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Editors Note

“OMG! Call a PARAMEDIC!” Whilst most
people are familiar with the idea that a
paramedic can be called in times of turmoil
to assist, the word, title or description of a
paramedic can mean many things to many
people.

Paramedicine has evolved from a historical
notion that paramedics work outside of a
hospital and provide emergency
transportation. However, the role of a
paramedic is one that is in constant flux and
the emerging trends of independent in-
hospital and out of hospital practice
continue to challenge the traditionall roles.

Paramedics are moving rapidly towards
evidence-based practice and higher
educational benchmarks meaning that the
level of care, available equipment and scope
of practice continues to evolve.

Having been operationally involved in the
delivery of paramedic care domestically and
internationally, paramedic education and
paramedicine development in low GDP
countries, I am excited to see where the
next decade takes our people. The Shift
Extension is now part of that journey. As a
publisher and content creator in the
paramedicine space we aim to support the
development of evidenced based best care
through the dissemination of paramedic
literature. And we want you along for the
ride.

As we continue our rolling online publishing
model, we have collated our second volume.
This volume is our first Summer volume and
contains fourteen new articles written by
paramedics, for paramedics.

I hope everyone stays safe out there through
2022 wherever you are working your shift.

Stay systematic, and thanks again for your
support.

Sunny

Editor-in-Chief



Table of Contents

Death Notifications in Paramedic Care

A Paramedic's Experience on a
Humanitarian Deployment

Tourniquets - squeezing out new
possibilities

Paramedic Ski Patrol in the Mountains

Reflections on Service

The Battle of the Snakes

When Human Rights and Health Care
Collide

Good Grief Bad Grief

High-Fidelity Simulation in Paramedic
Education

Human Factors in Paramedic Care

The Definition of Paramedicine

One Woman's Journey Through
Paramedicine

Assessing the Autistic Patient in
Paramedic Care

Ukraine Ambulances Patrol the 
Streets

Whilst every care has been taken to ensure
the relevance and accuracy of information,
the publishers and editorial team do not
accept liability for any error, omission or
misrepresentation of the information. Nor
does it accept any loss, damage, cost or
expense incurred by any person
whatsoever arising out of or referable to
the information displayed within this
publication. Where there is an opinion
expressed by the contributors this is not
necessarily the opinion of the publishers or
editorial team. Also, please understand
that whilst advertising and promotional
materials are used to fund the publication,
its presence it is not indicative of
endorsement from the publisher, editor or
editorial team. Lastly, the editor has the
right to omit or edit contributions for style,
space or legal concerns.

All articles published on The Shift Extension
- Paramedic Publishing are published under
a Creative Commons License

Explora Medical Media is the official
publisher of The Shift Extension -
Paramedic Publishing

© Explora Medical Media 2020

The Shift Extension is a free-to-
access, open-source publication 
that is committed to providing 
industry-relevant literature and 
information to enhance the 
development of the paramedicine 
profession through the sharing of 
information.

7

10

12

18

20

21

22

26

29

33

35

38

40

Cover Image by Steve Whitfield 

44



Death Notifications in Paramedic Care
The GRIEV_ING mnemonic

Words By Charlie Gadd

Introduction

Paramedics are often called to scenes
involving death and dying, and are tasked
with not only instituting life-saving
interventions, but also deciding when to
terminate their resuscitative efforts (1). In
Australia alone, there are more than 25,000
out-of-hospital cardiac arrests recorded each
year and, with a worldwide survival rate of
approximately 10%, many death
notifications (DN) are delivered by
paramedics in the field (2,3).

One of the most important aspects to
consider when caring for a deceased patient
is informing family and friends of the loss of
a loved one. DNs are one of the most
difficult and stressful messages that
paramedics have to communicate and are
often delivered after potentially long and
emotionally draining resuscitative efforts.
The negative emotions invoked by
performing DNs are also exacerbated by
having no margin for error as well as the
inability to develop significant relationships
with family and friends prior to delivery (4).

Each year, approximately 77% of paramedics
deliver at least one DN (5). In a study by
Campos et al, emergency services clinicians
who delivered 1-5 DNs in the previous 12

months had a 36% greater chance of
experiencing burnout, with those who
delivered > 5 demonstrating 73% greater
odds of burnout compared to clinicians who
had not delivered any (5). Additionally,
among paramedics who had delivered one
DN in the previous 12 months, those that
received DN training as part of continuing
education had a 29% reduction in odds of
burnout (5).

Alongside professional burnout, multiple
studies have described feelings of anxiety,
guilt, sadness, discomfort, or frustration
post-delivery that can result in the
development of mental health conditions
(6). Insensitively or inadequately handled
DNs can also impede survivors’ long term
adjustment, with higher rates of anxiety and
depression seen in survivors who received a
poorly communicated DN (7,8).

For survivors experiencing loss, receiving a
DN can be a lifechanging event (6). The
words and expressions used, characteristics
of the notifier, and setting it is performed in
can all significantly impact how survivors
cope with the bad news (3). From the
survivors perspective, the need for
improvement in clinician delivery of DN’s is
apparent (9). In a study of family members’
experiences post-DN in the emergency
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department (ED), one-third
rated their satisfaction with
the care and emotional
support received as
average or less than
average. Furthermore, they
described staff as
unsympathetic, cold, and
non-reassuring (9). As such,
it is extremely important
for paramedics to receive
adequate education and
training to improve
confidence and
competence in DN delivery.
Ongoing education for DNs
not only reduces odds of
burnout, but it also
improves the ability of
survivors to cope with their
loss (5). Most paramedics
do not receive education in
DN and some rate their
educational experiences as
inadequate (10) (11).

To improve paramedic
delivery of DNs, Hobgood
et al proposed the
GRIEV_ING mnemonic (12).
This recall device for DNs
has been demonstrated to
effectively improve
emergency medicine
resident, medical student,
and paramedic confidence

department (ED), one-third rated their satisfaction with the care and emotional support received
as average or less than average. Furthermore, they described staff as unsympathetic, cold, and
non-reassuring (9). As such, it is extremely important for paramedics to receive adequate
education and training to improve confidence and competence in DN delivery. Ongoing education
for DNs not only reduces odds of burnout, but it also improves the ability of survivors to cope
with their loss (5). Most paramedics do not receive education in DN and some rate their
educational experiences as inadequate (10) (11).

To improve paramedic delivery of DNs, Hobgood et al proposed the GRIEV_ING mnemonic (12).
This recall device for DNs has been demonstrated to effectively improve emergency medicine
resident, medical student, and paramedic confidence

Table 1. GRIEV_ING mnemonic
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and competence (12). This mnemonic is
discussed below and in Table 1.

The GRIEV_ING mnemonic stands for gather,
resources, identify, educate, verify, space,
inquire, nuts and bolts, and give (12).
Initially, we need to gather the necessary
family and friends that are present into a
calm environment. If time permits, we can
also notify any extended family and friends
on behalf of the immediate individuals there
so that they can decide to be present as
well. We then want to bring in any additional
resources. This can be difficult in the out-of-
hospital setting compared to an ED, but may
include police, undertakers, or other
healthcare workers involved in the care of
the patient. Paramedics then need to
identify themselves and their role in the care
of the patient, prior to having all family and
friends identify their relationship to the
deceased. Once in a private, comfortable
room, family and friends should be given a
warning shot that you will be delivering bad
news, before briefly educating them on the
events leading up to the death and
explaining in non-medical terms what
interventions were used. When talking, it is
important to remain at eye level, and use
clear and simple language as well as an
empathic tone of voice.

The death must be verified after a brief
explanation is provided. This must be done
using the words “dead” or “died”, making
sure to avoid euphemisms which may allow
for confusion or denial. It is at this stage that
empathy can be extended towards the
survivors. Notifiers should avoid giving
unsolicited advice or encouragement for a
rapid recovery and should not endorse any
specific emotional attitude or attempt to
identify with the survivors’ experience. This
can be interpreted as insensitive and
trivialise their experience. A simple phrase
such as “I am so sorry for your loss” or “I
can’t imagine how difficult this must be for
you” are small but powerful pieces of
emotional support that validates their
emotions.

After confirming the death, it is important to
give time and space for the family and
friends to absorb and process the
information. In this stage, it is natural for
healthcare workers to feel uncomfortable;
however, it is important not to fidget,
interject, or lose focus whilst survivors
process the bad news. When the family is
ready, inquire about any questions they may
have, making sure to answer these openly
and honestly.

The nuts-and-bolts section gives rise to the
logistical tasks that must be carried out post-
death. This can include providing
information regarding where to go from
here, contacting a doctor for the death
certificate, notifying the coroner, arranging
undertakers and funeral services, or
organising organ donation. This does not
have to be immediate and will depend on
the patient’s unique situation. At this point,
it is important to extend the offer to the
family and friends to see the patient if
appropriate, making sure to leave the body
in an acceptable manner unless the death is
notifiable. Lastly, give contact details for any
crisis helplines, social support, or mental
health services to those affected.

Delivering a DN is one of the most difficult
interventions a paramedic can perform.
Saying the right things, at the right time, in
the right way can make a huge difference to
both the survivor’s and paramedic’s
wellbeing and is something that can be
taught and learned. This article has
highlighted these points and provided a
memory aid that will give clinicians a
foundation to adapt to their own
communication styles.

For a full list of references please contact the Editor-
in-Chief
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A Paramedic's Experience on a 
Humanitarian Deployment

Words By Peter Franklin BSc PgDip PgCert FEWM MFPHC MCPara MEPS

Introduction 

At 11:56 on 25 April 2015, Nepal suffered
one of the worst natural disasters in the
country’s history when 7.8 magnitude
earthquake struck. Its epicentre was located
in the east of the Gorkha District, and its
hypocentre was at a depth of approximately
8.2 km (1). Simply it was massive! The
earthquake was felt as far afield as China to
the North and Bangladesh to the South East.
It caused over $10 billion USD in damage
which roughly equates to 50% of Nepal’s
GDP and left nearly 9000 people dead.
Approximately 22000 people were injured,
and 3.5 million people were left homeless.
In the year immediately post-earthquake
Nepal suffered over 450 aftershocks with
two aftershocks nearly as powerful as the
original earthquake including a 7.3 tremor
just 17 days later (2,3).

At the request of the Nepali government,
humanitarian organisations responded
quickly with search and rescue teams and
immediate aid deploying. Work commenced
almost immediately to rebuild infrastructure
such as schools, health clinics, houses,
livelihoods, and to help families and
communities gain more resilience to
environmental shocks. This is where I joined

the story.

Nepal is a developing country with
extremely challenging geography. Yet the
most inspiring and humble of people I have
met live in mountainous regions with
frequent landslides effecting roads and
supply lines. With an extensive background
in both paramedic operations and disaster
management I was invited to lead the
response on behalf of the Australian Red
Cross Blood Service. My primary
responsibility was to deliver an $11 million
project coordinating the recovery program
for the Nepal Red Cross Blood Service. The
earthquake had decimated the nations
capacity to collect, synthesise and distribute
blood to those who needed it.
Unfortunately, other than the initial funding
there was limited funding to achieve this. As
such I was left to negotiate with multiple
non-government organisations (NGO’s) to
fundraise for the project. Eventually and
gratefully, we secured partial funding from
nine donor countries to ensure the project
commenced.

The project was aimed primarily with re-
establishing the blood capacity and as such
the raising and building of seven medical
centres within Nepal was required. However,



the roads were severely damaged by the
earthquake which complicated things.
Added to the complexity was that Red Cross
personnel were not permitted to fly. We
established rapport with the Nepali
stakeholders and worked with them on the
identification and procurement of critical
medical equipment which could be serviced
and maintained in country. This strategy
built on their business continuity and
disaster management plans.

Additionally, as a project we provided advice
and assistance to International Federation
Red Cross (IFRC) societies on post-disaster
response & assisted the IFRC Medical
Emergency Response Group regarding
emergency blood and plasma provision in
disaster relief to support WHO EMT level 2
classification operations.

Once this project was established and
functioning well it was handed back over to
the Nepali stakeholders to develop a better
sense of national ownership. As a paramedic
it was an amazing experience and I was able
to use my paramedic & emergency
management skills to help during a
desperate time. On reflection this was
probably the most rewarding experience of
my career and I would encourage any other
paramedics out there to get involved in
humanitarian organisations and give your
time and skills willingly. Those interested can
also look to the newly developed Faculty of
Remote, Rural and Humanitarian Healthcare
at the Royal College of Surgeons of
Edinburgh and the World Extreme Medicine
Academy who are at the forefront of
developing healthcare in extreme
conditions.
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Tourniquets - squeezing out new 
possibilities

Words By Scott Smith

Introduction

In Australia, traumatic injuries involving
severe haemorrhage account for a
significant number of preventable
prehospital deaths 1. Prompt haemorrhage
control, to minimise blood loss and maintain
perfusion to vital organs, is the most
fundamental and effective treatment for
these patients 3. The use of arterial
tourniquets for extremity haemorrhage has
proven to decrease morbidity for both
military and civilian populations 4. However,
a significant number of preventable
prehospital deaths from trauma are due to
lower abdominal and junctional
haemorrhage where arterial tourniquet is
not applicable 5. Due to this limitation, there
has been significant research into, and
development of the design of tourniquets
for occluding axillary and inguinal arteries
and the abdominal aorta 6.

Pathophysiology of haemorrhage

Uncontrolled haemorrhage results in
hypovolaemic shock which, in this context, is
referred to as haemorrhagic shock 7. When
haemorrhagic shock occurs, the body’s
homeostatic response is activated, and
compensatory mechanisms are employed 8.
Reduced cardiac output triggers a release of

catecholamines and subsequent
compensatory cascade 9. A rise in heart rate,
increased force of contraction, and
vasoconstriction occur in order to maintain
perfusion to vital organs 9. When
haemorrhage occurs due to vascular damage
a complex clotting cascade is initiated to
achieve haemostasis 10. Haemostasis is
crucial to maintain blood volume, blood
pressure, and systemic perfusion 7.

A haemorrhagic traumatic injury may occur
due to coagulation and fibrinolysis pathways
being disproportionately affected, resulting
in impaired haemostasis 11. The hinderance
of haemostasis in haemorrhagic shock
patients may stimulate an inflammatory
response, further triggering the coagulation
system while causing a reduction in
fibrinogen 12. These concepts are
collectively known as acute traumatic
coagulopathy (ATC) and a recent study found
that patients with ATC suffered increased
morbidity, organ failure and required greater
transfusion volumes 13.
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Clinical features

In the initial presentation the clinical
features of haemorrhagic shock may be
absent or minimalised as compensatory
mechanisms prevail 8. However, once the
body is no longer able to continue to
compensate for the increasing blood loss,
tachycardia and hypotension will commonly
present 9, 14. Catecholamine release,
causing vasoconstriction to maintain
perfusion to vital organs, may cause the skin
to become pale and mottled with cold
peripheries 7, 9. If haemorrhagic shock
persists, perfusion may become inadequate
to sustain oxygen exchange and anaerobic
metabolism can occur 8. This may result in
lactic acidosis, causing a decrease in the
clotting ability of the blood 11. Additionally,
an altered level of consciousness may occur
due to the reduction in cerebral perfusion
11.

Tranexamic acid (TXA)

Patients experiencing tissue damage with
massive blood loss are at an increased risk of
developing hyperfibrinolysis 2.
Hyperfibrinolysis results in excessive
breakdown of the fibrin component of blood
clots, due to excessive plasmin, and
therefore impedes haemostasis 15. TXA is an
antifibrinolytic drug that inhibits the
breakdown of fibrin clots 16. It achieves this
by binding to the lysine site on plasminogen
and therefore preventing the formation of
plasmin 17. The Clinical Randomisation of an
Antifibrinolytic in Significant Haemorrhage
(CRASH-2) trial in 2013 studied the effect of
TXA on haemorrhaging trauma patients. The
CRASH-2 trial noted that TXA improved
mortality by approximately one-third of
patients suffering traumatic injury
associated with massive blood loss 18.
Although only some haemorrhaging trauma
patients will suffer hyperfibrinolysis and
require TXA administration, even in the
absence of hyperfibrinolysis TXA has been

shown to be beneficial 19.

External Aortic Compression (EAC)

In the tactical setting, EAC using extremity
tourniquets applied prior to the onset of
shock increase survival rates by up to 90%
22. This decreases to 18% when an
extremity tourniquet is applied after the
onset of shock 20. In recent years, the most
common cause of death for soldiers is due to
haemorrhagic trauma at junctional or
truncal areas where an extremity tourniquet
cannot be applied. A report by van
Oostendorp et al. in 2016 agreed that a
similar outcome occurred in the civilian
setting. Due to these findings other
lifesaving interventions are required for
junctional and truncal injury 21.

Manual external aortic compression

The use of manual EAC is not new and has
been utilised for many years to control post-
partum haemorrhage 22. Research has
suggested that a haemorrhage located
distally to the bifurcation of the descending
abdominal aorta, thus involving the iliac
arteries and femoral arteries, may be
controlled using manual EAC 23. The
procedure is easily taught, can be rapidly
applied, is free of cost and requires no
equipment. A study using Doppler
ultrasonography found that with correct
application of manual EAC, femoral blood
flow ceased 24. However, there are
limitations to its effectiveness. In order to
sufficiently occlude the abdominal aorta in
an adult male, it is necessary to apply 35-55
kilograms of pressure 25. While manual EAC
pressure could be provided on scene it is
neither safe nor possible to maintain during
transportation 22,23.

Abdominal aortic and junctional tourniquet

Although effective, the shortcomings of
manual EAC have instigated the
development of tourniquets that can apply
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effective EAC and control inguinal and
axillary haemorrhage 25. The AAJT, a belt
like device, can be applied to areas requiring
haemorrhage control where an extremity
tourniquet cannot be placed. When applied
correctly, the AAJT is effective in reducing
distal blood flow while increasing mean
arterial pressure, systemic vascular
resistance and afterload 4 ,26. When applied
to the patient the inbuilt wedge-shaped
bladder is manually inflated with a bulb until
the inbuilt pressure gauge registers sufficient
pressure to occlude the underlying
vasculature 25. Whilst relatively simple, the
device is contraindicated in patients with
abdominal aortic aneurisms, pregnancy and
penetrating injuries to the abdomen. Due to
the placement of the AAJT when used for
EAC it may also increase work of breathing
as it increases intra-abdominal pressure, and
a study investigating the long-term
consequences of abdominal aortic and
junctional tourniquet for haemorrhage
control in 2018 found that iatrogenic injury
was caused by the AAJT if left applied for
longer than the one hour recommended
period. The injuries noted were ischaemic
necrosis of bowel and muscle tissue and
neural destruction causing paraplegia 26,27.

Recommendations

Prehospital severe haemorrhage requires
prompt control to improve patient outcomes
3. Using state ambulance protocols from
Queensland as an example, one gram of TXA
can be administered to patients with
traumatic injuries incurred within the last
three hours, with a ‘coagulopathy of severe
trauma score’ (COAST) equal to or greater

than three 28. Studies conducted on the use
of TXA support this timeframe and dosage
17,18,29. The CRASH-2 trial found that early
TXA administration improved effectiveness.
Therefore, the administration of TXA by
paramedics in Australia may potentially
result in positive outcomes for these types
of patients.

Further, the use of manual EAC by
paramedics in Queensland is indicated for
post-partum haemorrhage 30. Due to the
benefit and simplicity of using manual EAC
for the control of lower trunk haemorrhage
consideration to expand this scope of
practice should be explored. As previously
described, the use of manual EAC during
transport is not only inefficient but could be
dangerous to unrestrained paramedics and
would therefore only considered a
temporary on scene measure.

The introduction of the AAJT would require
minimal training 31 . Equipping ambulance
services with the AAJT would enable the
rapid control of life-threatening abdominal
and junctional haemorrhage. Once applied
the AAJT does not require ongoing
adjustments and the patient is able to be
transferred to definitive care with the device
in place. As the AAJT can cause ischaemic
bowel necrosis and neural destruction if left
on for longer than one hour, paramedics
would need to make considerations for the
application of AAJT to patients with
transport times greater than 90 minutes. A
risk analysis should be performing by the
attending paramedics and the possibility of
iatrogenic injury weighed against the
possibility of exsanguination and death.



The use of TXA should continue and would
possibly show increased benefits if used in
combination with manual EAC and the AAJT.
It is suggested that manual EAC be applied
rapidly for lower trunk haemorrhage control
while the AAJT is being prepared. As
discussed, a proposed trial with the AAJT in
paramedic care would be relevant as the
application of this device is time critical and
paramedics are often the first health care
professionals on scene. The Balian et al.
study investigating the use of AAJT by a
Sydney helicopter retrieval service, concurs
with this perspective 25. The device was
used on patients already in traumatic cardiac
arrest and, unfortunately, returned a 100%
mortality rate. The authors contended that
the delayed application of the AAJT due to
the helicopter response time increased
these mortalities and had the AAJT been
applied by the first paramedics on scene the
patients may have had more favourable
outcomes.

Conclusion

Understanding the pathophysiology and
clinical features of haemorrhage is beneficial
to paramedics so that they may recognise
severe haemorrhage and provide prompt
management. The use of TXA, while
beneficial for patients experiencing
hyperfibrinolysis, is effective in all patients
experiencing severe haemorrhage due to its
anti-inflammatory actions. Traditionally
patients with severe haemorrhage that
cannot be controlled by extremity
tourniquets have poor outcomes. Manual
EAC is effective for lower truncal
haemorrhage control, however, is not
sustainable for long periods of time and
during transport. The AAJT is a practical
management option due to its simple
application, efficacy, variety of placement
locations and nil overall risk to the provider
when in transit. Further research is required
to determine if the conjunctive use of these
haemorrhage control methods improves
patient outcomes in the paramedicine
setting.
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Paramedic Ski Patrol in the Mountains

Words by Matt Jeffery

Introduction

Sitting at almost 1300 meters above sea
level in the small medical clinic on Porters
Alpine Resort I opened my emails to see my
graduation letter come through. It is a
bittersweet moment, however minor in
comparison to the day that our ski patrol
had just had. We woke at 3am for avalanche
forecasting and control. This was then
followed by hazard management whilst
setting up the slopes for the day. This was
then followed by a steady flow of injured
skiers to attend to which peaked in numbers
just after lunch. Such is the life on ski
patrol!! This season has been my first as
Patrol Manager in the Craigieburn range of
New Zealand. The role entails managing a
team of ten ski patrollers, as well as an on-
mountain remote medical clinic. Before
studying a bachelor of paramedicine at
Griffith University in Australia I had worked
as a ski patroller in New Zealand and
Canada. This passion of mine was part of my
motivation to study and improve ski patrol
capabilities.

The development of paramedic registration
in New Zealand has provided the
opportunity to work as a paramedic on the
alpine slopes. With the support of a Dr
Trudie (medical director and rural generalist
from Kaikoura), we have developed a set of

drug therapy protocols (DTP’s) and are now
working on clinical practice guidelines
(CPG's). The DTPs are similar to that of a
jurisdictional ambulance service, however,
the CPG’s cover a wide range of atypical
presentations that are difficult to manage on
the slopes. Most of the team are trained in
outdoor first aid, however these new
protocols allow and encourages them to
extend their skills and knowledge which
promotes better care in the mountains.
Additional skills such as providing pain relief
such as Entonox and methoxyflurane, as well
as a handful of other medications for
common medical conditions. But knowing
when to use them is as equally important as
knowing when not to use them.

On this particular day, a case that highlights
the challenges of a working in a remote
medical clinic occurred. At 4pm at the end of
a busy day (remember we had been awake
since 3am), ski patrol was called to the
terrain park for a snowboarder who had
suffered an isolated shoulder injury. The
patrol members responded and located the
patient. As per protocol they crossed skis
above the patient to alert uphill traffic and
then conducted their initial assessment. The
provisional diagnosis was a first-time
anterior shoulder dislocation. The patient
was transported via toboggan to the
mountain side medical clinic for further care.



There is still debate in the wilderness
medical fraternity if it is acceptable to
reduce shoulders in the field, however this
was a first-time dislocation without prior
radiography and meant the responding crew
did not attempt a relocation on scene.
Rather they requested helicopter evacuation
via the air-desk at 1630 hours. The patient
was in severe pain, with the surrounding
muscles in spasm. Without a helicopter
evacuation, the closest emergency
department was almost 2.5 hours away that
included a 30-minute drive down a bumpy
dirt road suitable for 4wd only. There was
only an hour or so of day light left and the
temperature was dropping, soon to be well
below freezing. Added to the complexity of
this evacuation, the closest ambulance
station would be staffed with mostly
volunteers and emergency medical
technicians (EMT’s) who would be unable
provide any additional pain relief, hence the
patrol members felt it was in the patient’s
best interest to be flown out. Following a
few hours in the care of the patrollers (who
had been on the clock for almost 15 hours),
the patient was successfully evacuated by

helicopter.

This case reflection is an example of how a
simple dislocation can be far more complex
and multifaceted in a remote and austere
environment like a ski field. The
environment at Porters has provided an
excellent avenue for myself to develop my
clinical skills in a wilderness setting. Most of
the large commercial ski resorts have on
mountain doctors, however for the smaller
resorts and club run ski fields this is simply
not an option. This is where paramedics are
starting to infiltrate into non-traditional
roles. Looking to the future with additional
funding and paramedic development,
improved pain relief and a higher standard
of clinical care amongst paramedic ski
patrollers across New Zealand is a real
possibility. Organisations like the New
Zealand Society for Mountain Medicine and
Australasian Wilderness and Environmental
Medicine Society are fantastic resources full
of passionate people eager to develop this
sector. I would encourage any paramedic or
paramedic student to get involved, and most
importantly, get outside!
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Reflections on Service 

Words by Sam Fehlauer

There is no higher honour
than to be given the
responsibility to care for
another human being.

As I reflect on my 18 years
of service to our
community, I still firmly
believe it's not about the
milestones but the
moments.

Moments of a newborn’s
first breath, or the last
while holding a hand of a
palliative care patient. It's
everything in between.

I'm fortunate to have
worked and trained
alongside some of the
most phenomenal and
skilful individuals in the
state.

Mentors such as Steve and

Tash took me under their
wing at the tender age of
12 and continue to
influence me as an adult
today.

No matter how
challenging, dark or
“sticky” moments or jobs
became, they were there,
remaining a beacon of
light.

I made an oath to return
that favour and hope my
actions influence others to
the same standard.

I encourage my network
to never to shy away from
becoming a mentee, or if
an opportunity permits
become that mentor.

We learn so much in both
instances.
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The Battle of the Snakes

The Caduceus Versus The Rod of Asclepius

Words by Georgia Schmidt

Introduction

Symbolising peace and health, the image of
Caduceus has been used for thousands of
years, but, have we been using this universal
symbol incorrectly? The symbol of Caduceus
originated from Greek mythology when the
Greek God Hermes attempted to stop a fight
between two snakes by throwing his rod at
them (1). Hermes was formerly known as
the ruler of wealth, fertility and, good
fortune. As historians delved deeper into the
history of Hermes, they identified him to be
a patron of thieves and lies, not a protector
of peace and health (2).

The rod of Asclepius owned by Aesculapius,
the Greek God of Healing, whose symbol
also stemmed from snakes is what caused
this confusion. Aesculapius told stories that
a snake gave him a herb with resurrecting
powers (3). He would show his gratitude by
carrying a staff around with one snake on it,
not two (3).

Where did we go so wrong?

From hospitals, ambulances services,
pharmacies, and many other medical
companies, the staff and snakes are
everywhere. However, most people are
unaware that there are two distinct symbols
used with very different meanings. In the
19th century Dr John Churchill, a medical
publisher from London, used the symbol of
Caduceus on his work (2). Although other
British medical publishers did not follow his
lead, as a result of his use of the symbol on
his publications, it was widely adopted by
medical companies and publishers in the
United States (2). This is where the
Caduceus was inadvertently connected to
medicine in the minds of many physicians.

In 1902, the newly appointed Surgeon
General of the US ignored the original Coat
of Arms and adopted the symbol of
Caduceus (1). The US Marine and Public
Health Service soon followed in his footsteps
(1). This major confusion seemed unique to
the United States and was seen to be driven
by commercialisation. In 1990, a US study
found that 62% of professional associations
used the Rod of Asclepius while 37% used
the Caduceus (2). Although most
professional associations have switched to
the correct symbol of medicine, the study
also showed that 76% of commercial
organisations were still using the Caduceus
(2). Major organisations including the World
Health Organisation and American Medical
Association have adopted the Rod of
Asclepius which can still be seen today.

Medicine is full of symbols. The Caduceus
was a symbol of professionalism and craft
long before the rod of Asclepius was used.
Most Australian health services have
adopted the rod of Asclepius, or have used
other symbols to represent their company
while some still use the Caduceus to
symbolise professionalism and peace. But if
you want to be accurate, it’s the rod of
Asclepius that you should be looking for.
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When Human Rights and Health Care 
Collide

Words By Steve Sunny Whitfield

Introduction 

At the height of simmering racial tensions in
the United States (US) in the 1960s a quiet
revolution was beginning. It was an
audacious and improbable experiment born
out of the racial divide that severely
decreased access to prehospital health care.
The ensuing years would see this social
movement provide the national standard
benchmarks for pre-hospital emergency care
in the US. The movement became known as
the "Freedom House Ambulance Service"
and worked to empower a subjugated
community of people and embody the racial
equality sought by many (1-3).

Racism is a lack of acceptance and
understanding that has plagued the
historical records of time. Racism is often
described as prejudice, discrimination, or
antagonism directed against someone of a
different race based on the belief that one's
own race is superior (4-5).

Although undeveloped in its beliefs, racism
creates division between groups. However,
this very division is responsible for the
creation of social movements. Social
movements are often complex networks of
people who share a broad alliance and are

connected through a shared belief or
circumstance, and yet, who can also be
divided by differing opinions. Interestingly,
social movements often give rise to counter
movements within, that can strengthen their
core goal. The counter movements are
similarly aimed however advocate their
support thorough alternative methods.

Prior to the 1970s, ambulance services in
the US were rudimentary and largely
unregulated. Although ambulance networks
existed, they were often using a combination
of funeral home hearses, fire departments
or even police for prehospital transport.
Following the release of the report
"Accidental Death and Disability: The
Neglected Disease of Modern Society", a
concerted effort to improve emergency
medical care in the pre-hospital setting in
the US was undertaken. Although pioneering
emergency medical technician (EMT)
programs commenced in a number of states
including Pittsburgh Pennsylvania,
Charlottesville Virginia and Portland Oregon,
the comprehensive emergency medical care
we know today was aligned through a
counter social movement that set an
important example in prehospital care
delivery.

22



A brief outline

At the time in Pittsburgh, the first
responders who answered the emergency
calls lacked proper medical training or
equipment and refused to enter and provide
assistance to lower socioeconomic,
predominantly African American suburbs (2).

The racism against African Americans and
immigrant populations was nationally
systemic at the time, creating a complex and
unbalanced medical response. In 1967,
Phillip Hallen, president of the Maurice Falk
Medical Fund suggested the training and
development of a structured high-quality
emergency medical service. His colleague
Morton Coleman suggested the
development of an ambulance service that
would train the unemployed men and
women from the lower socioeconomic
suburbs as medical technicians. Together
they approached the recently formed
Freedom House Enterprises which was an
extension of the United Negro Protest
Committee. Although it was a provocative
suggestion, it was an innovative idea that
would provide the foundation for an
unprecedented partnership. This partnership
would also solve the lack of medical
responses whilst empowering the people to
rise peacefully and impactfully, putting racial
divide into the spotlight. The movements
mission was to utilise the so-called
“unemployable” locals in a time of unrest,
and demonstrate their ability whilst reducing
the gap in health care.

Training began from a base in the
Presbyterian and Mercy Hospitals in 1968,
and they garnered the attention of the
political leadership who, having witnessed
the services providing high quality
prehospital care to their own suburbs, began
to model the program for the rest of the city.
The Freedom House Ambulance Service
became one of the first structured
professional ambulance services in the US

and it set an example in both racial and
medical equality. Although other cities such
as Seattle and Miami were developing
similar programs, they were largely
employing a “white” service who were not
trained as highly in prehospital care as
Freedom House. In fact, by 1974, the federal
government recognised Pittsburgh as having
one of the best emergency services
programs in the country.

The Freedom House Ambulance Service was
formed with just over forty participants who
received training from Dr Peter Safar (the
father of resuscitation) and they were paid a
small wage. The initial program ran for 9
months with the participants working a full-
time study load. During this time, Dr. Safar
contacted a doll maker in Norway, Asmund
Laerdal, to design a training mannequin
specifically for CPR training. He was also
responsible for the design of the ambulance.
Under the careful watch of Safar, there was
no room for racism in the emergency room
and his acceptance of race and intolerance
of racism was both respected and followed
by all hospital staff.

By 1968 just over 20 participants had
finished their training and although this was
used by the opponents to demonstrate its
failure, most of the local residents warmly
embraced the service. Safar recruited more
participants and continued the current
medics training in obstetrics, intravenous
access, advanced airways, and
electrocardiograms (ECGs).

Patients were treated regardless of race,
background, or location, however this
respect was not always mutual. Despite
being abused and mocked, they collectively
continued to provide one of the first
professional EMT services in the country. In
1973 a young doctor, Dr Nancy Caroline
served as the medical director, further
developing their core capability.
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The end is nigh

The movement advocated for racial equality
and challenged the status quo. In fact, it was
so effective that it positively affected
ambulance delivery across the country as
other services modelled their programs from
the Freedom House Ambulance model. That
said, it was not to survive.

Whilst some movements are successful in
gathering political support, others are not.
Despite the program’s enormous impact on
racial health care equality and the countless

lives saved, the program was causing ripples.
Although community support had grown it
was evident to many of the cities influential
people that if the “city negroes” had a better
ambulance service staffed with professional
paramedics than the rest of the city, they
would potentially suffer the consequence at
the elections. As such the city official elected
to de-privatise the ambulance service citing
it as a cost saving measure (3). Although a
substantial amount of the Freedom House
Ambulance staff were now holding bachelor
degrees, the city officials signed declarations

that appropriated the Freedom House
ambulances and all equipment and then
forced its closure on October 15, 1975 (3). In
an effort to further remove the movement
from the pages of history, the Freedom
House station was torn down and all their
files were destroyed (1,3). The Freedom
House Service had provided over 45,000
emergency responses with highly trained
prehospital care professionals, but the racial
divide could not be conquered.

Perhaps a lesson to be learned is the notion
of political opportunity structure (the
connection between social movements and
political outcomes). It is paramount for a
social movement to secure political
endorsement and form a coalition or
alliance early on in the political sphere in
order to sustain political support for the
main goals. Unfortunately, this is where the
Freedom House movement was
unsuccessful.



Conclusion

Although many members of Freedom House
had been involved in demonstrations and
movements for equal rights, the
unconventional tactics employed through
the EMS training program saw a shift in the
sentiments of neighbouring communities
towards greater acceptance, but this could
not overcome the political pressures of the
time. In a sense of irony, the National
Highway Traffic Safety Administration
(NHTSA) reported that immediately
following the assassination of Dr Martin
Luther King the Freedom House service was
the only service in Pittsburgh willing to
respond to emergency calls resulting from
riots.

Although many practitioners (who were
influential people themselves) were familiar
with the Freedom House Ambulance Service
and the success of the program, they were
not acquainted with effective mechanisms
to reduce prejudice and as such they
provided very limited support during the
annihilation of the service.

At its peak it was the most successful EMT
service in the US, overcoming racial
prejudice, health care inequality and access
to health education, however it was reduced
to a memory by partiality and divide.
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Good Grief Bad Grief
Family presence during cardiopulmonary resuscitation

Words By Mitchell Trethowan

Introduction

Cardiopulmonary resuscitation (CPR) can
generate considerable stress on physicians
and others nearby, whilst requiring
immediate attention on a series of
sequential interventions designed to address
reversible, life-threatening conditions, and
prevent some deaths (1). The decision to
allow or deny the presence of family
members during resuscitation is one of
longstanding controversy (2). Since this
concept was introduced in the 1980’s, family
presence during resuscitation (FPDR) has
gradually become more readily accepted
within some societal groups, along with
more recent integration into many
international protocols such as those
published by The American Heart
Association (1,3). Despite this growing
acceptance, however, cynicism remains in
some emergency services providers.

The decision to implement FPDR is complex,
and often pressured by norms relating to
particular settings, personal preferences,
ethical beliefs and tension between patient
families and clinicians (4). Making the wrong
decision during such a critical moment may
mean the difference between healthy
processing of a traumatic experience and

long-term symptoms of post traumatic
stress, traumatic grief, depression and
bereavement (2). The evidence cited
throughout this paper, concerning FPDR, has
predominantly derived from qualitative
studies, using questionnaires to obtain
opinions from the families and close friends
of patients, as well as healthcare
professionals, the majority of which are
based within emergency departments (1,3).

Discussion

From a physician’s perspective, feedback
gained from proponents highlights benefits
such as FPDR helping families to become
involved in care, assist in history taking, and
making the healthcare team feel appreciated
(5). FPDR was not considered to interfere
with medical efforts or increase stress within
the health care team (6). Additionally,
medicolegal consequences may be reduced,
and family member perspectives, post-
resuscitation, are noted as prodigiously
positive overall. A similar study by Twibell et
al (7), found that between 50-96% of family
members believed that it was their right to
be in attendance. Presence was cited to
have improved satisfaction and advocation
of care, allowed the family to bring comfort
to the patient, helped comprehend the
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severity of illness and provided an
opportunity for a final goodbye whilst
facilitating the acceptance and reality of
death (5,3). In addition, research addressing
physiological impacts of FPDR highlighted
improved variables at 90 days and 1-year
post study, including less frequent
depression, traumatic grief and
bereavement related PTSD (2,6).

In contrast, physicians opposing FPDR cite
the potential for harm as a reality in that
FPDR may be detrimental to team
performance, with negative impact on
optimal care and potential harmful to the
patient (8,9). Across a total of 42,000 in-
hospital cardiac arrests, FPDR
implementation was associated with delayed

vascular and airway access, increased
medication errors and more frequent delays
in defibrillation (1). Some health care
workers also state that FPDR increases
clinician stress, and limits open
communication and teaching opportunities
during resuscitation (1). From another
perspective, many physician arguments are
based upon concern for excessive emotional
distress that family members may suffer, and
the potential legal implications arising (5,8).
Further trepidation arises around the FPDR
movement focusing on benefit to family
members overall, largely ignoring wishes of
the patient. Presumption of consent by
allowing FPDR may result in the violation of
any patient’s right to autonomy and
dismantle patient confidentiality.

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



Conclusion

From an ethical standpoint, despite the
potential for violating a patient’s autonomy,
it may be duplicitous to disallow the
presence of family members, unless each
patient has made a determination about
whom they wish to remain present. In
summary, FPDR is increasingly becoming an
important component of patient and family-
centered care. Through this focus, family
members can be offered, encouraged and
supported to be together with their loved
ones. Paramount to overall positive outcome
is physician education, with the
implementation of family presence programs
to assist in appropriate identification of
individual opportunities aligned to individual
clinical situations. This may include
designated support staff such as a nurse,
paramedic or social worker, a professional in
sensitive situations to explain interventions,
respond truthfully and realistically to
questions, interpret medical jargon,
continually assess emotional and physical
states, liaise with clinicians on each family
member’s behalf and provide opportunity
for them to reflect post-resuscitation. Due to
the complexity of this decision, many
families may currently be missing the chance
to remain with their loved ones during end
of life moments. Future investigation and
advocacy are required to create such benefit
through a large scale approach. A positive
“first step” may originate from a shift in
evidence-based research from that of
“Should” family presence be implemented to
“How to” implement family presence
through quality programs and robust
training.
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High-Fidelity Simulation in Paramedic 
Education

Words By Ciara Laybutt, Mitchell Trethowan, Alexander Zeng 

Introduction

Simulation-based training has played a
fundamental role in paramedic education
since its early inception (1). Paramedicine
simulation involves techniques that are
designed to replicate clinical and operational
situations. Hogg et al. showed that adverse
clinical outcomes were more commonly
associated with human factors, such as
clinical decision making, rather than poor
technical knowledge. Simulation therefore
provides a tangible opportunity for
paramedicine students to experience the
real-time pressures of the out-of-hospital
environment, which assists with the
development of students’ decision-making,
clinical skills, and critical thinking without
compromising patient safety (2–4).
Additional research has found high fidelity
simulation to provide notable improvements
in human factors such as leadership skills,
teamwork, situational awareness,
communication, and clinical decision making
and reasoning (2,5–7). Another advantage of
simulation is the ability to manipulate the
participants’ level of immersion, which can
range from the classroom environment to
three-sixty-degree visual projection (5,6,8).
Three-sixty-degree projection in this setting
is defined as the employment of a four-wall
projector system to simulate a multitude of

environments that a paramedic may
experience in real world practice (9).

Historically, paramedicine simulation has
largely remained low fidelity (10). This is
expected to change as the paramedicine
profession continues to evolve, and further
technological advancements are made.

This critical reflection will review a recent
experience of paramedicine students in an
immersive high fidelity simulation
environment. It will also discuss and how
high-fidelity simulation could be used to
enhance the education of student
paramedics.

The Experience

Six paramedicine students from a
Queensland university were invited to
attend a high- fidelity simulation centre,
consisting of a three-sixty-degree
augmented environment. This included
audio-visual immersion with temperature
and lumen control, as well as state-of-the-
art patient simulators, and professional
actors and props. The students’ previous
experience involved simulation training
within a controlled workshop environment
consistent with many undergraduate
programs in Australia.

29



A three-sixty-degree image was projected
around the students, which simulated an
entirely different environment. In a typical
classroom simulation setting, practicing
students would be surrounded by assessors,
observing students, and objects not relevant
to the scenario. A typical classroom
simulation would also not utilise or have
access to temperature control and sound
effects.

Discussion

Immersive high-fidelity simulation is rapidly
evolving the way in which medical

professionals are trained, particularly in
emergency medicine fields. A review of the
literature found that the use of high-fidelity
simulations in education is supported across
multiple healthcare disciplines, including
paramedicine. McKelvin and McKelvin found
that while it is essential to gain a
foundational skill set using conventional
training, there is also a need for immersive
simulation to ensure deeper learning and
readiness for the workforce. In the context
of emergency services, high-fidelity
simulation has been shown to improve initial
student performance (11).

The simulations’ realism prompted a more
student-led scenario which allowed students
to be more engaged with the situation and
focused on their actions (12). High-fidelity
simulations in nursing education have also
been shown to develop a range of clinical
qualities, such as, knowledge retention,
learner satisfaction, and confidence. This is
particularly important when simulating low
frequency, high acuity cases (4,8,13,14).

An intense war zone simulation was
portrayed as a realistic night-time incident,

incorporating low light, smoke, simulated
gunshots, and two actors with critical
injuries including upper limb amputation and
blast trauma.

It was observed that the high-fidelity
scenario caused changes in the students'
pragmatic thinking processes when
compared to standard classroom scenarios.
Participants recall how scenarios performed
in the classroom setting were generally less
impactful, immersive, and time critical, and
therefore, taken less seriously.
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However, in the high-fidelity simulation,
plans that were formed outside the room
were quickly forgotten, triaging of patients
was misunderstood and procedures became
rushed which impeded their effectiveness. It
is known that providing care in critical events
results in sympathetic stimulation and
associated stress, contributing to increased
medical errors, compromised patient safety,
and changes in clinician mental and physical
health (15,16). Behavioural and cognitive
efforts to reduce internal and external
demands from a stressful encounter forms
part of the individual’s ability to cope,
ultimately leading to the individual being
able to manage, deal with, and respond
appropriately to stressful situations (17).
Overall, students were satisfied with their
efforts but cognisant of areas of
improvement. Each simulation also had a
targeted group debriefing that added to the
richness of the experience.

From a student’s perspective, immersion in a
realistic setting enabled the consolidation of
specific skills and knowledge, which in turn
resulted in the development of confidence in
clinical practice (2).

Students involved came to appreciate the
importance of maintaining a systematic
clinical approach as well as the ability to
remain adaptable when adversities arise.
Acknowledging the techniques employed by
students to mitigate the stress that
accompanies the role (e.g. teamwork,
effective communication, breathing
techniques, situational awareness) was
paramount in assessing the value of high-
fidelity simulations. Exposing students to
high fidelity simulations enabled better
preparation for their upcoming clinical
placements and professional practice.
Exposure to such environmental conditions
and adversities, including high temperatures,
loud sound effects, and dimmed lighting,
challenged students' critical thinking skills
and clinical decision making. Studies have
demonstrated that skills performed and
practiced within high-fidelity simulated
environments improve skill retention and
medical knowledge (18,22). Although
students were observed by lecturers and

peers externally during the simulation, there
was no interaction between parties and
students were completely autonomous in
their decision making. This challenged
student’s decision-making skills whilst
removing the power imbalance when
assessors are physically present in the room.
Another consideration is the significant time
and financial cost of implementing these
high-fidelity simulations into medical
training. Despite this, clearly high-fidelity
simulation offers major benefits for students
and should be more widely integrated into
emergency medical training (10,19).

Conclusion

When developing education models for
paramedicine students, one of the primary
objectives is to equip and prepare students
for the challenges that they may experience
in the real world. The anecdotal and
empirical evidence reviewed in this article
indicates that the use of high-fidelity,
immersive simulations in the training of
student paramedics has the potential to
yield major benefits. The realistic
environment created simulated real-world
stressors and challenged the students’
systematic approach and clinical knowledge.
Students also reported feeling better
prepared for clinical placement and
professional practice (8,19,23). The
experience highlighted the importance of
mastering fundamental skills and employing
healthy coping strategies to mitigate stress
(16).

Moving forward, it is clear high-fidelity
simulation offers significant benefits for the
development of paramedicine students and
warrants further research and
implementation into paramedicine
programs.
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Human Factors in Paramedic Care

Words By Charlotte Bronson

Introduction

Human factors explore relationships
between human beings and the systems
with which they work in in an attempt to
understand and minimise errors occurring. A
key aspect of many adverse incidents in
health care can be contributed to
deficiencies in Human Factor principles.
Therefore, there has been much more
emphasis on healthcare related Human
Factors in recent times. This short article will
reflect on a case and discuss how Human
Factors involved detrimentally affected a
patient outcome.

The Case

A 50 year old male patient experienced
severe back pain. The attending paramedic
crew administered intranasal fentanyl
appropriately however it failed to reduce his
pain adequately. Following the patient
handover at hospital, an attending nurse
administered fentanyl with a very positive
result. A subsequent investigation and audit
revealed that certain medical and
equipment checks had not been completed
by either crew member prior to the start of
the shift. Further investigation revealed that
one of the crew had been syphoning
Fentanyl therefore the correct dose had not
been administered and that the appropriate

drug checks had not been carried out.

Discussion

Broadly, Human Factors can be divided into
two areas (1). The first are factors within a
system or organisation which can influence
individuals and factors which directly
influence individuals (1). Human Factors
uses a people-centered approach and has a
focus on building resilient systems through
rigorous, evidence-based solutions. This
allows safe and productive ways of working
by enabling individuals to do the right thing
(2). In paramedic practice, errors can be
categorised as slips/trips/lapses, or mistakes
(3). The possibility of error becomes less if
the factors within a system are considered
by their influence on other factors rather
than individually (4). Rutherford (3) also
suggests that human error should not be
seen as the conclusion of an outcome but
rather a starting point to review the system
processes and that human errors are
symptoms within the system. This author
feels the key theme in this case study
surrounds these processes, guidelines, and
policies within the organisation and if these
were addressed it could have positive
ongoing outcomes for future Paramedics
and patients. A change in the system at this
point could potentially reduce errors going
forward.



The first area identified within the
organisation is system safety concerning not
having a more experienced/supervisory crew
member working with the paramedics who
are new to the role. Research conducted by
Reid et al (5) found that interviewees in the
study identified clinical decision making as
the main knowledge gap in newly graduated
paramedics and that a period of supervised
practice should be observed before
authorisation can occur to be an
independent practitioner. The importance of
supervision, time and reflection is also
highlighted by Gallagher et al (6).

The second aspect concerning safety is
identified as the organisational culture.
Safety culture is defined as the set of values
placed on safety within an organisation and
whether it allows for their employees to
discuss errors openly and put risk reduction
measures in place for the future (3). A “just”
culture has an insistence on value based
culture and shared accountability where all
employees are held accountable for the
quality of their actions (7). This would
concern the decision made to complete
initial checks later on in the day. Had the
crew in question observed others doing this
and seen it as ‘this is the way it’s done,’
would they have felt comfortable in that
organisation to speak up if they didn’t
agree? We will never know.

Regarding the syphoning of a Schedule 8
drug, though the individual has made the
decision to steal the drug, the system itself
must also be held accountable. This author
would be concerned with the ‘why’
surrounding the theft of fentanyl. Individual
Human Factors such as stress, fatigue, and
distraction all contribute to having a
negative impact on patient care and
Paramedic wellness (1). The introduction of
a self-assessment requirement such as
IMSAFE prior to shift won’t fix all of the
issues, however it will increase awareness of
those elements. Hichisson & Corkery (8)
identified unrealistic job demands, poor
organisational support and insufficient

training to perform roles led to occupational
stress in health professionals including
paramedics. In this case, the circumstances
that led to the opiate addiction are also
relevant. Factors such as the length of the
standing addiction could mean that this was
therefore missed in pre-employment
screening. Or as it due to the stressful or
traumatic nature of the job and role without
adequate wellness check ins? These are
questions that would need to be answered
to determine the correct management
strategy moving forward. This could be more
rigorous employment psychometric testing
or stronger mental wellness as well as
addiction support.

Matheson (9) suggests that Crew Resource
Management Training (CRM) should form a
basis for paramedic practice as it addressed
six key factors: fatigue, managing teams,
decision making, recognizing adverse
situations, cross checking/communication,
and performance feedback. Initially used for
aviation training it has applications across
healthcare in that CRM addresses error
causality by recognizing the human factors
responsible (9).

Conclusion

Through this case study it was easy to lay
blame on the individual paramedics involved
in the incident however when looking at the
overall situation, there were systematic
failings in the lead up to this case which
allowed errors to occur. The commencement
of an audit of wellness and employment
protocols as well the introduction of self-
assessment tools for employees may reduce
some of these issues occurring. This case
highlights the need for supervision of new or
recently trained employees as well as
ongoing periodic supervision of all clinical
operational staff. Incorporating additional
CRM training into the induction and on-
boarding process as well as non-technical
skill development would result in a stronger
and more resilient system for paramedics to
work in and be part of.

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



The Definition of Paramedicine
A Review of an International Delphi Study

Words By Ali Rengers 

Introduction

Although paramedicine is a key part of
healthcare systems around the world, it
lacks a universal definition. A recent study
undertaken by Brett Williams, Bronwyn
Beovich and Alexander Olaussen aimed to
develop a universal definition of
paramedicine in order to unify this
continually advancing and maturing field.

Paramedicine has developed from
emergency patient transport to independent
out of hospital treatment utilising evidence-
based practice and a unique collection of
knowledge. Over a few decades
Paramedicine has progressed rapidly,
however, lack of well defined, uniform and
universal paramedic standards and the use
of different terms for out of hospital
healthcare (EMT, EMS, paramedic) disunify
the paramedic profession globally.

International differences due to different
scope of practice and education
requirements to be an out of hospital
healthcare provider inhibits global
collaboration and knowledge sharing. A lack

of a universal definition for paramedicine
causes lack of educational curriculum
uniformity, limiting qualification
transferability between countries. Current
research shows that the attempts to define
paramedicine are not on a global scale and
centre around characteristics, role,
regulation and professional standards.
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Williams et al., aimed to utilise the Delphi
methodology to develop the definition for
paramedicine. The Delphi method involves a
group of topic specific experts (in this case
paramedicine leaders and advocates around
the globe) answering, typically, between two
to four questionnaires until consensus is
reached. The degree of consensus between
the group’s answered is assessed at the end
of each round of questioning, and
subsequent questions are refined using the
previous round’s feedback. This study
method has been used to develop
definitions for other health fields including
obstetrics and gynaecology, neurology and
palliative care.

To begin the study, a literature search was
undertaken to identify paramedicine related
attributes and existing definitions. Six
common attribute themes were established
and became the basis of the Delphi study
questionnaires. Questionnaire One asked
which attributes the participants believed
should be included in the definition of
paramedicine while Questionnaire Two
asked participants to include or exclude the
top-ranking attributes unveiled in
Questionnaire One. From these results,

three definitions were generated and asked
for evaluation in Questionnaire Three, with
Questionnaire Four presenting the
participants with the proposed definition of
paramedicine and asking if it encapsulated
paramedicine. Finally, the proposed
definition was circulated to worldwide
paramedicine industry groups for input and
endorsement.

Following this process, the final definition of
paramedicine was established as:

“… a domain of practice and health
profession that specialises across a range of
settings including, but not limited to,
emergency and primary care. Paramedics
work in a variety of clinical settings such as
emergency medical services, ambulance
services, hospitals and clinics as well as non-
clinical roles such as education, leadership,
public health and research. Paramedics
possess complex knowledge and skills, a
broad scope of practice and are an essential
part of the healthcare system. Depending on
location, paramedics may practice under
medical direction or independently, often in
unscheduled, unpredictable or dynamic
settings.”



As a novice paramedic, I understand that the
paramedic profession is continually evolving.
Until this point in time in Australia, the
fledgling paramedic profession lacked a
clear-cut definition with which to underpin
the different approaches to patient care
implemented across states and territories.
With the changing from a certificate-based
qualification to the new degree
requirements for practice, a definition of
paramedicine paves the way for consistent
understanding of a paramedic’s role and
expected traits and qualities. The definition
further solidifies and legitimises
paramedicine’s place within the healthcare
system, encouraging current and future
paramedics to contribute to their
profession’s sparce research and publication
fields. Finally, this definition encourages the
move toward world-wide paramedic
profession portability and education
equivalency so that paramedics may more

easily transfer their role, skills and
knowledge to practice internationally

Overall, the results of the questionnaires
determined that Paramedicine is an intricate
and essential part of the healthcare system,
with paramedics functioning in various
settings with an extensive range of skills and
roles. Although the attributes included in the
definition of paramedicine are not unique in
their own right, the amalgamation of these
attributes is distinctive of paramedicine. The
definition provides clarity to out-of-hospital
healthcare providers, other disciplines,
policy makers, the public and the media. As
the paramedicine discipline continues to
develop and grow globally, a revision of this
developed definition would be advised.

The full article can be found here
https://www.dovepress.com/getfile.php?file
ID=77222



One Woman's Journey Through 
Paramedicine

Words by Lindsay Mackay

A 15-minute meeting almost 14-years ago
was the start of my journey and it built the
very foundation of how I lead today, and it all
started with a surprising radio call….

Beep - Beep - Beep

I reached for the button of my radio and to
my surprise it was a direct radio call from a
voice I wasn’t expecting to hear. I repeated
my call sign to ensure it was me they were
looking for, and my regions Operational
Support Manager (OSM) confirmed they
were looking for me. I was instructed to
attend an unplanned meeting in their office.
Somewhat confused and a little bit curious,
we headed back to the ambulance station.

As I stood in the ambulance station I
remember taking a deep breath as I
reminded myself that this was my bosses’
boss and I had this sudden feeling of
trepidation.

The walk to the office where the meeting
was scheduled wouldn’t have been more
than thirty meters but that walk felt like an
eternity. I had so many thoughts running
through my head.

‘Did I do something wrong at a job’,

‘Did I make a clinical error, that I haven’t
realised’, or

‘Maybe a patient has submitted a complaint
about me?’

But I couldn’t think of a single reason that
senior management would want to see me.
Although I didn’t like this feeling I continued
walking towards the unknown.

Now as a senior manager in an ambulance
service, I reflect on that day fondly. I
remember feeling anxious and unsettled
because it would be the first time I would
meet the regions OSM behind closed doors.
But that wasn’t the worst part. The OSM had
a formidable reputation. As I approached the
door my stomach was in my mouth but I
knocked on the door, and walked into the
office.
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Although it felt like a life time, the meeting
only lasted 15 minutes. As I left the office, I
remember feeling confused. I remember
having this slight feeling of excitement, but
more powerful than that deep down I felt a
tinge of fear. Not because of what had just
occurred in the office, but because of what
was about to happen. My mind raced as I
thought, “what would others think about
me”, “how would people treat me” and what
had the OSM seen in me….. seriously why
me?

That long walk to the office of doom and the
15-minute meeting was actually the launch
pad to my future as a senior ambulance
manager. The ‘formidable’ OSM who had
requested my presences in their office that
day was my first ever real experience of
women supporting women within
Paramedicine. She had climbed a challenging
ladder in a challenging environment, and was
now looking for people to encourage and
take with her.

It made me extremely grateful that I was
fortunate to be a junior paramedic in the
region with the only female senior manager
at the time (with a so-called formidable
leadership style). Today I reflect on this and I
realise that the style she was infamous for
wasn’t formidable. It was just a female
leader in a male leader dominated world.
This challenged the culture norm at the time
and although it was confronting and
challenging for some, I suddenly felt entirely
supported by her style!

Behind closed doors, this immensely
articulate, and supportive female manager
had asked me about my previous experience.
As I answered her questions, I realised that
she was already far more aware of my
background and ethos than she let on. A real
manger knows their people. She could only
have known these things by taking the time
to read my resume and follow up with my
referees. At the closing of the meeting, a
question was asked which I never would

have expected; especially as a 22-year-old,
female, junior paramedic.

"Lindsay, are you interested in an
opportunity to cover someone’s annual
leave, and work in the role of Station
Manager?"

Yikes!

This experience continues to ground me as a
leader today. I believe that women
supporting women in life is not just
compelling and powerful but it’s also a
responsibility. Women supporting women
within paramedicine is crucial to the positive
progression of women working within the
paramedicine industry. When I think about
the OSM taking the time to invest in me (you
could even call it a gamble, a roll of the dice
if you will), I am inspired. She offered me an
opportunity to change the controversial
narrative which has not just led me to where
I am today, but inspired others as well.

I am certainly not the first women in
paramedicine and I have enormous respect
and thanks for those trail blazers who were
ahead of their time, but I have achieved
many firsts as a woman in paramedicine. So
to all of the women that came before me
and laid the path for us, I thank you! To the
women who are currently rising and those
who are still to come (keep studying), I look
forward to standing shoulder to shoulder
with you, listening to your goals. Never
forget woman alone have power but
collectively we have impact. When we stand
together to address the issues and
challenges that women face within
Paramedicine, we are unstoppable.
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Assessing the Autistic Patient in 
Paramedic Care

Words by David Birch

Whilst performing our duties as paramedics
there will be times when we will encounter
an autistic patient. We may not be aware
that the person is autistic in the initial
assessment, but it is essential that
paramedics can recognise the signs and
adapt their approach to ensure the patient is
provided with the most suitable and efficient
care possible.

What is Autism?

Autism spectrum disorder (ASD) is often
described as a hidden disability. The cause of
autism is uncertain and effects one in
seventy people. Autism Spectrum Australia
describes Autism as “… a condition that
affects how a person thinks, feels, interacts
with others, and experiences their
environment. It is a lifelong disability that
starts when a person is born and stays with
them into old age. Every Autistic person is
different to every other. Therefore, autism is
described as a ‘spectrum.”1

Autism is often associated with a range of
other disorders including attention deficit
hyperactivity disorder (ADHD), obsessive
compulsive disorder (OCD), oppositional
defiance disorder (ODD), and sensory
processing disorder. A broad range of

classifications apply to the varying
presentations of autism. The most common
forms of autism are classic autism,
Asperger’s Syndrome (an outdated term and
no longer used), and Pervasive
Developmental Disorder (PDD) or atypical
autism. These classifications share many of
the same symptoms, but they differ in their
severity and impact. Classic Autism or
Autistic Disorder is the most severe. PDD-
NOS, or atypical autism, is the less severe
variant. It is also of paramount importance
to understand that no two persons with
autism are the same.

Gendered differences can be seen in autistic
disorders with approximately 80% of autistic
cases being male. It is believed that the
relative rarity of autism diagnoses in females
could be due to female tendency to mask
symptoms. Females tend to be more capable
of adapting and fitting in with their peers,
hence those with autism may repress their
behaviour. This can often be seen through
social imitation skills and a desire to interact
directly with others. A high proportion of
females also possess introvertive
characteristics exhibiting shy or passive
behaviours, and often develop better
linguistic abilities aiding in the repression of
their autistic symptoms.
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Clinical Features

Autism is often a hidden condition and it can
be difficult or near impossible for a
paramedic to determine if their patient has
an autistic disorder. However, there are
numerous features and traits that are
recognisable and common with the autistic
patient that may offer an indication to guide
the paramedic’s assessment.

Poor eye contact: Autistic patients may avoid
looking directly at who they are engaging
with, or do so inconsistently, fleetingly, or by
looking out of the corner of their eye. It is
believed that the eyes and face are so
expressive that they can overwhelm an
autistic person. In this case, do not force this
patient to make eye contact with you.

Echolalia: This is the repetition of another
person’s spoken word and patients with
autism may exhibit this symptom by
repeating noises and phrases they hear.
These patients may not be able to
communicate effectively as they struggle to
express their own thoughts. In many cases,
echolalia is an attempt to communicate but
can be misinterpreted easily.

Heightened sensitivity or sensory aversion:
Autism can cause a person’s senses to go
into overdrive. A person with autism may be
very sensitive to bright or flashing light and
loud noises. Everyday sounds may be
difficult for these patients to manage and
they might hold their hands up to their ears
or wear headphones. An autistic person may
try to smell everything in their surroundings
and certain smells can overwhelm. This is
also extended to tactile stimulation and
should be identified if possible.

Stereotyped behaviours: A person with
autism may get “stuck” on certain habits,
routines, interests, or behaviours. For
example, an autistic person may want to
hold the same object and refuse to put it
down even when they are trying to engage

in a different activity or task. Other
presentations may see them spend a great
deal of time lining up or arranging objects in
a specific order, which can also be
recognised as OCD which many people with
autism also suffer from.

Meltdowns / Tantrums: A tantrum usually
occurs when a person is denied what they
want or what they want to do.
Conventionally when a person obtains what
they want or what to do a tantrum resolves
– however, in the case of a meltdown in an
autistic person this is often not the case as
the breakdown is not an emotional
response. Meltdowns are reactions to
feeling overwhelmed and are often seen as a
result of sensory overstimulation. Tantrums
can lead to meltdowns; hence it can be hard
to tell the difference between the two
outbursts.

Further, autistic people can also suffer from
anxiety and depression. This often results in
autism being viewed by members of the
public and health care professionals as a
mental health condition rather than a
neurological condition. However, with more
discussions to increase autism awareness,
paramedics can more accurately determine
and ensure the autistic patient is provided
with efficient and effective patient-centred
care



In Paramedic Care

Health care professionals including
paramedics may unexpectedly encounter a
person with autism. Identifying a patient is
autistic can reduce the risk or victimisation
of the autistic person or their caregiver and
can also reduce unnecessary risk to the
paramedic. Autistic patients may respond to
simple interventions in unexpected ways; it
is essential for paramedics to recognise signs
that may indicate the patient is on the
autistic spectrum and alter their method of
treatment or assessment accordingly. A
modified approach by the paramedic can
include changes to time, patience, being
literal with communication, personal space,
rapport and technology which I will briefly
outline.

Time: These cases can be complex and can
require a modified timeframe. Allowing
sufficient time for the patient to deescalate
themselves to a level of social engagement
is imperative. It is far better to let the person
deescalate themselves than to force them
into a resolution they are not ready for.

Patience: Having patience with a person on
the spectrum may be required to allow the
patient additional time to process
information. Delayed responses to your
questions or commands might be necessary
and well received. Speaking in direct, short
phrases will give the autistic person a better
chance to understand and respond to your
questions.

Communication: Ensuring you are literal
with your communication Is imperative
when interacting with an autistic person.
Avoid jargon or expressions such as: “What’s
up your sleeve?” or “Are you pulling my leg.”
Autistic people are very literal and often do
not understand the subtle nuances,
meanings of a jargon, sarcasms and other
expressions or slang.

Personal Space: Some autistic people don’t
fully understand the concept of personal
space so make sure there is safe distance
between the patient and yourself. The
autistic person may suddenly invade your
personal space or may think you’re invading
their personal space and react accordingly.
Further, personal space if highly important
when initially approaching the patient as this
can enact a negative response and
potentially make the patient uneasy.

Rapport: When verbally interacting ensure
you speak calmly and softly and physically
exhibit the calm and open behaviour you
would like the patient to display. To build
rapport, take the time to discover their
interests and try to engage or find common
ground. By establishing a connection, this
builds trust and can assist in the assessment
of the patient.

Team Game: When treating someone on the
spectrum remember it is a team game.
Don’t take it personally if the person prefers
to engage with your partner instead of you.
It could be that the person responds better
to male or females, younger or older or an
amalgamation of other characteristics.
Further, you may even require someone
outside of the crew to be part of the team
and aid in building trust.

Technology: Autism is a spectrum disorder.
At one end of the spectrum the patient
could be non-verbal which makes
communication hard. This is where an iPad,
mobile phone or other technology is an
asset. Consider the use of pictures, written
phrases or commands and computer images.
PECS (Picture Exchange Communication
System) allows persons with little or no
communication abilities to communicate
using pictures. People using PECS are taught
to communicate with another person by
using a series of pictures allowing them to
engage in communication. Emojis can also
be used.
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Other Considerations

If the individual is holding or appears to be
fascinated with an inanimate object, allow
the patient to continue to hold the item for
the calming effect. It could be something like
a small soft toy or a finger spinner. Autistic
patents often need their routine to maintain
a calm state and interruptions or differences
in routine can be overwhelming.

Finally, when handing the autistic patient
over at hospital, it is imperative that the
handover includes the patient’s sensitivities,
aversions, or triggers that you may have
identified, to ensure that the patient can be
placed in a suitable area in the hospital. Also
consider that the most appropriate
destination might not be hospital. Other

options may include patient’s regular doctor,
psychologist, therapist or even the patient’s
own residence. By transporting the patient
to some one that knows the patient well and
understands what is required for treatment
and management of the patient will result in
better outcomes.

Resources
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Ukraine Ambulances Patrol the Streets
While WHO sends an EOI for global EMTs

Words by Steve Sunny Whitfield 

In the early hours of the 24th of February
2022, the Ukrainian people saw an
unprecedented decline in national security
across the country due to an invasion by the
Russian military. Initially this action was
confined to the previously conflict-affected
areas of Donetsk and Luhansk Oblasts.
However this military action spread quickly
to every region of Ukraine and it affected
every major city. This placed an
unprecedented strain on local ambulance
and EMS capability.

Since the initial action took place, I have
received numerous requests from paramedic
colleagues across the globe seeking
information regarding opportunities to assist
our Ukraine EMS colleagues. Any
humanitarian crisis is complex, but the
security situation in an ongoing conflict zone
certainly limits the immediate prospect of
providing early EMS support. But with the
ongoing interest from my colleagues, I
thought it would be a good opportunity to
quickly summarise the EMS situation in
Ukraine both prior to, and following the
invasion, and discuss where, if any
opportunity exists for doctors, nurses and
paramedics to assist.

EMS in Ukraine

Emergency medical services are provided by
the Ukrainian Emergency Medical Services
(UEMS). This is a special type of government
rescue service whose main task is to provide
a free of charge medical assistance and
rescue service. Prior to the invasion, the

Emergency Medical Services in Ukraine
(2020) Survey was undertaken to provide
evidence-based recommendations to
improve the overall quality of Emergency
Medical Services (EMS) in Ukraine.1 The
objectives of this survey were to describe
the capacity, utilisation and efficiency of the
EMS systems across selected geographic
regions, and to identify the perceived
community needs and that of the EMS
systems in key areas. This was based on
input from local stakeholders, including EMS
providers, hospital-care providers,
administrative staff and patients.

As part of these developments in June 2021,
thirty ambulance drivers completed a pilot
training course called "emergency medical
technician" (EMT).2 This was a three-month
training course where the trainees studied
clinical theory at the Lysychansk and
Bakhmut medical professional colleges,
before undertaking practical training at the
Luhansk and Donetsk regional emergency
care centres. In an interview in 2021, Natalia
Vershinina, Director of Lysychansk Medical
College, emphasised that the EMT speciality
course was a step towards setting new
practical standards in quality emergency
care in Ukraine. It should also be noted here
that prior to the Russian invasion, the EMS
services of Ukraine were functioning and
improving. Unfortunately, this crisis has only
complicated things for the EMS services and
as this crisis escalates, so too will the need
for urgent and deployable humanitarian
health support teams.



Currently in the Lviv region, ambulances
crews are patrolling the streets without
communication. The head of the Lviv
Regional Centre for Emergency Medicine
Andriy Vasko announced that “in the
absence of mobile, fixed or Internet
communications, crews will switch to
patrolling the streets. They will patrol the
streets with flashing lights without sirens. If
there is a patient on board, they will go with
sirens”. He asked people not to signal an
ambulance unnecessarily, especially during
this crisis, but he reiterated that the Disaster
Medicine Centre has the necessary supply of
medicines, oxygen and fuel to ensure they
continue to function.3

Emergency Medical Teams (EMTs)

The World Health Organisation (WHO)
Emergency Medical Teams (EMTs) (not to be
confused with “emergency medical
technician”) are an important part of the
global health deployable workforce. The
teams are made up of clinical specialist and
any doctor, nurse or paramedic team coming
from another country to practice healthcare
in any emergency situation (Ukraine
included), is required to come as a member
of a WHO EMT. The selected teams and
team members must have demonstrable and
proven training, experience and
equipment/supplies so the team can
respond with success rather impose a
burden on the national system it has come
to support. EMTs must also strive to deliver
a quality of care that is appropriate for the
context it is operating in whilst being self-
sufficient.

The Call to Action

The WHO Regional Office for Europe and the
EMT Secretariat are currently seeking to
identify any available international medical
surge capability to stand ready for potential
requests of support from the Ukrainian
government. This is a request for
expressions of interest from people with

significant professional and clinical
experience in complex emergencies who can
render technical assistance as part of the
EMT network.4,5

Anyone interested in deploying as part of an
EMT should research and contact existing
and approved teams in their respective
countries. All capable teams interested in
deploying should email their expressions of
interest, indicating their availability and
capacities, to the EMT Secretariat
(emteams@who.int) with a cc to the EMT
Regional Focal Point
(storozhenkoo@who.int) and EMT Network
Leader (saliof@who.int) as soon as possible.

Depending on their capabilities, EMTs are
expected to be able to comply with the EMT
minimum standards or guided by the
document for medical teams responding to
health emergencies in armed conflict and
other insecure environments.

A full list of references can be requested from the
EIC.
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CPD Symposiums

2022 calendar

Gold Coast May 2022

Bites, Beers & Stings

Ipswich August 2022

Burns, Blasts & Gunshots

Townsville TBA

Breech, Babies & Breaks

Symposiums are two-three hours in length and will cover 
a wide range of subject matter relevant to paramedics, 

students and health care professionals.
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