was also recognised that details concerning stress should be 

communicated with caution, because in some cases they did not feel they were able to confide 

in an advisor, either due to lack of confidence or not having an established personal relationship 

(13, 01:07:01). Conversely, a command advisor stated that they were frustrated that they did 

not feel they had been given a formal or functional role, so attempted to contribute to the 

efficiency of incident management by acting as a form of ‘command conscious’ (15, 11:19).  

 

“What helped me was that there were lots of other people helping me in that situation too. I’d 

say by far that was the biggest thing” (12, 30:46). 

 

It was clear that all responders interviewed were eager to provide support to peers, whether 

from a command perspective (7, 02:05) or from a clinical perspective (11, 08:19). However, 

although responders and Commanders believed this to be a positive attribute (12, 30:46), 

Commanders also reported feeling guilty about the possibility of putting colleagues at risk (3, 

01:36) by being unable to stay with colleagues and treat casualties in pairs because of the large 

numbers of casualties (3, 08:28). 

Peer-to-peer communication 

Stress initiated early in the evening through peer-to-peer communication due to colleagues not 

informing TLs that there was a possible event occurring (2, 21:30). Colleagues also 

communicated through the use of ‘open speech’ radio communication to those not on base (11, 

00:20), and by telephone from ambulance control to Commanders when they became aware of 



J18704 

Page 93 of 187 

the rapidly progressing incident (13, 02:12). On scene dialogue between Ambulance 

Commanders and Police Officers was deemed to be positive, because it confirmed the 

seriousness of the incident, yet, it did not prepare them due to the vagueness of the information 

(12, 12:37). 

 

Commanders noted that peers recognised when levels of responsibility were high or higher 

than they normally expected (11, 08:19), but there appeared to be several APs on scene 

providing support, so they felt able to allocate themselves a casualty who did not have a 

Paramedic with them (11, 11:07). One AP also remarked that Paramedics seemed to be 

“organised and very regimented” (13, 23:53). During this time, it was recognised that 

colleagues from other services such as the BTP were working particularly hard to evacuate 

patients, thus responders provided support to their multi-agency peers by treating the casualties 

who had been carried away from the blast site. It was also reported that peers provided support 

to initial responders because there was a large number of ambulances available in a short 

timeframe (11, 22:48).  

 

“That must have been a fucking nightmare that, and they had brought a lot of patients down, 

they must have been working their fucking bollocks off there, you know, because that was the 

bulk of the work. So we just treated them all night”. (11, 16:14) 

4.12 Multi-agency support 

Responding with the Police  

Responders reported they saw a significant volume of police activity responding to the incident, 

including armed officers from out of the area following in transit (8, 00:30; 8, 01:45). Although 

the majority of responders reported having been speeding, Police Officers who were following 

them on the motorway indicated to them to continue and to follow them to the incident (1, 

02:51). It was assumed that they were going to the same incident, and responders said that 

responding in convoy with the Police increased their confidence in multi-agency support (12, 

04:51). “I dropped in line behind a police car, and he took a slightly different route, I followed 

him because I thought it would be a safe incident to approach” (12, 04:51). 
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For some there was an expectation that some of the details reported about this incident might 

not be accurate because information about incidents passed on by the public is not always 

reliable (10, 32:23). Responders said that they often respond to incidents with an open-mind: 

“I just tend to think I’ll work it out when I get there” (10, 32:23). However, on approach to the 

scene, responders reported that the sight of blue lights and large crowds gave them the 

impression that this was a significant incident (12, 04:52).   

Police presence promoted confidence in on-scene security 

Concerns about scene security were reduced due to the expectation that responders would be 

supported by large numbers of armed Police Officers (10, 32:23). On arrival at the scene, 

responders were aware that there were armed Police Officers at the entrance to the station (8, 

13:02) and they were providing scene security by establishing an incident cordon (1, 02:51; 13, 

03:34). Having a police presence caused responders to feel safe. One reported that they “didn’t 

feel threatened throughout the incident” (1, 17:33). The police support gave them confidence 

in the security of the scene (3, 05:23) and was a key factor that allowed them to adapt to the 

situation (1, 27:12).  

 

“Most of it was because we were very, very overrun with cops. So you could see that because 

by the time I arrived, there was a cop putting tape up. The scene was just swarming with cops” 

(13, 49:25). 

 

Responders also reported that there was an acknowledgement about the level of risk regarding 

their own safety (13, 45:03). Some Ambulance Commanders believed it was the duty of Police 

Commanders to ensure this was effectively assessed (13, 45:03). It was also observed that if 

there had been responder fatalities, the attitude towards the response to the incident would have 

been very different (13, 45:03). However, overall, there was a significant trust that the Police 

had assessed and implemented safety measures for responders from all agencies (13, 45:03; 12, 

27:41):  

 

“That kind of took over, instead of the safety for ourselves element, which was probably wrong 

in some respects, because if we all just pile in and something happens, but, but I assumed the 

kind of people there like the Police, that that element of it had been made safe”. (7, 11:30). 
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Responders felt that their safety was not compromised because Police Officers were seen being 

deployed to the incident (13, 10:30). In particular, responders commented that the police “were 

just being professional” (13, 03:34), however, it was noted that seeing dogs from the Explosive 

Ordinance Disposal (EOD) unit was an unexpected, yet logical sight (2, 37:23). “Loads and 

loads of cops, and even more cops with guns, so you take all that in and think well actually 

there quite a lot of people here on my side” (13, 10:30). 

Medical assistance  

Additional medical support had been, in part, facilitated through Police Officers providing 

medical assistance to Paramedics (6, 14:14). The BTP were commended on their efforts to 

support medical responders, but they were not the only police units to assist (6, 25:06). The 

BTP was reported to have supported Paramedics in locating casualties, and fashioning 

improvised stretchers to assist in the early evacuation of casualties (11, 16:14). They were also 

reported to have provided individual assistance to casualties, by attempting to calm them and 

communicating with Paramedics as and when appropriate (11, 11:07; 13, 16:25). There were 

also varying experiences described by initial responders compared with those attending in the 

later phases. Later responders believed that there had been plenty of resources with regard to 

peer support, stating that “you didn’t feel like you were on your own” (11, 22:48). Yet, one 

commented, “It felt more important to get up there where there was multiple casualties, and I 

did feel very alone up there, there were Police Officers and first aiders, but when people saw 

the Ambulance jacket they wanted help” (121, 30:46). 

4.13 Theoretical Category 4: Stress stimuli 

‘Stress stimuli’ consisted of four sub-themes: ‘Stress’, ‘Threat perception’, ‘Risk appetite’, and 

‘Environmental stimuli’. ‘Stress’ comprised a further seven sub-themes; ‘Threat perception’ a 

further five sub-themes; ‘Risk appetite’ a further three sub-themes; and ‘Environmental 

Stimuli’ a further seven sub-themes. 
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Table 27: Stress stimuli 

   RO 1 RO 2 RO 3 RO 4 

Theory Theoretical Coding Focused Coding Preparedness Enablement Inhibited Sustained 

S
tr

es
s 

st
im

u
li

 

Situational Stress Elevated workload     √   

 Communication relieving stress   √ √ √ 
 Peer integration   √  √ 

 Knowledge of fatalities √ √ √   

 Overwhelming injures    √   
 Emotion control strategies   √ √ √ 

 Limited information causing stress      √   

Threat perception Police presence √ √  √ √ 
 Disbelief √ √ √   

 Conformation of terrorism √ √ √   

Risk appetite Recognising the scale of the incident √ √ √   
 Risk perception √ √ √ √ 

 Information on developing threat √ √ √   

Environmental stimuli Pre-conceived expectations √ √ √   

 Reacting to injury patterns/emotional distress    √   
 Reacting to colleagues   √ √ √ 

 Sensory overload    √   

 Incident perceptions not matching expectations   √ √ √ 

 Task focused   √  √ 

 Phase of incident   √   √ 

4.14 Situational stressors 

Elevated workload 

The perception of continuous pressure, such as limited senior clinical staff (1, 01:13), made 

some feel that they had a significant amount of responsibility (1, 10:36). Stress levels also 

increased due to information overload (2, 03:15), which was caused by the overwhelming scale 

of the incident (7, 07:16). Workload also intensified due to the need to improvise equipment 

(1, 07:59). There was a particular need for syringes and haemostatics, because the Incident 

Support Unit had not arrived, and this caused frustration (1, 25:21), together with wanting more 

clinicians in the early stages of the incident (1, 25:21). This made some responders feel a little 

ineffective (8, 06:21). 

Communication relieving stress 

Responders reported that good communication reduced anxiety, but some stress still remained 

(2, 49:31). In the initial stages, some responders felt that some people “got a bit giddy about 

the information they had” consequently they did not feel they had a handle on threat perception 

until they arrived on scene and established that there were confirmed fatalities from colleagues 

(14, 29:49). Some team members were following events on social media earlier, and on 

reflection they felt they could have been a little more proactive (2, 03:15). Social media 

increased stress levels because it was felt that reports from this source could be reliable (2, 

03:15).  
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“We got our updates from social media, and were like, this is really happening now, and we 

were very, very nervous. Apprehensive about what we were going into, umm, and that just built 

up gradually” (5, 01:51). 

 

Once on scene, some felt that they were only able to retain a certain level of information (5, 

18:54). The high stress due to the initial ‘whack’ of information on an explosion and fatalities 

made some feel that they were unsure of what was going on (2, 03:15). This was exacerbated 

with changing roles, changing information, and some felt that they could have easily lost 

control (5, 23:10). Learning that the Police had announced there was an active shooter, but had 

not communicated this through some of the TLs, made some feel that they were not sure of the 

situation (5, 18:54; 6, 16:04). However, the information they received helped them to prepare 

a little bit (8, 18:05). This made some challenge the severity of the incident until they arrived 

on the scene, when it was confirmed (13, 03:34). However, it was also acknowledged that 

“when you’ve got people screaming and shouting at you, I can understand how easy it is for 

crews to get sucked in” (14, 06:21).  

Peer integration 

Prior to being mobilised to the incident, TLs advised colleagues of appropriate vehicle 

allocation in an attempt to improve efficiency (2, 03:15). They briefed their teams that they 

may not be coming back to base that night and urged them to ensure they had the available 

information before mobilising to the incident (2, 03:15). However, some felt frustrated by other 

people’s expectation of their local knowledge, and to have to undertake unfamiliar tasks such 

as using Sat-Nav (2, 23:18). On arrival at the scene, some were frustrated by not being able to 

leave the RVP to assist colleagues who were inside (2, 23:42; 2, 03:15). When access to the 

incident was achieved, frustrations increased because it was difficult to identify Commanders 

and Paramedics (2, 25:44), and they realised that they may be left alone for an extended period 

(3, 12:22; 12, 30:46). Their experience had developed their mental preparedness and made 

them more effective Commanders (2, 45:16). Responders who were not in a senior position 

observed team members showing no signs of panic even though they were anxious (2, 17:09). 

This gave them confidence that the team was going to be fine although they still felt 

apprehensive (2, 24:57). This was also the case for senior clinicians who stated that they had 

displayed a calm demeanour even though they felt stressed (2, 17:09; 5, 02:53; 5, 23:48). 

However, it was also reported that later responders did not feel as stressed as expected because 
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they had confidence in colleagues who were on scene. “It’s like collective confidence” one 

observed (15, 27:39).  

Knowledge of fatalities 

It was reported that increased stress levels were due to the knowing the number of fatalities 

and injured and the situation being a terrorist attack (2, 22:34). They were further increased 

with the realisation that children had been injured (7, 00:40; 7, 01:16). While dealing with 

casualties, responders were able to become tunnel-visioned when treating their individual 

patients (6, 15:29). It was also reported that some did not feel as though they were in danger 

(11, 22:48). However, some felt angry because it was obvious that somebody had targeted 

children (11, 22:48). Responders reported that they felt nervous because of reports of possible 

fatalities on the scene (2, 17:091; 1, 02:51) and that their decisions had been influenced by the 

knowledge that this was a terrorist attack with multiple people injured and fatalities (2, 17:09). 

Regular updates confirmed several deaths, and there was no further mention of an active 

shooter, which provided a level of reassurance (3, 18:47; 6, 10:18). Responders recognised that 

the reports of child fatalities (7, 04:18) increased their levels of adrenaline (9, 00:31; 10, 00:24). 

They also noted that because this was an Ariana Grande concert, it was likely that there were 

going to be a lot of young people involved (10, 07:37). “Be prepared to see life-changing 

injures and just keep a level head” (7, 23:14). 

 

This awareness suggested there would be numerous injured people lying around and it caused 

them to question whether or not they were going to be overwhelmed (8, 02:51). An AP stated 

that normally incident reports are often deemed to be worse than they actually are (10, 00:24). 

However, on arrival, a more experienced colleague declared that “this is the worst thing I’ve 

ever seen”, which made some responders feel apprehensive before going in (10, 10:04). 

Information about confirmed fatalities increased responders’ sense of urgency, even when they 

were not aware that it was a terrorist incident (11, 02:00). It was also reported that knowledge 

of the fatalities had heightened their sense of readiness, particularly when they determined that 

there were going to be children involved (11, 05:58; 13, 13:17). This was intensified when it 

was confirmed that this was a bombing with fatalities and they did not know what they would 

be walking into (11, 05:58) (12, 09:09).  
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Overwhelming injuries 

During deployment, the responders became aware that the incident may involve teenagers and 

children (3, 01:36). Those who reported thinking about the number of people who might be 

involved said that they were thinking about drug dosages for different age ranges, and this 

made the situation formidable (6, 06:14). On arrival at the scene, it was reported that some 

responders were overwhelmed by large volumes of casualties (8, 03:50) with amputations and 

burns (3, 08:28). Although previous training and education mitigated stress (6, 02:56) through 

familiarisation and type of injury patterns (6, 04:56), some were overwhelmed by the injuries 

sustained (3, 08:28) and attempted to deal with this by being ‘tunnel-visioned’ in treating 

individuals (6, 15:29; 8, 02:51). “You get your tunnel vision, don’t you? You treat that casualty, 

and then you move onto the next one, and you do the same again” (7, 07:16). 

 

However, there were concerns about those who had limited patient experience. Visual 

disturbances for other Commanders without regular exposure to patients could have influenced 

the incident in a very different way (13, 56:41). Some of those who reported being anxious also 

explained that they thought their “adrenaline rush” was a good thing because it got them 

thinking and “gets you in the zone” (14, 02:06). “So the injuries and the physicality of the 

incident was not off-putting. Now put a Commander in there that doesn’t go to fatal incidents 

every week, and that’s a different kettle of fish” (13, 56:41). 

Emotion control strategies 

Some responders reported that they thought about their family while en route to the incident 

(3, 18:47) and related the incident to their personal life, such as picturing family members (7, 

01:16). One stress reduction strategy was to walk into situations rather than run (4, 03:12) 

allowing themselves to achieve ‘task focus’ (4, 00:55). However, when it was confirmed it was 

a suicide bomber, it was difficult to control their thoughts (4, 05:12). Emotional control was 

achieved by not driving too fast and trying to keep their mind calm (9, 05:22). They endeavored 

to use their time prior to the arrival at the incident composing themselves (9, 06:22). This 

responder explained: “Logical thought process to help to prepare myself. I told myself to chill 

out, only do one thing at a time, and that keeps me sort of in check” (9, 05:22). 

 

It was reported that adrenaline was increased due to “fight or flight” (9, 17:42) and in some 

cases responders felt they had to talk themselves down because they did not know what to 

expect (9, 17:42; 10, 03:42). An additional coping strategy was to be emotionally detached 
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from patients, however, it was reported that some Police Officers were clearly emotional (9, 

24:56). Some responders also tried to underplay the incident when enroute (10, 03:42) in an 

attempt to control emotions (10, 05:54) by “compartmentalising” (10, 32:23; 10, 34:31).  

 

“I think it’s something to do with controlling my emotions. If you’re thinking you’re going to 

go to what 20 blown up children, your emotions are going to be swimming around you and 

have a massive dump of adrenaline, and I don’t think that you make rational decisions when 

you’ve got all that going on in your system” (10, 05:54). 

 

Nervousness was also a key factor because responders wanted to be more prepared for dealing 

with paediatric trauma, and they felt right at the edge of their comfort zone, if not outside it 

(10, 08:32). Some also explained that they tried not to overthink things before they arrived on 

the scene (11, 30:19). However, they did get an initial feeling of anxiety (12, 00:22) such as a 

sudden readiness for mental and psychological activity (12, 00:22). It was considered important 

to remain calm and objective by interacting and communicating with colleagues (12, 39:22). 

A key tip was to stay calm and to remember the system is not complicated (12, 45:36). “That’s 

my assumption because the person who came up with the major incident plan was very 

intelligent, because it works, you can use it, it’s fit for purpose” (12, 45:36). 

4.15 Threat perception 

Limited information causing stress 

Commanders reported that limited information about the incident increased frustration (2, 

01:52; 2, 11:43) and led to a delay in initiating the command function (12, 14:17). This 

frustration was heightened due to the inability to obtain information from the command 

structure (2, 12:44). “We didn’t know what we were going into. We had very little updates from 

EOC. We needed the nature of the explosion, the number of casualties and proper access and 

egress” (5, 06:52). 

Police presence 

Responders explained they had generally felt safe throughout the incident due to the police 

presence and the establishment of a visual police cordon that ensured people could not freely 

enter the scene (1, 16:27; 1, 17:06; 1, 17:33; 3, 05:23). Although they felt safe, they still had a 

heightened sense of vulnerability (7, 11:30). Initial responders were aware that armed Police 

Officers were protecting the incident (8, 13:02), and those arriving later believed that the 
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incident had been contained prior to their arrival (10, 32:23). However, responders indicated 

that they were conscious there might be a risk of additional IEDs. The presence of police sniffer 

dogs helped to reduce this risk, yet, they remained aware that the incident was still not deemed 

to be safe (11, 05:58; 7, 09:23). They also judged that if there was a bomb, then it was likely 

there may be an active shooter present (15, 14:49). Interestingly, some responders could not 

remember seeing sniffer dogs because “it was just something in the background” (8, 14:51). It 

was also assessed that they were never going to be completely safe from the risk of “someone 

else having another suicide vest and blowing us up” (13, 49:25).  

 

“I was thinking there might be further IEDs you know. To be honest, when we were in there, 

there was still people running around with sniffer dogs, so that registered in my head, I thought, 

this hasn’t been cleared really, so that was playing on my mind” (11, 05:58). 

Disbelief  

Responders reported that they did not believe the initial reports (10, 00:12) or that it might have 

been a bomb (15, 00:26) and anticipated that whatever the incident was it would be over in a 

few hours (10, 00:24). “My first reaction at this point was that it was probably something or 

nothing” (11, 00:20) and that “some people are probably flapping over nothing, you know what 

I mean, you just don’t expect it” (11, 00:20). However, responders from outside the Manchester 

area felt that the information provided was unusual, “so we’re happy to attend” (10, 00:24). 

This responder explained, “I had that feeling in the stomach when something is not right, that 

sixth sense if you like” (10, 00:24). Some also reported having had mixed emotions (12, 12:37). 

Negative in the sense that they did not want it to be a large incident, but positive in that it was 

confirmed (12, 12:37). Overall, most responders felt it that this was one of those things that do 

not really happen (12, 18:49; 13, 03:34) and questioned whether or not this was a genuine 

terrorist incident or a speaker that had exploded in the stadium (14, 00:40). 

 

“Disbelief. Absolute disbelief. This happens in London, Boston, New York, Syria. It doesn’t 

happen in Manchester. Complete disbelief. To be honest, it wasn’t until I got on scene and 

spoke to the loggist and they said it’s been confirmed then I believed it” (15, 04:28). 

Conformation of terrorism 

The knowledge that this was most likely a terrorist attack made responders “a bit more wary 

of our own surroundings, or vulnerability within that zone” (7, 11:30; 13, 15:48). Although 

they tried not to let it, this information overwhelmed them. They explained that they had 
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reverted back to their training while en route to the incident (8, 29:19). Responders now feel 

that if they are informed of possible future terrorist attacks, they are more likely to believe the 

initial reports (15, 14:49). “Now, if someone tells me it’s happening, it’s happening until 

someone proves to me otherwise” (15, 14:49). 

4.16 Risk appetite 

Recognising the scale of the incident 

Responders reported that their risk appetite was influenced by the scale of the incident (1, 

05:36), and for one responder this was, in part, seeing the severity of casualties leaving the 

scene (4, 00:55). For others, however, it was receiving information of confirmed fatalities (6, 

01:01) and the belief that this may be a real terrorist attack based on information received from 

other colleagues (8, 01:45). It was also reported that even when presented with the incident, 

there was disbelief, as in “this is not happening, it was almost too big to comprehend” (10, 

14:34). This responder explained, “I thought, do I want to do this, and I think there was a bit 

of a hesitant moment, but had to get on with it, then I went in” (10, 10:04). 

Risk perception 

Responders reported that the incident “brought home the potential carnage” one person with a 

weapon could cause, but this did not impede their appetite to deploy (3, 18:47). However, it 

was reported that informing colleagues of perceived risk was a sobering moment (3, 21:00) as 

was the realisation that they had never responded to anything like this before (4, 05:12). 

 

”You were aware, but you just thought to yourself, not in a brave way, you felt pretty safe when 

you were in there, you know, it was in the back of my mind that something could go off, but uh, 

it didn't go past that really” (11, 07:39). 

 

Responders also reported that they were aware of discussions taking place with Commanders 

regarding the placement of the CCP, because they were conscious of the associated risk (4, 

08:25). To address this, the police were checking the area with sniffer dogs to make sure it was 

safe for everyone to be working there (4, 18:13). Responders acknowledged that the risks were 

in the back of their minds, but this did not prevent them from staying in the blast area. One 

stated, “There was just too much happening. You were aware it was a safety issue but, it didn’t 

bother you” (4, 18:13). It was remarked that appropriate ballistic PPE increased some 

responders risk appetite (5, 20:11). 



J18704 

Page 103 of 187 

It was also noted that if there had been an armed assailant, there were plenty of armed Police 

Officers to provide protection (13, 10:30). Some referred back to their previous experience of 

threat from Irish Republicans in the ’80s, and this made them conscious that there may be 

secondary devices in the bins, yet they were still happy to carry on (13, 15:48). Later into the 

incident when there were more resources available, responders “felt well-protected” (11, 

22:48). Others reported that although they did not feel comfortable, they were not fazed by the 

incident due to previous experiences of dealing with trauma (6, 03:38).  

 

“So there is a bit about personal resilience here, because the injuries were not distressing, but 

I’ve seen significantly worse injuries at other incidents, to be honest, and quite regularly, and 

yes some sick people die of the trauma, but that’s a weekly occurrence for someone like me” 

(13, 56:41). 

 

When it was clear there was not another shooter, this was the point at which responders began 

to get frustrated and impatient (11, 19:35). For senior clinicians, however, it was noted that the 

experiences gained as an AP make senior clinicians more risk averse (13, 09:08). Risk is 

managed, in part, by taking a step back and considering options, then repeating this process 

throughout the incident (13, 09:08). It was stated that risk assessments conducted by senior 

clinicians at the scene are very different from those undertaken by Paramedics in a more 

‘normal’ setting, due to their more frequent exposure to what are considered to be dangerous 

incidents (13, 07:21). Senior clinicians consider themselves to be more comfortable with 

adapting to a dynamic environment. They felt that “if this happened again, they wouldn’t be as 

shocked” (15, 19:42). “So I am probably far more willing to take a risk to save a life but that’s 

only because of what we are exposed to, and I know what the team can do along with their 

responsibilities. What would seem risky to an ambulance crew might not be seen as risky to 

me” (15, 32:25). 

Information on developing threat  

Responders reported that receiving new information about the severity of the incident caused 

increased levels of anxiety (2, 34:48). This was due to concerns about the risk of multiple 

attacks, and secondary devices (2, 50:41; 2, 15:55), which might lead to an explosion while 

dealing with casualties (2, 38:30). This gave some responders a heightened state of readiness 

(2, 50:41). They were aware of the risk of a marauding gunman because the information they 

received referred to shots fired and an explosion (3, 04:03; 8, 14:51). With this in mind, some 
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responders reported that they switched off their blue lights and sirens to avoid being seen by a 

potential gunman (3, 04:03). Due to the nature of the threat, they also assessed that they needed 

to prepare for a protracted incident (3, 05:23). This was because they overheard a police radio 

citing reports of shots being fired outside a local hospital (3, 21:00). This responder declared, 

“I felt that other things were going on, and that we were a small part of a bigger picture” (3, 

21:00). 

 

Responders identified that their perceptions of threat were influenced by social media (5, 

01:51) and that this information had helped to influence their threat perceptions (5, 18:54). 

Initially they believed that descriptions of the incident were exaggerated (7, 07:16) and not 

what it turned out to be (6, 01:01). During the incident, responders felt nervous when it was 

confirmed that it was a terrorist incident, but confident in that this is what their training had 

been building up to (8, 03:50). There were varying risk appetites. Some colleagues wore 

ballistic PPE, and others eventually went down to wearing t-shirts (8, 13:02). It was also noted 

that the words “major incident” influenced some responders and made them feel that they had 

to “up their game” (14, 11:48).  

4.17 Environmental stimuli 

Some responders reported that en route to the incident, they believed it would be the most 

serious incident they had ever attended (1, 02:51). On arrival, this was confirmed, and stress 

and anxiety were exacerbated on witnessing the first patient with devastating injuries (1, 07:59; 

2, 33:38). Peers said it was “the worst thing they had ever seen” and it was clear that time was 

limited (1, 05:36). They were overwhelmed by the sight of the injuries and removing debris 

from casualty torsos (1, 08:40). Stress was intensified by the belief that a shooter was in the 

hospital, and that a re-deployment may be needed (2, 35:09). However, the evacuation order 

was not given, and responders were able to remain focused (2, 38:57). Although they were able 

to focus on individual casualties, Commanders noted that standing back and having an incident 

overview also caused distress (2, 41:42). Commanders had to prepare for the worst, believing 

there was a possibility that a gunman was at large and, therefore, the incident could last for 

days (3, 05:23). Stress increased, in part, due to the growing amount of information and 

intelligence that became available, which enabled some level of judgment (3, 04:03). On 

arrival, later responders reported that they did not have what they anticipated would be a mass 

rush of people leaving the scene, this was because they had been evacuated out in “dribs and 
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drabs”, thus they did not feel overwhelmed (8, 06:21). Arriving later made it a different 

incident, one that was less stressful than if they had arrived earlier (8, 10:29; 11, 10:24).  

 

“A number of people have said to me how surprised they were at how calm it was when they 

got in there, how actually, there wasn't the panic, and if we had stayed where the bomb had 

gone off, we would have had a very different reaction from staff because there were lots of 

fatalities” (13, 25:55). 

 

Responders acknowledged that they had felt overwhelmed by the sight of devastating injuries 

(1, 08:40) and that environmental stressors did not match expectations (6, 04:56). They had 

dealt with this by drowning out the environmental stimulus through focusing on one patient at 

a time (2, 41:42). Responders who turned up later explained that their later arrival meant that 

the incident was not as bad as they were expecting (8, 9:16). 

 

 “There wasn’t a mass flood of people, and you weren’t getting overwhelmed by people asking 

you for assistance. It didn’t occur like that. Obviously, people were crying, and you were 

getting a lot of people in distress” (8, 09:16). 

 

To achieve emotional detachment (9, 32:36) and to adapt to the incident (10, 03:42) responders 

needed to underplay the severity. It also helped that later on the incident had a calm atmosphere 

(11, 09:31; 11, 10:24), but in the early stages, some responders had been influenced by the 

demeanour of the crowds (12, 09:09) and the perceived scale of the incident and the changing 

practicalities of clinical practice (12, 18:49). An additional adaptability factor was some 

responders’ ability to display calmness and remain objective under pressure (12, 39:22), while 

others needed clear direction because they were out of their comfort zone (13, 23:53).  

Pre-conceived expectations 

En route to the incident, some responders reported that their initial preconceptions of the 

incident meant that they were anticipating people with catastrophic injuries and wounds, 

including missing limbs (7, 05:01); a scene lacking organisation (2, 25:44); and management 

of this major incident would involve an element of chaos (9, 15:14). There was some initial 

anxiety on seeing multiple casualties in shock (7, 07:16). A concerning factor for some was the 

management of large crowds (12, 09:09).  
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Reacting to injury patterns and emotion distress 

On arrival, some of the initial responders reported having been influenced by the perceived 

scale of the incident and the sights and sounds of people being evacuated with obvious visible 

wounds and seeming emotionally distressed (4, 03:12). Some of the initial reactions were based 

on being met with injured casualties who believed that they had been shot, and appearing to be 

trying to make sense of what had happened (12, 09:09). Even though these casualties were a 

distance away from the bomb, they were aware that they had been struck by something, but did 

not know what it was (12, 09:09). Responders arriving in the latter stages reported that the 

scene was “dead quiet” with no shouting or screaming, which surprised them because it was 

not in line with their expectations (11, 09:31).  

 

“What struck me was is that it was dead quiet, there was no shouting or screaming, I expected 

all sorts but it was quite a calm atmosphere really” (11, 09:31.) 

 

A further significant observation by later responders was that by the time they arrived the most 

serious casualties had been transported to the hospital (15, 06:40). However, there were still a 

number of casualties with significant injuries such as amputations, which were still at the scene 

and required further intervention (15, 06:40). Furthermore, due to the majority of casualties 

being able to move away from the blast site, it was reported that responders found it difficult 

cognitively to connect the injury patterns to the cause of the incident, which is normally the 

case when attending RTC’s involving trauma (10, 17:10). This disconnect was emphasised by 

the stable environment they encountered, with no visible signs of the cause of the injuries, even 

though it had been confirmed that it was a bomb (10, 17:10).  

 

“It was a normal intact train station with a load of people with holes in them. I think that was 

the disbelief of it that they were so out of place. They had all these injuries but couldn’t see 

how they had got them; normally you can see the train or the car” (10, 17:10). 

 

An additional unexpected environmental stimulus was reported by responders, who noticed 

that they were in a train station with nothing in it (13, 13:17). People seemed to be calm and to 

be considering what needed to happen next. (13, 10:30). Responders recalled that the incident 

was relatively calm and not noisy, and “people didn’t seem to be terrorised or running around 

any longer” (13, 10:30). This also remained the case when it was reported that there was going 

to be a controlled explosion and that they were going to be close to this (7, 07:16).  
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Reacting to colleagues  

Responders reported that the reactions of colleagues gave the impression that the incident was 

under control (9, 21:26). Colleagues appeared to be communicating in a calm and quiet manner 

(9, 21:26) and were not seen to be in a state of panic. However, they had the impression that 

the incident was in a state of “organised chaos”, and this was demonstrated through responders 

appearing to “not be getting sucked into a panic mode” (13, 31:13). However, it was recognised 

that if a secondary explosion had occurred, it was highly likely that panic would have ensued 

(11, 21:05). The on-scene incident Commanders were also deemed to be decent by responders, 

and it was reported that if another device had detonated, although this would have been 

difficult, it would have been possible to adapt to the situation (5, 17:31): Responders reported 

that confidence in the response framework was, in part, based on the multi-agency mobilisation 

framework, which provided a large number of on-scene resources such as vehicles and 

personnel within a short timeframe (4, 18:13). However, during the early stages, the incident 

was described as “quite a chaotic scene, it wasn’t headless chickens running around, it was 

beginning to get some bit of structure” (5, 05:16). 

 

“Controlled chaos in a way, chaotic but with an element of control to it, but with loads going 

on. I expected something like that to be happening, like with any mass casualty incident” (4, 

14:56). 

Sensory overload 

Although additional support was arriving, it was reported that the incident had a sense of 

‘intensity’ about it due to the presence of a large amount of blood, responders having to step in 

it, and the belief that some people were going to die (2, 34:48). There was a clear “metallic 

smell of blood”, which was in vast quantities, with people in the early stages of the incident 

screaming, vomiting, urinating and defecating (2, 40:33). In some cases, responders reported 

that it took approximately 10 minutes before they felt they had adjusted to the environment (2, 

34:48). It was also noted that although there was an initial sense of the incident being frantic, 

it started to calm down quite quickly, to the point that incident inertia had seemed to deplete 

(13, 01:01:40).  

 

“You physically felt the energy go. A relaxing of the scene, but there are still people on the 

floor. They’re being looked after and cared for, and I remember saying to the guys, come on 

there’s still x amount to move” (13, 01:01:40). 
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Incident perceptions not matching expectations 

A responder who lived locally to the incident and arrived early on scene felt that the drive was 

“a bit weird” because there was an expectation there would be “people running from the scene” 

(13, 03:34). However, they noted that other colleagues had a different experience because they 

approached the incident from another direction; therefore, they were not exposed to evacuating 

crowds (13, 03:34). Further to this, some responders “anticipated confusion” because it was 

believed this is what would occur in the first few hours until things started to settle down, and 

a rhythm was established (15, 05:12). Responders who were deployed away from the blast site 

stated they could not smell explosive fumes, or see what was described as “the carnage inside”, 

and explained that “it didn’t feel like I was going into an explosion” because they were deployed 

to an area outside known as the ‘cold zone’ (04, 05:12). Responders reported that the incident 

was “less chaotic” and calmer than what they had envisaged, and it was not as big as they 

thought it would be (5, 05:16). The incident was not like environments presented during 

training exercises (6, 04:56), and some were surprised that “it wasn’t as difficult as what they’d 

thought” (12, 23:15).   

Task focused 

Drowning out environmental stimuli such as the smell of blood, vomit, faeces, and victims 

screaming, made responders want to focus on specific tasks (2, 40:33). Based on the 

information that was given, responders found that they experienced ‘tunnel vision’ in which 

“you seem to forget about the rest of the world” (6, 14:14). Remaining task focused was also 

attributed to the incident being described as a calm environment, and during a moment of self-

monologue a responder recalled saying “chill out for a minute, take a step back” (11, 21:05). 

One individual’s reflection was that “personally, I found I’m quite an easy-going person, but I 

found I’m not afraid to get stuck in when I need to. I like to get involved and I like to do the 

job” (7, 22:01). 

 

Responders asserted that the key to managing situations was to remain task focused (2, 37:23) 

because this reduces the effects of stimulus generated by the incident (3, 12:22; 7, 01:50; 9, 

04:07) and helps divert them from details that may be traumatic (7, 07:16). It was noted that 

not everyone appeared scared, but they did appear task focused (5, 23:48). Responders also 

recognised that although functional roles are needed, it is important to be flexible to adapt to 

any kind of situation (1, 24:15). “Find a routine and leave it to the Commanders to delegate. 

Concentrate upon treating patients which is the most confident skills set” (2, 35:59). By 
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compartmentalising the situation (11, 30:19), responders were able to concentrate on specific 

roles (7, 11:30), which, in turn, limited distracting thoughts (12, 04:51; 13, 31:13). This allowed 

some responders to remain decisive under pressure (12, 39:22). However, being task focused 

also affected the decision-making process and limited the identification of options (13, 31:13).  

Phase of incident 

It has been identified that arriving later makes a difference to how one perceive an incident and 

that early arrival was more stressful (8, 10:29). A key aspect of this was that the triage sieve 

had already been completed, but there was still a requirement to continue to review triage 

decisions (6, 03:56). An additional factor was that colleagues had been deployed to the incident 

more than an hour earlier and they had managed to achieve an environment that was calm and 

controlled (6, 05:45). Consensus throughout interviews demonstrated that later arrival makes 

it a different incident and incurs lower levels of stress (8, 10:29).   

4.18 Chapter 4 Conclusion 

This chapter has provided an account of the construction of the identified theoretical categories 

and the outcome of the analysis. The four theoretical categories were identified as ‘Training 

and Education’, ‘Incident Management Frameworks’, ‘Peer Support Networks’, and ‘Stress 

stimuli’. These examined how Paramedics were able to deal with a mass casualty incident, with 

recognition of the situational inhibitors. Training and Education identified that critical and 

clinical decision making provided confidence in independent working, and promoted the ability 

to challenge a decision if felt appropriate. This was further supported by drawing on previous 

experiences, which increased confidence in undertaking clinical interventions, which was often 

considered to be a deviation from current guidelines. 

 

Situational adaptability was also associated with the application of incident management 

frameworks. It was influenced by the use of recognised briefing tools, adopting assertive 

leadership styles, and communicating with multi-agency partners. To effectively manage the 

situation, crew familiarity was found to be an important aspect in the early establishment of a 

casualty management plan. This was achieved through understanding specific roles within the 

major incident plan and appropriate task delegation. Commanders supported by colleagues, 

and colleagues supported by Commanders were also influential elements because this allowed 

for the allocation of roles to those who felt they were most appropriate for that function. This 

was achieved through Commanders giving clear direction to responders who they were familiar 

with. This improved rapid face-to-face briefings and handovers, and knowledge of peers’ 
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abilities. Situational adaptability inhibitors, however, consisted of ‘Situational stressors’ such 

as elevated workload, knowledge of fatalities, experiencing the sight of overwhelming injuries, 

and limited information causing stress. This was managed by the presence of the police, and 

emotion control strategies such as trying to remain detached from the environmental stimuli 

and focusing on one patient at a time. This, however, was difficult for Commanders to achieve 

because they were required to maintain situational awareness in order to participate in the joint 

understanding of risk.  Recognising the scale of the incident and information on developing 

threats were found to have influenced perceptions of risk. This was exacerbated by 

environmental stimuli such as reacting to injury patterns and emotional distress, reacting to 

colleagues, sensory overload, and incident perceptions not matching expectations, and during 

which phase of the incident the responder arrived.  

 

The following chapter discusses the key aspects of analysis, and relates these to empirical 

evidence to support their theoretical resonance. Chapter 5 also provides a discussion of the four 

theoretical frameworks identified in this chapter and offers a number of recommendations 

aimed at enhancing professional practice through education frameworks.  
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Chapter 5: Discussion 

5.1 Introduction 

This chapter discusses the theoretical categories presented in chapter 4 that contributed to an 

emergent understanding of situational adaptability of Paramedics in mass casualty incidents. 

The findings of this research provided strong objective evidence that Training & Education, 

Incident Management Frameworks, Peer Support Networks, and Stress stimuli provided a 

preliminary step further to understanding this phenomenon within this emerging field of 

enquiry.  

5.2 Section 1: Training & Education 
Table 28 Key message 1 and section overview 

*Key Message 1: 

Situational adaptability was facilitated through the application of effective ‘decision making strategies’ and being able to 

‘draw on previous experiences’. 

Overview of section 1. 

1a Perceptions of effective decision making strategies promoted confidence and the ability to work under pressure. 

1b Effective decision making played a key role in the safety and effectiveness of the care delivered. 

1c Effective decision making promoted confidence in individual clinical abilities. 

1d Situational Adaptability was promoted through knowledge and application of the Triage Sieve framework. 

1e Attending a mass casualty incident augmented attitudes towards training attendance 

Effective decision making promoted confidence in the ability to work under pressure.  

Responders that expressed confidence in the application of what they believed had been 

effective decision making strategies, had considered themselves to have ‘evolved quickly’ (6, 

12:19), and portrayed ‘confidence in the ability to work under pressure’ (1, 32:33). This was 

especially prevalent when a deviation from clinical practice guidelines was considered 

necessary (6, 08:25). A leading theory to explain how clinicians engage in clinical decision 

making is the Dual Process Theory (Norman, 2009). System 1 thinking is rapid and 

subconscious, and is often referred to as intuitive or experiential thinking. System 2 thinking 

is conscious and deliberate and is often referred to as rational thinking. Research in clinical 

decision making frequently indicates that Paramedics often perceive that they can use rational 

over experiential thinking, and tend to use one thinking strategy more than the other in most 

circumstances (Jense et al., 2016). Paramedic decision making was also linked to how safe and 

effective responders felt in the care they had delivered. The findings of this research supports 

this observation, and recommend that training and education in the application of effective 

decision making strategies should be encouraged to promote responder confidence, and the 

ability to work under pressure.  
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Effective decision making improved safety and effectiveness of care delivered.  

Decision making played a key role in the safety and effectiveness of the care responders 

delivered, and was prevalent during the early phases of incident response when initial clinical 

support was limited, and command structures not yet fully established (1, 13:47). To address 

this, responders recalled the importance of having to remain dynamic in their decision making 

(15, 19:42). Decision making in this austere environment was found to be an overwhelming 

experience (7, 07:16), and was especially prevalent for those who had arrived at the incident in 

the early stages (10, 34:31). Initial responders felt this was exacerbated through witnessing the 

distress displayed by the victims and their families (6, 19:22). This presents an opportunity to 

draw on further research that investigates the influence of system 1 and 2 thinking, along with 

its impact on Paramedic decision making, specific to mass casualty situations. These findings 

are congruent with those of Cohen-Hatton and Honey’s (2018) study on goal-orientated 

training, and its effect on the decision making process. They identify that such changes in 

decision-making processes offer the potential to increase the effectiveness of communication 

between members of the emergency services which results in improved safety (Cohen-Hatton 

& Honey, 2018). The findings of this research has shown that when responding to, and during 

the response to the Manchester Arena, effective decision making strategies were found to have 

promoted Paramedic preparedness, enablement, and sustainment (Tables 20, 21, & 23). It can 

therefore be concluded that training and education in effective decision making strategies is 

essential to situational adaptability, and continued investment into the use of JESIP for 

Commanders and Paramedics is encouraged.   

Effective decision making promoted confidence in individual clinical abilities. 

In situations where conformance to clinical guidelines was difficult to achieve, possessing a 

belief that effective decision making promoted confidence in individual clinical abilities (4, 

18:13). This was especially important when having to use individual initiative, in situations 

when senior clinical advice was not yet available (2, 12:22). This finding is consistent with 

those of Fry and MacGregor (2014), explaining that confidence in decision making may be 

critical to the understanding of how to practice choices are made, by clinicians that are not in 

extended practice roles. The development of self-confidence was found to be important if 

clinicians are to promote effective clinical decision making (Fry & MacGregor, 2014). This 

allowed clinicians to adjust to the exposure of injury patterns that were not regularly 

encountered in everyday practice (1, 35:51). However, the findings in this study have shown 

that having experience in the organisation and planning of sporting events and festivals, along 
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with attending both national and local training courses (13, 56:41), was found to have promoted 

Commander Confidence. Comparatively, Paramedics felt that attending regular pre-planned 

training events, and those who had encounters in shootings, stabbings, and gang-related 

incidents were all key experiences to draw on. As consistent with the recommendations within 

this research, Fry & MacGregor (2014) recommended that education programs need to identify 

strategies that can promote and support the development of self-confidence and resilience. This 

suggests that situational adaptability can be further promoted through further investment in 

decision making strategies, along with gaining exposure to the organisation and planning of 

events involving large numbers of people. This provides a further research opportunity 

comparing the application of effective decision making for Commanders with, and without, 

experience in stadia management.  

Situational Adaptability was promoted through knowledge of the Triage Sieve 

framework.  

This research has found that the application of the National Ambulance Service Medical 

Directors (NASMed, 2013) Triage Sieve framework was found to be beneficial by responders 

(12, 23:15), as it provided a recognised structured framework in which patients can be 

prioritised for initial treatment, and subsequent transport to a facility where more definitive 

care is available (Bazyar, Farrokhi, & Khankeh, 2019). Following the NASMed (2013) Triage 

Sieve algorithm removed the need to make initial clinical decisions, providing an opportunity 

to do ‘the best for everyone’, and provided some time to focus on critical thinking to ensure 

the establishment of an effective casualty management framework. Pre-hospital responders that 

are first on scene at an incident with seriously injured casualties, are required to make decisions 

about priorities for treatment. The underlying principle in such circumstances is that the 

greatest good for the greatest number should be achieved (Kilner, 2002). HART operatives 

proved to be experienced in the use of the triage process (12, 39:22), which contributed to the 

initiation of an effective casualty management system, which addressed a key priority for 

operational Commanders. Training and education in critical thinking and clinical decision 

making provided HART operatives with the confidence to constructively challenge other 

clinician’s decisions, if they felt necessary (1, 23:09; 1, 38:57). This research has identified that 

knowledge and application of the NASMed (2013) Triage Sieve algorithm had improved 

clinical outcomes for patients, and supported Commanders in addressing a key tactical priority. 

It is therefore recommended that further training and education investment of the NASMed 
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(2013) Triage Sieve algorithm be undertaken, as this was found to be an essential task, however 

was not fully familiar with all initial responders, with the exception of HART.   

Attending a mass casualty incident augmented attitudes towards training attendance 

Attending a mass casualty incident was found to have augmented responder’s attitudes towards 

training attendance. Training and education programs augmented perceptions of what 

responders predicted it would be like, as it was felt that it had, in part, reflected some part of 

the reality (11, 16:14). Responders felt that they were able to detach themselves from stressful 

stimuli and revert to their experience of training exercises (11, 16:14). For future development, 

it was identified that a balance is needed between live and table-top training exercises, for both 

responders and Commanders, to give an overall appreciation of what was needed to be 

achieved.  This finding is consistent with those of Skryabina, Betts, Reedy, Riley and Amlôt 

(2019) who studied the impact of health emergency preparedness exercises (HEPEs) on the 

response to a mass casualty terrorist incident. Their study provided strong objective evidence 

that the response to a mass casualty terrorist incident was enhanced by training and service 

development, achieved through HEPEs (Skryabina et al., 2020). Healthcare staff who took part 

in HEPEs felt better prepared to respond, than those who did not attend an exercise (Skryabina 

et al., 2020). The most commonly reported benefits from HEPEs were awareness of major 

incident plans, and having the opportunity to practice responding to a similar scenarios 

(Skryabina et al., 2020). Specific benefits included: improved coordination of the response 

through adherence to recently exercised incident plans; confidence with response roles; real-

time modifications of the response, and support provided to staff who did not take part in 

exercises (Skryabina et al., 2020). Exercise recency was also highlighted as an important 

facilitating factor (Skryabina et al., 2020). The findings of this research is consistent with those 

of Skryabina et al., (2020), as those who were confident in the content of major incident plans 

reported increased confidence assisted in functional roles, use of specialist assets, casualty 

management systems, and contingency planning (11, 03:14) (11, 18:54). However, although it 

was noted that staff felt they were trained, the findings of this research has shown that those 

who understood the processes involved in achieving an effective casualty management system 

experienced reduced levels of stress. Therefore, a further recommendation is that a copy of the 

major incident plan is easily available, and that those in Command positions have a clear 

understanding of the fundamental principles and application of effective major incident 

management e.g. METHANE, JDM, ERICPD, CSCATTT, and IIMARCH. This should be 

achieved thorough participation of HEPEs, and reflections on the application of practice.  
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Summary of Section 1  

In summary, situational adaptability was facilitated through the application of effective 

‘decision making strategies’ and being able to ‘draw on previous experiences’. Perceptions of 

effective decision making strategies promoted confidence and the ability to work under 

pressure, and influenced the safety and effectiveness of the care delivered. Although situational 

adaptability was promoted through knowledge and application of the Triage Sieve framework, 

effective decision making helped to promote confidence in individual clinical abilities. These 

observations were facilitated through attending HEPEs, and reflecting upon the knowledge and 

experience gained in the application of major incident management tools such as METHANE, 

JDM, ERICPD, CSCATTT, and IIMARCH. 

5.3 Section 2: Incident management frameworks  
Table 29 Key message 2 and section overview 

*Key Message 2: 

Situational adaptability was facilitated through ‘situational management’ and ‘employed communication strategies’. 

Overview of section 2 

2a Social media psychologically prepared responders but also elevated frustration 

2b IIMARCH briefings helped to reduce frustration 

2c Role v’s rank: an achievable reality?  

2d Allocation of specific roles, early task delegation and clinical skill mix removed pressure form Commanders. 

2e Casualty Collection Points can improve clinical efficiencies but is difficult to achieve 

2f Recognised incident management tools promoted efficiencies.  

 

Social media psychologically prepared responders but also elevated frustration 

Social media, local radio and news broadcasters were found to be fundamental, as responders 

were found to have assisted in providing early and often credible information (6, 01:01). Social 

media is a key social instrument of communication, and refers to online technologies and 

practices used to share opinions and information, promote discussion, and build relationships 

(Defence, Science, and Technology Laboratory (DSTL), 2012). Responders found this to have 

helped them to prepare mentally, as they were able to monitor ongoing developments whilst 

en-route to the incident. Social media applications have proven to be a dependable 

communication channel, even when traditional methods fail (DSTL, 2012). However, social 

media also provided conflicting messages (13, 22:55), leading to confusion and frustration (6, 

01:01) (2, 01:520). This finding is consistent with those discussed within DSTL (2012) ‘Smart 

tips for Category 1 responders using social media in emergency management’. It recognised 

the growing use of social media in the U.K. and outlined its benefits for Government agencies. 
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According to DSTL (2012), the benefits of the use of social media consisted of increased access 

to audiences, improved engagement with citizens, partners and stakeholders, and increased 

speed of which the public provides input and receives feedback. It also enables reach to 

audiences on specific issues, reduces dependence on traditional media channels, and provides 

an opportunity to counter inaccurate press coverage. Nationally, the emergency services are 

not consistent in their approach to the management of social media during major incidents.  

 

The findings of this research is also consistent with those of Luna and Pennock (2018) 

investigating social media applications and emergency management. Their adoption introduces 

new challenges, including interoperability issues, misinterpretation by the public, and rumour 

management (Luna & Pennock, 2018). As governance frameworks for the emergency services 

in this field are still under development, standards and regulations are absent regarding their 

use. An example of this was found whilst waiting for deployment into the incident from the 

Police allocated Rendezvous Point (RVP) into the incident. Responders felt that additional 

information from the command structure and Ambulance control (EOC) was still required (1, 

02:51; 14, 05:34). To address this, attempts to obtain updated information had been sourced 

through social media on personal smartphones as it was considered to "probably be on Twitter" 

(13, 02:12). However, although it is tempting to source information from media sources, 

actions based on external organisation information and intelligence should be undertaken with 

caution. Ineffective use of social media provides scope for loss of command and control if not 

managed effectively. Bakshy, Rosenn, Marlow, & Adamic (2012) for example, identifies that 

information should be obtained from a single focal point (such as the incident Commander) to 

provide consistent information. Furthermore, there are no restrictions to who and what can be 

reported, leading to un-filtered’ information being accessed from un-official sources (Bakshy, 

Rosenn, Marlow, & Adamic, 2012). This provides s future research opportunity to assess how 

social media can be integrated into Command, and emergency operations center coordination. 

IIMARCH briefings helped to reduce frustration 

The JESIP (2020) IIMARCH is a briefing template specifically designed to help Commanders 

prepare a briefing. When using IIMARCH, Commanders are encouraged to promote brevity, 

communicate using unambiguous language, check that others understand, and consider 

whether an agreed information assessment tool or framework needs to be used (JESIP, 2020). 

This finding is consistent with that of Steinmann, Bhatt, Suares, Wei, Ho, Kurosawa, Lim and 

Berg (2016) who investigated trauma team discord and the role of briefings in trauma teams. 
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Steinmann et al. (2016) surveyed trauma team’s assessment on patient care priorities, and 

evaluated the impact of a structured physician-led briefing on concordance. It was found that 

structured team leader lead briefing appear to improve inter-professional team concordance, 

leadership and task completion. These findings indicate that whilst conducting briefings, 

assertive leadership has been found to have helped to promote sustainability, as a key part of 

communicating was being firm with crews who appeared to be ‘task-focussed’ (3, 08:28), or 

‘in the zone' (14, 02:06). 

 

Commanders and some senior clinicians felt that being direct was viewed as part of the senior 

clinician role, with one Commander reporting that they didn't think that they had communicated 

any differently on the night, yet considered themselves to be "a bit more sterner or forceful, 

but still in a polite and professional manner" (14, 24:37). This suggests that structured briefings 

and the manner of which they are delivered are an essential aspect of achieving effective 

incident management, as this provides responders with the opportunity to source current and 

credible information, which will reduce confusion due to frustration. Briefing in a direct 

manner also allowed for Commanders to give clear and direct orders to those who were deemed 

to be task-focussed and not cognisant of their surroundings. The benefit of this was that as the 

incident developed, incident Commanders provided information consistency. Based on the 

findings of this research, further familiarity of briefing tools such as the JDM or IIMARCH is 

needed for Commanders and responders to promote effective incident management. This could 

be achieved through use in daily practices, rather than purely for major incident management, 

which is also a key recommendation in the JESIP (2020) doctrine.  

Role v’s rank: an achievable reality? 

An additional observation from this research poses the question of ‘role versus rank' during 

incident command, and whether or not this is an achievable reality. Research assessing its 

impact has found to be limited within emergency services management at major incidents. 

However, the dynamics to consider could consist of the influence that senior managers have 

on incident management, when undertaking what are considered to be lower-level command 

roles. What would the impact be on incident management if senior Commanders who have 

higher financial remuneration, are placed in a position where they ultimately have to take 

fewer, or risks with lesser consequences? Furthermore, as senior Commanders are maybe to be 

more experienced than lower-ranked Commanders, what impact does this have on 
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communication, incident command, and the actions carried out at the scene? This provides a 

further future research opportunity.   

Role allocation, task delegation and clinical skill mix removed pressure form 

Commanders. 

Responders identified that overall, the incident became easier to manage once functional roles 

had been allocated, and areas of individual responsibility were clarified. Early allocation of 

functional roles is a key action within Ambulance Service major incident plans nationally. This 

approach attempts to aid clarity on areas of individual responsibility, along with role-specific 

briefings such as the use of the JESIP (2016) IIMARCH. This was further enhanced when 

senior clinicians allocated Paramedics to specific high casualty areas, as this was felt to take 

some pressure off senior clinicians, which in turn increased their confidence in the further task 

delegation. It was also identified that it was important to consider how tasks were allocated to 

clinicians, as it was commented that "the workload was felt to be unlimited" (1, 11:37). To 

address this, Commanders attempted to achieve a skill mix balance to improve clinical 

efficiency. This suggests that early task delegation, allocation of specific roles, and clinical 

skill mix balance removes pressure from Commanders.  

 

The impact of role allocation and effective task delegation was discussed by Clements, Curtis, 

Horvat and Shaban (2015) and its impact upon leadership involving major trauma. It was 

identified that literature evaluating leadership roles in major trauma and their effect on team 

performance is scarce, which was a key findings within this studies scoping review. It was also 

found that communication trended towards team efficiency, with participants indicating that 

they had a good to excellent understanding of their role than in situations where team leaders 

were not identifiable (Clements et al. 2015). However, team leaders with an ‘intimidating 

personality’ were deemed to be a negative aspect of communication (Clements et al. 2015). 

This provides a further recommendation based on the findings of this research. To ensure 

effective briefings are conveyed, Commanders should ensure that rapid briefings (such as the 

JDM) are undertaken away from situational stimuli, so decision-making is not impacted by 

environmental stressors. By removing themselves to a slightly remote location, yet remaining 

close enough to be effective, ensures that a calmer demeanour can be portrayed when 

constructing and delivering briefings, and also place themselves in a position where they can 

assess signs of physical and mental stress on their responders. Furthermore, by having early 

access to a command support representative such as a Tactical Advisor / National Inter-agency 
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Liaison Officer (NILO) also provides the Commander with the assurance that they are being 

monitored for signs of fatigue and elevated stress. The findings of this research therefore 

suggests that when managing the situation, Command support is an essential role to monitor 

for signs of stress and promote command assurance.  

Casualty Collection Points can improve clinical efficiencies 

Responders also identified aspects of the ‘Casualty management plan' as an enabler, inhibitor, 

and promoters of sustainability. It was felt important to establish an early CCP and ‘kit dump' 

to support the casualty management process, with senior clinicians also noting that this was 

further enhanced due to their knowledge of the treatment of traumatic injuries. However, the 

inhibitors identified in this research consisted of a lack of available immobilisation equipment, 

as many casualties had bilateral fractures. Frustration was further exacerbated as some felt 

ineffective due to limited ability to carry lots of equipment, along with a feeling of being alone 

for a long time, as it was felt that there was an initial lack of clinical equipment, especially pain 

relief.  

 

In regards to the responding HART operatives, it was noted that they had received extensive 

training in the application of the triage sieve and sort system over other members of the 

Ambulance Service, including the AP cohort. It was reported that some of the casualties had 

been mis-triaged by non-HART personnel. It was speculated that this may have been due to a 

number of the injured being children, and therefore imposed a stressful psychological impact. 

This finding is congruent with the findings of Kouliev (2016) investigating the psychological 

impact of objective triage in the disaster setting. Kouliev (2016) found that disaster triage is 

made difficult by the complex emotional response of potentially lifesaving interventions that 

triage officers must make. Kouliev’s (2016) study found that emotionally led bias, affects 

objective decision making in identifying victims most likely to benefit from immediate life 

support intervention. It was observed that paediatric victims are uniformly over triaged when 

compared to less injured victims (Kouliev, 2016). This provides Ambulance trusts with an 

opportunity to ensure triage training is further promoted to non-HART personnel, including 

senior clinicians, with specific emphasis on paediatric triage. 

Recognised incident management tools promote efficiencies. 

Controlling operational assets was also attributed to situational adaptability by identifying both 

enablers and inhibitors. Commanders taking the time to consider the available resources they 

had on the scene. However, it was felt that there could have been a better use of recognised 
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incident management tools, which would have provided a more systematic approach to the 

management of the incident. Each Ambulance Service throughout the U.K. places five key 

major incident management tools at the heart of their major incident planning framework. 

These consists of the METHANE incident reporting tool, Joint Decisions Model (JDM), 

ERICPD risk mitigation tool, CSCATTT Tactical Planning tool, and IIMARCH briefing tool 

(see table of abbreviations and acronyms). 

 

This finding is also consistent with Chen, Sharman, Raghav and Upadhyaya (2007) who found 

that information and resources structures enables commanders to analyse critical incidents from 

an information quality, sources, recipients and information content perspective. This is useful 

for Commanders as information and resources are important inputs to enable the functioning 

of the emergency response system, and they share some similarities in terms of management. 

The response related information improves the situational awareness of the incident, and its 

response management. For example, whilst undertaking triage, the triage cards had proven to 

be helpful as they were considered to be a ‘good mind jogger’. This assisted responders in 

achieving a more systematic approach to the management of the incident. This was also the 

case with having available frameworks written down, such as METHANE, JDM, ERICPD, 

CSCATTT, and IIMARCH briefing tools. This approach was shown to improve the overall 

management of the incident, once functional roles had been allocated, as as this was felt to 

have taken some pressure off senior clinicians. A key aspect of this was crew familiarity in 

which was recognised to have held particular influence on enablement and sustainability.  

Summary of Section 2  

In summary of section 2, situational adaptability was achieved through effective situational 

management and employed communication strategies. Media sources psychologically 

prepared, and also elevated responder frustration which was in part mitigated through 

IIMARCH briefings. Allocation of specific roles, early task delegation and clinical skill mix 

removes pressure form Commanders which was achieved through the use of recognised 

incident management tools. The application of role versus rank was found difficult to achieve 

in reality; however Commander and crew familiarisation was beneficial.  
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5.4 Section 3: Peer Support Networks 
Table 30 Key message 3 and section overview 

*Key Message 3 

Situational adaptability was facilitated through ‘Commander support’, ‘Peer-to-peer support’, and ‘Multi-agency support’. 

Overview of section 3 

3a Briefing style of the incident Commander positively enhanced responder efficiency 

3b Commanders supported by colleagues achieved early incident organisation and coordination of logistics. 

3c Direction from Commanders through effective briefings promoted responder empowerment. 

3d Commander familiarisation promoted responder empowerment.  

3e Armed Police Officer presence increased Ambulance responder’s confidence in on-scene security 

Briefing style of the incident Commander positively enhanced responder efficiency.  

Responders reported that incident Commander’s briefings had been delivered calmly and with 

good mannerisms (5, 10:01), which in turn established a level of confidence in the 

Commander’s ability (5, 09:09). Commander communication through briefing styles was felt 

to have encouraged responder improvisation through the use of their initiative (11, 04:35). The 

importance of a calm and confident approach during clinical leadership was discussed by 

Ennis, Happell and Reid-Searl (2014). Remaining calm and confident in times of crisis and 

uncertainty, was identified as a key attribute of clinical leadership (Ennis, et al., 2014). The 

importance of the demeanour of clinical leaders during stressful or crisis situations was found 

to be an influential factor of clinicians perceptions of that leader’s ability to manage 

unpredictable or unexpected clinical situations (Ennis, Happell, & Reid-Searl, 2014). This 

suggests that Commanders briefing style delivered calmly and with good mannerisms can help 

to facilitate confidence and use their initiative. The findings of this research has therefore 

shown that effective briefings and the demeanor of their delivery can contribute to the 

completion of allocated tasks, often with limited information and supervision, especially in 

high-stress situations when there is confirmation of severely injured casualties or fatalities. 

This also emphasises the importance of the positive demeanor of clinical leaders' during 

stressful or crisis situations, and the impact this has on responder initiative.  

Commanders supported by colleagues quickly achieved logistical coordination.  

Logistical coordination was accomplished through both Commanders and responders 

challenging information that was given to them due to developing intelligence, and allowed for 

specialist responders to consider preparing for additional deployments if another attack had 

occurred. This can be linked to the JESIP (2016) ‘Principles for Joint Working', but more 

specifically ‘Information assessment'. Assessing the information received must be undertaken 

using proven criteria as it will “establish its quality and suitability for the task in hand; this is 
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critical to ensure that decision making is based on the best possible information, and to identify 

where critical uncertainties lie” (JESIP, 2016, p. 23). Although the final decision is made by 

the incident Commander, JESIP advises that it is important to attempt to check the validity of 

information & intelligence, as this is provided by multiple sources. Situational adaptability can, 

therefore, be likened in part to supporting Commanders by ensuring information & intelligence 

is challenged, but recognising the final decision lies with the incident Commander. The JESIP 

principles are integrated into the NARU command education curriculum for Operational, 

Tactical and Strategic Command. Command Assessment frameworks cover the JDM and 

IIMARCH frameworks within its education curriculum and assessment criteria. These are also 

covered within the NARU Incident Responds Unit training course which provides the core 

competencies for new members of NHS Ambulance Service HART. The JDM and IIMARCH 

are also used during regional (local) Command Training courses of which are identified as key 

exercise objectives. 

 

Police Tactical Firearms Units have a well embedded familiarity with the use of the JDM, 

which is a multi-agency variation of the Police National Decision Model (NDM). The College 

of Policing states that the NDM is the primary decision model for the Police Service. 

Responding to emergencies is a multi-agency activity, and the resolution of an emergency will 

usually involve collaboration between Police, Fire and Rescue, and Ambulance Services 

(College of Policing, 2019). When Commanders arrive at the scene of a major incident, it is 

essential that they can quickly establish what is happening around them and jointly agree on a 

plan of action (College of Policing, 2019). The JDM has been adapted from the NDM to enable 

this (College of Policing, 2019). Commanders can use this framework to check the validity of 

information & intelligence provided by multiple sources, to quickly evaluate the situation and 

jointly agree on a plan of action. The findings of this research has therefore identified that 

incident organisation and coordination of logistics was efficiently achieved, through allowing 

responders the opportunity to challenge information and assess the information provided to the, 

by using a proven criteria such as the JDM.  

Commander briefings promoted responder empowerment. 

Responders reported that Commanders and TL’s provided effective briefings, and it was felt 

that the information within these was sufficient enough for responders feel empowered to 

undertake their specific allocated roles. This was identified as a situational adaptability enabler, 

as research participants recognised that they were able to ‘engage in face to face dialogue' (4, 
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08:25), with Commanders providing responders with a level of clarity regarding their role 

within the incident, and also providing the opportunity to ask questions on specific tasking's. 

However, this research found no indication within the participant interviews that Commanders 

and responders understood there is a clear distinction between the use of the JESIP (2020) JDM 

and IIMARCH, and when either would be most appropriate to use. As familiarity of the JDM 

and IIMARCH should be well embedded, it is recommended that training & education 

programmes should consider providing clarification on the hierarchy of briefing tools, to 

establish what framework would be the most effective during the most appropriate phase of an 

incident, and assess Commanders and responders in their implementation accordingly. This 

suggests the importance of engaging in face to face dialogue through incident briefings, as this 

provides the opportunity to ask questions on specific tasking's. However, this research has 

identified that further training and education is needed for Commanders to ensure there is a 

clear distinction between the use of the JDM and IIMARCH. 

 

Direction from Commanders was also deemed to contribute toward preparedness. Responders 

reported that prior to incident arrival, early information from TL’s had helped to prepare by 

‘getting their head in the right place' (8, 18:05). This allowed responders to mentally ‘go over 

procedures' (12, 41:59) and consider their approach. Direction from Commanders was also 

seen as an enabler and a promoter of sustainability, once direction was received from 

Commanders, TL’s could communicate relevant details and keep re-evaluating "I did that with 

the Police and the guy who had it the most held together of all the arena staff, and we'd talk 

about what we'd do next" (12, 41:59). Although it may not be possible to identify the cause of 

this within this research, it is possible to suggest that further investigations are needed into the 

relationships that HART teams have in regards to effective communications, and what 

responders believe is enough information to be effective in performing their allocated tasks. 

Commander familiarisation promoted responder empowerment. 

A further observation within the identification of Commander support was the importance of 

Commander Familiarisation. The Ambulance Services major incident response framework 

encourages early on scene liaison to help towards the promotion of effective dialogue and 

commander familiarisation. The JESIP (2016) ‘Principles of joint working’ state that “when 

Commanders are co-located, they can perform the functions of command, control, and 

coordination face-to-face. This allows them to establish jointly agreed objectives and a 

coordinated plan, resulting in a more effective incident resolution” (JESIP, 2016, p. 6). This 
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research indicates that personal relationships with peers had already been established prior to 

attending the incident. This was in part due to Commanders participating in training and 

education programmes with responders, but also being part of a hierarchical organisation of 

which they were aware of those within the command structure. The benefits of being a visible 

leader have been well documented in health and social care literature, and are consistent with 

the findings of this research.  Jones and Griffiths (2011) for example, explains that some of the 

benefits of a team visibility consist of team member empowerment, improved communication, 

and being able to learn together (Jones & Griffiths, 2011). Responders having a personal 

relationship, or at least a familiarity with incident Commanders, led to some responders feeling 

grounded and empowered, rather than feeling they may lose control. This led to further 

confidence in the ability of the incident Commander.  

 

Conversely, it was also identified that those who were unfamiliar with those on-scene felt that 

the identification of the chain of command was perceived to be difficult. To address this, the 

use of role identification tabards could have been used to ensure that those who undertook 

specific roles were identifiable. The benefits of a clearly identifiable leader have been well 

documented in healthcare literature. Groenestege-Kreb, Maarseveen and Leenen (2014) for 

example states that besides leadership, other human factors such as improved communication, 

supervision, and having the opportunity to seek help when needed are important. These human 

factors influence team structure and collaboration. Based on this observation, it is 

recommended that Commanders should participate in training and education programmes with 

responders as this has shown to have promoted confidence in Commanders leading to 

responder empowerment. For those who are unfamiliar with Commanders, the use of role-

specific tabards should be easily available. 

 

This research identified that Peer-to-peer communication presented a common theme 

throughout the findings of this research in which enabled situational adaptability. The key 

underpinning factors were found to be responders having a good relationship with peers, along 

with knowledge of their abilities. This was further enhanced when responders were able to 

obtain on-scene mentorship and support from peers. Situational adaptability was in part 

achieved through an effective dialogue between Ambulance Commanders and Police Officers. 

This helped to confirm some details about the incident, even though details were vague. Good 

intra-team communication was also a key finding by Skryabina et al., (2020) explaining that 

this allows for effective staff engagement with work, without duplicating efforts. Effective 
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communication between teams also facilitates timely sharing of information about patients in 

which was found to optimise their care, as a multidisciplinary teams facilitated appropriate use 

of resources (Skryabina et al., 2020). 

 

Conversely, HART responders reported that there had not been a lot of communication 

between team members, remarking that this was not necessary. This appears to emphasise the 

importance of regular close working relationships which is unique to HART methods of 

working in comparison to other structures within the Ambulance Service. This finding is also 

comparative to McCormick and Wardrope (2003) explaining that departmental leadership is 

about developing and modeling a team. This is a benefit of HART responders regulary working 

and training together. In crisis situations, communication can be in a more direct, however 

those who are familiar with each other can take a much softer and more nurturing role, as softer 

motivational and communication led approaches will be more likely to get results (McCormick 

& Wardrope, 2003). 

 

A situational adaptability inhibitor, however, was identified through Commanders wanting to 

speak regularly and freely to each other. This was impaired through the high frequency of radio 

traffic. To address this, face-to-face communication was undertaken. This practice is 

recommended by within the JESIP principles consisting of co-location, communication, 

collaboration, situational awareness, and a joint understanding of risk (JESIP, 2016). However, 

a situational adaptability enabler and sustainer was responders seeing familiar colleagues 

around them, especially those who they that they knew and trusted helped them to achieve a 

sense of level-headedness. This made them feel reassured, and eventually achieving a sense of 

calmness considering the environment they were working in. This was further supported 

through the rapport developed over time with team members and allowed them to understand 

each other’s strengths and limitations. This again was a key finding stated by Skryabina et al. 

(2019) within their UK healthcare staff experiences and perceptions of a mass casualty terrorist 

incident response study. Skryabina et al. (2019) found that prior relationships that allowed for 

trust and good understanding of roles and challenges between different clinical teams 

facilitated effective communication between teams during the response, and optimised 

multidisciplinary patient care.  
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It was further noted that off duty medical personnel were found to be extremely helpful. Once 

responders knew the clinical occupations of the off duty medical personnel, again this allowed 

them to task delegate appropriately, and again have basics understanding of what may be their 

strengths and limitations. This finding is consistent with that of McCormick and Wardrope 

(2003) explaining that during major incident leadership roles, clinical teams have to be 

monitored, and if not coping with a particular role, they need urgent support or instruction to 

carry out tasks in another way. CP’s and AP’s reported that they were able to provide and 

receive peer support in which assisted them in handling the situation. It was noted that it was 

important that senior clinicians communicate, especially when allocating tasks, and dealing 

with certain groups of staff who had less clinical experience. This was also important when 

dealing with staff that was ‘task-focussed' and appeared to be unaware of their situational 

surroundings. One responder noted that the support they had received empowered them to 

make key decisions such as allocating themselves a casualty that did not appear to have a 

clinician with them. This suggests that the JESIP principles contribute to the effective dialogue 

between the emergency Services Commanders to help confirm incident details. It also identifies 

the importance of regular close working relationships to improve communication and 

understanding each other's strengths and limitations. 

Armed Police officer presence increased confidence in on-scene security. 

Armed Police Officer presence increased Ambulance responder’s confidence in on-scene 

security, reducing concerns, and enabling responders to fully focus on allocated tasks. From 

the Ambulance Commander's perspective, it was felt that there was reliance on Police 

Commanders to ensure the scene security was being assessed (13, 45:03). This was both 

considered an enabler and contributed to the sustainability of casualty management, as this was 

not an area in which had concerned Ambulance Commanders, providing the risk of delays in 

casualty management (11, 03:14). This suggests that the presence of armed Officers increased 

Ambulance responder’s confidence in on-scene security, reducing any concerns enabling 

medical responders to fully focus on the tasks they were trying to achieve. 

 

Medical assistance from other agencies was also identified as both an enabler and facilitator of 

sustainability, as additional medical support had been in part facilitated through Police Officers 

providing medical assistance to Paramedics. In particular, the BTP were commended in their 

efforts to support medical responders but were not the only Police unit to assist. The BTP was 

reported to have supported Paramedics in “locating casualties and fashioning improvised 
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stretchers to assist in the early evacuation of casualties” (11, 16:14). They were also reported 

to have provided individual assistance to casualties by attempting to them calmly communicate 

with Paramedics as and when appropriate (11, 11:07) (13, 16:25). 

 

Responders also noted there had been an effective on-scene team and ‘multi-agency 

communication' and that the BTP significantly influenced team communication positively as 

they “provided quick and a clear direction” (6, 09:18) which significantly contributed to the 

information picture. However, in the early phases of the incident, it was reported that not all 

Police Officers had received information about what was going on (12, 09:09). Communication 

at the RVP was reported to be not as effective as it could have been; with agencies deliberating 

policy and procedure seeming to have provided conflicting opinions between agencies (6, 

07:37). This suggests that additional medical support by Police was invaluable, especially in 

assisting in locating and keeping casualties calm. They were also able to provide quick and 

clear information at the scene; however, in the early stages, all agencies had a level of 

conflicting information.  

Summary of Section 3 

In summary of section 3, situational adaptability was achieved through the briefing style of the 

incident Commander, which positively enhanced responder efficiency. Commanders that felt 

supported by colleagues achieved early incident organisation through coordination of logistics, 

and responders who were familiar with Commanders felt empowered. Finally, the presence of 

Armed Police increased Ambulance responder’s confidence in on-scene security, which 

directly inflicted their perception of threat. 

5.5 Section 4: Stress stimuli 
Table 31 Key message 4 and section overview 

*Key Message 4 

Situational adaptability was influenced by situational stressors, threat perception, risk appetite, and environmental stimuli. 

Overview of section 4 

4a Good peer to peer communication relieving stress. 

4b Limited information caused stress. 

4c Confirmation of terrorism made responders reverted to training. 

4d Cognitively difficult to connect the injury patterns to the cause of the incident. 

4e Sensory overload and incident perceptions not matching expectations. 

4f Incident overview caused distress. 



J18704 

Page 128 of 187 

Good peer to peer communication relieving stress. 

Good communication with peers was felt contributory to stress relief. This was especially 

effective if peers were known to each other. Skryabina et al., (2020) findings are consistent 

with this, explaining that communication and information sharing appear as the most common 

recurring problems in mass casualty incidents. Both senior clinicians and commanders 

expressed that having an awareness of peers and their skill-set helped to relieve anxiety, and 

provided them with confidence to make a decision. This was further exacerbated when 

observing team members who didn’t seem to be  panicking, and portrayed a calm demeanour, 

even though they felt stressed; “It’s like a collective confidence" (15, 27:39).  

 

However, those who had knowledge of fatalities considered this as an inhibitor, which was 

further exacerbated with the realisation that children had been injured. In some cases, this led 

to those who were treating casualties to become ‘tunnel-visioned’, however this led to a 

decreased awareness of the perceived threat. This was considered to be a form of an emotional 

control strategy that was deemed to be positive, as mental trauma was reduced (by not feeling 

exposed to other visual and audible traumas), but in turn, this reduced risk perception, 

providing scope for obvious risk indicators to be missed. This suggests that a significant 

contributor to stress relief, especially if peers were known to each other, along with knowledge 

of their clinical skill set. It is also important to observe team members portraying a calm 

demeanour as this enables responders to be task-focussed, contributing to a reduction in mental 

trauma. 

Limited information caused stress 

Initial limited information caused stress with Commanders, reporting that this had increased 

their levels of frustration, and led to inhibiting the initiation of the command function. 

Frustration was also evident in responders due to the inability to obtain information from the 

Command structure. This finding is also consistent with Agboola, Bernard, Savoia and 

Biddinger (2012) explaining that information sharing has been the most prevalent inhibiting 

theme identified in other major incidents, regardless of the nature of the threat, or where and 

when it occurs - it remains a common problem in mass casualty incidents.  

 

Situational adaptability was also both enabled and inhibited due to the influence of social 

media, as it provided early and often credible information, yet also providing conflicting reports 

passed by the chain of command. Due to the paucity of empirical research in this field, the full 
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extent of the impact that social media, local radio, and news broadcasters provide on emergency 

services responders requires further investigation. This suggests that limited information 

causes confusion and increases stress. To address this, responders will default to consulting 

social media reports, which often lead to conflicting information, and thereby increases further 

frustration, inhibiting and effective response.  

 

Responders felt safe due to the presence of Armed Police Officers and sniffer dogs, and the 

establishment of a visual Police cordon, although recognising that they were vulnerable. 

Perceptions of a developing threat also change due to the additional information being passed 

to responders. Skryabina et al., (2020) for example explains that poor intra-agency 

communication has found to be the most common issue that emergency responders experience. 

Responders are often unambiguous about the importance of communication during major 

incidents, as key for a successful response (Skryabina et al., 2020). However, in the early stages 

of the incident, the main concern was due to the risk of multiple attacks, and also secondary 

devices. Responders also felt that they had to prepare for a protracted incident, as there were 

reports of shots being fired outside a local hospital. It appears that there were varying risk 

appetites, as it was noted that some colleagues wore ballistic PPE, but others eventually wore 

t-shirts. 

Confirmation of terrorism made responders revert back to training. 

Responders reported that knowing there were fatalities as a result of a terrorist attack made 

them feel nervous, especially as children had been involved. On arrival at the incident, these 

anxieties were realised, as colleagues reported that “this is the worst thing they had ever seen” 

(1, 05:36). Conversely, some responders explained that they didn't believe the initial reports, 

as it wasn't an event they thought they ever would have to deal with. It was reported that a 

benefit of receiving confirmation of terrorism, was that it made some responders reverted to 

their training, resulting in them becoming wary of their surroundings and vulnerabilities.  

 

However, some also reported that receiving confirmation of terrorism made them anxious and 

become task-focussed. This suggests that responders had varying levels of threat perception 

and risk appetite. Having received confirmation that this was a terrorist attack, especially one 

involving children altered made a significant impact. It was possible to link these categories to 

the study of Cognitive Heuristics of which investigates what influences an individual's 

judgment of a perceived problem. Cognitive heuristics are general rules for reasoning that 
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reduces or limits the search for solutions in domains that are difficult and poorly understood. 

There are three types of congnative heuristics, consisting of ‘availability heuristics', 

‘representativeness', and ‘anchoring' (Gilovich, Griffin, & Daniel, 2002), examples of which 

can be found within the findings of this research. For example, ‘availability heuristics' is a 

mental shortcut that relies on immediate examples that come to a given person's mind, when 

evaluating a specific topic, concept, method, or decision (Gilovich, Griffin, & Daniel, 2002). 

Examples of this were also found throughout the majority of interviews, with responders 

reporting that risk perceptions had been influenced by intuitive judgment, based on what 

information colleagues had conveyed, or what was being reported on social media. These were 

subjective judgments that responders made about the severity and likelihood of risk, and were 

considered influential as consequences associated with actions were related to perceptions of 

the magnitude of the consequences of that action.  

 

Responders also identified links to availability heuristics, as there were plenty of armed Police 

to provide protection, and as they had a level of experience and training for this type of incident, 

their levels of anxiety were either lower than expected, or reduced quickly. More specifically, 

senior responders who have experience as working as an AP felt they were able to manage 

perceived risk as they had experience in considering options and dealing with risk regularly. 

Representativeness heuristics was present when responders made judgments about the 

probability of the event under which was still in its infancy, facilitating a level of uncertainty. 

Although the concept of representativeness heuristics intends to speed up the decision making 

process, it is possible to suggest that this facilitates a risk of making poor choices. Responders 

estimated that the risk likelihood of the incident, by comparing it to their pre-conceived 

perceptions, which in part was influenced by regular training participation, peer discussion, 

social media content, and information initially passed by EOC. Anchoring also presented itself 

as a cognitive bias, where responders relied heavily on initial pieces of information (EOC, 

social media, peer to peer communication) during decision making. As the information had 

been vast, inconsistent, and unconfirmed; responders had no choice but to choose and rely on 

an initial piece of information to make subsequent judgments. Once responders had identified 

information that they found to be valuable, this then set the precedence for future decision 

making based on perceptions of the scale of the incident. This often led to an insufficient 

understanding of conditional probabilities, unrealistic optimism, and illusions of control.  
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Cognitively difficult to connect the injury patterns to the cause of the incident.  

Responders reported having been influenced by the perceived scale of the incident, sights and 

sounds of people evacuating the incident with obviously visible wounds and seeming 

emotionally distressed. Responders recognised the expectation of having to deal with people 

with significant and life-changing injures, scene un-organisation, and an element of chaos. 

Although this promoted a level of stimulation, the responders felt that the main concerning 

factor was an expectation of having to deal with large crowds. This was closely linked to 

reacting to injury patterns and emotional distress, as initial responders reported to have been 

influenced by the perceived scale of the incident, sights and sounds of people evacuating with 

obviously visible wounds and seeming emotionally distressed. However, an unexpected 

enabler for responders was the scene becoming ‘dead quiet', with no shouting or screaming. 

Responders reported having been surprised by this, as it wasn't in line with their preconceived 

expectations. This provides an opportunity for integration within major incident training 

scenarios.  

 

Although not considered either an enabler or inhibitor, an unexpected finding was that 

responders found it cognitively difficult to connect the injury patterns to the cause of the 

incident. Responders explained that normally this is the case when attending an RTC involving 

trauma, however in this instance, there was a disconnect as the environment was stable, with 

no visible signs of the cause of injuries, even though it had been confirmed that it was a bomb. 

This area requires further investigation, as currently there is a dearth of empirical evidence that 

identifies any practical or theoretical applications that could lead to improvements in situational 

adaptability. This suggests that in the initial stages of the incident, an element of incident un-

organisation, along with its scale, promoted a level of stimulation. Conversely, in the later 

stages, the scene becoming ‘dead quiet' with no shouting or screaming of which responders 

were surprised by this, as it wasn't in line with their preconceived perceptions.  

Sensory overload and incident perceptions didn’t match expectations  

This research has also shown that sensory overload and incident perceptions not matching 

expectations are closely linked. Responders who arrived in the early stages of the incident 

described a scene of ‘immensity' (2, 34:48), with observations of casualties screaming, 

vomiting, urinating and defecating. Although this was perceived as an inhibitor, after a short 

period (noted as around 10 minutes), responders felt that they had started to adjust, noting that 

there was a feeling that there was a ‘relaxing’ of the scene. A key observation was that some 
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responders felt that the incident was not as difficult to deal with as was expected. This was 

mainly due to them arriving slightly later than the initial responders, and experiencing a sense 

of incident stability. This provides a clear link to a perception of an incident during different 

phases, with responders identifying that arriving later makes a difference to the perception of 

an incident, and that early arrival would have been more stressful. Although responders had 

been deployed into the incident for over an hour, it was clear that they had managed to achieve 

an environment that was calm and controlled. Consensus throughout interviews demonstrated 

that later arrival makes it a different incident that incurs lower-levels of stress. 

 

To achieve best practice within a major incident, senior clinicians must be aware that there will 

be a balance between what is briefed, and what clinicians feel is best. This resonates with some 

senior clinicians commenting that they felt they could have been more assertive and delegated 

more tasks. Although they did not identify this as an inhibitor, a key finding identified was the 

dynamic relationship between senior clinicians and specialist responders (which possess 

advanced critical thinking skills specific to their specialist area). It was found that specialist 

responders such as HART had the confidence to be able to challenge decisions by senior 

clinicians due to their level of training and education in this field as this was their specialist 

area. This was especially poignant within the subject of triage, as this was not a familiar system 

for non-HART clinicians. However, it is possible to suggest from the findings of this research 

that senior clinicians establish judgment on the severity of casualty's condition, due to their 

daily experience of managing trauma. In light of this, further investigation is required into 

adherence to the triage system, and whether or not it is appropriate for this to be overridden, 

based on the clinical experience of senior clinicians. This, therefore, provides an opportunity 

for future research, investigating the most effective approach to casualty management, now 

that doctors and advanced clinicians are increasing in availability in the Ambulance Service 

nationally.  

Incident overview caused distress 

Commanders noted that standing back and having an incident overview also caused distress as 

they had a wider awareness of the situation, but also felt that they should be providing direct 

care, rather than contribute to its coordination. The environmental stimulus was also seen as an 

inhibitor as some felt overwhelmed by the sight of devastating injuries. Stress was then further 

exacerbated due to the belief that a shooter was in the hospital and that a re-deployment may 

be needed. Stress was elevated in part due to the growing information and intelligence, which 
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enabled some level of judgment. Commanders noted that standing back and having an incident 

overview also caused distress as they had a wider awareness of the situation, but also felt that 

they should be providing direct care, rather than contribute to its coordination. This suggests 

that a key stress management strategy is to focus on one patient at a time, and portray an aura 

of calmness, along with attempting to remain emotionally detached. However, this is difficult 

for Commanders as they have to observe the whole incident, and not focus upon on one specific 

aspect.  

 

Evaluating the situational also presented a range of situational enablers, inhibitors, and 

promoted sustainability. For example, responders felt that they had felt overwhelmed by the 

sight of devastating injuries, and that environmental stressors did not match their expectations. 

They had dealt with this by drowning out the environmental stimulus by “focusing on one 

patient at a time” (2, 41:42). It was deemed important to remain emotionally detached, with 

some responders achieving this by “underplaying the severity of the incident whilst en-route to 

the incident” (10, 03:42). An additional adaptability factor was some responders having the 

ability to portray calmness and remain objective under pressure. 

Summary of Section 4 

Situational adaptability was influenced by situational stressors, threat perception, risk appetite, 

and environmental stimuli. This was achieved by good peer to peer communication helping to 

relieve stress; however limited information contributed to elevated levels of stress. 

Confirmation of terrorism made responders revert back to their training experiences; however 

sensory overload and incident perceptions not matching expectations was found to be 

cognitively difficult to connect the injury patterns due to the cause of the incident. This was 

further exacerbated for those who had an overview of the incident. 

5.6 Chapter 5 conclusion 

In summary of section 5, situational adaptability was achieved through good peer to peer 

communication; however initial limited information had caused anxiety. Confirmation of 

terrorism made responders reverted back to their training and previous experiences, but it was 

found cognitively difficult to connect the injury patterns to the cause of the incident. This was 

further exacerbated through sensory overload, and incident perceptions not matching 

expectations, along with having an overview of the incident causing additional stress.  
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Chapter 6: Conclusion & Recommendations 

6.1 Introduction 

The findings of this study presented four theoretical categories that contributed to the 

attainment of situational adaptability. These consisted of ‘Training & Education’, ‘Incident 

Management Frameworks’, ‘Peer Support Networks’, and ‘Stress Stimuli’. However, 

identified inhibitors consisted of ineffective communication (social media and EOC liaison), 

and stress stimuli (environmental stimuli, risk appetite, and threat perception). In order to 

further promote situational adaptability in future mass casualty incidents, four key messages 

can be presented along with associated recommendations in which these can be achieved.  

6.2 Key message 1 - Training and Education 

*Situational adaptability had been facilitated through the application of effective ‘decision 

making strategies’, and being able to ‘draw on previous experiences’. 

Perceptions of effective decision making strategies promoted responder confidence, and the 

ability to work under pressure, influencing the safety and effectiveness of the care delivered. 

Although this was in part promoted through knowledge and application of the Triage sieve 

framework, effective decision making helped to promote confidence in individual clinical 

abilities. Training and Education programmes. These observations were facilitated through 

attending and reflecting upon mass casualty incident training exercises, or real life events.  

*Recommendation 1 –Training and Education programmes should focus on improving clinical 

decision making, and multi-agency coordination. This should be embedded through reflections 

on previous experiences through the use of case studies.  

6.3 Key message 2 - Incident Management Frameworks 

*Situational adaptability had been facilitated through the use of ‘Situational management 

frameworks’ and ‘effective communication strategies’. 

Early situational awareness, task delegation such as allocation of functional roles, and effective 

communication through briefing frameworks alleviated some pressure from both Commanders 

and responders. This was achieved through the use of recognised incident management tools 

such as METHANE, JDM, ERICPD, CSCATTT and IIMARCH. 

*Recommendation 2 –Training and Education programmes should focus on improving 

knowledge of Incident Management frameworks (METHANE, JDM, ERICPD, CSCATTT, and 

IIMARCH) in order to improve effective multi-agency coordination. These should also be 
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utilised in daily practices to promote a common language through that further promotes 

familiarisation.  

6.4 Key message 3 - Peer Support Networks 

*Situational adaptability had been facilitated through ‘Commander, Peer-to-peer, and Multi-

agency support’. 

Situational adaptability was achieved through incident Commanders feeling supported by both 

their peers, incident responders, and also by other agencies. Responders felt confident in the 

ability of Commanders as they had undertaken training with them, in which promoted 

familiarity.  Commanders were found to have provided effective and task appropriate briefings, 

these of which made responders them feel empowered to deal with casualties that normally 

would be supported by more senior clinicians. Regular Multi-agency Command training should 

also be encouraged in line with JESIP, with a focus upon multi-agency decision making.   

*Recommendation 3 – Training and exercising programmes should ensure promotion of peer 

support networks through Command cohort familiarisation. Commanders should attend 

regular multi-agency exercises to promote effective decision making.  

6.5 Key message 4 - Stress Stimuli 

*Situational adaptability inhibitors were influenced by stressors such as threat perception, risk 

appetite, and environmental stimuli. 

Identified inhibitors consisted of limited or conflicting information that was exacerbated 

through information from EOC not matching those presented on social media. Confirmation of 

fatalities as a result of terrorism encouraged responders reverted to their major incident 

training, but found it cognitively difficult to connect the injury patterns to the cause and scale 

of the incident. Those with an overview of the overall incident experienced additional stress, 

as they were unable to become task focused to draw out environmental stimuli.  

*Recommendation 4 – Future research should focus upon the impact that social media and 

user generated content has on information sharing and incident management. Commanders 

must be cognisant that response will have limited, or incorrect information, therefore the use 

of briefing and risk mitigation frameworks (JDM, ERICPD, IIMARCH) undertaken with multi-

agency partners, should be used to promote efficiency and mitigate responder stress levels. 

6.6 Limitations of the study 

Before discussing the strengths and implications of this research, the limitations of the study 

design are important to recognise. The participant sample had been recruited opportunistically 
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from the host organisations HART, along with those from the on-call command structure for 

the Greater Manchester region of the North West of England. These were chosen as the incident 

in question was located in the centre of Manchester, and all of which were registered 

Paramedics who had undertaken, or contributed to point of injury or CCP care. Perceptions and 

experiences from other Ambulance trusts during different major or mass casualty incidents 

were not represented. On reflection, it would be useful for future research to extend this study 

to other medical teams that were involved, such as the NWAS Medical Emergency Response 

Incident Team (MERIT) and also voluntary agency British Association of Immediate Care 

Scheme Northwest (BASICS NW), bringing perspectives from Medical Doctors on 

major/mass casualty incidents. 

 

Of the 23 eligible participants, N=15 (65.21%) volunteered to participate in this research study 

leaving 8 (34.79%) either choosing not to respond to participation requests, or giving personal 

reasons as not to participate. There are limitations with the utilisation of purely qualitative 

approach, as it is recognised that conclusions are arguably less scientific than those derived 

from more stringent quantitative research (Crandall, et al., 2006; Labuschagne, 2003). It is also 

recognised that different researchers can generate different conclusions about the same data 

set, depending on their ability, experience, and research focus, which suggests subjectivity and 

bias in analyses (Glaser & Laudel, 2009).  

 

As this study sought to provide an exploration into situational adaptation strategies developed 

by Paramedics when dealing with mass casualty incidents; rather than test hypotheses, 

qualitative methods were felt appropriate as traditional quantified techniques tend to reduce 

behaviour and cognitive processing to numerical values that can strip the data of its meaning 

(Bogner & Menz, 2002). As such, the quantification of challenges was avoided because this 

would have been misleading due to the flexible interviewing style that had been adopted. 

Hence, the results from this exploratory study can be used to guide subsequent context-rich 

(i.e., emergency response settings) and context-general (i.e., situational adaptability in high-

risk organisational settings) research to better understand both the enablers and inhibitors that 

affect Paramedics adaption. It is also important to recognise some of the inherent biases within 

the planning, data collection, and analysis, of this research. To attempt to limit this, a reflective 

cycle was used to help to understand research bias and allowed the author to critically analyse 

and independently review the data set. The author was employed by North West Ambulance 

Service (NWAS) NHS Trust Resilience Department, however, was not part of the operational 
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response to the Manchester Arena bombing. Finally, there was little diversity amongst study 

participants from the BME community, as participants primarily identified themselves as 

White British. Also, all research participants were male, even though there were several female 

responders present at the incident. As a result, gender balance was not well represented.  

6.7 Strengths and implications of the study 

To the author’s knowledge, this is the first study that reports methodologically collected 

qualitative data on the perceived factors that both promoted and inhibited Paramedic situational 

adaptability during a large scale mass casualty incident in the UK. It was discovered that this 

phenomenon is difficult to study, however, although understanding how Ambulance Service 

personnel adapt to situations whilst deploying to, or during mass casualty incidents, remains 

an area that has received limited research concerning defining empirical evidence. This study 

generated sufficient qualitative data to allow appropriate analysis to be undertaken. As the 

views of 19 Paramedics providing clinical triage and treatment at the point of injury had been 

obtained, the data reflects the level of heterogeneity typical for this community of practice, as 

well as the professional diversities found in real incident responses.  

 

This study makes an original contribution to a new and emerging field of enquiry, providing 

scope to provide recommendations to improve Ambulance Services response to real major 

incidents. Evidence collected in this study supports the importance of providing staff with a 

voice in which first-hand experiences are captured, to understand what enabled and inhibited 

effective Paramedic practice. This thesis is unique as it contributes to the understanding of the 

sociological processes that occurred when responding to, and dealing with a mass casualty 

incident. This study is the first of its kind as it considers the perspectives of Paramedics 

undertaking clinical triage and point of injury care during a mass casualty situation in the U.K, 

to establish what they considered to have had prepared, enabled, sustained, and inhibited them, 

both en-route and during the incident. It has determined the factors that has facilitated and 

detracted from this process, developing an insight into a concept of this phenomenon. This 

study has encompassed cognitive, emotional, and behavioural factors, of which it is hoped will 

aid the Paramedic community in understanding the challenges they may face during a mass 

casualty incident. As a result of the findings of this research, the following recommendations 

have been constructed with the aim to improve professional practice for Paramedics, 

Ambulance Service Commanders, and multiagency partners.  
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Recommendations & Action Plan 
Research objective 1 
Based upon the findings from this research, the following recommendations have been identified to promote Paramedic ‘preparedness’ for mass casualty incidents: 

Recommendation Rational Action Evidence to support rational 

Commanders to undertake 
high risk sites awareness in 
their local area 

Commanders identified the need for high risk 
site awareness within their local area. 

Commanders to participate in local exercises 
stated in National Ambulance Service 
Command & Control Standards (2019). 

Drawing on previous experience:  
(1, 07:59). 

Commanders participate in 
event planning process 

Commanders should have an understanding 
of, or contribute to the event planning 
process. 

Commanders to participate in local exercises 
stated in National Ambulance Service 
Command & Control Standards (2019). 

Drawing on previous experience:  

(5, 05:16), (13, 41:01) . 

Clinicians should have rapid 
access to senior  
clinical decision making 

Tactical health Command structures should 
ensure access to senior clinicians to assist 
with clinical risk management. 
 
 
 
 

 

Develop the MERIT model to ensure 
availability of Strategic Medical Advisor, 
Medical Advisor, and Forward Doctor as per 
National Ambulance Service Command & 
Control Standards (2019). 

Peer-to-peer Communication:  

(8, 13:02), (10, 42:01). 
 
Critical decision making:  
(3, 08:28), (3, 31:31). 
 
Senior clinical team:  
(1, 18:09), (1, 18:20), (1, 18:55), (2, 
12:22). 
 
Support from peers:  
(11, 11:07). 
 
Risk perception:  

(13, 07:21), (13, 09:08). 
 
Previous experience:  
(13, 07:21), (15, 05:19). 

Ballistic injury pattern 
awareness 

Training participation should provide 
awareness on ballistic injury patterns to 
promote individual resilience.  

E-learning packages should be developed to 
promote awareness of ballistic injury patterns 
and their treatment. 
 
Commanders continue to develop National 
Occupational Standards in line with National 
Ambulance Service Command & Control 
Standards (2019). 

Pre-conceived expectations:  
(7, 05:01), (7, 07:16). 
 
Reacting to injury patters and emotional 
distress:  
(4, 03:12), (10, 17:10), (11, 09:31), (12, 
09:09), (15, 06:40). 

Dynamic operation risk 
assessments training for 
emergency response phase 

Dynamic operation risk assessments 
(DORA) for emergency response phase 
such as ERICPD should be incorporated into 
training programmes. 

National Ambulance Service Command & 
Control Standards (2019) stipulates the use 
of a Safety Officer which is under 
development.  

Risk perception:  
(13, 07:21). 
 
Situational Evaluation:  
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(5, 29:58). 

Critical decision  
making training 

Training to be provided on critical decision 
making during the early stages of incident 
management. This should focus on human 
factors, cognitive effort, effects of 
performance thinking, and convergent & 
divergent thinking. .  

Clinicians and Commanders to participate in 
annual training programme which covers 
Triage and treat at the point of injury and 
casualty collection points.  

Critical Decision Making:  
(1, 23:09), (1, 13:32), (3, 08:28), (3, 
31:31). 

Stress management training 

 
Responders should be provided with 
techniques on how to remain calm, and test 
these within scenarios involving trauma. 

Facilitated through the learning and 
development team, Commanders and 
clinicians to be given the opportunity to 
undertake stress management training.  
 
 

Task focused:  
(2, 40:33), (6, 14:14), (7, 22:01), (7, 
22:01), (11, 21:05). 
 
Environmental Stimulus: 
(1, 08:40), (2, 41:42), (8, 9:16). (9, 
32:36), (10, 03:42), (11, 09:31) (11, 
10:24), (12, 09:09), (12, 18:49). 
 
Task focused: 

(2, 37:23), (3, 12:22)  (3, 12:22) (7, 
01:50), (5, 23:48), (7, 01:50), (9, 04:07), 
(13, 31:13), (13, 31:13). 
 
Emotional Control Strategies: 
(3, 18:47), (4, 00:55), (7, 01:16), (9, 
05:22), (9, 06:22), (9, 17:42) (9, 
24:56),(10, 03:42), (10, 03:42), (10, 
05:54), (10, 32:23) (10, 34:31). (10, 
08:32), (12, 00:22), (12, 39:22), (12, 
45:36). 
 
Demeanour of commander facilitated 
empowerment: 
(5, 09:09), (5, 10:01), (6, 08:49), (11, 
04:35). 
 
 
Reacting to injury patters and emotional 
distress: 
(4, 03:12), (7, 07:16). 
 
Reacting to colleagues: 
(9, 21:26). 
 
Medical Assistance: 
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(11, 11:07), (13, 16:25). 
 
Relationship with peers: 
(9, 21:26). 
 
Mentorship from peers: 
(8, 18:05), (9, 21:26). 
 
Peers integration: 
(2, 17:09), (2, 24:57), (5, 02:53) (5, 
23:48). 
 
Emotion control strategies: 
(9, 05:22), (9, 06:22), (12, 39:22), (12, 
45:36). 
 
Training participation: 
(1, 17:58). 
 
Knowledge of the major incident plan: 
(2, 17:58). 

‘Back to basics’ on  
incident management 

Training should enable responders to ‘revert 
back to basics’ during times when situations 
are dynamically evolving. 

Commanders to ensure they have access to 
training that re-familiarises themselves with 
the basics of incident management. 

Training participation: 
(4, 05:12), (4, 21:36), (4, 26:010). 

Information management  
tool training 

Training should be structured to ensure 
responders are able to process information 
in a way that could be remembered when 
under pressure. 

Training programmes to ensure focus upon: 

 JDM 

 METHANE 

 CSCATTT 

 ERICPD 

 IIMARCH  

Emotional control strategies: 

(12, 45:36). 
 
Training participation: 
(3, 07:16), (5, 08:30), (4, 05:12), (4, 
21:36), (4, 26:01), (4, 26:010), (4, 29:09), 
(5, 14:19), (5, 17:31), (5, 18:03), (5, 
26:38), (6, 03:56), (8, 19:46). 
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Recommendations 
Research objective 2 
Recommendations identified to support Paramedic ‘enablement’ during mass casualty incidents: 

Recommendation Rational Action Evidence to support rational 

Briefing demeanour  
training 

Commanders should be cognisant of their 
demeanour when delivering briefings and this 
should be practiced within training and educations 
sessions. 

Commanders continue to develop National 
Occupational Standards in line with National Ambulance 
Service Command & Control Standards (2019). 
 
Commanders to ensure they are aware of the 
differences between the appropriate use of IIMARCH 
and JDM as a briefing tool.  

Demeanour of commander 
facilitated empowerment: 
(5, 09:09), (5, 10:01), (5, 
09:09), (6, 08:49), (11, 04:35). 

Early re-deployment  
planning 

Re-deployment contingency planning should be a 
key objective in the early phases of incident 
management. 

Commander to ensure they consider early contingency 
planning, and that this is reflected in CSCATTT 
planning and action card use.  

Contingency planning: 
(5, 17:31), (6, 14:14), (11, 
03:14), (11, 03:14). 
 
Knowledge of the major 
incident plan: 
(11, 03:14), (11, 18:54). 

Emphasis on Zoning Responders should be clear on their individual 
tasking’s, but also be aware of the overall objective 
for the zone they are working in. 

Commanders continue to develop National 
Occupational Standards in line with JESIP Doctrine 
(2019), following with continue to develop National 
Occupational Standards in line with National Ambulance 
Service Command & Control Standards (2019).  

Colleagues supported by 
Commanders: 
(5, 23:48), (9, 06:22), (10, 
10:04), (11, 10:24). 

Commander  
familiarisation 

Commander should be seen to attend training 
sessions with responders to assist in the promotion 
of Commander familiarisation and development of 
personal relationships. 

Commanders continue to develop National 
Occupational Standards in line with National Ambulance 
Service Command & Control Standards (2019) through 
participation in large exercises and annual training 
programme.  
 
Commanders to provide Command training to team 
leaders to promote professional development.  

Commander Familiarisation: 
(3, 21:00) (5, 10:28), (5, 
11:46), (5, 11:46) (6, 07:37). 

Casualty  
coordination 

On scene Clinical leadership structure should 
remain in regular contact to ensure identification 
and coordination of casualties with the most urgent 
clinical need. 

Clinical leadership should report directly to MERIT 
Medical Advisor, and Forward Doctor as per National 
Ambulance Service Command & Control Standards 
(2019). 

Peer-to-peer Communication: 
(8, 13:02), (10, 42:01). 
 
Critical decision making: 
(3, 08:28), (3, 31:31). 
 
Senior clinical team: 
(1, 18:09), (1, 18:20), (1, 
18:55), (2, 12:22). 
 
Support from peers: 
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(11, 11:07). 
 
Risk perception: 
(13, 07:21), (13, 09:08). 
 
Previous experience: 

(13, 07:21), (15, 05:19). 

Emphasis on roles and 
responsibilities 

Training should emphasis conformance to 
understanding Command support roles, and 
specialist / non-specialist functional roles.  

Commanders continue to develop National 
Occupational Standards in line with National Ambulance 
Service Command & Control Standards (2019) through 
participation in training events such as Commander 
training.   

Rapid Face to Face briefings 
and handovers: 
(4, 08:25). 
 
Commanders supported by 
colleagues: 
(13, 31:13). 
 
Task delegation: 
(1, 13:32) (1, 12:17), (3, 
14:54). 
 
Drawing on previous 
experience: 
(5, 18:03) (8, 01:45) (8, 02:51). 
 
Task focused: 
(1, 24:15). 
 
Understanding specific roles: 
(6, 11:02). 
 
Clinical decision making: 
(8, 02:51). 
 
Decision making: 
(1, 19:47), (22:08), (21:31). 
 
Training participation: 
(8, 19:46). 
 
Knowledge of the major 
incident plan:  
(1, 45:20), (3, 38:32), (11, 
18:54) 
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Attitudes towards training: 
(11, 18:54). 

Nationally recognised 
and standardised 
tabards 

Nationally recognised and standardised tabards 
should be used to promote identification of 
Command and functional roles. 

Commander to ensure use of JESIP recognised tabards 
that are now available on emergency vehicles  

Commander familiarisation: 
(4, 10:07). 
 
Knowledge of the Major 
Incident Plan:  
(5, 32:54). 

Task delegation 
conformation 

Commanders should ensure they delegate tasks, 
but also ensure they receive conformation of task 
completion. 

Commanders to ensure familiarisation and practice the 
use of the following models within regional and national 
exercising: 
 

 JDM 

 METHANE 

 CSCATTT 

 ERICPD 

 IIMARCH 

Demeanour of commander 
facilitated empowerment: 
(6, 08:49). 
 
Commanders supported by 
colleagues: 
(13, 31:13). 
 
Using recognised briefing 
tools: 
(1, 28:41) (3, 08:28). 
 
Direction from commanders: 
(9, 06:22). 
 
Critical decision making: 
(1, 15:17), (3, 08:28), (3, 
31:31). 
 
Task delegation: 
(1, 11:37), (1, 12:17), (1, 
13:32), (1, 27:43), (6, 07:37). 

Multiagency risk  
assessment 
implementation 

Commanders should ensure that a risk 
assessment have been completed along with 
implementation of safety measures by all agencies. 

National Ambulance Service Command & Control 
Standards (2019) stipulates the use of a safety officer 
which is under development.  

Police presence promoted 
confidence in on scene 
security: 

(13, 45:03). 

Clinical leadership  
placed at the CCP 

Senior clinical leadership should be placed in the 
most effective position such as Casualty Collection 
Points to ensure a concertation of advanced 
clinical assets and facilitation of effective 
communication. 

Clinical leadership should report directly to MERIT 
Medical Advisor, and Forward Doctor as per National 
Ambulance Service Command & Control Standards 
(2019). 

Peer-to-peer Communication: 
(8, 13:02), (10, 42:01). 
 
Critical decision making: 
(3, 08:28), (3, 31:31). 
 
Senior clinical team: 
(1, 18:09), (1, 18:20), (1, 
18:55), (2, 12:22). 
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Support from peers: 

(11, 11:07). 
 
Risk perception: 
(13, 07:21), (13, 09:08). 
 
Previous experience: 
(13, 07:21), (15, 05:19). 

JDM, IIMARCH training Emphasis should be made on providing a clear 
briefing using commonly recognised frameworks 
(JDM, IIMARCH) based upon a clear tactical plan. 

Commanders to ensure familiarisation and practice the 
use of the following models within regional and national 
exercising: 
 

 JDM 

 METHANE 

 CSCATTT 

 ERICPD 

 IIMARCH 

Rapid Face to Face briefings 
and handovers: 
(1, 05:36), (3, 07:16), (4, 
08:25), (12, 16:21). 
 
Colleagues supported by 
Commanders: 
(9, 06:22). 
 
Using recognised briefing tools 
(1, 02:51), (1, 28:41), (3, 
08:28), (5, 11:59), (5, 13:32), 
(8, 04:34). 
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Recommendations 
Research objective 3 
Recommendations identified to address factors that ‘inhibited’ Paramedic during mass casualty incidents: 
Recommendation Rational  Action Evidence to support rational  

Social media 
training for 
responders 
emphasising the 
difference 
between 
information and 
intelligence, 
along with a 
focus upon 
social medias 
impact upon the 
major incident 
response plan. 

Social media provided a key source of early 
and often credible information, which assisted 
in the promotion of situational awareness. 
Although it is now possible to source 
‘information’ through social media, this is not 
considered intelligence as it requires 
assessment and conformation. Potential to 
lead to misinformation, and ineffective decision 
making affecting the major incident response 
plan.  

Social media training to be part of annual 
Commander recertification training, and MERIT 
Annual training programme including Strategic 
Medical Advisor.  

Social media, local radio and News 
broadcasters: 
(1, 02:51), (2, 01:52), (6, 01:01), (10, 07:37), (13, 
02:12), (14, 05:34), (13, 22:55). 
 
Peer-to-Peer Communication: 
(1, 28:41), (2, 21:30), (8, 13:02), (8, 29:19),(10, 
42:01),(13, 02:12), (13, 23:53), (13, 25:55), (13, 
31:13), (13, 45:03), (11, 08:19), (11, 16:14), (11, 
11:07), (11, 22:48).  
 
Emergency Operations Centre (EOC): 
(01, 01:13), (8, 01:45), (9, 04:07), (10, 00:24), 
(10, 03:42), (11, 00:20), (11, 02:00), (12, 00:22), 
(13, 03:34), (13, 41:01), (13, 41:01). 
 
Information on developing threat: 
(5, 01:51), (5, 18:54), (6, 01:01), (7, 07:16). 
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Recommendations 
Research objective 4 
Recommendations identified to support Paramedic sustainment during major / mass casualty incidents: 
Recommendation Rational  Action Evidence to support rational  

Training in 
assertiveness 

Training & Education programmes should 
ensure that there is a need to exert certain 
levels of assertiveness to ensure effective 
communication is achieved. 

Commanders continue to develop National 
Occupational Standards in line with National 
Ambulance Service Command & Control 
Standards (2019) through participation in large 
exercises. 

Assertive leadership: 
(3, 08:28), (3, 31:31), (6, 07:37), (14, 24:37). 
 
Critical decision making: 
(1, 15:17), (1, 42:22). 

Task delegation 
training 

Training & education programmes should 
cover task delegation techniques, and 
awareness of appropriate briefing tools. 

Commanders continue to develop National 
Occupational Standards in line with National 
Ambulance Service Command & Control 
Standards (2019) through participation in large 
exercises. 

Direction from commanders: 
(9, 06:22) 
 
Critical Decision Making: 
(1, 13:32), (1, 15:17), (1, 23:09), (3, 08:28), (3, 
31:31). 
 
Task delegation: 
(1, 12:17), (1, 13:32), (1, 27:43), (6, 07:37). 

Clinical Decision 
Making for Mass 
Casualty 
Incidents 

Training & Education programmes should 
ensure continuation of clinical decision making 
for mass casualty incidents. 

Commanders continue to develop National 
Occupational Standards in line with National 
Ambulance Service Command & Control 
Standards (2019) through participation in large 
exercises, and joint training with MERIT through 
the MERIT Annual Training Programme.  

Critical decision making: 
(3, 08:28), (3, 31:31). 
 
Senior clinical team: 
(1, 18:09), (1, 18:20), (1, 18:55), (2, 12:22). 
 
Support from peers: 
(11, 11:07). 
 
Risk perception: 
(13, 07:21), (13, 09:08). 
 
Previous experience: 
(13, 07:21), (15, 05:19). 

Promotion of 
Command 
visibility during 
training 

Training & Education programmes must 
ensure that Commanders are able to train with 
responders to promote Command visibility. 

Commanders continue to develop National 
Occupational Standards in line with National 
Ambulance Service Command & Control 
Standards (2019) through participation in large 
exercises. 

Commander Familiarisation: 
(3, 21:00) (5, 10:28), (5, 11:46), (6, 07:37). 

Awareness of 
Major Incident 
plan 

Training & Education programmes should 
emphasise awareness of the Major Incident 
Plans, including casualty management 
frameworks, casualty collection points, with a 
particular emphasis on the triage process. 

Commanders continue to develop National 
Occupational Standards in line with National 
Ambulance Service Command & Control 
Standards (2019) through participation in large 
exercises. 

Controlling Operational Assets: 
(12, 16:21). 
 
Decision making: 

(2, 08:25). 
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Previous experience: 
(12, 18:49). 
 
Training participation: 
(1, 20:16). 
 
Knowledge of the Major Incident Plan: 
(1, 29:52), (1, 30:24), (1, 45:20) (2, 15:55), (2, 
17:58), (3, 18:47), (5, 32:54), (11, 03:14), (11, 
05:58), (11, 18:54), (12, 18:49), (12, 45:36). 

 

Word Count: 45036 (main body) 61,028 with tables, references and appendices. 
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Annex A Journal selection criteria 

Print out and attach to each article (tick yes / no as appropriate for each criterion) 

Descriptive Info: 

Authors(s)/year  

Title:  

 

Inclusion/Exclusion Criteria  

 Criteria Yes No 

1 Explored the experiences of emergency services and healthcare workers involved 
in mass casualty incidents. 

  

2 Explored the experiences of threat perception of emergency services and 
healthcare workers. 

  

3 Explored the experiences of stress management of emergency services and 
healthcare workers. 

  

4 Explored multi-agency emergency service collaboration / coordination.   

5 Involved decision making of emergency service personnel.   

6 Focussed on:  Psychiatry   

Psychology   

Behavioural medicine   

Occupational medicine   

Emergency Services   

Military medicine   

7 Not in English    

8 Concerned with dealing with post-traumatic stress strategies   

9 Patient/casualty focussed rather than emergency responder focussed   

 

If Yes to two of the criteria 1 – 6, please complete below 

 Criteria Yes No 

1 Mass casualty focussed   

2 Emergency responder focussed   

3 Qualitative   

Notes: 

 

Decisions 

Include (if answered 
yes to 1, 2, and 3 
above). 

Exclude Needs further 
discussion 

Exclude – but useful 
background 
information 
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Annex F Letter of Invitation 

Laura Griffiths 
MERIT Project Support Officer 

North West Ambulance Service  
Ashburton Point 

Trafford Park 
Manchester 

M17 1EH 
Laura.Griffiths@nwas.nhs.uk 

078812305109 
 

Date: Insert here 

Dear Colleagues, 

Opportunity for Research Participation 

I am writing to make you aware of an upcoming research opportunity that may be of interest to you. 

As you know Mr Craig Hooper is in the final year of his Professional Doctorate at the University of 

Chester.  

 

He is currently undertaking a research study to identify the process that allows Paramedics to achieve 

situational adaptation, in order to meet the needs of mass casualties in high stress environments. It is 

anticipated that the findings of this study will contribute to developing crew resource management 

strategies that Commander’s employ during mass casualty incidents.  

 

Craig is looking for volunteers from both the North West Ambulance Service (NWAS) Hazardous Area 

Response Team’s (HART), and Advanced Paramedics who attended the 22nd May 2017 Manchester 

Arena bombings to participate in this study. This will consist of a series of one to one interview’s, 

taking around one hour each. The interviews will take place at a date and time of your convenience.  

 

Before you decide, it is important for you to understand why the research is being undertaken and 

what it will entail. Please take the time to read the attached Participant Information Sheet carefully, 

and discuss it with other team members and myself if you wish. If you would like to support him in 

this study further, please contact him directly as lead researcher, if there is anything that is not clear 

or if you would like more information.  

 

Lead Researchers Contact Details: 

Mr Craig Hooper  

University of Chester 
Parkgate Road 
Chester 
CH1 4BJ 
0916191@chester.ac.uk 
 

Kind regards 

 

 

Laura Griffiths 

 

mailto:Laura.Griffiths@nwas.nhs.uk
mailto:0916191@chester.ac.uk
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Annex G Participant Information Sheet (PIS) 

Participant Information Sheet 

Purpose of the Consent form 

You are being invited to take part in a research study. Before you decide whether or not to 

take part, it is important for you to understand why the research is being undertaken, and 

what it will involve. Please take the time to read the following information in this Participant 

Information Sheet carefully, and discuss it with others if you wish. If there is anything that is 

not clear, or if you would like more information, please contact the lead researcher Mr Craig 

Hooper, or Prof. Annette McIntosh-Scott (details overleaf) of the University of Chester. 

 

Title of Study: 

A Grounded Theory exploration into situational adaptation strategies developed by 

Paramedics when dealing with mass casualty incidents 

 

What is the purpose of the study? 

In an attempt to contribute to the knowledge base that may improve the processes that 

supports the mental health of emergency services responders following a major incident, it is 

questioned whether or not there is a clear understanding of why some individuals feel they 

are able to adapt to high stress mass casualty incidents as the event unfolds. Although there 

is a plethora of recognised strategies that have been designed to support those who 

experience the effects of stress post a traumatic incident, these may be improved if there is 

an understanding of why the process of situational adaptability for some, is or isn’t achieved. 

Understanding this process may provide an insight into who may be at risk of experiencing 

the effects of stress post-incident, and provide them with coping strategies prior to 

responding to a mass casualty event.  

 

To work towards this, the aim of this study is to identify the process that either supports or 

inhibits ‘situational adaptability ’. The Hazardous Area Response Team (HART) operatives and 

Advanced Paramedics who attended the 22nd June 2017 Manchester Arena bombing tasked 

to provide clinical triage and casualty collection point management, will be the focus cohort 

of this study.  

 

It is intended that a theory be developed to recognise how ‘situational adaptability’ occurs 

by asking: 

 

“What is the process that supports or inhibits Paramedics in achieving situational adaptation 

in order to meet the needs of mass casualties in high-stress environments?” 

 

Why have you been chosen?  

You have been approached because you are employed by North West Ambulance Service 

(NWAS) and attended the 22nd June Manchester Arena bombing in which you participated as 
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a Hazardous Area Response Team Operative/Team Leader or Advanced Paramedic. Your 

NWAS colleagues involved in the incident have also been provided with the opportunity to 

participate in this research.    

 

Do you have to take part?  

It is up to you to decide whether or not you take part. If you do decide to take part, you will 

be given this Participant Information Sheet (PIS) information sheet to keep and will be asked 

to sign a consent form. A decision to withdraw can occur at any time up to two weeks after 

the interview. After the two weeks, the data would have been analysed and incorporated into 

the study. A decision not to take part, will not affect any part of your training, career 

progression or employment status. All identifiable recorded interviews will be destroyed, 

however, the lead researcher will need to use the data collected up to your withdrawal. 

 

What will happen to you if you do take part? 

If you do decide to take part, you will need to inform Craig Hooper who is the lead researcher 

for this project, to express your interest. You can inform him by e-mail on 

0916191@chester.ac.uk 

 

Craig will be happy to get back to you at a time and date of your choosing, to discuss the study 

further, and answer any questions you may have.  

 

You will be given this information sheet to keep, and will also be asked to sign a consent form. 

Interviews will be undertaken at a time, date and location of your convenience. Taking part 

in this study will consist of a one-to-one interview lasting around one hour. During this 

interview, you will have the opportunity to raise and discuss your views related to your 

experience of the Manchester Arena attack. With your permission, the interview will be audio 

taped, but no participants in the study will be identifiable within the final report.  

 

Prior to the interview, you will also be given a leaflet from the NHS Manchester Resilience 

Hub, with information on how to access support following the Manchester Arena attack. This 

service has been set up to coordinate care, and provide support for children, young people 

and adults whose mental health and/or emotional wellbeing has been affected. It is 

recognised that this study may elicit an emotional response from study participants, so 

information has been provided that those who feel affected can access telephone-based 

advice support and information, and who can also make calls on your behalf if you are 

struggling to get the help you feel you need.   

 

What are the possible disadvantages and risks of taking part?  

It is expected that there are no disadvantages of taking part in this study but it is recognised 

that some of the questions may elect memories of your participation in the Manchester Arena 

bombing, in which you may find upsetting. The lead researcher has sort guidance and will be 
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using a recognised protocol for managing distress in the context of those participating in 

research. A risk assessment has also taken place which can be requested, and you will also be 

given a leaflet from the NHS Manchester Resilience Hub, for you to read before the interview 

for those who feel their mental health and/or emotional wellbeing has been affected. 

 

If poor practice is witnessed or disclosed, Trust procedures will be followed.  

 

What are the possible benefits of taking part?  

Participation in this research may be of personal benefit to you as it will enable a 

comprehensive reflection of your participation in the NWAS response.  

 

What if something goes wrong? 

Should you disclose concerns about professional practice, then these will be escalated 

through the Trusts procedures and also the University of Chester. If you feel that you need 

psychological or counselling support, a number of bereavement counsellors are available 

from outside of NWAS. 

 

There is a self-referral service which we would encourage you to contact should you need 

support at this time or in the future: www.stockportoccupationalhealth.co.uk 

 

To log on you will be asked for your employee username and password: 

Username: employee (all lower case) 

Password: NWAS (all upper case) 

 

Once logged on there is a link on the left which will take you to the counselling service. If you 

have any problems accessing this please contact the lead researcher, or additionally your line 

manager. Please also remember that local managers are available for additional support. 

 

Additionally, the NWAS TRiM support mechanism assessors are available to meet with you 

and give further support (TRiM.Request@nwas.nhs.uk) as are our local Blue Light Champions 

 

If you wish to complain or have concerns about any aspect of the way you have been 
approached or treated during the course of this study, please contact Professor Annette 
McIntosh-Scott on: 

Prof. Annette McIntosh-Scott 
Executive Dean of the University of Chester 
Faculty of Health and Social Care, 
University of Chester, 
Riverside Campus, 
Chester, Cheshire, CH1 1SL 
Tel: 01244 513380 
Email: a.mcintosh@chester.ac.uk 
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If you are harmed by taking part in this research project, there are no special compensation 

arrangements. If you are harmed due to someone’s negligence (but not otherwise), then you 

may have grounds for legal action, but you may have to pay for this.  

 

Will taking part in this study be kept confidential? 

All information which is collected about you during the course of the research will be kept 

strictly confidential. Information will be restricted to those who are involved in the study: the 

researcher and supervisors. All the stored material that contains identifiable information will 

kept securely, and that data is coded so that it is anonymised.  

 

What will happen to the results of this study?  

The study results will be written up as a doctoral thesis, and as such is part of a doctoral 

programme of study. It is also anticipated that the findings may result in a peer-review 

publication, and conference presentations. If the results attract national media attention; 

then the results may be published in the press. 

 

Data Management and Storage 
Participants should note that data collected from this project may be retained and published 
in an anonymised form. By agreeing to participate in this project, you are consenting to the 
retention and publication of data. 
 

Who is organising and funding the research?  

The research will be conducted as part of a doctoral programme of study. The Faculty of 

Health and Social Care at the University of Chester will be overseeing the study. The 

researcher as a social care student will participate in regular supervision sessions with 

experienced researchers, to ensure the study is conducted appropriately and robustly. The 

researcher has received contributions from both the Ministry of Defence and also NWAS. 

However, neither of the organisations have any influence over the published results. The 

researcher is also actively looking to source further contributions.  

 

Who do you need to contact for further information? 

If you would like more information about the research before you decide whether or not you 

would be willing to take part, please contact: 

 

Mr Craig Hooper  

University of Chester 
Parkgate Road 
Chester 
CH1 4BJ 
0916191@chester.ac.uk 
 
Or 

mailto:0916191@chester.ac.uk
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Prof. Annette McIntosh-Scott 
Executive Dean of the University of Chester 
Faculaty of Health and Social Care, 
University of Chester, 
Riverside Campus, 
Chester, 
Cheshire 
Ch1 1SL 
Tel: 01244 513380 
Email: a.scott@chester.ac.uk 
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Annex H Letter to line manager requesting permission to undertake research 

Mr Joe Barrett  
Head of Special Operations 

Resilience 
North West Ambulance Service  

Ashburton Point 
Trafford Park 

Manchester 
M17 1EH 

20/07/2017 
Dear Mr Barrett, 

Professional Doctorate in Health & Social Care Research 
As a manager within for the North West Ambulance Service, I continuously strive to 

improve the service provision we provide to both the trust and service user.  
 
To ensure this I have been successful in progressing through various levels of academic 
pathway. Having completed a B.Sc. (Hons) in Paramedic Practice, along with a M.Sc. in 
Advanced Clinical Practice, this has enabled me to address challenging issues and provide 
realistic workable solutions.   
 
I have now commenced the final year of a Professional Doctorate in Health & Social Care at 
the University of Chester, and am applying to undertake a final research study. I am interested 
in developing the skills needed of those responding to austere environments.  
 
With diversifications in terrorist modus operandi now evident, the Manchester Arena 
bombing provides the opportunity to ascertain what factors either supported or inhibited 
situational adaptability of those dealing with mass casualties. 
 
As the phenomenon of situational adaptability is not fully understood within the emergency 
services, this line of research enquiry will contribute to the understanding of what situational 
adaptability strategies HART and Advanced Paramedics believed either supported or inhibited 
them whilst undertaking clinical triage and casualty collection point working.  
 
The purpose of this study is to contribute to the understanding of what is believed to have 
supported or inhibited situational adaptability when dealing with mass casualty incidents. 
 
With your permission, I am planning to invite all 12 HART Operatives and 7 Advanced 
Paramedics to participate in a series of semi structured interviews, lasting approximately 1 
hour each. Their experience is important to this study as they have gone through the 
situational adaptability process whilst undertaking clinical practice in a mass casualty incident.  
 
I intend to undertake the interviews in works time on their base station when operatives are 
not on Rapid Response Vehicle duties, as I appreciate that it is essential for responders to 
remain operationally available. I have also submitted a risk assessment to the NWAS Research 
& Development steering group.  
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I have included in this letter the participant information sheet. If you have any questions then 
please feel free to contact me anytime.  
 
I look forward to your support in this matter  
 
Kind regards 
 

 
 
Mr Craig Hooper  

University of Chester 
Parkgate Road 
Chester 
CH1 4BJ 
0916191@chester.ac.uk 
  

mailto:0916191@chester.ac.uk
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Annex I Permission from line manager authorising research 
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Annex J Interview Guide  

Interview Guide 
Initial Open-ended Questions 

1. Tell me about how you felt when you first became aware of what was happening? 
2. Was this your first experience of dealing with a situation like this? (If so) what did you 

anticipate it would be like? 
3. What were you thinking about whilst en-route to the incident?  
4. When you arrived on scene, who or what, do you believe influenced your actions when 

you first arrived?   
5. In what way do you think you were influenced?  
6. What was your allocated role? 
7. Could you describe the on scene events that led up to you undertaking this role? 
8. How would you describe how you viewed mass casualty incidents?  
9. How, it at all, has your view of mass casualty incidents changed?  

Intermediate Questions 
10. Could you tell me about your thoughts and feeling when you learned that there was a 

potential shooter, and that there were mass casualties involved? 
11. Was there anything that helped you to handle the situation you were facing? 
12. How, if at all, have your thoughts and feelings about mass casualty incidents changed 

since your participation in this incident?  
13. Could you describe the most important lesson you learned related to you dealing with 

this situation?  
14. Were any problems encountered? If so, what were they? 
15. What helped you during this time? Why was this case? 

Ending Questions 
16. Do you think this experience has helped you to prepare for future events? 
17. Could you tell me about how your views (or actions) have changed since the incident? 
18. Are there any strengths about yourself that you discovered when dealing with the 

situation?  
19. What do you most value about these? 
20. After this experience, what advice would you give to someone who is preparing to 

deal with a similar situation? 
21. Do you feel there was potential to draw out some of your other competencies? 
22. Is there something that you might not have thought about before that has occurred 

to you in this interview? 
23. Is there anything else you think I should know to help me understand how you dealt 

with this situation better? 
24. Is there anything you would like ask me?  

Probing Questions 
a. That’s interesting, can you tell me more about that? 
b. Why do you believe this? 
c. What do you believe influenced this? 
d. What exactly so you mean by….. 
e. How do you feel that linked to what you had to dealt with? 
f. Your just told me about….. I’d also like to know about…… 
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Annex K Participant Consent Form  

Title of Study 
A Grounded Theory exploration into how Paramedics achieve situational adaptibility to meet the 

needs of mass casualties in high stress environments 
 
Name of Researcher  
Mr Craig Hooper 

Please initial box 
1. I have read and understood the participant’s information sheet and have had 

the chance to ask questions.  
 

2. I understand that my participation is voluntary and that I am free to withdraw at 
any time, up until the writing of the report which will not before January 2019. I 
can do this without giving any reason. 
 

3. I understand that with my permission the interview will be audio recorded.  
 

4. I understand that the data will be written up as part of a report and that I will 
not be able to be identified in the report. 

 
5. I understand that should I disclose concerns about professional practice, these 

will be escalated through Trust procedures and University of Chester 
procedures.  
 

6. I agree to take part in the above study 
 
 

7. I agree that the findings of this research can be used for subsequent publications 
and research conferences. 
 

8. I consent to be contacted for a follow up interview  
 
 

Name of participant Date Signature 
   
   
   
   
Researcher Date Signature 
   

 


