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Editors Note

Welcome to the final volume for 2022.

It has been a busy year for our team who
have brought 46 new articles through to
publication.

As we move into 2023 the focus of the
magazine will shift more toward publishing
case studies. This is because we believe that
case studies capture a range of perspectives
that challenge people's experiences and
opinions. This is important because
paramedicine must be driven by evidenced
based research and research starts with
opinions being challenged. Further, the
sharing and publishing of more case studies
will provide more opportunity for our
profession to gain a greater understanding of
certain topics, subject matter and/or issues
in paramedicine and this will assist dilute
the impact of bias in our own practice

As we continue our rolling online publishing
model into 2023, we have collated our fifth
volume here for you to enjoy.

I hope everyone stays safe out there through

the new year wherever you are working your
shift. Please enjoy the podcast and the
magazine, and if you have any feedback, we
would love to hear form you!

Stay systematic, and thanks again for your
support.

Sunny

Editor-in-Chief
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Paramedic on the Mediterranean

Words by Danny Ayling

It’s 0400hrs and I’m sipping on my last few
mouthfuls of coffee looking out to an
increasingly busy departure lounge. I am
about to board a flight to the
Mediterranean, to begin a new job as a
paramedic on a cruise ship

As a paramedic I have always looked for
something a bit different and health care
roles at sea was something I was curious
about. I saw jobs but these were advertised
for nurses and doctors. However, one day I
found a role for a for a paramedic on a cruise
ship and I applied. I interviewed. I got the
job. Although I was excited, I paused to
think.

Ambulance service work had allowed me to
meet people from all walks of life where I
heard people’s stories and their advice. But
it was in this advice that I was given a
common theme emerged: Do things now
because tomorrow is never promised.

Here was an opportunity to follow their
advice so I paused to think about those
patients who had lived with regret, those
who never got to see tomorrow and those
whose lives were changed in an instant. I
had heard their message, so I had to take a
leap of faith. I replied and accepted the job
offer.

Fast forward a few months and I am now
finishing my coffee about to board the ship,
again. The ship has a height of 217 feet and

1,083 feet long with 19 decks weighing in at
about 142,299 tons which is basically a
floating city. There is a small medical team
made up of two reception staff, three
doctors, three nurses and two paramedics.
The medical team are responsible for the
health and well-being of every person on
board (just under 5,000 people at full
capacity).

My responsibilities as a paramedic include
providing a high standard of routine and
emergency care to guests and crew as well
as triaging emergency calls, scene
management, and transferring patients to
the shipboard medical centre for further
care. Through clinical guidelines, I am able to
practice autonomously under the authority
of the ship’s medical officers.



The medical team is available 24 hours a day
and emergency calls on the ship are sent
through to the duty paramedic pager. The
medical team can provide intensive care
standards while being very remote, and they
can also provide primary care with follow
ups and discharge or evacuation by sea or
air.

Recently I had been dispatched to a trauma
call. I had requested additional support
which comprised a stretcher team made
from crew members from other
departments who receive additional medical
and evacuation training. We transported the
patient to the on-board x- ray room to
undergo further assessment and the injuries
sustained warranted a medically evacuation.
The stretcher team transferred the patient
to a tender (small boat often used to get on
and off larger boats) to transport to an

awaiting ambulance.

One of the extra perks of being a paramedic
on board a cruise ship is it comes with
officer status. You have your own cabin with
private bathroom, steward services, access
to amenities such as speciality dining
restaurants as well as access to guest
entertainment venues, discounts at the on-
board shops and access to the guest gym.
My favourite perk of working on board is the
ability to get off at almost every port to
explore. Compared to my former ambulance
job it’s a very unique way of practising
health care in a multidisciplinary team. If you
are considering a change of career and like
me have been on the search, my advice is if
it is a frightening prospect, do it!

See you on the seas!
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Am I Cut Out for This?
Patient Death as a Student Paramedic

Words by Grace Buck
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At 11:49 pm, the words flashed over the
small, dimly lit screen and my heart dropped
into my stomach, “13-year-old, hanging,
unconscious, not breathing, CPR in
progress”. We pulled up outside a residential
address on a quiet street, our presence an
alarming reminder that tragedy happens
everywhere, even in the unlikeliest of places.
The ambulance was stripped of vital
equipment, and we made our way up the
driveway where we were met by two young
children, both no older than seven, clinging
to each other. They didn’t utter a word but
ushered us through the house into a
bathroom. As we turned the corner, her
brother, presumably only a year or two older
than herself was pushing hard and fast on
her chest, whilst their mother sat defeated
at her head stroking her hair. The shock and
numbness of what was going on had
rendered her cruelly calm as if she was
already beginning to accept the fate we
were desperately going to try and change.

We began our resuscitation after directing
the family out of the bathroom, but the
more we worked, the more unaccepting I
became of the potential outcome.
Disappointment had never felt so heavy, for
the time she remained in asystole, and I felt
my chest deflate with every shock we
couldn’t deliver. Unfortunately, and despite
everyone’s best efforts, the resuscitation
attempt was not successful, and we allowed
her family some time alone with their

daughter. However, the weight of what
happened didn’t truly set in until we were
packing up the bags, throwing away the
discarded failed IV’s, and covering her with a
blanket. It didn’t feel real until we left
without her, and I realised the strangest
thing in the world, was watching death
happen right in front of you, to someone you
didn’t know existed until thirty-five minutes
ago.

Until now, I had always felt semi-prepared
for my first patient death and was under the
impression that the first, would always



be the hardest. Yet, this wasn’t even my first,
I’d had another cardiac arrest eight shifts
prior that met the same unfortunate
outcome. However, for some reason, I didn’t
feel as guilt-ridden, and burdened with the
unknown then, as I did right now. I thought
about her the rest of the shift and continued
to think about her when I got home, and
then I tried to wash off the sorrow in the
shower and eventually fell asleep in the
room next to my thirteen-year-old brother.

When people asked about it, I remained
quite blasé, as though the experience was
merely another clinical scenario, but I was
afraid if I mentioned how I was impacted, it
would set in stone that I wasn’t ‘cut out’ for
the paramedic profession anymore. Hence, I
omitted the parts where I dreamt about the
sound of the metronome for three nights
straight or massaged my arms to get rid of

the burning sensation from performing CPR,
or how I constantly wondered how her
family was coping and prayed for some sort
of sign they were okay. I didn’t tell anyone
how I’d give anything in the world to change
her mind, or change the way she saw herself,
and a year on, I still would.

Now, a year on, and three placements down,
I understand my response to what I had
witnessed was normal, and that feeling that
way, didn’t make me incapable of being a
good paramedic. Empathy and compassion,
whilst occasionally a double-edged sword,
don’t disadvantage my progression in the
career, I just had to learn how to cope with
those feelings in a healthy way, and not
condemn myself for caring. I also had to
learn to let go of the emotional ‘what ifs’
and come to terms with the fact that not
every story has a happy ending.
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What happens when the dispatches 
catch up with you?

Words By Marissa Rose

When we first start our career as
paramedics, we seldom think about the
effect it can have on us as an individual. We
train and study tirelessly at university for 3
years, jumping through hoop after hoop.
Once we are released into the wild, where
there is an expectation that we perform at a
certain level, not just by the community and
our peers, but also by ourselves. Paramedics
clinically hold ourselves to a golden
standard, particularly in Australia. People’s
lives are influenced by the decisions we do
or do not make. We sometimes perform in
high acuity and dynamic environments
interjected by moments of chaos. But, to us,
this is our bread and butter, this is what we
train for, this is what draws us to this line of
work.

However, in today’s paramedics age, we
don’t just need to concern ourselves with
the jobs that may negatively affect us. We
also need to contend with working in a post-
covid world, a world entirely changed by a
virus both in the clinical and personal
sphere. We need to operate at a new,
heighted operational tempo, where our
resources are constantly outweighed by
community demand. We must learn to cope
with a workload we may never get on top of,
12+ hour shifts with no breaks, no time to
de-brief, no time to process the tough jobs.

A new operational world where finishing on
time means finishing two hours late and our
days off are no longer always spent doing
the things we enjoy, but rather recovering
from the run of shifts we have just survived.

Although paramedics are inherently “built
tough”, and as a cohort of people we pride
ourselves on this admirable attribute, what
happens when the job and the dispatches
catch up with you? What happens when we
find ourselves in a state of overwhelm,
compassion fatigue, and suffering post
traumatic stress symptomology? We no
longer need to only worry about these
issues arising from challenging jobs, but also
the environment in which we operate, as
both are critically important, unavoidable,
and part of our operational duties. It is this
new world in which we now find ourselves,
of increased operational demand, relentless
PPE, increased shift lengths, decreased (if
any) meal breaks on top of the challenging
jobs we attend that worries me. Our
environment is worse than it has ever been,
the jobs don’t go away, both in terms of
demand and in terms of those that stick with
us, so, what can we do?
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Studies show that paramedics in Australia
have almost double the incidence of PTSD
(16%) when compared to the general
population (4.4%). These numbers increase
further when looking at the incidence of
anxiety and depression. To me, and most
likely to you, this comes as no surprise.
Things like distressing dreams, flashbacks,
avoiding activities and places that may
trigger these memories, irritability and
difficulties in concentration and sleeping as
well as hypervigilance both inside and
outside of work is typically the norm and are
all things I personally have experienced
throughout my career, sometimes much
more than others.

Although PTSD is generally the “doom and
gloom” of mental health diagnosis within
our field, many of us may find ourselves
unwilling to admit experiencing many of the
aforementioned symptoms. For me, a
turning point was a few years ago, when I
was experiencing the worst mental health
symptoms I ever had. Depression,
withdrawal, hypervigilance, disliking putting
my uniform on, struggles with sleep and
concentration, compassion fatigue,
irritability, you name it, I had the royal flush
and I felt incredibly alone. For me, upon
reflection, this was a combination of
workload, the jobs that had accumulated
over my almost 8-year career, the
uncertainty and new operational
environment created by Covid and some
personal issues. I knew when my irritability
and mood was affecting my interactions with
loved ones and patients that I needed to act
and do something, or I would get to a point
of no return and completely drown.

When I recognised these things within
myself, I kept most of it to myself,
sometimes out of worry of judgement, and
other times because my ego would get in
the way and I didn’t want to “expose” myself
or admit that I was struggling. I knew so
many other ambos who had been in the job
longer, and as far as I knew, never felt
themselves get to a point like this…but I

soon learnt how wrong I was. What I was
experiencing was not isolated to me, and it
turned out, as I began being transparent and
honest with my struggles, others came
forward too, and we had shared
experiences…we had, and shared, what I
now know to be growth, or more to the
point, post traumatic growth.

When I was in my deepest point of struggle,
I took a year of leave from my full time
position and decided to take a rural and
remote appointment for a private
contracting company. This allowed me the
time I needed to de-compress and de-
compartmentalise the struggles that I had
been enduring. And it turns out, they didn’t
just spontaneously start, it was certainly and
accumulation of things that resulted in my
breaking point. But from this experience, I
gained a better understanding of myself. I
began to step into the next phase of my life
and paramedic journey which was into post
traumatic growth and resilience. I had built
resilience throughout my career, but this felt
different. This break allowed me to be kinder
to myself, to understand the importance of
recognising my “triggers” or the signs that I
am struggling, getting to the root of it, and
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ensuring I always take time to do the things
that “empty my cup”.

I have learnt through experience that whilst
paramedics are incredibly apt and intuitive
at helping others when they are struggling,
we are not so good at doing it for ourselves.
One of my greatest joys now is to try and
encourage paramedics to talk to each other,
to share my experience and to highlight the
importance of taking care of ourselves both
physically, emotionally and mentally. For if
we are no good, we cannot be good for
others. Part of being an operationally fit
paramedic is not just about being clinically
sound but being emotionally and mentally

sound. It is our responsibility in this ever
changing and demanding world that we now
exist in to put our wellbeing at the forefront
of everything that we do. And an incredibly
important take away is that all suffering is
not for nothing, for in the suffering and the
hardships, we find greater resilience, greater
empathy, a greater understanding of self,
and a greater connection with your
colleagues. This can all result t in you
becoming not only a better paramedic, but a
better human being. We are all connected,
we are all in this together, so let’s step into
the phase of growth and connection.
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A City Paramedic Goes Remote

Words by Craig Middleton

Recently I was asked to work as a paramedic
at a remote mine site in central Australia.
While I had previously worked at coal mines
and gas projects as a firefighter, this was the
first time would work as a remote
paramedic.

I arrived in the middle of the Tanami Desert
and was surprised to find it was cold. Being a
coastal dweller, I was also captivated by the
red soil and spinifex for as far as the eye
could see. The mine site consisted of an
underground mine over 1000 metres deep
where rock was crushed and gold extracted
using copious amounts of cyanide, and a
living area approximately 50 kilometres
apart with an accommodation village at each
end.

I was soon to discover that the ambulance
work I was used to in a metropolitan area,
and the private sector work in a remote site
varies considerably. Cases included
ringworm, muscle strains, foreign body in
eye, foreign body in the ear, tooth aches,
rashes, plus the obligatory drug test or filling
prescriptions of antibiotics . Although the
case load was lighter than I was used to, the
learning was steep. Supporting me were a
team of nurses employed specifically for
testing and managing a COVID-19 and
Influenza outbreak on-site, plus an on-site
medical team who had occasionally been

tasked to respond to road crashes on the
Tanami Track, as well as transfer patients to
Royal Flying Doctor Service (RFDS) fixed wing
aircraft.

Prior to this experience, I had worked as a
paramedic in a busy metro area. When
compared to my previous experiences in the
metro environment, I noticed a few
differences.

▪ Primary care – It came as a surprise how
much of the workload involved primary
care. As the on-site paramedic, I was the
primary response for all medical issues
ranging from minor to severe. With that
comes extra medications that I had been
previously unfamiliar with. While most of
these medications were over-the-
counter, I also had access to antibiotics
that could be administered after
approval via phone consult. I had to
familiarise myself with a foreign scope of
practice and recognise when certain
medications could be administered.

• Tyranny of distance – Further medical
assistance was 45-minutes away via
road. Any site evacuations needed to be
driven to the local airfield and RFDS
contacted for transport, which could take
several hours depending on operational
demand.
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▪ Resource poor – Typically, two
paramedics were stationed at both
sections of the mine. However, during
this rotation resources were diminished
as medical staff were off sick. While staff
on-site were first-aid trained, in most
cases in most cases I found I was on my
own.

▪ Case load – For some it may be an
attraction, for others a frustration.
Typically, low acuity cases predominate
the workload, with the occasional high
acuity case. Mine sites are, generally,
very safety oriented and whilst there is
real risk of major incidents due to the
hazards on-site, the control measures

that are implemented largely negate the
risk.

▪ Unfamiliar equipment – Different
equipment and consumables may take
time to grow accustomed to.

It was short term rotation with more
learning than I had considered. But it was an
amazing clinical experience. If you are
considering becoming a resource industry
paramedic, my tips would include
completing a wound care / suturing course,
drug and alcohol specimen collection
course, return-to-work course, and mine
rescue course.
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Debriefing in Paramedicine

Words By Chloe Deetlefs and Nick Abussi

Healthcare students and paramedics are
familiar with simulation-based learning. This
learning presents an opportunity to put your
skills to the test, the last stop on the
proverbial bus journey to real patient care.
Some people love simulations, some loathe
them. The cause of the latter may come
down to the little conversation known as the
debrief.

Many who have participated in simulations
are familiar with the debrief, which usually
begins immediately after the simulation is
over. So, what is debriefing and where did it
originate? Debriefing is a process which
involves the analysis of an individual’s
performance in a task through exploring
their thoughts, assigning meaning to their
actions, identifying knowledge gaps, and
consolidating skills (Raphael & Wilson,
2000). The aim of debriefing is to enhance
future experiences and encourage personal
development. This practice dates back to
World War II, where soldiers were
encouraged to reflect on their personal
feelings, decisions, and outcomes in combat
to promote positive psychological effects
(Nolen, 2020).

Today, debriefing is a key component of
simulation-based learning. A facilitator

guides a group discussion that reviews the
clinical simulation, challenges the
participants’ methodologies, and explores
alternate strategies collaboratively. This
approach stimulates creative thinking, self-
reflection, and team reflexivity, which
impacts the quality of future clinical practice
(Diaz-Navarro et al., 2021). So, this raises the
question: if debriefing is so positive, then
why do students have such negative
experiences?

What does the literature say?

According to the literature, students
commonly harbor feelings of anxiety
towards clinical simulations due to the fear
of retribution or embarrassment (Baker-
Rush et al., 2021). However, these feelings
can be explored and mitigated during
effective post-simulation debriefing to
improve students’ willingness to participate
and decrease anxiety towards future
simulations (Code &Burkard, 2016). In many
cases, however, the opposite occurs, with
students feeling increasing levels of anxiety
after each simulation and debrief. This
contradictory outcome suggests that
debriefing has been neglected or poorly
conducted in these scenarios.
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The term ‘debriefing’ is often inappropriately
interchanged with the term ‘feedback’.
Whilst debriefing involves collaborative
discussion, the exploration of ideas, and self-
reflection, feedback involves a unidirectional
exchange between the facilitator and
participants, wherein knowledge gaps are
identified and critiques are provided by the
facilitator (Voyer & Hatala, 2015). The
inappropriate interchange of these terms is
likely to contribute to incidents of ‘poor
debriefing’ and anxiety-inducing experiences
among students.

Feedback can be further subclassified as
judgmental or non-judgmental. Non-
judgmental feedback is delivered in a more
neutral tone and is essential for facilitating
rapport and empowerment between the
mentor and participant. Alternatively,
judgemental feedback is underpinned by
personal biases and opinions, and is often
centred on the participants’ shortcomings.
This method is more likely to elicit an
emotional response by the participant and
lead to feelings of inadequacy. Consequently,
feedback perceived as judgemental or
negative can create resistance and
resentment towards simulations, thus
hindering the learning process (Burgess et
al., 2020). This highlights the importance of
differentiating debriefing from feedback, and
being able to promote positive outcomes by
applying debriefing techniques. Various
simulation debriefing tools have already
been developed, including ‘SHARP’ by
Imperial College of London, and ‘Bubble
Briefs’ by Hall and Turner (Nolen, 2020). The
exploration and application of these
techniques must be furthered within clinical
education settings.

A student’s perspective

It’s just another day at uni. You’re drowning
in assessments, slightly sleep deprived,
facing the typical stressors of life, and you’ve
just spent the past few hours filling your
already-full brain with lecture content –
more specifically, an in-depth anatomical

analysis of the heart and the abundance of
ways in which it can malfunction.

You catch your breath as you make it to class
with less than a minute to spare… scenario
time! It’s your turn to be the primary officer
in a case-based paramedic simulation. The
fate of the patient is in your hands as you
draw upon the information you learned only
a few hours prior to the class. You can feel
your heartbeat pounding in your chest and
your hands sweating beneath your gloves as
you work your way through the 20-minute
simulation, with every thought and every
move being closely examined by your peers
and experienced professionals.

Times up! You return to your seat and take a
sigh of relief, glad that it’s finally over. It
wasn’t so bad after all? But this is no time to
relax as you proceed to the next phase: the
debrief.

So, what happens next?

Scenario 1: You look at the ground as you
anxiously await feedback from your peers
and mentor, but instead, you are delightfully
surprised! The room lights up with curiosity,
stimulating



conversation, and an eagerness to learn.
Ideas bounce from left to right as the class
navigates through the 20-minute simulation
together, even sharing a laugh or two along
the way. You aren’t made to feel ashamed of
your actions, but rather inspired to further
challenge yourself and think of new, creative
ways to approach problems. You feel
enlightened, knowing that you’ll carry these
lessons with you. It was a highly rewarding
and constructive debrief; the sort which
leaves you feeling hungry for the next
simulation, ready to conquer new
challenges, and motivated to pursue
greatness as a clinician. You walk away with
a skip in your step, ready to take on the
world.

Unfortunately, this isn’t always the case.
Debriefing is a multifaceted construct which
can have a profound effect on individuals –
both positive and negative. So, let’s take a
few steps back and explore the not-so-
constructive debrief.

Scenario 2: You look at the ground as you
anxiously await feedback from your peers
and mentor. All eyes turn to you as though
you’re in a court trial, and your every
thought and move from the 20-minute
simulation is dissected, questioned, and
scrutinised. You find yourself sinking back
into your seat as you receive one criticism
after the other. In fact, you can’t even
muster up the words to defend your actions
or explain your thought process. It feels
more like a massacre than a collaborative
discussion! You ask yourself if you even did
anything right at all? You want to enhance
your skill set and become the best clinician
possible, but your full attention is focused
on surviving the debrief. You leave the room
with a crippled confidence, fearful of the
next simulation and all the future
simulations to come. Moreover, you wonder
if you’re even cut out for a career in
paramedicine? Your heart sinks as your
dream slips further and further away.

Sadly, this scenario is not so far-fetched.
Many students have reported feeling
anxious, insecure, and incompetent after
poorly conducted post-simulation debriefs.
This largely shapes students’ willingness to
participate in simulations and engage in
honest, open dialogue due to fear of
criticism or humiliation. The art of the
debrief frequently gets tangled in what may
be judgmental feedback from the facilitator
or other students.

Fortunately, many students have also
reported positive experiences with post-
simulation debriefs. These positive debrief
experiences typically occur when students
have a sense of camaraderie with their peers
and a good relationship with their mentor.
This creates a low stress environment where
students can reflect on their performance
honestly and feel as though they can share
their thoughts free of judgment. This is
further reinforced when the group
encourages the student with positive
feedback, rather than solely dwelling on
errors or debating management strategies.
Students also benefit greatly from
collaborative discussions that shape their
thought patterns, rather than being told
what’s right and wrong. This is most
effective for personal growth and clinical
development as it enhances students’
problem-solving capabilities.

So maybe debriefing is important after all…

Debriefing is a powerful tool that, when
used effectively in the classroom setting, will
enrich the next generation of paramedics.
Through a collaborative, non-destructive
approach, students can engage in open and
honest discussion with their peers and
mentor to share ideas, explore concepts,
and solve their own problems. Positive
debrief experiences promote further
engagement and instill confidence in



students as they navigate new challenges in
the clinical simulation environment. These
capabilities extend beyond the borders of
the classroom and into the real world of
paramedicine, which is a dynamic, complex,
and ever-changing scene.

Therefore, it is imperative that we do not
neglect ‘the debrief’. After all, “words can
inspire, and words can destroy – choose
yours well” (Robin Sharma).

Want to learn more about debriefing in
healthcare simulation? Check out the
Debriefing Diamond and the work of Jaye
(2015).
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Field Reports from an Aussie Paramedic 
in Ukraine - Field Report 1

Words By Jack Dear

Earlier this year Australian based paramedic
Jack Dear embarked on a journey that would
eventually take him to the front lines of the
war in Ukraine. Having previously worked as
a paramedic in Australian Capital Territory,
London Ambulance Service, and Cape Town
South Africa, Jack has also worked as a
security/medic in the Australian Embassy in
Kabul and as a soldier in the Australian army
armoured corp. But in his own words, "this
deployment to Ukraine was destined to be
unlike anything he had experienced prior".

In this short mini-series “Field Reports from
an Aussie Paramedic in Ukraine,” Jack
documents his experiences briefly to capture
the experience of an Australian paramedic
working in Ukraine.

Field Report 1. Day 2.

Apologies for not writing sooner but
travelling to Europe was tedious and
uninteresting. Despite my fears, I finally
arrived safely at Medyka yesterday with all
my baggage. First night was straight into
packing vehicles full of supplies. The initial
plan was to rest up in Medyka but a request
came in for some urgently needed medical
stores. This meant heading off early in the
morning on a 10 hour drive. The border
crossing took forever but we arrived to
PARACREWS depot in the Ukrainian

countryside. On the way we passed the first
few signs of the war including a quick
navigation around a downed bridge.

It’s been an eye opener already. This ain’t
Kansas (Kabul) anymore.

Day 4: Mission 1. Kharkiv.

Today we transported much needed food,
bedding and healthcare supplies to Heroiv
Pratsi Metro Station in Kharkiv. Many people
are still sheltering at the station due to their
homes being repeatedly damaged. At the
height of the shelling, over 1000 people
sought safety at the underground station.
Currently, 100 people are still sleeping rough
on the platform, including several children.
The stations community leaders are already
stockpiling for a harsh winter, where they
expect their numbers to surge once again.
We discussed the sanitation challenges and
preventative healthcare strategies they have
employed to see where things could be
improved. With only one toilet at the station
and a single shared kitchen, the risk of
illness is considerable. Today was a very
humbling experience but also a true
demonstration of how resilient the residents
of Kharkiv have been. They are truly
dependant on donations and will face many
challenges in the coming months.
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Day 5. Rest and Reset.

As a volunteer organisation we generally run
a day on/day off rotation. One day your
team will be responding or carrying out a
mission, the next day you will rest back at
base and prepare for the next mission. Today
we organised the next round of donations
that we will be distributing to villages and
metro stations. I also took the opportunity
to go through the medical bag. We have a
variety of donated medical supplies from all
over the globe. Our LifePak 12 is from
Norway, our saline is from Poland and our
cannulas are from America. We also have
over 5 different varieties of tourniquets.

Day 6. Resupply Mission.

Yesterday we went to far east Ukraine into
areas liberated from Russian occupation less
than a fortnight ago. Senseless destruction
of the village houses, roadside service
stations and even the local hospital was
evident. When the Russians left, they
imposed a two day curfew on the locals.
During this time they ransacked the hospital
and stole anything of value. The two doctors,
a surgeon and an anaesthetist at the civilian
hospital, described to us how they had to
rapidly change their practice to operate in an
environment with little resupply. Basic items
like ventilators and infusion pumps are
luxury items. Suture thread is always in need
especially for civilian use. They have a single

defibrillator but pads are always in short
supply, and often have to be reused. Dr. Oli
(name changed) gave me a tour of their
resuscitation bay, ICU and surgical rooms. I
wish I could have photographed their
hospital as my descriptions lack the ability to
describe how amazing their efforts are,
especially in such a challenging
environment. Their work has undoubtedly
save many lives including some foreign
legion soldiers.

We dropped off our donation of
wheelchairs, crutches, vital monitors and
medication, with plans to return with more
donations and specialist items in the near
future. Afterwards, we drove out into the
surrounding farmland to distribute the 178
bags of basic food and hygiene supplies,
each providing 13,000 calories. Generous
donations of woman’s sanitary items were
distributed along with washing soap, and
lollies for the kids.

We now have a long list of requested items,
including medical supplies that we will go
about sourcing for our next return. We are
run almost exclusively on volunteering and
donations, of both monetary and gifted
supplies. Feel free to message me if you
wish to know more on PARACREW or how to
help in its mission.



Day 9 (10 when I get reception to post) … I
think.

This post is for my nerdy medic friends. (I’ve
put up some pics of the ambulance/medical
set up below) I’m now in Dnipro and finally
putting my medic skills to use. We covered
800km on terrible roads over the last 3 days,
with only one brief breakdown. Many hours
were spent blaring the music or sleeping in
the back of the ambulance, on the mountain
of medical gear. I had many nerdy
conversations with our tag-along American
Doctor, Frank, who’s off to Kramatorsk
hospital to build their surgical capability.
Frank is the CEO of Health Care Volunteers
International. As you can imagine, there are
many NGOs in Ukraine. We’re now working
alongside @HelpUkraine and I’ve been
paired with Simon, another Norwegian
paramedic and surgical technician. Along
with our resident Ukrainian translator,
Zooriana (pronounce ‘sorry-Anna’) we have
been preparing our 3 ambulances for
upcoming medievac missions. Zooriana has
been doing medic work since the beginning
of the war, having personally lost loved ones
to the fighting. This arvo we went to our
local GP contact and collected all the
medications we could, to distribute to
liberated areas. Dr Olena, a local
Anaesthesiologist and GP, gave us the
hookup. She said that it’s so frustrating with
all the shelling, remarking that one day she
was trying to count some medication when a
nearby blast made her lose count.
Inconsiderate. Simon was like a kid in a
candy shop and we walked away with more
medication than we could carry. As they say
in Ukraine, “Ukrainians believe in ‘magic

medicines’. They want pills. Best is
intramuscular injection. The more painful
the better.”

Maybe they are predisposed to the placebo
effect.

It was a late night (yesterday), I spent time
putting all the gear into the newly acquired
ambulance. It’s a UK variant form Oxford. It’s
odd to think this ambulance once served in
the UK, carrying patients and medics for
over 400,000km, and now it’s rolling around
the battlefields of Ukraine.

As I write this, we are driving through fog on
our way east (Simon, Zooriana and Me), with
a 2nd ambulance in tow. We’re passing
through checkpoints without stopping,
waved through because we are medical.
Making good time. Large fortifications and
tank traps appearing out of the mist at rapid
speed now.

Crazy that this is my life now but for some
reason, I wouldn’t change it for the world.

More reading found at:

PARACREW - https://paracrew.org/

Donations -
https://www.gofundme.com/f/paracrew-
mobile-health-clinic

HCVI - https://www.hcvi.org/



Field Reports from an Aussie Paramedic 
in Ukraine - Field Report 2

Words by Jack Dear

Earlier this year Australian based paramedic
Jack embarked on a journey that would take
him to the front lines of the war in Ukraine.
Having previously worked as a paramedic in
Australian Capital Territory, London
Ambulance Service, and Cape Town South
Africa, Jack as also previously worked as a
security/medic in the Australian Embassy in
Kabul and as a soldier in the Australian army
armoured corp. But in his own words, his
deployment to Ukraine was destined to be
unlike anything he had experienced prior.

In this short mini-series “Field Reports from
Jack Dear in Ukraine,” Jack documents his
experience briefly to capture the experience
of an Australian paramedic working in
Ukraine.

Field Report 2.

Day 11. Baptism on the Kupiansk River.

Kupiansk was probably a sleepy little country
town with a close knit community before the
war. Now it’s a ghost town, save for a few
villages still subsisting off their community
farms. Most left when they heard of the
Russian advance. Many vulnerable or
unlucky people remained behind, living
under occupation until just recently.

Todays mission started early and with bad

news. Some friends of our new friends were
killed over night on the frontline. The young
and brave UAF members battle each day and
make the ultimate sacrifice for their country.
Lest we forget.

Our first stop was to see the Kupiansk
villages west of the river in the surrounding
suburbs. We arrived safe and it wasn’t long
before a small crowd emerged, and we were
able to distribute the medications. I was
asked to perform a house call on an elderly
mother who was too frail to meet us. After a
short walk, I was invited into their house to
meet their family. Margaret (name changed)
was charming despite the language barrier
and we went through her prescribed
medications to see what needed resupply.

Kupiansk saw heavy fighting before the UAF
forced a Russian retreat. On their way east,
the Russians blew all the bridges. Thankfully,
the main bridge’s pedestrian path remains
intact and provides a vital thoroughfare for
evacuees and wounded soldiers. The fighting
can be heard in the background and not all
the deceased have been cleared. A sad
reality is that so many children are escaping
on foot and have to pass these sights. Many
ambulances and busses standby, east of the
bridge, ready to evacuate those that come
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across. A volunteer coordinator helps to
organise the traffic and asked us to head to
the towns hospital and evacuate a bed-
bound lady.

We loaded up our patient, plus her daughter,
and sped off east to Kharkiv. Credit where
credit is due - google translate makes
assessing a Ukrainian patient much easier.
Dementia, on the other hand, complicates it.
It was a somewhat smooth offload in
Kharkiv, despite the final destination being
at the top of a six floor apartment flat with
no lift. I think that’s a square on my
‘Ukrainian paramedic bingo’ game. Then we
inhaled some much needed food and found
our temporary accommodation in an old
boarding school dormitory. A lot of our work
is supported by generous people from both
Ukrainian and foreigners. The sheer expanse
of donated and volunteered resources is
astounding, which screams to me how much
people want Ukraine to succeed.

Day 13. Speechless.

When I chose to come over to Ukraine, I had
no expectations and knew it would be a hard
slog but, but I could never have prepared
myself for seeing this level of human
suffering and indiscriminate violence, let
alone war crimes.

Two days ago, we evacuated a family of 8
from Kupyansk Hospital, including 5 small
children between the ages of 14 months and
4 years. It was a high point of my trip so far,
as I felt as though we were doing some real
good helping these people.

Overnight we received word that the
Russians had targeted the hospital with a
missile. An anaesthetist was killed and
several nurses injured. The facility is burnt
and broke. What little medical equipment
they had stored there is now mostly
unusable. Kupyansk hospital, the only health
facility in the village and an important
frontline triage facility, provided a safe
shelter for fleeing evacuees. Now the
nearest hospital is over an hour drive west,
severely impacting the survivability of any
critically ill patients. Some notes to consider:

▪ No military resources were located at
the hospital.

▪ It provided no strategic advantage in
destroying.

▪ It only exacerbated human suffering.

▪ What is this if not a war crime?



While the risk is evident, I feel compelled to
continue visiting Kupyansk, now more than
ever, as every life transported west is a life
saved from possible harm.

Day 14. Provocation.

The late return to Dnipro was followed by
another early rise and I can depressingly
count the hours sleep on one hand that
night. We’d driven the long distance down
by necessity as we needed to return Olena
before heading back north. Overnight we
learned that Kharkiv had been shelled more
than normal and a tense atmosphere would
linger with us for the rest of the day.

Mid-morning, after meeting up with the
second crew, we heard news of the Kerch
Bridge attack. Initially, I didn’t realise the
significance. Many bridges had been blown
during the conflict. We’d driven past our fair
share. However, the Kerch bridge was a
different matter. Its position, deep within
Crimean territory, held since 2014, links
mainland Russian to the occupied peninsula.
The bridge, a significant piece of
infrastructure, facilitated the free flowing
influx of materials to support the Russian
offensive in the south. Its destruction was a
real victory and undoubtedly a boost to
Ukrainian morale. This made the realisation
that a Russian response would be a certainty
over the next following days most likely to
be indiscriminate and unrestrained.

Anyone who’s seen a war flick at the movies
knows that soldiers aren’t fond of the press.
They come in with an aura of pro-ported
journalistic integrity and yet are eager to
snap a picture of the dead or suffering for
financial gain. As a former soldier, I learned
that the press were to be avoided and only
the officers begrudgingly spoke with them.
Well today I broke that rule. Today’s mission
was to shepherd an affiliated NGOs film
crew, plus entourage, with us as we went
about our work. A quick pit stop allowed us
to check their IFAKs and set some ground
rules. Questions like ‘do you know how to
use a tourniquet?’ And ‘ok, but do you really

know how to?’ were asked, before helping
them take the plastic shrink wrap off their
store bought CATs. Today would be a day of
steely patience.

Plans were made. Then abandoned. Then
remade. The film crew commented that the
returning villages were ruining the motif of a
ruinous war zone. At the Kupyansk bridge we
set to work and it was clear that the
frequency of distant shelling had increased
in the last 12 hours. The tense atmosphere
persisted.

When the entourage conceived a plan
heading east of Kupyansk I stepped in and
said my piece, putting a sudden stop to the
music of this circus. Simon and I, the only
two trained medics, had concerns and
pushed back against the half-baked plans.
After a compromise, we agreed to take one
cameraman and interpreter to a nearby
village which we knew had medical needs.
The entourage would not be joining us. We
crawled east, observing the gradually
increasing level of destruction. The fighting
west of Kupyansk must have been brutal.
Not one building could be found completely
intact. Finally we found a gathering of
villagers and we went about our busy work.

I must say that having a competent and trust
worthy offsider makes all the difference on
an ambulance an in a war zone. Ask any
paramedic - the person you work with
impacts your practice, for better or worse.
Simon, my level headed and experience
colleague, seemed to hold the same balance
of safety concerns with medical priorities. I
couldn’t have asked for a better mate to ride
with.

After parting ways with the film crew we
found a hotel in Kharkiv to crash for the
night. A sleep-in was our reward. Not for
Simon, who was heading back east at the
crack of dawn. Tomorrow was a planned
‘rest’ day for me as I had a university
assignment to polish up and submit. Thank
God for distance learning.



Hard Collar, Soft Collar, No Collar

Words by Mark Ward

Perhaps calling this a myth is a little harsh
because evidenced based practice is meant
to evolve. What used to be considered good
practice, can sometimes be a contributing
factor to the deterioration of our patients.
Believe it or not but before bronchodilators
were available, smoking cigarettes were
used to treat asthma. Around the same
time, heroin was the wonder cure for a
cough, cocaine was the elixir that cured
everything and at the turn of the 20th
century, we were still treating mental health
patients with a lobotomy. Smoking to cure
asthma and putting holes in heads to cure
mental health issues are no doubt highly
questionable practices these days but
ironically cocaine, despite a few side effects,
worked extremely well in making people feel
better. What ended up ruining it for
everyone was something called, research!
But research drives us forward so lets look at
a paramedic practice previously NOT
researched.

There is a myth that spinal immobilisation
prevents secondary spinal injuries in
paramedic care. Some believe it, others not
so much. But before we all go ‘binning’
spinal collars, just hear me out. I am still
collaring a suspected spinal injured patient
but I’m now using a soft collar because hard

collars are now shown to cause more
damage to the C Spine than not having a
collar ever will.

This may have all started with a study that
compared prehospital care of spinal injuries
in developed countries, with spinal injuries
from less developed countries (that almost
never got a collar). The result demonstrated
less secondary spinal injuries in the cohort
that didn’t receive collars. (1) This study is
not what I would called ideal in its
methodology however, it did trigger a flow
on effect of studies that looked at the use of
spinal immobilisation and whether collars
have a place in pre-hospital care. Many
studies have suggested that we got it wrong
however, we do not have a double-blind
randomised control trial (DBRCT) that can
emphatically rule in or out the use of collars.
Ethically, we may never have a DBRCT on the
use of collars and that is okay. If you read
into this body of research, you may end up
thinking that collars are a waste of time.
That however is not what I found when I
read into the research.

What we do know is that secondary spinal
cord injuries are caused by movement of an
unstable
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fracture. Other causes of spinal cord injury
are haematomas, oedema and inflammation
of the injured area. A patient who has a very
painful, unstable fracture in their neck is
unlikely to want to move it around to the
extent that the spinal cord will be severed.
Likewise, swelling in that area is highly likely
to cause pain as well. That is why many
patients in less developed countries can
manage their unstable fractures without the
need for a collar. They can’t, nor do they
want to, move their neck very much at all.

The other thing that we have to keep in
mind is that the patient from the less
developed country has less access to
paramedics with narcotics so they are less
inclined to move their neck if it hurts.
Likewise, the wife, husband, partner friend,
boyfriend or whoever, wants to run to the
patient’s side to make sure they are OK is
exactly there, on the patients side causing
our highly inebriated patient to turn their
head. In this particular scenario, the
paramedic feel like that C Spine is being
taken care of and the collar makes the
patient feel like their neck has been secured
but truth is, the collar does very little. The
other factors such as swelling, haematomas
and oedema can actually be made worse by
collars, particularly the old stiff collars which
is largely why we have moved to soft collars
across Australia.

The fact is collars do very little to protect a
patient’s C Spine. Paramedics protect the
patient’s C spine. Good management of a
suspected spinal fracture is not to slap a
collar around their neck and juice them up
on narcotics. Be smarter than that. Allow
them to do some of the management
themselves. There is a massive difference
between taking the edge of the pain and
removing the pain. Taking the edge off just
might save more C Spine injuries than collars
actually do. And please, please please only

talk to a collared patient from directly over
their head and never to the side. I think
putting blinkers on our patients in the same
way they put them on race horses when
they are racing would prevent just as many
secondary spinal cord injuries as collars do.

While a number of studies and systematic
reviews all conclude that there is weak
evidence to suggest that pre-hospital spinal
immobilisation has much of an impact on
patient outcomes, most studies, including a
2015 systematic review (2) and a 2021
critical review (3) suggest removing the use
of collars would not increase secondary
spinal injuries. Earlier this year, the European
Journal of Trauma and Emergency Surgery
reviewed nine studies, of which six
concluded that collars should not be used
and three were uncertain. (4) Once again,
the main issue is that there is a discrepancy
between common practice and what the
evidence is suggesting. It is hard to change
common practice. If the situation was
reversed and we were looking at introducing
collars into prehospital management, the
evidence would never allow it.



Therefore, the question begs, do I put my
patients in collars? Absolutely I do and will
always do until my protocols change. The
point that I am making here is that spinal
cord injuries are not managed by putting a
collar on and that’s it. They are certainly not
managed by putting a collar on and juicing
patients up to the eyeballs with narcotics.
More than ever, we need to take a holistic
approach to spinal care.
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