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Editors Note

Welcome to the Autumn Volume of The Shift
Extension. This is our third official volume
and it is an exciting time as the profession
(and the platform) move from strength to
strength.

In this volume we will explore some clinical
case studies while we also delve into
paramedic research with a difference. We
will hear from paramedics working
internationally, privately, and domestically
while they personally explore experiential
reflections, health and wellbeing, and
mentoring.

Some other exciting aspects of the
platform's growth include the new podcast.

The Shift Extension Paramedic Podcast has
now released four episodes and we will aim
to produce ten episodes per year. Our hosts
are non-conformists, constrictive disrupters
who like to explore paramedicine from as
many angles as possible, while challenging
the norms and learning from their
experiences. It is now available on most
podcast streaming services.

Sadly, we will also say good by to a dear
friend and colleague, but whose legacy is
living on.

I hope everyone stays safe out there through
2022 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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Stubbornly Exceeding Expectations: An 
Interview with Stafford

Interview by Steve Sunny Whitfield

5

It is not that often that you meet someone who impacts you right away but that was Stafford.
Not long after we had met, we were being escorted from a high-end restaurant by security
following a misunderstanding. Whilst some people would not suffer the indignation of such an
experience well, Stafford laughed uproariously, wished the patrons well and departed to the
street. By the time we were outside, Stafford had befriended the security guards who had
been tasked with our removal. That was Stafford.

I was fortunate to have known Stafford both in the paramedicine and expeditionary industries
and it was only recently that I managed to sit and interview him about his journey. I was
unaware at the time that this was to be the last time I would sit with this great man and
converse, but Stafford was someone who touched everyone he met and I am grateful to have
known him.

Q. Where are you currently working and in
what role?

A. Following my recent diagnoses, I elected
to give up my full-time role with SA
Ambulance Service (SAAS). I am now
working as a casual Ambulance Officer for
SAAS and as a casual paramedicine tutor at
Flinders University.

Q. Ok a lot was just said, can you share
quickly who you are, what you have done,
what has happened?

A. Sure. After ten years of firefighting in the
UK, I moved to Australia and spent the next
8 years working in outdoor education as a
camp coordinator, running programs for
students, adults, special interest groups to

facilitate further learning, leadership skills
and how to reconnect to the outdoors. The
journey also took me overseas guiding to
some amazing beautiful places, including
Nepal, India, Costa Rica, Morocca and
Namibia amongst others. I completed my
paramedic degree at Flinders University in
Adelaide whilst working as an ambulance
officer, facilitating Wilderness First Aid
courses and guiding overseas. After
graduating in 2019 and after 6 months of the
Paramedic internship I was forced to leave in
order to spend time left with my wife and
other special people in my life, as my cancer
progressed.



Q. So you were literally at the start of your
paramedic career when disaster struck?
How have you managed to stay involved
with paramedicine?

A. Yeah it was two days after I started my
internship that I got my diagnosis, but I had
worked for SAAS since 2016. When I
suddenly lost the ability to feel the end of
my fingers, I stepped down from the fulltime
paramedic role. These days, between the
University work, being casual on road and
being lucky enough that some people want
me to help mentor them through there
beginning of their internship means I have
stayed involved.

Q. But what keeps you motivated to stay
involved?

A. FOMO, seriously, I love the job, and I am
very lucky that I have surrounded myself
with people who love their job and inspire
me to do better. The University role allows
me to guide those becoming paramedics in
the importance of the right mental attitudes
to make a difference to the patients. Now
that I am more regularly a patient than an
attending, I feel it gives me an even better
insight to what I believe is important when
treating/dealing with patients.

Q. This journey you are on must be very
confronting, how do you stay so positive?

A. Lego, lots of Lego and denial. Yes this
journey has been very confronting, for so
many reasons and even more so in these
COVID times. Having said that I feel very
lucky, I have been given time to move
through this, unlike so many of our patients
who have an MI or CVA etc. I have time to
do this while able bodied, but I think the
thing that allows me to stay positive is that I
do not look back and say “I wish” I am lucky
enough that when I reflect, I look back and
go, I am not sure I could have fitted anymore
in. I also make sure I have future goals to
keep me distracted, marathon running,
holidays, cycling and having positive family
and friends around me.

Q. I understand you have started a
scholarship; can you tell me about it?

A. At the end of 2020, I was chatting to my
wife, Kirsty, about wanting to do something
that would help others, help the people that
I guess I connect to. Over the last 7/8 years I
have been at Flinders University as a student
or as a tutor and I can’t help notice the
disparity between some students, not just in
terms of socioeconomic, but single parents,
people being brave enough to start a new
career while looking after a family etc, and
as I come from what people here would call
a lower socioeconomic background, multiple
divorced parents, leaving my parenting
home at 11 and then starting university at
38. I started to develop the scholarship and
how or what it would look like, unaware at
the time, a great friend of mine and fellow
graduate at Flinders had the same idea with
the same purpose, for very similar reasons.
We got together with the First year
Coordinator at Flinders Paramedicine degree
and she was totally in for the hard yards
also.

We decided to start what is now called “The
Stafford Wulff Opportunity Scholarship” (I
did not name it). This was aimed at First Year
students who needed financial assistance
when starting the degree to help cover start
up fees, such as Uniform, Books, Medical
Testing, Vaccines, Boots, Medical Tools and
Parking if needed. We encouraged student
to apply and explain their situation and a
student would be picked on specific criteria.
Last year was the first award and it was
awarded to two students. Since then, we
have raised enough money to change that
up, this year it will be awarded to four
students and be extended to have a slush
fund for those students who need help
through the year, this includes all year
groups, as we recognise that situations come
up through the year and it is easier to
recognise these things once the students are
at the university.
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Q. Wow mate that is amazing, what was
the motivation or inspiration behind it
initially?

A. My own (and Gabes) lived experience,
well that, and being aware of other people's
hardships in juggling study with home life
commitments and financial obligations. My
partner Kirsty was diagnosed with breast
cancer in the October before I started the
degree and she was unable to work much
during my first year of uni. I attended many
hospital appointments around lectures and
had to pick up extra work to help us cover
the bills. These experiences made me aware
of how these costs create a barrier for some
people, including those from less privileged
backgrounds; those who may be the first in
their family to go to university; those who
have experienced personal hardships; those
with caring obligations to children or loved
ones; and many other groups. This cost can
result in people dropping out or not even
starting the degree. But the reality is that
paramedics and emergency services need to
serve the entire community - and these very
people may make excellent, caring and
compassionate ambos, who are able to draw
upon their own experiences to better relate
to their patients. A diverse ambulance
workforce benefits the entire community
and the service.

The intention is that by assisting these
students financially from the outset, they
can focus more of their energy on their

studies, rather than the financial stress.

Ultimately the hope is that this goes some
way to creating equity and helps students
from diverse backgrounds get their foot in
the door, and through hard work, join the
ranks and further enrich our wonderful and
caring emergency service family.

Q. Has anyone benefited from this yet?

A. Yes, Flinders publish this information each
year and I commend the recipients.

Q. You don’t seem to sit still, what's next
on the cards?

A. So I have been told. I don’t sit down and I
often fidget a lot. Last year it was brought to
my attention that South Australia does not
have a charitable foundation for Paramedics
like in Qld. So I am looking into starting one,
no idea how, but I believe that we need
one……any takers to help set this up?

Q. A foundation? It seems like you want to
leave a lasting legacy of positive impact,
what would you hope the foundation can
achieve?

A. I would love the Foundation to be able to
support those that work on road in the
Ambulance Service in South Australia when
they need it most. Time off work, injury
rehab, psychological help (I know, we are not
supposed to talk about that, hence we need
it).



Q. I understand that in a previous life, you
were an expedition leader taking teams
overseas into remote environments, what is
the most memorable place you went?

A. Oh damn, that is so hard, I have been
lucky enough to have been so many amazing
places. But it would be a tie between
Namibia waking up eyeball to eyeball with
an elephant, in the Ugab riverbed whilst
working in Elephant Conservation or Nepal,
just because it is Nepal and everything is
amazing there, most memorable is always
the people.

Q. Paramedics by nature need to be
resilient people but you seem to be next
level, how do you develop or maintain
resilience?

A. This is a tough one, as I mostly just think,
oh isn’t everyone else like that. I get told
that I do it differently, especially since my
diagnosis. It is multifactorial, definitely some
nature vs nurture, being from broken home,
which comes with a few beers of its own
stories, but learning then to fend for
yourself. Having grandparents who taught
me to chase what I wanted but to always be
aware of the cost and letting me make
mistakes and let me deal with the
consequences, wasn’t a fan at the time, but
as I have learnt to reflect I am very grateful.
My younger brother, he definitely taught me
what is meant to just get on with life while
being in extreme pain, proving the odds
wrong all with a smile on his face and a
heart big enough to always help others.

Now with work, I see everyday people
wearing “the other shoe” dealing with things
that I sit and go wow, I need to do better.
Not long after I was diagnosed I went to a
woman at a GP clinic, who had a 4yo
daughter, going through a divorce (the ex-
husband to be was there) who had just been
told she had multiple brain lesions, she was
basically paralysed down one side. Yet she
carried the weight of it all while protecting

her daughter. Now that is resilience, I have
much to be grateful for.

There is also my experiences in Nepal, for
those that know me, I am not a religious
person, some would say I am not even
spiritual. However, I do very much relate and
take on many practices/beliefs of Tibetan
Buddhism one of which is that belief that
there are certain truths in life, we are all
going to face all off them. We need to face
each one, not run away, pretend it didn’t or
won’t happen when we face it we need to
acknowledge it, if we are sad don’t deny it,
be sad, mourn as much or as little as you
need, wallow in that feeling then
acknowledge it has happened and you have
lived in it and then move forward because
life continues, it is to short with so many
things to enjoy/see/love each and every day.
So that philosophy also keeps me
remembering to move forward.

Q. Ok for a bit of fun, what is the weirdest
case to date that you were sent to whilst
working as a paramedic?

Hahaha, easy. Candle up the bum to help
with constipation. I told them to take
Movicol.
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Q. Tell me, if you could have dinner with
two people (dead or alive), who would they
be?

A. OH, I never like these questions. I always
worry about meeting my hero’s and them
being an ass. Fiction would be Peter Parker
and Dr Who. Non-Fiction would be my Dad,
who died in an accident many years ago as
we were rebuilding our relationship and my
Grandpa, who is also now not with us. But I
would love to be able to say thanks for so
many reasons.

Q. Milk or OJ?

A. Easy, Milk.

Q. Summer or Winter?

A. Summer until my chemo induced
menopause, these days winter feels so much
better.

Q. Any words of wisdom or parting piece
advice?

A. When an opportunity comes along always
grab it with both hands, give it your all
because if you don’t like it, you can let go
and walk back to where you were. If you
never grab on you will never catch up to it.

Cheers mate.

In memory of 

Stafford Wulff.



Deadly Temperatures
A case study of temperature induced anaphylaxis

Words by Tara Jackson and Chiara Hilson

Introduction

Anaphylaxis is an acute, type I allergic
reaction resulting in a systemic and life-
threatening inflammatory response (1-3).
This widespread hypersensitivity occurs due
to a trigger that produces either an
immunological (production of IgE and IgG
antibodies) or non-immunological (non-IgE
mediated) response (1). In both cases, mast
cells and basophils release inflammatory
mediators that can cause adventitious
changes to the skin, mucosa, respiratory,
cardiovascular and/or gastrointestinal
systems. Anaphylaxis is commonly
recognised by signs and symptoms involving
two or more of these systems (1,3).

With every 3 in 100 adults suffering from
anaphylaxis, it is essential that triggers are
identified and avoided to prevent these
potentially fatal reactions (3). Although
uncommon, cholinergic urticaria and cold
urticaria are a form of hives that can be
induced by an increase or decrease in body
temperature, respectively (4-6). Fluctuations
in core body temperature can be provoked
by factors including exposure to cold or hot
environments, exertion, exercise, or even
strong emotion (2, 4-6). In some
circumstances, cholinergic and cold urticaria
have been reported to develop into non-

immunological anaphylaxis whereby this
inflammatory response manifests from
solely urticaria, into signs and symptoms
involving multiple systems (4-6).

Due to the infrequent and underreported
nature of cholinergic and cold urticaria
induced anaphylaxis, health professionals
often overlook this trigger as being
idiopathic anaphylaxis (4). As a result,
patients can experience a four-to-five-year
delay in diagnosis, resulting in a high risk of
reoccurrence and poor quality of life in the
interim (3-4). As anaphylaxis is commonly
encountered in the prehospital setting and
with prevalence continuing to rise (1-3), it is
essential that paramedics can recognise and
thus remove all triggers for the effective
treatment of the patient (1).

The Case

Paramedics were dispatched at
approximately 1930 to a 23-year-old female
experiencing symptoms of a reaction.
Following a hot shower, the patient self-
presented to a pharmacy for health advice
due to a sudden onset of widespread
urticaria, oedema, abdominal cramping, and
shortness of breath. Concerned about the
patient’s symptoms, the pharmacist called
emergency ambulance
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services. On arrival, the paramedics noted
that the patient was hypotensive at 80/50,
tachycardic at 120bpm, and she reported
feelings of constriction in her throat. . During
the assessment, the patient denied any
known allergies, however she had
experienced a similar urticaria from an
unknown trigger two days prior, which was
treated and resolved with antihistamines.
Following an assessment and consideration
of the patient’s signs and symptoms, the
attending paramedics administered 500
micrograms of intramuscular adrenaline at
2000 hours to treat a primary diagnosis of
anaphylaxis. Despite the adrenaline causing
a mild side effect of shaking, it resolved all
symptoms and normalised vital signs. This
was the patients first experience of
anaphylaxis. Allergy testing later showed
that this anaphylactic episode was initiated
by exposure to heat from the patient’s hot
shower; this is commonly referred to as
cholinergic urticaria.

Discussion

Patients with an allergic sensitivity to
temperature may experience a spectrum of
reactions ranging from mild urticaria to life-
threatening anaphylaxis; this is dependent
on the size of stimulus and severity of allergy
(10). Generally, temperature induced
anaphylaxis is triggered by a sudden and
large decrease or increase in temperature,
such as jumping into cold water or a hot
bath (7). While cholinergic urticaria alone is
not indicative of anaphylaxis, it can
potentially progress into a cascade of multi-
system symptoms such as oedema,
gastrointestinal upset, bronchospasm,
hypotension, and tachycardia, which
accompanied this case and made the
administration of adrenaline necessary (4).
Although the pathophysiology of
temperature-induced anaphylaxis is not well
understood, the condition’s life-threatening
nature requires prompt management from
paramedics encountering this in the field
(11).

Furthermore, it is essential that recognition
and appropriate treatment of anaphylaxis is
not delayed when a trigger is unidentified in
the patient’s medical history (11). Gabrielli
et al. (2019) conducted a study that reported
at least 9.8% of anaphylaxis cases presenting
to the emergency department had no known
trigger. Similarly, the patient in this case
exhibited symptoms consistent with the
diagnosis of anaphylaxis, however the
inability to recognise heat as a trigger
resulted in delayed adrenaline
administration.

Adrenaline is particularly important in the
treatment of anaphylaxis as it has a rapid
onset and wide-spread effect on the body.
Adrenaline functions by inhibiting alpha-1
receptors causing vasoconstriction thereby
relieving hypotension, shock, and airway
oedema (8). The beta-2 adrenergic agonist
properties also work to palliate urticaria,
decrease mediator release and control
bronchoconstriction. Intramuscular
administration is the preferred route due to
its maximal pharmacodynamic effect of
adrenaline in 10 minutes, as well as the
decreased risk of cardiovascular
complications which may present with
intravenous adrenaline administration (9). It
is also recommended to employ the use of
antihistamine drugs and corticosteroids for
milder reactions or in conjunction with
adrenaline for severe anaphylaxis (9).

Individuals diagnosed with an allergy or
sensitivity to temperature are advised to
avoid the trigger, carry an EpiPen and wear a
MediAlert bracelet, similarly to those who
experience medical or food-related allergies
(10). The patient in this case had been
removed from the hot environment,
however continued to experience symptoms
of anaphylaxis until the first administration
of adrenaline. Although removal from the
trigger is encouraged in the management of
all anaphylactic reactions, with temperature-
induced anaphylaxis the consideration of
environmental conditions is particularly
paramount (5).



Conclusion

Cholinergic urticaria is underreported,
however incidences continue to increase
globally and thus it is important to educate
health professionals about this allergic
reaction and its potential to escalate to
temperature induced anaphylaxis.
Recognising the trigger of this life-
threatening allergic reaction is vital for both

the short- and long-term management of
this condition. However, it is also essential
that paramedics do not delay treatment and
the administration of adrenaline when a
trigger is not known or can be identified in
the pre-hospital setting. It is best practice to
have a low threshold for suspecting
anaphylaxis and treatment should be based
on the patient’s clinical presentation, as
opposed to their history.

For a full list of references please contact the 
Editor-in-Chief



Shooting For Change In Paramedicine 
Research

Words By Alexandra Mair

What are your immediate thoughts when I
say the word ‘research’?

Maybe, it is a scientist sitting in a laboratory
researching cures for diseases. Perhaps a
chemist mixing solutions?

But did you think of this?

Imagine standing outside of a shipping
container. You’re wearing a singlet that has
the capability of tracking your stress in real
time. You try to act cool, but you know that
they’re watching. They can see your heart
rate spike, your respiratory rate increase and
stress slowly growing. There is no hiding. You
talk to your partner. Make sure you have all
the gear you need, not knowing what to
expect.

Then, it starts. The military personnel run in
front of you, guns rapidly firing, securing
what is to be a dangerous scene. You’re
standing outside, palms sweaty, reciting
“ABC’s, ABC’s, ABC’s”. Then you hear, “Come
in!”

I sure didn’t think of that as research. But it
was what my first experience of being
included in a research project. A high-fidelity
simulation assessing our stress response and
much more.

There are two things that I have had
challenged during my time as a student
paramedic and nurse. Those being reflection
and research. I was the cliché student who
was disinterested in these topics and vowed
I would never dip my toe into this aspect of
the health profession. However, fast forward
four years and surprise, I have an affinity for
both. So, today I will be reflecting on my
introduction into research.

During my studies at university, research was
not actively advertised. It had not crossed
my mind until my 3rd year when I heard that
other students were involved in small
research projects. As a result of this, I never
got involved as I didn’t know where to start
or who to ask. I remained the student whose
attitude towards research was that it was
boring.

The major part of my journey into research
began with creating ‘The Student Paramedic
Podcast’. During my 3rd year, I was at a loss.
I shared many of the same questions as my
cohort about the paramedic profession. A lot
of these questions revolved around ‘Where
can the paramedic profession take me?’
‘How do I maintain my mental and physical
wellbeing with shift work?’ ‘What does the
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transition from student to graduate and
student to paramedic look like?’ ‘How can I
be the best student and clinician I can be?’
This was during COVID-19, when a lot of CPD
events were cancelled and it felt like
students did not have access to many of the
‘real-world’ learning tools or opportunity to
network with people to answer such
questions.

When exploring topics to discuss and people
to interview on the podcast, I came across
many currently practicing paramedics, who
were also completing research projects.
Areas that really piqued my interested and
those that related to the questions I wanted
to get answered on the podcast. I was
surprised to find that there were many
paramedicine related research projects1-3
relating to the importance of fitness and
wellbeing for the job, students undertaking

work in areas outside of traditional roles, as
well as the impact of paramedic work on
personal wellbeing. This showed me that
anything was able to be researched.

As part of scoping out guests for the
podcast, I asked Dr Sandy MacQuarrie,
senior lecturer, researcher, and paramedic,
to be a guest on the podcast. Much to my
surprise, Sandy said yes and encouraged me
to have the episode focused on students
engaging in research projects.

I was intrigued at this point. I had begun to
slowly change my attitude towards research
due to interviewing and reading about how
research can be utilised to answer the
questions I was endeavouring to get
answered. When I learnt that students were
being encouraged to participate in and lead
such incredible projects, I was hooked.
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I was inspired by these students (Joel, Elise,
Jasmin, and Chloe) who spoke about their
projects on the podcast, especially whilst
completing their paramedic studies
simultaneously. I hadn’t seen this kind of
professional culture before nor had I seen so
many students in one university being
encouraged to do so. To have a team of
faculty leaders so passionate about involving
students in this aspect of the profession is
incredible and very much needed for the
profession to evolve.

So, we did the podcast episode and it was a
hit. So many students who listened, did not
realise that this was something that they
could do whilst studying.

One of the behaviour changes I recognised
in myself after this discussion, was that
some of these studies included utilising
mindfulness techniques during simulations
that could be utilised operationally and how
to best prepare students for placement. I
quickly realised that to create meaningful
and tangible change within the profession
and at an organisational level, evidence-
based research is required.

Research can be fun and interesting. You can
study almost anything. If you want to change
something, you can almost always study it to
drive the change required.

This discussion with Dr. MacQuarrie and
these students provided an answer for one
of the questions that I endeavoured to
explore on the podcast, ‘Where can the
paramedic profession take you?’ Research
can be undertaken during university, upon
graduating, whilst waiting for employment,
or in conjunction to working. It can be done
informally with a team, or it can be a part of
an honours, masters, or PhD. There are
many avenues.

Paramedicine only became a registered
profession at the end of my first year in
2018. I didn’t understand the gravity of this

at the time. However now looking at
professions such as medicine and nursing,
these professions have had years of
research. Although students undertaking
medical degrees are encouraged to partake
in research as a component of the degree,
evidence of student involvement in research
within the paramedic field is limited4. It is
suggested that students may gain personal
benefit as well as enhance profession led
research. The long-standing research in the
medical and nursing fields have driven
evidence-based practice and enhanced the
scope of practice to drive positive patient
outcomes.

The paramedic profession is young. There is
so much room for anyone to begin making a
tangible change in this profession. Student
involvement and contribution in research
highlights the change from a vocational
educational training towards tertiary
education and the further progression of the
profession in the future5.

My attitude has evolved to realise that this
change and progression can only be done
with evidence-based practice. For the pre-
hospital environment to be considered equal
to the medical and nursing professions it
works so closely with, it needs a strong team
of students, paramedics, and academics to
navigate towards the same playing field.
Building an interest and passion for research
in students from their first year will take our
profession to the next level.

Our current academics and paramedics have
gotten the profession to where it is today.
Many students ask, ‘What will the profession
look like in 10 years’ time?’ I think that as
students and young clinicians, we get to
decide the answer to that and it starts with
research.

So, have I completed a research project yet?
Well, the answer is no. But I’m only just
beginning.
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I was involved in a research project shortly
after the episode about research aired. I was
invited along to be the crash test dummy for
a research project assessing the difference in
stress responses between high and low
fidelity studies (this is the study I refer to at
the beginning of this reflection).

This test day was a success, and I later came
back to assist in the data collection in the
real version of the study. This study utilised
‘Astroskins’ and ‘Hexoskins’ to collect all
biometric data including, but not limited to,
heart rate, heart rate variability, G-forces,
temperature, blood pressure, oxygen
saturations, respiratory rate etc. and plotted
the R-R data on a ‘Poincare’ graph to show
when sympathetic or parasympathetic
nervous systems activation occurred. I wore
one of these for the test day and it was an
invaluable experience seeing numerical data
about my stress response correlating to my

perceived stress and how it impacted my
clinical performance.

I never thought that research could ever
look like this. This experience has proved to
me that research can be both fun and
challenging, yet an integral part to changing
all aspects within the healthcare profession.

So how do you start to get into research?

Start talking to and networking with those
who are undertaking research in the field.
Reach out to your faculty staff, network with
those who are conducting research, start
looking at different studies that have been
done that pique your interest and think
about things that you’d like to change and
how that could become a study.

The research world is extensive and if I have
learnt anything, it is that there is a project
for anyone to sink their teeth into.
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Diabetic Ketoacidosis and Hyperosmolar 
Hyperglycaemia

Recognition and Management in Paramedic Practice

Words By Taneisha Beckton

Diabetes mellitus (diabetes) is a common,
and important endocrine disorder
characterised by defective insulin production
and/or action1. Whilst there are several
subtypes of diabetes, it is largely categorised
into Type 1 and Type 2. Type 1 diabetes is
most commonly caused by a failure to
produce insulin as a result of autoimmune
destruction of pancreatic beta cells. On the
other hand, the development of type 2
diabetes has been attributed to increased
insulin resistance and reduced insulin
production as a result of adaptive changes to
target tissues (1,2).

The prevalence of diabetes is increasing and
is becoming a major global health
problem(3,4). In Australia, 1.24 million
people are registered as having diabetes and
an additional 500,000 are estimated to have
undiagnosed diabetes(3). The progressively
increasing number of people diagnosed with
diabetes requires the development and
provision of more resources to manage the
disease and its complications(4). The
implications of diabetes on the health
system are widespread and include both
acute and chronic complications. Patients
experiencing acute glycaemic complications,
most frequently severe hypoglycaemia and
hyperglycaemic crises, will often seek

emergency medical assistance(3).

Recent research has highlighted the
increasing demand for Australian emergency
service attendance to hyperglycaemic
cases(3). The seven-year community-based
observational study identified that although
prehospital emergency service attendances
for hyperglycaemia were less frequent than
for hypoglycaemia, the frequency of
transport to hospital for hyperglycaemia was
higher than for other conditions and much
higher than for hypoglycaemia(5). This may
be strongly correlated with the high
mortality rates associated with the incidence
of hyperglycaemic emergencies, such as
Diabetic Ketoacidosis (DKA) and
Hyperglycaemia Hyperosmolar State
(HHS)(6).

In the prehospital environment, DKA and
HHS are potentially fatal medical
emergencies which often present in the
context of uncontrolled diabetes(5). A
paramedics ability to recognise the
incidence of DKA or HHS is imperative to
facilitate timely management and reduce the
risk of adverse health outcomes including
myocardial infarction, stroke, sepsis, and
trauma(1, 5, 6).
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DKA occurs most commonly in individuals
with type 1 diabetes but may occasionally
occur in those with type 2 diabetes. DKA
results from an absolute insulin deficiency,
or relative insulin deficiency in the presence
of the increased release of
counterregulatory hormones (glucagon,
catecholamines, cortisol and growth
hormone) (2,7). The release of these
hormones worsens insulin resistance and
causes further impairment of insulin
secretion (2,7). Insufficient insulin
concentration impairs the uptake of glucose
into cells for energy, thereby resulting in a
shift to metabolise triglycerides and amino
acids instead of glucose2, (8). The
consequential release of ketone bodies
lowers blood pH leading to the onset of
metabolic acidosis(2).

As a result, there are distinctive clinical signs
and symptoms which may manifest in the
onset of DKA. Upon assessment, DKA should
be suspected when blood glucose levels
(BGL) are greater than 10mmol/L and blood
ketone levels are greater than 1.5mmol/L (2,
9). The provisional diagnosis of DKA is
further justified in the presence of polyuria,
polydipsia, and evidence of dehydration2,
10. Moraes and Surani suggest that a
combination of the aforementioned signs
and symptoms, combined with
gastrointestinal, neurological, and
cardiovascular involvement are pertinent
indicators of the onset of metabolic acidosis.
Such signs and symptoms may include
nausea and/or vomiting, abdominal pain,
altered level of consciousness, tachycardia,
and hypotension. Once metabolic acidosis is
prevalent, compensatory mechanisms such
as tachypnoea, and in severe circumstances,
the presence of Kussmaul respirations may
evolve(2, 8, 9).

Contrastingly, HHS is most prevalent in
individuals with type 2 diabetes, or in some
instances, in those without a diagnosis of
diabetes(2). In HHS, there is a sufficient
concentration of circulating insulin which
prevents the onset of ketosis and

consequent acidosis(7). However, the
acceleration of glycogenolysis,
gluconeogenesis and reduced peripheral
uptake of glucose results in a significant
hyperglycaemia state(2). The clinical
manifestations of HHS are in some ways
similar to that of DKA, in that an incidence of
polyuria, polydipsia and evidence of
dehydration are pertinent indicators of
HHS(10). These symptoms, combined with a
BGL of greater than 30mmol/L without
significant blood ketone levels, should elicit
an index of suspicion of HHS among
clinicians(2). Generally, the impacts of
extreme dehydration and hypernatremia and
in severe cases, renal failure, causes an
altered mental status of patients suffering
from HHS (2,7). Prehospitally, the
management of HHS is very similar to DKA
with replacing fluid deficits and transporting
to an appropriate hospital for ongoing
management.

Diabetes is a highly prevalent chronic
disease within Australia and requires large
amounts of resourcing, education, and
treatment regimes. Diabetic emergencies,
including hyperglycaemia, are frequently
encountered by paramedics in the
prehospital environment. Whilst they are
often a result of poor diabetic management,
it is crucial that paramedics are able to
recognise the pertinent signs and symptoms
of both DKA and HHS to facilitate prompt
treatment and management of such medical
emergencies.

For a full list of references please contact the 
Editor-in-Chief



6 Key Lessons on the Health of 
Australian and New Zealand Paramedics

Words By Simon Sawer

Previously I had written that paramedic
health and wellbeing was terrible . Turns out
I was wrong, its actually much worse than
that.

Recently we published the result of a
systematic review of the literature on the
incidence, prevalence and trends in health
outcomes for paramedics working in
Australia and New Zealand. We reported on
every health outcome we could find in the
literature, while attempting to limit this
study to paramedics working primarily with
state-based public ambulance services.

We reported on three key outcomes:

• Prevalence – or the proportion of
paramedics who meet criteria for the
health outcome during the period of
study (a useful as a measure of how
many paramedics are diagnosable with
the health outcome at any given time)

• Incidence – or the proportion of
paramedics who developed the
condition during the period of study
(useful as a measure of how many
paramedics are expected to experience
the health outcome), and

• A best estimate of the prevalence or
incidence for each health outcome –
which we generated from the results of
the available studies, using both the
recency of the data as well as the
methodological quality of their study as
key determinants

When publishing research you mostly want
other researchers to read your work, but in
this case I want other Paramedics to read
and understand the implications of this
piece of work. Therefore, this explainer isn’t
aimed at researchers, it’s is aimed at
Paramedics. While the study was aimed
specifically at paramedics from Australia and
New Zealand, the data is relevant to
Paramedics worldwide, and in this I’m
including PTOs, EMTs, ESOs, Paramedics,
Intensive and Flight Paramedics, and
Community and Extended Care Paramedics.
All of us.

There was a lot of data that had to be sifted
through, categorised, and evaluated. I
learned a great deal, not just from the
outcomes we generated, but also from the
process itself. So, here are 6 key lessons I
learned from studying the health of
Australian and New Zealand Paramedics:
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1. Our health is bad

For anyone who hasn’t looked at our article,
here are some stats for you:

• Over half of us are overweight or obese
(57.3%)

• 4 out of 5 of us have poor sleep (80.6%),
and over half are fatigued (55.6%)

• 2 out of 5 are at high risk for Obstructive
Sleep Apnoea (41.5%)

• Between a third and a half of us are
totally burnt out (33.3% - 56.4%
depending on the measure used)

• 16% of us have a current diagnosis of
depression (and around a quarter can
expect to be depressed at some point in
or after their career [26.5%])

• 13.8% of us have a current diagnosis of
anxiety (and 21.0% can expect to be
diagnosed)

• About a third of us have High – Very High
distress (29.0%)

• 8.9% of us have a current diagnosis of
PTSD (and 12.4% can expect it at some
point)

• 26 paramedics for every 100,000 will
complete suicide (which is 2.6 times the
Australian National average)

• 5 paramedics for every 100,000 will die
from drug-related incidents, and 9 will
have a workplace fatality (mostly MVA
related)

• 141 paramedics for every 1,000 will have
a workplace injury

And let’s not forget, all these figures are
expected to be underestimated.

We are in the highest band for almost all
these health outcomes when compared with

the general public, and most other
occupations, including other healthcare
services and other emergency services.

As a disclaimer here, I will note that we
mention in our review that the
methodological quality of the studies we
included was often classified as low. The
data was also often quite old. This means we
can’t rely on the data to be a true reflection
of the current state of paramedic health, but
it is the best publicly available research data
we have to rely on at the moment.

2. We really don’t know a lot or anything at
all about several health outcomes

We listed all the quantifiable health
outcomes we could find in the data.
Admittedly we may have missed some
research, but we have no idea about health
outcomes I’d expect to be a problem for
paramedics, such as cardiovascular health,
cancer, reproductive outcomes, and
relationship wellbeing (which includes
witnessing, experiencing, and perpetrating
family violence).

This is a huge gap in the literature.

3. We really don’t have much trend data, so
we don’t know if things are getting better
or worse for a lot of health outcomes

The only reliable trend data we could
identify was related to workplace injury. For
all the other health outcomes there was
either only a single data point, or repeated
measures weren’t reliably comparable. Add
to this that now covid has come and made
everything harder, we can expect things
have probably gotten a lot worse.

Incidentally, while workplace injury is
trending down, the driver behind this is
almost entirely upper body musculoskeletal.
Other workplace injuries either aren’t
changing, or they are actually increasing,
such as with mental health claims.



4. We really don’t know much at all about
the interaction between different health
outcomes

Very few of the studies looked at the
interplay between health outcomes. There
were some examples of studies looking at
multiple health outcomes, such as Beyond
Blue’s National study on emergency service
workers, and a great study by Khan et al
[which you should read, linked here ]. But
primarily we are only studying health
outcomes in isolation, which is
understandable from a research perspective,
but not ideal from a ‘that’s not really how
health and wellbeing works’ perspective.

5. We aren’t doing enough to study the
association between health and wellbeing
and human factors

In the included studies, reporting on health
outcomes by gender, sexuality, work
location, and First Nations status or ethnicity
was rare. This is important to study, as we
know that gender and sexuality play a role in
BMI, burnout, and suicidality, and that
location of work seems to be related to
suicidality. We also know that’s women’s
health is understudied. First Nations status
was not considered in any of the studies
included in this review, so we really know
nothing about the impact or experience of

the role for Paramedics identifying as First
Nations or Indigenous.

6. We really don’t know what is driving the
health outcomes (but I do have a strong
suspicion)

From the available data in our study, it’s not
really possible to determine what is driving
the health outcomes. This was out of scope
for our research, but nonetheless it’s worth
noting that the studies we have included
mostly don’t provide any reliable insight into
why the health outcomes are occurring.

It’s quite difficult to study this in general, but
there is mounting evidence that workplace
factors are a key driver. By this we mean it’s
not just what we see, hear, smell, touch and
do, but the conditions we work under and
the employment practices of ambulance
services

What should we do with all this
information?

This is our data, and this is our health and
wellbeing. We as Paramedics need to own
this data, and we need to own the response.
We shouldn’t wait for ambulance services to
recognise this problem and take action, we
should take charge and we should drive the
necessary research and changes so that we
can be healthy and happy in our profession.



As I’ve just pointed out, we have a lot of
gaps in what we do and don’t know. So,
what do we need to answer these
questions? A National, longitudinal study
would be a really good start, and would
allow us to put the most effort into the areas
needing rapid changes.

Such a study needs to look at key research
questions like:

• What is driving poor paramedic health?
And when does it start? Is it the nature
of the work, employment conditions or
organisational policies? Or is it
something to do with the kind of people
who are attracted to a career as a
Paramedic?

• What is the full spectrum of Paramedic
health outcomes we need to be
concerned with? We know enough to say
that mental health and suicidality is a
huge problem, but what about cancer?
What about reproductive outcomes?
What about cardiovascular health? What
about relationship health? We really
don’t know much at all about these
kinds of health outcomes.

• What human factors are associated with
health outcomes, and what can we do to

ensure the health and wellbeing of all
Paramedics is considered, with respect
to individual needs and experiences.

• How do the different health outcomes
interplay and associate with one
another? For example there appears to
be a link between fatigue and mental
health in paramedics, and there is good
supporting literature to demonstrate the
associations. But what we can’t say for
sure is in which direction the association
occurs for Paramedics. Do we start out
fatigued, and then become more
susceptible to mental health outcomes,
or does it work the other way around?

Data from such a study will help us identify
which priority areas of health need actioning
now, and can provide useful baseline data to
measure the impact and effectiveness of
interventions aimed at improving health.

What I think is most important is that we
need to take charge of our own health and
wellbeing. We can start this process by
taking control of our data, and pushing for a
National, longitudinal study on health. And
we can use this data to drive change, to
ensure that Paramedics (and their families
and friends) aren’t the ones expected bear
the burden of this career on their health

For a full list of references please contact the 
Editor-in-Chief



An Aussie Paramedic in Canada

Words by Rowan Campbell

It was the end of 2019 and the Queensland
University of Technology (QUT) graduating
Bachelor of Paramedic Science class
desperately scrambled to apply for every
Paramedic job available in Australia. As the
graduation ceremony loomed, it dawned on
us that thousands of paramedic graduates
throughout Australia had just done the
same. Competition was going to be fierce.

Looking back, the only openings available at
the time were with the ACT Ambulance
Service (five positions), SA Ambulance
Service (20 positions) and the NSW
Ambulance Service (unknown positions).
One failed ACT Ambulance exam later due to
my study mentality of ‘she’ll be right mate’,
and no dice with SA Ambulance, I knew I had
to start considering extraordinary
opportunities abroad. Fast forward to
March, 2020 and I had moved to NSW to be
a part of the very first COVID19 intake crew
with the NSW Ambulance Service. Less than
30 of us landed our dream job in a time of
complete uncertainty. I left my six weeks of
training with some lifelong friends. However,
I knew I wanted more. I wanted my new
career as a paramedic to be something
significant. As a self-proclaimed gypsy and
someone who has now lived in five different

cities, it felt right that (despite the global
pandemic) my next adventure would be in
Canada.

Shortly after getting my new graduate
posting on the Central Coast of NSW, I
applied for a paramedic role with the British
Columbia Emergency Health Services
(BCEHS). Coupled with my most praised
tinder photo of me in uniform holding
someone’s beautiful dogs, I sent off my
BCEHS application. Fast forward one year
and I was handing in my resignation letter on
graduation day to the NSW Ambulance
Service and booking my flights to
Vancouver.At the time of writing this, I have
been with the BCEHS as a Primary Care
Paramedic (PCP) for close to eight months
and have lived in Vancouver for 11 months.
The application process for BCEHS was very
straight forward and, despite the
complexities of COVID19, it took
approximately eight months to receive my
job offer. Charlie, who was part of the Talent
Acquisition Team within the BCEHS was
exceptional and stuck with me every step of
the way. Despite hitting every possible
roadblock imaginable, our perseverance
became a success story.
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For any paramedic considering the move to
Canada, I strongly recommend jumping onto
a website called
internationalparamedics.com. This website,
put together by Leon Baranowski and
Richard Armour (both influential and
experienced paramedics), is an extremely
useful resource and it will guide you every
step of the way. The biggest challenges I
faced (apart from the global pandemic, visa
woes, lack of international flights, delayed
processing times on all legal and non-legal
documents and, at the time, Australia’s strict
closed border policy) was navigating the
paramedic licensing processes in Canada.
The question I get asked by every paramedic
looking to work here in British Columbia (BC)
is what paramedic license level they should
apply for. The Canadian Organisation of
Paramedic Regulators (COPR) is used by
provincial paramedic regulators to grant
registration and licensing to international
individuals in order to practice as a
paramedic. In BC, the three main paramedic
license levels are Primary Care Paramedic
(PCP), Advanced Care Paramedic (ACP) and
Critical Care Paramedic (CCP). The ACP role
within the BCEHS is to that of an Intensive
Care Paramedic in Australia. The COPR
utilises the 2011 National Occupational
Competency Profile (NOCP) to assess
international paramedics and ultimately
determines what level you can work at. Both
the COPR website and International
Paramedics website has an assessment tool
to help determine what level you stand at.
The Paramedic Science Bachelor Degrees
offered throughout Australia are held to a
very high standard. However, when
completing the NOCP assessment, many of
those who hold these degrees fall short of
the ACP license but well above the PCP
license.

So where is the shortfall? The ACP level in
Canada and BC offers a huge scope of
practice. This scope includes complex
procedures such as cricothyrotomy,
intubation, cardiac pacing and cardioversion,
and a large arsenal of drugs at your disposal.

Picking what level to apply for is completely
dependent on what your degree offered and
if you have an professional experience. The
consensus is that most Paramedic Science
Bachelor Degrees in Australia lack formal
education on advanced airway procedures.
Subsequently, I fell short on being able to
apply for the ACP license due to this. My
strong recommendation is to undertake any
course you have a deficit in that is required
to meet the ACP level as based on the NOCP.
Acquiring the ACP license before you move
to Canada will save a world of hurt and
hassle down the track. If you have
professional experience, a formal letter
written by someone with some shoulder
weight, detailing your role and experience
will go a long way.

Once the COPR has determined what level
you can practice at, the information will be
passed to the province you have chosen to
work in. The corresponding Provincial
Licensing Board will review the application
and issue the appropriate paramedic license.
Once you have acquired your license, the
application process is straightforward. Most
paramedics are initially employed on a
casual/part-time basis within the BCEHS.
Don’t let that deter you from coming over.
The flexibility that the service offers is
second to none. In my time here, I have had
the privilege of seeing more of BC than most
locals. Whilst travelling around, I often pick
up the odd shift at any ambulance station I
pass by. The level of flexibility offered by
BCEHS has allowed for a substantial amount
of self-growth and given me a significant
insight into the true meaning of a work/life
balance. The casual PCP role allows for an
easy transition to focus on learning the
BCEHS protocols and, most importantly,
learning to drive the ambulance on the
wrong side of the road with the steering
wheel on the wrong side of the vehicle. Trust
me, I have ended up on the wrong side (right
side?) of the road multiple times and it has
taken five months to be completely
comfortable driving.



Overall, my experience with the BCEHS has
been incredible. The service is undergoing
significant and progressive changes with a
huge amount of opportunity to get involved
in all capacities. Through the hard work of all
those involved within the BCEHS, on the
ground and in management, the importance
of emergency prehospital care is emerging
and it is a very exciting time to be a part of
the service.

As I now study for my ACP license and wait
for my ACP application to process within the
BCEHS, I can’t help but reflect on my chaotic
decision to leave NSW Ambulance and fly to
Canada during a global pandemic, essentially
risking it all. This was the best decision of my
life. There are countless opportunities

awaiting within the service and simply being
a part of the BCEHS gives visa holders the
rare opportunity to gain Canadian
permanent residency very quickly.

Without risk there is no reward, and
ultimately my experience with the BCEHS
has been nothing short of amazing. I can say,
without a doubt, that BC is one of the most
beautiful places on earth. A job with the
BCEHS allows you to experience everything
that is on offer in an extraordinary capacity. I
am living my best life, and the BCEHS
welcomes Australian paramedics with open
arms.



Mentoring as a capacity building strategy
for the development of Paramedicine

Words By Hannah Gray BParamed, GradCertEd

Within the Paramedic profession, mentoring
is often utilised as a capacity building
strategy to assist students and experienced
paramedics to further progress their clinical
and social workplace capabilities. Commonly
within the Australian system, mentoring
relationships within paramedicine in
contemporary professional programmes are
between a university student and a qualified
Paramedic. However, mentoring can occur
when any more highly skilled or more
experienced clinician provides guidance to
assist another individual’s development (1).
Additionally, post goal completion the
mentoring relationship is often not
terminated, and instead continues to
develop and adapt (2). Within paramedicine,
specifically for university students, the
mentoring relationship generally has a
duration of 2-8 weeks whilst the student is
undertaking clinical placement (11). Post
placement completion, many students
remain in contact with mentors to enable
ongoing feedback and development, further
progressing their clinical and social
capabilities. These mentoring relationships
may allow student paramedics to continue
to develop their fundamental skill set to
effectively and efficiently make decisions,
utilise acquired knowledge to justify clinical
reasoning and improve their ability to
articulate an appropriate management plan

(1). With these outcomes in mind, it is
important to consider appropriate and
effective frameworks on which to scaffold
these learning objectives. One such
framework is: Kram’s Mentoring Model.

The model in which mentoring within
paramedicine best relates to is ‘Kram’s
Sponsoring Model of Mentoring.’ This model
utilises a 4-stage approach (3):

- Initiation

- Cultivation

- Separation

- Redefinition

Typically, this model is utilised over a period
of up to 36 months, however in
Paramedicine, university students are faced
with an accelerated version over a period of
up to 8 weeks. While the time difference is
significant, the processes of mentoring in
paramedicine still closely relate to those
presented in the model.

Stage 1 This phase involves the initiation of
the relationship, founded on trust (4). After
the trust relationship has been established,
the participants can begin discussing their
goals and objectives
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for the relationship (9). To ensure
communication is clear, both parties must
listen and be understanding of each other’s
goals and be able to share and reflect on
how these goals can be accomplished within
the relationship (10). This initial discussion
can assist in strengthening the trust
relationship, as it allows participants to
become more confident and comfortable
with each other’s goals and enhances
mutual trust and respect for one another
and the mentoring process (9). For
paramedicine students, this stage involves
sitting down with their mentor/s and
discussing goals and objectives for their
duration on placement. This may include
highlighting weaknesses, to ensure clarity
regarding the intended mentee learning
objectives and ways in which they may be
achieved.

Stage 2 The cultivation stage is where trust
and confidence within the relationship
continues to grow between the mentor and
mentee (3). During this stage, it is crucial
that the mentor is able to assess and identify
the mentees weaknesses, then offer
feedback and assistance towards
overcoming limitations. Mentors should
facilitate alternatives for the mentee to
assist them with overcoming challenges and
barriers (4). An example could be, if the
student was struggling with their
interpersonal communication. An effective
mentor could identify this limitation, and
then actively engage with the student to
discuss some techniques and skills to
overcoming this. The mentor should then
continuously monitor how the student is
performing and provide ongoing feedback
and assistance. This stage can include the
completion of goals however the mentoring
relationship should continue to develop
despite goal completion.

Stage 3 The separation stage of Kram’s
mentoring model (3) generally takes place
prior to the conclusion of a mentoring
relationship. This stage incorporates the
formulation of an ongoing learning and

development plan, to ensure the mentee
understands how they are currently
performing, and the steps required to
achieve the performance level they desire
(5). For mentoring relationships in
Paramedicine, this stage takes place at the
conclusion of a student’s time on clinical
placement and is often in the form of a
supervisor report. This report specifically
targets the assessment of the student’s
performance, and feedback of their
progression throughout their time on
placement. It is also suggested to mentors
that they provide some suggestions for the
students ongoing development and learning
post placement, to ensure they continue to
enhance their abilities in between
placements and their evolution to qualified
Paramedic.

Stage 4 The final stage of Kram’s mentoring
model is redefining (3). This stage generally
occurs at the conclusion of the relationship,
where the mentor and mentee begin a
professional peer friendship (10). Whilst still
maintaining mutual trust and respect for one
another, this change in relationship status
allows for an ongoing mutual friendship that
enables participants to share experiences
and ongoing developments (9). This is not
always possible for paramedicine students,
as occasionally the mentoring relationship
was unsuccessful and neither party wish to
stay in contact, however it is encouraged by
tertiary institutions where appropriate. The
continuation of a professional peer
friendship allows the student to express new
experiences with their once formal mentor,
and ask for ongoing feedback and advice as
they progress through their studies and
towards course completion.

What does ‘Mentoring’ mean for
Paramedics?

A mentor is defined as an “artist of
enlightenment” and “trusted and
experienced advisors who have direct
interests in the development and education



of other individuals” (6). Specifically in
paramedicine, mentoring has been defined
as an admirable figure providing guidance to
assist the development of other individuals
(1). Together these definitions allow for an
understanding of the founding principles of
mentoring relationships, based on the
sharing of knowledge between experienced
and less experienced persons. Mentors in
the field of prehospital medicine are those
that demonstrate desirable qualities and
characteristics (2). A mentor is to act as a
role model and assist the mentee in
achieving professional and personal goals,
while sharing experiences and knowledge to
enhance the mentees experience within the
relationship.

In the majority of jurisdictional ambulance
services and paramedic industry positions,
“students are reportedly mentored by staff
who do not understand the underpinning
theory of their profession sufficiently to fully
support their students’ development” (7).
Clarke (7) then discusses that together with
the apparent deficits of knowledge, “the
nature and level of the professionalism and
attitude of supervisors has also been shown
to impact on the ability of students to
develop as independent practitioners” (7).
One suggested framework to correct these
recognised issues is that of the Practice
Educator Model, actively utilised in the
mentoring practice of the London
Ambulance Service (LAS). The model utilises
a holistic approach that encompasses the

ideal roles and values of a successful
practice educator. Paramedics of LAS that
wish to be a practice educator for university
students must complete the paramedic
practice educator course, designed and
delivered by the College of Paramedics (8).
As demonstrated in the College’s course
overview, aspiring educators are provided
with the opportunity for understanding of
the founding roles and values of an educator,
together with an understanding of
experiential development and the
importance of the ability to utilise previously
acquired knowledge, the ability to apply this
knowledge to new experiences, and to allow
for further learning opportunities. Outcomes
demonstrate the significant enhancement of
a paramedic’s ability to provide adequate
mentoring actions and values, and overall
improved the university students experience
whilst completing clinical placement (8). As a
result, Lecturers from the University of
Hertfordshire’s Paramedicine faculty
observed an overall improvement in their
students’ capabilities and confidence as an
independent practitioner (8). The utilisation
of this structured education process within
Australian state ambulance services has the
potential to provide paramedics and
university paramedicine students with
similar improvements and enhanced
professional development.

For a full list of references please contact the 
Editor-in-Chief



The Flourishing Paramedic
Distinguishing between mental illness and mental health

Words By Leigh Anderson

The absence of mental illness such as
depression or anxiety does not mean that a
person is mentally well and flourishing in
life. One thing that has stood out for me as I
progress through my career and improve as
a paramedic is that mental health and
mental illness exist as separate continuums.
Becoming aware that to be a good
paramedic I must first have good mental
wellbeing is paramount.

Mental illness is more concerned with
disease; it is a general term that refers to a
group of illnesses that significantly affects
how a person behaves, thinks, and interacts
with the world. It is diagnosed by
professionals according to a standardised
criterion (1). Types of mental illness include
clinical depression, PTSD and anxiety;
something as paramedics we are very
familiar with. Positive mental health on the
other hand is something we do not focus
much time on. Mental health is a broader
term that incorporates functioning beyond
the threshold of clinical syndromes like
anxiety and depression (2). Criteria that
support good mental health include positive
self-esteem, warm and trusting
relationships, motivation, and openness to
learn from challenges and improve as a
person.

Thus, mental health could be considered as
a state of successful performance of
psychological functions, resulting in
productive activities, fulfilling relationships
with people, and the ability to adapt to
change and cope with stress (2).

When I was a student, I was constantly
advised by the ‘good’ mentors to avoid the
cynical or pessimistic paramedic as they will
inevitably drag you down and you will get
caught in their collective rumination. I have
come to define these paramedics as
languishing. From my observation, the
languishing paramedic has become more
common than we are comfortable to admit.

Languishing may be conceived of as
emptiness and stagnation, describing those
who are languishing as not mentally ill, but
having little signs of health and positivity (3).
Languishing paramedics are the ones who
are there in body but not in mind. They can
function and complete their tasks, but not
with a high level of effectiveness or with
high satisfaction. They turn up to work on
time, however usually a minute before the
start of their shift, and they can function
well enough to get by, but that’s it.
Languishing is not mental illness, but rather,
a state where you feel aimless (3).
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Elaborating on this, a paramedic who lacks
motivation to do their job, is impatient, is
poorly engaged, dispassionate about their
work, and will lean towards the negative
rather than the positive.

Obviously, we are interested in developing
paramedics who instead of exhibiting the
negative aspects of languishing; flourish with
a sense of direction and meaning towards
their work. The positive that we can take
from the languishing paramedic is that the
majority of people languishing don't need
therapy because they don’t have a mental
illness; they need support to develop their
resourcefulness – to get unstuck. The
strategy then should be to have flourishing
as our goal and to understand that there is a
continuum that extends from suffering, to
languishing through to flourishing (4).

A flourishing paramedic is one that is self-
accepting. They can form and maintain
supportive, warm, and trusting relationships
with their patients. They see themselves as

becoming a better person. They have a
sense of direction or meaning towards the
work they are doing. They are able to shape
and influence the world around them. They
believe that they are in control of what
happens, rather than relying on luck or fate.
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Underestimated and Underutilised....
The Private Paramedic Sector

Words by Ekaterina (Kat) Puzanova

If you were to ask most paramedicine
students to describe the work of a
paramedic, the answer would often be
flashing red and blue lights, sirens, speeding
through traffic, and saving lives. Also to add
to the experience, geriatric falls, night shifts,
ramping and that overwhelming sensation of
fatigue. To generalise like this in some ways
is unfair, as no singular paramedic
experience is like another’s, but neither is
the experience of a paramedic working in
the private sector.

During our studentship, the vision that keeps
many of us going is the idea that we would
one day be standing by an ambulance in a
crisp new paramedic uniform. But this one
dimensional fixation on the ambulance
aspects of paramedicine shelters us from the
opportunities that present to paramedic
graduates. The private paramedic sector is
an opportunity often overlooked, unknown
and misunderstood. Private sector
paramedics currently make up 19.1% of all
paramedics in Australia(1). Private sector
paramedics are already utilised to fill gaps
during increased demand of medical and
health services and in fact, between 2008
and 2015, the demand for paramedics rose

by 29.2% (2). As recently as 2022 when parts
of South East Queensland and New South
Wales experienced dramatic flooding,
private sector paramedics were called in to
provide additional support, wound care,
tetanus shots, health checks and to provide
general reassurance to the affected
communities(3).

Further to this, private paramedics are also
often employed to supervise and cover
major events. This mitigates ambulances
being used for non-emergency reasons, and
provides an almost immediate professional
clinical care when and where it is required.
Recently an attendee of a major event in
Brisbane went into cardiac arrest and within
minutes, two private paramedics attended
and provided resuscitation care prior to
ambulance arrival(4). Similarly, an incident
occurred during an NRL game in which
private paramedics provided emergency care
to a player that had suffered a life-
threatening laryngeal injury, which
ultimately culminated in lifesaving
interventions being applied(5).
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n Australia 82% of paramedics work in
metropolitan settings, regional centres, or
large rural towns and typically in pairs (1). In
contrast, private paramedics often work by
themselves in a variety of challenging and
unusual environments. Some notable private
paramedic classifications that work
independently and autonomously include;
industrial paramedics, rig medics, mine
paramedics, maritime medics, filmset
medics, offshore medics, and event
paramedics(6).

Each with its unique environment to work in,
the experience of a private paramedic is
varied. Working solo means that paramedic
must keep up to date with literature and the
skills relevant to their niche area. Particularly
when they are not able to access DTPs, CPGs
and medical consults. Private paramedics
are often subjected to further training in
their specialised fields in order to maintain
high focus on patient safety. A gap in
paramedic student education identified by
Williams et al.,(7) is interprofessional
practice; the reason being that most
universities take an isolative, uni-
professional, ambulance-centric approach to
their education. This results in paramedic
graduates being less willing to engage in

other roles, or with other healthcare
professionals in interprofessional learning.
This can cause misunderstanding of systems
and processes, and also underestimating the
roles of paramedics and other health care
professionals in these roles(8). Since
identification of this gap universities have
started to address it by adjusting the
paramedic curriculum to include more
interprofessional learnings (9).

Paramedicine students often begin their
paramedicine journey by dreaming of
working within a jurisdictional-based
paramedic service. But there are so many
other opportunities and options within the
expanding field of private sector
paramedicine to be considered. These
shouldn’t be viewed as competing fields, but
as ones that can work together for the
broader benefit of society. Jurisdictional-
based paramedics play a role in emergency
work and patient transport, while private
sector paramedics can be there at events,
attending to disaster relief or servicing
industries where paramedics are required.

Photo Credit: 1300Medics
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Student paramedics begin their preparation for placement the moment they step foot on
campus. However, it only begins to feel real when the anxiety kicks in the week before you’re
due to start. Questions circulate in your head such as, will my mentors like me? What if my
skills aren’t up to scratch? Or the dreaded, what are the contraindications for that drug again?
This is when the nerves really set in.

In this profession, every day is unlike the last and every patient is unlike the next. Even with all
our preparation, it is the uncertainty of that next case that strikes a chord once a shift begins.
This is what got me thinking. How do we as students prepare and identify the need to adapt
our methods to suit every possibility? My first placement was not what you would call
‘exciting’. There were no cardiac arrests, major traumas, and /or births etc. Yet these are the
cases we are trained specifically for, our crème de la crème. However, what I was exposed to
were socially complex and challenging cases, mostly in the mental health domain. This
challenged my communication skills more than what I had anticipated. It became clear to me
quickly that the ability of a paramedicine student (or paramedic for that matter) to adapt their
method of communication to each individual patient was paramount. Yet this is a skill that is
not emphasised nearly as much as those in your ‘exciting’ cases.

So instead of sitting in the patient care seat on placement twiddling my thumbs in silence, I
asked myself how I could adapt quickly and comfortably? From what I’ve experienced,
emotional maturity, the ability to read social cues and general communication skills are a
must. However, our systematically based DRCABCDE approach only goes so far. It’s the
psychological and humanistic approach that needs to be adapted, learned, and utilised,
however in my limited experience, our training does not seem to cover this in enough depth.
Even sitting here on my first placement writing this, I felt the need to have an answer.
However, I don’t. But I believe the answer really is that there is no "one" answer. These cases
are complex, and our approach will always need adaptation depending on the situation. I think
from my experience, that really is the beauty of this profession and ultimately what makes a
great paramedic. Regardless of responding to the ‘exciting’ cases or possessing all of the
clinical theory required, a great paramedic continually develops and adapts their approach
through their career. This is how I began to work my way through these cases and how I
observed my supervising paramedics provide the best patient care possible during our shifts.
So to conclude, whilst my placement challenged me, it was the communicative and adaptive
skillsets in conjunction with clinical theory that challenged me the most. It truly ignited a fire
within me to become comfortable with adapting to situations that make me feel
uncomfortable and to always adapt/enhance my methods to provide the best patient care I
can. That is the type of paramedic I aspire to be.

The Paramedic That I Aspire to be

Words by Holly Simmons



Medic in Mogadishu

Words by Bruna Dessena

While working for a medical support company in
Mogadishu, Somalia was frequently in the news
because of all the bombs that were going off
amidst clashes between Al-Shabab and the
Somalian armed forces. Not a place for those of
a nervous disposition or who are easily
offended. I say this because, from the time you
land, you are assaulted by smells, sights and
sounds that are unforgettable, to say the least.
When you receive your ticket to fly on the
notorious Mogadishu Express, you get just a
ticket, not a seat number. You can be forgiven
for becoming suddenly disoriented when, as the
gates open, there is an urgent mass exodus
through one door, as if the Somalian Civil War
were right behind you. If that were not enough
to frighten you, we then board the plane at the
back via a small, one-person ladder. All the
Fatimas and Aishas bustle for a position, much
like in a rugby scrum, and they usually have four-
and-a-half kids in tow who are already used to
this dance.

When you arrive, the war begins. Not the war
outside the green zone where Al-Shabab is
fighting the Somalis, but the war of getting
through customs and obtaining your precious
luggage. First, you are herded into a room.
Tradition dictates that your luggage is kicked
down a concrete slope into this room, and a few
airport workers fetch the disheveled luggage and
place it in three neat rows. Then all hell breaks
loose as everyone yells and shouts and tries to
make eye contact with the luggage officials to
pass them their luggage. But the pièce de
résistance is when the main luggage official – an
old man dressed in an even older army uniform
and wielding a stick – sharply whacks any
passenger who dares to lean over to try and grab
their luggage. No one is safe – not men, women
nor children! Anywhere else in the world,
assaulting passengers in this way would result in
a hearing and a dismissal. In Mogadishu, this is
just another day at the airport.

While in Mogadishu, I worked at the military
camp located inside the green zone (safe zone)
next to the airport, as well as another site in the
city centre that fell outside the green zone. To
get to the city site, we had to don full protective
gear – helmet and bulletproof vests – and travel
in hot, armoured vehicles in a security convoy.
The reality of war is so very different to the
reality of working in somewhere like Hillbrow.
People are so desperate that they are paid less
than $20USD to let off a grenade in a
marketplace. They do this not because they are
terrorists, but because they are desperate for
money. The face of the enemy is impossible to
profile.

The day they stormed the UN offices situated
less than 50 metres from our compound, was
unforgettable; the explosion was like nothing I’d
ever experienced before. It was followed by
gunfire, which continued for over an hour as the
brave Somali soldiers kept the terrorists away
from the building. The shrapnel that flew over
our compound wall made it all very real. The
Somali soldiers are like nothing you’d expect as
far as soldiers are concerned. They don’t have
camouflage outfits, voice-activated radios, infra-
red glasses, or fancy backpacks. Instead, they are
dressed in long, flowing robes, wear flip flops,
and chew a lot of Khat to keep them awake.
They can sleep on the ground with no mat, and
despite their appearance, are as tough as can be.
We huddled in the corridor with our helmets and
bulletproof vests awaiting our private security to
give us instructions, but being in a compound
you are a sitting duck. One cannot but marvel at
the age of cellphones, as exactly 11 minutes
after the explosion, the first news broke through
the major online news outlets and we had
regular updates on what was happening on the
other side of our wall. That is the life of a medic
in Mogadishu.
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