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Abstract
This paper examines the history and current provision of medical care within public order (PO) situations in the United Kingdom (UK). 
In exploring the definitions and categories of disorder, it describes a high threat, non-permissive environment that can be compared to 
the threat of a firearms environment, an area in which high threat medicine, tactical medicine or tactical emergency medical support 
(TEMS) has been formally recognised. Although UK PO scenarios are only rarely associated with firearms discharges, after considering 
the unique challenges, characteristics, prevalence and injuries arising within this particular environment, the paper proposes that PO 
medicine should be recognised as an operational sub-speciality of UK high threat medicine in its own right. The obligations of those 
groups potentially providing care within PO has some bearing on the care that can be provided. This paper examines the UK legal 
powers, equipment, experience and training requirements to assist pre-hospital care providers in the recognition and development of 
this unique sub-speciality both in the UK and internationally.

Introduction
The concept of civilian high threat medicine, tactical medicine or 
tactical emergency medical support (TEMS) is still in its infancy in 
the United Kingdom (UK). Even more so is the sub-speciality of 
public order (PO) medicine – the provision of medical care during 
violent disorder – which is rarely considered in comparison to 
ballistic threat. However, the lack of representation and lack of 
definition in the medical literature is surprising considering the 
severity of civil disturbance and disorder seen in the UK over the 
past 4 decades1–3.

High threat medicine is most commonly associated with 
a firearms or explosive threat4,5; however, it is important to 
recognise that there are alternative categories of threat, whether 
interpersonal or environmental. Whilst none of the factors are 
unique to disorder in isolation, no other field of medicine is 
required to deliver point of wounding care in an environment 
with a combination of dense crowds6, direct physical assaults with 
or without weapons7–9, and the use of chemical incapacitants10–12, 
corrosive substances13, projectiles, including attenuated energy 
weapons14,15, incendiary devices9,16,17, deliberate or accidental 
vehicular collisions5, horses18,19, and protected vehicles20,21. Only 
in public disorder do these risks overlap to create a dynamic 

environment too dangerous for conventional medical assets 
and therefore necessitating specialist training, equipment 
and experience, distinct from those employed in a ballistic or 
explosive threat environment5.

When looking at 313 riot-related injured civilians (n=225) and 
police officers (n=88) conveyed to hospital during disorder in 
Beirut, reported injuries included upper extremity soft tissue 
or orthopaedic injury (n=103), lower extremity soft tissue or 
orthopaedic injury (n=72), head, neck and facial injuries (n=47) 
or multiple injuries (n=34). The majority of these injuries were 
caused by direct interpersonal violence (n=100) closely followed 
by indirect projectiles (n=88). Stones, rocks and gas canisters were 
the most common causes of injury. Although the majority of 
patients were seen, treated and discharged home (n=291), many 
required imaging (n=241), wound management (n=88) and/or 
medication (n=235). A small proportion required admission to 
critical care (n=3), general wards (n=12) or surgery (n=8)7.

The violence experienced in Northern Ireland, described as ‘The 
Troubles’ saw over 2600 people killed and 30,000 injured between 
1969–198922. The PSNI (Police Service of Northern Ireland), 
formally the RUC (Royal Ulster Constabulary), has experienced 
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decades of policing violent disorder23. Between 1969 and 1972, 
over 800 police officers were treated for riot-related injuries in 
one hospital alone9. In 2005, the ‘Belfast riots’ which included 
small arms fire, improvised explosive and incendiary devices, 
saw 81 PSNI officers injured alongside multiple civilians24. In 
2013, five PSNI officers were significantly injured during a violent 
demonstration at Belfast City Hall25. In the first 2 weeks of April 
2021, 88 PSNI officers were injured in widespread rioting across 
Northern Ireland8.

During the English inner-city riots of the early 1980s, at least 
1000 officers were injured, and one killed, in 14 cumulative 
days of rioting26,27. PC Keith Blakelock was stabbed 43 times and 
murdered whilst attempting to protect firefighters in Tottenham’s 
Broadwater Farm estate28. Later, during the 1990s, there were 
several significant violent demonstrations in Central London, for 
example the Poll Tax riots which were attended by approximately 
25,000 people, resulting in extensive violent disorder including 
542 injured police officers29. The summer of 2011 saw violence 
erupt in London and spread across England following the police 
shooting of Mark Duggan, resulting in five civilian deaths and 
large numbers of both police and civilians injured30,31. In one 
night, the Metropolitan Police Service announced they had 
been stretched to invisibility after experiencing a 400% increase 
in demand32.

In the last 2  years, the UK has seen disorder as a result of 
protests regarding climate change, ‘Brexit’ and ‘Remain’, women’s 
rights, the Police, Crime, Sentencing and Courts Bill 2021 and 
structural and historic racism in the UK. In June 2020, at least 
27 police officers were injured in the Black Lives Matter protests 
in London33, with recorded injuries including sprains, bruising, 
cuts, loss of consciousness due to head injury, maxillo-facial 
injuries and long bone fractures34. Disorder in Bristol in 2021 
saw 46 officers and at least 62 members of the public injured, 
including bruises of varying severity, cuts, puncture wounds, 
ligament damage, paint and irritant spray in eyes and long bone 
fractures35,36.

The global SARS-CoV-2 pandemic and associated public health 
initiatives including vaccinations, lock-downs and breaches 
therein have also prompted disorder resulting in injuries to police 
officers37. Following the cessation of public health restrictions 
and return to stadia, the UK has experienced a 59% increase in 
football related arrests, most commonly for disorder or violent 
disorder38; high profile examples include the violence seen 
at the 2020 European Cup Final at Wembley39. The nature of 
the dynamic UK socio-economic, political and health climate 
ensures that the threat of disorder will remain.

Defining public order medicine
Public order vs disorder

The literal interpretation of PO is fundamentally the absence 
of disorder – the peaceful and orderly behaviour of people in 

public spaces40. Disorder, as an opposing state to that of PO, is 
defined in the UK by the Public Order Act 198641. Disorder ranges 
from causing harassment, alarm, distress and fear of violence 
through to affray, violent disorder and rioting. Disorder can be 
an individual use of threatening or abusive words through to 
large groups using unlawful violence collectively for a common 
purpose.

Within policing, public order and public safety (POPS) (often 
shortened to public order or PO) is the term given to situations 
where routine PO may be disrupted, applying more generally to 
crowd management situations, be these spontaneous incidents 
or during pre-planned, local, regional or national events42. This 
may arise from events including large-scale sporting, music or 
ceremonial events through to public gatherings, assemblies, 
demonstrations, protests and processions where crowd 
management for the sake of maintaining PO is necessary.

The police use a disorder model to categorise the nature 
of disorder on a scale ranging from a state of normality, in 
which no specialist or additional policing is required, rising 
through tension, disorder, serious disorder/riot and, lastly, unrest 
being the most serious43. Each stage of the model has a fixed 
description to assist in providing an objective measure. Tension 
describes a level of concern or feelings within a community, 
group or crowd43. Disorder describes when this tension manifests 
in disruption, damage or violence43. Serious disorder/riot is where 
this behaviour becomes widespread43. In simple terms, PO 
policing exists in a variety of forms and is, crucially, not limited 
to large events.

Event medicine vs public order medicine

At large events such as festivals or sporting events, the pre-
planned provision of medical care is described as event medicine 
– an informal sub-speciality of pre-hospital emergency medicine 
(PHEM). Although there is no current legislation regulating 
event medicine, event planners are required to submit risk 
assessments and provide appropriate medical resources; this 
can range from basic first aiders and simple tentage to registered 
healthcare professionals and ambulances44. Large events are 
routinely attended by PO policing assets and, by the nature of 
their presence, these police officers may come into contact with 
patients. However, if a medical incident occurs during a non-
hostile/permissive period of an event, the pre-planned medical 
infrastructure is tasked and expected to manage most routine 
presentations without impacting on police resources.

It is important to acknowledge that PO and event medicine are 
two separate operational specialities that can exist within the 
same geographic footprint. The key difference is that during 
periods of tension, disorder or serious disorder, when the 
environment shifts towards being hostile/non-permissive, any 
pre-planned event medical resources are unlikely to able to 
respond safely within the environment due to the existence of 
a threat.
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The Brixton Academy incident, occurring in South London 
during December 2022, is a prime example of this transition 
from event medicine to PO medicine. The Metropolitan Police 
Service reported receiving multiple calls to a large crowd outside 
of a ticketed music venue who were described as attempting to 
force entry into the venue45. The crush resulted in one arrest, two 
deaths (including a member of event security staff ) and eight 
hospitalisations46. The safe or effective management of a large 
crowd forcing entry into a building or the care of any casualties 
within that crowd is likely to fall outside of the capabilities of any 
event medical or security provider, triggering requests for police 
support and a transition into PO medicine. This transition is likely 
to remain in place until patients are extricated to safety or the 
policing operation is able to reduce the threat, re-enabling event 
medical providers or facilitating access by emergency service 
partners, as reflected in other form of high threat incidents.

Public order medicine within high threat medicine

Internationally, the dominant model of high threat medicine 
arises from the work of Butler et al47 which exists today in the 
form of TCCC (tactical combat casualty care), the United States 
military guidelines for trauma life support in pre-hospital combat 
medicine48. TCCC was modified for civilian application by Smith 
and Callaway4. The authors recognised that conventional civilian 
medical response models were “inadequate” for high threat 
situations, resulting in tactical emergency casualty care (TECC) 
guidelines49. TECC is closely related to TCCC, although the civilian-
orientated TECC guidelines allow for a more subjective evaluation 
of the threat, acknowledging that the civilian experience may 
differ from military combat scenarios, and includes guidelines for 
all range of patients including paediatric and the elderly.

The increasing international awareness of ‘civil disturbance’ as 
an area of high threat that should also be considered in these 
guidelines has led to a recent change in the TECC guidelines to 
stress that such medicine is relevant to a number of different 
threat situations49. Both TCCC and TECC divide high threat 
medicine into three phases, each determining the appropriate 
clinical actions depending on the variable level of threat. This 
three-phase interpretation of high threat medicine is further 

demonstrated in NATO (North Atlantic Treaty Organisation) 
military guidelines as well as current UK civilian guidelines in 
responding to marauding terrorist attacks50,51 (Figure 1).

Much of the UK’s PO policing occurs in the state of normality or 
tension, with some escalating to disorder, whilst serious disorder/
riot or unrest are relatively uncommon52. Whilst in tension, 
although there is no violence or explicit threat of violence, a 
trigger incident can result in a no-notice move to disorder43 
which may impact on the willingness of conventional medical 
providers to operate in such environments even prior to disorder, 
with the doctrine of ‘scene safety’ being paramount for pre-
hospital providers21,53,54.

Although UK disorder and rioting do not regularly involve firearms 
discharge, they do involve dynamic hostile crowds, criminal 
damage, projectiles, incendiary devices and gross interpersonal 
violence, all of which should initiate and justify the application 
of threat-based clinical care such as that outlined by the 
C-TECC ‘civil unrest’ working group and practised by international 
models49,55. Examples of tension or potential disorder can be 
interpreted as a clinical ‘warm zone’ where, akin to ballistic threat 
environments, specialist trained and equipped clinicians could 
operate. A state of active disorder, serious disorder/riot or unrest 
are environments that are definitively hostile and currently 
interpreted as no longer permissive for medical responders.

Pre-hospital care providers must consider that, unlike classic 
high threat operations – where the provision of a conventional 
firearm allows a police officer to project force, creating a relatively 
safe area of working for healthcare staff – this concept does not 
translate into PO scenarios. PO policing commonly involves 
separating opposing parties, protecting vulnerable premises, or 
holding a cordon to prevent further crime or harm42; this is often 
done in close proximity to a crowd, often at arms length. The 
use of pre-emptive or reactive self-defence tactics are therefore 
commonplace and personal security cannot be guaranteed by 
the presence of PO policing colleagues alone8,28,30,31. As a result, 
formally provisioned PO medicine in the ‘hot zone’ of UK PO is 
currently limited to police assets.

NATO clinical phases

Care under fire (CUF) Tactical field care (TFC) Prolonged field care (PFC)

C-TECC clinical phases

Direct threat care Indirect threat care Evacuation care

UK MTA JOPs zones

Hot zone

An area assessed to contain a credible 
and continuing threat to life, including the 

presence of attackers with weapons.

Warm zone

An area where the attackers are not believed 
to be present at this time, but an 

identified threat remains.

Cold zone

An area where no known threat exists or 
where appropriate control measures have been 
implemented. Some cold zones will not require 

any control measures.

Figure 1. A comparison of three phased high threat medicine models
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Public order policing

In the UK, PO policing is usually undertaken by groups of police 
officers organised into police support units (PSUs) of between 
22 to 25 officers, usually operating in protected vehicles21. The 
training and levels of personal protective equipment (PPE) vary 
(Table 1).

Level  1 or Level 2 officers will not automatically deploy in PPE, 
and when they do so they are known as ‘protected officers’. The 
decision to deploy in PO PPE (Figure 2) will ordinarily be made 
by a commander based on intelligence as to the threat they may 
face and the health and safety needs of the officers but will also 
take into consideration other factors like public perception21.

Officers in PO PPE are frequently utilised in the policing of other 
incidents that share similar themes such as undertaking rapid 
premise entry as part of high-risk arrest or search warrants where 
violence is anticipated, or dealing with other violent subjects, e.g. 
barricaded persons. PO PPE equipped officers may also be used 
when responding to unlicensed music events and, more recently, 
public health legislation breaches. These can be considered as 
‘trigger’ events, where policing intervention may subsequently 
result in public disorder or where disorder is expected to occur 
regardless of policing intervention.

The majority of injuries to sparsely protected officers in Northern 
Ireland between 1969 and 1972 were to lower limbs from 
thrown projectiles but were relatively minor in nature9. A large 
proportion of any serious injuries (primarily burns and fractures) 
were to the face, prompting development of a helmet with facial 
protection, shin guards and shields9. It was deemed that PO PPE 
needed to be a compromise between protection and mobility; 
the resulting system included flame-retardant overalls, limb 
guards and helmets, in addition to the body armour routinely 
worn by officers56.

There is notable variance in international practice, and provision 
of specific PO PPE is not universal57,58. The UK approach appears 
effective in mitigating blunt injuries, whether at close quarters, 
with weapons, or at range with projectiles59,60,61, although a 
distinct paucity in evidence regarding modern operational 
injuries makes it difficult to assess its true effect.

Police first aid

The Metropolitan Police Service was founded in London in 1829. 
Although there was no specific provision of first aid, the first 
general instructions to the force referred to constables as “being 
responsible for the security of the lives of every person within his 
beat”62. As it was at the formation of the UK’s first public police 
force, policing still accepts that “protecting life” is amongst their 
core duties63. However, there is no general duty on the police to 
provide first aid, the circumstances in which they are obliged to 
do so are governed by legislation and policy.

The Health and Safety (First Aid) Regulations 198164, stemming 
from the Health & Safety at Work Act 197465, state that employers 
should ensure that they have provision for “adequate first aid 
to employees that are injured or become ill”. The Police (Health 
and Safety) Act 199766 specifically extended all health and safety 
legislation to include police officers, who as crown servants were 
otherwise not recognised as employees. As such, the police are 
obliged to provide first aid for unwell or injured officers, with no 

Level Composition Training PPE

3 Beat duty unit (BDU): 1 inspector, 3 sergeants and 18 constables
May have vehicle(s)
Usually drawn from response/patrol or neighbourhood officers

Foot cordons Normal uniform

2 Police Support Unit (PSU): 1 inspector, 3 sergeants and 21 constables
Deploy in protected personnel carriers
Usually drawn from response/patrol or neighbourhood officers

As above, plus shield tactics, working with 
mounted branch and petrol bomb reception

Equipped with PO PPE

1 Police Support Unit (PSU): 1 inspector, 3 sergeants and 21 constables
Deploy in protected personnel carriers
Usually dedicated to public order duties

As above, plus premises entry and search, 
movement through crowds, crowd extractions, 
prison disorder support and barricaded persons

Equipped with PO PPE

Table 1. A comparison of three levels of PO trained police officers42

Figure 2. A police PO medic in PO PPE [image courtesy of the 
Metropolitan Police Service]
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exemptions for dangerous environments such as PO. Under the 
same acts, the police are obliged to ensure that their work does 
not expose the public to risk. The policing of a riot with the use 
of batons and horses inevitably poses a risk of harm to the public. 
It is obligatory that the police minimise that risk, and part of this 
is through the provision of first aid in circumstances where the 
insult itself cannot be avoided.

The Basic principles on the use of force and firearms by law 
enforcement officials67 states that, where someone is subject to 
police use of force, the police should ensure that assistance and 
medical aid are rendered to any injured or affected persons at 
the earliest possible moment. This was further reinforced by 
a review of the police response to the 2011 summer disorder 
which generated ten key principles governing the police use of 
force. One of the principles includes the availability of adequate 
medical expertise to respond to harm caused by the use of force2.

Under the Human Rights Act 1998, every citizen has a right to life, 
except in very specific circumstances68. The Act created positive 
obligations when the State must take action in order to uphold 
the right, rather than simply refrain from breaching it. So, in the 
case of the ‘right to life’, when the State use lawful force on a 
citizen, in circumstances where this action may take their life, 
there is a duty then to attempt to save their life once the threat 
has passed69.

These laws and international convention have influenced police 
policy and procedure, and thus have been incorporated into 
practice through authorised professional practice (APP), the 
national ‘best practice’ guidance for how policing should be 
undertaken. Under the Operations APP, commanders must 
consider “the health and safety implications for officers and 
members of the public who may be affected by police action”70, 
embedding both public and police health and safety legislation. 
Likewise, the Operations Planning APP reflects the 1998 Act 
in that fact that police must “ensure that assistance and aid 
are rendered to any injured or affected persons at the earliest 
practicable opportunity”63.

Public order medics

As far back as 1975 it was identified that the availability of 
first aid for police officers in a riot would prevent unnecessary 
interactions with healthcare professionals for minor injuries, 
thereby retaining officers in operational settings9. Additional first 
aid training was given to some PO officers in both the UK and 
other countries with similar policing systems54. Following the 
inquiry into the death of Stephen Lawrence71, the then National 
Police Improvement Agency, now the College of Policing, 
introduced a national modular first aid learning programme 
consisting of four modules72:

•	 Module 1 is delivered to all police personnel.

•	 Module 2 is designed for police personnel who have contact 

with the public and meet the requirements of the Health and 
Safety Executive’s (HSE) Emergency First Aider at Work.

•	 Module 3 includes the content of Module 2 with additional 
inputs relevant to the custody setting.

•	 Module 4 was designed for officers and staff working in 
medium to high-risk environments and meets the 
requirements of the HSE’s First Aid at Work.

The importance of point of wounding care is universally 
recognised49,53,73; however, none of the modules included the skills 
necessary to deal with major trauma, to operate in environments 
devoid of healthcare support, nor to extricate casualties from 
those environments. Forces developed ad hoc solutions and the 
standard of training and/or equipment varied massively. It was 
noted that the standard of clinical care in firearms operations 
could be “a police medic carrying a pack of plasters, where in 
other forces it is people who can do chest drains”74. Officers at 
both ends of the spectrum called for standardisation.

The then Association of Chief Police Officers (ACPO) approached 
the Faculty of Pre-Hospital Care (FPHC) for assistance and 
a working group was convened75, the result of which was 
Module D13 of the National Police Firearms Training Curriculum76. 
Recognising that other areas of policing also required enhanced 
first aid skills, D13 became the basis for Module  5 of the First 
Aid Learning Programme73. Module  5 can be considered as 
a nationally-approved ‘menu’ of options from which forces, 
acting on clinical governance recommendations, can select the 
relevant clinical skills they need for a variety of high-risk policing 
environments, including but not limited to PO.

Whereas Module  D13 is the first aid element of the National 
Police Firearms Curriculum, the equivalent first aid element of 
the PO Curriculum is Module F377. Officers operating at Module 5 
trained are subject to national and local clinical governance21 
with capabilities that commonly align with Level D on the FPHC78 
Competency Framework (Table 2).

F3 emphasises the need for contextualised learning76,77 but it 
is not prescriptive about specific tactics. Being able to adapt 
to unfolding events, potential threats and operate seamlessly 
alongside police PO tactics requires medics to be both 
occupationally and operationally competent PO officers before 
training as a medic77. This enables them to fulfil their core roles 
and responsibilities, including understanding strategic, tactical 
and operational intent and plans as well as their individual 
policing and clinical role within it, operating within the law and 
policy, environmental scanning and risk assessment, recognition 
and application of crowd psychology and dynamics, and being 
able to liaise with the operational commander in a relevant 
fashion to inform their planning and tactics21,42,43.

The dynamic nature of the PO environment requires a flexible 
response commensurate with the constantly changing 
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environment, thereby negating the ability to follow a set 
process. The use of police officers already experienced in the 
PO environment, further enhanced by regular role specific 
training, intends to enable them to maintain sufficient 
‘bandwidth’ to perform the clinical tasks required in the dynamic 
PO environment79. PO medics are routinely deployed in pairs 
for safety and clinical efficacy, allowing for ‘contact and cover’ 
casualty care as well as ensuring an evacuation capability. 
During serious disorder, the pairs model can be replaced by 
larger numbers where resources allow. PO medics are additional 
to officers deployed as PSUs, but they may be attached to an 
individual PSU for transportation or command purposes21.

The ambulance service and healthcare

A series of cases in the 1990s had held that the fire service 

and coast guard were not duty-bound to go to the aid of any 
individual in danger80,81. A similar series held that police services 
do not owe a duty of care to individual members of the public 
who suffer as a result of the criminal’s activity; instead, the police 
retain an ongoing duty of care to the public as a whole82,83. In 
contrast, an unreasonably delayed response by an ambulance 
service to an emergency call could be actionable negligence, 
creating a duty of care for individual patients for the ambulance 
service84. Once a patient is identified as needing ambulance care, 
the service has the responsibility to that individual84.

In light of this duty of care, UK National Health Service (NHS) 
trusts must have in place arrangements to safely respond in 
the event of local or national acts of public disorder, i.e. riots 
or demonstrations85. The UK Ambulance Services Emergency 
Preparedness Resilience and Response Group (EPRRG) has 
developed a Public Safety and Public Order Guidance to provide 
direction of operational and tactical options for such incidents29. 
At some large-scale events, medical cover can include the 
provision of foot mounted medical response teams (MRT) 
including volunteer or NHS ambulance service personnel29,86. A 
small number of ambulance services also have the capability 
of deploying foot mounted MRTs in full PO protective (MRTPO) 
equipment to the peripheries of disorder29. In practice, this 
capability is based around the concepts of creating a casualty 
collection point and using MRTPO staff to collect patients from 
police medics who have extricated them out of a PO hot zone 
or deploying into areas with no active disorder threat. Due to 
the considerable command and logistical elements required 
to deploy them, these teams are predominantly limited to pre-
planned operations29.

Though the ambulance service teams are often registered 
healthcare professionals with the appropriate PPE, good 
medicine alone does not make for good high threat medicine87,88. 
The PO hot zone, a high threat environment, cannot be 
mitigated through the wearing of PPE alone. When considering 
the C-TECC guidelines49, it would be reasonable to consider 
ambulance service assets as PO warm zone operatives. These 
ambulance service teams cannot independently function or 
defend themselves within active disorder, i.e. within the PO hot 
zone. As a result, these teams should be considered as event 
assets with additional protection rather than true independent 
public disorder assets.

Cocks identified different models of pre-hospital care in civil 
disorder54. Examples included healthcare professionals with 
PO PPE and specific tactical training to integrate with police 
operations as well as healthcare professionals with no additional 
training for the environment but with some form of distinctive 
PO PPE54. In both cases he concludes that the opportunity for 
healthcare professionals to deliver meaningful interventions 
beyond those delivered by police medics in this environment 

PO medic (F3) capability

Safety Use of correct PPE, understanding of scene safety, 
dynamic risk assessment

Scene management Radio communications, awareness of high-risk 
mechanisms of injury, mass casualty triage, 
capacity/consent

Catastrophic bleed Recognise life threatening haemorrhage, direct 
pressure, arterial tourniquets, haemostatic gauze, 
trauma and blast bandages

Spinal Appreciation of high-risk spinal mechanism of 
injury, manual in-line stabilisation, log roll

Airway Inspect and clear airway, head-tilt chin-lift, neutral 
alignment, jaw thrust, postural drainage, manual 
suction, basic airway adjuncts

Breathing Breathing assessment, basic chest examination, 
application and management of chest seals, 
expired air ventilation, administration of oxygen 
via high flow mask or bag valve mask, pulse 
oximetry

Circulation Use of automated external defibrillator, assess 
presence of circulation, measure pulse rate and 
rhythm, capillary refill, elevation of limb where 
appropriate, application of pelvic binder, splintage, 
assessment/treatment of chemical/thermal burns

Disability Assess AVPU, assess PERL, assess for underlying 
head injury, FAST test

Exposure Assessment, treatment and handling of patients 
exposed to extremes of temperature

Casualty handling Appropriate packaging for casualty evacuation, 
casualty handling techniques, use of evacuation 
devices, ATMIST handover

Medical Ability to recognise common medical 
emergencies including anaphylaxis, myocardial 
infarction, transient loss of consciousness, asthma, 
diabetes, epilepsy

Table 2. Metropolitan Police Service PO medic (F3) capability (as of 
March 2023) in reference to FPHC PHEM competency framework78

Note: Due to local variation and governance, other UK Police Service PO medics carry 
supraglottic airways and analgesia
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does not outweigh the additional risk to them through transfer 
of malice by their proximity to both police and the threat. He 
concludes that the safest and most efficient use of pre-hospital 
care resources in civil disorder is at fixed location”casualty retrieval 
points”, a conclusion also made post the Hillsborough crush89 and 
now reflected in current national healthcare guidance29. This 
historic model remains unchanged and has been demonstrated 
at a number of modern UK incidents, both within London and in 
outer counties such as during the Bristol Sentencing and Courts 
Bill protests29,36.

Although the current police and healthcare guidance clearly 
recognises the unique challenges that PO brings, supporting the 
concept of recognising the area as an operational subspeciality 
of high threat medicine, questions do remain as to whether the 
clinical aspects of the UK model meet the needs of casualties 
that occur within the PO hot zone. This potential gap within 
care provision, commonly described as the therapeutic vacuum 
within high threat medicine90, is equally valid within disorder. 
The limited data regarding modern injury profile fails to answer 
whether there are patients that may benefit from alternative 
systems of care or skills and equipment not yet contained in 
Module 5. Equally, it fails to identify if there are any elements of 
F3 that are inappropriate for the modern PO environment.

Internationally, there are alternative models which see healthcare 
professionals embedded in, or deployed with, police units in 
disorder. The identification of separate provision for disorder 
recognises the sub-speciality, especially as most have been 
developed from existing TEMS units. Following violent election 
protests in 2016, the Portland Bureau of Fire & Rescue in the US 
created a team to work with the police’s disorder-oriented rapid 
response team55 building on the experience of, but distinct from, 
the TEMS support to the police’s special weapons and tactics unit 
and special emergency response team5.

In New Zealand, Wellington Free Ambulance established a TEMS 
team to respond active-shooter situations, with paramedics 
working alongside police special tactics group and armed 
offender squads. Public health-related protests at the parliament 
buildings in early 2022 saw three paramedics working with the 
PO policing support units, ahead of conventional ambulance 
units on the perimeter of the warm and cold zone. The 
paramedics were described as operating in the warm and hot 
zone with police protection13. Broad variances in the definition 
and presentation of disorder and the gross impact of availability 
of firearms within each setting make it difficult to generalise 
findings; however, these examples unanimously support the 
concept that PO presents unique challenges within high threat 
medicine.

Summary
In ballistic-orientated interpretations of high threat medicine, 
the threat is often considered as the response to incidents 

involving conventional firearms, bladed weapons or other 
means considered otherwise so dangerous. These threats are 
predominantly mitigated by the projection of force using police 
firearms, creating safe distances and/or employing exclusionary 
zones whilst the threat is identified, located, contained and 
subsequently neutralised. Within PO, threat presents itself 
differently and is rarely amenable to the same mitigation 
techniques. PO policing occurs in close quarters and commonly 
involves separating opposing parties, protecting vulnerable 
premises, or holding a cordon to prevent further crime or harm. 
This style of policing makes it extremely difficult to project force, 
create safe distance or employ large exclusionary zones. As a 
result, this greatly limits the area in which healthcare providers 
can work without adequate protection and the means to defend 
themselves.

There are multiple threats to the public, police and any pre-
hospital care providers; this can include dynamic hostile crowds, 
direct interpersonal violence and projectiles including incendiary 
devices, corrosive and chemical substances, moving vehicles and 
large animals. Any state of active disorder, serious disorder/riot or 
unrest where these threats are active or likely are environments 
that should be considered as hostile, necessitating specialist 
training, equipment and experience. These clear operational, 
tactical and clinical challenges that occur within areas of violent 
disorder are not amenable to quintessential ballistic or explosive 
threat TEMS responses. The development of the C-TECC ‘civil 
unrest’ working group demonstrates a recognition of these 
challenges as part of high threat medicine as a whole, with a 
small number of international TEMS systems demonstrating 
specific disorder/riot-based capabilities.

Within the UK, however, NHS resources are generally unable to 
operate in environments where disorder or an uncontrollable 
threat of disorder exists. As a result, the primary model of care 
is that of police PO medics supported by NHS ambulance 
service resources based at casualty retrieval points. This UK 
model demonstrates that some form of intentional PO medicine 
exists; however, it presents as a tactical option within POPS 
policing rather than a defined area of operational high threat 
medical practice described internationally. In recognising PO 
medicine as an operational subspeciality of UK high threat 
medicine, we propose that there is scope to further develop our 
understanding of the area, identify any PO ‘therapeutic vacuum’, 
and improve our response to it.

Despite a reasonable understanding of historic injury patterns 
in UK disorder, there is very little published data regarding the 
modern UK PO experience, by either the police or ambulance 
service. Recognising the speciality in its own right will provide 
the opportunity to develop the clinical content within F3 
and the overall role of the PO medic. Where there is limited 
space to carry extensive medical equipment, an improved 
understanding of the environment may positively influence the 
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issue of equipment and its carriage. This same understanding 
may allow for better nuanced training within this environment.

Whilst the police are unable to discharge their statutory pre-
hospital care obligations to a third party, it is not yet understood 
whether there is a role for specialist trained clinicians assisting the 
police in this environment, and how any benefits are weighed 
against the potential risk to the clinicians involved. Although 
national guidance exists, the requirement for ambulance 
services to respond to incidents in close proximity to disorder 
is not currently clearly defined. Data describing the current 
frequency and nature of such demand, and interpretation of the 
available intelligence to determine the potential for it, would 
assist ambulance services and/or enhanced care providers 
in considering, developing or adapting their capability and 
interoperability to meet their obligations in that environment.
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