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CAA congratulates SAAS on being the first ambulance service in Australia to receive
National Safety and Quality Health Service (NSQHS) accreditation and the first to
receive the CAA Accreditation Award.
The inaugural Accreditation Award has been incorporated in the CAA Awards for
Excellence in recognition of outstanding commitment by an ambulance service to
achieving the rigorous standards applied to the health sector in Australia.
The standards set by The National Safety and Quality Health Service (NSQHS) are
mandatory for health service organisations but not ambulance services.
An external assessment determines ultimate accreditation, which is reassessed every
three years.
SAAS has demonstrated a commitment to continuously review and improve its
operations to deliver optimum out-of-hospital care in South Australia under the
scrutiny of external assessors.
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Australasian Ambulance –
Awards edition 2018
This special awards edition of the
Australasian Ambulance Magazine
encapsulates the remarkable breadth of the
work undertaken by ambulance services and
paramedics in Australia and New Zealand.
An impressive 38 entries for CAA’s
Awards for Excellence spanning
projects and research in four separate
categories highlight outstanding skills
and a commitment to fostering healthy
communities.
This year we also recognise the SA
Ambulance Service (SAAS) achievement
in being the first ambulance service in
Australia to receive accreditation by the
National Safety and Quality Health Service
(NSQHS).
With the constant demands on all levels of
the ambulance workforce, it is important
to remind ourselves of the unstinting and
inspired efforts of the individuals and
teams whose contributions make a positive
difference to the sector and the community.
The magazine provides an opportunity to
showcase their work and hopefully act as
another trigger for services to share their
expertise and knowledge, at home and
abroad.
We are delighted to have the continued
support of SDSI as sponsor of the 2018
Awards for Excellence Gala Dinner,
celebrated in Auckland, New Zealand in
conjunction with the CAA18 Congress.
Our expert judges have again given
generously of their time. Sincere thanks to
Steve Irving, Executive Officer, Association
of Ambulance Chief Executives (UK) and
former members of the CAA Board Lyn
Pearson, Ross Coburn and Greg Sassella.
Links to previous projects highlighted in the
CAA Award magazines can be found at CAA’s
new website: www.caa.net.au
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ACT-FAST clinical triage algorithm
for stroke clot retrieval

Clinical

Dr Henry Zhao (Principal Investigator,
Royal Melbourne Hospital & Ambulance
Victoria) and Professor Karen Smith
(Ambulance Victoria)
A unique tool to detect patients with the
most severe form of stroke and to triage
them to appropriate treatment more
easily and quickly has been designed
by a team of Melbourne researchers in
conjunction with Ambulance Victoria.

Background
For many stroke victims needing the
highly effective clot retrieval surgery,
treatment can be badly delayed as they do
not live near a specialised hospital capable
of performing the procedure. In such a
debilitating form of stroke where every
minute counts, such delays lead to dire
consequences including worsening brain
tissue death and poorer outcomes.
To counter this problem, the Royal
Melbourne Hospital in collaboration with
Ambulance Victoria created an innovative
three-step ACT-FAST paramedic algorithm
to identify patients likely to need clot
retrieval, thereby allowing ambulances
to transport patients directly to an
appropriate hospital. The streamlined
clinical algorithm allows paramedics to
quickly and easy apply the tool in the
field and requires assessment of just two
examination items for each patient.
Use of this tool in future is envisioned
to provide a simple and cost-effective
solution to avoid costly transfers between
hospitals and significantly expedite clot
retrieval treatment to achieve better
outcomes for stroke patients.

Aim
The project aimed to create a simple and
easily deployable paramedic procedure for
identification of stroke patients requiring
clot retrieval surgery.
Existing international triage tools such as
the Rapid Arterial Occlusion Evaluation
scale (RACE) are time consuming and
demand that up to six examination items
be performed on top of routine paramedic
assessments for stroke. In addition, many
use unreliable examination items like
facial asymmetry (can be very subjective)

and leg weakness (often confounded by
hip problems), making them impractical
for real world use.
The objectives of creating such a tool were
as follows:
• Streamlined paramedic algorithm with
no scoring required
• Least number of examination items as
possible
• Examination items must be able to
be assessed reliably in real world
situations (e.g., uncooperative and
non-English speaking patients).

Implementation
The 3-step ACT-FAST algorithm (seen
in the picture above) was developed
in many stages with the collaboration
of Ambulance Victoria paramedics.
An extensive study was conducted
investigating how stroke patients requiring
clot retrieval present differently from
other types of stroke, and examination
items were tested for practicality and
reliability when used by paramedics.
A validation study is currently underway in
Melbourne to test the accuracy and time
saving potential of the ACT-FAST algorithm
when used by paramedics. Should in-field
testing continue to be successful, the final
stage of implementation will involve all
ACT-FAST algorithm positive patients being
taken directly to an endovascular centre in
metropolitan Melbourne. For patients in

rural Victoria, assessing ACT-FAST will
allow paramedics to provide early warning
to the hospital and to the neurologist
through the Ambulance Victoria rural
stroke telemedicine project to expedite
transfer for clot retrieval surgery.
With increasing implementation across
Victoria, the team will look to collaborate
with ambulance and hospital services
nationally and internationally to improve
care for stroke patients and reduce
inequality for those living far away from
specialised clot retrieval hospitals.

Evaluation
Preliminary data of ACT-FAST accuracy
show that paramedics assessing patients
as algorithm positive predicted need
for clot retrieval with >90% accuracy
and surpassed the accuracy of the more
complex international tools. For patients
that could not receive clot retrieval at
their closest hospital, more than an hour
would have been saved had paramedics
used ACT-FAST to triage patients to a
specialised clot retrieval hospital.
Initial evaluation of the ACT-FAST
Algorithm therefore shows that the
tool is practical, simple, highly accurate,
and is modelled to provide substantial
time saving for clot retrieval treatment.
Implementation of ACT-FAST in future is
therefore hoped to provide stroke patients
with the best chance of recovering from
this debilitating condition.

Winter 2018
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Melbourne Mobile Stroke Unit
Shane Foster, Project Manager
(Ambulance Victoria),
Lindsay Bent (Ambulance Victoria),
Michael Stephenson (Ambulance Victoria),
Stephen Davis (Royal Melbourne Hospital),
Geoffrey Donnan (Royal Melbourne
Hospital), Henry Zhao (Royal Melbourne
Hospital and Ambulance Victoria)
Stroke is a major contributor to Australia’s
burden of disease and a leading cause
of disability costing the health system
$5 billion annually.
In 2017, there were almost 56,000 new
and recurrent stroke incidents. With every
minute that passes without treatment,
it is estimated approximately 2 million
neurons are lost, making stroke triage and
management critical.

Photo: Herald Sun

will ultimately improve their long-term
outcomes.

Current acute stroke care in Australia,
including standard ambulance dispatch is
significantly compromised due to complex
stroke triage procedures and the inability
to quickly access vital diagnostic tools
prior to treatment.

Background

These challenges mean only 29% of
patients are transferred to an appropriate
stroke centre within the first 4.5hrs
of stroke onset. Many patients also
require a secondary inter-hospital
transfer to neurosurgical or endovascular
thrombectomy centre, which is usually
lengthy and worsens outcomes by
delaying definitive treatment.

The MSU ambulance was built using a
Mercedes Sprinter-5 chassis with standard
complex vehicle box body. It is fitted with
the CereTom™ 8-slice CT scanner, which
is self-propelled and has battery power
source allowing in-field scanning. Standard
CT of the brain and CT-angiogram using
an on-board power contrast injector can
also be performed for fast and definitive
determination of haemorrhage or
ischaemic stroke.

To counter this problem the Royal
Melbourne Hospital in collaboration
with Ambulance Victoria (AV) developed
Australia’s first Mobile Stroke Unit (MSU).
The MSU includes a neurological team,
a CereTomTM 8-slice CT scanner and
telemedicine technology. In conjunction
with standard CT scan and the ability to
perform CT-angiogram using an on-board
power contrast injector, the MSU can
also provide stroke treatment including
intravenous thrombolysis, anticoagulation
reversal, as well as antihypertensive and
anticonvulsant therapies.
It is expected that by bringing current
hospital stroke care to the pre-hospital
setting, stroke triage will become more
efficient, standard stroke workflow will
be simplified, a novel platform for stroke
research will be delivered, and patients
will receive faster acute stroke care, which

The concept behind the MSU is to “bring
the hospital to the patient” to reduce
time to definitive treatment and thereby
improve the long term outcomes.

The MSU has a 5-member crew,
comprising a stroke neurologist, stroke
advanced practice nurse, CT radiographer
and two paramedics (advanced life
support and mobile intensive care). The
neurologist is able to assess CT images
on-board and make immediate treatment
decisions. Telemedicine technology will
allow for future treatment by a remote
neurologist.
Available treatments include intravenous
thrombolysis, anticoagulation reversal,
antihypertensive and anticonvulsant
medications. A number of groundbreaking clinical drug trials can also be
undertaken using new thrombolytic
agents; clinician based large vessel
occlusion identification and haemostatic
medications for haemorrhage.

Implementation
The planning and implementation phase
of the MSU took place over three years
with an operational launch in November,
2017.
The $8 million initiative will be trialled for
four years with the MSU available every
week day between 8 am and 6 pm within
a 20 km radius of the Royal Melbourne
Hospital.
Just 4.5 months into its trial phase, the
MSU ambulance was dispatched to more
than 400 cases, and is on track to exceed
the initial prediction of 500 cases a year.

Evaluation
Evaluating the effectiveness of the MSU
initiative will continue throughout the
trial.
While the service is still in its early stages,
initial results provide a good illustration
of current and future benefits associated
with Australia’s first MSU.
Interim evaluation shows the MSU
ambulance significantly reduced the
median scene-to-CT time by 77% and
scene-to-needle time by 58% compared
with standard pre-hospital stroke care.
Ambulance Victoria will share the
extensive experience gained during the
MSU’s design and with other Australian
ambulance services contributing to a
reduction in Australia’s burden of disease
and global stroke research.
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Avatar Simulation Activity
to high fidelity equipment to
more effectively participate in
a remote simulation exercise.
This process requires officers
to video-conference the
simulation centre, and control
and co-ordinate a paramedic
response to a simulated patient
presentation.

Clinical Practice Skills Development Team
(Avatar Project) – Queensland Ambulance
Service Education Centre
Two international study grants led to an
exciting Avatar Simulation Activity for
Queensland Ambulance Service (QAS)
officers.
The Queensland Ambulance Service (QAS)
provides access for all officers to 40 hours
of professional development every year.
These sessions range in topics and focus
on new clinical procedures, learning new
clinical practices or equipment and an
opportunity to refresh and review clinical
presentations and management. This
process of professional development
is referred to as Tier One education,
developed by the Queensland Ambulance
Service Education Centre (QASEC).
The Kenneth James MacPherson
Foundation Overseas Study Grant was
awarded to the QASEC Continuing
Education Unit Officer Scott Nash, a
senior clinical educator. He attended
the International Meeting on Simulation
in Health Care in Orlando Florida and
collaborated with simulation centres in
North and South Carolina.
The University of South Carolina, in
conjunction with their local paramedic
service had developed a program to
enable regional officers without access

• Delivery of a simulation activity that
provides an operational introduction
to the application of chest seals and
haemostatic dressings, and
• Providing all officers an opportunity
to incorporate crew resource
management principles with high level
communication skills.

Back in Australia, extensive
consultation was conducted
with the QAS Clinical Quality
and Patient Safety Unit,
Emergency Management Unit
and manufacturers of the Hyfin
Chest Seal and Haemostatic
dressing. Data obtained
indicated that a review of
the treatment for significant
chest trauma was required
and current recommendations
on operational and public responses to
Active Armed Offender incidents required
communicating to staff.

Planning

Throughout the development process
of this Tier One education program,
an opportunity arose to incorporate a
comparable Avatar simulation activity
process into the education delivery,
enabling the Continuing Education Unit to
focus on a range of topics.

The vision allowed officers to follow a case
from notification through to assessment
and completion of treatment. Transition
to a mannequin moulaged to look the
same allowed officers to start their own
assessment and treatment.

Aim
The main objective of the Avatar
Simulation Activity is to provide officers
with a contemporary review involving
assessment and clinical care of a patient
who presents with significant chest
trauma. The activity also presented
an opportunity to incorporate ‘Crew
Resource Management’ principles.
The program aims to address four main
components of service and education
delivery that are clinically relevant and
supportive including:
• Introduction of vicarious responsibility,
which fosters an approach for officers
to be responsible for the care and
outcomes in patient treatment
• Delivery of a simulation experience
with inter-rata reliability throughout a
geographically diverse service

The vast geographical diversity of QAS
meant a standardized approach to
simulation was challenging and presented
unique logistical complications.
To assist the Local Ambulance Service
Network (LASN) education units with
case based simulation, QASEC developed
a range of specialist resources. The QAS
in conjunction with Queensland Fire
and Emergency Services (QFES) filmed a
simulated extrication of a patient from
a vehicle and then used the footage to
frame the arrival of a treating crew.

Outcomes
Officers, who have formerly been
reluctant participants, said the material is
more relevant to their operational needs
and beneficial for their current clinical
level. They are also more engaged in
contributing their insight and reflections
and felt more empowered in their learning
experience.
The creative approach to training has
provided a greater understanding of the
capabilities of equipment and depth of
fidelity that can be achieved.
The process is an opportunity for
all services to engage their staff in a
supportive manner and address topics
that have been historically difficult to
overcome.

Winter 2018
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Droperidol Use in Patient Management
demographics, adverse events, time to
sedation, whether additional sedation was
required, pre-hospital time and any staff
or patient injuries.
All patients recruited to the study had
SAT scores and vital signs recorded
every five minutes for at least 20
minutes after the initial and subsequent
dose(s) of midazolam or droperidol. For
clarification and additional information
(dystonic reactions, additional emergency
department sedation) the electronic
ambulance report form and the patient’s
ED record were also accessed as required.

Planning
Clinical Quality and Patient Safety Unit,
Queensland Ambulance Service
In December 2015, the Queensland
Ambulance Service (QAS) and United
Voice Queensland established the
Paramedic Safety Taskforce to investigate
occupational violence and provide
strategic recommendations to reduce the
risk to QAS officers.
Based upon the successful use of
droperidol in the Emergency Department
(ED) setting, it was recommended
that droperidol replace midazolam for
the management of Acute Behavioral
Disturbance (ABD). To validate the
significant change in clinical practice,
a prospective observational study was
undertaken to assess the safety and
effectiveness of midazolam and droperidol
for the pre-hospital management of ABD.
Data from 290 patients (midazolam
141; droperidol 149) from the Brisbane
metropolitan area were analysed.
The study clearly demonstrated that
droperidol was associated with fewer
adverse events and a shorter time to
sedation compared with midazolam for
the management of ABD in the prehospital setting.

Background
The Paramedic Safety Taskforce sought
to address the issue in a multifaceted
way with measures including improving
paramedic education and reviewing
clinical guidelines to ensure contemporary
evidenced based care.

The QAS clinical protocols stipulate that
if verbal de-escalation fails, parenteral
sedation is to be considered for timely
assessment, treatment and safe
transportation to hospital.
Generally medications within three drug
classes, benzodiazepines, antipsychotics
and dissociative anesthetics, either alone
or in combination are used to treat ABD.
The impact and outcome varies with each.
The study was undertaken between May
2016 and May 2017 by the QAS Office
of the Medical Director, with Dr Colin
Page, Clinical Toxicologist and Emergency
Physician as the lead investigator.
The inclusion criteria included: patients
≥16 years, where ABD was the primary
reason for ambulance attendance,
they had a Sedation Assessment Tool
(SAT) score of ≥+2 and they were
transported to a hospital within the
Brisbane Metropolitan area. Exclusion
criteria included patients with known
adverse drug reactions to midazolam or
droperidol, or patients with Parkinson’s
disease.
A Drug Therapy Protocol (DTP) for
midazolam was in place prior to the study
commencement. A protocol with a similar
format was developed for droperidol,
based upon previous research.
In addition to the existing electronic
ambulance report form, a purpose
designed ‘ABD Audit Form’ was also
electronically submitted following
each case with data including patient

The operational workforce of 4,000
is spread across 15 Local Ambulance
Service Networks to support the state’s
population of 5 million in geographically
diverse areas.
The QAS is proud of its ability to work
alongside hospital based colleagues to
develop safe and effective drug protocols,
within a challenging timeframe and
resourcing environment.
As an Australian first, QAS is equally proud
of it its ability to formally validate the
administration of pre-hospital droperidol
and introduce it into clinical practice,
helping not only its staff, but also the ABD
patients and their hospital care givers.

Scope
The success of validating the
administration of droperidol to ABD
patients has been overwhelming in terms
of improving patient care and ensuring
ambulance service research benefits real
world clinical practice.
To ensure accurate representation, further
data collection to include patients < 16
and ≥ 65 years is due to be completed by
mid 2018 with analysis expected by late
2018.
This practice can potentially be adopted
by ambulance services nationally and
internationally. The research has been
published in the Prehospital Emergency
Care Journal.
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Paramedics in the community
SA Ambulance Service, Community
Paramedics
In 2016, SA Ambulance Service (SAAS)
launched a Community Paramedicine
program to complement its existing
services, reduce demand on other health
services and provide tailored solutions for
vulnerable and remote communities in
South Australia.
Under this unique model, Community
Paramedics are assigned to areas where
they can coordinate community care
options to link people with a range of
teams including palliative care, Better
Care in the Community, mental health and
complex care teams.
The equivalent of five full time Intensive
Care Paramedics (ICP) help residents
in isolated communities avoid medical
conditions becoming high acuity issues
which need urgent medical attention.
The services provided in the Outer
Limestone Coast (more than 300 km east
of Adelaide) and Ceduna (almost 800
km west of Adelaide) are reducing the
pressure and impact of rising medical
presentations to hospitals and other
health facilities. The program has also
seen patients connected with the most
suitable community health care option for
their individual circumstances.

Aim
The Program aims include:
• Support and enhance local SAAS
service delivery
• Expand the role of SAAS Paramedics
by strengthening skillsets within the
workforce to improve health care
provision across primary, emergency,
intermediate and secondary care in
regional communities
• Enhance country healthcare
through improved partnerships and
collaboration with Country Health SA
Local Health Network (CHSALHN) and
Country SA Primary Health Network
(CSAPHN)
• Support reduction in hospital admissions,
and help reduce length of stay by
providing multi-disciplinary care

• Find opportunities to work with
Aboriginal Torres Strait Islander (ATSI)
people and their communities to
improve health care delivery.

Background
The Community Paramedics program in
conjunction with health networks fits
into the South Australian Government’s
Health Care Plan for 2007-2016, which
identifies the need to reduce pressure
on emergency departments and better
management of chronic diseases.
The Community Paramedics (CP) work
with local health care professionals
to expand the provision of services
and medical support and can provide
treatment in the community, at local
medical facilities or in hospitals, but must
not act outside their scope of practice.
The program, funded by the State
Government, has also facilitated
training and support for SAAS’ volunteer
workforce, increasing their confidence and
retention rates.

Outcomes
Outer Limestone Coast CP case study:
A 79 year old male admitted to Kingston
Hospital for Palliative Care management
was assisted by a CP who was involved
in his discharge planning in collaboration
with his GP and community nursing. The
CP arranged and attended meetings with
family, community nursing, palliative care,
was involved in a management plan and
assisted with breakthrough pain relief.

Without the CP involvement this man’s
end of life wishes would not have been
possible within his regional community.

Ceduna CP case study:
A 15 year old male with a history of
hospital admissions in Adelaide for
Diabetic Ketoacidosis was assisted by
CPs when he returned to Ceduna with
a high Blood Glucose Level (BGL). He
was referred to the Vulnerable Persons
Framework (VPF) where CPs maintained
regular daily contact, continued BGL
monitoring and helped with multiple
hospital/GP appointments.
The Ceduna Koonibba Aboriginal Health
Service now has responsibility for his
social wellbeing and school attendance.
The CPs have a monitoring role. The
boy now regularly attends school and
is engaged with a youth hub. Without
the CP’s early direct involvement the
outcomes would have been profoundly
different.
Since the introduction of the program
Ceduna CPs have been working with staff
at Stepping Stones, Drug & Alcohol Centre,
where they provide vital health services
for up to 60 clients daily.
The program has seen a range of benefits
for clients including improved detection
of serious or life-threatening conditions;
clients more able to manage their health
issues and taking a greater interest in their
own wellbeing; and clients’ improved self
esteem.

Winter 2018

Pathway for future-proofing
patient records
St John New Zealand – ICT (PMO)
In March 2010, New Zealand’s ambulance
services agreed to work together to
develop an electronic clinical record
system.
The Electronic Patient Record Form (ePRF)
developed by St John New Zealand (SJNZ)
replaces hand written clinical paper
records used by New Zealand’s frontline
ambulance officers using available patient
information from the National Health
Index (NHI).
The ePRF is a single data repository
providing real time reporting and efficient
fact-based data capture allowing for
electronic information exchange on
transfer of care to hospital emergency
departments, accident and medical clinics
and GPs.
The introduction of the new form creates
a pathway for future-proofing patient
referrals, while providing the platform for
wider community-based programs.
The second phase of the project will
involve integration with District Health
Boards (DHBs), clinical workstations and
Public Health Organisations (General
Practitioners) to allow for automatic
updates of patient contacts.

Background
Since the project was initiated Ambulance
officers were required to fill in a printed
version of the Patient Report Form which
was different for each ambulance service.
Service Boards acknowledged a series of
issues with the system including:
• Lack of patient information at point of
care
• Inadequate patient clinical records
• Poor communication with the wider
health sector
• Inefficient handling of case
information
• Difficulty in retrieving case information
for investigation or analysis.
An experienced information system
business analyst was engaged to help
define and document requirements for
a replacement electronic system, where

clinical records and the ambulance service
could be incorporated in the NZ health IT
system using electronic data interchanges
with the NHI, hospitals and primary care.
System objectives and requirements were
developed in a series of workshops held
across the country in early 2010 with
88 participants comprising ambulance
services, district health boards, public
health organisations, GPs, Ministry of
Health and the Accident Compensation
Corporation (ACC).
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There have been a number of releases to
keep the system in line with changes to
ambulance services’ clinical practices and
for closer integration of ambulance data
with the wider health system.

Outcomes
The results and lessons learnt from
the process are being transferred to
interested ambulance services worldwide,
specifically in the following areas:

The focus was on
“what” the system
had to do, not
“how” it should
do it with a key
feature being that
a single system
would be used by
all New Zealand
ambulance
services.
During the 18
months taken
for the selection
process and
funding approval,
the Taranaki
ambulance service
was taken over by SJNZ and the Wairarapa
service by Wellington Free Ambulance
(WFA). SJNZ became the Project
Management Office, with WFA as a major
stakeholder.
Project planning involved a series of
delivery stages and the new system had to
be configured to operate in areas with no
cellular coverage.
The project team worked closely with
the Ministry of Health and the Health
Information Standards Organisation
(HISO). A new standard was developed
specifically to cover transfer of ambulance
data to hospitals and GPs.
A prototype was unveiled in August 2014
for evaluation by frontline ambulance
officers. Feedback was incorporated
alongside back office development with
a pilot in August 2015, then going live
in October 2015 with a phased rollout
throughout NZ till March 2016. WFA went
live in March 2018 completing phase one.

Education: Traditional training has been
replaced with an interactive online
package featuring multiple learning styles.
Face to face learning is available where
needed and significantly each member of
staff can learn at their own pace. Material
is reused for new inductees, reducing
costs and downtime.
Centralised communications: The growth
of social media has enabled utilisation
of the intranet, public websites and pod
casts as the core communications hub for
ePRF education.
Rollout Techniques: A seamless transition
process from completion of training to
“Go Live”.
Real-Time Feedback Tool: Frontline users
can communicate with support teams in
real time.
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GoodSAM opportunity for
at-risk communities

Clinical

Clinical Audit and Research Team,
St John New Zealand
Cardiac arrest is a dominant public health
issue in New Zealand, with cardiovascular
disease being the second most prevalent
cause of death.
Universally survival from Out of Hospital
Cardiac Arrest (OHCA) is low. In New
Zealand, the survival rate averages less
than 13%. There is also considerable
health inequity for people who have the
lowest income and/or those of Māori
ethnicity, who have the greatest mortality
from cardiovascular disease.
Emergency medical services (EMS) have
a predominant influence on survival as
OHCA is one of the most time-critical and
time-dependent conditions. However,
in New Zealand the median response
time for ambulance arrival at the scene
of a cardiac arrest is 5 – 8 minutes, and
research indicates there is a 10 – 15%
decrease in survival for every minute
without CPR and defibrillation. This rapid
reduction in the likelihood of survival
makes community response critical to
improving outcomes from OHCA.
As an EMS, St John takes responsibility
not only for ensuring an operational
ambulance response but also in preparing
the community to act in the vital minutes
before an ambulance arrives.
This role is especially important when it
comes to equipping communities with the
poorest health outcomes.

Background
GoodSAM is a free smartphone
application that alerts enrolled responders
to a cardiac arrest occurring close by.
The App, developed in the United
Kingdom and governed by a locally
developed data protection/privacy policy,
uses triangulation location services to map
a responder’s location in New Zealand
within 1000 metres of an alert.
The national database of AED locations
is collected by a third-party provider
(AEDlocations.co.nz) which integrates
its data with GoodSAM to access AED
locations.

In all the other countries using GoodSAM,
competency in CPR and AED use is verified
prior to enrolment with a qualification
provider-approved training certificate.
However, a requirement to prove
certification in such training may preclude
some people from becoming GoodSAM
Responders.
St John also considered the cost
associated with certified training would be
a barrier to many communities learning
CPR and how to use an AED.

GoodSAM was launched in New Zealand
in December 2017 with the enrolment of
formally qualified responders.
In 2018, the App was extended to public
responders who are not be required to
have a formal qualification/approved
certificate to be enrolled. To enrol as a
GoodSAM responder they can complete
the 3 Steps for Life program and then
commit to a code of conduct that states:
“I am responsible for ensuring that my
knowledge and skills are current”.

Two initiatives have been implemented
to overcome these barriers alongside the
introduction of the GoodSAM App:
• The free ‘3 Steps for Life’ community
awareness program
• Enrolment of members of the
public with non-certified training as
GoodSAM Responders.

Method
‘3 Steps for Life’ is designed to give all
New Zealanders the confidence to act
when somebody suffers a cardiac arrest by:
1. Calling 111
2. Starting CPR
3. Using an AED
The program involves a 60-minute training
session with a short video, along with CPR
practice using a manikin. The sessions
are delivered voluntarily by St John staff
who have a minimum practice level of
Emergency Medical Technician.
The St John Pou Takawaenga (Māori
liaison officers) developed flyers in the
Māori language (Te Reo) and a training
video filmed in a local marae to connect
with at risk Māori communities.

Outcomes
Communities have embraced the 3 Steps
for Life program with more than 10%
of one rural community participating in
training sessions.
During the period of January 2018 to
July 2018, nearly 3,000 personnel have
enrolled as responders and more than 70
alerts have been attended.
St John New Zealand will continue to
promote the program and GoodSAM to
highlight the importance of bystander CPR
and AED use for all communities.

Winter 2018

Electronic Audit Platform for
peer auditing
Clinical Audit and Research Team &
Electronic Patient Report Form Team,
St John New Zealand

medications administered that are
above the clinician’s authority to
practice level.

Peer auditing has the potential to be
a powerful tool for improving patient
care and promoting organisation-wide
change, but to be effective a robust audit
process must be in place. Previously, no
standardised process existed for New
Zealand emergency healthcare providers.

Records can also be allocated to
Volunteer Clinical Auditors through a
random selection process (where there
are no broken predetermined rules).

Prior to 2016, St John’s peer auditing
process was regionally based and officers
audited colleagues they frequently worked
alongside, creating significant potential
for bias and limited options for staff to
undergo professional development by
participating in the audit process. Within
this traditional system it was impractical to
implement quality assurance, which led to
inconsistency in methods and significant
variation in the audit quality. Concerns or
queries were typically resolved through
informal communications making it
impossible to moderate the feedback
or quantify the contribution of clinical
auditing to an individual’s practice. There
was no centralised register to allow
analysis of trends.
St John’s switch from paper to electronic
Patient Report Forms (ePRFs) presented
a unique opportunity to make significant
improvements to peer audits. The ePRF
was created alongside an Electronic
Audit Platform (EAP) which caters for
three distinct groups: Volunteer Clinical
Auditors, National Clinical Audit Team, and
Medical Directors.

Implementation
The EAP was built with the aim of
supporting eight primary goals:
1. Select incidents for audit based on
identified areas of risk
The EAP automatically checks if
any component of the completed
ePRF has broken an element from
a table of predetermined rules. If it
has the incident is flagged for audit
and allocated to a Volunteer Clinical
Auditor.
The table of rules aim to identify
incidents with a higher likelihood
that patient care may be below the
expected standard. The EAP also
identifies incidents, interventions or

Self-referred Incidents flagged by
an attending clinician are prioritised
as they represent a culture of selfreflection on clinical practice actively
promoted by St John.
2. Create a register of incidents audited
Electronic patient report forms are
tagged with an audit status to track
progress, making it easier to monitor
key indicators for individual, regional,
and organisation-wide performance
and ensuring Ministry of Health
regulatory requirements are met.
3.	Improve consistency
The standardised training package
for more than 200 Volunteer Clinical
Auditors has enabled Moderators (the
full-time National Clinical Audit Team
comprising Clinical Audit Co-ordinators
and the Deputy Medical Director)
to regularly monitor randomly
selected audits, provide consistent
identification of key issues and quality
feedback.

Clinical

7. Provide a conduit for the appropriate
escalation of incidents where the
auditor has identified that patient
care was significantly below the
expected standard
If a Volunteer Clinical Auditor identifies
significant safety concerns they can
escalate it to St John’s National Clinical
Audit Team.
8. Commend excellent clinical
performance
The clinical audit process can
complement and support other
organisational processes to celebrate
and recognise clinical excellence.

Outcome
The Electronic Audit Platform has proven
its value across two years enhancing
trend analysis and identifying areas for
improvements in patient care.
The Platform has been adopted by the
Wellington Free Ambulance Service,
indicating that it is a valuable tool for any
ambulance service using electronic patient
records.

4. Reduce subjectivity
Previously auditors regularly interacted
with clinicians they were auditing.
Audits are now predominantly
performed in geographically separate
locations greatly reducing the risk of
bias.
5. Formally document communication
between the clinical auditor and the
crew
Formal documentation of
communication between an auditor
and clinician is essential to evaluate
the effectiveness of the process.
6. Allow trend analysis of issues arising
in audit
Identification of key issues uncovered
by the process is necessary to improve
patient care and clinical compliance.
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STEMI treatment for patients
in rural Australasia

Clinical

From February 2016, ambulance
personnel transmitted ECGs meeting
STEMI criteria to the STEMI coordinator
(on call cardiologist at Nelson Hospital)
with clinical discussion via a dedicated
0800 number.
Ambulance personnel were responsible
for completing a PCI/fibrinolysis
contraindications checklist recording
symptoms and other critical information
such as severe comorbidities. The
STEMI coordinator was responsible for
determining the treatment pathway.

Outcomes
Kris Gagliardi, Dr Tammy Pegg,
Barney Rennie, St John New Zealand
Timely reperfusion therapy is instrumental
in determining outcomes for patients
with ST-elevation myocardial infarction
(STEMI) but not always accessible for
residents in rural and remote Australasian
communities.
Nelson Marlborough District Health Board
(NMDHB) cardiologists’ collaboration
and research with St John New Zealand
identified that a multidisciplinary STEMI
pathway would reduce time to fibrinolysis
and rescue percutaneous coronary
intervention (PCI) to improve patient
outcomes for this cohort.

Aim
Timely reperfusion means patients with
STEMI are more likely to survive, less likely
to have long term heart failure, less likely
to have other complications and usually
have shorter stays in hospital.
Approximately 30% of New Zealand’s
population who live in rural and remote
areas are unable to reach a hospital with
a cardiac catheterisation laboratory to
receive PPCI within the recommended
time of 120-minutes.
For these patients fibrinolytic therapy is
the recommended treatment. However,
the vast majority of patients must be
transported to the nearest emergency
department to receive fibrinolysis, leading
to significant delays and inequitable
treatment and outcomes.
The Nelson Marlborough STEMI Pathway
sought to correct these inequities.

Background
Primary PCI (PPCI) is considered the
gold standard treatment method for
reperfusion and fibrinolytic therapy is
the preferred strategy if PPCI cannot
be delivered within 120 minutes of first
medical contact (FMC). Up to 40% of
patients do not reperfuse after fibrinolysis
and require urgent rescue PCI.
The benefit of fibrinolytic therapy initiated
within 30-60 minutes after onset of
symptoms can be estimated at 60-80
additional patients alive at one month per
1,000 treated compared with conventional
therapy. The benefit of therapy within one
to three hours is in the range of 30-50 per
1,000 treated.

Method
During 2014, NMDHB cardiologists and St
John undertook a retrospective audit of
STEMI care in Nelson Marlborough. The
audit highlighted:
• 93 patients suffer a STEMI in the
NMDHB area per year
• FMC to needle time for patients being
transported by ambulance to a nonPCI centre was 75 minutes
• FMC to device time for patients being
treated with PPCI was 95 minutes
• FMC to rescue PCI time was 295
minutes.
Based on these findings, NMDHB and St
John implemented a multidisciplinary
STEMI pathway based on American Heart
Association (AHA) and European Society of
Cardiology (ESC) treatment guidelines.

The first 100 consecutive patients
identified/treated as having STEMI were
evaluated and of these, 33 were not
eligible due to a false or inappropriate
STEMI pathway activation.
A post analysis revealed a 14-minute
time-saving from FMC to device time
for patients receiving primary PCI and a
31-minute time-saving from FMC to prehospital fibrinolysis for eligible patients.
Door in door out time (DIDO) time for
patients presenting to a non-PCI centre
was 99 minutes and FMC to rescue PCI
time was 165 minutes, representing a
time saving of 130 minutes compared to
2013/14 data.

Scope
While the number of patients analysed
was small, the pathway demonstrated
positive developments including: With
sufficient training and ongoing feedback,
ambulance personnel can accurately
identify ECGs showing STEMI and false and
inappropriate activations can be limited
to <10%; pre-hospital fibrinolysis is safe
in paramedics’ hands and transporting
eligible patients directly to a PCI centre
and using helicopter Intensive Care
Paramedics to undertake inter hospital
transfers from non-PCI centres to PCI
centres reduces time to rescue PCI by 130
minutes.
The Pathway has formed the basis
of New Zealand’s National Out-ofHospital STEMI Pathway which will be
implemented during 2018/19 and could
be implemented more widely across
Australasia.

Winter 2018

New option for Volunteer Ambulance
Officers to treat pain
A/Prof Paul Bailey & Mr Deon Brink
St John Ambulance Western Australia
Basic and intermediate skilled ambulance
officers generally lack the gamut of
pain relief options of their paramedic
colleagues.
The paramedic options for severe pain are
often only available in an injectable form
(either intravenously or intramuscularly)
with a relatively common side effect
profile necessitating advanced rescue skills
and / or antidotes. Ambulance officers are
restricted to one drug.
Wafermine™ (active ingredient is
Ketamine) is potentially a viable addition
to the basic and intermediate ambulance
officer skill level.

The trial project aims to establish the
training requirements, logistics, safety and
clinical effectiveness of a novel analgesic
agent for use in rural and regional areas,
believed to be the first use of this type of
medication in the pre-hospital sector.
St John undertook extensive research and
sought expert advice on a range of criteria
in the search for a new medication.
Ketamine wafers were proposed after
consultations with Stephan Schug,
Professor and Chair of Anaesthesiology
in the Medical School the University of
Western Australia and Director of Pain
Medicine at the Royal Perth Hospital.

The Wafermine™ wafers are placed under
the tongue and dissolve within seconds,
providing relief within minutes for patients
with severe to moderate pain.
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Clinical

The lack of a definition of volunteers
in the WA Medications and Poisons
Act 2014 was a major hurdle due to a
misconception that St John volunteers
have only minimal training. The project
proceeded with confirmation that the
volunteers are trained to a similar level of
some UK Emergency Medical Technicians
and that all their work would conform to
the Act.
After a selection process (including
psychometric assessment), Volunteer
ambulance officers were formally trained
and authorised to use the wafers.
The accredited volunteers must consult
the clinical support paramedic at the St
John state operations centre to discuss a
patient’s suitability, and administration
of the wafers. If the clinical support
paramedic is not available, the community
paramedic in Esperance must be
consulted.
Logistic specialists formed a plan to
safely deliver, store and track the new
medication including the installation of
a separate safe and a security camera to
record access.

Due to the delivery method and dosing,
side effects are relatively uncommon and
contraindications are limited.

Aim
In Western Australia, pre-hospital
ambulance based care is provided by both
paramedics in metropolitan Perth and
larger regional centres and by volunteer
ambulance officers in smaller regional
locations.

Outcomes

Numerically paramedics attend the
majority of cases, but a significant number
of patients are attended by volunteer
ambulance officers, often in isolated
locations and a long way from the nearest
hospital.

Two studies will investigate the descriptive
analysis of electronic patient care records
using key variables and the qualitative
analysis of focus groups and individuals.

Analgesic options available to volunteer
ambulance officers are limited to inhaled
Methoxyflurane, which is not always
effective.
St John analgesia effectiveness statistics
demonstrate a gap in analgesic outcomes
in cases attended by paramedics and
volunteer ambulance officers.

A formal evaluation study will be
conducted by Curtin University, in
conjunction with the St John Ambulance
WA clinical governance department.

Method
Esperance, with a population of
approximately 15,000 on Western
Australia’s south coast, was selected for
the pilot. Measured by patient volume,
the St John Esperance sub-centre is the
largest location supported only by a
volunteer ambulance officer. Esperance
also has a very active community
paramedic.
Legal constraints, cost, supply
and logistical issues were priority
considerations following the decision to
use Ketamine wafers.

St John WA is investigating the expansion
of the pilot, started in December 2017, to
another volunteer only location to help
confirm clinical effectiveness. It is hoped
that this option will make it safer and
easier to provide pain relief in resource
poor or remote areas across the globe,
and could also provide a needleless option
for paramedics.
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Heading Aboriginal first responder team
Victoria’s
issues contributing to
excessive morbidity
and mortality.
Aside from distance
and transport, other
barriers to mainstream
services have included
lack of culturally
safe services, fear or
prior experience of
racism, shame and a
lack of representation
of their culture and
people in public health
organisations.

Peter Collins, Ambulance Victoria
The Council of Australian Governments
(COAG) recognises Aboriginal people
of Australia as the most disadvantaged
demographic of the western world.
In July 2017, a Paramedic Cultural
Programs Coordinator (PCPC) was
employed by Ambulance Victoria (AV)
to engage, consult and collaborate
with people from Victoria’s Aboriginal
community, with a view to breaking down
real and perceived barriers to care.
A specific function of the PCPC role
was to investigate the possibility and
complexities of establishing a communitybased First Response Team at Lake Tyers
(Bung Yarnda) Aboriginal Trust (LTAT) in
Gippsland, Victoria.
Based on the Community Emergency
Response Team model, nine members of
the LTAT community were recruited for
the pilot Koori Emergency Response Team
to ‘bridge the gap’, provide a culturally
sensitive primary emergency response,
reduce barriers to care and improve
employment opportunities for the
Aboriginal community.

Aim
LTAT is an isolated, low socio-economic
Aboriginal community 30kms east of
Lakes Entrance in Gippsland, with a
population of 160 people who suffer
a range of complex social and health

Outcomes
The pilot began in December 2017 and
has achieved a 75% reduction in response
times to a documented average of 10
minutes. While case numbers have
remained consistent, AV has seen
• Pride in the team.
• Improved trust of AV within the
Aboriginal community.
• Satisfaction amongst LTAT at how AV
has supported young people within
the community and responded to any
issues.

In the year before the
project started, AV
received 63 calls from
LTAT, 48 of which were
Code 1 requests with an average response
time of 41 minutes. Some cases took more
than an hour. AV crews have experienced
occupational violence and waited for
police escorts, contributing to less than
desirable response times, community
unrest and tension.

• Opportunity of employment with AV
has motivated locals to live healthier
lives

Method

• Interest from interstate Aboriginal
communities that wish to establish a
similar model.

In developing the pilot program, and to
explore both real and perceived needs
of the Aboriginal community, the PCPC
conducted extensive consultation with
a range of Aboriginal organisations,
the communities of Lake Tyers and
surrounding areas and consulted essential
Government and AV strategies and
frameworks.
Establishing the program required
flexibility in process, policy and thinking
from operations, local branches,
managers, people and culture and AV’s
Registered Training Unit.
Approximately 40% of Aboriginal men
between 20 and 24 will be exposed to
the criminal justice system and more
70% would either have a criminal report,
licence suspension or no licence.
Nine members of the LTAT community
were selected for the pilot and initially
trained in Level 3 First Aid. Members who
wished to extend their qualification could
access other modules.

• Children have shown interest in
becoming health professionals, and
parents have aspirations for their
children to achieve that goal.
• Interest from Aboriginal media
in reporting and celebrating the
development of the team.

Though the team have not yet attended
a cardiac arrest, they are committed to
improving cardiac arrest outcomes across
the state and have succeeded in engaging
1000 Aboriginal people in CPR.
Two community members have
committed to giving up alcohol and drugs
in order to become a part of the team;
one has started diploma level studies
online with aspirations of becoming a
paramedic, another is considering the
same path.
An online awareness program was
developed in conjunction with Elders and
Aboriginal Cultural Safety Educators to
drive cultural change within AV, which
is exploring further programs for other
Aboriginal communities and reviewing
the needs of different culturally diverse
communities.

Winter 2018

Paramedic Response Network
HeadingProgram
Change
With patient
care as a priority,
NSW Ambulance
identified the need
to change where
staff were located
and how they
operated.

Clare Beech, Andrea Lock, Merinda Breen,
Jason Donnolley, Strategy and Innovation,
NSW Ambulance
NSW Ambulance is a mobile emergency
health service which strives to deliver
excellence in pre-hospital care with
a patient-centred, staff-focused
organisational attitude.
Building on this concept the Paramedic
Response Network (PRN) was developed
to ensure the service is best placed to
meet current and projected demand.
The PRN is an innovative, evidencebased operating model to deliver a more
sophisticated and even deployment of
paramedics and ambulance vehicles
across metropolitan Sydney.
To achieve these goals a reorganisation
of the NSW Ambulance infrastructure
was necessary. This included construction
of nine superstations, supported by a
network of existing ambulance stations
and new facilities called Paramedic
Response Points (PRPs).
This ‘hub and spoke’ style model, a
significant transition from individual
traditional stations to a network, has been
funded under the NSW Government’s
$150 million Sydney Ambulance
Metropolitan Infrastructure Strategy
(SAMIS) program. It is the single most
significant investment in NSW Ambulance
infrastructure in its history.

Aim
In the 75 years since some of the
ambulance stations were built, Sydney has
changed, prompting a new approach to
service delivery.
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The comprehensive program to deliver
the changes has involved a range of
workshops to canvass and refine a myriad
of complex issues including information
communication technology (ICT);
development of a governance framework
and setting up a PRN Virtual Reference
Group.

Sydney’s ageing
population,
increased traffic
congestion, current
station locations
and inadequate
accommodation
for staff in areas where Triple Zero (000)
demand is highest, formed part of the
modelling for the business case.

By March 2017, more than 51 days had
been spent educating metropolitan
staff on the benefits of PRN and its
implications. NSW Ambulance has spent
more than 50 hours engaging in face-toface consultation with paramedic unions
regarding industrial matters related to
PRN.

The new superstations allow:

In August 2016, a strategy for evaluation
of the program over five years was
prepared. While a range of details were
still to be confirmed, stakeholders initiated
a Benefits Realisation Plan to realise key
benefits.

• implementation of a Make Ready
Model (MRM) that ensures all
ambulances are ready for operation
at the beginning of a shift, maximising
time available for paramedic duties
• consistent configuration, regardless
of size and location, ensures staff
familiarity with layout, functionality
and workflow

Outcomes

Agreed key benefits have been grouped
into themes aligned to the six PRN target
outcomes:
• Increased clinical leadership

• Vehicle flow is based on fit-for purpose
design to allow ease of access to all
functional areas.

• Improved quality delivery of mobile
emergency care

Background

• Increased efficiency

The PRN program has been designed to
deliver bespoke 21st century workplaces
strategically located across Sydney to
meet predicted paramedic demand;
ensure resources are matched to demand;
support staff with a natural meeting point
for paramedics and their managers; and
achieve human and physical economies of
scale.

• Improved staff engagement and
welfare

In addition to a range of targets including
an increase in clinical leadership and
operational performance, the program
seeks to improve staff engagement and
welfare.
Superstations are designed from the
ground up by a paramedic-led user
group working with specialist designers
and architects to identify spaces and
functional relationships within the spaces.

• Improved operational performance

• Improved asset management
This will provide baselines and ongoing
monitoring/reporting of key outcomes
and the lead indicators to demonstrate
the long-term effect of the Program
on NSW Ambulance. The Plan is also
aligned with a number of broader State
Government strategic initiatives and policy
frameworks.
Shorter response times to potentially life
threatening P1 Emergency calls (including
cardiac arrest, stroke and major trauma)
can save lives, improve quality of life
outcomes and reduce overall health costs
for business and government.
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Providing Appropriate Care for
Heading in Aged Care – PAC4RAC
Residents

EDUCATION

in their homes rather than be transferred
to hospital.
Additionally care staff (in consultation
with the General Practitioner) would
revert to call Triple Zero (000) if a
resident’s condition deteriorated, due
to lack of confidence in clinical decision
making skills, lack of clarity in resident and
family wishes in an emergency and the GP
being unaware of alternative community
supports and resources.

Outcomes
Since the introduction of PAC4RAC:

Jonathan Tunhavasana, Anna Rozario,
Mel Willis, Business Innovation & Planning/
Service Delivery, NSW Ambulance
Utilisation of ambulance services in NSW
often become a default model of care for
aged care facilities.
In the North Sydney Local Health District
(NSLHD) alone, aged care facilities make
between 5,000 and 5,800 calls to NSW
Ambulance every year.
The calls on behalf of elderly residents
often result in transportation to an
Emergency Department (ED) because no
alternative clinical care is available. The
scenario is not ideal for often frail, elderly
people and increases the demand for
services at NSLHD facilities.
NSW Ambulance invested in the project –
Providing Appropriate Care for Residents
in Aged Care (PAC4RAC) – to address these
issues and provide a more integrated
approach.
Discussions were held with the Twilight
Aged Care (TAC) management, NSW
Ambulance and the NSLHD to explore the
option of working together to re-engineer
business processes and models of care.

Background
In 2015, Twilight Aged Care made 142
Triple Zero (000) calls, which lead to NSW
Ambulance transporting 114 patients to
NSLHD emergency departments. The
facility’s CEO acknowledged there were
occasions when the default position for
residents requiring clinical care was to call
for an ambulance.

The project vision was to ensure TAC
residents received the right care, at the
right time, from the right people, through
systematic and integrated processes
that provide a positive experience for
the residents and staff, and reduce the
emotional, physical and financial costs to
patients and the broader health system.
The approach focused on a range of
areas including the development of
a foundation built on collaboration,
openness, respect and empowerment to
deliver patient-centre care and improved
health outcomes.
In developing the project, surveys were
conducted within NSW Ambulance and
TAC facilities where residents, family and
staff were consulted. Process maps were
created to understand all the steps that
resulted in the TAC facilities calling for an
ambulance.
Analysis revealed five key areas for
consideration: Care Management Plans;
Staffing levels and skills mix; Access to
general practitioners; Handovers; and
Escalation procedures.

Implementation
Implementation focused on a range of
factors including TAC’s recruitment of a
clinical educator to develop an education
and training package targeting the top
10 low acuity conditions to encourage
empowerment of staff and clinical
management.
Prior to implementation, 60% of residents
indicated they would prefer to be treated

• The number of residents transferred to
hospital has reduced by 32%
• The number of calls to Triple Zero (000)
in 2017 was reduced by 27% (26 calls)
• Low acuity medical bookings (R3) for
transport to hospital have reduced by
56% (26 calls)
• Details of all residents with an
Advanced Care Directive or a care
management plan have been updated
in all TAC systems
• Resident, and family, satisfaction
has increased through reduced
hospitalisation, particularly where a
resident has dementia
• Staff feels more empowered and
supported to provide appropriate care
within the home.
• NSLHD Outreach services have engaged
TAC facilities to provide assistance
with ongoing education to manage
low acuity low complexity clinical
conditions
• The Acute /Post-Acute Care (APAC)
flowcharts for the project have been
distributed to all Residential Aged Care
Facilities within NSLHD.
TAC is committed to promoting the
program through aged care networks
including Leading Age Service Australia
(LASA) and Aged & Community
Services Australia (ACSA) and all three
organisations agree there is extensive
potential for scalability across the broader
health system.

Winter 2018

First Aid in Schools: Remote
Heading Access Project
Indigenous

Community consultation
was an integral feature in
developing the Project, over a
period of several years building
on the success of the original
program first trialled in 2011.

First aid is a life skill every young person
should have. With a large percentage
of injury occurring in the family home,
children are often the first to assist and
their ability to respond appropriately can
mean the difference between life and death.

The St John community
education team worked
closely with local stakeholders
(teachers, Aboriginal support
officers and local elders) to
ensure the program was
appropriate for Indigenous
children.

In communities where not only is there
limited (if any) access to formal health
services, and only very small numbers of
adults have first aid training, providing
access to first aid education for school
students is critically important.

The First Aid in Schools: Remote
Indigenous Access Project is an extension
of the original program catering for
students living in remote communities in
the Northern Territory (NT).
It has been designed to help increase their
resilience and ability to help themselves,
their families and communities in times
of accident or emergency in areas where
ambulance services (and often health
services in general) are not available.
Children in primary and high school learn
first aid skills ranging from checking
for danger and calling an ambulance
through to resuscitation, bleeding control,
managing fractures and other medical
emergencies such as stroke, heart attack,
epilepsy etc.

Aim
The Project is a targeted and
contextualised outreach program based
around access and equity of services
generally available only in larger regional
and metropolitan areas.
Its goals include:
• Improvements in remote Indigenous
children’s resilience and ability to assist
others in their communities in the
event of accident, illness or emergency;

EDUCATION

Method

St John Ambulance Australia (NT)
Community Education Team

Across Australia St John Ambulance has
conducted a successful First Aid in Schools
program since 2011.
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• Participation in first aid training
sessions;
• Students in remote communities have
greater confidence in responding
to accident, illness or emergency
situations;
• Senior remote Indigenous students
will have a work-ready skill to assist in
gaining employment;
• Increased resilience and capacity
delivered through education and
awareness and the ability to administer
first aid;
• Improved health outcomes in remote
communities.

Background
Indigenous children and young people
living in remote communities have very
low school attendance and completion
rates, poor social and health indicators
and transition to employment is often
non-existent.
The Project supports the skills
development of these often disengaged
and marginalised children and young
people, encouraging engagement with
school and learning activities using
stimulating, vibrant, hands-on activities.
With funding support St John has been
able to increase the preparedness and
resilience of these young people by
providing first aid training.

To accommodate the different
needs of these students, the program
was altered to include smaller class
sizes, extra teacher support, a minimum
of two community education trainers,
Aboriginal staff to assist with translation
and language, and the incorporation of
local examples of risks, accidents and
emergencies.
To date, the St John NT Community
Education team have delivered the First
Aid in Schools program to more than
50,000 students across the Northern
Territory including Darwin and Alice
Springs. In the 2016-2017the First Aid in
Schools team trained 13,534 students.
In the same period for the First Aid in
Schools: Remote Indigenous Access
project, the Community Education team
delivered:
• First Aid in Schools sessions in 35
remote Indigenous communities
• 432 First Aid in Schools sessions
• 5,184 students trained

Outcomes
Project feedback received in surveys and
questionnaires with students, teachers
and parents has been very positive.
Queensland, Western Australia and South
Australia in particular could implement
the project to ensure schools and students
in remote and difficult to access areas can
enjoy the opportunity to participate in
similar programs.
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Critical Care Paramedic Leadership
Heading
Development
Program

Clinical Leadership Development Team,
Queensland Ambulance Service
Queensland Ambulance Service (QAS)
created the Critical Care Paramedic
Creative Leadership Development
Program (CCPCLDP) specifically to provide
role clarity for Critical Care Paramedics
(CCP) and define professional standards
and behaviour appropriate for their
pivotal role as exemplar clinical leaders.
Built on the foundations, principles and
delivery of other leadership development
programs, the CCPCLDP articulates
the QAS professional framework
for paramedic registration, clinical
leadership, organisational governance and
performance, relationship management,
and the critical importance of positive
interaction with colleagues and the
community.
The program also provides an
environment which allows for focused
development on building trust and
respect, influencing a culture of
professionalism, performing coaching,
mentoring and supervision roles as a
trusted clinical leader, emphasising the
importance of self-reflection, evaluation
and self-improvement.

Aim
Acknowledging that CCPs undertake
rigorous clinical training, this program
offers additional development in
leadership specific areas. A significant
focus is placed on providing a seminal
immersive experience to support their
insight into the transformative impact
they can affect across the organisation,
particularly with other clinical staff.
QAS is committed to the development
of technical skills, professionalism and

leadership capability with
a growing emphasis on
recognising the importance
of emotional intelligence.
Participants are encouraged to
work through and understand
their own reactions in
managing their teams aided
by simulated activities to
better understand individual
and group motivations under
stressful, high demand, service
delivery environments.

Background
QAS consulted with the Queensland
University of Technology Creative
Industries (QUTCI) corporate leadership
team to ensure the delivery of a program
that provided the best possible learning
experience for the benefits of participants
and QAS.
Introduced as a pilot in December 2017,
facilitators needed to generate early
high level ‘buy in’ from participants and
cultivate positive engagement.
Central to this aim was the use of
innovative pedagogies and content
including systems thinking, mapping,
design thinking, memes, arts tools and
coaching scenarios.
This learning approach was complimented
by theoretical frameworks including
contemporary leadership theory,
organisational culture analysis, creative
industries, psychology and neuroscience.
These were employed to create a
shared language around leadership,
change, culture, performance and trust,
and to engage in a whole of brain and
whole of body experience of leadership
development.

Method
The approach was founded on a
commitment to activities where
participants could be actively engaged
cognitively, physically, socially and
emotionally. They also used solution
focused coaching scenarios to maximise
engagement with real situations readily
identifiable from their lived experience.
Participants had direct input into how the
learning experience assists, or does not

EDUCATION

assist their growth, which will be fed into
the next iteration of the program.
The nature of the program integrates
arts-based activities with new leadership
theory, creating a combination which
deeply embeds learning.
The program spans a range of exercises
and activities to challenge participants on
many levels. One aspect of the coaching/
mentoring sessions which addressed
behaviour profiling used footage from the
film Invictus and the character of Nelson
Mandela.

Outcomes
In many cases participants acknowledged
that their habitual ways of thinking and
doing were successfully disrupted.
Participants demonstrated a willingness to
step into the experiences and be prepared
to:
• share their workplace concerns/
dilemmas/challenges;
• reflect on their professional practice;
• take risks and by being vulnerable show
courage;
• step into the planned activities and
share experiences;
• support each other and learn from
each other;
• ask curious questions;
• follow facilitators’ lead;
• be boisterous, chat, laugh, joke with
colleagues and facilitators;
• tell stories facilitators did not expect to
hear; and
• physically move in the space to engage
with new colleagues.
Feedback reflects increased levels of selfawareness, and greater understanding
of the ripple effect of the role and
behaviours of CCP have on others. CCP
attendees also requested the program be
a mandatory residential for CCP interns.
QAS will roll-out the CCPCLDP to wider
groups of CCPs as a 5-day residential
program delivered in partnership with
QUTCI.

Winter 2018

Critical Care Paramedic Internship
Heading
Program
Critical Care Paramedic Intern Program
Development Team, Queensland
Ambulance Service

The program incorporates the completion
of a post-graduate qualification with a full
time clinical internship.

This is achieved by providing unique and
novel opportunities for interns to enhance
their knowledge, procedural acumen,
cognition and professional agility within a
structured framework.
Central pillars of the program include,
removal of high stakes examinations
in favour of a structured portfolio
of evidence, work-based formative
evaluation toolbox, case-based learning
and a decentralised delivery model.
This framework builds upon the strong
foundation of expertise developed during
the past 23 years of delivering Advanced
and Graduate Diploma Intensive Care
Paramedic education.

Background
In 2013, following a comprehensive
internal review of the Graduate Diploma
delivered by QAS and Queensland
University of Technology, a new model
was proposed; a transition from a tertiarybased, post-employment qualification, to
a pre-requisite qualification followed by a
12-month internship.
Program development began in 2014, with
the formation of a steering committee
and consultation with staff, the tertiary
education sector and industry.
The program aimed to deliver CCPs with
highly developed clinical knowledge, skills
and critical thinking, with a commitment
to personal development, professionalism
and life-long learning.

EDUCATION

These two components allow QAS
to effectively support an individual
to develop the knowledge, skills and
attributes required to direct their
own learning and achieve the desired
outcomes, delivered through case-based
learning, just-in-time resource delivery,
portfolio-based evaluation and high
quality, structured feedback.

The Critical Care Paramedic (CCP) Intern
Program represents an innovative
approach to developing advanced clinical
excellence and critical care capability in
the Queensland Ambulance Service (QAS).

By recognising the professional, academic
and clinical evolution of paramedics, the
program is able to support interns to
identify and manage their strengths and
areas for development. This approach
empowers newly qualified CCPs to
deliver high quality and evidence-based
healthcare.
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Structured personalised learning plan
framework

Outcomes
Three datasets support the program:
Structured personalised learning plan framework

Its goals are to have CCPs who:
1. can critically appraise aspects of
medical knowledge relevant to prehospital care
2. have well developed knowledge and
skills to identify patient care needs and
provide advanced life support in the
pre-hospital phase
3. can deliver patient care using an
advanced level of clinical reasoning
4. have a commitment to evidence-based
medicine
5. are committed to clinical learning,
which enhances the broadest possible
emergency health care outcomes, and
6. have the ability to direct their
own learning and foster a life-long
commitment to clinical quality
improvement with the highest ethical
standards.
Fifty standards were developed,
within four key areas; clinical practice,
communication skills and professionalism,
critical thinking and learning, and personal
development.

Implementation
The educational framework is built on two
core concepts: the use of personalised
learning plans, and a phased approach to
the development of independence.

1. Intern generated dataset
An online portfolio dashboard provides
real-time data on intern performance,
which interns have said is useful for
motivation and training needs analysis.
2. Program generated dataset
Intern feedback:
▪ 72% reported they felt prepared for
the intern program (after completion of
their post graduate qualifications)
▪ 80% said they strongly agreed the
clinical education provided a greater
understanding of the CCP role
▪ 100% reported the practical activities
and education were relevant and
helpful
▪ 96% responded that they received
feedback that was objective
▪ 100% said feedback that was
constructive and focused on future
development.
3. Organisationally generated dataset
The first group graduated in April 2016.
Since then 24 CCPs have graduated and 16
are due to graduate in September 2018.
An internal review of the program
endorsed a continuation without
structural changes given its success in
generating high-functioning and confident
CCPs.
The modular nature of the program makes
it accessible for CAA member services to
use individual components or the entire set.
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Heading
Occupational
Safety Training
Paramedic Safety Taskforce – Occupational
Violence Prevention, Queensland
Ambulance Service
In response to the increasing number
of reported incidents of occupational
violence against frontline Queensland
Ambulance Service (QAS) paramedics,
a Paramedic Safety Taskforce was
established to investigate and provide
practical strategic recommendations to
reduce occupational violence against QAS
officers.
A key recommendation from the
taskforce was to redesign and implement
updated, contemporary training programs
for frontline officers with the aim of
mitigating the risks of occupational
violence through assisting paramedics to
identify, de-escalate and withdraw safely
from potentially dangerous situations.
The original ‘Situational Awareness for
Everyday Encounters’ (SAFE) training
program was reviewed and subsequently
redesigned and the Occupational
Safety- Violence Prevention program was
introduced. This program shifted away
from the wide-ranging often complex
defensive skills and techniques to skills
more suited to frontline paramedics with
an increased emphasis on situational
awareness, continual threat assessment,
de-escalation and dis-engagement
techniques.
Since the rollout of the redesigned
program, the number of reported
incidents has decreased significantly.

Background
In 2010, QAS introduced an initial
paramedic safety training program based
on the use of de-escalation strategies
along with a wide range of workforce
defensive strategies.
As part of that process, recommendations
of the Paramedic Safety Taskforce, the
SAFE program review, was referred to
Queensland Police for expert advice. As
a result, the program shifted away from
the often-complex set of physical skills
and techniques to those better suited to
front line paramedics with an increased
emphasis on situational awareness, deescalation and dis-engagement techniques

Method
QAS worked with the United Voice
Queensland (UVQ) Union to establish
the Taskforce, chaired by the QAS
Commissioner, Russell Bowles, in
December 2015.
The Taskforce investigated the prevalence
and impact of the violence against QAS
officers, which in summary indicated:
• Occupational violence incidents
comprise 9.4% of all QAS Safety Health
& Environment (SHE) incidents in FY
2014/15.
• Of the 170 incidents categorised as
Deliberate Physical Attack
•

45.3% (77) related to being
punched, kicked or hit;

•

15.9% (27) related to being grabbed
or pushed; and

•

12.9% (22) related to an attempted
assault.

Aim
QAS Officers often encounter people who
are emotionally upset, difficult, angry and/
or aggressive. It is essential that they have
the necessary knowledge, confidence,
skills and competence to create and
maintain a safe working environment and
perform their tasks professionally, safely,
efficiently and effectively.
The Program’s aims include the promotion
of professionalism and good practice;
identify the need for continuous
threat assessment, risk minimisation
and situational awareness; enhanced
safety and a safe working environment;
promotion of tactical communication skills
to resolve incidents and reduce attacks.

• QAS officers with between 0 – 9 years
of service are more likely to be exposed
to occupational violence
• The number of DPAs that were
reported by male officers as having
occurred outside the vehicle was far
more pronounced (approximately 150%
higher) than those that occurred inside
the vehicle.
• Those reported by female officers were
more evenly spread between having
occurred inside or outside of the QAS
vehicle.

• In most cases the assault was
perpetrated by the patient and 59.5%
of assailants were male.
• Peak time for reported occupational
violence was at 1600 – 1700 hours.
• The most commonly recorded Final
Assessments describing the primary
problem for which the patient was
assessed or received treatment
were ‘Alcohol Intoxication’ and ‘Drug
intoxication’;
• In 11% of reported cases the patient
presented with or had recent history of
seizure activity.
• In 80% of occupational violence
incidents the attended patient was
ultimately transported to a hospital or
other receiving facility.
• Physical restraint was frequently
applied to manage patient assailants.

Outcomes
The Program provided greater depth of
information and practical sessions around
situational awareness, continual threat
assessments and communication skills
and focused on practical, less complex
defensive workplace strategies.
The Program, rolled out to all staff
between July and December 2016, was
complemented by the public “ZEROTOLERANCE, No Excuse for Abuse”
campaign.

Winter 2018

Graduated pathway for rural
Heading Volunteers
Ambulance
David Place, Keith Driscoll,
SA Ambulance Service
A new graduated ATP pathway for
volunteer Ambulance personnel in rural
communities is providing an additional
recruitment route for SA Ambulance
Service (SAAS) volunteers.
The graduated Authority to Practice (ATP)
scheme for volunteers was introduced
in 2017 to increase country volunteer
numbers with a graduated approach to
ATP and training, more likely to recruit
and retain volunteers.
This project introduced a new level of ATP
known as Ambulance Assist (AA), enabling
volunteers to be trained to assist SAAS
clinicians caring and transporting patients.
SAAS also updated its Ambulance
Responder scope of practice to ensure
clinicians trained to this level were able
to provide a first response role as well as
be the lead clinician on an ambulance in
our more remote parts of the state where
we were struggling to recruit and train
volunteers.
The training program developed to
support these new levels of ATP aligns
with nationally recognised Certificate II
and Certificate IV qualifications.
Approximately 309 students have enrolled
in training and while the course is still
being delivered, student feedback has
been positive.

Background
Prior to 2017 SAAS only had one training
pathway for it volunteers. Every volunteer
was required to complete a Cert IV level
training program prior to receiving an ATP
as an Ambulance Officer. This training
program took at least 18months to
complete and all students were required
to progress at similar rates.
A review undertaken in 2015 identified
that a significant number of volunteer
ambulance students dropped out before
completing the Certificate IV. It was also
identified that within the current system
there weren’t any options to stop training
at a lower level of ATP or to progress
through the program at a different rate
depending on your experience and
educational aptitude.

A new approach was needed with
expanded roles to improve volunteer
recruitment and retention, allowing them
to progress in their own time.

Method
A project group developed and obtained
organisational approval of the Ambulance
Assist (AA) Authority to Practice (ATP)
as well as updating of the Ambulance
Responder (AR) ATP to enabled existing
ambulance responder protocols to match
role requirements.
This group then developed a training
pathway to support these new roles
which incorporated both a Certificate II
in Medical Service First Response and a
Certificate IV in Health Care.

Implementation
The new Volunteer Ambulance Assist
role does not include any first response
capabilities and always works alongside a
clinician with a higher level of authority
to practice. Their training focuses on the
non-clinical aspects of patient care and
transport. However, they are trained to
assist another clinician in resuscitation as
well as some key first aid skills. A set of
clinical practice protocols was developed
to define the VAA scope of practice in
the rare event they were required to
deliver care to a patient without direct
supervision.
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A training program that supports the
graduated ATP for volunteers incorporates
both a Certificate II Medical Service First
Response and a Certificate IV Health Care
to ensure volunteers received nationally
recognised qualifications. It also meant
there was no change to the level of
training or scope of practice for our
volunteer ambulance officers.
The entire volunteer graduated training
program is currently being finalised.
However, the VAA portion has been
completed and volunteers have started
training across the state. VAA graduates
will be awarded a Certificate II Medical
Service First Response.

Outcomes
Of the 12 agreed deliverables, 11 have
been achieved, with some created as
interim procedures until ratification can
be finalised.
An initial review of the project indicates
there is an increased uptake of training
and general feedback has been positive,
with 195 students passing through the
first stages.
The training program aligns to nationally
recognised qualifications with a
component of non-accredited training to
gain the Ambulance Responder ATP.
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Automated External Defibrillators
Heading
(AED)
on Marae

EDUCATION

To participate Marae have been asked
to identify champions as well members
of the community who can participate
in training, and/or support others to
participate. A sustainability plan will also
be developed with each Marae to ensure
the project’s longevity and support a
strong relationship to help link the Marae
with other St John initiatives.

Implementation

St John Aotearoa New Zealand
Marae have and will continue to receive
Automated External Defibrillators (AEDs)
from St John New Zealand as part of a
project to reduce the number of fatalities
associated with cardiac arrests in their
communities.
The Marae is a communal and sacred
meeting place for Māori culture.
The initiative follows the release of St
John’s annual Out of Hospital Cardiac
Arrest (OHCA) report, which highlights
that Māori are disproportionately
represented in cardiac arrest statistics
and are 1.2 times more likely to suffer a
cardiac arrest than other ethnic groups.
The provision of AED is supported with
training and a ‘3 Steps for Life’ program,
which teaches participants how to
perform Cardiac Pulmonary Resuscitation
(CPR) and use AEDs.

Background
Sudden cardiac arrest is a considerable
public health issue, with ischaemic heart
disease being the second most prevalent
cause of death in New Zealand.
The time taken to defibrillation for a
patient in cardiac arrest can have a
significant impact on survival.
St John’s OHCA annual report identified
that patients with an initial shockable
rhythm where a public access defibrillator
was used prior to Emergency Ambulance
Service (EAS) arrival had a greater survival
to hospital discharge (29%) than patients
that received the first defibrillation by St
John EAS staff (19%).

It also identifies that Māori have a
disproportionally higher incidence of
OHCA per 100,000 people per year
compared with non- Māori.

Aim
This project aims to:
• Empower Māori communities to be
skilled and responsive to whanau
(community) members who may be
having a cardiac arrest.
• Increase the level of Māori
participation in St John community
services

Marae have different needs regarding the
Project and AEDs. The 3 Steps for Life,
including free training as part of the gifting
of AED to Marae, was selected as the most
appropriate training program because it is
ensures equity for Marae.
In 2017, St John gifted 50 AED to Marae
as part of the project and community
health work across New Zealand. To date
a further 41 Marae throughout Aotearoa
have been given an AED and more than
400 Marae whanau members have
participated in the training.
The total number of Marae who now have
AEDs is 69 and over 600 whanau members
have completed the training with more
Marae keen to be involved.

• Provide an immediate response to an
emergency situation where St John
services may not be readily available,
particularly in remote rural areas.
• Increase the survival rate of Māori from
OHCA.
• Maintain and potentially transform
what St John does and how it is
currently being done.

Method
The internal engagement process included
the collation of crucial information
to ensure the effectiveness of the
project within St John and continued
communication with all stakeholders using
accurate and appropriate material.
St John worked with a number of Marae
across the country to identify their need,
their ability to engage with the project
and a range of other factors including
population, isolation, deprivation and the
rural/urban balance.

Outcomes
Feedback from Marae whanau throughout
New Zealand has been positive. Each
community has been keen to discuss other
St John services and opportunities to
develop a relationship with St John.
Community members at several
Marae have also expressed interest in
volunteering on an ambulance, indicating
the possibilities and opportunities for St
John to be involved with other projects on
Marae.

Winter 2018

St John Electronic portfolio
Heading
of
evidence (ePOE)
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Ben Stanley, Paul O’Connell, Daniel Ohs,
St John New Zealand
The art and science of paramedicine has
evolved from a vocational model where
continuing professional development
(CPD) and governance is provided by the
employer, to a (primarily) tertiary model
where paramedics are responsible for
their own CPD.
With professional registration signalling
a move to independent professional
accountability, St John New Zealand (SJNZ)
created an electronic portfolio of evidence
(ePOE) to put paramedics in the driving
seat of their own clinical maintenance and
education.
The ePOE can be accessed via any modern
browser, on any PC, tablet or ‘smart
device’, and is able to be exported to PDF.
It also enhances the transparency of
clinical exposure, tracks learning and
enables the paramedic to showcase their
achievements easily and as an enabler in
the transition to an externally validated,
recognised and credible health profession.

Background
The pending introduction of professional
registration for paramedics provides
an opportunity (and need) to ensure
paramedics are both responsible for their
own CPD and are engaged in reflective
practice.
Traditional models of paramedic CPD
within SJNZ have been vocationally driven,
with the employer setting and monitoring
CPD requirements absent of recognition
for externally facilitated professional
development.
This has been at odds with other health
disciplines where the health professionals
drive their own development, with
employer CPD complemented by
educational opportunities facilitated by
professional bodies and tertiary providers.
Likewise, a culture of reflective practice
has not been well documented among
experienced SJNZ paramedics. Engagement
in self-reflection is largely limited to meeting
the requirements of formal education
pathways when studying, as opposed to
striving for continuous improvement once
engaged in paramedic practice.

Method
Several factors contributed to the decision
to develop an ePOE platform including
• Feedback through internal surveys
where SJNZ personnel desire to receive
recognition for external CPD completed
with selected providers.
• A desire from SJNZ management to
put paramedics in the driving seat of
their own CPD and promote a culture
of reflective practice in anticipation of
professional registration.

(approximately 1,500 personnel) able
to access the portfolio in early 2019. At
this stage it is not intended that First
Responders will be required to maintain a
portfolio.

Outcomes
The portfolio has a powerful supporting
reporting framework that enables
evaluation of the portfolio, user and
system.

• A causative link between reportable
events and paramedics with low levels
of clinical exposure.

Several areas for growth are planned
once the portfolio has been successfully
launched:

• The introduction of an electronic
patient record, making individual
automated tracking of patient
contacts, interventions performed,
and medicines administered a feasible
option.

• Launch an ‘on demand’ function for
online learning via the ePOE.

• Recognition that a platform to
track Clinical Support Officer (CSO)
interactions with paramedics would be
valuable to inform individual CPD.
More than 300, mostly supportive
responses were received during the
consultation process on the new concept.
A representative group of ambulance
personnel will continue to inform
development. Unions and the SJNZ
Volunteer Support Group have also been
consulted.
Frontline roll out will focus on Paramedics
and Intensive Care Paramedics
(approximately 1,000 SJNZ personnel) in
2018, with Emergency Medical Technicians

• Launch a ‘book a seat’ function
which enables CSOs and users to see
how many spaces are free for SJNZ
facilitated CPD sessions and reserve a
space.
• Introduce a driving revalidation
facilitated by a CSO with a driving
instructor endorsement.
• Link with Wellington Free Ambulance
and the main tertiary providers to see
if the ePOE has an application within
their operating environments.
• Work with the registering authority
(once established) to align the ePOE
as much as is possible with any
requirements regarding registration.
St John New Zealand is happy to discuss
the ePOE being adapted by other
ambulance services on a user pays basis.
Contact studio@stjohn.org.nz
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SAAS model of care for Intensive
Heading
Care
Paramedics
The SAAS Executive Director, Clinical
Performance and Patient Safety separately
sponsored a project to evaluate current
clinical practice against contemporary
practice.

EDUCATION

The resulting wholesale change included
new clinical equipment, training and
practice involving the entire organisation
and the delivery of three unique
conferences for Intensive Care Paramedics
(ICPs).

Comprehensive research including
workshops and literature reviews was
presented to the SAAS Clinical Advisory
Group (Paramedic), which made
recommendations to the CMO and
Executive Director CPAPs who approved
the development of new guidelines and
updates. The new and adapted guidelines
were designed to facilitate the expansion
of scope primarily affecting the ICP
workforce.

• Traumatic and Hypoxic Brain Injury
• Post intubation including pain
management and sedation
• New-born resuscitation including the
use of I-gels
• B Braun Syringe drivers and drug
infusions, along with drug infusions
without a syringe driver
• Acute cardiogenic pulmonary oedema
including the use of IV GTN
• Reflective case reviews delivered by
nominated participants
• Damage Control Resus and PATCH
• Pain CPG and IV Fentanyl
• Traumatic Cardiac Arrest
• CPR reaccreditation
• Eye to the future
• Q and A sessions with CMO/ DCMO or
Medical Retrieval Consultants
• Q and A sessions with SAAS Chief
Pharmacist Peter Hayball

Aim

Implementation

Outcomes

The review sought to:
• Research contemporary pre-hospital
treatment regimes followed by
implementation of new clinical practice
guidelines for SAAS clinicians.
• Educate the ICP workforce about
the changes by delivering 3 day
conferences state-wide.
• Have input to the state-wide
transformation of health services

In conjunction with the comprehensive
updates to CPGs, the SAAS Clinical
Resources Department was engaged to
assist with changes to current clinical
equipment, importantly the introduction
of syringe drivers to ICPs across the state.

Eleven, three-day ICP conferences were
delivered state wide from May 2017 –
November 2017 and changes made to the
following Clinical Practice Guidelines:

Keith Driscoll, SA Ambulance Service
SA Ambulance Service (SAAS) embarked
on a comprehensive review of Clinical
Practice Guidelines (CPGs) to update and
align the scope of patient management
for Intensive Care Paramedics using new
evidence-based models of care.

Background
In February 2015, the South Australian
Minister for Health embarked on the
most significant transformation of South
Australia’s health system: in the pursuit
of quality, to strive to deliver the best
care, first time, every time, for all South
Australians.
In the pre-hospital environment, the
transformation would mean that
critically unwell patients would need
to be presented at different Emergency
Departments and transported over
greater distances. It would also increase
the number of Intra-hospital transports
to ensure patients would receive care at
centres of excellence for their presenting
condition.

With both initiatives in train, SAAS
introduced a series of three-day Intensive
Care Paramedic (ICP) conferences for
senior clinicians most affected by the
changes.

Method

Previously, only MEDSTAR retrieval teams
used syringe drivers.
An education schedule incorporating
conferences and eLearning included the
following topics:
• Droperidol and challenging behaviours
review and update of management,
including updating relevant changes to
The Mental Health Act 2009
• Asthma, with increased use of
manually actuated metered dose
inhalers, in-line nebulisation, as well
as the introduction of magnesium
sulphate, with an associated reduction
in use of adrenaline for management of
critically ill patients
• COPD including the use of CPAP
• Clinical leadership
• Seizure management and the use of a
second-line agent (Levetiracetam)
• Capnography review
• ICP skills interactive session and drug
administration practice

Updated:
• CPG-Acute Cardiogenic Pulmonary
Oedema
• CPG-Cardiac Arrest Adult
• CPG-Pain Management
• CPG-Seizures
• CPG-Asthma Adult and paediatric
New
• CPG-Traumatic or Hypoxic Brain Injury
• CPG-Challenging Behaviours
• CPG-Chronic Obstructive Pulmonary
Disease
• CPG-Post Intubation Analgesia and
Sedation
The face to face conference was presented
to 239 ICPs who are now delivering a
whole new suite of clinical interventions
and contributing to cases and learnings via
11 conference email groups.
With strong investment and creative
rostering, this model can be replicated
across all Ambulance Services.

Winter 2018
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Heading
30
Years of Women in Ambulance
Talking points and key messages were
circulated to managers to amplify and
encourage open conversation about the
anniversary and raise awareness of the
events:
• A book launch – “Celebrating 30 years
of women in Ambulance” - at the
Sunshine branch with the Minister
for Ambulance Services Jill Hennessy
AV CEO Tony Walker and staff, their
partners, parents and children.

Danielle North, Ambulance Victoria
Until July 27, 1987 Ambulance Victoria
(AV) had comprised an all-male
operational workforce.
In 2018, women now represent some
49% of AV’s workforce including 30% at a
leadership level. Based on current trends,
it is predicted that women will make up
the majority of its employees within the
next decade.
To commemorate the anniversary of
30 Years of Women in Ambulance,
AV established a series of events to
celebrate, recognise the transition of
women into Ambulance as an important
part of its history, and acknowledge the
profound impact women have had on the
organisation.

Aim
As the 30 year anniversary of women
in Ambulance approached, a steering
committee was established to celebrate
the occasion and use the opportunity to:
• reflect on the journey women had
taken, recognise some of those early
challenges and acknowledge that we
didn’t always get it right
• celebrate AV’s proudest moments and
achievements
• leverage and champion diversity and
demonstrate internally and publicly our
commitment to building a workforce
that reflects the communities we serve

• engage the workforce in open
conversation around women in
leadership and the future of women
in ambulance

Background
In 2015, when Ambulance Victoria had
a 47% female workforce, a ‘Women
in leadership’ forum explored how to
increase female participation at a senior
level. It highlighted key areas: women
were underrepresented in leadership (30%
of positions) and specialist roles (e.g. 8%
of clinical support roles, 16% of intensive
care paramedics and 0% of MICA flight
paramedics).

• A Gala Dinner attended by 475
paramedics, corporate staff, board
members and stakeholders. In addition
to several female paramedics sharing
their personal stories three pioneering
women of Ambulance in Victoria,
Andrea Wyatt, Mel Buckingham and
Georgie Hall were also invited to the
stage on the date that marked Andrea’s
30th year of service.
• Women at AV Conference was attended
by 200 employees. The invitation only
event included women leaders from
other sectors as inspiring, motivational
speakers.
Following the events, photos and stories
contributed by staff were incorporated
in two publications. A hardback book of
stories from AV personnel was distributed
to all branches and volunteer locations.
A second book “30 women in 30 years”
shared stories across the years.

Women staff still perceived barriers to
full participation and with women still
facing some challenges: a lack of female
role models, a ‘boys club’ culture within
parts of the organisation, peer pressure
on young mums, predominantly male
decision makers and a lack of access to
flexible work and childcare. Some female
Paramedics had also experienced sexual
harassment and discrimination in public.

The 30 year anniversary was the biggest
social media engagement exercise
undertaken by AV.

Method

The survey helped AV its diversity and
inclusion strategy and provided valuable
insights into staff perspectives on barriers
and opportunities.

The 30 year anniversary was a significant
milestone and an opportunity to engage
the entire workforce in plans to celebrate.
Staff inclusion was critical to success,
and in the months leading up to the
anniversary everyone was encouraged to
supply photographs, memories, comments
and memorabilia for three key events and
the publication of two books.

Outcomes
A staff survey circulated after the events
revealed the celebrations had delivered
significant benefits in line with AV’s
objectives, generating high levels of pride,
engagement and awareness.

Other emergency services organisations
including Victoria Police and Emergency
Management Victoria also acknowledged
AV for taking a leadership position on
women in emergency services.
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Connecting the workforce through
Heading Social Network
Enterprise

MANAGEMENT

Implementation
Workplace was successfully launched on
1 November 2017 with training for all
operational leaders, a live launch video
from the CEO, regional road shows and
in-hospital training.

Kate Bradstreet, Ambulance Victoria

Other significant issues included:

Geographically dispersed personnel,
changing locations and roster
hours present unique and obvious
communication challenges for ambulance
workers in Australia.

• Some branches, teams and regions felt
less connected to the rest of AV due to
the geographically dispersed nature of
the workforce.

At Ambulance Victoria (AV) the ability for
paramedics, volunteers and corporate
staff to effectively communicate with
each other, and receive important internal
communications, was identified as a
significant issue.
In light of an increasingly mobile
workforce, the strategic communications
team recognised the limitations of email
and desktop intranet to meet their
increasing information needs.
Facebook’s new Enterprise Social
Network (ENS), Workplace, was adopted
and developed in 2017 to improve AV’s
internal communications by:
• Streamlining access to clinical
education and enabling peer to peer
knowledge sharing.
• Enabling a more agile, innovative
workforce that supports rapid decision
making by allowing individuals and
teams to communicate and collaborate
from anywhere at any time.
• Contributing to AV’s organisational
culture by strengthening crossfunctional relationships and sharing
knowledge on the platform.
Ambulance Victoria is the first ambulance
service in Australia to implement
Workplace.

• Many operational leaders reported
that operational requirements meant
they may not see some of their direct
reports for weeks at a time.

Due to the geographically dispersed
nature of the workforce, the
communications team prioritised face to
face visits in all areas of the state to help
key operational managers and leaders
understand the benefits of introducing
Workplace.
All launch communications were designed
to be:
1. Positive and helpful
2. Highlight the benefits

• The amount of information being
distributed was excessive and the lack
of targeted or customised information
led to information overload.

3. Simple and relevant

• Staff had limited time to access
information due to being on the road.

6. Creative and differentiated

• The tone and style of communication
was too directive, formal and oneway with limited opportunity for
engagement and discussion.

Outcomes

Method
Workplace was trialled from March
to September, 2017 with an uptake
of around 1,200 (30%) staff and
volunteers.
The strategic communications team
analysed the trial and completed a full
risk assessment which included:
• Potential for operational staff to
provide inaccurate peer to peer advice
around patient treatment.
• Potential conflict with AV’s mobile
phone policy which dictates phones
should not be used in operational
environments or in front of patients.
• Breaches of patient privacy.

Background

• Potential impact on response times.

Staff changes, technology shortcomings
and a major transformation and reform
agenda impacted on the organisation’s
ability to move forward with the
necessary improvements to internal
communications.

Mitigations to address each risk and
spearhead usage guidelines were
developed along with 10 short animations
demonstrating the platform’s ease of
access and use for on-road staff.

4. Consistent
5. Well supported
7. Encourage collaboration

Within the first week of launch, 50% of
the workforce had signed on, with senior
staff having the highest level of uptake.
Just 16 weeks later it was more than 72%
with around 2,000 weekly users with
about 1,200 of those accessing it via a
mobile device.
Workplace is enabling quick clarification
on topics or knowledge gaps, which
previously could have taken more than
four weeks to cascade through the
organisation, with many rural areas
not receiving the same message as
metropolitan staff.

Scope
A second phase will focus on continued
education and enhanced learning to
improve patient outcomes; a place to
promote internal vacancies; a support arm
for the IT Service Desk; and the potential
to transform certain business practices.
There is also potential for inter-agency
and inter-department discussions with
other ambulance and emergency service
providers.

Winter 2018
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Heading
NSW
Ambulance - Make Ready Model
Make Ready Model Project Team, NSW
Ambulance
The NSW Ambulance Make Ready Model
(MRM) is a dedicated service to improve
the patient experience and supports
paramedics to enhance provision of
patient care.
The two main components of the
MRM include environmental cleaning
of Ambulances using a standardised
approach, and the introduction of
lean methodology for the supply chain
management of consumable items.
Traditionally, paramedics clean and
restock their allocated ambulance at the
end of their shift. Now dedicated teams
of trained logistics staff clean and restock
ambulances to standardised benchmarks,
freeing up paramedics to focus on clinical
care.

Background
The SAMIS program
is a $169 million
major capital
works program
that provides
a platform for
NSW Ambulance
to transition to
a more efficient
operational model
through the
delivery of a new,
hub and spoke
configuration as seen in the Ambulance
Superstations.
The new operational model, known as the
Paramedic Response Network (PRN), aims
to establish efficiency and sustainability
by reconfiguring NSW Ambulance
infrastructure in metropolitan Sydney.

International research of Ambulance
practice, as well consultation with
logistics, airline and hospitality industries
provided a best practice foundation
for designing the MRM to mitigate risk
to patients and improve professional
standards for paramedics.

The MRM is moving towards benchmarks
and standards in line with the much
anticipated Australian national paramedic
registration to uphold patients’
expectations for pre-hospital care.

Local research showed that paramedics
spend a significant amount of time on
tasks that could be more appropriately
performed by non-clinical staff, reflecting
contemporary practices in the broader
health care system.

To update procedures, NSW Ambulance
undertook consultation and research
domestically and internationally.

The NSW Ambulance MRM is a joint
partnership with HealthShare NSW, which
has been successfully implemented in nine
superstations through 2017/18.

Aim
The Model aims to achieve the same
efficiencies realised in the hospital
setting by delineating the roles and
responsibilities of clinical and non-clinical
staff to create more time for patient care
and professional development.
This role delineation has achieved
improved quality and standardisation
of environmental cleaning practices and
procedures in the superstations, helping
to improve the patient experience and
paramedic safety potentially reducing
the risk of occupational and healthcare
associated infections (HAI).

Method

The project team also completed
a literature review of international
environmental cleaning and infection
control policy as components of
paramedic support models in Calgary EMS
(Canada), London Ambulance Service
(UK), South East Ambulance Service (UK),
St John Ambulance Auckland (NZ) and
Ottawa Ambulance (Canada).
Healthcare associated infections
account for approximately 2 million bed
days in Australia every year, alongside
approximately 200,000 HAI’s transmitted
in healthcare facilities each year.
However, there is no published data on
the acquisition or transmission of HAI
in the out of-hospital environment, nor
appropriate environmental cleaning
methods for ambulances.
Before the introduction to MRM,
consultation with the hospitality, food
services and airlines industries was

undertaken, specifically in relation to the
minimum turnaround time on the tarmac.
The MRM resulted in the adoption of
successful components of these principles
applied to the mobile healthcare setting.

Outcomes
The MRM, a first for any ambulance
services in Australia, achieves the same
efficiencies realised in hospitals.
The model has been in operation for
12 months with demonstrable results
including:
• 91 ambulances vehicles inducted as
‘Made Ready’
• Introduction and development of
Environmental Cleaning standards with
over 27,500 cleans performed
• over 60 new logistics coordinator and
support staff positions established
• maximising the time available for
paramedics to dedicate to patient care
• reducing public expenditure on
excessive and superfluous procurement
of stock,
• streamlining stocking of approximately
1,400 items in ambulance vehicles
ready for patient care, in date and
correct quantity
• reduction of waste from out of date
and overstocked storerooms with more
than 50,000 items removed in the
MRM vehicle induction process
• potentially reduce the risk of HAI
acquisition and transmission
• quality assurance comparable to the
airline industry.
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SAAS
– Blood & Blood Products
Keith Driscoll and Dan Martin,
SA Ambulance Service
SA Ambulance Service (SAAS) new blood
and blood products program was an
important initiative which contributed
to SAAS becoming the first Australian
ambulance service to receive accreditation
under the National Safety and Quality in
Healthcare Standards (NSQHS).
SAAS’ effective and safer process for
blood and blood product management
has included a new clinical framework
allowing for the transfer of patients
with blood or blood product infusion in
progress.

Method
The Committee addressed key
recommendations identified in a desktop
review of services against Standard 7
through a series of committees comprising
nurses, paramedics and doctors.
A clinical guideline and policy document
to direct blood and blood product
administration and management were
introduced along with the promotion
of the BloodSafe eLearning website, a
nationally recognised education platform.

The introduction of on-site blood storage
and use of new shippers by the Rescue,
Retrieval and Aviation Service has also
reduced waste and ensures teams are able
to mobilise blood to patients faster.

Five modules were selected as a minimum
standard for MedSTAR: Clinical Transfusion
Practice, Patient Blood Management,
Critical Bleeding, Critical Care and
Postpartum Haemorrhage. At the time of
the accreditation survey, over 85% of all
staff had completed all of the five training
modules.

Background

Outcomes

MedSTAR, SAAS’s pre-hospital and
retrieval arm, which has overseen a robust
haemovigilance process and procedures,
was integral to improvements in the
program.

SAAS began the process towards
accreditation in 2016 and was awarded
accreditation in early 2018.

The model of haemovigilance has changed
significantly in the past 30 years and the
evolution has seen many versions and
methods of transporting blood and blood
products, dictated by the availability and
proximity of a blood fridge.
To transform the program, the SAAS Drugs
and Therapeutics (D&TC) committee was
established to meet three objectives:
review results of a gap analysis, identify
strategies to address those gaps and
ensure the measures identified met
NSQHS Standard 7.
Standard 7 (one of ten standards) –
Blood and Blood Products - describes
the systems and strategies for the safe,
effective and appropriate management of
blood and blood products so the patients
receiving blood are safe.
One gap identified in the care continuum
which posed a potential threat to patient
safety, meant that SAAS paramedics were
unable to transport patients who had a
blood or blood product transfusion in
progress, requiring transfusions to be
ceased or the transport delayed.

Changes and innovations implemented
under Standard 7 include:
• MedSTAR blood and blood product
audit database/register established to
monitor all aspects of blood use.
• KPIs for wastage of blood and blood
products, consent and adverse events.
• SAAS Blood and Blood Product Sub
Committee established.
• Local Transfusion Sub Committee
established.
• eLearning package for safe
management of patients with blood
product transfusion in progress.
• Development of a Blood Safety
eLearning package.
• Improved integration into SA Health
with MedSTAR’s Nursing Director/
Standard 7 Clinical Lead, reporting to
Country Health Transfusion Committee.
• MedSTAR’s Nursing Director/Standard
7 Clinical Lead reporting to State Blood
Council, the overarching governance
committee for blood product use in SA.

• Blood product tick box added to the
SAAS patient clinical record to allow for
auditing.
• Improvement activities:
•

blood warming devices

•

blood fridge with remote and local
alarm monitoring

•

business continuity plans for blood
fridge power interruptions

•

an improved shipper which is
easily configured, packed and has
an extended time of temperature
range maintenance, allowing for
long mission cold chain integrity
assurance

•

change from daily to weekly packed
red cell re-supply, thereby reducing
time of units out of the fridge and
reduced transactions

The work completed during the project
and subsequent management processes,
while reliant on cooperation with a
tertiary hospital facility, can be applied to
any ambulance or retrieval service that
wants to receive, store, transport and
transfuse any blood product.
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Excellence
Jordan Pring, SA Ambulance Service

Implementation

Poor outcomes, reports of harm or near
misses currently dominate the reporting
landscape in ambulance services, often
meaning that formal conversations
between staff members and leaders are
regarded as negative in nature.

It was essential that the system was easy
to use, easily accessible and maintained
staff and patient privacy.
Coincidentally, SAAS was in the process
of upgrading its intranet allowing for the
creation of new forms, whereby staff (with
a company login), can input Excellence
Reporting data and have it archived.

To combat this perception and inspire
positive conversations and improved
relationships, SA Ambulance Service
(SAAS) introduced Excellence
Reporting, an internal online
system to recognise and report
on excellence achieved across all
departments.

SAAS Excellence

Reporting

Since December 2017, all staff have
had the opportunity to securely
submit an excellence report, which
is forwarded to the recipient’s
line manager, and a copy to their
Operations Manager.

See it

the best outcome for the patient, which
was to remain under observation in the
facility by having discussions with the RN
and family on scene. On follow up the
patient remained in the facility with no ED
attendance.
A Response to Excellence Reporting:
“Hi
, Just a quick note to
say thank you for thinking of me and
submitting the excellence report.
I was very humbled to receive it
today and appreciated you thinking
about it. I was really pleased with
the teamwork of everyone who
attended what was really quite
a busy and ultimately sad scene,
and am so glad I work where I
do and we have the crews that
we do. They make going to work
enjoyable.
Take care, and again,
thank you for the report. It made
my day!”
Formal recognition of excellence
appears to have had a profound
effect, most reacting with
appreciation.

The system also allows the
organisation to record, learn
and innovate, where previously
innovations could go unnoticed or
lessons missed.

Aim
The aim of the project was to
recognise excellence within
SAAS along with a range of other
potential benefits including:
inspiring meaningful conversations,
improving the organisational
culture and improving patient
experiences.

Background

Report it
www.tinyurl.com/excelrep
or
SAASnet  Forms  Search ‘Excellence’

© Department for Health and Ageing, Government of South Australia.
All rights reserved. FIS: 17005.18 Printed December 2017.

A 2015 staff survey assessed
attitudes to organisational
culture, transparency, recognition of
achievements, feedback to staff and the
organisation’s ability to learn from its
mistakes. The results indicated SAAS might
benefit from Excellence Reporting.
The concept was proposed following a
SAAS staff member’s attendance at a
Dublin conference, where a pilot study led
by Dr Adrian Plunkett found that it could
lead to improvements in staff morale noting that it is difficult to objectify and
measure indicators such as ‘workplace
morale’.

Outcomes
In the first three months of SAAS
Excellence Reporting, 34 mostly clinically
reports were submitted.
One example:
displayed outstanding patient
advocacy for a patient with dementia, on
aspirin after a low fall in an RACF.
managed to navigate what appeared to be
a fixed mindset of sending the patient to
ED by RN and GP. She managed to conduct
a patient assessment for a painful hip
using the family over the phone, negotiate

The best measurement tool to
assess the system’s effectiveness
would be another staff survey, but
there are no immediate plans. It
is also difficult to attribute any
change in the survey criteria to
Excellence Reporting alone, as
these measurements are multifactorial in nature. However, the
feedback received points to the
system being a refreshing change.
The Project Lead and Manager
believe it is having an, albeit
unmeasurable, positive impact.

Scope
SAAS regards Excellent Reporting as a
relatively simple and worthwhile initiative
that could be implemented by any
ambulance service or health department.
It is used by health services overseas
with success particularly in the UK. To
its knowledge, SAAS believes it is the
first ambulance service to have launched
a system like this in Australia or New
Zealand.
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Fatigue
Chris Howie and SA Ambulance Service
Managing fatigue in any 24-hour
emergency service is an extremely
complex task given the health and safety
risk to the workforce.

The on-call roster cycle consisted of 4
shifts on, 4 shifts off and requires some
employees in small country centres with
lower workloads to be rostered for 4 day

Online training package, outlining updated
fatigue research and an overview of
new processes and their operational
application, was introduced.

In late 2014, against the back drop of
rising work demand and increased fatigue
reports from some crews assigned to
on-call roster models, SAAS resolved
to align its fatigue management with
contemporary research and best practice
strategies.
The result is a system that allows staff
to monitor their own fatigue levels, a
significant reduction in fatigue-related
reports, and ultimately a safer service.

Background
Fatigue impairs, amongst other things,
judgement, hand-eye coordination,
reaction times, concentration, problemsolving abilities, mood, motivation levels,
morale, and communication skills.
SA Ambulance Service (SAAS), supported
by external subject matter expert
consultants from Integrated Safety
Support (ISS), reviewed the organisation’s
2010 Fatigue Risk Management System
(FRMS) to address staff safety issues
resulting from increases in fatigue related
reports and incidents.
It found that existing tools to measure
fatigue did not meet the needs of all staff.
Staff education also needed improvement,
as many staff were unfamiliar with
strategies that could be implemented on
an individual level, including, the notion of
‘preparatory sleep’ as a strategy to reduce
the impact of fatigue during shifts.
Following the review, changes were
implemented consistent with current
best practice in fatigue management,
reinforcing the notion that fatigue
management is a shared responsibility
between the employer and employees.

Method
From 1 July 2014 – 31 December 2014,
there were 42 reported fatigue incidents
- 39 related to primary on-call teams,
or teams who operate a second crew
on-call in support of a 24 hour crew.

Reduction in fatigue reports

shifts of 11 hour and 26 minute duration
(undertaken at a station), followed
immediately by a 12 hour and 34 minute
(from home) on call night shift. This
effectively requires staff to be rostered for
a total of 96 hours continuously.
As part of the review subject matter
experts from ISS were engaged to provide
scientific and evidence based advice.
Predominantly, the staff consulted were
those who had on-call rosters, some
of whom were reporting an increase in
fatigue issues and incidents.
SAAS management and consultants also
contacted all operational sectors and the
Ambulance Employee’s Association of
SA enabling development of strategies
suitable for the entire workforce.

Implementation
A range of factors, not least of which was
workload, influenced the decision to move
to 24/7 rosters.
In addition to processes being updated, a
point- in- time tool designed for individual
fatigue assessment, was introduced to
complement the existing fatigue calculator
and staff were educated on pro-active
strategies to reduce fatigue, such as
preparatory sleep.

Outcomes
The new 24/7 rosters have significantly
reduced the number of fatigue reports
and greatly increased staff safety. SAAS
plans to remove on-call roster models
from as many locations as viable.
A Fatigue Risk Management Review
Group will monitor fatigue incidents
and issues in the workplace and provide
recommendations to governance
committees.

Scope
ISS Principal Consultant, Dr Adam Fletcher,
in his final report of the review of the new
FRMS stated: “SA Ambulance service has
been navigating this complex topic with a
persistent commitment that puts it at the
lead of its peers in Australia. In addition,
given requests that have been received by
SA Ambulance from safety regulators in
Europe, and companies in various 24-hour
industries, it seems apparent that the
quality of the work that has been done is
becoming visible and appreciated outside
of Australia too. Everyone involved in the
activities to date should feel satisfied with
the impacts their work have been having
and will continue to have”.
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confirming the resources and time
required.
Consultation was untaken with SAAS staff
via regular bulletins, presentations and
briefings. The Ambulance Employees
Association was also consulted.
SAAS held a series of hospital wide and
ward specific presentations to make
their staff aware of SAAS’s capability and
role during the move, and presented a
‘road show’ so they could also familiarise
themselves with SAAS vehicles and
equipment.

Chris Howie and SA Ambulance Service

Method

SA Ambulance Service (SAAS) led one
of Australia’s largest and most complex
hospital moves with the opening of the
new Royal Adelaide Hospital in 2017.

SAAS had to determine how to manage
and resource the transfer of patients while
maintaining normal operations for both
CALHN and SAAS.

SAAS delivered the safe and efficient
relocation of 297 patients to the new
hospital, significantly ahead of schedule
with no adverse patient incidents or
impacts on normal activity during a period
of unprecedented demand.

The number and type of patient in every
hospital ward was identified via a series of
regularly scheduled patient audits. Each
audit focussed specifically on individual
patients’ acuity, mobility and special care
needs and whether they would likely be
relocated during ramp down.

A structured dynamic plan was premised
on the maintenance of high-quality
patient care while minimising impacts on
normal business activity.

Background
The relocation of South Australia’s major
critical care hospitals was a significant
event for the State.
The scale, complexity and environment for
the move was unique to South Australia
as SAAS, the Central Adelaide Local Health
Network (CALHN) and the wider health
network were not resourced with the
systems, people and physical resources to
achieve the transfer of patients without
complex and sophisticated planning.
The resource lean environment in which
SAAS operates meant significant forward
planning involving increased operational
capacity through innovative management
of decommissioning schedules for vehicle
and stretchers, and increasing staffing
capacity through the manipulation of
training schedules.

Significant planning was completed on
paper for the new facility as physical
access was not available due to ongoing
building and remediation works until
shortly prior to the move.
SAAS calculated an average ‘drive time’
between the old and new hospital with
test drives and a series of single patient
mock moves were held from various
wards in the old site enabling the physical
testing of the routes.
The majority of these patients were
collected by move teams and escorted by
nursing staff to transfer bays where they
would be collected by SAAS crews, or the
most acute patients were transferred by
SAAS from bed to bed.
Planning activity culminated in two large
exercises which allowed the full patient
journey to be tested in the most realistic
way possible.
Data highlighted the need to conduct
the final scheduling in a specific order,

SAAS invested significant effort in codeveloping a computerised ‘Patient
Dashboard’ with SA Health to provide
electronic real time updates during the
move.

Implementation
Moving all of the patients from the
existing RAH to the new facility was a
massive clinical and logistical initiative
involving over two years of collaboration
involving multiple stakeholders.
SAAS was a fundamental stakeholder
in the multi-agency project to plan
and deliver the move including lending
command expertise to the Transfer
Coordination Centre (TCC).
The TCC, the first in South Australia,
facilitated the “ramp down” of patients
through clinical assessment and
identification of state-wide alternative
care facilities.
An induction package for staff rolled out
as e-learning negated the need for several
thousand people to attend onsite training
and a computerised patient dashboard
was developed in conjunction with SA
Health to provide current details on
patients at any time during the move.

Outcomes
The transfer of patients was completed
ahead of schedule during a time of peak
business as usual activity.
The use of the Transfer Coordination
Centre is being reviewed as a potential
winter demand strategy or one for any
time of peak demand.

Early
Defibrillation

Progress to
High-quality CPR

Effective
Post-resuscitation Care

Saving a life takes early defibrillation, high-quality CPR and effective post-resuscitation
care. ZOLL’s advanced resuscitation tools support you in caring for your patients every
step of the way—through every link in the Chain of Survival.
To learn more about how ZOLL can be your partner in resuscitation, contact your local
ZOLL representative or visit us online at www.zoll.com.au

© 2018 ZOLL Medical Corporation. All rights reserved. ZOLL is a trademark or registered trademark of ZOLL Medical
Corporation in the United States and/or other countries. All other trademarks are the property of their respective owners.
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HeadingStandards Accreditation
NSQHS
SA Ambulance Service

• Introduction of a falls and pressure
Injuries training program.
• Availability of specialised equipment
for lifting and managing bariatric
patients.
• Introduction of an infection control
coordinator.

Method
Keith Driscoll, Executive Director of Clinical
Performance & Patient Safety at SA Ambulance
receives the accreditation certificate on behalf
of SAAS from Dr Christine Dennis, the CEO The
Australian Council on Healthcare Standards
(ACHS).

In 2015, SAAS engaged a surveyor to
facilitate a high level and robust desktop
gap analysis review (GAR) against the
Standards. With support from senior staff,
major findings and recommendations for
improvement were identified for each of
the Standards and 256 action items.

The SA Ambulance Service (SAAS) is the
first Australian ambulance service to
receive accreditation from the Australian
Council on Healthcare Standards.

Although recommendations for
improvement were made for all
Standards, the GAR highlighted four for
specific attention:

The three year accreditation in the
National Safety and Quality Health Service
(NSQHS) standards was awarded in 2018.

• Governance for Safety and Quality in
Health Service Organisations

Implementing the Standards is mandatory
for all hospitals and day procedure
services across Australia but not
ambulance services.
However, in keeping with the SAAS
commitment to ensuring quality, safety
and performance remain an organisational
priority, the organisation set out to
achieve a nationally recognised standard
for the entire organisation.
The accreditation report highlights a
number of areas of good practice:
• Efficient processes in place for triaging
triple zero (000) calls and coordination
and dispatch of ambulance resources.
• Work being undertaken by extended
care paramedics to minimise
hospitalisation of clinically appropriate
patients.
• Development of a new ambulance
station at Noarlunga and the Rescue,
Retrieval and Aviation Services base at
Adelaide Airport.
• The development of a Consumer
Advisory Committee that reflects
the diversity of the community and
population served by SAAS and
provides advice related to service
needs and planning activities.

• Preventing and Controlling Healthcare
Associated Infections
• Clinical Handover
• Preventing and Managing Pressure
Injuries
A project team was formed to drive the
accreditation process and a methodical
approach was adopted to ensure all work
and supporting documentation collated,
reviewed and analysed by the committees
was properly referenced, categorised and
stored.

Outcomes
Accreditation has assisted SAAS to achieve
a number of goals including improved
performance and quality assurance
alongside reducing risk and increasing
South Australians’ confidence in SAAS’
continuous improvement.
Other outcomes include:
• Improved clinical services - patientcentred and designed around
consumer needs.
• An evidence based quality assurance
mechanism to benchmark governance
structures, systems and processes
• A consistent and uniform set of
measures of safety and quality across
the organisation
• An increased emphasis on, and
accountability for, clinical and
operational practice safety
• Reduced patient and service delivery
risk and enhanced quality of care
• Demonstrating external recognition for
commitment to achieving the highest
standard of care and patient safety to
patients, their family and carers.
• Introduction of a patient-oriented
approach to organisational outputs that
delivers better risk identification and
management, fewer complaints and
less potential exposure to litigation.
• Provision of greater accountability to all
internal and external key stakeholders.

Implementation

• New, active partnerships with
stakeholders

There was an exceptional level of
engagement, enthusiasm and support
from executive and senior management
teams.

• Creation of new opportunities for SAAS
to share in the exchange of a unique
and extensive range of information and
data with other health organisations

The standards committees, with
stakeholder support, conducted a
comprehensive and rigorous analysis of
the organisation’s systems and processes
to bring them into alignment with
accreditation requirements.

• Playing an important role in
undertaking research activities to
contribute to continuing improvement
of the State’s and Australia’s health
system.

SAAS recognised that the work undertaken
was a small part of the move to transition
to a “business as usual” model in
preparation for the second version
of the standards.

Accreditation afforded the opportunity
for SAAS to implement substantial
improvements to service delivery with the
Standards providing an effective quality
assurance mechanism.
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“Safe
and well” referrals
St John New Zealand Patient
Pathways Team
As part of their ongoing commitment to
providing patients with the right care at
the right time, St John is working with
District Health Boards, Primary Health
Organisations and other health providers
across New Zealand to develop formalised
local low acuity pathways. These pathways
are being created for ambulance patients
who are safe to stay at home but have
unmet health needs or require follow up
care - called ‘Safe and Well’.

• 7.6% of adults
reported experiencing
psychological distress
in the four weeks
prior to study data
being recorded.

St John has collaborated with the Nelson
Marlborough District Health Board (DHB)
and Northland DHB to develop and
implement direct referral pathways using
its electronic patient report form (ePRF)
via single point of entry (SPoE) at both
DHBs.

There are higher
incidences of
smoking, hazardous
drinking, obesity, and
psychological distress
in New Zealand’s areas
of socioeconomic
deprivation. There
are also are several
barriers to healthcare for
patients; cost prevented
14% of adults and 3% of
children from visiting a
General Practitioner (GP)
in 2016/17.

Aim

Method

The aim of the project is to ensure that
patients attended and assessed by
ambulance personnel, who do not require
transport to a medical facility, but who
do have an unmet health or social need
or require follow-up care, are linked with
appropriate services to stay safe and well
in their community.
To achieve this aim St John designed
a straight forward referral process for
ambulance personnel to use with the
ePRF.

Background
New Zealand’s population is growing,
ageing, and the incidence of chronic
disease is increasing. Some contributing
factors for poor health are highlighted
in the Ministry of Health’s (MoH) 2017
Health Survey including:
• 15.7% of adults smoke
• 20% of adults drink alcohol in a way
that could harm themselves or others
with rates of hazardous drinking
highest in youth aged 18 – 24 years old
• 1.2 million adults in NZ are obese –
that’s approximately one third of the
population; 100,000 children aged 2 –
14 years are obese

Analysis of St John data reveals that
approximately 81% of patients attended
by ambulance crews are classified with
minor or moderate conditions that are
often more appropriately managed in the
community rather than at hospital.
Collaboration with the Nelson
Marlborough DHB led to the development
and implementation of referrals via SPoE.
With the introduction of ePRF referrals are
now made by simply typing a ‘shortcode’
into the notes, which is automatically
and securely sent to the DHB’s clinical
administrator.
The success of the process prompted a
similar initiative in the Far North which
has a much larger Māori population,
is significantly older than the national
population, and a very high proportion
face significant socioeconomic
deprivation.
Patients in both regions can be referred
to a variety of services ranging from
falls prevention, healthy homes and
smoking cessation, to community clinical
assessments and mental health services.
Patients must give consent for referral and
this must be documented on ePRF.

Outcomes
Since 1st March 2015, approximately
600 patients have been referred to
primary care services in Nelson Bays,
and 200 in the Far North. This represents
approximately 20% of patients who are
not transported to a medical facility. The
vast majority of these have been for falls
prevention.
Anecdotal feedback has been positive:
“St John referrals have alerted us to
patients’ health and social needs that
we were not previously aware of (i.e.
ambulance staff are capturing people
who were previously falling through
the cracks).”
“Ambulance personnel are functioning as
the ‘eyes and ears’ of the health system,
relaying valuable social information to the
SPoE to ensure referrals go to the right
place.”
Feedback is regularly sought through
satisfaction surveys to help St John ensure
Safe and Well initiatives are working for
“our people, our stakeholders, and most
importantly, our patients”.
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In accordance with the CHR methodology
the project team established an internal
project governance structure.
The project team worked closely with
dispatchers to clearly define all tasks
and functions performed in their role,
which were then grouped into core and
administrative categories.
The current paper-based roster system
was key to reform. Key functional and
technical requirements were discussed
with dispatchers and it was resolved that
any solution must:
Hugo Hartnett, Brett Standaloft,
Cassandra McKenzie, NSW Ambulance
Data related to time and attendance for
operational paramedic shifts is recorded
by Control Centre Officers (dispatchers) in
each of the four NSW Ambulance Control
Centres.
In practice, this process involves the
dispatcher accessing a paper-based area
staff sheet to verify the names, shift start
and finish times and clinical skill level of
all of the paramedics rostered to work in a
particular jurisdiction.
For dispatchers, the process of managing
the time and attendance of paramedics
throughout their shift has become
unsustainably complex and is currently
devoid of a system or process to manage
the complexity.
The area staff sheet in its current form
is onerous for the dispatcher and has
associated operational risk due to the
human element.

Aim
The implementation of a digital area
staff sheet solution, Control Resourcing
Electronic Work Sheet (CREWS), will
allow for:
• dispatchers to feel better equipped to
manage this function accurately and
consistently,
• the refocus of any time savings back to
outcomes for patients, and
• NSW Ambulance to better evaluate
and validate expenditures related
to paramedic time and attendance
(including overtime and call-outs).

Background
NSW Ambulance dispatchers are
responsible for identifying the fastest and
most clinically appropriate ambulance to
send to someone in need.
In a 12-hour shift, dispatchers can send
help to more than 150 people. They are
also responsible for managing the shifts of
more than 60 paramedics across the same
period and:
• ensuring all paramedics have reported
for the start of their shift
• managing the allocation and recording
of paramedic meal breaks
• ensuring paramedics sign off on time
and allocating shift overtime when
operationally required.
The Computer Aided Dispatch (CAD)
system to send ambulances uses clinical
algorithms and GPS tracking to dispatchers
to prioritise patient urgency, ambulance
availability and location. However, they
have to use a paper-based roster system,
which is not integrated with CAD and
necessitates constant cross referencing.
In addition, they have to contend with a
new rostering system, which now includes
staggered shifts for paramedics.

Method
A project team had the benefit of the
Clinical Health Care Redesign (CHR)
program available through the NSW
Health Agency for Clinical Innovation.
The program enables clinicians to access
appropriate tools, methodologies and
support to develop and implement
projects in local healthcare contexts.

• replace and eliminate the requirement
for dispatchers to refer to a paperbased roster system
• integrate with the CAD system
to streamline and automate the
paramedic sign-on and sign-off process,
and
• provide support and advice for
dispatchers managing complex
industrial award rules.
A business case was finalised in March
2018 and has been submitted to the NSW
Ambulance executive leadership team for
approval.
A proposed solution will see digitally
accessible staff sheets which can be edited
by dispatchers and allow them to provide
information and alerts to paramedics.

Outcomes
Two key measures for the success of the
project will focus on the time spent by
dispatchers on administrative tasks (target
is a 50 per cent reduction), and their
satisfaction with their roles; the target is
to ensure they feel supported with tools
that help them to perform their work
effectively.
The implementation of a digital solution
which integrates human resource
information with traditional CAD
Operational information will provide
invaluable insights into the costs and
issues associated with service delivery, in
particular to the impacts on staff welfare
and expenditure associated with overtime
and missed crib penalty payments.
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HeadingSystem
Helmet

TECHNICAL

Cameron Edgar, NSW Ambulance
Consistent and clear communications is an
essential component of safe and effective
aeromedical helicopter operations.
Traditional down-the-Wire (DTW) helmetbased aviation communications have
been limited due to the dynamic and
varied operational environments for NSW
Helicopter Paramedics and the technical
ability of existing radio and flight helmets.

Aim
The project aimed to provide a purpose
designed helmet and radio headset
system that delivers improved head,
eye, hearing protection and situational
awareness for use across the broad range
of Helicopter Paramedic missions.

Background
Traditionally NSW Helicopter Operations
have used a conventional flight helmet
but it was not designed for the mission
flexibility required for the broad range of
environments NSW Helicopter Paramedics
operate in such as cliffs, caves, canyons,
offshore vessels and remote areas.
The current conventional flight helmet
system is expensive, limited in operational
use and requires specialist repair. As
the helmets are a single unit comprising
intercom, head, eye and ear protection,
the need for repairs results in the helmet
being unavailable for extended periods,
typically several weeks to months.

Method
A review of safety reports and operational
debriefs was undertaken in order to
determine the scope of work required for
an enhanced helicopter helmet system.
A world-wide scan of alternative helmet
system solutions was undertaken, with
military special operations providing an
insight into a possible solution.
Phase 1 included detailed discussion with
a range of manufacturers. Three helmet
systems were chosen for proof-of-concept
testing over six months. Testing was
undertaken in partnership with aviation
contractors to ensure safe integration with
existing airframe and communications
systems. At the conclusion of the testing
a single system was selected for an
extended trial.

Phase 2 involved a detailed risk
assessment in conjunction with helicopter
contractors, leading to a two year trial
which saw selected Helicopter Paramedics
fitted and trained in the trial helmet
system. The goals included:
1. Identify opportunities to rationalise
multiple existing helmets (flight/
roping/water/road crash).
2. Validate the ability for the system to
integrate with a range of operational
equipment required for the full
spectrum of Helicopter Paramedic
operations (eg; head torches, night
vision goggles, video cameras, safety
eye wear etc).
3. Provide enhanced communications
and situational awareness through
improved aircraft intercom, ambulance
radio and face-to-face communications,
without the need to take the helmet off
(important for canyon and cliff mission
profiles).
4. Provide radio communication flexibility;
can have headset turned on for aviation
operations, and on or off for roping
operations, as well as meet all Electro
Magnetic Interference requirements.
5. Provide a modular solution that if part
of the system’s communications or
PPE becomes unserviceable, the faulty
component alone can be replaced.
6. Identify opportunities for cost savings
compared to the current multi-helmet
approach.

Phase 3 consisted of a formal report
with recommendations and a supporting
business case with detailed costing to
secure funding.
In 2015, funding was provided for the
rollout of the System to all 60 NSW
Ambulance Helicopter Paramedics and the
introduction staged over 12 months.

Outcomes
The Enhanced Helicopter Paramedic
Helmet System is just completing
operational rollout and is proving to have
notable benefits for complex search and
rescue helicopter operations, with minor
adjustments being made as the system is
bedded in.
The system provides increased head
protection during cliff and canyon
missions, as well as increased situational
awareness when interacting with ground
teams. It has allowed for a level of
rationalisation of multiple helmets and
is half the price of an off-the-shelf flight
helmet.
Once the system has been well bedded
a review will be conducted to identify
opportunities for Helicopter Doctors.
Several other Australian state and territory
ambulance services and aeromedical
operators have begun early trials of similar
systems to determine if they meet their
local operational needs.

Winter 2018

NSW Ambulance Station
Heading
Information
System
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Implementation
NSW Ambulance was keen for the product
to have a low or zero ongoing cost and
any manager would be able to easily add/
change/remove information easily.
The design work for the crew board,
informed by staff feedback, formed
the basis of the manager board, which
incorporated existing corporate branding
and colours. The board displayed
administration information about the
station with rotating screens.

Ryan Lovett, NSW Ambulance
The NSW Ambulance Station Information
System (SIS) was designed in conjunction
with the implementation of the Paramedic
Response Networks (PRN) centred around
the new superstations.
The superstations are contemporary, high
technology environments reflecting the
best in modern ambulance station design.
The SIS complements the design and
intent of the stations by providing a
modern system to break down barriers
to effective, timely and contextualised
information using a system with zero cost
and short lead times. It aims to be a one
stop shop for information on a shift by
shift basis.

Background
Six weeks after the Kogarah superstation
in Sydney’s south was “live”, the local
management team sought staff feedback
on the new station.
Kogarah was unique in that it was the
first time that more than one traditional
station had been combined into one site.
The staff highlighted they liked working
with new people but didn’t know their
new colleagues, which meant staff were
being asked if a particular paramedic had
reported for duty and they didn’t know
what the person looked like.

Trainee and intern staff were also
overwhelmed in a workplace with 100 or
more new faces and did not know which
manager to go to for assistance or how to
get in touch with them.
The SIS aimed to resolve both the
challenges of effective communication
including a system to easily identify staff
and managers.

Method

The next large phase of development was
the notice board. The team proposed a
strategy where Clinical Support Managers
and Work Health and Safety Educators
based at headquarters, could upload
information on the SIS once and it would
automatically display at all sites.

Outcomes
Managers again sought staff feedback at
12 weeks. It was resoundingly positive
with the staff commenting that they
were able to more effectively know who
was working at the station each day and
exactly what vehicle they were in, where
they were and what they were doing.

Staff proposed a white board with staff ID
photos to show who was on shift from day
to day, along with an IN/OUT board for
managers.

Logistics staff said they were able to
account for the whole station fleet by
comparing what vehicles were on station
and what vehicles were on duty at any
point in time.

Staff also proposed separate coloured
notice boards for different communiqués
with a specific focus on station news,
clinical information and work health and
safety information.

The local management team provided
guidelines around suitability for staff
images with staff encouraged to submit
their own pictures for uploading.

• a formal and informal notice board

This step provided an informal measure
of the level of engagement staff had
in the system. In the first six weeks
approximately 70% of staff at Kogarah
supplied photos, with some taking a
seasonal approach – Santa hats and
snowflakes at Christmas, rainbow photos
during the Gay and Lesbian Mardi Gras
and holiday photos.

• common information like cost centre
codes, station address and phone
number and dates/times, traffic and
weather should be displayed.

The SIS was developed from the ground
up to be scalable, reproducible and
relevant for any ambulance station or
work site, with rapid rollout.

Three separate information systems were
proposed: a crew board, a manager board
and a notice board - all electronic digital
signage systems.
Staff and managers nominated other ideas
and information for the boards:

• They would like them to feel
“ambulancey”.
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HeadingInduction Program
GC2018
GC2018 Commonwealth Games,
Education & Logistics Development Team,
Queensland Ambulance Service
In preparation for the Gold Coast 2018
Commonwealth Games (GC2018),
Queensland Ambulance Service (QAS)
developed a comprehensive and
dynamic preparedness
venue induction program
and education governance
process for operational staff
deployed the GC2018.
The 2018 Commonwealth
Games represented
the largest ambulance
deployment logistics exercise
in the QAS history. It involved
more than three years
planning to ensure optimal
ambulance services, clinical
and transport capability at
venues and surrounding
areas and across Queensland.
The complexity of delivering ambulance
services at sporting venues in many
different locations around the State and
conducting targeted induction education
programs presented a significant
challenge.
The QAS Education Centre (QASEC)
developed the structure for the induction
programs, the delivery mechanism and
the governance process to ensure QAS
obtained accurate course completion
records for the mandatory education.
The purpose-built education delivery and
data capture / reporting process allowed
the QAS State Incident Management
Room (SIMR) to see when staff inductions
were completed - just seconds after an
officer finished an on-line program.

Aim
The unique complications of the induction
process and the required governance
meant that a purpose-built program and
dynamic reporting process had to be
developed.
The GC2018 Induction Programs Delivery
Project had several important aims
including:
• providing officers with the required
information to perform their duties in
an environment with high level security

and restrictions on their freedom of
movement
• providing a self-paced induction
programs launched dynamically
from QAS operational iPads prior to
attending GC2018;

and expertise of the Microsoft programs
development team.

Implementation
QASEC developed a structured approach
to the development and implementation
of the GC2018 induction education
programs meant that all
staff including supervisors
participating in the QAS GC2018
response were confident in
utilising the new reporting
structure and requirements to
complete both online and face to
face inductions.

• delivery via a platform that would form
part of QAS ongoing communication
strategies for GC2018

The innovative method used for
the deployment and governance
of the induction educations
programs had several benefits,
including leveraging the
significant investment by QAS
in ICT infrastructure including
operational iPads and raised
awareness of Office365 tools and apps
available to all officers.

Background

Outcomes

The GC2018 Induction Programs Project
represented a unique challenge for QAS
as the existing education delivery systems
infrastructure did not allow for the
immediate reporting of induction course
completions required by the GC2018
supervisory team.

QASEC met all required aims and
objectives and delivered the project on
time, requiring only minor updates to
processes immediately prior to education
programs deployment.

In order to manage risk, the GC2018
supervisory team required live reporting
on education induction program
completions to facilitate the effective
management of staff shortages as they
occurred to ensure appropriate service
delivery standards were met.

Method
The agreed primary QAS communication
platform for GC2018 was the Office365
Teams app.
Office365 software had just been
deployed in the QAS environment, and
the QASEC team used these new tools and
apps to develop a prototype education
delivery and reporting system that
allowed for all operational requirements
of the induction programs to be met.
To further ensure the robust nature of
the program, QASEC engaged the support

The Project allowed for the immediate
reporting of induction completions.
Within hours of the induction education
programs release, it was identified that
250 of the required 750 officers had
completed the mandatory induction items
for their deployment.
Constant data analysis on the 41
different induction education programs
completions ensured effective
management and consultation could occur
at a local level to support staff to complete
their mandatory induction requirements
prior to deployment commencing at the
venues.

Scope
The time and resources that have
been allocated to the project, and the
subsequent learnings, will allow for
the adaptation of reporting process for
a multitude of other QAS education
programs.

Winter 2018
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Heading
New
Rescue and Retrieval Services Base

SA Ambulance Service
SA Ambulance Service (SAAS’s) Rescue,
Retrieval and Aviation Services moved into
a new $12 million base in 2018, funded by
the Motor Accident Commission.
Originally located in temporary
accommodation across two sites at
Adelaide Airport on the opposite side of
the runway to aviation service providers,
the base has provided a home for SAAS,
MedSTAR and the Special Operation Team
(SOT).
The relocation has minimised road travel
and loading times prior to a retrieval
operation. The Base also has state of the
art, world class training facilities with
simulation rooms, a realistic helicopter
simulator, car simulator and other high
fidelity training equipment.

Aim
The aim of the project was to determine
requirements, design and build a purpose
designed facility in the rotary wing
precinct on the western side of Adelaide
Airport.
The base would accommodate the
Rescue, Retrieval and Aviation Services
(RRAS) directorate comprising MedSTAR
Emergency Medical Retrieval and SOT.
Moving the RRAS directorate would
provide operational efficiencies by having
all staff located within one building
but the major advantage would be
the physical proximity to helicopters,
minimising road travel and loading times.

Background
Since its inception SAAS’ MedSTAR
Emergency Medical Retrieval Service has
operated from the Adelaide Airport, colocated with SOT across two sites.

While a core group of highly trained
doctors, nurses, and Intensive Care
Paramedics were on hand for coordinated
rescue and retrieval activities, the
temporary accommodation was not ideal.
Officers were forced to leave the airport
grounds and drive to the helicopter base
causing delays which could be significant
in an emergency.
A cost benefit report was undertaken
by Dr William (Bill) Griggs in December
2013 to support the relocation of SAAS
MedSTAR and SOT with the helicopters to
decrease delays.

Method
A cost benefit analysis showed that the
co-location proposed would saves lives,
reduce head injury morbidity and reduce
costs.
The Benefit Cost Ratio (BCR) was 15:1 i.e.
the savings for a new base would be of the
order of $175M over 30 years compared
with the up-front infrastructure cost of
approximately $12M. This reflected long
term cost avoidance for South Australia of
over $160M.
Following negotiations and data analysis
to demonstrate the value and merit of
the proposal, funding was secured from
the Motor Accident Commission of South
Australia.

Implementation
The co-location has provided a number of
benefits including better prepared crews,
improved communications and excellent
training opportunities.
Not only are the two physical locations
merged, the management/administration
and training areas are now merged with
operational teams.

Hosting daily briefings including all
relevant stakeholders has improved
sharing of critical information and safety
along with efficient work systems.
The changes have also provided the
opportunity to reassess storage of
equipment and operational kit for
immediate operational readiness.

Outcomes
The outcomes of the RRAS base include:
• Response times for rotary wing patients
decreased from 13 minutes in February
2017 to 9 minutes in February 2018.
Response times for fixed wing patients
decreased from 26 minutes in February
2017 to 23 minutes in February 2018.
• Improved training facilities and
expanded opportunities for multidisciplinary training
• A facility that will meet the needs of
staff for at least the next 15-30 years
based on current projections.
• The final building cost has been well
under budget.
Co-location of the rescue and retrieval
operational and support resources has
proven to improve response times, team
resilience, staff safety and satisfaction and
patient outcomes.
A state of the art simulation suite
now provides a capability to train and
expose teams to any situation and/or
environment in the rescue and retrieval
workplace. Simulation can include all
clinical situations and combine these with
environmental factors either in hospital
environments or all transport mediums.
Scenarios can be run from point of call
until handover at the tertiary hospital.
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Heading Resource Profiling
Demand
Dave Richards, St John New Zealand

Method

Outcomes

In order to respond quickly to life
threatening scenarios or time critical
patients, ambulance resources need to be
optimised to match demand.

Each of the eight districts were split into
sectors, grouping station response areas
where there was a high interaction of
resources near another. The calculated
utilisation in DRP for each sector was
based on the current utilisation for the
sector and the corresponding response
performance. If under performing in
a sector, then a lower utilisation and
more resource is required. The ability
to simulate different resource levels
meant we could check and refine any
assumptions and could determine
the appropriate utilisation to meet
performance targets; even with changing
service delivery, rosters, response
locations and patient centred deployment
plans.

Recommendations from the modelling
include:

St John New Zealand’s Demand Resource
Profile (DRP) has identified locations
with poor performance, recommended
better alternatives and proposed patientcentred deployment plans to dynamically
locate emergency vehicles where the next
expected emergency incident is likely to
occur.

Aim
The project’s goal is to determine the
minimum number of resources required
to achieve targets and provide a sufficient
response performance for patients across
each sector and nationally.
The proposed resources will align with
St John’s Right Care, Right Time strategy
to help improve the number of patients
treated at scene and kept closer to home.

Background
Before 2013, many ambulance shifts had
not changed in years; shifts started and
finished at the same time and did not
match demand, as a result performance
targets were not being met.
In 2013, St John introduced
recommendations to vehicle shifts
including start and end times, shortened
shifts, new shifts times and increased staff
to deliver changes.
Between October 2010 and September
2013, the monthly average percentage of
time critical patients responded to within
8 minutes was 49.7%, just below the
50% target. From October 2013, with the
recommendations, performance increased
to a monthly average of 55.7%.
However, the introduction of electronic
Patient Report Forms (ePRF) in 2016
increased job cycle times by 6 minutes
causing response performance to drop, on
occasion below the 50% target. A second
DRP project was created in 2017.

Sfn (Signal from Noise, a Statistical Process
Control tool) was used in this project
to display seasonal trends in responses
and growth. The DRP modelling split the
workload into peak and off-peak periods
which is useful for peak winter planning.
We extracted from sfn the average
number of incidents for each demand type
by hour of day and day of week, ignoring
any outliers, and the upper control limit
(UCL) which represents three standard
deviations above the mean. Using a
standardised UCL better modelled reality,
where during the day when it is busier, the
system can operate at a higher utilisation
than at night and still achieve the same
patient response times due to economies
of scale.

• Timing of the resource (shift start times
and duration).
• Configuration of the resource types.
• Locations of stations and posts.
• New or updated patient centred
deployment plans, including changing
the priority of stations to better cover
the next expected emergency.
A detailed DRP report outlining patient
demand and required resource for
each district will be shared with District
Operations Managers (DOMs), and a
national report presented to the Strategic
Operations and Clinical Committee (SOCC)
for sign off.

Scope
Demand and resourcing requirements are
to be reviewed and determined every two
years, projecting for the following four
years to ensure resources are updated and
modified to account for any unforeseen
changes in demand, the NZ health
environment and St John’s service delivery
model. New patient pathways and hospital
bypass criteria will likely impact additional
resource required for areas where
ambulances will need to drive further to
the right hospital. Simulation models are
currently underway to evaluate the impact
of such pathways.

Winter 2018
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Heading
Hub
and Spoke modelling
Dave Richards and Max Yang,
St John New Zealand
In the last decade New Zealand has
experienced significant population
growth and corresponding changes to
infrastructure. To adequately service
increasing demand, ambulance resources
need to be optimised to be in the right
place at the right time.

Aim
The aim of this project was to advise and
provide guidance on the ideal hub and
spoke structure to meet patient demand
now and in 30 years.
Ambulances will be managed in a more
efficient and cost-effective manner with
movable spokes as response locations,
rather than fixed stations. The smaller,
fit-for-purpose low cost spokes, will allow
St John to have the right number of
locations, minimising response times.

Background
The population of NZ is expected to
increase 32% in the next 30 years from
4.8M to 6.3M. In addition, with more than
40% of emergency ambulance incidents
attributed to patients aged 65+, an
ageing population has meant that there
is faster growth for ambulance services
than normal population growth. With
increasing demand on the ambulance
service outstretching funding, limited
resources need to be used to best
effectiveness.
Currently some stations are either in the
wrong place or not fit for purpose as their
capacity far exceeds the demand they
service. This results in the sub-optimal
location of ambulances with some not
being as close as possible to where the
next expected emergency is likely to be,
potentially impacting patient outcomes.

Method
The methodology for determining the
optimal number and location of spokes is
as follows:
1. Using the current ambulance resources
and station locations, performance was
simulated against the forecast incident
volumes in 30 years’ time.

2. Additional resources were added
until the simulated 95% response
performance was achieved for life
threatening and time critical patients.
3. A starting point of less than the current
number of stations was used.
4. By using the optimiser in the Optima
predict tool to maximise the 8 minute
response performance for urban
areas and the 12 minute response
performance for rural areas, the
optimal location were determined for
this number of spokes.
5. The post plan builder was used to
create patient centred deployment
plans for these locations, to prioritise
the order in which the spokes should
be covered.
6. The spoke locations and PCD plans
were then simulated against the
response targets.
7. Additional spokes were added and
steps 4 to 6 repeated until a tipping
point was reached.

Outcomes
With the hub and spoke model
implemented in Christchurch, there has
been a noted improvement in vehicle
cleanliness and reduced durations of nonavailability; with night shift vehicles being
available to respond, despite day shift
vehicles being committed.

There has been a downward trend in the
number of early starts, missed meals
and late finishes. Overtime allowances
for early starts have decreased 15%, the
number of late finishes has dropped 24%
and late or broken meal breaks have
decreased by 16%.
Having one centralised location for
the start of all shifts allows for easier
rearrangement of crew combinations
should someone pull out of their shift.
Currently about 23% of Auckland
ambulances are EMT/EMT and 19%
are Paramedic/Paramedic. With the
Christchurch Hub, only 1% of ambulance
shifts are crewed with two paramedics
ensuring that a higher qualified Paramedic
or ICP is on as many ambulances as
possible.

Scope
The Hub and Spoke project in Christchurch
has proved successful and plans are
now underway for determining how
to implement the model for the rest
of the country. The Hub and Spoke
model provides the flexibility to use the
latest optimal location for spokes and
implement patient centred deployment
plans without incurring excessive cost. It
will enable St John to determine the best
allocation of resources to meet patient
demand in the future and ensure patients
are responded to as quickly as possible.
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Heading Clinical Analytics System
Integrated
A range of elements for
consideration include:
understanding 111 contacts
for patients on a low acuity
journey and their interactions
with the Clinical Hub; use of
patient-specific information
including patient demographics;
and assessing quality of
clinical practice by ambulance
clinicians.

Background

Samuel Wong and Dave Richards,
St John New Zealand
St John NZ has been developing an
integrated clinical analytics system
since early 2016. The project has been
driven by the ‘Right Care, Right Time’
(RCRT) program and was sparked by
the transition from paper-based patient
report forms to electronic patient report
forms (ePRF). This enabled electronic
capture, identification and codification
of patient information for more than
500,000 incidents a year. The successful
completion of the Clinical Hub pilot in
Auckland in 2015 and the staged national
rollout of Clinical Hub in 2016 have also
resulted in fundamental changes to
how we understand patient ambulance
experiences.
RCRT aims to further the understanding
of a patient’s healthcare experience,
the role of ambulance and dispatch
practices and the effectiveness of service
delivery models to meet strategic and
local demands of the New Zealand
healthcare system. The program involves
development of information architecture
between the clinical and operational
repositories across the ePRF system,
Clinical Hub, InformCAD dispatch system
and the Ministry of Health hospital
datasets.

Aim
The aim of integrated clinical analytics
is to support safe and patient-centric
healthcare delivery by improving clinical
and operational practices and systembased integration.

RCRT requires the tracking of
patient interactions with the
aim of changing the emergency
ambulance service delivery
model. Changes include
virtual clinical telephone assessments
and increasing the number of ‘see, treat
and referrals’ from incidents without
transport. As the initiatives aim to
redirect patients from hospital emergency
departments in a clinically safe and
appropriate manner, it is paramount
that continuum of care for patients is
measured.

Method
A holistic journey was modelled from
the viewpoints of patients, clinicians,
support managers, executives, system
level measures, funders and considering
governmental health strategy and
legislation.
Each stakeholder group had their needs
and wants, as well as future intentions
captured from a blue-sky approach. Both
the process and rationale of information
needs and context were captured for
designing the integrated clinical analytics
system.

Implementation
The integrated clinical analytics system
was implemented with the eventual three
output mechanisms:
1. Scripted reporting based on business,
operational and clinical measures,
including investigated business case
developments. This is primarily used to
create compound derived measures.
e.g. pregnant and alcohol intoxicated
patients attended.

2. The use of automatic subscription
reports through SQL Server Reporting
Services, including data driven
subscriptions. The evolution of this
mechanism went from initial tabulated
reports and simple charts supported
by data, to functional dashboards, e.g.
alcohol intoxicated patients dashboard.
3. The development of the ePRF feed in
Signals-From-Noise (Sfn), a statistical
process control analysis tool. This
contains up to 500 commonly used
measures and 93 derived definitions to
create a self-service clinical analytics
system.

Outcomes
The clinical analytics system has enabled
the following improvements:
• The capability to deliver system wide
clinical audits, focused audits, clinical
research or incident investigations, has
significantly improved as has the level
of specificity and sensitivity in clinical
or operational content.
• Right Care, Right Time metrics for
emergency department redirections,
such as the effectiveness of clinical
telephone assessment in reducing
responses, and the establishment of
patient referrals, destination policies
and clinical pathways.
• The ability to apply analytics across
patient demography and cohort
analysis by population health
conditions and outcomes.
• Through linking with hospital and
primary care records, we can measure
the volume of incidents where ~15%
of incidents calling 111 had a prior 48hour contact with primary or secondary
health services. We found only 17% of
patients followed instructions to see
a GP in a timely manner after being
advised.
• Through hospital reconciliations, we
determined that ambulance transports
make up 22% of ED presentations, but
34% of hospital admissions.

Extraordinary
The very best health cover for ambulance service
workers, volunteers, their families and close relations

Simply better
With no excesses, exclusions
or co-payments on hospital
cover, and generous extras
benefits with a Rollover Benefit
unique to the Police Health
Group, we’re confident that our
insurance is better than the big
four insurers for the emergency
services community.

Rollover benefit exclusive to the Police Health Group^

80% of the service fee on most extras^

Freedom to choose^

No annual limits on general dental^

Unlimited ambulance cover, Australia wide^

^ May be subject to waiting periods, annual limits and other conditions.

Who can join?
If you work or volunteer for an Australian ambulance
service, you can move your health insurance cover
to us. We cover singles, couples, single parent
families and families — and we can also accept your
close relations.
That means your parents and grandparents, as well
as your brothers and sisters and their partners and
children can all benefit from the quality of our cover.
Switching is easy - when you’re ready to switch, our
staff can request your transfer certificate from your
previous insurer for you. No hassle… no fuss.

Emergency Services Health Pty Ltd ABN 93 131 093 877 A registered, not-for-profit, restricted access private health insurer.

Ready to find out more?
Call us on 1300 703 703
or visit eshealth.com.au

