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Risk & Avoidable Harm Part 2: Responding to risk  

Phillip Ebbs, Dr Prue Gonzalez & Dr Paola Castillo  

 

Prelude (as with part 1) 

In this two part continuing professional development series, we explore the complex and 

often sensitive topic of clinical mistakes and events of avoidable patient harm (sometimes 

referred to as iatrogenic harm) which may occur in paramedic practice environments. As has 

been shown in our first article, the potential for mistakes and avoidable harm must be seen 

as a persisting risk within our healthcare. Our response as paramedics must be one of 

empathy towards those involved in incidents of avoidable harm, and also one of duty to 

better understand the nature of risk and unintentional error within paramedic practice 

environments.   

 

Introduction 

This second and final article of the series shows that the paramedic profession is not alone in 

experiencing the problems of risk and avoidable patient harm. We explore the science behind 

why professionals may perceive and respond to risk in very different ways, both within 

paramedicine and across the emergency professions. Our series concludes by discussing 

established models of self-efficacy which may help individual paramedics and teams as they 

work to respond to (and recover from) the problems of risk and avoidable harm within 

paramedic practice environments.  

 

https://doi.org/10.12968/jpar.2019.11.10.CPD1
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Paramedics are not alone  

At the turn of this century, the Institute of Medicine released the landmark report, “To err is 

human: Building a safer health system” which highlighted that clinical error within healthcare 

environments was ubiquitous, resulting in tens of thousands of avoidable patient injuries and 

deaths each year in the United States alone (Kohn et al., 2000, 1-5). In almost twenty years 

since the release of this report – and despite considerable international efforts – successive 

evaluations have shown that only small reductions in events of avoidable patient harm have 

been achieved across western healthcare systems (Longo et al., 2005; National Patient Safety 

Foundation (NPSF), 2015; Braithwaite, 2018). In the United Kingdom, for example, it has been 

suggested that “8-12% of admissions to hospitals will involve an adverse event, resulting in 

harm to the patient. Between half and one third of these adverse events are thought to be 

preventable” (Illingworth, 2015a, 2; see also Rafter et al, 2015).  

We provide these figures to show that paramedics are not alone in dealing with the challenges 

of human error and avoidable patient harm. To the contrary, modern healthcare systems 

recognise that all clinicians in all professions are susceptible to these risks. Due to the 

complexity of modern healthcare environments, it is also increasingly accepted that 

engagement from all clinicians and specialisations is required if lasting solutions to the 

problems of human error and avoidable patient harm are to be realised (Braithwaite, 2018; 

Leape et al., 2009; Khan et al, 2018).  

Therefore as paramedics, not only are we ‘not alone’ in experiencing the challenges of human 

error and avoidable patient harm, we also have an important role to play in supporting our 

colleagues – both within, and outside of the paramedic profession – if we wish to effectively 

prevent and respond to these pervasive risks.  

However, despite our best intentions to work together with our colleagues to identify and 

respond to risks, we inevitably find that clinicians will disagree (sometimes fiercely) about 
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whether certain decisions or practices even constitute a risk, or about the best way to respond 

to those risks. These disagreements can sometimes hamper teamwork and collaboration, so 

therefore we use the next section to explore the epistemology of risk (see Box 1) – a field 

which can help us understand why two or more people may form very different opinions about 

‘risk’, even when they are dealing with exactly the same situation.  

 

Box 1: Defining ‘epistemology’ in relation to risk 

Epistemology is concerned with how people come to know and interpret the reality around 

them, and – when applied to risk management – recognises that ‘risk’ is a term that will be 

understood and applied by people in different ways.  

 

 

Epistemology & risk 

It’s not unusual for two paramedics to form different views about the level of risk associated 

with cases they may attend. Sometimes if we are frustrated, we may use simplistic anecdotes 

to explain and justify our differences of opinion with colleagues: “the other paramedic is always 

over-reacting because they are not as experienced as I am”, or “it’s easy for the other 

paramedic to be relaxed about everything because they are uneducated about the dangers in 

front of them”. Rarely are such anecdotes accurate or helpful.  

Professionals form perspectives about risk based on factors which extend beyond their 

professional training and experiences. Perceptions about risk are often influenced by diverse 

psychological, social and cultural factors (Taylor-Gooby & Zinn 2006; Kahneman & Tversky, 

1974; Khaneman, 2011; Lupton, 2013; Slovic, 2010; Paek & Hove, 2017), including: 

 Contextual norms & expectations – for example, the routine hardships of one 

community will often be seen as ‘low risk’ in those communities, but ‘high risk’ in 

communities where those hardships are rare  
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 Previous life experiences – including childhood, family and cultural experiences 

 Cognitive bias – as demonstrated by the selective attention, priming and confirmation 

bias experiments in part 1 of this series 

 Heuristics – ‘rules of thumb’ or cognitive shortcuts which the individual has developed 

over time 

 Emotional factors & ‘affect heuristics’ – where an individual’s perception of risk is 

informed by how they feel about a situation (for example, a paramedic wouldn’t feel 

right if they didn’t help an injured child)   

 Attribution – such as attributing likely motives to another person’s actions, or attributing 

the cause of an event to a coincidence rather than a persistent threat, or vice versa.  

 

The list above is not exhaustive, and yet any one of these factors is sufficient to cause two 

intelligent and experienced professionals form very different opinions about potential risks, 

even when they are treating the same patient, or attending to the same emergency incident. 

Box 2 provides a hypothetical example which allows us to consider the logical reasons why 

two paramedics with the same level of training and years of experience may perceive risk 

differently when attending a case.  

[Box 2] 
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Box 2: Understanding perceptions of risk 

Let’s imagine that two paramedics who have exactly the same level of training and exactly 

the same number of years’ professional experience are responded to the same 

emergency call.  

 

A semi-trailer has crashed on a busy road in the heart of the city. The driver of the vehicle 

says he is shocked and dazed, but is otherwise uninjured. A female pedestrian – who was 

pushing a pram and tripped on the footpath as she was moving out of the way of the 

vehicle – does not want to be assessed by paramedics, saying she would prefer to see 

her GP instead.  

 

These two paramedics assess the scene and yet form drastically different views about the 

level of risk associated with the case:  

 ‘Paramedic A’ grew up in this part of the city. He believes there are potentially 

serious risks that still need to be excluded 

 ‘Paramedic B’ drove semi-trailers before studying to be a paramedic. She believes 

the case is more of a ‘routine emergency’, and that no special fuss is required.  

 

A range of factors may cause these two paramedics to form legitimate, and yet differing, 

opinions about risk relating to this incident. Their perceptions of risk may be influenced by 

factors including familiarity/unfamiliarity with such incidents (contextual norms), family and 

cultural experiences (relating to the injured female, for example), cognitive bias and 

heuristics, or even through attributing the accident to different causes.  
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Another reason why professionals might perceive risk differently to their colleagues – both 

within, and outside of the paramedic profession – is made apparent when we explore what 

comprises a ‘risk’.  

Risk has two components: objectives and uncertainties (International Organization for 

Standardization, 2018). In itself, an uncertainty is not a risk. Rather, a risk is perceived when 

a persons objectives are threatened by an uncertainty. On one hand, colleagues will perceive 

risks differently because they perceive uncertainties differently. And on the other hand, 

colleagues will perceive risks differently because they have different objectives (or roles) when 

compared to other people around them. We briefly explore this in Box 3. 

[Box 3]   

Box 3: Objectives & uncertainties 

 Two paramedics – even where they have the same level of training – may have very 

different perceptions of risk when encountering the exact same situation, simply 

because they have different backgrounds and experiences (as has been explored 

earlier in this section); and,  

 Two staff from different agencies – one a police officer and one a paramedic, for 

example – may also have very different perceptions of risk when encountering the 

exact same situation, not only because of their different backgrounds and experiences, 

but also because they have different objectives. The police officer will identify risks 

based on her objectives of public safety and law enforcement, while the paramedic 

may identify other risks based on his objectives of delivering care to an injured patient.  

See also Althaus (2005); Lupton (2013); Slovic (2010).  

 

 

Understanding the epistemology of risk means understanding that people perceive risk 

differently and will respond to risk in different ways. This is because people not only perceive 
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uncertainties differently, they also perceive their objectives differently. This understanding has 

significant implications on risk management in paramedic practice, namely:  

 Each paramedic may perceive risks slightly differently; 

 These differences are often due to the ways that people form opinions about what 

constitutes an ‘objective’ and/or what constitutes an ‘uncertainty’ in their practice;  

 Despite risk being perceived differently by two or more paramedics, those varied 

perceptions of risk are still valid. This is because a person’s perception of risk is rarely 

‘plucked out of thin air’; whether consciously recognised or not, there is usually a 

reason why a person perceives a risk in the way they do.   

 

Understanding the epistemology of risk is important for health and emergency professionals 

because sometimes the only way that we will clearly identify a risk – even a potentially 

catastrophic risk – is by considering the perspectives of our fellow team members and 

colleagues. This is because a range of factors are able to render one person blind to a 

particular risk, while enabling other team members to perceive the risk with clarity. This further 

supports the notion that we need the support of our colleagues (within and outside of our 

profession) if we truly wish to effectively identify and overcome the risks associated with 

emergency practice environments. Figure 1 provides a summary of the complexities of risk 

which we have discussed throughout this article.   
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Figure 1: Perceptions of Risk in Emergency Practice  

 

A remaining area which has not been addressed in this paper is the important role that patients 

(and often their families) can play in identifying risks within healthcare settings, and in 

contributing to the smooth and safe delivery of care (NPSF, 2015, 29-31). Patients are 

‘partners’ in the delivery of safe and effective care, even in the paramedic setting. In this article, 

however, we have tried to focus specifically on paramedics and their colleagues.  

 

Preventing (and recovering from) mistakes in paramedic practice  

If we are to accept that either the shortcomings of the human mind, or the complexities of 

practice will inevitably result in a mistake being made by an individual paramedic, then we are 

confronted with two important questions:  

a. How can we as a team of paramedics prepare ourselves to operate more effectively in 

high risk emergency environments?, and 

b. On an individual level, if I make a serious mistake or am involved in an event of 

avoidable patient harm, how will I regain my confidence to practise again? 
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At the beginning of this century – and partly in response to the To err is human report (Kohn 

et al, 2000) – many researchers turned to the fields of clinical judgement and decision making 

– and the related area of crew resource management (CRM) – in order to answer these 

questions.  

The fields of clinical judgement and decision making and CRM are critical components of risk 

management (Giddens 1990, pp.36-37; Lupton 2013); are widely recognised across many 

hospital-based professions (Gawande, 2009; Croskerry, 2014; Gibbons & Stoddart 2018); and 

have received considerable attention by paramedic researchers over the past decade (see for 

example, Summers & Willis, 2010; Cork, 2012; Price et al, 2013; Shields & Flin, 2013; Collen 

2017; O’Hara et al, 2015; Hunter et al, 2019; Perona et al, 2019). Research in this area is 

likely to be of continued interest within our profession for the foreseeable future (see Box 4). 

[Box 4] 
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Box 4: Further reading on clinical judgement and decision making   

In simple terms, the field of clinical judgement and decision making is concerned with 

understanding (and improving) the ways that clinicians perceive and evaluate information, 

and the way they make decisions based on that information. Crew resource management 

supports these efforts by focusing on the behaviours necessary for clinicians to work 

together to make good decisions during the delivery of patient care, often focusing on non-

technical skills including communication, teamwork or situational awareness and other skills 

(Shields, 2010; Summers & Willis, 2010).  

 

At the time of writing, Ryan & Halliwell’s article (2012) in the Journal of Paramedic 

Practice remains a highly relevant contribution to the field of clinical judgement and 

decision making in paramedicine, while a very recent article by Perrona et al. (2019) 

provides an up to date summary on this topic. These are good sources for further reading. 

 

Efforts in these fields have typically focused on solutions aimed at achieving broad system-

wide improvements in combatting the risks of human error by installing important policies and 

processes that aim to decrease the likelihood of mistakes and avoidable harm. Yet without 

undermining these hard-fought improvements, there is increasing recognition that sustainable 

solutions to the problems of risk and avoidable harm in healthcare also rely on the capabilities 

of individual clinicians and the local teams around them (Braithwaite, 2018; Illingworth, 2015b); 

such as, for example, the capabilities of individual clinicians and local teams to navigate the 

complex and diverse environments of paramedic practice, to learn from and influence one 

another to address risks as they arise, and to continuously change and adapt as new 

challenges emerge (Illingworth, 2015b, 2-3; Braithwaite, 2018, 2; Ebbs & Gonzalez, 2019).  

If the management of risk and avoidable harm in healthcare is reliant upon the capabilities and 

effectiveness of individual clinicians and the local teams around them, then it may be useful 

to view the fields of risk management, as well as clinical judgement and decision making from 
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a social psychology perspective (Long, 2012), which is interested in how social arrangements 

affect decision-making and judgements in risk.  

Social psychologists would contend that all social and workplace relationships, environments 

and organisational arrangements affect our abilities of judgement and decision-making in 

some way. Essentially, the relationships we foster and the work environments that we create 

will inevitably influence others’ abilities (positively or negatively) in responding to the risks 

inherent across our professional environments. This means that while we must take 

responsibility for preparing ourselves to identify and respond to risks that arise in paramedic 

practice, we also have an important role to play in helping our colleagues do the same.  

We now return to our earlier questions about how we as individuals and as teams of 

paramedics can prepare ourselves to respond to (and recover from) the challenges of risk and 

avoidable harm in our practice environments. We suggest that Bandura’s model of self-

efficacy (Bandura, 1977, 1997; Maddux, 1995) may be useful as a way of helping develop 

individual and team confidence in the challenging tasks of responding to risk and avoidable 

harm in paramedic practice.  

 

Bandura’s model of self-efficacy 

When we are confronted with a risk, our self-motivation and decision making processes are 

strongly influenced by personal beliefs about our ability to address the risk, or perform the 

tasks at hand (White, 1959). These personal beliefs are known as “self-efficacy” beliefs. In 

1977, Albert Bandura (p.193) defined self-efficacy as “the conviction that one can successfully 

execute the behaviour required to produce [an] outcome”.  Bandura described four main 

sources which individuals draw upon when forming self-efficacy beliefs, while more recent 

work by Maddux (1995) identified a fifth source. These are presented below (and are also 

illustrated in Figure 2):  
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1. Mastery Experiences – the most effective way of creating a strong sense of self-

efficacy is through mastery experiences (such as performing a task regularly or participating 

in multi-agency simulations, for example). When we attempt to do something and are 

successful, we feel that we have mastered something. A failure in that same task would 

undermine our personal efficacy beliefs. A resilient sense of self-efficacy (whether on a 

personal or team level) requires that difficult tasks are attempted regularly and obstacles are 

worked through (Bandura 1994). 

2. Vicarious Experiences – the second source of self-efficacy comes from vicarious 

experiences. We look to people around us – particularly people that we consider similar to 

ourselves – and we observe their successes. This raises our belief that we too possess the 

capabilities required to master the activities needed for success. Conversely, observing 

someone similar to ourselves fail often detracts from our self-efficacy beliefs. The extent to 

which vicarious experiences affect self-efficacy is strongly influenced by the perceived 

similarities between ourselves, and the person (or people) who we are observing (Bandura, 

1994). 

3. Social Persuasion – the third factor affecting self-efficacy is verbal or social persuasion. 

This is arguably one of the most obvious ways that colleagues can help one another prepare 

for practice, and also recover from an unintended mistake that may have occurred within the 

paramedic practice environment. When people are persuaded verbally that they possess the 

capabilities to master certain activities, they are more likely to put in the effort when problems 

arise, and they are more likely to sustain this effort as issues are worked through. On the other 

hand, when people are told they do not have the skill or ability to do something, they tend to 

give up quickly (Bandura, 1994). 

4. Somatic and Emotional States – stress, anxiety, worry and fear all negatively affect 

self-efficacy beliefs (Pajares 2002). Positive emotions can boost our self-efficacy, while 

negative emotions can diminish it (Bandura, 1994). 
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5. Imagined experiences – this final source of self-efficacy was proposed by psychologist 

James Maddux (1995). We can influence our self-efficacy beliefs by imagining ourselves or 

others behaving effectively in hypothetical situations.  

 

 

Figure 2: Developing efficacy  

 

Self-efficacy beliefs – whether for the individual paramedic or for teams of emergency 

professionals – are chiefly developed though five sources: mastery experiences, vicarious 

experiences, social persuasion, somatic and emotional states, and imagined experiences. Our 

perceived self-efficacy affects our level of motivation, quality of functioning, and resilience to 

adversity (Bandura, 1994). Self-efficacy beliefs strongly effect the way we approach a task, 

our motivation to engage in the task, the level of effort we exert, and the degree of persistence 

demonstrated when faced with difficulties. These are all critical components of negotiating the 
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challenges and risks inherent in paramedic practice environments. By improving self-efficacy 

beliefs – for ourselves, and for our team members – we can improve our perception, 

understanding and management of risks in paramedic practice. 

 

Conclusion  

Risks are ubiquitous across the paramedic environment and, unfortunately, human error is 

inevitable. A number of simple experiments (which were presented in part 1 of this series) 

demonstrate how easily the human mind can be tricked into an unintentional error, while a 

basic understanding of the epistemology of risk (presented in part 2) shows that practitioners 

will – quite logically – interpret and respond to risks in different ways.  

We note developments within the field of clinical judgement and decision making, and suggest 

that Bandura’s model of self-efficacy may contribute to team effectiveness, and also help 

individual paramedics regain their confidence after involvement in an unintended mistake or 

event of avoidable patient harm.  

Risk in paramedic practice is ubiquitous, yet paramedics are not alone in experiencing the 

challenges of risk and avoidable patient harm. There is increasing recognition that sustainable 

solutions to the problems of risk and avoidable harm in healthcare will be reliant upon the 

capabilities of individual clinicians and the local teams around them, so while we have a 

responsibility to prepare ourselves to respond to the risks inherent in paramedic practice, we 

also have an important role to play in helping our colleagues to do the same.  
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