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Abstract
Background The literature has identified numerous factors that contribute to workplace violence, ranging from 
environmental stressors to interpersonal conflict. However, a gap remains in our understanding of the specific factors 
associated with physical violence, particularly concerning its frequency and perceived significance.

Methods A summative content analysis was conducted via the electronic survey platform Porsline in Iran for data 
collection. In April 2024, EMTs working in urban, road, and air bases in western Iran participated in the study. In total, 
358 EMTs were selected via convenience sampling. They provided open-ended responses to the following question: 
“What do you believe are the most significant factors contributing to physical violence in your workplace?”

Results The analysis resulted in a comprehensive list of 1,407 descriptions, organized into 20 subcategories and 
further consolidated into ten main categories. The category with the highest frequency was “legal and policy 
deficiencies,” with a frequency of 3103, and the category with the lowest frequency was “workplace culture and 
professional satisfaction,” with 579. The categories based on frequency and significance included “legal and policy 
deficiencies,” “cultural and societal barriers,” “insufficient training and practical skills,” “shortcomings in organizational 
safety and support,” “interpersonal and operational pressures,” “organizational culture and workforce dynamics,” “barriers 
to effective prehospital care,” “resource and infrastructure limitation,” “challenges in interagency coordination and 
support,” and “workplace culture and professional satisfaction.”

Conclusion Legal reforms addressing legal inadequacies, enhancing organizational support systems, and 
implementing targeted training programs to mitigate conflicts are essential for fostering a safer working environment. 
By addressing these pressing issues, healthcare facilities can enhance emergency care, safeguard the well-being of 
emergency responders, and increase the quality of emergency medical services for communities.
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Introduction
Workplace violence (WPV) in prehospital systems is a 
critical issue that significantly impacts the safety and 
well-being of emergency medical service (EMS) person-
nel [1]. First responders, including EMTs and paramed-
ics, often operate in unpredictable environments where 
they are vulnerable to various forms of violence, such as 
physical, verbal, and emotional attacks [2]. Recent stud-
ies have shown that a significant proportion of emer-
gency responders experience WPV, with prevalence rates 
of physical violence (20.8%), verbal violence (66.8%), and 
sexual harassment (10.5%) [3].

WPV against EMS personnel can lead to physical 
injuries and have a profound impact on mental health, 
including PTSD, anxiety, and depression [4, 5]. The psy-
chological toll of such violence is exacerbated by the 
high-stress nature of their work, which often involves 
responding to emergencies in chaotic environments 
where emotions run high and tensions may escalate 
quickly [6]. Factors contributing to WPV include envi-
ronmental stressors such as inadequate staffing, a lack 
of security measures, and the presence of intoxicated or 
mentally unstable individuals, as well as interpersonal 
conflicts arising from the stressful situations encoun-
tered during emergency responses [7, 8]. Despite the 
documented prevalence of WPV in EMS settings, there 
remains a gap in understanding the specific factors asso-
ciated with physical violence, particularly concerning the 
frequency and perceived significance of WPV among 
EMTs. This lack of clarity hinders the development of 
targeted interventions to reduce such incidents in terms 
of their importance. Qualitative studies are critical in 
this context, as they provide nuanced insights into the 
experiences and perceptions of EMS personnel regarding 
WPV. By exploring the lived experiences of first respond-
ers, qualitative research can uncover the complexities 
of WPV, revealing underlying themes and patterns that 
quantitative studies may overlook [9, 10].

Understanding the dimensions of WPV is critical for 
developing effective interventions to reduce violence 
in high-stress occupations. By systematically examin-
ing instances of physical violence within the prehospital 
system and focusing on the frequency and significance 
of identified factors, this study aims to provide valuable 
insights that can inform policy changes and training pro-
grams designed to increase the safety and well-being of 
EMS personnel. Ultimately, improving the working con-
ditions for these first responders will protect them and 
strengthen the quality of care provided to patients in 
emergency situations. Therefore, the present study was 
conducted using a qualitative approach to prioritize fac-
tors that cause physical violence in EMS from the per-
spective of EMTs in the western region of Iran.

Methods
Design
This study utilized a summative content analysis 
approach beyond simple word counting to analyze 
underlying meanings (latent content) within the text 
[12]. This method, grounded in a social constructivist 
paradigm, allows for a deeper understanding of the text’s 
critical aspects and significance [13]. Before starting the 
study, ethical approval was obtained from the Ethics 
Committee of the Asadabad School of Medical Sciences 
(Code of Ethics: IR.ASAUMS.REC.1403.015). The partic-
ipants received a comprehensive briefing and were fully 
informed about the study’s objectives, benefits, and vol-
untary nature. They also provided their consent through 
a link to the study details. The reporting adhered to the 
Consolidated Criteria for Reporting Qualitative Research 
(COREQ) guidelines [11].

Sampling and participants
The study population comprised EMS personnel 
employed at urban areas, roads, and air bases in the 
western region of Iran (Hamadan, Kermanshah, Asad-
abad, Ilam, and Kurdistan) in April 2024. A convenience 
sampling method was employed to select participants, 
facilitating accessibility given the logistical challenges 
of reaching dispersed EMS personnel across multiple 
locations. Eligible participants included those holding a 
bachelor’s or master’s degree in nursing, an associate’s or 
bachelor’s degree in EMT, a bachelor’s degree in operat-
ing rooms, or a bachelor’s degree in anesthesia. Addition-
ally, participants were required to have a minimum of 
one year of experience working in emergency centers and 
bases; work full-time (12–24 h per day) on urban, road, 
and air bases; express a willingness to participate in the 
study; have no history of mental disorders; do not con-
currently work in other medical facilities or centers; and 
have not experienced any stress-related issues in the past 
eight weeks, such as the loss of a loved one. EMS per-
sonnel who submitted incomplete questionnaires were 
excluded from this study. Ultimately, 358 technicians 
completed the online questionnaire.

Data collection
The research instrument was derived from a section of 
the questionnaire on WPV in the healthcare sector and 
aligned with the objectives of the current study [12]. 
Porsline, an electronic survey platform based in Iran, 
was used for data collection. The first author, an assis-
tant professor in nursing with 19 years of experience in 
the prehospital system, emailed the questionnaire link to 
the heads of EMSs in five provinces. After verification, 
technicians were provided with the corresponding link 
through virtual channels for prehospital emergencies. 
The baseline data of participants who met the inclusion 
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criteria were analyzed. One question in the instrument 
solicited occupational and demographic information, 
including the province of work location, age, field of 
study, employment status, marital status, number of 
shifts worked, work experience, and base location. In 
the next question aimed at determining manifest con-
tent, participants were asked to provide an open text to 
respond to the following question: “What do you believe 
are the most significant factors contributing to physi-
cal violence in your workplace?” Additionally, they were 
encouraged to elaborate on their reasons in the free text 
box to extract the latent content. The time allocated to 
respond to the study question in the online questionnaire 
was 15 min.

Data analysis
A summative content analysis utilizing an inductive 
approach, where themes, categories, and subcategories 
were derived from the data, was employed to quantify 
and determine the frequency of keywords related to the 
factors of physical violence in the prehospital setting 
[13]. Initially, all the responses were entered into Excel 
software. The keywords were then identified, and their 
counts and frequencies were calculated. In the subse-
quent phase, the data were imported into MAXQDA 
software, version 2022, to identify codes, subcategories, 
and categories. The first author read the data multiple 
times to gain a comprehensive understanding, which 
provided a foundation for labeling the data (coding). The 
obtained codes were examined for similarities and differ-
ences, leading to the extraction and creation of subcat-
egories and categories. The second author independently 
coded a portion of the data to ensure intercoder reliabil-
ity and compared the resulting codes with those of the 
first author to reach a consensus on coding. Discrepan-
cies in codes were presented to a third individual with 
a background in emergency medicine. Additionally, an 
external author with expertise in prehospital emergency 
medicine participated in peer debriefing sessions with 
the research team to discuss coding practices, definitions, 
and examples. Systematic meetings were also held peri-
odically to review the coding methods, codes, code defi-
nitions, and examples of descriptions. For an example of 
encoding keywords and descriptions, see the following 
table:

Labeling
Keyword “Number of low emergency bases” Lack of emer-

gency bases
Description “The lack of facilities leads to 

increased workload, which causes 
delays in reaching the incident 
scene.”

Infrastructure 
Deficiencies

Trustworthiness
Credibility, transferability, dependability, and confirm-
ability were employed to increase the trustworthiness of 
the results [14]. Credibility, which pertains to the cred-
ibility of the findings, was achieved by providing a com-
prehensive description of the methods and study context 
and a detailed exposition of the results. Transferability, 
which relates to the reader’s perception of the applicabil-
ity of the findings to their own experiences, was ensured 
by substantiating each category with descriptions from 
the majority of participants as evidence and by presenting 
the results accurately and clearly. This approach assists 
readers in evaluating the relevance of the findings in vari-
ous contexts. Dependability, which emphasizes the con-
sistency and reliability of results across time and settings, 
was established by implementing audit protocols that 
detail all the research processes. Confirmability, which 
focuses on the objectivity of the findings, was secured 
through the research team’s involvement, peer debriefing, 
and resolution of coding discrepancies through consen-
sus discussions [15].

Quantitative results
This study included 358 emergency medical techni-
cians (EMTs) employed at medical universities in west-
ern Iran. The participants had a mean age of 33.96 ± 6.86 
years and an average work experience of 10.57 ± 6.80 
years (Table  1). The largest age group was 30–34 years, 
comprising 30.7% of the participants, whereas the most 
common range of work experience was 6–10 years, 
accounting for 26.8%. Most respondents held a degree in 
emergency medicine (75.6%), with 60.6% having a bache-
lor’s degree. Additionally, 43.6% were formally employed, 
and 74% were married. More than half of the staff (53.6%) 
worked 24-hour shifts, whereas the remainder worked 

Table 1 Noncategorical Variables Associated with EMT demographic characteristics
Quantitative Variables N Minimum Maximum Mean Std. Deviation
Age 358 22 54 33.96 6.869
Work Experience
(years)

358 0 34 10.57 6.805

Number of shifts per month 24 h 192 1 18 9.11 1.978
12 h 166 3 28 13.20 3.795

EMTs: Emergency medical technicians
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12-hour shifts. Furthermore, most EMTs were based in 
urban areas, representing 50.3% of the total (see Table 2).

Qualitative results
The participants entered 2,871 keywords related to the 
main question of the study. This resulted in the assign-
ment of 1,407 descriptions, which accounted for 48.7% of 
the data, and the extraction of 10 categories, 20 subcate-
gories, and 61 codes, each exhibiting varying frequencies 
across the different subcategories. This indicates that par-
ticipants repeatedly mentioned each keyword in response 
to the study question. Table 3 presents the categories and 
subcategories corresponding to each category’s high-
est and lowest frequencies. This finding underscores the 
significance of potential factors contributing to physical 
violence in the prehospital environment from the techni-
cians’ perspective.

Category 1: Legal and policy deficiencies
This category represents the most prevalent cause of 
physical violence in the prehospital setting. It encom-
passes three main categories and seven subcategories 
(Table 3), highlighting the absence of specific and trans-
parent laws and the most significant factors contribut-
ing to physical violence from a technician’s perspective. 
Within this category, the lack of appropriate punitive 

laws includes the following: “Without appropriate con-
sequences, perpetrators of violence may continue their 
behavior and undermine the organization’s commit-
ment to employee safety”; “Employees who witness or 
experience violence that is not addressed may lose con-
fidence in the organization’s ability or willingness to 
protect them”; “We do not have clear and transparent 
laws regarding physical violence”; and “If staff are not 
adequately informed about their legal rights, those rights 
will not be protected in the event of physical violence,” as 
expressed from the technicians’ perspective.

Category 2: Cultural and societal barriers
The current category was derived from two subcatego-
ries: substance use with a code (substance use among 
patients and companions), economic hardships, and cul-
tural misunderstandings with five codes (societal poverty, 
inflation, high costs, language and communication bar-
riers, cultural misunderstandings, prevalence of mental 
health problems, and public reluctance to cooperate). 
The most frequent code substance use among patients 
and companions (17.83%) and public reluctance to coop-
erate (3.41%) represented the least frequent issue. Key-
words and derscription related to this category included 
“impaired decision-making,” “behavioral control,” 
“Patients emotionally suffer easily and they are irritated 

Table 2 Categorical variables related to the demographic characteristics of EMT
Categorical Variables Category Frequency Percent
Field of Study Operating room 4 1.1

Anesthesia 12 3.4
Nursing 57 15.9
EMTs 274 76.5
Incident and crisis management 5 1.4
Other 6 1.7

Degree PhD 1 0.3
Diploma 7 2.0
Associate 112 31.3
Bachelor 20 5.6
Master 234 60.6

Type of employment Contractual 115 32.10
Permanent 156 43.6
Corporate 18 5.0
Tarhi 44 12.3
Temporary 25 7.0

Marital status Married 265 74.0
Single 186 26.0

Number of shifts
(in a month(

12 h 166 46.4
24 h 192 53.6

Deployment base in the
last 6 months

Road 174 48.6
Urban 180 50.3
Motorlance 2 0.6
Air 2 0.6
Total 358 100.0

EMTs: emergency medical technicians
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Categories and subcategories Codes Frequency of code (f) % of total 
keywords (% of 
2871)

Legal and policy deficiencies (Total frequency, 3103)
 Lack of effective laws Absence of appropriate punitive laws 681 23.71

Ineffectiveness of existing laws 490 17.06
 Inadequate legal processes Inadequate response to prior violent 

incidents
554 19.29

Delayed and inefficient legal processes 370 12.88
 punishment issues No punishment of offenders 443 15.43

Disproportionate crime-to-punishment ratio 410 14.28
Lack of awareness of legal protections 155 5.31

Cultural and societal barriers (Total frequency, 1983)
 Substance use Substance use among patients and 

companions
512 17.83

 Economic hardships and cultural misunderstandings Societal poverty, inflation, and high costs 430 14.97
Language and communication barriers 420 14.62
Cultural misunderstandings 367 12.78
Prevalence of mental health issues 156 5.43
Public reluctance to cooperate 98 3.41

Insufficient training and practical skills (Total frequency, 1745)
 Interintra personal skills and patient interaction Inadequate patient interaction skills 396 13.82

Insufficient practical skills 391 13.61
Lack of de-escalation techniques 387 13.47
Low resilience 291 10.13
Poor driving proficiency 112 3.90
Patient stigmatization and blame 89 2.78
Limited conflict resolution skills 79 2.75

Shortcomings in organizational safety and support (Total frequency, 1558)
 safety equipment and procedures Inadequate safety and protective equipment 390 13.58

Ambiguous reporting procedures 311 10.83
Neglect of personnel safety 178 6.93

 Rights and mental health support Inadequate protection of staff rights 199 10.09
Insufficient mental health support 93 3.23
Lack of peer support programs 77 2.68

 Legal issues Absence of clear anti-violence guidelines 234 8.15
Lack of in-office legal counsel 76 2.64

Interpersonal and operational pressures (Total frequency, 1232)
 Communication challenges Patient and client stress and anxiety 312 10.86

Miscommunication between team 
members

141 4.99

 Dispatch and mission delays Delays and inaccuracies in dispatch 242 8.42
Delayed mission announcements 204 7.10
Unexplained operator delays in mission 
announcements

185 6.44

 Behavioral misconduct Colleague misconduct 148 5.15
Organizational culture and workforce dynamics (Total frequency, 1079)
 Recognition and advancement Pay disparities 234 8.15

Negative psychological work environment 220 7.65
Misconduct by superiors and colleagues 188 6.54
High turnover rates 173 6.25
Lack of merit-based promotions 101 3.51
Inadequate recognition of achievements 87 3.03
Impact of free emergency services 76 2.64

Barriers to effective prehospital care (Total frequency, 965)

Table 3 EMT descriptions of the most important physical workplace violence factors in terms of frequency
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by the slightest misunderstanding,” and “Language bar-
riers can create a feeling of alienation, making patients 
more frustrated and less willing to cooperate.”

The absence of appropriate punitive laws (23.71%) 
and lack of awareness regarding legal protection (5.31%) 
were identified as the most and least frequent causes 
of physical violence, respectively. Keywords associated 
with this category include “legal gaps,” “policy shortcom-
ings,” “accountability issues,” “lack of deterrents,” “delayed 
justice,” and “awareness of legal rights.” Notable state-
ments on this topic include “limited access to health-
care,” “frustration with financial constraints,” “cost of 
living,” “communication problems,” and “prevalence of 
mental illness.” Technicians highlighted that issues such 
as “substance use leads to impaired judgment, increas-
ing the likelihood of conflicts and potential violence in 
tense situations,” “Patients under alcohol influence often 
exhibit unpredictable behavior, making it challenging to 
provide care,” “The presence of substances can heighten 
anxiety and aggression in both patients and their com-
panions,” “When companions are intoxicated or high, it 
can escalate tensions and compromise communication 
with healthcare providers,” and “Economic pressure has 
caused tension patients and companions.”

Category 3: Insufficiencies in training and practical skills
This category highlights the critical role of training and 
skills, focusing primarily on necessary skills and scene 
management when dealing with patients in a prehospi-
tal setting. It encompasses a subcategory (interpersonal 
skills and patient interaction) with seven codes (inad-
equate patient interaction skills, insufficient practical 
skills, lack of de-escalation techniques, low resilience, 
poor driving proficiency, patient stigmatization and 
blame, and limited conflict-resolution skills). The most 
prevalent issue, inadequate patient interaction skills 
(13.82%), underscores the importance of enhancing 
interaction techniques, whereas limited conflict resolu-
tion skills (2.75%) are the least reported. This category 
includes keywords such as communication barriers, 
“communication barriers,” practical skills,”

“empathy deficits,” “inadequate training,” “hands-on 
experience,” “de-escalation techniques,” “practical driv-
ing skills,” and “stress reduction.” Technicians empha-
sized that “effective communication can significantly 
reduce the risk of confrontation,” “de-escalation train-
ing is crucial for handling volatile situations,” and “we 
often feel unprepared to manage conflicts due to insuf-
ficient training.” Some technicians also expressed, “If we 

Categories and subcategories Codes Frequency of code (f) % of total 
keywords (% of 
2871)

 Public awareness and mistrust Public unawareness of emergency systems 360 12.53
Unawareness of emergency infrastructure 196 6.82
Poor media portrayal of EMS 87 3.03

 Misinterpretation of Roles and Patient Urgency Role and responsibility misunderstandings 212 7.38
Misjudged urgency of patient conditions 110 3.83

Resources and infrastructure limitations (Total frequency, 951)
 Infrastructure deficiencies Auxiliary fleet deficiencies 217 7.55

Inadequate staffing levels 162 5.64
Insufficient emergency bases 150 5.22
Poor facility maintenance 154 5.36
Lack of workplace facilities 58 2.02

 Equipment issues Equipment malfunctions and outdated 210 7.31
Challenges in interagency coordination and support (Total frequency, 931)
 Coordination issues and jurisdictional conflicts Delayed backup support 290 10.10

Jurisdictional disputes 287 9.99
Poor interorganizational coordination 265 9.23
Unwarranted law enforcement interference 89 3.09

Workplace culture and professional satisfaction (Total frequency: 579)
 Recognition, career growth, and job satisfaction Unawareness of primary responsibilities 200 6.96

Feeling undervalued and disrespected 54 1.88
Inability to cope with job demands 38 1.32
Work-life imbalance 38 1.32

 Lack of motivation and support Low motivation for quality work 149 5.18
Lack of career advancement opportunities 100 3.48
Disengagement and burnout 76 2.65

EMS: Emergency medical services

Table 3 (continued) 
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cannot communicate effectively with the patient, we are 
ill-equipped to manage the scene, laying the groundwork 
for violence,” “lack of control in emergency patient care 
will inevitably lead to resentment and escalation,” “we 
must approach patients with empathy; otherwise, we 
risk losing control when faced with their aggression,” and 
“blaming the patient and absolving ourselves of responsi-
bility will only fuel a conflict-prone environment.”

Category 4: Shortcomings in organizational safety and 
support shortcomings
This category addresses deficiencies in organizational 
structures that contribute to violence in prehospital set-
tings. It comprises three subcategories (safety equip-
ment and procedures, rights and mental health support, 
and legal issues) and eight codes (inadequate safety and 
protective equipment, ambiguous reporting procedures, 
neglect of personnel safety, inadequate protection of 
staff rights, insufficient mental health support, lack of 
peer support programs, absence of clear anti-violence 
guidelines, and lack of in-office legal counseling). The 
primary issues, inadequate safety, and protective equip-
ment (13.58%), emphasized the insufficient resources 
available to protect staff. In comparison, the absence of 
in-office legal counseling (5.95%) was recognized as the 
least common concern. The keywords “equipment short-
ages,” unclear protocols, “unsafe working conditions,” 
inadequate mental health support, “ambiguous report-
ing procedures,” and “legal uncertainty” were central to 
this category. The main latent content from the descrip-
tion that the technicians had related to the category was 
“Without proper support and resources, we feel vulner-
able and unprotected,” “Clear antivolence guidelines are 
essential for our safety,” “The absence of legal counsel 
leaves us exposed in critical situations,” “When faced 
with physical violence from perpetrators, we are always 
guilty,” “Paying so much attention to the perpetrators of 
violence that no one believes us anymore,” “A violent per-
son is always popular,” “Our lives are worthless in front 
of violent criminals,” “We do not have enough security in 
the system,” “There is no psychological counseling in our 
prehospital system, and unfortunately psychoanalysis, 
which has an important position in staff health, has no 
place in our system,” reflecting the technicians’ perspec-
tive on the need for improved organizational support.

Category 5: Interpersonal and operational pressures
This category highlights the significant factors contrib-
uting to physical violence in the prehospital workplace 
and comprises three subcategories that reflect the inter-
personal dynamics and operational challenges faced by 
technicians. The most frequent codes, patient and cli-
ent stress and anxiety (10.86%), underscored the emo-
tional strain on both patients and staff, whereas colleague 

misconduct (5.15%) was the least frequent issue. This 
category encompasses keywords such as “Emotional 
distress,” “Information sharing,” “response time,” “mis-
communication,” “accuracy in information,” “operational 
delays,” “Information dissemination,” “delay justification,” 
and “team trust.” Technicians expressed concerns such 
as “The stress of the patient and his companions is quite 
effective in provoking and inflaming physical violence,” 
“High levels of stress from patients can escalate situations 
rapidly,” “When communication breaks down, it cre-
ates an environment ripe for conflict,” and “If colleagues 
behave in an inappropriate and unethical manner when 
dealing with a patient suffering from pain and distress 
due to illness, physical violence from the patient is also to 
be expected.”

Category 6: Organizational culture and workforce 
dynamics
This category contained a total frequency of 1079 codes, 
with a subcategory (recognition and advancement) 
focused on recognition and advancement. Pay dispari-
ties accounted for approximately 8.15%, and the impact 
of free emergency services accounted for 2.64% of the 
factors contributing to physical violence in the prehos-
pital workplace. Keywords in this category included 
“wage inequality,” “lack of transparency,” “toxic work-
place culture,” “abuse of power,” “retention challenges,” 
“performance-based evaluations,” “lack of appreciation,” 
“insufficient feedback,” “patient overload,” and “quality 
of service.” Some technicians noted that “significant pay 
disparities between emergency responders, particularly 
between management and emergency responders, can 
cause resentment” and “a sense of injustice can cause 
tension and increase the risk of physical conflict in the 
workplace.” Technicians demonstrated this with state-
ments such as “Low income leads to a lack of motivation, 
procrastination, and carelessness at work, which can lead 
to physical conflict,” “With low income, there is no moti-
vation to do quality work”; “Supervisors who use verbal 
abuse and intimidation can create an environment that 
fosters resentment and increases the likelihood of physi-
cal altercations”; “A work environment characterized by 
constant stress, hostility, bullying and a lack of mutual 
respect can lead to an increased risk of physical vio-
lence”; “When technicians feel they are mistreated, dis-
criminated against, or denied opportunities, they may be 
more likely to resort to physical violence as a means of 
retaliation or self-defense”; and “Free prehospital emer-
gency service increases workload, high expectations, and 
unreasonable expectations.”

Category 7: Barriers to effective prehospital care
Effective prehospital care is critical for ensuring opti-
mal patient outcomes in EMSs. This category comprises 
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two subcategories: “public awareness and mistrust” with 
three codes (public unawareness of emergency systems, 
unawareness of emergency infrastructure, and poor 
media portrayal of EMSs) and “misinterpretation of roles 
and patient urgency” with two codes (role and respon-
sibility misunderstandings, and misjudged urgency of 
patient conditions), highlighting the public’s lack of 
understanding of how emergency systems operate and 
the poor clinical condition of patients. The most fre-
quent codes of public unawareness of emergency systems 
(12.53%) and misjudged urgency of patient conditions 
(10.77%) represented the least frequent issues. “Lack 
of knowledge,” “community education,” “infrastructure 
gaps,” “media influence,” “public perception,” “clarifica-
tion of roles,” “EMS responsibilities,” “triage challenges,” 
and “assessment errors” keywords related to the current 
category formed. Statements such as “People call us for 
nonemergent issues or misunderstanding when they call 
115, which leads to unnecessary delays and escalations”; 
“People do not know about urgent care facilities or what 
to do in certain situations, so they automatically call 115, 
which clog up the system”; “Some people assume we can 
make medical decisions on the spot, but we are here to 
provide stabilization, not treatment”; “I have had patients 
who insist they are fine and refuse to transport, even 
when their vital signs suggest otherwise”; “There’s a pre-
vailing thought that we are not there to help but to judge 
or critique situations”; and “When portrayed negatively, 
it influences others’ perceptions and heightens hostility.”

Category 8: Resource and infrastructure limitations
This category encompasses factors that are outside the 
control of EMTs, including two subcategories: infrastruc-
ture deficiencies with five codes (auxiliary fleet deficien-
cies, inadequate staffing levels, insufficient emergency 
bases, poor facility maintenance, and lack of workplace 
facilities) and equipment issues with a code (equipment 
malfunctions and outdated). In terms of frequency, the 
most crucial and least significant factors contributing 
to physical violence in the prehospital setting were defi-
ciencies in the auxiliary fleet (7.55%) and inadequate 
workplace facilities (2.02%). The most important key-
words in the current category included “vehicle avail-
ability,” “lack of integration,” “local emergency services,” 
“ staffing shortages,” “workforce allocation challenges in 
accessibility,” “response time delays,” “ geographic cov-
erage gap,” “deteriorating infrastructure,” “insufficient 
amenities,” “employee comfort issues,” “inadequate work-
space,” “technology obsolescence,” and “repair costs.” 
“The insights gathered from interviews with techni-
cians yielded the following quotes: “Our ability to reach 
remote or inaccessible areas is hindered, particularly 
in cases where infrastructure has been damaged or dis-
rupted”; “The lack of telemedicine equipment has led to 

an increase in diagnostic errors by technicians, which can 
ultimately lead to physical violence”; “Using an old ambu-
lance is synonymous with a lack of comfort and safety for 
the patient, longer transfer time and high maintenance 
cost”; “With an aging population and a growing need for 
prehospital services”; “The absence of bases has resulted 
in delays in reaching the scene and dissatisfaction”; “The 
inadequacy of bases has led to an expansion in coverage 
of areas below the base, weakening service delivery”; and 
“The lack of a skill leveling system of technicians in Iran’s 
hospital emergency system leads to a disparity in provid-
ing services to the patient.”

Category 9: Challenges in interagency coordination and 
support
This category underscores the critical need for effective 
interagency collaboration in the prehospital setting. It 
includes a subcategory (coordination issues and juris-
dictional conflicts) with four codes (delayed backup sup-
port, jurisdictional disputes, poor inter-organizational 
coordination, and unwarranted law enforcement inter-
ference). The most frequent issue, delayed backup sup-
port (10.10%), underscores the risks associated with slow 
response times, whereas unjustified law enforcement 
interference (3.09%) was the least frequent concern. In 
the current category, the following keywords were used: 
“Delayed backup,” “support personnel,” “legal responsi-
bility,” “authority disputes,” “ineffective collaboration,” 
“lack of shared protocols,” “overstepping authority,” and 
“unfounded interventions.” Descriptions related to this 
category include:“Timely inter-organizational backup is 
crucial for our safety in high-risk situations”; “The pre-
hospital emergency doctor’s lack of proficiency in issu-
ing updated medical orders to patients has led to physical 
conflicts on scenes multiple times”; and “Jurisdictional 
disputes can lead to confusion and hinder critical care 
delivery” and “Effective coordination between agencies is 
essential to ensure seamless care” echo technicians’ view-
point on the importance of collaboration and support 
intelligence.

Category 10: Workplace culture and professional 
satisfaction
This category was the lowest in terms of frequency (a 
total frequency of 579 codes), with two subcategories, 
“Recognition, career growth” (four codes: unawareness 
of primary responsibilities, feeling undervalued and 
disrespected, inability to cope with job demands, and 
work-life imbalance), and “Job satisfaction and lack of 
motivation and support” (three codes: low motivation 
for quality work, lack of career advancement opportuni-
ties, and disengagement and burnout), delving into the 
complex interplay between workplace culture and pro-
fessional satisfaction among EMTs. The subcategories 
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delineate pivotal factors influencing EMTs’ workplace 
dynamics, with “unawareness of primary responsibili-
ties” (6.96%) emerging as the most frequently cited issue, 
whereas “work-life imbalance” and “inability to cope 
with job demands” (1.32%) were identified as the least 
prevalent concerns. The EMTs noted, “Inadequate clar-
ity about job descriptions results in poor patient care.” 
EMTs stated, “When I put in extra time or effort, and 
it goes unnoticed, it is challenging to stay motivated.” A 
lack of motivation can significantly affect patient care 
and overall team morale.” “I have been in this role for 
years, and no real progression or promotion is available.” 
It makes me feel stuck,” “I’m out there risking my safety, 
and sometimes it feels like nobody cares about what I 
do,” many spoke of exhaustion and a trend toward apathy, 
with one remark: “When you’re working long hours with 
little support, it is easy to stop caring about everything, 
“It is disheartening to feel like your experience or input 
is disregarded. It creates a toxic environment”, “Some 
days, it feels like I’m juggling too many things and just 
cannot keep up,” and “My family rarely sees me because 
I am always on the shift. It is exhausting and affects my 
relationships”, highlighting the critical need for enhanced 
support systems and resources within the workplace.

Discussion
This study provides a comprehensive analysis of the vari-
ous factors that play a role in physical violence against 
EMTs in western Iran, emphasizing their frequency and 
significance. The research identified ten key categories, 
each underscoring the complexity of the issue and stress-
ing the importance of a holistic approach to tackling vio-
lence against EMTs.

Legal and policy deficiencies category
An examination of the legal and policy deficiencies in 
EMSs reveals significant barriers that hinder their abil-
ity to address violence and ensure personnel safety. With 
a total frequency of 3103 incidents, the data highlighted 
critical areas related to the lack of effective laws, inade-
quate legal processes, and challenges surrounding puni-
tive measures.

Lack of effective law subcategory
The findings indicated that deficiencies in effective leg-
islation accounted for a significant portion (23.71%) of 
the challenges related to violence in EMS. This category 
highlights two critical issues: the absence of appropri-
ate punitive laws and the ineffectiveness of existing laws. 
This aligns with previous research suggesting that the 
lack of robust legal frameworks makes EMS workers 
more vulnerable to violence, as perpetrators may per-
ceive minimal or no consequences for their actions [16]. 
Effective and enforceable laws are essential to ensure the 

safety and security of EMS personnel, as inadequate leg-
islation can foster a permissive environment for aggres-
sion and violence [17]. Therefore, there is an urgent need 
for legislative reforms to address these gaps and enhance 
the protection of EMS staff.

Inadequate legal process subcategory
Another significant discovery was the issue of inadequate 
legal processes, which accounted for approximately 
19.29% of incidents. Delays and inefficiencies in legal 
procedures, combined with a lack of timely responses to 
prior violent incidents, contribute to feelings of frustra-
tion and vulnerability among EMS workers. This obser-
vation aligns with previous research underscoring the 
negative consequences of delayed or insufficient legal 
intervention for workplace safety. A sluggish or unre-
sponsive legal system can undermine the trust of EMS 
personnel in the justice system, potentially discouraging 
them from reporting violent incidents and seeking justice 
[18].

Punishment issues subcategory
Punishment-related deficiencies, which account for 
15.43% of the identified issues, highlight the failure to 
punish offenders and the disproportionate crime-to-pun-
ishment ratios for the well-being of EMTs. When perpe-
trators evade appropriate consequences or punishments 
that do not correspond to the severity of the offense, a 
climate of impunity can emerge. Furthermore, a lack of 
awareness regarding legal protection exacerbates the 
problem, as EMS personnel may need to understand 
their rights and protections entirely under the law. Prior 
research has shown that a prompt and proportional legal 
response to WPV is essential for deterring future inci-
dents and promoting a safer work environment for EMS 
professionals [19].

Cultural and societal barriers category
The analysis of the cultural and societal barriers affect-
ing EMSs revealed several vital factors that significantly 
impede effective care delivery. With a total frequency of 
1983 incidents, the data identified critical areas related to 
substance use, economic hardships, cultural misunder-
standings, and public reluctance to cooperate.

Substance use subcategory
The data indicate that substance use among patients and 
their companions is a significant factor contributing to 
cultural and societal barriers, accounting for 17.83% of 
reported incidents. This issue presents substantial chal-
lenges for EMS personnel, as interactions with individu-
als under the influence can lead to heightened tensions 
and aggressive behavior. Substance use complicates 
patient assessments and treatment, further increasing the 
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risk of violence. Previous research has demonstrated that 
substance abuse often correlates with increased aggres-
sion and can create an unpredictable environment dur-
ing emergencies [20]. Therefore, developing strategies 
to address substance use in EMS encounters to improve 
safety and reduce violence is crucial.

Subcategory of economic hardship and cultural 
misunderstandings
Economic hardships, including societal poverty, infla-
tion, and high living costs, accounted for 14.97% of the 
identified barriers. These factors can lead to increased 
stress and anxiety among patients and their families, 
often resulting in frustration during emergencies. This 
finding is consistent with the literature, which indicates 
that economic instability can exacerbate health crises 
and contribute to aggressive behavior in healthcare set-
tings [21]. Additionally, language barriers (13.82%) cul-
tural misunderstandings, which represent 12.78% of the 
barriers, along with and the prevalence of mental health 
issues (5.43%), further complicate interactions between 
EMS personnel and the communities they serve. Misun-
derstandings arising from cultural differences can lead 
to miscommunication, escalating tension, and creating 
an unsafe environment for EMS providers [22]. Pub-
lic reluctance to cooperate, which accounts for 3.41% of 
incidents, was a significant barrier to the effectiveness of 
EMS operations. When patients or bystanders hesitate to 
engage with emergency responders, they can delay care 
and contribute to chaotic situations, thereby increasing 
their risk of violence. Research indicates that fostering 
trust and cooperation between EMS personnel and their 
communities is essential for ensuring effective responses 
and reducing the potential for confrontational situations 
[23].

Insufficiencies in training and practical skills
Assessment of inadequate training and practical skills 
in EMSs has revealed significant barriers that hinder 
effective patient care and team dynamics. With a total 
frequency of 1745 incidents, the data highlight several 
critical areas related to interpersonal skills, patient inter-
action, and practical competencies that require urgent 
attention.

Interpersonal skills and patient interaction subcategory
The findings revealed that insufficient training and prac-
tical skills pose a significant challenge for EMSs. Inad-
equate patient interaction skills accounted for 13.82% of 
the reported issues within this category. This deficiency 
can severely hinder effective communication between 
EMS personnel and patients, leading to misunderstand-
ings and potentially escalating tensions. Research indi-
cates that strong interpersonal skills are crucial for 

managing patient interactions, particularly in high-stress 
situations [24, 25]. Therefore, enhancing training in this 
area is essential for improving overall patient care and 
safety. Insufficient practical skills, accounting for 13.61% 
of the identified barriers, exacerbate prehospital emer-
gency workers’ challenges. These skills are crucial for 
effective patient assessment and treatment. When pre-
hospital providers lack practical skills, their confidence 
and effectiveness in emergencies can be significantly 
compromised. Previous studies have demonstrated that 
comprehensive training programs emphasizing practi-
cal skills can enhance the competency of EMS personnel 
[26], thereby improving patient outcomes and reducing 
the likelihood of conflict.

The lack of de-escalation techniques, which accounted 
for 13.47% of incidents, represents a critical concern 
regarding workplace violence. Effective de-escalation 
strategies are essential for diffusing potentially volatile 
situations, particularly when interacting with agitated 
patients or bystanders. The absence of these techniques 
can result in heightened aggression and violence during 
prehospital interactions. Research indicates that train-
ing in de-escalation techniques can significantly reduce 
the incidence of violence in healthcare settings [27]. 
Low resilience, reported at 10.13%, suggests that many 
EMTs struggled to cope with the emotional and psycho-
logical demands of their roles. This lack of resilience can 
adversely affect their ability to manage stress and main-
tain professionalism during challenging encounters [28]. 
Additionally, other related factors, such as poor driving 
proficiency (3.90%), patient stigmatization and blame 
(2.78%), and limited conflict resolution skills (2.75%), 
contributed to the challenges faced by EMS workers. 
Addressing these issues through targeted training can 
enhance the effectiveness of technicians and improve 
their interaction with patients and the public.

Shortcomings in the organizational safety and support 
category
Analyzing organizational safety and support shortcom-
ings within an EMS reveals significant deficiencies that 
impact personnel safety and well-being. With a total fre-
quency of 1558 incidents, the data highlighted critical 
issues related to safety equipment and procedures, per-
sonnel rights, mental health support, and legal concerns.

Safety equipment and procedures subcategory
These findings highlight significant shortcomings in orga-
nizational safety and support. One critical area identified 
was the inadequacy of safety and protective equipment 
(such as self-defense protection devices), accounting for 
13.58% of the reported issues. The lack of proper safety 
gear poses considerable risks to EMS personnel, expos-
ing them to potential harm during their duties. Research 
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has shown that adequate protective equipment is essen-
tial for ensuring the safety of emergency responders and 
can significantly reduce workplace injuries. Therefore, 
organizations must prioritize investments in appropriate 
safety equipment to protect their staff.

Ambiguous reporting procedures, which account for 
10.83% of incidents, contribute to a lack of clarity in 
addressing safety concerns and violent incidents. When 
technicians are uncertain about reporting issues or need 
more confidence in the reporting process, this can result 
in the underreporting of violent incidents and safety set-
tings. This finding aligns with previous research indicat-
ing that clear and accessible reporting procedures are 
essential for fostering a culture of safety and account-
ability within EMS [24]. Organizations should strive to 
develop and communicate explicit protocols for report-
ing incidents and concerns to enhance transparency 
and responsiveness. Neglecting personnel safety, which 
accounts for 6.19% of the identified challenges, under-
scores the necessity for organizational commitment to 
staff well-being. When organizations fail to prioritize 
safety, they create a work environment in which employ-
ees feel undervalued and vulnerable. This neglect not 
only affects staff morale but can also contribute to higher 
rates of WPV. Research has demonstrated that a proac-
tive approach to safety, including regular assessments 
and training, can significantly enhance security and well-
being [29].

Rights and mental health support subcategory
Significant concerns included inadequate protection of 
staff rights (10.09%) and insufficient mental health sup-
port (3.23%). EMS personnel frequently encounter high-
stress situations, and without appropriate mental health 
resources, they may experience burnout and emotional 
distress. Furthermore, the lack of peer support programs 
(2.68%) could leave staff without essential support net-
works to help them process their experiences. Establish-
ing comprehensive mental health support systems and 
safeguarding staff rights are crucial for maintaining the 
psychological well-being of EMS personnel [30].

Legal issues subcategory
Legal shortcomings, such as the absence of clear anti-
violence guidelines (8.15%) and a lack of in-office legal 
counsel (5.95%), further complicate the safety landscape 
for EMS workers. Without well-defined policies and legal 
guidance, organizations may struggle to address inci-
dents of violence effectively. Research has demonstrated 
that clearly articulated anti-violence policies are essential 
for fostering a safe working environment and equipping 
employees with the resources necessary to manage con-
flicts [31].

Interpersonal and operational pressure categories
The analysis of interpersonal and operational pressures 
within an EMS reveals significant challenges that affect 
both the efficacy of care provided and the well-being 
of personnel. With a total frequency of 1232 incidents 
reported, the data emphasize critical areas, such as com-
munication challenges, dispatch and mission delays, and 
behavioral misconduct among colleagues.

Communication challenges subcategory
The findings indicate that communication challenges, 
which account for approximately 10.86% of incidents, 
significantly contribute to interpersonal stress within 
the EMS. Factors such as patient and client anxiety and 
miscommunication among team members are promi-
nent sources of pressure. This observation aligns with 
previous research, suggesting that communication issues 
can heighten stress and increase the likelihood of violent 
incidents [32]. Studies have demonstrated that unclear or 
ineffective communication exacerbates misunderstand-
ings and tensions during crises, creating an environment 
where violence is likely to occur [33]. Therefore, enhanc-
ing communication skills among EMS personnel could 
be an effective strategy to reduce these tensions.

Dispatch and mission delays subcategory
Another significant finding was the impact of dispatch 
and mission delays, which accounted for approximately 
8.42% of reported incidents. Delays and inaccuracies in 
dispatching, along with unexplained operator delays, 
contribute to frustration and heightened tension, ulti-
mately creating a conducive environment for physical 
violence in EMSs. Previous studies indicate that delays 
and miscoordination in dispatching can lead to dissatis-
faction and increased stress among personnel [34].

Behavioral misconduct by colleagues subcategory
Colleague misconduct, which accounts for 5.15% of 
reported stressors, underscores how unprofessional 
behavior among team members can lead to physical con-
flict. High-stress environments such as EMSs may culti-
vate unprofessional behaviors, resulting in interpersonal 
conflicts. This finding aligns with previous research indi-
cating that organizational culture and colleague miscon-
duct significantly contribute to WPV in EMS settings 
[35]. Enhancing the organizational culture and establish-
ing clear behavioral protocols can help mitigate these 
issues.

Organizational culture and workforce dynamics category
Examining an EMS’s organizational culture and work-
force dynamics reveals critical factors influencing 
employee satisfaction, retention, and overall organi-
zational effectiveness. With a total frequency of 1079 
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incidents, this analysis highlights issues related to rec-
ognition and advancement, including pay disparities, the 
workplace environment, misconduct, and overall organi-
zational dynamics.

Recognition and advancement subcategory
Analyzing organizational culture and workforce dynam-
ics revealed significant challenges for EMS personnel. 
Pay inequity was one of the most pressing issues identi-
fied, accounting for 8.15% of reported concerns. These 
disparities can cause employees to feel undervalued, neg-
atively impacting their morale and motivation. Research 
consistently demonstrates that fair compensation is 
critical to employee satisfaction and retention and that 
pay inequities can contribute to a toxic work environ-
ment [36]. A negative psychological work environment, 
reported by 7.65% of the respondents, was a significant 
concern affecting the well-being of EMS personnel. The 
factors contributing to this adverse environment may 
include high-stress situations, ineffective management 
practices, and a lack of supportive leadership. Previous 
studies have established a correlation between adverse 
work environments and increased stress and burnout 
among emergency responders, which can ultimately 
result in diminished job performance and elevated turn-
over rates [37]. Organizations must prioritize cultivating 
a positive work culture that promotes mental well-being 
and enhances staff resilience.

The supervisor and peer misconduct issue, which con-
stitutes 6.54% of incidents, further exacerbates negative 
workplace culture in EMS settings. When employees 
experience or witness misconduct, they can foster an 
atmosphere of mistrust and fear, discouraging open com-
munication and collaboration. Research indicates that 
leadership behaviors significantly impact workplace cul-
ture; therefore, organizations should implement strin-
gent policies against misconduct and provide supervisor 
training to promote ethical behavior and accountability 
[38]. High turnover rates, currently reported at 6.25%, 
indicate deeper issues within organizational culture. 
Frequent turnover can disrupt team dynamics and the 
continuity of care, ultimately negatively affecting patient 
outcomes. High turnover often reflects dissatisfaction 
with organizational practices, including insufficient rec-
ognition of employee contributions and limited oppor-
tunities for advancement. Addressing the root causes 
of turnover through enhanced management practices 
and career development opportunities is essential to 
retaining a qualified EMS workforce. The lack of merit-
based promotions (3.51%) and inadequate recognition 
of achievements (3.03%) further underscore the chal-
lenges EMS personnel face. When promotions are not 
based on performance, they can create a sense of unfair-
ness and demotivation among employees. Additionally, 

failing to acknowledge employees’ hard work and accom-
plishments can erode their sense of belonging and com-
mitment to the organization. The literature emphasizes 
recognizing and rewarding employee achievements to 
enhance engagement and retention [39]. Finally, free 
emergency services constitute 2.64% of total operations 
and can contribute to organizational strain. While offer-
ing these services is vital for community support, it may 
also result in resource limitations and heightened pres-
sure on EMS personnel. Striking a balance between free 
services and ensuring sufficient funding and support for 
EMS operations is crucial to sustaining staff morale and 
operational effectiveness.

Barriers to effective prehospital care
The challenges associated with interagency coordina-
tion and support in EMSs are both significant and mul-
tifaceted. With a total frequency of 965 incidents, this 
analysis highlights the critical issues of coordination, 
jurisdictional conflicts, and inter-organizational relation-
ships that can impede effective emergency response and 
compromise patient care.

Public awareness and mistrust subcategory
A significant barrier identified was the public’s need for 
more awareness regarding emergency systems, which 
constituted a substantial portion of the data (12.53%). 
Many individuals must know how to access emergency 
services, leading to delays in receiving care during criti-
cal situations. This lack of awareness may stem from 
various factors, including insufficient public educa-
tion campaigns and limited visibility of EMS operations 
within the community. Effective public awareness initia-
tives are crucial to ensure that individuals comprehend 
how to access EMS services and recognize the impor-
tance of timely interventions. The portrayal of the EMS 
in the media is frequently marked by dramatization and 
misinformation (3.03%), exacerbating the issue by fos-
tering a distorted perception of these services. Research 
has demonstrated that harmful or inaccurate representa-
tions in the media can lead to public mistrust, ultimately 
affecting individuals’ willingness to seek assistance dur-
ing emergencies [40].

Misinterpretation of roles and patient urgency subcategory
Another significant subcategory was the misinterpre-
tation of roles and patient urgency. Misunderstanding 
the roles and responsibilities of EMS personnel (7.38%) 
can create confusion during emergencies and lead to 
unrealistic public expectations. For example, patients or 
bystanders may assume that the EMS can provide ser-
vices beyond its scope, complicating care delivery and 
patient interactions. Misjudging the urgency of a patient’s 
condition (3.83%) presents a significant challenge 
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in prehospital care. In certain instances, patients or 
bystanders may underestimate the severity of the medi-
cal situation, leading to delays in calling for EMS assis-
tance. Conversely, some individuals may overestimate the 
urgency of their condition, placing an unnecessary bur-
den on emergency services. Implementing effective triage 
and communication strategies is essential for accurately 
assessing the urgency of medical conditions and allocat-
ing appropriate resources accordingly [41].

Resources and infrastructure limitations category
Analyzing resource and infrastructure limitations within 
EMSs reveals significant challenges that impede effective 
operations and delivery of high-quality patient care. With 
a total frequency of 951 incidents, the data revealed criti-
cal areas of concern, including infrastructure deficien-
cies, equipment issues, and inadequate staffing levels.

Infrastructure deficiency subcategory
Infrastructure deficiencies, including issues that can 
severely affect EMS performance, are a significant con-
cern. Deficiencies in the support fleet accounted for 
7.55% of reported incidents. The availability and condi-
tion of emergency vehicles are crucial for ensuring a 
prompt response to emergencies; shortcomings in this 
area can lead to delays that jeopardize patient outcomes. 
A well-maintained fleet is essential for operational readi-
ness, as any vehicle malfunction may result in substan-
tial delays in emergency response times [42]. Inadequate 
staffing levels, which accounts for 5.64% of the issue, is 
another critical infrastructure concern. When organi-
zations are understaffed, existing personnel may expe-
rience increased workloads, resulting in burnout and 
diminished job satisfaction. Research indicates that suf-
ficient staffing is essential for effective patient care and 
operational efficiency within an EMS [43]. Similarly, 
inadequate emergency bases, representing 5.22% of the 
issue, can impede timely responses, particularly in geo-
graphically diverse areas where access to services is vital 
for patient outcomes. Poor facility maintenance (5.36%) 
poses a significant challenge. Prioritizing facility mainte-
nance is crucial for creating a safe and efficient working 
environment that ultimately benefits both EMS workers 
and the communities they serve. Adequately maintained 
facilities can lead to safe working conditions for EMS 
personnel and adversely affect operational efficiency. 
Providing appropriate facilities such as ergonomic fur-
niture, high-speed internet, training rooms, and natural 
lighting is vital for EMS personnel’s physical and mental 
well-being, enabling them to rest and recover between 
shifts. Research has demonstrated that implementing 
ergonomic interventions, including providing adequate 
facilities, enhances job satisfaction and retention [44].

Equipment issue subcategory
In addition to infrastructure deficiencies, equipment 
issues significantly limit the effectiveness of an EMS. 
Equipment failure and outdated technology accounted 
for 7.31% of the reported incidents. Reliable and up-to-
date equipment is essential for delivering quality emer-
gency care; when equipment malfunctions or becomes 
obsolete, it can result in suboptimal patient outcomes. 
Regular maintenance, timely updates, and investments in 
new technologies are crucial to ensure that EMS person-
nel have tools for effective patient care.

Challenges in interagency coordination and support 
categories
Assessment of interagency coordination and support 
challenges in EMSs revealed significant barriers that 
could impede effective emergency response and patient 
care. With a total frequency of 931 incidents, the data 
points to critical areas such as coordination issues, juris-
dictional conflicts, and inter-organizational relationships.

Coordination issues and jurisdiction conflict subcategory
One of the most pressing challenges identified is delayed 
backup support, which accounts for 10.10% of the 
reported incidents. When technicians request assistance 
from other agencies, these delays can significantly impact 
the quality of care and compromise patient safety. Such 
delays may arise from a lack of established protocols for 
interagency support, underscoring the need for clear 
communication and collaborative planning among vari-
ous emergency services. Jurisdictional disputes (9.99%) 
represent a significant barrier to effective coordination. 
Conflicts may arise when multiple agencies operate in 
overlapping jurisdictions, resulting in confusion about 
which agency is responsible for responding to an emer-
gency. Such disputes can prolong response times and 
impede the efficient delivery of care, ultimately impact-
ing patient outcomes. Establishing clear lines of author-
ity and formal agreements between agencies is essential 
to minimize conflicts and ensure swift responses during 
emergencies [45]. Poor inter-organizational coordina-
tion (9.23%) further complicates the emergency response 
landscape. Effective coordination necessitates established 
communication channels and collaborative relationships 
between the EMS, fire, Red Crescent, law enforcement, 
and other relevant organizations [46]. When these rela-
tionships are weak or poorly defined, they can result 
in miscommunication and operational inefficiencies. 
Unwarranted interference from law enforcement (3.09%) 
can disrupt EMS operations and foster an environment 
of mistrust and tension between agencies. Law enforce-
ment and EMS personnel need to work cohesively, ensur-
ing that the roles of each agency are respected and clearly 
understood.
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Workplace culture and professional satisfaction category
Examining workplace culture and job satisfaction in a 
prehospital setting revealed several critical issues that 
impact employee morale and job performance. With a 
total frequency of 579 incidents, the data highlighted 
themes related to recognition, career growth, job satis-
faction, and lack of motivation and support.

Recognition, career growth, and job satisfaction subcategory
A significant barrier to professional satisfaction was the 
need for more awareness regarding primary responsibil-
ity, which accounted for 6.96% of the reported incidents. 
When EMS personnel clearly understand their roles and 
responsibilities, this can lead to clarity, efficiency, and 
reduced stress during emergency care. Clear communi-
cation of job expectations and regular training can miti-
gate these issues, ensuring all team members are aligned 
and focused on their duties.

Feeling undervalued and disrespected (1.88%) is a sig-
nificant issue that undermines job satisfaction. EMS per-
sonnel frequently encounter high-stress situations and 
work extended hours. When their efforts are unrecog-
nized, they can experience frustration and resentment 
[47]. A workplace culture emphasizing recognition and 
appreciation is crucial for cultivating a supportive envi-
ronment that values employee contributions [48]. In 
addition to a lack of recognition, the inability to cope 
with job demands (1.32%) and work-life imbalance 
(1.32%) further contribute to professional dissatisfaction. 
The demanding nature of EMS often leads to elevated 
stress levels, and when personnel feel overwhelmed, 
it can adversely affect their performance. Organiza-
tions should implement wellness programs and provide 
resources to assist staff in managing stress and achieving 
better work-life balance [49].

Lack of motivation and support subcategory
(3.48%) significantly contribute to job dissatisfaction. 
When EMS personnel need more motivation or perceive 
a clear path for career progression, disengagement and 
reduced commitment to their work can occur. Research 
indicates that providing avenues for professional growth 
and establishing a well-defined career trajectory can 
increase motivation levels and improve job satisfaction 
[50]. Disengagement and burnout, which affect 2.65% of 
individuals, are critical issues that may arise from insuffi-
cient support and motivation. Burnout undermines indi-
vidual well-being and can adversely affect team dynamics 
and patient care. Organizations must prioritize mental 
health resources and foster a supportive workplace cul-
ture that promotes open dialog about stress and burnout 
[51].

Conclusion
This study highlights the urgent need for targeted inter-
ventions to reduce physical violence against EMS person-
nel. The main findings emphasize that legal and policy 
deficiencies, such as inadequate punitive measures, are 
significant contributors to workplace violence, highlight-
ing the need for legislative reforms to protect emergency 
service workers better. Additionally, improving organiza-
tional safety and support—including safety equipment, 
reporting procedures, and mental health resources—is 
essential for employee well-being. Addressing these areas 
and promoting job satisfaction and work-life balance will 
result in a safer and more resilient workplace for EMS 
personnel, benefiting responders and their communities.

Limitations
This study has several limitations that should be consid-
ered in future research. First, methodological limitations, 
including potential biases in data collection methods 
and the reliance on self-reports, may introduce subjec-
tivity that could skew the results. Another limitation of 
the present study, given the overall goal of examining 
the factors contributing to physical violence in terms of 
their frequency and significance in the interview text, is 
that increasing the number of codes within a category 
may consequently inflate its frequency relative to other 
categories. This could lead to either an underestimation 
or overestimation of the causes related to the frequency 
and significance of codes within a category. Although 
this may differ, it should also be investigated in other 
contexts.
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