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ABSTRACT

This qualitative study describes out-of-hospital emergency care providers’ experiences and views of situational awareness (SA) in
the identification of abuse, including observations that led them to suspect abuse. Nine prehospital emergency care providers
and three community paramedics were interviewed based on preselected themes. The data was analyzed using inductive content
analysis. According to the results, emergency care providers’ self-defined situational awareness consisted of cognitive competence
(logical reasoning and detection of cause-effect relationships); emotional competence (empathy and emotional intelligence);
social competence (interaction skills and assessment of family dynamics), and experiential knowledge. Indicators of abuse
involved the overall situation; the client’s physical condition; the client’s mental condition; the context and circumstances, and the
logic in client reports. Although situational awareness develops with work experience, it is advisable for educators to include
a wide range of cognitive, emotional and social skills in the initial and continuing education of emergency care professionals.
These skills can be practiced using multi-professional simulation-based education.
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1. INTRODUCTION
The number of reported cases of abuse and neglect is increas-
ing internationally. People of any age can become subject to
various forms of abuse or neglect. The experience can have
serious short or long-term adverse effects, including phys-
ical injury, mental health problems and difficulty in social
relationships.[1]

Care providers in medical emergency services have a unique
opportunity to help identify adults, elders and children at risk.
These professionals see clients in their own environment, oc-
casionally accompanied by abusive family members, which
allows them to observe family dynamics and interaction,

and detect signs that would otherwise remain unnoticed.[2, 3]

Emergency care providers also frequently see clients, who
refuse treatment or transport to hospital. They may even
repeatedly visit the same clients, which allows them to accu-
mulate evidence of potential abuse.[2]

This study starts with the belief that experienced emergency
care providers develop a strong situational awareness in the
identification of abuse. They may possess, either consciously
or more intuitively, a checklist of indicators that leads them
to suspect potential abuse. Finding out what emergency
care providers’ self-defined situational awareness involves
and studying their “internal checklists” for identification of
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abuse can help to develop the quality of care and facilitate
newcomers’ work in the emergency medical services.

2. LITERATURE REVIEW
2.1 Situational awareness
The classical definition for situational awareness (SA) is End-
sley’s “perception of the elements in the environment in a
volume of time and space, the comprehension of their mean-
ing and the projection of their status in the near future”.[4]

According to Hunter et al.,[5] who have compared and dis-
cussed theoretical frameworks for SA, Endley’s theory is the
most appropriate one for paramedicine. Good situational
awareness is especially critical in high risk situations.[6] In
practice it means that, based on rapidly processed informa-
tion and an understanding of what is occurring in a situation,
experienced emergency care providers can make informed
assessments about how the situation will evolve and what
implications might be involved. Awareness of what still
needs to be known in a given situation, and knowledge about
what other people involved in the situation know or do not
know can also be considered important aspects of situational
awareness.[7] The selection and processing of information
is an iterative and dynamic process.[8] Being able to make
assessments and decisions under stress seems to be implic-
itly or explicitly associated with many discussions on SA.
According to Kuusisto,[9] SA essentially involves combining
external and internal knowledge (data from the environment
and awareness of one’s resources and the organization of
interaction within the system) and interpreting the situation
through oneself.

Researchers today agree that situational awareness also exists
at the level of teams and organizations.[6, 10] The term team
situational awareness (TSA) is commonly used to refer to a
shared understanding among team members. Other common,
related terms include shared situation awareness, team shared
awareness, team awareness and distributed cognition, among
others.[11]

Rosenman et al.[10] discuss TSA in association with the
larger concept of team cognition, stressing both the team
members’ relatively stable knowledge structures and the
team’s dynamic processes as represented by the interaction
between team members. TSA can be claimed to be related to
team situation models (shared knowledge) and to transactive
memory systems (collective awareness of how knowledge
is distributed in the team). Measuring TSA in healthcare
teams is challenging, but Rosenman et al. have proposed and
tested a method for simulation-based assessment of TSA or
shared understanding in interdisciplinary teams. Their results
demonstrated a positive correlation between TSA and team
clinical performance. The investigators summarize recent

research by claiming that good SA creates adaptive teams ca-
pable of modifying their cognitive, affective and behavioral
processes.[10]

There is still little in-depth research on SA in paramedicine,
although evidence from aviation and other high-risk indus-
tries shows that good SA reduces accidents.[5] In aviation,
SA has been conceptualized as an important component in
non-technical skills, that is in “the cognitive, social and per-
sonal resource skills that complement technical skills and
contribute to safe and efficient task performance”,[12] and as
a core component in Crisis Resource Management, alongside
with other important teamwork behaviors, for example lead-
ership, communication and resource utilization. In healthcare
industries, anesthesiology was the first specialty to adopt the
idea of SA and CRM principles, and it has been followed by
other specialties, including emergency medical services.[13]

As in the other high risk and high stress industries, the rapidly
changing situations typical of EMS make it important that
team members possess SA and actively share their observa-
tions when they assess patients, anticipate risks and make
decisions in order to secure the safety of all those present at
scene.[5, 14]

Some research exists on SA in prehospital EMS.[5, 8, 14–16]

Norri-Sederholm’s studies on paramedic field supervisors’
SA focused on the flow of information, formulating the field
supervisors’ information interest profile and revealing their
four roles, those of a decision-maker, planner, analyst and
situation follower. The most important information cate-
gories in developing SA were events, action patterns, deci-
sion and means. The five critical categories related to infor-
mation needs and information delivering involved incident
data, mission status, area status, safety at work and tactics.
The paramedic field supervisors were found to be multitask-
ing professionals, who built SA by combining the available
data with extensive know-how and tacit knowledge.[15, 17]

Busby and Witucki-Brown[8] developed a theory of SA in
multi-casualty incidents. They see SA as an on-going, it-
erative process, in which all new information informs new
actions, and all decisions made affect the emergency re-
sponse providers’ SA. The care providers’ SA – perception.
comprehension and prediction- is based on information from
multiple sources and essential in managing resources, roles,
relationships and emotions at scene.[8]

As summarized in a study of Arfsten on civilians’ situational
terror awareness,[18] in SA, the goal is to gather tactical,
actionable information accessible in the immediate environ-
ment through purposeful and active perception and to inte-
grate it into a coherent picture for imminent decision-making
or action. SA is not a state of knowledge, but a process. The
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widely known definitions do not include an affective (“gut
feeling”) component, or at least it is not rendered explicit.[18]

Last, in the military domain, situational awareness has been
presented as a middle layer in a human information model
consisting of the horizontal levels of situation picture, sit-
uation awareness and situation understanding (the highest
level). The top layer of the model developed by Kuusisto
contains information most relevant for decision-making, but
decisions are made based on information from all layers.
The model includes a description of the information classes
required in forming a situation picture, awareness and under-
standing.[19] Some researchers have claimed that the situation
picture and situational awareness are limited concepts, and
that the scholarly literature should strive towards the broader
concept of situation understanding.[11] Figure 1 summarizes
the concepts derived from relevant literature on situational
awareness.[4, 6, 9, 10, 19]

Figure 1. Concepts related to situational awareness

2.2 Identification of abuse in EMS
The ability to identify potential abuse is an important skill
that requires situational awareness in emergency care and in
health care services in general.[20] The National Advisory
Board on Social Welfare and Health Care Ethics in Finland
stresses that in the detection of abuse, the professional’s eth-
ical competence and respect for vulnerable clients are of
great importance. The ethical competence involves humane

interaction and appreciation of clients to help them access
their own resources.[20] Empathy, the ability to recognize
other people’s feelings while making a distinction between
self and other,[21] is required from professionals making an
effort to help the victims of violence and neglect. The ability
to empathize, however, may decrease with years of emotion-
ally taxing encounters, and the professionals face the risk of
developing a dehumanized perception of their clients.[22]

The victims of abuse or neglect can be of any age. Family
violence has been found to be the most prevalent form of
interpersonal violence. The perpetrators are most commonly
family members or informal care-givers. The term family
violence is commonly used to refer to any abusive, violent,
coercive or threatening behavior within a family. It seems
based on research that the most common forms of family
violence are child abuse, domestic violence against women,
elder abuse and sibling violence.[23] Emotional maltreatment
is more difficult to identify and define than physical and sex-
ual abuse.[24] The identification of any kind of abuse may be
challenging, because both the perpetrators and the victims
often try to hide or deny abuse.[25]

Women and children may be more likely to be subjected to
violence in their own homes by family members than out-
side home by strangers.[23] The use of intoxicants increases
the risk of violence in the family.[20] Elder abuse is often
associated with loneliness, poor daily coping and social ex-
clusion.[20, 26, 27] Elders may also become targets for financial
abuse.[28]

Various protocols and assessment tools have been compiled
for the identification of abuse, but few screening tools have
been created to assist EMS workers in their work. A checklist
suggested for older adults by Cannell[29] includes, besides
medical history and physical condition, the client’s behavior,
home conditions, caregiving quality, lack of social contacts
and support, contacts to EMS from friends or neighbors and
the emergency care provider’s instincts or “gut feeling”.[29]

The European Society for Emergency Medicine has recom-
mended the S.I.G.N.A.L program, which has been field tested
in several European countries, an intervention protocol of
proven efficacy for EMS personnel to guide the identification
and management of domestic violence.[30]

Prompt interventions and referral to further care and support
services can have a positive effect on the client’s life manage-
ment in the acute situation, but also in the long term.[31] In-
terventions can stop the problem from becoming chronic and
prevent the development of mental health problems, which
in turn can improve the family’s life quality and save society’
resources.[20]
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3. METHODS
This is a qualitative interview study conducted in Finland
with out-of-hospital emergency care providers. The findings
are based on inductive content analysis.

3.1 Objective
The study describes out-of-hospital emergency care
providers’ experiences and views of situational awareness
(SA) in the identification of abuse, including observations
that led them to suspect abuse. The knowledge produced
can be used to develop initial and continuing education for
emergency medical services (EMS). SA has not been studied
within the context of abuse identification in EMS before.

The research questions are:

1. What does emergency care providers’ self-defined situa-
tional awareness involve in the identification of abuse?

2. What observations lead emergency care providers to sus-
pect abuse?

3.2 Data collection
The study was conducted in Finland, in a medium-sized
hospital district. All the 180 professionals working in the
out-of-hospital emergency services of the hospital district
were contacted by email and invited to participate. All po-
tential participants shared the same information about the
study and had an equal opportunity to participate. The inves-
tigators did not in any manner influence the selection of the
targeted population. Twelve professionals, nine prehospital
emergency care providers and three community paramedics,
were willing to be interviewed. Having received all the rele-
vant information about the study, they were asked to sign a
written consent form. The concept of situational awareness
was not discussed beforehand; the study relies on participant
definitions of SA.

One investigator conducted the interviews with the partici-
pants in April and May of 2019. The interviews were based
on the following themes: (I) Abusive situations encountered
in EMS; (II) How is abuse detected in EMS; (III) Situational
awareness as an emergency care provider’s attribute; (IV)
What does an emergency care provider’s situational aware-
ness involve as a skill; (V) Factors that influence situational
awareness; (VI) Challenges in encountering abused clients in
EMS; (VII) Assessment of the abused client’s life situation;
and (VIII) Arranging further care for the client.

The length of the taped interviews varied from 45 to 60 min-
utes. The participants, 6 women and 6 men, were 25-50 years
old. All of them had been working for the out-of-hospital
emergency medical services for at least 3 years. The most ex-
perienced professionals had a work history of over 10 years

in the EMS. Almost a hundred pages of transcribed data were
generated (font 12 single spacing). Anonymity was secured
by numbering the interviewees.[32]

3.3 Data analysis
The study used inductive content analysis. The principal
investigator conducted the analysis, reading the material
through several times to detect phrases, clauses and sentences
that seemed to answer the two research questions. This was
continued until saturation was reached and no new themes
emerged. Summarized meaning units were formed and sim-
ilar items grouped together under categories. Categories
with similar meanings were sorted into generic categories,
which were abstracted into a main category. The other mem-
bers of the research team contributed by commenting on the
findings of the study. There was general agreement on the
interpretations.[33]

3.4 Rigor and ethics
Situational awareness is difficult to operationalize and mea-
sure. For this study, a qualitative approach was selected in
order to obtain a rich body of data to further and deepen
the understanding of the topic. The permission to conduct
research was obtained from the hospital district’s administra-
tive director of nursing.

The criteria of reflexivity, credibility, confirmability and
transferability were used to assess the rigor of the study.[34]

To start with reflexivity; the members of the research team
had prior knowledge of the topic based on extensive research
experience and first-hand preunderstanding of the identifica-
tion of abuse in emergency nursing practice. This facilitated
the analysis, but may have influenced the findings. The in-
vestigators were aware of holding presuppositions, and made
an effort to consult the data to avoid bias. The carefully
conducted analysis and reporting can help readers assess the
credibility and confirmability of the findings, or decide if the
results could be supported by other investigators. A number
of direct quotations (translated from Finnish) were included
to allow readers hear the original voice of the participants.
The investigators assume that the findings can be transferred
to EMS settings in other countries.

4. RESULTS
This chapter first presents the findings regarding the first
research question, What does emergency care providers’ sit-
uational awareness involve in the identification of abuse?
Based on the analysis of the interviews, situational aware-
ness appeared to consist of cognitive competence (logical
reasoning and detection of cause-effect relationships); emo-
tional competence (empathy and emotional intelligence);
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social competence (interaction skills and assessment of fam-
ily dynamics), and experiential knowledge. The latter part of
the results deals with emergency care providers’ responses to
the second research question: What observations lead emer-
gency care providers to suspect abuse? The analysis yielded
the following categories: The overall situation; the client’s
physical condition; the client’s mental condition; the context
and circumstances, and the logic in client reports. Direct
quotations are provided, with the interviewees coded P1-P12.
The results of this study have been summarized in Figure 2.

Figure 2. Situational awareness according to the study
participants

4.1 Constituents of situational awareness
4.1.1 Cognitive competence
According to the results, it seems that logical reasoning and
detection of cause-effect relationships were essential cog-
nitive skills contributing to the situational awareness of the
study participants. First, the emergency care providers ap-
peared to base their logical reasoning on their impression
of the client-context relationship. The interviewees were
more likely to suspect abuse, if they received conflicting
information from the client and the environment (context).
What the clients told was at times in opposition with the cues
present in the environment. Second, sometimes an absence
of communication was detected. Things were left unsaid,
which indicated that the client was withholding information
for fear of further violence or neglect from the abuser. The
emergency care providers said, for example,

“The environment was a little strange, first I noticed that
this old house was kind of messy, although they had clearly
cleaned it, then behind the couch there was this puke bucket,
which of course did not fit into the picture of an old person
like this, you see them in alkie places, where they fall asleep
on the couch in order to be able to vomit and keep drinking
beer at the same time, so they get the buzz over and over
again, so this bucket was something that did not fit into the
picture at all, then we found out that a bachelor son was liv-
ing there with his mother most of the time, he took advantage
of her money, because of unemployment he could not afford

to keep drinking for two weeks if he did not help himself to
his mother’s wallet.” (P1)

Third, the emergency care providers interviewed for this
study reported that they grew suspicious if a client did not
continue describing the original situation or symptoms, but
started meandering in an illogical way, bringing in new un-
related information. One of the interviewees described a
situation: “There were too many stories for what had hap-
pened, or the story kind of kept changing”. The interviewees
said that in addition to fear, this kind of reaction might be
explained by feelings of shame or by an attempt to protect the
abuser from punishment. Despite the suffering, the abused
may still love the abuser.

In addition to the observations and logical reasoning regard-
ing clients’ communication, the interviewees mentioned the
ability to anticipate and comprehensively assess the client’s
situation, the “whole picture”, as they said. One of them
explained,

“A paramedic’s situational awareness is a kind of reasoning,
which aims at stopping the revolving door system, people
coming for treatment again with the same or another com-
plaint, things not being dealt with, getting stuck. We should
develop the co-operation, to prevent the same person being
stuck in the cycle without proper attention, situational aware-
ness means that you recognize that the same person uses the
resources again and again, when the overall situation is not
under control, situational awareness also means courage to
break the vicious circle, let the cat out of the bag and inter-
vene with the abuse, when you see clients in their homes.”
(p8)

Last, the detection of cause-effect relationships emerged as
a cognitive element in the emergency care providers’ situa-
tional awareness. They reported having detected potential
abuse based on patient interviews and physical assessment.
The patient’s symptoms were a starting point for seeking
explanations, especially if the symptoms seemed uncommon
or severe in relation to the patient’s report. These symptoms
could involve, for example, “bruises in unexpected places,
in children bruises in areas that cannot be explained by chil-
dren’s normal activity” (P2), or “The grandma had bruised
buttocks, she said she had fallen down the stairs, but there
were no stairs in the house, and she had not been out for
years, and could not move properly”. (P6)

4.1.2 Emotional competence

Besides cognitive skills, emotional skills, especially empathy
and emotional intelligence, were seen to be constituents of
situational awareness. The emergency care providers also
repeatedly referred to having had a “gut feeling” or an “in-
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tuitive feeling” that all was not well. For example, “I had
this funny feeling right from the start, a premonition that
something was wrong about the situation.” (P5)

Placing oneself in another person’s situation and making
an effort to reach the other person’s experience of reality
were mentioned in the interviews as helpful skills, especially
when working with depressed, anxious and fearful clients,
who may have been subjected to abusive behavior. Accord-
ing to the emergency care providers, approaching clients
with empathy and compassion helped to gain their trust and
made clients more likely to open up and tell about their fears
and abusive experiences. The interviewees described their
work as follows, “I have got into the habit of asking about
the person’s life history, because empathy has a surprisingly
calming effect on the situation.” (P7)

“When you express understanding, you can turn the situation
around, I have been doing that, a lot of talking, because of
that I have discovered many things that affect the situation,
well, the interview is essential, good antennae. The seventh
sense is not always enough, you have to figure out something
else, a complementary question, asking in an inconspicuous,
neutral way and being present, giving space to the client, so
the client will give you the diagnosis, they can tell a lot more,
also about abuse.” (P3)

The interviewees pointed out that clients who have been
subjected to abuse are very vulnerable and prone to exhibit
various emotions and reactions, depending on how serious or
unexpected the situation has been. This requires situational
sensitivity and ability to determine if the client can cope with
the situation, or whether emergency mental health services
or crisis intervention is indicated. One of the emergency care
providers described a situation, “We had a call with a dead
person, and tried to get some sort of crisis response for them,
it was a situation where they could have used mental support
and comfort. Somebody had been killed and another one
stabbed and the family members were in a state of shock.”
(P11)

The interviewees stressed the importance of listening, “being
present” and providing an appropriate response to emotional
reactions. The ability to interpret nonverbal behavior was
mentioned as well. For example, “It is a form of ethical
competence, emotional competence, the way you recognize a
social emergency and know what to do, what you are allowed
to do in a person’s home territory, it is nonverbal speech,
reading between the lines.” (P3)

Finally, emotional intelligence skills are also of importance
from the perspective of occupational safety. The intervie-
wees mentioned situations, in which the abuser was present

and implicitly or explicitly aggressive or under the influence
of drugs. For example, “Emotional intelligence skills and
situational sensitivity have been helpful, we have always got
out of the scene when guns and knives have appeared” (P6),
and “ Emotional intelligence, situational awareness, a gut
feeling, that is what is needed when you are faced with strong
hate speech, there is more of that nowadays.” (P8)

4.1.3 Social competence

Further skills that emerged as important constituents of sit-
uational awareness in this study involved interaction skills
and assessment of family dynamics, presented here under the
heading Social competence.

Professionals in emergency medical services may face com-
plex situations, in which good interaction skills are necessary.
The interviewees gave examples of situations, where the sus-
pected abuser and abused were simultaneously present, the
atmosphere was fearful, and open communication did not
seem possible. The following quotations from two intervie-
wees are examples of threatening situations, in which the
need for good interaction skills becomes pronounced.

“If there is this fear or awkwardness in an interaction situ-
ation, well, if you realize that there’s something, you start
feeling that you want to know more about it, find out about it,
that is what situational awareness is, it depends on who is
there, and if you start suspecting that this is now the guilty
one, you may not be able to bring it up there and then, there
is this discretion that belongs to situational awareness, you
don’t just blurt out everything you’ve noticed, because you
don’t know how the others will react, especially if someone
feels guilty there, there may be an aggressive outburst.” (P4)

“The man was at least two meters tall if not taller, but then
what happened, I realized that the client was threatened, and
there was also an occupational safety risk, so that if I had
asked the wrong questions at that time, he might have reacted
with aggression. But then, after he had gone, we stopped
beating about the bush.” (P7)

According to the interviewees, interaction skills were re-
quired to make a realistic assessment of the overall situation
without causing risk to anyone’s health and safety. As one
participant put it, one had to “figure out a way to open up
the situation, cleverly, with humility and respect” (P10). The
interviewees pointed out that at times, situations escalated so
that it became necessary to transport the client to the emer-
gency clinic for an assessment and interview. In such cases, it
was essential to separate the suspected abuser and the abused
in order to protect both the client and the care providers. In a
safe environment it was more likely that the client found the
courage to report what had happened.
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Good interaction skills were also necessary to ensure smooth
collaboration between the professionals in challenging situ-
ations, and to improve what the interviewees called “team
awareness”. One of the interviewees told,

“It even happened that there was no reason to take the client
to hospital and my colleague was wondering a little, why
are we transporting this client, why did you say that now
we are leaving – and then I said I’ll tell you at the hospital,
and during the ride I kept interviewing the client and getting
more information, and the driver was listening in the vehicle,
and I didn’t have to explain any more after all.” (P1)

Another finding that emerged from the analysis was that
the observation of family dynamics to detect intimate part-
ner violence, child maltreatment and other forms of abuse
was seen to be an important part of situational awareness.
According to the interviewees, this is a challenging task dur-
ing a typically short contact that requires what they called
“psychological situational awareness” and work experience.
The emergency care providers told that they needed to keep
their eyes open for signs of intoxicant abuse, “learned help-
lessness” and indifference. In the examples given by them,
a baby “had been left in the car in a hot day, the parents
blasted, sunning themselves, we had to take the baby to the
emergency clinic” (P12), and another baby’s parents “out
clubbing, with the baby left outside the bar in a stroller. Un
unknown bypasser had called the emergency number, so we
got there.” (P11)

According to the participants, the assessment of family dy-
namics was based on the observation of verbal and non-
verbal interaction. The emergency care providers told that
they paid attention to what was shared between family mem-
bers, and what was “hushed up”, possibly due to feelings of
shame, guilt or fear. As one participant put it, “the abused
may feel ashamed and deny the situation, because they are
afraid”. (P3) In another example, one person dominates
the interaction in a family; “If the other person replies, she
or he is at once put down, things like that, you notice from
communication that they are not in good terms” (P9). The
emergency care providers also observed non-verbal cues in
family members, for example physical distance maintained
between people. In one case, “the arm was broken, they just
said that the child had fallen off a swing, but clearly the child
avoided one of the parents.” (P12)

The interviewees pointed out that ethical issues needed to
be considered in the assessment of family dynamics. They
said that despite suspected abuse, it was important to ap-
proach family members neutrally, and not accuse them of
anything. For example, one participant told, “I usually ask if
they want help there or if they think they can cope on their

own, I almost always ask that, because all families have a
different setup.” (P11). Concerns about potential abuse had
to be addressed in a discreet manner. Several interviewees
agreed that bringing up a concern with family members was
not an easy task, because the problem was commonly denied.
One had to “think carefully if it was possible to bring it up
on scene.” (P4). Some specific situations were also described
during the interviews, for example “One of the spouses has
Alzheimer, is jealous and controls the other one, it’s hard
for both of them, talking sense doesn’t help, there’s no use,
they don’t get it.” (P6) One of the emergency care providers
discussed the difficulty of dealing with suspected child abuse
as follows:

“It is quite difficult, how to bring it up to the parents in that
situation in a neutral way, you can’t just blurt it out – how
to communicate that the injury is not a typical one – like a
bruise would be in a child of this age, to ask are you sure it
happened the way you told me, it can be quite a challenge,
and of course in such a situation I start suspecting that the
child has been abused, that the injuries don’t match the mech-
anism of injury, what the parents tell, what has happened, of
course in that situation you take the child to hospital, to be
examined, but how to say it to the parents, when you have
to be honest, on the other hand, it won’t work if the parents
get insulted, if you accuse them, it may be a challenging
situation.” (P5)

4.1.4 Experiential knowledge

There was one more element, the use of experiential knowl-
edge, that emerged from the data analysis as a significant
constituent of situational awareness. According to the emer-
gency care providers, their previous experience of work with
children, older people and clients of mental health services
made them better prepared to identify abusive situations and
to decide what action to take. The participants felt that earlier
encounters with abused clients had increased their sensitiv-
ity and “intuition”, or “gut feeling” about various situations.
One of the participants, for example, faced with a fist fight
between a drunk couple had been able to refer to an earlier
case of domestic violence and follow the same course of
action, separating the couple and talking to them one by one.
As one of the interviewees elaborated,

“It’s a kind of sensitivity that develops with work experience,
the first thing I paid attention to during the first 15 seconds
was that it was a shabby-looking house, mainly ok, what you
can expect from an old house, no design, but then this puke
basin didn’t fit into the grandma’s place, she didn’t show the
habitus of an alcoholic, she was a non-drinker, so why is the
basin there, something is wrong now, and there were sheets
on a black leather couch. You could see that someone had
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been sleeping there, but the grandma had a nicely made bed
in the bedroom.” (P1)

The interviewees further mentioned that the “gut feeling”
was especially useful in situations involving several peo-
ple besides the client. The participants claimed that a well-
developed gut feeling or intuition could also help identify
clients’ problems even when the emergency care providers
and clients had no common language.

4.2 Indicators of abuse
4.2.1 The overall situation
The second research question in this study was: What obser-
vations lead emergency care providers to suspect abuse? The
ability to detect certain indicators of abuse is seen to be part
of the emergency care professionals’ situational awareness.

The emergency care providers interviewed for this study told
that in their work, they always took into consideration the
overall situation on scene. First, it was essential to determine
the most serious or urgent problem. In addition, both the
client’s and the care providers’ safety needed to be secured.
For example, as one of the participants said, “When we get
there, we must check the exits, check the environment and
take into consideration all potential risk factors, make ob-
servations, try to assess how people are coping here, in this
home” (P7). Another interviewee explained: “First, in an
apartment with drug users or intoxicated people, I concen-
trate on finding the person in need of treatment, then I take
a general look at the other people’s condition and quickly
check the exits.” (P4)

According to the interviewees, the assessment of the overall
situation provides a background for the recognition of po-
tential cases of abuse. For example, learning about broken
family relationships, divorce or conflicts in a blended family
can help emergency care professionals put their observations
into a context. One of the participants described a situation as
follows: “A girl said that her mother had spent three weeks
with some man in XXX and didn’t care where the daughter
was, young people sit in a park, they have no other place,
she had cut open her wrists.” (P6)

4.2.2 The client’s physical condition
The emergency care providers reported that they used the
ABCDE protocol to assess the physical condition of their
clients. In addition to the measurements and observations
based on the ABCDE approach, they paid attention to their
clients’ general appearance and physical complaints and
symptoms. One participant said, “I always assess the patient
using the ABCDE protocol, then I check for cuts, lacerations,
bruises and fractures” (P3). Second, the interviewees re-
ported comparing their observations to the clients’ report

of the incident to detect signs of physical abuse. These in-
volve, for example, “injuries that don’t make any sense at all,
like both hands have been burnt”. One of the participants
described the assessment:

“To see if there is a reply, if the heartbeat is regular, if the
skin is warm or cold, is there cold sweat, what does the client
look like, pale face, sleepy or alert, is there a coherent reply,
at the same time you can check many things, see if there is
a problem in the protocol, if we need more examinations, a
more detailed assessment, so in a way ABCDE is so handy
and fast to do, it should be done in every situation.” (P2)

“If the client was an older person, special attention was paid
to nutrition. One of the emergency care providers described
a situation encountered in a client’s home: “then there was
the grandma’s malnutrition, her tongue was dry and cracked,
protruding bones, I checked the fridge and there was nothing
but the light”. (P8)

4.2.3 The client’s mental condition
The interviewees further reported that they paid attention
to clients’ mood, psychological state, memory and apparent
resources. Suspicion of abuse was often an incidental find-
ing based on client’s hyperventilation, anxiety or fearfulness.
Clients’ expressions of guilt or shame had sometimes alerted
the emergency care providers to the possibility of abuse in
the family. The interviewees paid attention to how the sit-
uation was described, trying to “read between the lines”, if
they got the impression that the client was not telling every-
thing or tried to hide an essential piece of information. The
participants said, for example: “When you ask yourself why
the grandma had a panic disorder, at least the reason was
clear, the fear of what the son might think of next” (P1) and

“Sometimes there are these bachelor sons or daughters who
take advantage of the old people, the old people are afraid
and feel guilty, they try to hide the situation and protect their
child.” (P7)

4.2.4 The context and circumstances
Assessing the physical context and living circumstances of
clients was mentioned as part of the practices established
to detect potential abuse. As one participant said, “All ob-
servations, not just the physical and mental issues, but the
whole context, comprehensively” (P2). Occasionally the
clients’ social distress and financial problems were evident.
For example, “The children’s clothes were dirty, wrong-sized
clothing, the family had no money. . . .” (P3)

Signs of alcohol and drug use in the context frequently
seemed to make the emergency care providers pay atten-
tion to the possibility of abusive behavior. One participant
explained how children could be affected:
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“Minors, who have used something, having cramps over and
again, vomiting until nothing comes out, staggering blood
alcohol levels, you start asking yourself if their home circum-
stances are in order, how can a 12-year-old get into such a
situation, where do they get the money for booze, often there
is a divorced family background.” (P8)

Other examples given by the participants involved older peo-
ple living in homes full of alcohol bottles or packages, but
seeming sober, although anxious and fearful. For example,

“hundreds of booze bottles in the hallway, but an ordinary
grandma in the cottage” (P4). Self-abuse was also men-
tioned; some clients neglected their nutritional needs and
used their money on alcohol and tobacco. One of the inter-
viewees described a client’s situation, “didn’t remember to
get food, but a half-liter liquor bottle, that was available.”
(P10)

The emergency care providers also mentioned poor tem-
perature regulation in the home as an additional indicator
of potential abuse. Some clients lived in too cold or too
warm rooms, which according to the interviewees could
be attributed to economic hardship or to intentional or un-
intentional neglect. In summer, lack of ventilation or air
conditioning in old houses frequently made the homes too
warm, whereas in winter, not being able to pay for the heat-
ing or not having the energy to bring in wood for a fireplace
resulted in too low temperatures in the home. To quote the
participants, “too cold places, in winter you may freeze even
inside” (p1) and “a dehydrated old person, exhausted from
heat in her own home, no ventilation and the temperature
was +32 degrees inside the cottage, she hadn’t had anything
to drink for hours”. (P4) According to one participant, the
situation could be “like a gossamer or sum of many things
that lead to abuse, the old person is left alone, nobody cares”
(P1). The interviewees also pointed out that problems could
be caused by clients’ memory problems or impaired body
temperature regulation. Sometimes the family members did
not recognize the problem.

4.2.5 The logic in client reports

According to the emergency care provides, differing and il-
logical reports from clients and other people present on scene
alerted them to suspect abuse. Sometimes the client’s report
changed during the interview, or the other persons presented
a different version of the incident. As a professional, one
needed sound experience, an ability to look at the situation
with calmness and concentration, and “good antennae, try-
ing to figure out something so one could decide what was
true and realistic in a situation”. (P5)

5. DISCUSSION
This qualitative study is based on interviews of 12 emergency
care providers from out-of-hospital emergency medical ser-
vices. The study aimed at exploring what the emergency care
providers’ self-defined situational awareness involved in the
identification of abuse and what observations had led them
to suspect abuse. The concept of situational awareness was
not discussed beforehand; the study relied on participants’
self-reported experiences and conceptions of SA. The role of
SA in the EMS has been discussed earlier,[14, 35] but not as a
skill or competence in the context of abuse identification.

According to the results, SA is based on a combination of
cognitive, emotional and social competence. SA is usually
defined as a cognitive concept,[18] but the participants to this
study pointed out that the SA required in the identification
of abuse was also based on good emotional intelligence and
interaction skills. They also repeatedly referred to a “gut
feeling” or “intuition” in the identification of abuse that de-
veloped through work experience. Similarly, the emergency
care provider’s instincts or “gut feeling” was included in the
checklist suggested for the identification of abuse in older
adults by Cannell,[29] even though intuition is difficult, if
not impossible, to validitate. Still, the results may prompt
reflection on whether it is useful to conceptualize SA – or ac-
tive perception, comprehension and prediction - as a merely
cognitive process. The study results may at least suggest that
the identification of abuse is not merely based on cognitive
action.

According to the interviewees, SA meant that in addition to
routine patient assessments and interviews, they observed
other factors that emerged in the situations or contexts. The
perceptions needed to be as objective as possible, combined
with logical reasoning and an examination of cause-result
relationships. In addition, the participants said that SA in-
cluded empathy skills, ethical consideration and an ability to
consider the overall situation at scene, including the assess-
ment of the atmosphere and family dynamics. The partici-
pants’ descriptions of looking at the overall situation were
similar to Arfsten’s summary of how in SA, the goal was to
gather information through purposeful and active perception
and to integrate it into a coherent picture for decision-making
or action.[18] Ethical practice meant that the emergency care
providers approached the alleged victims with sensitivity, and
exercised special care and discretion in encounters with the
suspected abusers. Abusers, too, were seen to be in need of
help. The interviewees further indicated that SA developed
with work experience. Much of this competence is probably
embedded as tacit knowledge.[15] It may be that experienced
emergency care providers examine the situation on scene
according to a model based on their previous experiences.
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Given that good emotional intelligence and interaction skills
are required in the identification of abuse and in bringing up
the concern with the client, attention should be paid to these
skills in initial and continuing education of emergency care
professionals. Sufficient and accurate communication has
been found to be essential for both situational awareness and
effective team work.[36] Simulation-based education can be
an effective tool in the development of situational awareness,
emotional intelligence and decision-making skills, which are
all necessary for high quality, safe encounters with abused
clients.[37, 38] Still, it must be accepted that newly graduated
healthcare professionals may focus most of their attention on
routine measurements and interviews, and may miss clues
that more experienced colleagues recognize as indicators of
abuse.

6. CONCLUSIONS AND IMPLICATIONS FOR
PRACTICE AND EDUCATION

According to the study participants, logical reasoning and
comprehensive assessment skills, but also empathy and so-
cial skills are required in the identification of abuse in the
out-of-hospital emergency care setting. Although situational
awareness develops with work experience, it is advisable for
educators to include a wide range of cognitive, emotional
and social skills in the initial and continuing education of
emergency care professionals. These skills can be practiced
using simulation-based education. The use of multiprofes-
sional learner groups in the simulations can help promote
team situational awareness and effective team work.
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