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CAA17 Adelaide, South Australia
This year’s CAA Congress coupled with our
first Resuscitation Academy and our third
Global Resuscitation Alliance Masterclass,
in the lead up to Restart A Heart Day on
October 16, has capped off an exciting
year.
The profile of our sector continues to
grow as national registration in Australia
and New Zealand draws closer, and as we
increasingly engage on the world stage
around issues impacting on our profession
and the community.
The Resuscitation Academy Network Event
was a great opportunity for our services’
clinical and education leaders to enhance
their expertise and in turn the life saving
skills of their teams and members of the
public. Hands on learning projects from
Seattle experts, albeit in a conference
room, were challenging and informative.
See pages 7 – 9.

All the presentations are available at
www.caa.net.au should you want to
refresh your memory or get in touch
with any of the presenters.
CAA18 will be held in Auckland, New
Zealand. We hope you will join us.
Best wishes for the year ahead.
David Waters

Chief Executive, CAA
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The GRA Masterclass was equally well
received by participants who welcomed
the knowledge and input of local and
international experts concerning various
facets of resuscitation including updates
on projects and devices to improve
survival rates. Reports on pages 18 – 21.
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The Conference was a great snapshot of
the activity within the sector focussing
on collaboration, integration and
partnerships. Several inspirational
speakers reminded us why strong leaders
are crucial, particularly in the face of
adversity.
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We had an impressive 29 entries for
our annual awards for excellence this
year increasing the competition in each
of the four categories. News may have
reached you already that Ambulance
Victoria scooped each award and the Star
Award. Congratulations to all the finalists.
Details and pictures from the gala dinner
sponsored by SDSI are on pages 16 – 17.
Finally a special thank you to our host
state for 2017, SA Ambulance Service, the
conference committee and the CAA team
who work furiously behind the scenes
to ensure a memorable event, for all the
right reasons.
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Update
OVERVIEW

As many readers will be aware Penthrox (methoxyflurane) is manufactured by Medical Developments International (MDI) in
Melbourne, Australia and has been used as an effective analgesic in Australia for over 30 years.1,2
What may be less understood is the recent advancements related to Penthrox both in terms of the recent launches of
Penthrox into countries outside of Australia and the availability of additional clinical data.

Penthrox International Registrations and Launches

Over the years, Penthrox has been registered and made available
in multiple countries outside of Australia. By late 2015, Penthrox
had received approval from the “Medicines and Healthcare
Product Regulatory Agency” (MHRA) and was subsequently
launched into the UK market closely followed by Republic of
Ireland where Penthrox has been included in the Pre-Hospital
Emergency Care Council guidelines as a first line analgesic. More
recently in 2017, Penthrox launched into France and Belgium.
Additional countries where Penthrox is available include
Taiwan, Singapore, South Africa, United Arab Emirates and New
Zealand, with plans well underway to launch Penthrox in other
countries across Europe, North America, Latin America, Asia,
the Middle East and Africa.

Penthrox Clinical Update

To facilitate the registrations of Penthrox internationally, there
has been a number of publications made available of which
two are described below:

STOP! A Randomised, Double Blind, Placebo-Controlled
Study of the Efficacy and Safety of Methoxyflurane
for the Treatment of Acute Pain. Coffey et al 2014.2
The STOP! trial was a study of 300 trauma patients conducted
at six Emergency Department sites in the UK that demonstrated
the effectiveness and safety profile of Penthrox for the treatment

of acute pain. Penthrox reduced pain severity significantly more
than placebo (p<0.0001) at all time-points tested with 85%
of patients experiencing pain relief within 6-10 breaths. The
authors concluded the majority of adverse events were both
mild and transient.
Derivation of an Occupational Exposure Limit for an Inhalation
Analgesic Methoxyflurane (Penthrox). Frangos et al 2016.3
As a consequence of supervised use, intermittent exposure to
Penthrox can occur and prior to this publication an occupational
exposure limit for Penthrox had not been established. Frangos
et al 2016 derived the maximum exposure limit for Penthrox at 15
parts per million (ppm) expressed over an 8-hour time weighted
average. This maximum exposure limit of 15 ppm was described
as being over 50 times higher than the mean observed 8-hour
time weighted average (0.23 ppm) for paramedics involved in
supervising the administration of Penthrox. An odour detection
for Penthrox was also derived at being between 0.13 to 0.19
ppm, which indicates the odour is detectable well within the
maximum exposure limit.
The authors concluded the maximum exposure limit for
methoxyflurane of 15 ppm over an 8-hour time weighted average
was developed with a degree of conservatism that should allow
a considerable margin of protection of occupational health
during the responsible use of Penthrox.

For more information on Penthrox visit the Healthcare Professional Section of the MDI website
www.medicaldev.com/register and use the passcode breathe

PBS Information: Emergency Drug (Doctor’s Bag) Supply only. For emergency pain relief.
PLEASE REVIEW PRODUCT INFORMATION BEFORE PRESCRIBING.

Product information is available from 1800 PENTHROX (1800 736 847) or
www.medicaldev.com/penthrox-pi

MINIMUM PRODUCT INFORMATION – Penthrox® (methoxyflurane) Inhalation INDICATIONS: For emergency relief of pain
by self administration in conscious haemodynamically stable patients with trauma and associated pain, under supervision
of personnel trained in its use and for the relief of pain in monitored conscious patients who require analgesia for surgical
procedures such as the change of dressings. CONTRAINDICATIONS: Use as an anaesthetic agent; renal impairment;
renal failure; hypersensitivity to fluorinated anaesthetics (including familial history of hypersensitivity) or any ingredients in
Penthrox®; cardiovascular instability; respiratory depression; head injury or loss of consciousness; malignant hyperthermia.
PRECAUTIONS: Not to be used as an anaesthetic agent; liver disease and liver damage after previous methoxyflurane
or halothane anaesthesia; diabetic patients (may have an increased likelihood of developing nephropathy); daily use of
methoxyflurane is not recommended; treatment with enzyme inducing drugs (e.g. barbiturates); cautious use of adrenaline
or nor-adrenaline during methoxyflurane administration; use in pregnancy, the elderly and regular exposure to health
workers. INTERACTIONS: Antibiotics including tetracycline, gentamicin, kanamycin, colistin, polymyxin B, cephaloridine and
amphotericin B; subsequent narcotics administration; β-blockers. ADVERSE EFFECTS: Very common: Dizziness, headache;
Common: Dry mouth, nausea, toothache, vomiting, feeling drunk, influenza, nasopharyngitis, viral infection, fall, joint sprain,
increased alanine aminotransferase, increased aspartate aminotransferase, increased blood lactate dehydrogenase, back
pain, amnesia, dysarthria, migraine, somnolence, dysmenorrhoea, cough, oropharyngeal pain, rash, hypotension, euphoria,
diaphoresis, dysgeusia, flushing, hypertension, anxiety, depression, sensory neuropathy, confusion, musculoskeletal.
DOSAGE AND ADMINISTRATION: Up to 6 mL per day, vaporised in a Penthrox® Inhaler. The total weekly dose should not
exceed 15 mL. Administration on consecutive days is not recommended.
References: 1. Penthrox® Approved Product Information. 2. Coffey et al. (2014). STOP!:
a randomised, double-blind, placebo-controlled study of the efficacy and safety of
methoxyflurane for the treatment of acute pain. Emerg Med J. 31(8):613-8. 3. Frangos et al (2016).
Derivation of an occupational exposure limit for an inhalation analgesic methoxyflurane
(Penthrox). Regul Toxicol Pharmacol. 80:210-225P
Penthrox® is a registered trademark of Medical Developments International Limited ABN 14 106 340 667
4 Caribbean Drive Scoresby Victoria 3179 Telephone +61 3 9547 1888 Fax +61 3 9547 0262
Email sales@medicaldev.com www.medicaldev.com
Date of preparation: May 2017
0062 05.17 V3 Advertisement.indd 1
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Collaboration, integration
and partnerships
Julie Piantadosi

Mr Martin Bowles

Key note speaker Julie Piantadosi, author,
speaker, trainer and hairdresser, explained
why “choosing life and creating your own
destiny” is the only option that should
matter.
The 9/11 survivor who suffers from
crippling anxiety, told her story to
illustrate why she believes in building
relationships and giving 100 per cent
every day.
Mr Martin Bowles, Secretary of the
Department of Health (August 2017),
hailed Australia’s health system as one of
the best in the world.

The CAA Conference theme, collaboration,
integration and partnerships, was
skilfully threaded throughout two days of
presentations.

But he said it is a system under pressure,
with state/territory – commonwealth
divides, a public/private split, rural and
remote issues, increasing technology
costs, expensive drugs, all part of a $160
billion annual budget.

Highlighting the critical role and oversight
SA Ambulance Service has played in
preparations for the opening of the new
Royal Adelaide Hospital as an example,
South Australian Health Minister Jack
Snelling officially opened CAA17.

The Welcome to Country also exemplified
the merits of working together as five
members of three different Aboriginal
groups known as Kuma Kaaru, which
means one blood, called on their
forefathers to join the ceremonial dances
and welcome.
The youngest member of the group,
Vincent Buckskin, 3, captivated the
audience and without a word gave
meaning to the salient messages inherent
in the Conference theme as he joined his
elders including his father Jack, on stage.
The reins were passed to the presenters
to inform, challenge, inspire and motivate
delegates.

“The evening before 9/11, I was speaking
to my mentor, my father, an Italian
engineer… he was mortified when I
became a hairdresser. I called him to say
my husband and I were on our way to
Windows on the World for breakfast. You
can imagine... I was at ground zero on
my way to the elevator... when that first
plane hit. I didn’t know it was a plane. I
thought a helicopter, or small aircraft.
Everyone stopped and watched... sirens
blaring... that day changed everything
for me. I remember all the firemen doing
their job... doing what they do every
day. They thought they were going to
rescue people... sometimes we have to go
through something so horrible to change
our lives. I spent ten days fighting for my
life. I went into shock. My husband lost
me, he was riddled with guilt and I was
officially declared missing.”
Ms Piantadosi’s life was changed
irrevocably. “I faked it until I became
happy. We have only one opportunity.”
Her remarkable and uncensored story
together with entertaining advice on how
to be a leader at home and at work is
available here: www.bit.ly/2ATEnZ4

Mr Bowles said strategic policy and
innovation means we need to think deeply
about what we are trying to do and how
we set the system up for the long term.
He told delegates they knew their own
business best, adding that there were
great opportunities but different thinking
was needed.
“The theme of the conference says it all –
that’s what you have to do to achieve
outcomes.”
Mr Bowles said one of the real inhibitors
to change in the health sector was self
interest. “There are more stakeholders per
square inch than any other sector.”
He urged the sector to go beyond
its comfort zone, change position
occasionally and look at how different
worlds work.
He said it was important to have the
courage to try different things, talk to
each other and embrace difference.
“We do have good building blocks and we
do have a great system in this country. I
believe the goodwill is there. If we work
together anything is possible.”
Mr Bowles overview of the myriad issues
confronting the health system can be
viewed here: www.bit.ly/2AYu9Ye
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Collaboration, integration
and partnerships
Georgie Harman

beyondblue CEO Georgie Harman
focussed on shared priorities for good
mental health.
Reminding delegates that paramedics
have higher rates of suicide than their
peers in other emergency services, Ms
Harman said mental health conditions
have no respect for rank or uniform.
She applauded ambulance services
around the country getting involved in
championing mental health and taking
action to make a real difference.
Ms Harman said Ambulance Victoria
was about to implement a new training
program for all staff after 18 months
collaboration with beyondblue. While
evaluations of work to date are yet
to be completed, she said positive
outcomes included an increase in workers’
compensation claims, which pointed to
people coming forward earlier to help get
themselves back on track.

Concluding, she said valuing mental
health was an untapped opportunity,
asking delegates if they were willing
to be leaders who will truly challenge
themselves, speak openly to staff and act
on the findings of the study. “We will be
there to assist you. Imagine if we worked
together to reduce the rate of suicide.
Suicide is preventable.”
More invaluable insights into some of
beyondblue’s most recent and important
research is available at www.bit.ly/2jbhCIK

Professor Andrew MacLeod
Professor Andrew MacLeod is a powerful
story teller, among many other areas
of expertise, some apparent from his
business card – BA, LLB, LLM, GDip, GAICD.
His work experience in notorious disaster
zones and conflicts forms another facet of
his portfolio.
Before embarking on his leadership
presentation, he followed on from Ms
Harman’s comments to underline the
importance of mental health and warned
against stigmatising it.

She said, one challenge during the process
was that corporate staff sometimes had
to be dragged kicking and screaming to
training – paramedics were already there.
Nationally, beyondblue’s Good Practice
Framework, developed with various
agencies and experts, for first responder
organisations has been well received by
services and aided in the formation of
many health strategies.
The next step is a national research study,
a world first project which will see the
development of a national picture of
mental health conditions across police
and emergency services.
Ms Harman said the study would establish
a vital baseline for beyondblue and
organisations to use to help refine systems
and measure outcomes.

Working in Rwanda and Afghanistan
among other war zones, he said Post
Traumatic Stress Disorder (PTSD) was a
huge problem for aid workers.
“We understand the need for RSLs, the
need to have a safe space to speak to
each other about traumatic experiences.
Think about it from an aid workers
perspective. Where is the RSL for aid
workers? Where is the safe space where
they can come together and share their
experiences?

“You as front line emergency workers know
what it’s like to see human bodies in some
of the most indescribable circumstances
and how some of the shadows of those
visions never leave your mind.
“Many aid workers suffer PTSD because
it’s such a misunderstood element in our
community. They have huge difficulty
getting over that.
“Be very aware of it and make sure
everyone within your chain of command
knows that it is not in any way shameful
to have mental health issues following
catastrophes. We all have it, I have it.”
With that, he began to discuss the impact
of economic and cultural challenge and
how best to deal with them, etching
his lessons in people’s minds with
unforgettable stories.
The nine lessons:
1 Admit you don’t know
2 Be told you are wrong
Nobody has the Monopoly on good
3
ideas and nobody is always wrong
4 Strange teams and clear objectives
Know what is right. Have a clear ethical
5
framework for decision making
6 Choose the least bad option
Sometimes just do it. No paralysis
7
by analysis
Adapt methodology, in front, beside
8
or behind?
Break silos of concentration – Heads
9
of Cluster
To fully appreciate the concepts,
important considerations for emergency
services in Australia and New Zealand and
to hear some incredible stories, watch
Professor MacLeod’s presentation at
www.bit.ly/2jbaFYs

Online Presentations
Other excellent presentations
available online tackle issues including:
Melbourne’s Thunderstorm Asthma
which resulted in ten deaths and more
than 8,000 people being hospitalised;
aged care issues ranging from falls to
community care and life as a paramedic
in PNG.
www.caa.net.au/events/past-conferences
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Resuscitation Academy
Network Event Australasia
South Australia’s capital, Adelaide,
claimed the honour of hosting the first
Resuscitation Academy (RA) Network
Event in Australia and New Zealand in
the lead up to the Council of Ambulance
Authorities’ (CAA) annual congress.
Welcoming participants, Chief Executive
David Waters said the historic event was
an exciting opportunity for an elite group
comprising clinical leaders and educators
from CAA member services.

Stepping up
RA Board member Dr Mickey Eisenberg
set the agenda via video. Dr Eisenberg,
Director of Medical Quality Improvement
(QI) at the King County Emergency
Medicine Services and Professor of
Medicine at the University of Washington,
has studied cardiac arrest and developed
pioneering programs to treat the
condition for more than 40 years.

Assoc. Prof Walker, who attended the
meeting of leading experts in Norway, said:
“The mission is basically around improving
cardiac arrest survival with system
assessment, training and motivation,
having good resources and materials so
you don’t have to reinvent the wheel; the
ten steps. You can learn how you can walk
away from here and improve your system.
[The steps] are applicable to every system.”

CAA’s role in facilitating the two-day
academy highlighted the significance of
a growing global movement to raise the
survival rate of cardiac arrest victims.
Every year in Australia, 23,000 people
suffer a sudden cardiac arrest. In New
Zealand the figure is 4,600. Only one in
ten survives.
The survival rate varies between and
within countries, with an estimated one
million people dying every year in highresource countries.
The intervention of bystanders and the
use of AEDs can dramatically improve the
chances of survival.
King County in Washington, USA,
established a benchmark with one of the
world’s highest survival rates of more
than 60% and is the setting for the original
Resuscitation Academy.
The academy’s goal is to improve
survival rates at home and abroad. It
was established as a means to tackle
poor survival rates and has led to sharing
lessons incorporated in a ten step
program explained over two days of
expert instruction and engagement.
This year, CAA facilitated the opportunity
for local clinicians and educators to
experience the training at home.
“RA been running for 10 years and we are
on the path now,” Mr Waters said.
He emphasised that the two days were
a workshop designed to educate and
encourage participants to pass on what
they have learned.
To date, Seattle’s RA has 1,712 Alumni
and has delivered 73 courses for clinical
managers from 312 different EMS
agencies.

He told the group: “If you implement
one or more [of the ten steps] I am
confident you will begin to see a dramatic
improvement in survival from sudden
cardiac arrest in your community. And
that’s what it’s all about – saving lives.”
Ambulance Victoria’s CEO Associate
Professor Tony Walker, an RA veteran,
stepped up to remind the group that a
strong system is necessary to make the
world different.
He stressed that services had to connect
and focus on the right things to see a
change.
“We can aspire to have a system like
Seattle. Cardiac arrest survival rates can
increase to 50 per cent – it is doable,” he
said. “We have set ourselves a challenge
to improving up to 50%.”
In 2015, buoyed by Seattle’s success and
the RA’s teaching program, there was a
call to establish the Global Resuscitation
Alliance (GRA) to extend the reach of the
life-saving messages.

David Waters said that while sudden
cardiac arrests were a small percentage
of paramedics’ workload, the RA was a
massive opportunity.
“This is one of the top priorities for CAA.
We have commitment from 10 ambulance
services to do this work and we have
done a bench mark survey to see where
services think they are at.”
He said it was a major achievement that
three CAA member services had attended
the RA in Seattle early in 2017, with seven
more in October.
Another significant step is a national
Restart A Heart Day in Australia and New
Zealand, to mirror events in Europe. “It
is part of the bigger picture to improve
survival rates,” he said.
He said partners were an important part
of the challenging but rewarding goal to
save the lives of more victims of cardiac
arrest.
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Resuscitation Academy
Network Event Australasia
Leadership
RA Board member,
Medical Director at
the Seattle Fire
Department and
Professor at the
University of
Washington, Dr
Michael Sayre,
played a key role in
the program.
“We are trying to help you as leaders
with implementing change. It really is a
leadership academy,” Dr Sayre said.
Joking that they had been campaigning for
seven steps instead of ten, Dr Sayre said
that Mickey Eisenberg was fond of the ten
steps.

He told the group they would be asked
to work out which one step they would
adopt – just one.
The so-called low hanging fruit
were identified as perhaps the
most manageable; a cardiac registry,
telecommunicator CPR, high performance
CPR and rapid dispatch.
“The others will take several years, maybe a
decade, to get fully implemented,” he said.
In response to a question he said the RA
worked in partnership with the American
Heart Foundation and was looking to
bring Laerdal, who build products, on
board. “How much you implement
these things varies so much and each
organisation is different.”

Health literacy
Over two days, speakers who had
graduated from the Seattle academy and
local experts explained, explored and
challenged aspects of each of the ten
steps.
A range of issues from medical to systemrelated problems and success stories were
raised during debates, while product
testing and “homework” assignments
afforded extra opportunities for
collaboration.
Health literacy attracted fleeting attention
when Paul Bailey, from St John WA, said
the community needed to be better
informed.

STAIRS HAVE NEVER BEEN SO EASY
The 2 in 1 Powered Stair Chair

This Powered and Manual Stair Chair supports carers and patients alike with the
ascending & descending of steps for patients who are in need of assistance.
Interchangeable Manual & Powered Stair Chair
The new versatile 2 in 1 Stair Chair, has the ability to
interchange from being manual to powered in just seconds.

Specifications
Maximum combined Load weight of 160 kg.
The set is easily transportable by a single operator.

Ease of Use
This 2 in 1 Stair Chair has an advanced system that allows it
to fold closed or to open it for use - in only 2 seconds.

Improved Manual Handling
Delivering improved OH&S outcomes thanks to its
flexibility and compact form, further preventing
Paramedic injuries.

Call today to learn more about this product.

(03) 5284 0222
www.neann.com.au

RAPP Australia Pty Ltd
P: (03) 5284 0222
E: sales@rappaustralia.com.au
W: www.neann.com.au
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Resuscitation Academy
Network Event Australasia
“People don’t know the difference the
difference between a cardiac arrest and a
heart attack,” he said.
Mr Davey said that St John was
investigating the possibility of partnering
with a media organisation to help
reinforce the critical difference, commonly
confused and transposed within the
course of a single news report.

On behalf of the CAA Board, he expressed
his delight that a Resuscitation Academy
Network Event would be a regular feature
of the CAA annual congress.
The CAA 2018 Resuscitation Academy
Network Event will be held in Auckland,
New Zealand.

David Waters supported wider community
literacy to strengthen messages designed
to save lives.
For some paramedics from Ambulance
Victoria (AV) and SA Ambulance Service
(SAAS), who were well versed in the
difference, it was hands-on as they
demonstrated HP-CPR for their colleagues.
The two teams were assessed by learned
onlookers Laerdal Medical, Director
Strategic Alliances Clive Patrickson and
Dr Sayre. To the enjoyment of the group
and in the spirit of quality improvement,
following the critique, both teams sought
to better their excellent performance.

Change

He recalled an RA mantra to reinforce the
point, if you have seen one EMS system,
you have seen one EMS system. “They
they all do things differently. “
He added that data was fundamental to
the success of initiatives adopted under
the 10 steps, alongside a culture of
excellence (Step 10).
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Mr Waters said the engagement and
enthusiastic participation of group
members and speakers was indicative
of widespread support for the program
and the tangible concepts that have the
capacity to alter deadly statistics for the
better.

GRA statement

The
Co

Mr Waters said local implementation was
crucial to capture and meet the needs and
unique features of each community and
service.

e
10 steps to improv l rates
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The end of the Resuscitation Academy
marked the start of new openings for
services to build on or develop programs
to suit their respective settings and
demands.

STEP 6
Begin an AED program
for first
responders, including police
officers, guards, and other
security personnel
While public safety officers
or other
first-responders with CPR
skills and AED
training have the potentia
l to increase
survival rates from cardiac
arrest, their
role has been modest and
inconsistent.
In communities embracin
g police
defibrillation, there have
been dramatic
improvements in survival,
most notably in
Rochester, Minnesota.
There are many issues in
a police
defibrillation program involving
leadership
support and buy-in from
the rank
file, support from fire departm and
ent
EMS agency, initial and ongoing and/or
training
costs, cost of AEDs, supervisi
on, QI, and
integration with EMS dispatchi
ng.
Police must be dispatche
d simultaneously
with the first responding
EMS agency,
perhaps the most challengi
ng issue. Our
goal is for police to be dispatche
d only for
true cardiac arrest events.
How to send
police quickly, but not over
send, is a
challenge we continue to
work on.

STEP 7
Use smart technologies
to
extend CPR and public access
defibrillation programs
to
notify volunteer bystan
ders
who can respond to nearby
arrest to provide early CPR
and
defibrillation
The past five years has seen
introduction
of numerous pilot program
s using smart
technology designed to
alert volunteer
responders to a nearby
cardiac arrest and/
or identify the location of
the nearest AED.
The programs mean there
is potential for
a volunteer to arrive at the
scene ahead of
EMS thereby increasing
the probability of
a successful outcome.
Some examples of immedia
te response
programs:
• Register publicly-accessible
AEDs with
the EMS system and dispatch
centre
and when possible notify
the caller of a
nearby AED.

• Using a smart phone app,
volunteers
register on a cardiac arrest
notification
alert system. When EMS
is dispatched,
the app notifies nearby
volunteers and
can display the location
of nearby AEDs.
• Volunteers agree to have
an AED with
them most times, and are
notified when
EMS is dispatched to a cardiac
arrest.

STEP 8
Make CPR and AED trainin
g
Mandatory in School and
the
Community
A population universally
trained in CPR
has the potential to double
survival rates
but how to bring this about
is a challenge.
Mandatory training in CPR/AED
has been
part of the school curriculu
m in Norway
for many years, in Denmark
for 10 years
and in the US CPR/AED training
for high
school students is mandato
ry in 27 states.
We need to work toward
all adults being
trained in CPR and awarene
ss of AEDs and
how to use them.
Performance goals are to
train 100%
of high school students
in CPR prior to
graduation and 100% of
public employe

es.

STEP 9
Work toward accountability
–
submit annual reports to
the
community
An annual EMS performa
nce report is the
best way to declare accounta
bility to the
community.
Sharing such important informati
on including
cardiac arrest data, is a way
of being
accountable and can be used
to promote
the organisation if results
are positive, or
alternatively used to motivate
stakeholders
including community leaders
and politicians
to invest in efforts to improve.
Performance goals including
publishing
annual reports internally
or externally
including major metrics for
cardiac arrest
patients, response factors,
program features.

STEP 10
Work toward a Culture
of
Excellence
Creating and nurturing a culture
of
excellence is perhaps the
most difficult

step.

It involves an implicit awarenes
s perceived
by most or all members of
the organisation
that high expectations and
high performance
define the standard of care.
It requires
leadership with a determin
ed vision.
A culture of excellence, hard
though it may
be to define or measure,
is probably a key
factor separating great systems
from those
that are merely satisfacto
ry.
When EMS providers recognize
the presence
of sincere, mission-driven
leadership, as
opposed to lip service, they
respond to the
positive culture and contribut
e to it as well.
All of the information containe
d
in the 10 steps has been
collated
from the GRA paper available
here:
http://bit.ly/2mzarhQ
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Lessons from the UK
The need has never been
so great for all emergency
services to come together
Consultant paramedic and veteran of the
UK’s National Health System (NHS) Mark
Whitbread honoured Ian Jacob’s memory
in a compelling presentation highlighting
the Congress theme – collaboration,
integration and partnerships.
Mr Whitbread said all the “blue light”
services in London have traditionally
worked closely together but a more
rigorous, united approach has evolved to
match the changing nature of incidents
and trauma.
Recent incidents in the capital, which is
served by the London Ambulance Service
(LAS), epitomise the challenges facing
paramedics and their peers from other
emergency services.
LAS is the busiest service in the UK
receiving up to 5,000 calls a day, more on
an exceptionally busy day.
Mr Whitbread said a large percentage
of the calls received by the LAS come
through the police network using the
Police Computer (CAD Link) system.
There is often no verbal communication
until an incident identification number
is issued and then paramedics based in
the emergency control room can speak
directly to the officers via the Airwave
radio at the scene and better direct
ambulance services.
He said a “single decision model for
making joint decisions” had been
developed to facilitate services working
together.
To manage major critical incidents the
services are guided by joint emergency
services interoperability principles (JESIP)
based around co-location, communication,
coordination understanding risk and
situational awareness.
The three services also train to work
together, each with defined roles.
Mr Whitbread, who continues to work on
call every week, said command categories

identified as gold, silver and bronze within
each service will connect when there is a
significant episode.
“For a major incident we send ambulance
staff to the police control room where
we have a direct link to the command
structure. It is important that we
are all talking the same language.
Communication is about using plain
language that everyone understands.”
London’s deadly Grenfell Tower inferno
in June 2017 was a catastrophic event
requiring such a tactical response.
Within seconds the tower block, with an
unknown number of people inside, was in
flames.
“This fire took hold like nothing we have
ever seen before. I went to the incident
control room to manage the flow of
patients to hospitals and how we were
going to send patients once they had been
triaged, who was going to go where. One
of the most heroic and unprecedented
things that I saw was call takers taking
calls from people who knew they may not
going to come out of the building.
Mr Whitbread commended the fire
brigade response. He said the experience
underscored that working together
was about everyone involved in an
emergency, adding that mental health and
vulnerability was not effectively dealt with
in the ambulance world.
Seventy-one people are now known to
have died in the fire.

Co-responding
Mr Whitbread said there had been a big
move towards co-responding. “It used to
be a bad term to use. Fortunately, it has
improved, and we have co-responding
services up and down the country. “
He said a different era where incidents
were no longer confined to one site, but
multiple areas, reinforced the necessity to
work together.
Each of the services in London has been
persuaded to get involved and change
how they work.
A shift for the fire services has meant that
because they have more time to respond
to emergencies, they can arrive before
an ambulance, in 62% of cases. They can
respond to chest pains and cardiac arrests
and are starting to attend other medical
emergencies.
LAS is heavily involved in their training.
Mr Whitbread said an increase in public
disorder had meant other adjustments
were also necessary.
“We have developed a team to work with
police in public order. They are trained to
work when it gets extremely difficult,” he
said.
On duty, the paramedics are clearly
identified and must wear green, the
colour associated with the profession in
the UK. Their extensive real-life training
leaves nothing to the imagination;
paramedics kitted out in full protective
gear of ballistic vests, flame retardant
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overalls and safety helmets tackle a range
of scenarios including walking through
flames and a barrage of Molotov cocktails.
Joint response units have been also
established enabling paramedics in a
car with access to both ambulance and
police radios, to respond to police calls on
the busiest nights of the week -Thursday,
Friday and Saturday.
Mr Whitbread said two fire services in the
UK had also taken an additional step and
adapted fire engines to incorporate fire
fighting equipment along the sides and a
[patient] trolley in the back.

A changing world
While there is much greater preparedness
for terrorist attacks, incidents are not
always readily identified as such.
The incident at Westminster in March
2017, which saw people from 11 countries
among five dead and 50 injured, was
called in as a road accident.
“The crew thought they were going to a
road accident. It was only when they were
on the bridge did they realise it was not a
straight forward road accident.”
Several months later at the iconic London
Bridge and Borough Market, eight people
died and up to 48 people were injured
when a van ploughed into crowds and

three knife-wielding men stabbed
bystanders.
Mr Whitbread said some control had been
regained and patients taken to hospital
when he arrived at the scene.
Then there was gunfire. “An advanced
paramedic, second on the scene could
hear gunfire. We didn’t know that it was
police gunfire. He went to offer assistance
to the shot person, who turned out to be
one of the perpetrators.
“Later we were standing on London Bridge.
We had been told patients had been
evacuated. Those sadly killed left behind
because it was a crime scene. We were…
doing a quick debrief when we were
told there was an active shooter coming
towards us. We had to run to the other
side of the bridge, which was where the
other shooting was taking place. We had
no idea whether we were running into a
scenario where there was gun fire to get
away from gun fire. Communication was
extremely patchy.
“But the defining moment for me was
something called blue thunder... it was
about 1 o’clock in the morning… pitch
black... you could hear a loud noise... you
look up and you can’t see anything but
you can hear a very loud noise. Then
suddenly two helicopters land on London
Bridge… out of the helicopters jump the
Special Forces.

“It’s the first time Special Forces were
openly deployed on the streets of London.
They have dogs trained to kill. It is one
of the most frightening moments seeing
a helicopter landing… with no lights on…
Special Forces jumping out of an aircraft
with these horrible dogs barking, running
towards you. It’s changed the way I think.
It has changed the way paramedics work.”
Paramedics’ equipment has been adjusted
to accommodate similar scenarios and
there are now iron barriers on the bridge.
The London Bridge incident was also
called in as a road accident.
“The need has never been so great for all
emergency services to come together,”
Mr Whitbread said.

ZO CO

M

ELL
ABN
OD
OS
TEH
E1
FO
2R1

4Y
AU
6! O
T

RESM
ESL
F2!0
1
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RapidShockTM—Rhythm Analysis in as Little as 3 Seconds
The ANZCOR Guidelines repeatedly emphasise the need for minimising
interruptions during CPR. RapidShock is the fastest rhythm analysis in the
world. It gives the rescuer a Shock/No Shock decision in as little as 3
seconds.
Experience for yourself just how quick 3 seconds really is.
Contact ZOLL on 1800 605 555 for a demonstration.

©2016 ZOLL Medical Corporation, Chelmsford, MA, USA. RapidShock and ZOLL are trademarks or
registered trademarks of ZOLL Medical Corporation in the United States and/or other countries.
MCN IP 1604 0120
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Projects taken to HEART
Nat Cook, Member for Fisher,
South Australia

While it is widely acknowledged that
bystander CPR and early defibrillation
increases the likelihood of restoring
spontaneous circulation, current data
from our hosts, the SA Ambulance Service,
highlights some concerns.
Their Cardiac Arrest Registry (SAAS-CAR)
indicates that for all of the cardiac
arrests attended by SAAS, only 67 per
cent of bystander witnessed events
receive bystander CPR, a statistic that has
remained relatively unchanged over the
past seven years.
We know the delivery of any one of the
life-preserving measures in the chain of
survival is welcome.

Ms Cook represented the South Australian
Premier, Jay Wetherill, and the Minister
for Health, Jack Snelling, to open the GRA
Masterclass. The following is her address
to the Masterclass.
The GRA campaign to save more victims
of sudden cardiac arrest has been a long
time in the making.
Nearly 27 years ago in Utstein Abbey
Norway, an international gathering of
medical experts agreed on recommended
guidelines for the uniform reporting of out
of hospital cardiac arrests.
Commitment to the cause combined
with steady momentum has seen the
development of a number of innovative
programs.
In 2015, the establishment of the GRA
witnessed a universal and concerted effort
to improve sudden cardiac arrest survival
rates across the world.
The GRA’s goal is to advance
resuscitation by accelerating community
implementation of effective programs
through a quality improvement strategy,
and today’s Masterclass comes under that
umbrella.
Globally, out of hospital cardiac arrest
(OHCA) survival is tragically and
unacceptably low.
In Australia, the OHCA survival rate is
less than 11 per cent for all EMS treated
events.

However, literature shows that it
actually takes a system to save a life and
improvement measures delivered across
the chain of survival renders the greatest
likelihood of improvement in the OHCA
survival rates.
We are … honoured to have so many of
our own local experts, all leaders in their
fields, addressing the Masterclass.
With that in mind, I want to take a few
minutes to acknowledge the South
Australian Ambulance Service, who in
2016 consolidated a number of smaller
projects under the H.E.A.R.T or “help
encourage active resuscitation together”
program.
The HEART Program is a public health
initiative to improve OHCA survival
rates in South Australia by delivering
a spectrum of improvement measures
across the chain of survival.
Of all of the projects convened under
the HEART program, two represent an
important partnership between SAAS
and the community it serves and will be
officially launched as part of Restart A
Heart Day in October.
These key projects will provide: CPR
training to community groups across
the state and a new online portal for the
registration of defibrillators.
The HEART Program’s Community CPR-30
project seeks to build community health
and resilience through the delivery of
free, 30 minute awareness and training

sessions to community groups that
have purchased an Automated External
Defibrillator or AED.
These sessions are designed to help
people recognise cardiac arrest, learning
hands-only CPR and how to use an
AED. To date, more than 3,000 South
Australians have received CPR30 training
in these life-saving skills.
Early defibrillation is key to cardiac arrest
survival and to support this, although
still in its early days, AEDs can now be
registered online via a new AED register
led by SAAS.
AED Registration ensures that in the event
of a life threatening emergency, available
bystanders can be directed to a nearby
AED and supported by SAAS call-takers in
its application and use.
Initiatives such as the HEART program
represent commendable efforts to realise
the GRA’s message and stem the cardiac
arrest death toll. I am thrilled by the
support all of you are giving to this cause.
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Restart A Heart Day Australasia 2017
RESTART A HEART DAY came to life in a
dazzling display at the CAA Congress in
Adelaide.

awareness around OHCA and simple lifesaving measures incorporating CPR and
AED use.

Mr Waters said CAA was also delighted
to have the support of sponsors Stryker,
Laerdal and ZOLL.

The launch of the first Australasian Restart
A Heart Day marked the end of the Global
Resuscitation Alliance Masterclass, and
the countdown to October 16, 2017.

Bystander assisted CPR and administration
of a shock using an AED can increase the
chances of survival by up to 50 per cent.

The Royal Flying Doctor Service,
Paramedics Australasia, the National
Heart Foundation and the National
Rural Health Alliance (NRHA) also joined
thousands of enthusiastic supporters as
part of services’ social media campaigns
locally and overseas.

CAA Chief Executive David Waters said
the exciting initiative followed the success
of Ambulance Victoria’s 2016 venture
supported by Yorkshire Ambulance
Service.
CAA Board members joined Mr Waters to
flick the switch to illuminate giant letters
spelling out the key message behind the
GRA mission to save more lives from
sudden cardiac arrest.

Mr Waters said he hoped the day would
become a truly international event as
more services around the world joined in
to support the campaign to reduce the
death toll from sudden cardiac arrest.
New Zealand’ Wellington Free Ambulance
and St John Ambulance New Zealand were
first in the world to kick off community
events on October 16, followed soon after
by their Australian colleagues.

Only one in ten victims of out of hospital
cardiac arrest (OHCA) survives.

Services in the UK and Europe, along with
resuscitation councils took up the mantle
in the northern hemisphere.

As part of the GRA’s mission to
advance resuscitation using the Seattle
Resuscitation Academy’s ten step program,
Restart A Heart Day is an important
opportunity to generate community

Fire and Emergency New Zealand, the
Heart Foundation New Zealand, the
Health Promotion Agency joined the Heart
Foundation in Australia to support the
initiative.

A snapshot of the day’s activities was
captured on Facebook, Twitter and
Instagram.
Mr Waters congratulated all the services
on their outstanding contributions to
generating community engagement,
raising awareness and fostering an
extensive network around the world.
For more information on Restart A Heart
Day visit www.restartaheart.net/ in
Australia and www.restartaheart.co.nz/
in New Zealand.
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Heading
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Victoria Victorious
The 2017 CAA Awards for Excellence
attracted outstanding nominations
from Australia and New Zealand, each a
contender for the Star Award.
Every year prior to the announcement of
finalists at a gala dinner, there is a sense
of eager anticipation.
This year at Adelaide’s historic Town Hall,
the excitement was palpable as names
were called out and projects explained.
The electric suspense was ignited when
Ambulance Victoria won each category
and therefore the Star Award.
The winners were applauded while many
of their colleagues committed to take up
the challenge to find space in their own
display cases for as many awards in 2018.
Congratulating all those who nominated,
the finalists and the winners, CAA Chief
Executive David Waters said the awards
provided an important opportunity to
recognise the remarkable achievements of
CAA’s member services and individuals.
“For the past four years we have
also published a synopsis of all the
nominations in the lead up to the award
presentations,” Mr Waters said.
“The magazine in conjunction with
the awards provides a national focus
– in Australia and New Zealand – on
the important and innovative work
undertaken in each of our services.
“This year’s awards spanned an impressive
array of initiatives, which have resulted
in positive change for patients and
paramedics working environment.
“It is inspiring that such high calibre
projects are being generated by our
services, which continue to be at the
forefront of efforts to ensure the health
and wellbeing of our communities, and
our ambulance personnel.
“We are delighted to pay tribute to these
dedicated efforts with the support of our
generous sponsor SDSI, who each year
facilitates a gala event.”

New Zealander, lecturer, military program
leader, paramedic and comedian,
Brendan Wood was a masterful MC,
chief entertainer and managed the
presentation of awards with the precision
expected of an officer and… a gentleman.

The 2017 winners in the
four categories:
Star Award and Management
winner:
Ambulance Victoria, A new clinical
response model – designed to improve
resource allocation, clinical alignment
of response with patient acuity, and
response rates to the sickest patients.
A review of the dispatch grid resulted
in an estimated 98,000 cases being
downgraded annually from a time-critical/
lights and sirens ambulance response to
either Code 2 or 3 responses, or referral
to an alternative or non-emergency
service.
Finalist: Ambulance Victoria’s Facebook
community thank you video – produced
in the aftermath of a driving incident in
Melbourne’s Burke Street in January 2017,
which caused six deaths and many more
injuries. Members of the community
stopped to help the injured and dying.

Clinical:
Ambulance Victoria – The introduction
of high-dose Ketamine for patients with
severe agitation The Ambulance Victoria
Medical Advisory Committee approved
the use of Ketamine, which gives effective
and rapid sedation allowing for a patient’s
safe transport by ambulance paramedics
to emergency departments.
Finalist: St John Clinical Wiki – St John
New Zealand developed a quick reference
tool to provide ambulance personnel
with a one-stop -shop for up to date and
relevant clinical information in line with St
John clinical practice.

Education:
Ambulance Victoria – Occupational
Violence Education Program – training
equips paramedics with the behavioural,
tactical and communication skills to
reduce their exposure to violence, using
virtual reality technology.
Finalist: St John First Responder Program –
St John New Zealand established a new
certificate level formal qualification to
address shortfalls in the training of the
first responder workforce.

Technical:
Ambulance Victoria – A Rosters Kiosk
Vacancy Manager – the vacancy manager
feature was included in the kiosk roster
system to increase efficiency and improve
communication between staff and the
roster department, which may have
to deal with as many as 200 additional
individual shift vacancies a day.
Finalist: Rural Mobile Data Terminal
Refresh Rollout Project – NSW Ambulance
undertook the Rural Mobile Data Terminal
Refresh Rollout Project to replace outdated vehicle data communications
equipment and ICT infrastructure.

Summaries of each of the 2017
nominations are available in the
Australasian Ambulance magazine
www.caa.net.au
Details for how and when to submit your
nominations for the 2018 CAA Awards for
Excellence will be available on the website
early in the New Year.
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He said a focus on data collection
for legitimate benchmarking, annual
reporting, and tracking outcomes was
essential.
Mr Walker commended CAA for the
first Resuscitation Academy organised
in its capacity as the GRA Australasian
Secretariat, and for a total of three
Masterclasses, each reaffirming
ambulance services as prime bodies for
coordinating survival.

London
Cardiac and resuscitation expert
Consultant Paramedic Mark Whitbread
from London Ambulance Service (LAS)
supported the call to gather data, but
stressed that services be very clear about
what they are measuring.
Stories of heartache, loss and hope
underscored the agenda of the Global
Resuscitation Alliance (GRA) Masterclass
in Adelaide – to help improve sudden
cardiac arrest survival rates.
Congress MC Dr Lynn Arnold AO
recounted the story of a 12 year old
neighbour who died at the footy ground
and could not be revived, because times
and skills were different those many
years ago.
Nat Cook, the Member for Fisher, opened
the Masterclass representing the South
Australian Premier Jay Wetherill and the
Hon Jack Snelling MP, Minister for Health.
She recalled her years as an intensive
care and retrieval nurse, working with
inspirational and supportive colleagues in
the room, and the death of her 17-year
old son. He died in 2008 following a
drunken punch to the head. “If his friends
had not known CPR he would not even
have made it to hospital,” she said.

Utstein
Associate Professor and Ambulance
Victoria CEO Tony Walker said only 10 per
cent of people survive a cardiac arrest
in Australia each year, but the chances
of a neurologically intact survival greatly
increase where they are bystander
witnessed.

To set the scene for change, Mr Walker
explained the origins of the Alliance in
Norway’s Utstein Abbey, where Laerdal
coordinated an international gathering –
“the doyens of cardiac arrest” – to discuss
systemising the management of cardiac
arrest.
“It was an eclectic group with a common
goal,” he said.
He said it was very clear that 10 per cent
survival rates could be increased to 50 per
cent with the right systems in place, based
on the successful initiatives in Seattle and
King County, USA.
With strong leadership to support the best
outcomes, Mr Walker said the key was
to “measure and improve, measure and
improve” as a part of a ten step program
developed in Seattle.
He said a registry was the first step to aid
effective assessment of priority issues
which can vary between jurisdictions. In
Victoria, there is a focus on access to
defibrillation. “Yours might be focussing
heavily on telephone CPR. It’s about
where you are at, what your figures tell
you.”
He urged delegates to attend Seattle’s
Resuscitation Academy because it acts
as a dynamic stimulus for change in local
communities.

“If you have the right system with a high
survival rate, you end up with a high
performing ambulance service.
“It’s about bringing the ten steps together –
there is no secret formula.”
He said London had a high rate of
bystander CPR but had a long way to go
before reaching the participation and
success of countries like Norway. One
shining example was seven victims of
cardiac arrests at London Bridge, were
revived by the same member of the
railway service on each occasion. All seven
survived.
However, he said public access to the
city’s 4,000 defibrillators, or AEDs, was
appalling with some in locked cabinets,
some needing a code.
Mr Whitbread said there was also a
decline in the number of patients with a
shockable rhythm. “We are seeing about
one quarter of arrests with a shockable
rhythm. But if it’s someone’s time to
die, we should make that as peaceful as
possible.”
He said it should be mandatory that
information is downloaded from a
defibrillator after use and used for
feedback. “I plead to you, I plead to you,
download defibrillator data for use in a
non-threatening positive way. You can
only learn with real world data.”
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He said that while it was a “massive,
massive” undertaking, London’s advanced
paramedics (highly skilled paramedics,
with additional responsibilities) carry
laptops, download and do feedback on
the spot.
London also has a unique system set up
around eight heart attack centres (HAC)
established in 2006. They are open 24
hours a day, seven days a week to accept
patients diagnosed by paramedics.
Patients are assessed and tested in the
ambulance and if found to have a heartrelated condition, are dispatched to one
of the specialist centres, not the nearest
emergency department.
England has also recently released a
widely endorsed national framework –
Resuscitation to Recovery – to improve
care of people with an out of hospital
cardiac arrest (OHCA).
www.resus.org.uk/publications/
resuscitation-to-recovery/

The world
Resuscitation Academy Board member
and Medical Director at Seattle Medic
One, Dr Michael Sayre, used another story
to illustrate some of the successes of the
GRA in its first year.

ambulance. A Pulse Point App also altered
one of Dr Sayre’s partners who was having
his breakfast nearby. “He got there to see
CPR, but not real effective CPR going and
he was able to take over and provide good
quality CPR until the fire engine arrived
with the defibrillator,” Dr Sayre said.
“It really is those kind of events that’s why
we are here – getting that 36 year old
back to holding his baby.”
Dr Sayre said they had been publishing
guidelines to manage OHCA since the
1960s but survival rates had remained
dismally low with only 1 out of 8 patients
surviving.
A 2016 report confirmed a rate of 10.8
per cent from more than 61,000 cardiac
arrests, the same as it has been in recent
years.
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In 2016, there were more than 27
examples of initiatives undertaken as part
of the GRA mission including:
• The Heart Runner Trial – a crowd
sourced App in Copenhagen to
take AEDs to cardiac arrests. It is a
randomised trial.
• An out-of-hospital cardiac arrest
strategy in Scotland which includes
training, piloting intensive care
paramedics.
• Clinical trials in the UK and a national
registry of OHCA.
• The GoodSAM App, among others in
the US, northern Europe and Australia,
designed to get rescuers to cardiac
arrests and improve survival.

But Dr Sayre said the figures were a sign
of hope in that places that are doing
well can serve as benchmarks for those
who are doing less well, adding that it is
important to set goals to drive care.
He said it was important to celebrate
“wins” to help energise teams and other
peer groups, on the path to promote
change.

A young man had a cardiac arrest on his
way to work in a truck his friend was
driving. His friend was directed by the
emergency call taker to remove him
from the truck cabin and begin CPR.
Simultaneously the system responded
with fire engines and a paramedic
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• PAROS phase 2 – a cardiac registry
for much of Asia; an international call
taker study focussing on telephone or
dispatch assisted CPR as a way to raise
survival rates.
• A summit in Singapore to focus on
assisting countries with basic EMS
systems to improve cardiac arrest
survival.
o Dr Sayre cited a service in India
which has 9,000 ambulances
catering for a population of 750
million. He said only a driver and
a paramedic attend emergencies.
They do CPR training and have no
AEDs.
• Registries operating throughout the
region
• Studies in Australia – EXACT trial,
RECOVER, CHEER trials
• In the US, the Heart Rescue Project –
began ten years ago, spreading the
message. A real challenge because
there are so many EMS systems.
• A Cardiac Arrest System Assessment
Program – a trial to improve outcomes
one step at a time starting with an
online assessment.
• A training program for improving
telephone CPR for call takers to
practice their skills, when not on duty.
Dr Sayre reiterated the mantra “measure
and improve”.
“You can make a real difference by getting
engaged… by helping to snatch life from
the jaws of death, I think you will find
you will save more lives in your own
communities, ” he said.
www.resuscitationacademy.org/
Twitter: @ResuscAcademy
www.resuscitationacademy.org/blog/

Australia & New Zealand
Curtin University’s Professor Judith Finn
and Director of Aus-ROC, made sure no
one was in any doubt about measuring
and improving – “if you don’t measure
it, you cannot improve it. If you are not
measuring you are wasting your money.”
The aim of the Australian Resuscitation
Outcomes Consortium (Aus-ROC) is to
improve cardiac arrest survival with a
particular focus on OHCA, based around
an infrastructure linking academic
research and ambulance services doing
the work.
Professor Finn said Aus-ROC had followed
other innovative programs around the
world to develop an Australian and New
Zealand epidemiological registry.

Global
Resuscitation
Alliance

Professor Finn said the Australian and
New Zealand epistry was always her late
husband’s (Ian Jacobs) vision. “I am very
honoured to think that Aus-ROC would
see this as one of his legacies,” she said.
See Ian Jacobs’ Oration on page 10.
Two Aus-ROC papers have been published
in Emergency Medicine Australasia
2016;28(6):673-83 and the BMJ – BMJ
Open. 2016;6(4):e11027.
Further information is available at
www.ausroc.org.au
The Masterclass highlighted other
important work being undertaken
in Australia and New Zealand with
compelling presentations.

With the consensus, discussion and
good will of ambulance services in both
countries, Aus-ROC has been able to
embrace the challenges and question
the variations in incidence and outcomes
across regions.
Professor Finn said there were a range
of hurdles to overcome in the process
including aligning definitions of common
terms, understanding and defining the
characteristics of data to be collected in
an established framework. Investigating
hospital outcomes was one challenging
area because of the time consuming
process to find out what happens to
patients once they leave hospital.
Australia and New Zealand share
similarities around the incidence of
cardiac arrests, patient characteristics and
outcomes, with differences in bystander
CPR rates, witnessed status and shockable
rhythm.
Professor Finn said she was very proud
of the ambulance services’ preparedness
to trust, share their data and have their
figures contrasted confident Aus-ROC was
comparing “apples with apples”.
“A lot of us collected data for a lot of years
and it sat there. We need to be collecting
it and using it and I hope by bringing
together the common elements we will
be able to identify opportunities for
improvement and further research,”
she said.

Toby Keene, Clinical Quality Assurance
Office with the ACT Ambulance Service
presented on: Telephone CPR in the
Australian Capital Territory – a new call
taker protocol. Education, feedback,
monitoring and tracking patient
movements had impressive results lifting
survival to discharge rates from 18 per
cent to 31 per cent.
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Global Resuscitation Alliance
Masterclass

Carole Donaldson, Manager, Clinical
Education, St John Ambulance WA
presented on: Ongoing training and
quality improvement of high-performance
CPR. St John WA had a focus on leadership,
created an APP to create real life images
of trauma when hovered over a body for
high-fidelity training, and introduced a
QCPR puck to improve audio and visual
feedback.

Johnny Mulheron, Clinical Practice
Manager, St John NZ presented on:
Mechanical versus manual chest
compressions: review of the evidence. Mr
Mulheron’s exposure to mechanical chest
compressions in Doha, where there are
epidemic levels of sudden unexplained
traumatic cardiac arrests in 25-30 years
olds was like nothing he had seen before.
He said the evidence on mechanical
versus manual remains inconclusive, but
predicted we are on the cusp of routine
use of MCCs.

Dr Stephen Ball, Research Fellow, PRERU,
Curtin University, WA presented on:
Geographic variation
in ambulance response times for
out of hospital cardiac arrest.
AED Program for first responders.
Dr Ball said response times were
measured across the state comparing
career paramedics and volunteers.
Inherent constraints including access to
ambulances for volunteers were ascribed
to large variations in response times,
pointing to communities with access to
AEDs being a potential resource for saving
lives.
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Tony Walker, Ambulance Victoria:
improving public access to CPR and
defibrillators with the GoodSAM App will
be a game changer for Victoria. “There is
no way I can get a defibrillator to people
as a part of my response within five
minutes, but people can,” he said.

To view detailed presentations visit:
www.webcast.gigtv.com.au/Mediasite/
Catalog/catalogs/gra-masterclass-2017

Dr Lynn Arnold, AO. GRA Masterclass and
CAA Conference MC
Tony Ahern CEO St John Ambulance
WA: App designed to fit in with a whole
system approach to making first aid a part
of everyone’s life. Connecting with the
community a key factor. App links to 000
and CAD, provides first aid guides and
locations of defibrillators among a range
of other functions.

CAA18 Congress

Incorporating IRCP 6 - 9 August
Hilton Auckland New Zealand
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10 steps to improve
community survival rates
GRA statement
We believe that survival from VF
in many communities can reach
50 percent with implementation
of best practices.
Some communities are already
at that level, and a handful
exceeds this rate.
Progress can be variable and
requires persistence and
determination.

Improvement may not occur
immediately or dramatically, but
we guarantee that steady efforts
that continually strive to achieve
best practices will improve
outcome.
The first four steps are the ones
we consider to be the easiest to
implement and likely to have
the largest immediate impact
on community survival rate.

It is important to note
that Telephone-CPR, High
Performance-CPR and Rapid
Dispatch require ongoing training
and QI to be sustainable. This,
however, does not diminish the
importance of the subsequent
steps.

STEP 1

STEP 2

STEP 3

Establish a cardiac arrest registry

Begin Telephone-CPR with
ongoing training and QI

Begin high-performance EMS
CPR with ongoing training and QI

Determining the presence of cardiac
arrest and providing T-CPR can be difficult
and stressful for dispatchers, the first link
in the chain of survival.

The quality of CPR is an equally important
predictor of survival as the time it takes to
begin CPR following a collapse.

A registry measures all aspects of the
resuscitation care and can act as a
benchmark for the entire EMS system.
Seattle’s Resuscitation Academy mantra
– measure, improve, measure, improve –
lies at the heart of the need for a registry.
“A cardiac arrest registry is the essence of
measurement”.
The registry measures not only if a
patient lives or dies whether bystander
CPR performed; whether telephone CPR
instructions were provided; the quality
of the CPR; if there were unacceptable
pauses in CPR; if the airway management
was successful.
Data from every case should be collected
and incorporated in a database or registry
to use as an internal measurement tool.

A take-charge attitude that moves ahead
with CPR instructions, when there is a
reasonable likelihood that cardiac arrest
is present, is needed for success. But to
achieve that success a T-CPR program
requires training with continuing
education.
In Seattle’s King County “every call is a
cardiac arrest until proven otherwise”.
Dispatchers are primed to always ask two
questions (unless the caller is the patient):
Is the patient conscious? Is the patient
breathing normally?”
If the answer to both is no, the dispatcher
immediately begins CPR instructions to
the caller. Used as a teaching aid – No,
No, then Go – prompts immediate action.
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Once dispatchers understand how vital
they are to the chain of survival and see
concrete evidence of their success, they
become staunch advocates of T-CPR.

CAA

High performance CPR is a quality team
performance sometimes called the “dance
of resuscitation”, “the CPR ballet”, or “pitstop approach to CPR”.
Like professional race car pit crews, each
team member knows exactly what to do
and does it with the minimal waste of
time and effort.
Ongoing Quality Improvement (QI)
programs should provide performance
feedback to involved personnel after every
cardiac arrest; digital downloads from
defibrillators showing CPR percentage and
quality allows for QI and team feedback.
Performance goals include: chest
compressions given >90% of the available
time; Rate 100-120 compressions per
minute; depth (if measurable) 5 cm’
full recoil on the upstroke; pre-charging
defibrillator prior to rhythm assessment’
CPR immediate aftershock; no pause in
CPR greater than 10 seconds’ intubation
and IV start without stopping CPR and
hold cardiac arrest training drills monthly
or quarterly.

STEP 4

STEP 6

STEP 8

Begin rapid dispatch

Begin an AED program for first
responders, including police
officers, guards, and other
security personnel

Make CPR and AED training
Mandatory in School and the
Community

Rapid dispatch can add 5-10 percent
to a community’s survival rate without
additional staffing or resources.
Speed is of the essence in a life or death
situation, and in those cases protocols
must be short circuited.
The first mention of a critical symptom
mandates rapid dispatch, which requires
the closest vehicle to be dispatched
within seconds, even while additional
information is being gathered from the
caller. If it is immediately clear that more
resources are needed more vehicles can
be sent.
Performance goals include regular review
of adherence to protocols; determination
of need for rapid dispatch within 30
seconds or less; regular feedback to
dispatchers and frequent training on allcaller interviews.

STEP 5
Measure professional
resuscitation using the
defibrillator recording
In Seattle and King County, USA, every
cardiac arrest has a digital record created
in part by a defibrillator.
The record includes second-by-second
information about cardiac rhythm and
CPR, synchronized with a digital voice
recording.
Voice recordings combined with the
patient’s cardiac rhythm creates a vivid
image where sequence and timing of
events become clear and the reason for
delays can be deduced (e.g. the dog was
growling at the EMT, the patient was
moved from the bathroom, the oxygen
tank ran out etc).

While public safety officers or other
first-responders with CPR skills and AED
training have the potential to increase
survival rates from cardiac arrest, their
role has been modest and inconsistent.
In communities embracing police
defibrillation, there have been dramatic
improvements in survival, most notably in
Rochester, Minnesota.
There are many issues in a police
defibrillation program involving leadership
support and buy-in from the rank and
file, support from fire department and/or
EMS agency, initial and ongoing training
costs, cost of AEDs, supervision, QI, and
integration with EMS dispatching.
Police must be dispatched simultaneously
with the first responding EMS agency,
perhaps the most challenging issue. Our
goal is for police to be dispatched only for
true cardiac arrest events. How to send
police quickly, but not over send, is a
challenge we continue to work on.

STEP 7
Use smart technologies to
extend CPR and public access
defibrillation programs to
notify volunteer bystanders
who can respond to nearby
arrest to provide early CPR and
defibrillation
The past five years has seen introduction
of numerous pilot programs using smart
technology designed to alert volunteer
responders to a nearby cardiac arrest and/
or identify the location of the nearest AED.

Post-event digital readout of
compressions, ventilations, heart rhythm,
and timing of shocks is clearly useful, but
nothing beats a voice recording.

The programs mean there is potential for
a volunteer to arrive at the scene ahead of
EMS thereby increasing the probability of
a successful outcome.

Recommended performance goals
include: collecting and reviewing
defibrillator data and voice recordings for
cardiac arrests; documenting verbalisation
of event details, interventions and CPR
metrics, and timely feedback to EMS
personnel.

Some examples of immediate response
programs:
• Register publicly-accessible AEDs with
the EMS system and dispatch centre
and when possible notify the caller of a
nearby AED.
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• Using a smart phone app, volunteers
register on a cardiac arrest notification
alert system. When EMS is dispatched,
the app notifies nearby volunteers and
can display the location of nearby AEDs.
CAA

• Volunteers agree to have an AED with
them most times, and are notified when
EMS is dispatched to a cardiac arrest.

A population universally trained in CPR
has the potential to double survival rates
but how to bring this about is a challenge.
Mandatory training in CPR/AED has been
part of the school curriculum in Norway
for many years, in Denmark for 10 years
and in the US CPR/AED training for high
school students is mandatory in 27 states.
We need to work toward all adults being
trained in CPR and awareness of AEDs and
how to use them.
Performance goals are to train 100%
of high school students in CPR prior to
graduation and 100% of public employees.

STEP 9
Work toward accountability –
submit annual reports to the
community
An annual EMS performance report is the
best way to declare accountability to the
community.
Sharing such important information including
cardiac arrest data, is a way of being
accountable and can be used to promote
the organisation if results are positive, or
alternatively used to motivate stakeholders
including community leaders and politicians
to invest in efforts to improve.
Performance goals including publishing
annual reports internally or externally
including major metrics for cardiac arrest
patients, response factors, program features.

STEP 10
Work toward a Culture of
Excellence
Creating and nurturing a culture of
excellence is perhaps the most difficult step.
It involves an implicit awareness perceived
by most or all members of the organisation
that high expectations and high performance
define the standard of care. It requires
leadership with a determined vision.
A culture of excellence, hard though it may
be to define or measure, is probably a key
factor separating great systems from those
that are merely satisfactory.
When EMS providers recognize the presence
of sincere, mission-driven leadership, as
opposed to lip service, they respond to the
positive culture and contribute to it as well.
All of the information contained
in the 10 steps has been collated
from the GRA paper available here:
http://bit.ly/2mzarhQ
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CAA Patient Experience Survey 2017
The Council of Ambulance Authorities
(CAA) has been running a patient
satisfaction survey for more than 10 years
surveying our patients across Australia
and New Zealand.
We are proud to say that results have
always been very high with an average of
97% patients reporting they were satisfied
or very satisfied with our services in the
last couple years.
CAA looked to improve the survey to gain
more insightful information from patients.
In 2017, we redesigned the survey to
focus more on patients’ entire experience
when they use our services.
We surveyed different aspects of patients’
journeys, from call time and assistance
provided by our call takers, to wait times.
We asked them what they thought would
be a reasonable wait time, how they felt
in our paramedics’ care and their view
on how paramedics explained what they
were doing, and their comfort while being
transported.
We were thrilled to see the overall
satisfaction results did not change. In
addition, 90% found call takers to be
helpful and reassuring: 92% had high
levels of confidence in ambulance staff;
95% of users felt they received thorough
explanations concerning their treatment
and 93% described their journey as
comfortable.

Patient comments:
“This is the first time I have used
the service but have to say I could
not have wished for better people
or service, I was very impressed,
they were caring, professional and
effect. I just wish I had received half
as good a service from the hospital
staff.” (Patient, NSW)
“I expect a high level of service from
this organisation and that is what I
received” (Patient, Victoria)
“I found that from the placement of
the call to the arrival at hospital, all
was excellent” (Patient, Victoria)
“I have always been highly satisfied
with the Ambulance Service. They
have always provided the best care
for me ‘(Patient, Tasmania)

64%

of Australian service
users were satisfied with
their experience using
CAA Ambulance Services.

of Australian service users
felt their overall experience
of care was good
or very good.

92%

The full report is available at www.caa.net.au

97%

97%

of Australian service users
were connected quicker
than they expected.

90%
of Australian services users
found the call taker to be
helpful & reassuring.

of Australian services
users had high levels of
confidence in
ambulance staff

95%
of Australian services users
felt the staff provided clear
and thorough explanations
of the treatment required.

Saving more lives - together
Laerdal is dedicated to our mission of Helping Save Lives.
In collaboration with renowned researchers and prominent
partners, Laerdal develops products, programs, and services
designed to increase survival, improve patient outcomes and
reduce medical errors.
Trusted to build competence of healthcare providers,
educators, and lay rescuers, our evidence-based solutions
address the changing needs of EMS organisations.

The Resuscitation Academy
recommends 10 steps for saving more
victims of pre-hospital cardiac arrest.
The first four steps are what they refer
to as the low-hanging fruits:
1.
2.
3.
4.

Establish a cardiac arrest registry
Implement dispatcher assisted CPR
Implement high perfomance CPR
Implement rapid dispatch

By implementing what has been shown to work within the
areas of resuscitation, patient safety, and global health we
believe we can help save 500,000 more lives, every year.

www.laerdal.com
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