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Editor’s Note

AMY COTTON

THE EDITOR CAN BE 
CONTACTED AT:  
editor@ausparamedic.com.au

Australian Paramedic is 
proud to be independent of 
any professional association 
or academic institution. 

What a wonderful response we had to the inaugural edition of Australian 
Paramedic – this was provided as a ‘taster’ for the concept, and after 
the support received we have been encouraged to continue our work in 
developing a dedicated Australian-based journal distributed to paramedics 
Australia-wide, plus those working in areas closely aligned to paramedicine.

In this edition we feature articles that look at the breadth of contribution 
Australian paramedics make in services overseas.  With such a wonderful 
health system ourselves, we can take it for granted that emergency services 
are also available in other parts of the world.  However, Andrew Hodgett’s 
item looking at establishing an emergency medical service in Vanuatu 
demonstrates the international support that can make such a difference to 
people overseas.

Contributions have also been made by many Australian medics and 
mainstream paramedics through service to the war efforts in Iraq.  In this 
edition we feature a story from Tasmanian paramedic Tony Muir who spent 
time working in a field hospital in Iraq, which is a perspective quite different 
to what we see here in Australia.  Maybe you have a story of your own to 
share?  We’d be happy to view it!

And in Australian Paramedic news, as paramedic registration moves closer 
to implementation Ray Bange provides an insight from the Employer that 
may challenge the way you view registration.

Finally, we feature an opinion piece by Dave Tingey, a paramedic for nearly 
30 years who provides some valuable insights into longevity and finding 
a mentor in a profession that can at times be challenging, but also very 
rewarding.

Couple this with some regular features providing highlights from #FOAMed 
and snippets of the latest news in the world of paramedicine, plus upcoming 
events that might be of interest to you, we hope you enjoy this edition of 
Australian Paramedic.
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Study Postgraduate 
Paramedicine
ECU has a range of postgraduate Paramedicine courses that have 
been developed in close consultation with industry and are focused 
on clinical issues related to daily practice, as well as developing 
clinical decision-making and critical thinking skills. 

Aeromedical Retrieval
• Graduate Certifi cate in Aeromedical Retrieval
• Graduate Diploma in Aeromedical Retrieval 

Critical Care 
• Graduate Certifi cate of Critical Care Paramedicine
• Graduate Diploma of Critical Care Paramedicine
• Master of Critical Care Paramedicine

Disaster and Emergency Response
•  Graduate Certifi cate of Disaster and 

Emergency Response
•  Graduate Diploma of Disaster and 

Emergency Response
• Master of Disaster and Emergency Response

Paramedic Practitioner
•  Graduate Certifi cate of Extended 

Care Paramedicine
•  Graduate Diploma of Extended 

Care Paramedicine
• Master of Paramedic Practitioner

Research
• Master of Paramedical Science by Research
• Doctor of Philosophy

These courses can be completed online or on-campus and are open to those with a relevant 
Bachelor degree, or equivalent prior learning.

Apply now for postgraduate Paramedical Science
ecugetready.com.au

ECU. Australia’s top ranked public university for student satisfaction. QILT rankings April 2017.
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Feature

BY TONY MUIR

Tasmanian Paramedic Tony Muir spent 4 weeks 
working in Iraq. He captured the experience by writing 
letters home, and now shares these with us.

LETTER ONE

So I’m in Iraq at the moment.

I’ve joined a humanitarian mission in 
Mosul, its sponsored by the World 
Health Organization. How did that 
happen? Well, I responded to a call for 
EOIs, and pretty much heard nothing 
back; I figured I had missed the cut!

Then, I had a phone call asking if I could 
be on a flight the next day.  I was in 
Dubai the following day, and flew into 
Erbil, Iraqi Kurdistan the day after that. 
Erbil is 80km from Mosul but untouched 
and life continues as normal.  After two 
days there I was picked up by a group 
of serious looking men with lots of 
firearms and armoured Land Cruisers 
and we headed North to Mosul.  Just 15 
minutes outside of Erbil the evidence of 
war is everywhere, I won’t describe it in 
detail, but it made drinking long blacks 
in Erbil the day before quite surreal!

So even though Mosul is only 80km 
away it took a couple of hours to get 
here, the road is blocked at a couple of 
dozen places with checkpoints manned 
by Iraqi military and / or local militias. 
The security detail carry clearances that 

allow progress through each point along 
the way, there are virtually no structures 
left standing, everything is either blown 
to rubble, burnt down or shot full of 
holes.  The road is largely secure but 
hazardous, UXOs litter the roadsides, 
IEDs and snipers are still a present 
danger but considered unlikely with ISIS 
and its operations restricted to the Old 
City within Mosul. People are existing 
amongst the rubble, food is short and 
disease is rampant, it’s not pretty to look 
at.  It smells, you can taste it in the air.

I am working in a hospital at Hamam 
Alil, we’re about 10km from the heart 
of Mosul itself and we are one of about 
18 facilities along with the likes of MSF, 
NYC Medics and the Red Crescent.  
Many of their patients end up here 
as well. This site is built on old soccer 
grounds that were previously used by 
ISIL as slaughter yards, they sat in the 
now destroyed stadium and watched 
mass executions of Iraqis.   Now, we 
are in behind concrete T walls and 
razor wire, inner and outer perimeters, 
armed protection in depth and at close 
quarters, we have safe zones to fall back 
to and detailed security response plans, 
there are explosions and gunfire close 
by and sometimes right outside the 

wall.  That is ongoing all morning and 
all night (not after morning tea though, 
it’s too hot to fight during the day and 
besides it’s Ramadan, they don’t have 
the energy!!) it sounds a little crazy and 
although the battle just down the road 
is intense, we’re not the target!  The last 
hospital in Mosul has been destroyed… 
in an airstrike by the US military!

This hospital is a trauma hospital 
and the most well equipped in the 
immediate area. We receive the 
casualties of the battle, mostly civilian 
and way too many children.  We have 
an ED, two theatres, an ICU, a male and 
a female ward and a maternity wing 
that is delivering up to 30 babies a day, 
often from badly injured mothers.  We 
have a path lab, radiology (xray) and a  
pharmacy.

We live in shared accommodation, 4 
to a room and work shifts, 5 night, 5 
days repeat.  There are no days off.  
We guide and are supported by Iraqi 
staff, general and specialized surgeons, 
ED physicians and nursing staff, 
pharmacists and a wide range of allied 
health specialists.  They should not be 
underestimated, their skills, particularly 
in trauma are unparalleled.  The power 
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is on most of the time, running water 
some of the time, at least once a day for 
a few hours - insane desert heat is on 
all of the time (48 yesterday). There is a 
mess kitchen with an Italian chef!!  No 
one has been able to figure that out but 
we don’t care!! There is a track to run on 
- inside the perimeter and I’ve cobbled 
together a bit of a gym out of odd bits 
and pieces.

The numbers vary but ISIL hold 
hundreds of thousands of civilians 
prisoner in Mosul.  They are held in 
ghettos, windows have been bricked 
up, doors welded shut and everything 
is mined and booby trapped, the 
people are starving and disease is rife, 
some try to escape with their children 
and these people are the bulk of our 
presentations.  Snipers get many of 
them, booby traps the rest.  Children 
and adults make it to us with horrific 
war injuries that are sometimes days old 
from where they have lain injured, hiding 
or feigning death to escape, their stories 
are graphic, and chilling!  Blast, burns, 
fragmentation, penetrating trauma, 
gunshot, traumatic amputations, crush, 
De gloving, if you can dream of it in your 
nightmares it is what these people are 
enduring as they escape and according 
to them it is better than living with the 
horror of ISIL.   

The ED can be quiet, and then 
overwhelmed.  Amazingly we have a 
patient for an average of 15 minutes and 
they are in theatre or stabilised and on 
the ward awaiting further assessment 
and management. Some are patched 
in the ED and discharged with injuries 
that at home would see them flown to 
a tertiary facility - here, its pragmatic!  
There simply is nowhere to send anyone, 
and no means of sending them. Sadly, 
some are wheeled to the morgue.  

My shift started tonight with a 6 year 
old boy suffering >90% burns.  He was 
caught and set alight by ISIS “soldiers” 
as his family tried to escape.  His father 
was shot and is presumed dead, his 
mother beaten to the point of death 
herself.  Somehow, once she was alone, 
she has picked her son up and carried 
him to the Iraqi Army forward positions 
and a NYC Medics Casualty Stabilization 
Centre - these guys are awesome, 
they’re on all the social network pages, 

look them up. They provided immediate 
care and medevac’d him straight to us, 
and as I mentioned, the Iraqi medical 
staff here are amazing.   Although his 
prognosis is dim, he is pain free and 
ventilated in our ICU now. His mother is 
well supported.  Everyone here shares 
her suffering. 

The facility is remarkable given the 
circumstances and didn’t even exist 3 
months ago and it is achieving great 
things!  The local medical and nursing 
staff are good at what they do and 
trauma has become their profession, at 
times it seems like chaos, the language 
is a challenge itself and it is spoken 
harshly and emotively, it can sound 
aggressive, it isn’t, and they are amazing 
people given what they have been 
enduring.  This is a tough existence and 
they are resilient people.  They also love 
their families and as they work here to 
save lives, they are missing their own 
loved ones who are dead or captive in 
Mosul, just a few kilometres down the 
road, they sit here, working on patients, 
listening to the fighting aware that the 
next patient may well be a parent, a 
child, a partner.  Incredibly, at the end of 
their shifts, many drive home, to Mosul!!

They are gracious hosts, 
polite to a fault, traditional 
but tolerant and friendly 
beyond imagination.  They 
are at pains to explain that 
ISIS is not Iraq, they did not 
choose this life. 

LETTER TWO

Yesterday, the young boy with 90% burns 
I told you about, he passed away.  His 
name was Mohamad Yagha and he was 
6 years old.  

I’ll write briefly of one more tragic 
circumstance, which seems to epitomise 
what is happening here.  The night 
before last I was working in the ED when 
we received a call from the front gate of 
a “real emergency”.   

Let me explain..., I described earlier our 
compound a little, but not the process 
of getting in and out.  Actually, we don’t 
get out!  
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Anyway, at the formidable, brightly painted and 
rather daunting front gate there is a security detail, 
nothing gets in without being searched, nothing at 
all, not even an ambulance. Any patient that presents 
to the front gate is a potential ISIS Terrorist, and any 
Ambulance a car bomb, so it makes sense to have a 
process to ensure safety within the compound.  Once 
the search is complete we get a phone call in the ED 
that a patient or patients are arriving and so we get 
about 60 seconds to get organised, we don’t need 
that long in reality, there is no time to stand down 
completely, even on a “quiet” day.

The guys at the gate are all veterans and they 
differentiate between women with kids from the 
refugee camp next door seeking clean clothes and 
a meal under the guise of vague medical symptoms, 
and that of a genuine casualty, so when the phone 
rang and Hogar said “Real emergency Mr Tony, real 
emergency” - well, I knew it was “real”.

The ambulance reversed in moments later, siren still 
wailing, lights still flashing - there is no traffic between 
here and Mosul but if you identify yourself clearly as 
an ambulance then maybe, maybe ISIS won’t shoot at 
you!!  Personally I think I’d use stealth mode, ISIS will 
shoot at anything! 

The doors to the ED literally burst open and a trolley 
rolls in with a cast of thousands pushing it - cleaners, 
orderlies, anyone who was on a rest break, inpatients 
who were out having a smoke, anyone who was 
outside when the ambulance came in!!! You would 
have all seen it on TV, the way that Arabs congregate 
around a drama, gesticulating and verbalising their 
concerns, they are passionate and emotive people 
and everyone wants to be carrying the stretcher, they 
all want to help and assist in moving the victim onto 
an ED trolley. I’m sure you can picture the scene here.  

The key in this place is not to change the way things 
are done, not to try and control the uncontrollable, 
but to work within it, to guide the team through it, 
that’s what matters!  So, we push through the crowd 
that formed from nowhere in the ED, they part and 
let us though and then it’s as if they realise we are 
the medical team and now we’re being pushed to 
the front “Yalla Yalla”, Hurry, Hurry.  Our few square 
metres of space is suddenly very crowded.   

I get to my allocated position and I see yet another 
child, another young boy, he might be 10, he is filthy, 
malnourished, he is bare chested and barefoot, and 
he is dying. My role is not lead, I am not conducting 
the primary survey but I cast my eye over this young 
boy as I tighten my tourniquet and secure venous 
access, connect my pre-prepared fluids and push 
them through.  

He has a penetrating trauma to the head, a gunshot 
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wound and open chest trauma, 
sucking wounds. All are being treated 
systematically and thoroughly.  There 
are faint signs of life. 24/7 the ED has 
one team on duty complete with Iraqi 
anesthetist, surgeon, ED physician, 
RN, ICP and orderlies.   Our roles are 
defined, including the way teams split 
and assume other roles in MCIs.  So, 
it’s a pretty slick couple of minutes now, 
major haemorrhage was controlled, 
airway was clear, breathing was 
inadequate and supported, circulation 
was poor but addressed.  The goal is to 
stabilise quickly and get into theatre for 
life saving surgery. 

But, we didn’t get that far, the transition 
from tachycardia, to bradycardia, to 
asystole was fast.  I mentioned how 
pragmatic things are around here, there 
was no arrest management initiated.  
He has come in alive but his injuries 
were catastrophic and that reality is 
accepted quickly in this room.  The 
crowd disperses and we all step back, 
the cleaners are in quickly, bins are 
emptied and liners replaced, equipment 
is cleaned or restocked and the mops 
get busy.  

I need to sort out the administration 
surrounding the case, there are no ward 
clerks here, and I ask his name. No one 
knows it!

I take one of the nurses with me and find 
the ambulance crew, they are drivers, 
unskilled and the ambulance exists in 
name only. It has a stretcher and an 
oxygen cylinder in it, and it smells of 
cigarette smoke. I ask after this young 
man’s name, but no one knows who he 
is.  The medics fill in some blanks.  He 
was seen at the front line running across 
the rubble and debris of bombed out 
houses towards the Iraqi army.  The 
ambulance crew say that soldiers were 
yelling at him to run and keep running, 
and he did.  He almost made it, he 
was shot through the back by an ISIS 
sniper before he made it, again in the 
head where he lay.  Iraqi soldiers fought 
forward to him and dragged him into 
their lines.  These Iraqi men are not the 
devils they have been portrayed to be, 
they are not ISIS sympathizers, they are 
soldiers fighting an evil enemy.  They 
have lost their own families, friends and 
loved ones to ISIS and in this moment 

they were fighting and risking their own 
lives to save this young boy - someone 
else’s child.  

They determined he was alive and 
applied their own combat dressings to 
him, he was carried back to a casualty 
evacuation centre and sent directly to 
us.  No one knew him, no one knew his 
parents or his family but from the state of 
him, it’s easy and reasonable to believe 
he has been an orphan surviving in the 
rubble for some time, probably weeks.

I head back inside and collect a body 
bag from the cupboard, we have them 
on shelves here like we have blankets 
and towels at home.  I can hear the 
conversation going on around the young 
man.  Arab conversations tend to always 
sound heated, they rarely are however, 
they are passionate people, expressive 
in their mannerisms.  I have no real idea 
what’s being said but I have learnt the 
difference between conversation and 
confusion so I ask one of the nurses 
who has a pretty good grasp of English 
and he tells me that they can’t decide 
what to do with the young boy.  It is 
unlikely he has any family left, even more 
unlikely that if he does have, that they 
will be looking for him in our morgue.  If 
he has a chance at all of a burial in line 
with his faith he must be returned to 
Mosul where he may be identified and 
collected by the remnants, if any, of his 
family.  If not, he will still be buried in 
time, in an unmarked grave.

So that’s the decision, this wretched 
little boy is placed into a body bag for 
the trip back to Mosul on the off chance 
that a family member may find him in 
the morgue, but more likely to be buried 
without a name, to leave this place with 
no one remembering he lived.

Before I zipped him in I took his picture, 
it seemed macabre but at the same time 
it seemed right that one person on this 
planet remembers this little man existed.  
And maybe, by sharing this story, he will 
be remembered by many, if just for a 
moment.

I’ve named him Mahmood.

Anyway... we were talking about him 
around the dinner table.  Him, the 6 year 
old burns victim from the day before, 

and all the others.  On the outside of our 
walls someone had made a kite out of 
an old black garbage bag and they were 
running back and forth with it, we could 
hear children laughing, the sounds of 
their simple joy carrying across to us in the 
stifling breeze as their little kite bounced 
along.  They’re safe enough there, the 
battle is miles away, and life goes on.

So that battle I bang on about, the 
battle for Mosul!  It is heating up.  
There’s been an artillery barrage 
cracking on since yesterday and ground 
attack jet aircraft have been in the skies 
all day today.  Gunships head in with 
their flight path taking them straight 
over our compound barely above the 
top of our perimeter walls, their missile 
racks laden inbound and inevitably 
empty outbound.  We can hear the 
bombing from here.  

Last night one was dropped short, our 
buildings shook and stuff was falling 
off the shelves here in the ED.  It takes 
a bit to rattle the staff here, they’ve 
been living with it for a while, but they 
all stopped what they were doing and 
looked at the ceiling - don’t know why 
really, if one comes in through there it 
won’t matter.  Anyway, they shrugged, 
laughed it off and went back to work 
- I made coffee and put my heart rate 
down to the caffeine!

Despite what might be said in the news, 
there is nothing precise about this battle 
and ISIS is well entrenched, they have 
thousands and thousands of human 
hostages trapped within the city and 
we have been advised to expect heavy 
civilian casualties over the next few days, 
possibly up to 500!  We have 50 beds!  
So, we have been busy pushing beds 
closer together to increase floor space 
and we have brought in mattresses 
for the floors in the wards, corridors 
and storage and eating areas, tents 
and tarpaulins have been erected for 
walking/sitting wounded and we have 
pushed all the shelving in our warehouse 
as close together as possible so that we 
can house patients and still to be able 
to access our consumables.  We can 
accommodate about 250 inpatients now.  

Everyone is upbeat, we have rehearsed 
our MCI response many times, we 
have practiced patient flow though 

7Australian Paramedic | Edition 1 2018 

Feature

<<



Feature

the hospital, even the cleaners and 
dishwashers have roles.  It is not a case 
of if this will happen, but when this will 
happen.  

LETTER THREE

Its 5:30am, its been daylight for over an 
hour.  This shift ends in two and a half 
more.

The bombing and gunfire has not 
stopped overnight.  Nor have the 
ambulances.

Soon I will be relieved and I will head 
towards my room.  

It is small and I share it with three others, 
but today I will not be bothered by 
that.  Today I will appreciate that I have 
a bunk to sleep in, a room to share with 
new friends and four walls and a roof to 
surround me and protect me from the 
harsh reality outside.  I will be thankful 
for the electricity that is irregularly 
irregular (see how I did that) and for the 
air conditioner that cools me - at least 
when the electricity is running.

I will run and train as I do every day, 
conscious of my $200 sneakers when 
the medical staff I work with have not 
been paid for months, and today I will 
not make hamster wheel jokes about 
the uneven, bone jarring surface I run on 
behind those massive T walls, because 
they protect me and keep me safe and 
there are small kids flying a kite on the 
other side whose parents would give 
anything to see them safely on this side 
with me!

When I have run, and exercised I will 
shower, if there is running water and if 
there isn’t it won’t matter, I will shower 
later when there is because I know there 
is an engineer here who works hard 
every day to make it so for us, and that 
he goes home at night to a home that 
has neither water nor electricity and that 
he has children he would love to see 
living safely inside our camp.  Today I 
will help him do his work, not just wait 
for him to finish.

Breakfast today will be the same as 
yesterday, it will be the same tomorrow 
and I will be appreciative of it.  I will take 
more than I need, much more.  I will put 

it in plastic bags and when no one is 
looking I will throw it up over the T wall 
to where those little kids fly their kite. 

And when I stand in line today for the 
one washing machine we share with 
the whole camp - I won’t complain 
about one washing machine, I will 
acknowledge that we are fortunate to 
have it.  And I will not grizzle about the 
length of the line or how long it will take 
because I will take all the washing from 
everyone in my room, and the rooms on 
either side, and I will stand in a slightly 
shorter line for shortly less time knowing 
that the small pile of clothes I hold is 
more possessions than anyone who lives 
in the refugee camp over our Southern 
wall and I will reflect on what I own, on 
what I aspire to own and I will recognise 
my fortunate life.

I will not be critical of intermittent Wifi, I 
will take the opportunity of no signal to 
draft the emails I want to send and enjoy 
the challenge of trying to send them 
before the signal fails again and I will 
hang on the words of every email that 
eventually gets through to me, I will read 
them over and over, grateful for the news, 
the words and thoughts they convey.

I will have no first world problems today, 
nor tomorrow and, Inshalla, never again.

Mahmood deserves that!

LETTER FOUR

Well things are comparatively quiet 
around here.  The guns are silent and 
there’s been a marked reduction in 
aircraft sorties overhead.  The expected 
casualty surge hasn’t eventuated either!

Locals are saying the Iraqi Army hasn’t 
made any ground at all, that despite 
the bombardment and air attack, ISIS 
is holding firm and has in fact inflicted 
heavy casualties on the Iraqi Army.  
Word from the likes of NYC Medics out 
in the trauma stabilisation points (TSPs) 
is that the military field hospitals are full 
and casualties are being treated outside 
the tents!

Feedback from the locals is probably 
more reliable than what’s reported 
through official lines.  Al Jazeera seems 
to have decent coverage if you’re after 
some detail.
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I have just come on to my last night shift, 
it was supposed to be five, but this is 
my eighth and its only my last one until 
someone changes their mind, and the 
roster, tomorrow.  Seems operational 
contingencies exist elsewhere too!  I 
don’t mind the evenings and nights, they 
are cooler, I can exercise first thing at 
the end of my shift while it’s still under 
30 degrees (hopefully) and then sleep 
during the day in the air-conditioning.

In between patients, it’s nice to sit 
outside and gaze above the top of the 
T Wall, someone here invariably makes 
a pot of Arabic coffee, everyone sits 
quietly and I get to take in the stars, the 
moon and the Universe, through the 
razor wire, while still getting my head 
around the fact I’m in the middle of Iraq 
- drinking coffee in a war zone!  It’s a 
little surreal. 
I’ve told some stories of despair in 
my last few emails, it continues every 
hour of course and I am sure I will have 
more stories to tell from my time here.  
Yesterday though, our good fortune, as 
Westerners, you and I, and the inequity 
that exists between us, and everyone 
who we are here to help, was slapping 
me in the face.

One of our team, a Spanish bloke, 
a skilled orthopedic surgeon and 
room-mate of mine complained of a 
headache.  Sudden onset and severe, I 
looked at him, he was holding his head 
in both hands.  It escalated quickly and 
his haemorrhagic CVA evolved while 
I was talking to him.  That’s sad, he’s 
young, well, he’s my age, with a family, 
a brilliant career, a good life.  The 
difference between us and our hosts 
here, the Iraqis, our good fortune and 
privileged existence compared to their 
bare existence and meagre survival 
became embarrassingly apparent.  Our 
colleague’s Medevac out of the country 
was arranged in one phone call. Our 
armed escorts made the usual two-hour 
trip to us in one hour.  Our Chief and 
Deputy Chief Medical Officers travelled 
with him and cared for him enroute to 
Erbil International airport where he was 
retrieved via an International Medevac 
provider in a private jet aircraft.  He 
was in a Private facility in Jordan within 
four hours of onset of symptoms. Today 
he is in London, in another private 
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facility being treated conservatively and 
expected to make a full recovery.

That’s a good news story, and it’s as it 
should be, it’s as we would all want it.

In our ICU at the moment we have the 
most beautiful 10-year old girl, she is 
stunning.  She is also in a diabetic coma 
and unlikely to survive.  This hospital was 
set up purely for trauma.  We don’t even 
have urinalysis sticks!  Our doctors are 
working with our solitary BGL monitor, 
with no measurement for Ketones, no 
facility to analyse blood and only their 
clinical assessment skills, maths and best 
guesses to work with.  We do have some 
insulin, more saline than most oceans, 
potassium and dextrose, if the intensivists 
can get the balance right, she may pull 
through but I can’t help but identify the 
contrast between the two cases.  

At home, this child would survive, in 
fact it is unlikely she would ever even 
have to face this challenge, she would 
have the benefit of our health systems, 
diabetic education, access to GPs and 
related services, the PBS.  Here, this 
child is in a coma largely because of a 
lack of education and the fact that at $12 
a month, her family can’t afford insulin.  
I am not conflicted by it, I understand 
that in this world, that’s the way things 
are.  I am saddened though that merely 
because of where we were born, our 
chances at life can be so vastly and 
unfairly different.

I really do hope to be able to bring you 
some good news from this place soon, 
some big wins, some happiness.  The 
brightest note of the day though, and it 
is a bright note, is that the kite was still 

flying above the wall this morning.  

Then, while I was typing…, the first 
military combat casualty from the 
offensive arrives at the gate – 25-year 
old Said Abdulla.  He is conscious, but 
badly wounded.  There is a Combat 
Tourniquet above his left knee and 
dressings everywhere.  His abdomen is 
still exposed and fragments of shrapnel 
are protruding.  His TSP has secured 
an IV access, normal saline is running, 
and - as seems to be customary, he 
has been catheterised!!  Hard to find a 
patient without one. His Primary survey 
is OK, his initial VSS acceptable.   This is 
where things get untidy, everyone wants 
to have a look, it’s hard to tell who’s 
medical and who’s cleaning staff and I’m 
not sure who should and shouldn’t have 
shears, forceps, needles or be running 
the FAST scan.  My team surgeon has 
wandered off, probably to volleyball and 
isn’t answering his phone, my two nurses 
are here, Saif and Lawrence (of Arabia) 
and they usher a few out, and grab 
a few in - again, order descends into 
chaos, but it only seems like that - their 
fast flowing Arabic sounds like a fight 
is about to break out between them 
but no, Jaleen is in charge.  A Muslim 
woman in traditional garb, her head is 
covered, she also wears a long white 
doctors coat and cotton gloves.  

The first day I met her she refused to 
shake my hand, my mistake, I shouldn’t 
have offered it.  She is also a consultant 
surgeon and she is firmly in control.  
Things are done here as they would be 
at home but without anyone needing 
to be told.  Probably a little more 
efficiently, and definitely a little more 
assertively!  The patient’s primary survey 
is sorted and his secondary is rapid but 
thorough, he has penetrating trauma 
everywhere, he is cleaned, packed and 
wrapped as the FAST is done, everyone 
is happy with the result, analgesia is 
in the mix somewhere and Saif and 
Lawrence have had him in and out of 
x-ray, now they’re unwrapping post x-ray 
washing him down with Betadine where 
ever there are fragments and holes, 
squirting lignocaine into his wounds and 
following it in with their gloved fingers, 
and then their forceps.

It looks brutal, he squirms but doesn’t 

moan, he’s only had 5mg of Morphine.  
Other medical staff here say that Iraqis 
have a genuine sensitivity to opiates and 
the effects are greater when the doses 
are smaller.  I can’t argue against what I 
don’t know!

So, he’s done, off to the ward.  The 
cleaner is back, Omar, he’s a good kid.  

“Happy clean Mr Tony?”  “Omar good 
clean?”  

“Yes Omar, you are a good cleaner, 
thank you” 

“You tell Mr Bruce Omar happy good 
clean?”

“Yes Omar, I’ll tell him.”

Mr Bruce is our Head of Security and 
seems to be in charge of everything, 
including the cleaners.  They bust 
themselves daily in order to win a $15 
weekly bonus, there’s only one bonus 
between all of them and there’s probably 
thirty or more of them looking after 
everything for $175 a month.  Omar 
lives with his wife and small child, 
grandmother, grandfather, sister and 
brother and at the moment he’s the only 
wage earner and he’s working harder 
than I am!!

Anyway, I can smell the coffee, the doors 
are open at the front of the ED, I can see 
the T wall and over the top of that, the 
stars and the moon and a big Universe 
that apparently knows what it’s doing!
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Tony is a former regular army soldier 
and has worked as a police officer in 
Tasmania, Queensland, the Australian 
Federal Police and the United 
Nations. These roles have taken him 
internationally to Papua New Guinea, 
the Pacific Islands, East Timor and 
Greater South East Asia.

Over the last 13 years Tony has worked 
as a paramedic and intensive care 
paramedic in Tasmania, the ACT, HEMS 
in Riyadh, Saudi Arabia and most 
recently a Trauma Facility in Mosul, Iraq.

These days Tony currently works as 
a Branch Station Officer in Sheffield, 
enjoying the quiet!

Stay tuned for the second half of Tony's 
story in the next edition of Australian 
Paramedic.



AUSTRALIA IS FORTUNATE in having State and 
Territory-sponsored public paramedic service providers 
(aka Ambulance Services) that are among the best in 

the world. This has been the result of progressive leadership, 
good educational standards, government funding and 
legislative support. The integration of public services into 
larger sustainable agencies has also enabled this sector of 
healthcare to reap the benefits of critical mass and economies 
of scale.

The ability of service providers to innovate should remain 
unchanged and the introduction of new clinical interventions, 
ultrasound, telehealth, AI, drones, driverless vehicles, new 
response models and other innovations should be fostered by 
a more flexible registered workforce. The important thing is 
their objective evidence-based assessment to ensure added 
value in patient health outcomes.

While by no means the largest in numbers of operational 
units or personnel, Australia’s public ambulance services are 
notable for their vast geographic coverage encompassing 
metropolitan, rural and remote areas in all jurisdictions. 
In remote and rural locations, servicing a widely scattered 
population in conjunction with the Royal Flying Doctor Service 
(RFDS) has created unique operational challenges, networks, 
and innovations. 

In addition to the principal government-funded services 
in each state and territory, there is a growing number 
of Australian private out-of-hospital care providers and 
aeromedical retrieval services. These private services employ 
paramedics, nurses and medical practitioners in diverse 
settings, both domestically and offshore in international and 
industrial service roles. Registration will, for the first time, 
provide an accurate picture of the paramedic profession.

Registration is likely to impact and potentially disrupt the 
existing paramedic workforce in a number of ways, including 
a potential short term loss of existing practitioners that may 
affect the operational capability of ambulance services. The 
catalysts for that are:

• Some serving paramedics may elect not to apply for 
registration as they may think it’s too difficult and expensive;

• Some serving paramedics may elect to bring forward plans 
to retire once they see what registration and Continuing 
Professional Development (CPD) requirements entail;

• Some serving paramedics may be ineligible for registration 
due to undisclosed criminal convictions or other impediments 
to fitness to practice; 

• Some serving paramedics may choose to relocate or change 
their employment status given the national registration-based 
recognition of competence;  

• For private industry it’s going to ensure a higher quality 
of practitioner for those who remain active in health care - 
although how the valuable technician and volunteer levels of 
service will be managed remains an open question; and

• Registration holds out the promise of new job opportunities 
in areas where paramedics haven’t worked before, with the 
highest trained and most experienced likely to be move out of 
the public services – this in turn will place increased demand 
on recruitment and graduate induction programs.
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Paramedic Registration and 
Service Providers

BY RAY BANGE

Following on from our last edition, we continue to take 
a closer look at national registration of paramedics, with 
insight provided by Adjunct Professor Ray Bange. Ray's 
advocacy and work on positioning the profession put a 
spotlight on the role of paramedics and the importance of 
paramedic registration as a commitment to public safety. 

In this edition Ray considers the perspective of service 
providers as we make the transition to national 
registration.



 A smorgasbord of options

So what impacts will the advent of paramedic registration have 
on the paramedic services of the future?

I have learned from experience that predicting the future is 
going to see some predictions borne out, some wildly wrong, 
while other developments were never even contemplated. 
Nonetheless here are some suggestions.

Taking the most obvious change first, the protection of title 
will bring clarity to the use of the title in operational roles, 
including documentation, signage and livery.  Services will 
need to look to their use of descriptors in reporting and 
promotional materials to ensure that expectations of the level 
of care and the services provided are consistent with the actual 
personnel engaged in providing front line services. 

That review may also bring changes to the personnel mix in 
service delivery. The use of different personnel mixes may see 
more technician level roles together with advanced paramedic 
clinical roles explored, depending on the urban, regional or 
remote locales. 

In broad terms the existing public ambulance services will 
begin to share power with other employers, the profession 
and the educators. This may come as a shock to many 
who view ambulance services and paramedicine as being 
almost synonymous. That distinction also has implications 
for research, where variations will grow between ambulance 
service research and paramedicine research – both symbiotic 
and complementary, but different - and lead by more 
paramedic researchers.

The accountability imposed by registration will see enhanced 
professionalism and greater engagement in leadership of the 
profession. One implication of this change in perspective is 
that paramedics should play a key role in the development 
of the next generation of paramedics and shape educational 
programs and professional development programs that enable 
future growth of the profession. 

This may mean providing insights to guide individual practice 
development, and strategic planning around primary health 
care. Stronger links with universities and community practices 
are indicated. This should also see the registered paramedics 
of the future more involved in research, and social innovation 
with inputs into the local, regional and national policy domain. 
These developments are all consistent with increasing 
professionalism of paramedicine.  

Apart from clarifying the level of service delivery, the 
identification of paramedics may have a significant impact 
in the fulfilment of contractual services for a myriad of roles 
including event and industrial undertakings. If paramedic 
practice forms part of the service requirements, then 
registered paramedics must be engaged.

Experience elsewhere (principally in the United Kingdom), has 
shown that a registered paramedic workforce will have greater 
flexibility and mobility and that experienced paramedics will 
be sought for work outside the ambulance sector. 

The tertiary education of paramedics in Australia will also 
enable them to take their place as bona fide members of the 
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healthcare system and inter-professional teams, albeit changes 
to current educational curricula are indicated to cater better 
for a broader scope of practice in non-ambulance roles - 
beyond emergency first response.

Paramedic practice already is starting to play an important 
role in the provision of primary care services in the Australian 
healthcare system, with more involvement in the management 
of an increasing range of chronic health conditions and 
wellbeing issues especially in rural and remote Australia. 

Discussions by the author across the spectrum of health and 
the paramedic profession indicate that new models of care 
and employment opportunities will be limited only by the 
imagination and the willingness of employers to innovate and 
government to legislate. 

For example, legislation to allow prescribing would have a 
significant impact on both educational pathways and practice. 
It would promote greater awareness of the capabilities of 
practitioners and facilitate the contribution of paramedics to 
patient care across many settings. 

It’s probable that the non-ambulance service employers will 
lead such developments and that paramedics will be found 
working in corrections, police / custody centres, immigration 
detention, mental health teams, emergency departments, 
urgent care centres, super clinics and pharmacies, and across 
the resource and industrial sectors. 

Beyond the traditional focus on emergency response, existing 
ambulance services may need to help colleagues further 
understand how to care for terminally ill patients as part of 
community paramedicine initiatives. As the populations ages 
and chronic conditions grow, out-of-hospital care will need 
to provide sensitive and quality care for all patients in all care 
settings including the hospice, home, hospital and care home, 
enabling more people to have a choice of care as they age.

Along with those local developments will come the benefits of 
a registered workforce for those providers working offshore. 
Registration under a national statutory scheme will bring 
independent validation of the competence of paramedics and 
add credibility to bid proposals in the provision of healthcare 
services as well as potentially reducing administrative and 
other regulatory burdens.

 For private (and public) providers the clarity provided by 
registration will also assist in confirming the capacity to 
deliver contracted health services through the engagement of 
registered personnel. 

Those service providers who are contracted to provide 
‘paramedics’ may find that members of their workforce do 
not hold the required registered status and therefore will 
be unable to service these contracts unless suitable staff are 
employed. This may create some interesting legal situations 
and all service providers should review their contractual 
arrangements for current and future projects in terms of the 
service deliverables.

A climate of mutual respect

In time, the engagement of registered personnel should have 
a positive impact on professional relationships, since the 
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competencies and fitness to practice are based on the status 
of the practitioner regardless of their employment or individual 
situation. This may take some adjustment on the part of (some) 
public sector employed paramedics as it will be a significant 
cultural jump. Nonetheless, registration has the potential to 
generate mutual respect and recognition of the quality of care 
in joint service operations and handover situations.

Opportunities will be presented to develop harmonised 
standards of practice so that public sector paramedics and 
private sector practitioners can work together with greater 
confidence in the knowledge that the level of care will meet 
appropriate standards and facilitate a seamless and consistent 
level of service across jurisdictional borders. This may affect 
the way in which events and workplace support is provided, by 
enabling expert paramedic level treatments on site that avoid 
unnecessary emergency response. 

Such developments hold the prospect that some major 
private operators would have the capacity to run full service 
emergency ambulances which can be utilised for surge, 
disaster and mass casualty incidents to supplement public 
sector services. Private services already provide aeromedical 
services and full-service operations in Western Australia and 
the Northern Territory, and it is common overseas in the US, 
Canada and the United Kingdom. 

It’s not a question of capability, but whether there is a 
willingness to explore the necessary legislative and operational 
changes to make it happen, and the return on investment 
required to establish and maintain it. 

One envisages that ambulance services will need to respond 
to the opportunities and challenges posed by a changing 
workforce whose experienced registered clinicians are likely 
to become more sought after by other significant healthcare 
groups such as the RFDS, clinics and hospitals. 

The registered paramedics of the future will want greater 
flexibility of working arrangements, with a greater focus on 
professional development and career paths. 

At an administrative level the changes should include internal 
procedures that reflect a respectful workplace with a focus 
on human resource practices that deal with the paramedic 
workforce as a registered professional cohort having an 
independent regulatory framework, in the same way as for 
other registered practitioners. 

That change in focus will span several areas including:

• Job advertisements for ‘registered paramedics’

• Easier checking of qualifications and registration status 
including unified treatment of overseas qualifications for 
foreign paramedics to become registered;

• External (registration-based) criminal history checks

• Complaint management practices that recognise the 
complaint mechanisms under national registration including 
clearly defined service and practitioner investigative processes;

• A review of existing contractual appointments to require 
practitioners to maintain registration along with systems for 
monitoring registration status and for tracking any conditions 

Ray is an internationally recognised expert on regulation 
who has worked with the profession on the registration 
of paramedics since 2007. He is a co-opted Executive 
Committee Member of The Australian Health Care Reform 
Alliance and currently holds an appointment as Adjunct 
Associate Professor within the School of Health, Medical and 
Applied Sciences at the Central Queensland University.

RAY BANGE

that may restrict the registrant’s practice; and,

• Ensuring appropriate application of vicarious liability and any 
arrangements for professional liability insurance to meet the 
requirements of the Paramedicine Board.

An integrated regulatory framework

Finally, the formal regulation of paramedics highlights the 
need for all (public and private) paramedic service providers 
in Australia to be subject to an independent accreditation and 
quality assurance regime. 

By independent accreditation is meant a structured self-
assessment and external peer assessment process to evaluate 
the level of performance in relation to established standards 
and to implement ways to continuously improve. It also means 
independent of the local health department or portfolio entity. 

There is no consolidated oversight of the industry in Australia. 
The Productivity Commission Annual reports are limited in 
scope and apply only to public sector funded providers. The 
outcomes are based on global self-reported statistics and 
do not review provider performance in depth or explore the 
views of operational staff and professional practitioners in a 
transparent manner. 

While not always fail-safe, the processes of accreditation 
provide excellent internal review opportunities complemented 
by consultative and learning experiences that help foster best 
practices and (generally) minimise potential errors. 

In England, the Care Quality Commission is the regulator of 
hospitals, care homes, GP surgeries, dental practices and 
other care services, including all ambulance service providers. 
Despite their well-founded reputation the Commission has 
found the need to place the London Ambulance Service and 
the South East Ambulance Service into special measures to 
improve performance.

Building on practitioner registration, an appropriate regulatory 
regime for all service providers therefore should be an integral 
part of delivering uniformly high quality care that will ensure 
the best possible outcomes for patients, providers, and 
practitioners. 

It's not perfect, but experience has shown the accreditation 
process can disclose poor and incorrect practices as a result 
of cognitive bias and is almost always beneficial in improving 
practice. It's not something to fear but something to be 
welcomed in the public interest.
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I HAVE BEEN A PARAMEDIC FOR 
26 YEARS. In this time, I have held 
many clinical, operational and 

educational positions, from student 
ambulance officer to senior manager. 
I have witnessed many changes in this 
time, and often reflect on how different 
our profession is now, compared to 
when I first started. I would like to share 
my observations and suggestions to 
assist todays paramedics (both old and 
new) in maintaining a long, healthy and 
rewarding career. 

Over the years, the nature of the 
Australian paramedic workforce has 
changed. Historically, many paramedics 
came from a working background 
(trade, military or similar) and entered 
a system where their clinical education 
was solely provided by their employer 
(as is still the case with some services). 
Today, most Australian ambulance 
services require applicants to have 
a minimum of an undergraduate 
degree. I am by no means questioning 
the tertiary qualifications of today’s 
paramedics – these are essential to 
support an advanced clinical practice 
(not to mention the establishment of 
Paramedicine as a true profession!). 
Many students start their paramedic 
education immediately after completing 
secondary school. This process clearly 
produces outstanding interns, who 
come in with enquiring minds and a 
thirst for knowledge. Although new 
and inexperienced, their “fresh eyes” 
often see opportunity for improvement 
where others have become used to the 
status quo. Equally, there are benefits 
in attracting older trainees who bring a 
variety of life skills and work experience 
that they can adapt and apply to their 
practice. I believe one of the challenges 
for the future is to maintain a workforce 
which has a balance of the two.

Mentoring 
I believe that having one or more 
mentors is essential for professional 
growth. While we are often surrounded 
by colleagues that we look up to 
(especially in our junior years) it is 
important to recognise the benefits that 
having a mentor can offer - clinically, 
professionally and personally. A mentor 

Success and Longevity  
in Paramedic Practice

BY DAVID TINGEY

will not always have the answers, but 
is able to provide guidance, and ask 
questions that prompt you to reflect on 
your own views, actions or decisions. 

A clinical mentor may be a paramedic 
colleague (generally more senior and/
or at a higher clinical level than you) 
who is willing to establish a relationship 
in which you can ask clinical questions, 
discuss cases, and help you to reflect 
on your clinical practice. Of course, 
clinical mentors do not only have to be 
paramedics, but it helps if your mentor 
understands the context of your clinical 
practice. Many paramedics probably 
practice this form of mentoring already 
(either formally or informally) but may 
benefit from a more formal structure 
which helps them with goal setting.

A professional mentor is slightly 
different, and may not even come from 
the same professional background. 
This person should have the skills and 
experience to offer advice regarding 
career decisions, professional 
development opportunities, and to 
discuss ideas and issues related to your 
desired professional direction. A mentor 
who is themselves a mentee offers 
benefits as they are familiar with the 
process. As you develop and progress 
through your career, you may need 
to review your choice of professional 
mentor depending on your needs. 

A personal mentor is someone that you 
trust, and can confide in about issues 
and choices affecting your personal 
life. This person may be a religious 
leader, close family friend or community 
or cultural elder. These three trusted 
confidants will help ensure you define 
future goals and keep your personal and 
professional life “on track”. Of course, 
as you mature in your profession, don’t 
forget to “give something back” by 
mentoring others.

Look for positives in 
everyone and everything
I frequently observe three types of 
attitudes – ‘glass half full’, ‘glass half 
empty’, and those whose drink status 
is influenced by one of the first two 
groups. One of my previous mentors 

used to say: “No whingeing should 
ever go unchallenged”. In other words, 
don’t buy into the negativity that is 
often promulgated when groups of work 
colleagues are either fatigued or have 
too much time on their hands. If you 
are not confident enough to challenge 
others on their views or behaviors, then 
use this as a prompt for self-reflection. 
Ask yourself “Why am I thinking / feeling 
this way” and then “What can I do to 
change my attitude / the situation”. The 
second question may sometimes require 
a more complex or long-term solution. 
Either way, there is often something 
that can be done to ensure a positive 
outcome, if someone is willing to do 
something about it.

Never stop learning
To keep up with changes in professional 
practice, we must continue to grow 
our minds. While the continuing 
education / reaccreditation activities 
provided by our employers may meet 
minimum requirements for annual 
reaccreditation, to maintain clinical and 
professional relevance we must seek 
out other opportunities. Professional 
bodies (such as Paramedics Australasia 
(PA) and Australian and New Zealand 
College of Paramedics (ANZCP) provide 
conferences, workshops and other 
continuing professional development 
(CPD) programs throughout the year. 
The are many short courses available 
(don’t just look for paramedic-based 
providers – we can learn from other 
professions, too!) or you could look 
to further your formal education 
by completing undergraduate or 
postgraduate programs. 

Seek out opportunities for clinical 
placements. If you travel interstate 
or overseas, take the time to set up 
a professional visit. Over the years, I 
have visited ambulance and medical 
retrieval services in at least six different 
countries, and every State and Territory 
in Australia. Each visit I have gained new 
ideas and insights, formed new personal 
and professional relationships, and 
come home with renewed enthusiasm 
for my role. Every visit counts as a CPD 
activity, and at times may even result in 
career advancement opportunities. 
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Apply to be a lecturer or tutor at your 
local university. This is a great way to 
learn - you can’t really teach what you 
don’t know. Standing in front of a class 
full of undergraduates is a great way 
to uncover your own strengths and 
weaknesses, plus it is an opportunity 
to “give back” to your profession, and 
contribute to the development of future 
generations of paramedics.

Never accept the status quo
There is a saying “If you always do what 
you’ve always done, you will always 
get what you’ve always got!” Looking 
for opportunities for improvement is 
not only a great way to stay fresh and 
enthusiastic, but it is also vital for the 
growth of our profession. Submit ideas 
to your service via the appropriate 
forum, join a committee or working 
group either within your service or 
a professional body, or apply to get 
involved in research at your local 
university. Bigger picture stuff includes 
government working parties or advisory 
groups, either at local, state or national 
level. Look around and see what others 
are doing (on one of your holiday ride-
alongs) then critically appraise what you 
have seen. If you think there are benefits 
to you or your service, look for ways to 
introduce these new ideas.

Maintain a healthy  
work / life balance
“All work and no play…” A successful 
career as a professional paramedic 
carries a commitment to maintaining 
clinical and professional standards, 
and to the provision of quality clinical 
care. This requires us to have more 
than just a “9 to 5” mentality. However, 
the opposite is equally true, where 
becoming completely absorbed in 
your work to the exclusion of a healthy 
lifestyle can become detrimental. 
Queensland Health suggests the 
following steps to assist with finding this 
balance:

• Set goals around what you value   
   highly

• Manage your time effectively—review  
   job activities, priorities and success  
   factors

• Create a boundary between balancing  
   work and personal time-leave work at  
   work where possible

• Build resilience and have a positive  
   attitude

• Avoid stress, mental exhaustion and  
  burnout—fatigue affects your ability to  
  work productively

• Maintain a healthy lifestyle—look after  
   yourself, eat well, sleep well and set  
   aside a little time to exercise or  
   pursue an activity that you enjoy

• Enlist a good support system—learn  
   to delegate, we all need a little help  
   sometimes

• Enjoy your work. (https://www.qld.     
   gov.au/health/mental-health/balance/ 
   lifestyle)

Many ambulance services now provide 
flexible rostering options (e.g. part 
time, job share, casual) which can 
assist those with conflicting family or 
other commitments. Additionally, new, 
emerging roles for paramedics may 
provide flexible employment options 
not based on the traditional 24/7 roster 
model.

The physical demands of the job can 
take their toll on a paramedic’s body 
over many years of service. Engineering 
solutions and improved manual 
handling techniques have reduced the 
risks but they can never be eliminated 
completely. Fitness and strength training 
can assist in preventing injuries, but 
ensuring that you employ dynamic risk 
assessment techniques at every job, 
will also help in reducing exposure to 
potential injury. Remember – risking 
injury for a single patient may mean that 
many more will not be able to receive 
your care in the future. 

Reinvent yourself
Compared to when I started, the 
opportunities for change are now 
enormous. We are no longer limited 
to being emergency ambulance 
providers. Opportunities exist within 
most ambulance services in critical care, 
rescue, aeromedical retrieval, extended 
care / community care, clinical support, 
communications and triage, education 
and operational leadership. Some 
services now provide paramedics for 
doctor’s clinics, public events, motor 
sport, industrial sites, mining and 
offshore oil and gas. Internationally, 
there are examples of paramedics 
working in emergency departments, 
recovery, and as physician’s assistants. 
There has also been an emergence of 
private ambulance providers in Australia, 
many of whom specialize in some of the 
roles mentioned above. 

“In 2011, 82% of 
paramedics in Australia 
were employed by state 
or territory governments, 
and only 6% had moved 
employment across state 
or territory borders in the 
last 5 years” 
- (Paramedics Australasia, 2012) 

With the introduction of national 
registration in Australia in 2018, it 
may become more commonplace for 
paramedics to transfer to other services, 
or indeed to work multiple positions 
across an assortment of employers.

In summary
Paramedicine is an exciting and 
ever-changing profession, growing 
in complexity both clinically and 
operationally. Increasingly stringent 
selection criteria are being applied 
to entry into the profession; equally 
the demands placed on operational 
paramedics appear to be increasingly 
complex and demanding. Therefore, 
it is in the paramedic’s best interests 
to ensure their career is a long 
and prosperous one. Hopefully my 
preceding thoughts and experiences 
will assist paramedics, both old and 
new, to get the most out of their chosen 
profession.
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Dave Tingey joined SA Ambulance 
Service (SAAS) in 1992 as a Student 
Paramedic.  He has undertaken a 
number of roles with SAAS over the 
past 25 years, including Paramedic, 
Intensive Care Paramedic, Rescue 
Paramedic, Special Operations Team 
Leader, Clinical Manager, Medical 
Retrieval, and he currently holds 
the position as Retrieval Paramedic 
Practitioner at SAAS MedSTAR.  
Dave is also a Senior Lecturer at the 
School of Public Health, Tropical 
Medicine & Rehabilitation Services at 
James Cook University. 
Dave has a passion for  life-long 
learning and sharing what he has learnt 
(often) the hard way.
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Feature

An 
Ambulance 

Service in 
Vanuatu

BY ANDREW HODGETTS

“Boss, we have a call” Yvong, the 
new student paramedic,  
informs me. 

“Great, what is it?”

“Well, a woman has been 
grabbed by a Coconut Crab  
and dragged into a tree”

 
“Are you serious?” is my 
automatic reply.

“Yes Boss, the call has come 
from the Police” Yvong  
responds seriously.

As I walk out to the truck I 
contemplate that this is the first job 
for the new ProMedical Ambulance 
service on Espiritu Santo in 
Vanuatu. Welcome to the adventure 
of a paramedic in paradise.

The Start of a Service

IN 2014 I accepted an Australian 
Volunteer for International 
Development (AVID) role, an 

Australian Government initiative, with 
ProMedical, a charity Non-Government 
ambulance service in Vanuatu. I had 
volunteered with ProMedical before, 
spending a few weeks of my annual 
leave each year working with the team 
in Port Vila, the capitol of Vanuatu. This 
role would be completely different, 
I would be the Team Manager and 
Intensive Care Paramedic Advisor for 
a brand new station being established 
on Espiritu Santo, the biggest island in 
Vanuatu.

Professional ambulance operations 
in Vanuatu was a fairly new concept, 
ProMedical was established in 2000 in 
Port Vila, but this would be the first time 
ProMedical would expand its operations 
and it would be the first professional 
ambulance service operating on the 
island of Espiritu Santo, or Santo as it 
is affectionately called by the locals. 
Santo was considered ‘cowboy country’ 
by the city folks in Port Vila, it was still a 
common sight to see bushmen from the 
surrounding villages come into town to 
trade, wearing a ‘Nambas’ or loin cloth, 

carrying knives or spears. Up until the 
1960’s cannibalism was still practiced 
in remote areas of Santo, cowboy 
country indeed. The decision to open 
another ProMedical station had come 
from community concerns over the lack 
of quality emergency healthcare and 
there was a growing expat community 
and tourism numbers were steadily 
increasing in Santo, due mainly to the 
world class SCUBA diving around the 
island. 

Vanuatu is an island archipelago in the 
South Pacific Ocean, only a 2 hour flight 
from Brisbane. It consists of 83 islands, 
65 of which are inhabited and at the 
last census the population was just over 
270,000. Port Vila is the capital, located 
on the island of Efate. Espiritu Santo 
is the largest island and is a 50 minute 
flight north of Efate. Luganville is the 
biggest town on Santo, population 
13,000, with the total island population 
around 40,000.

We bump along the dirt roads, full of 
potholes and washouts, on the way to 
the job. Kids and adults alike smiling 
and waving at the new curiosity, a fully 
marked up ambulance, driving through 
their villages. Finally we come to a 
small collection of houses, no more 
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than blocks and iron roofing sheets 
cobbled together to keep the rain off 
the occupants. There is a Police truck 
pulled off the side of the road, and a 
large crowd of people gathered around. 
As I get out of the truck I can hear a 
chainsaw buzzing up the hill, a Police 
officer meets us and directs us towards 
the noisy chainsaw, I didn’t know what 
to think as I trudged up the hill, carrying 
the response kit.

Australian Preparations
In the months leading up to my 
departure for Vanuatu I contacted 
business and ambulance services 
in Australia for donations to help 
establish the station in Santo. This was a 
rollercoaster time of emotions, sending 
out donation and sponsorship requests, 
hoping businesses would see the benefit 
of the mission I was undertaking and 
lend their support. My expectations 
were high, but the reality of asking 
businesses for money or equipment can 
be a procession of disappointments. 
For every ten requests I sent out I would 
receive one reply, most typically a 
rejection. But I kept plugging away until 
a hit, and it was a big hit. ProMedical 
Santo was gifted a Toyota Landcruiser 
ambulance, by a service that wishes to 
remain anonymous. I cannot describe 
the emotions of receiving that phone 
call, the enormity of that donation 
and what it meant to ProMedical. That 
seemed to open the floodgates, Welch-
Allyn came on board and donated BP 
cuffs and Tympanic thermometers for 
the station, the team at Neann donated 
equipment bags, oxy-vivas, spine-
boards and a ventilator. ProMedical 
Santo had a truck and all the gear 
needed to equip it and to provide 
international standard pre-hospital care 
in Vanuatu. The day I loaded everything 
onto the shipping container bound for 
Vanuatu was the culmination of months 
of hard work and evidence of the 
generosity of people who believed in 
what ProMedical was trying to achieve 
in Vanuatu. In a few short weeks I would 
be in country unloading the container 
facing the challenges of managing an 
ambulance service in developing nation.

I knew what I was looking at but I 
couldn’t make sense of it, here was our 
patient lying left lateral on the ground 

at the bottom of a tree with her left arm, 
up to the shoulder, caught in the hollow 
of a tree. Our patient was tending her 
garden when she spotted a coconut 
crab and decided that it would be 
perfect for dinner. For the uninitiated, 
coconut crabs are the largest land 
based crabs in the world and can have 
a leg span of close to 1 metre. They 
are considered a delicacy due to their 
sweet flavoured meat and the size of 
the body and claws. While attempting 
to catch the crab our patient fell and 
the crab grabbed onto her hand with 
its extremely powerful pincer, strong 
enough to de-husk and crack open 
a coconut. The crab, still holding our 
patient, retreated into the hollowed 
tree to escape. Our patient had been 
in this position for some time as she 
was alone in the garden, eventually her 
family came looking for her and raised 
the alarm when they discovered her 
predicament. The crab was not letting go.

Community Education and 
Staffing
An ambulance service needs staff and 
my first priority was employing two Ni-
Vanuatu student paramedics. The call 
went out for interested applicants to 
apply for this new, untested, ambulance 
service in Santo. I didn’t know what 
to expect from the applicants but was 
pleasantly surprised by the response and 
calibre of two applicants in particular, 
Jerome and Yvong. Both nurses, 

Jerome, with many years of experience 
working in the emergency department 
and TB ward of the local hospital 
and Yvong with a couple of years 
working in Port Vila hospital and full of 
enthusiasm. They were invaluable assets 
to ProMedical becoming a success in 
Santo with their local knowledge and 
connections to the community and 
health care system. They came with 
little understanding of the concept of 
pre-hospital care but their willingness 
to learn and throw themselves into the 
work was infectious.

Community education was vital to 
starting ambulance operations since 
before ProMedical opened, people in 
Santo did not know what pre-hospital 
care entailed. We arranged school visits, 
set up displays at community events 
and went on talk back radio to get the 
message out. This had some unforeseen 
consequences including nuisance calls 
to the emergency number from sceptical 

locals, ringing to check if we would 
indeed answer the phone 24 hours a day. 
We were highly visible, a fully marked 
up ambulance rolling down the main 
street was a novelty not seen before in 
Santo and the fact we all wore a uniform 
certainly made us stand out. Being so 
visible in a small community certainly 
has its advantages and disadvantages, 
you are instantly recognisable and 
afforded a great deal of respect from 
the community, because of the service 
we were providing, but in the same 
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token everybody knew your business. 
I recall going to the supermarket after 
work one afternoon, as I loaded the 
groceries on the bench the young girl 
said, “Mr Andrew you don’t need these 
items, your wife was here earlier and got 
them.” 

Bystanders were hacking into the tree 
with chainsaws, axes and chisels. Bits of 
tree flying everywhere. We needed to 
get control of the scene, Yvong spoke 
to the enthusiastic bystanders giving 
Jerome an opportunity to assess the 
patient. It was a surreal experience 
on so many levels. Most people had 
no idea who we were, three blokes 
in uniform with all this medical gear, 
who began assessing the patient and 
giving orders to bystanders. Here was 
a patient stuck in a tree, victim of an 
angry giant crab. You definitely did not 
see this in Australia. The patient was 
in a fair amount of pain but otherwise 
coping with the situation. It was decided 
to administer some IV pain relief and 
continue with the extrication process, this 
time with far more caution and regard for 
the unsighted limb encased in the tree.

Funding a Service
Before moving to Santo and working 
with ProMedical I had spent the last 
14 years working throughout Australia, 
I had worked for NSW Ambulance, 
the ACT Ambulance Service, where I 
undertook my ICP training and finally 
worked in Ambulance Victoria as a 
MICA paramedic in Warrnambool. I felt 
comfortable and confident in my pre-
hospital knowledge and skills.  
The challenge of operating a charity, 
NGO ambulance, in a developing 
country, was next level challenging. 
Ambulance services need money, and 
quite a bit of it, I had never considered 
this throughout my career in Australia. 
Now in Vanuatu, I had to find the 
money for everything: wages, rent, fuel, 
utility bills, consumables, uniforms. 
This was definitely a task that I had 
not contemplated when accepting the 
position. I had great support by the 
National Operations Manager, Michael 
Benjamin, and the Board in Port Vila, but 
ultimately I needed support in Santo. 

Money was raised in three ways, fee for 
service, ambulance subscription and 

sponsorship/donation. Fee for service 
was an entirely new concept for me, 
asking for money for treatment and 
transport. On reflection this is how 
most ambulance services in Australia 
work, an invoice is generated from the 
information gathered on the PCR, but 
there is a whole department of people 
and procedures around the process. I 
would literally have to ask for payment 
while we were treating the patient 
or after we had transported them to 
hospital. Fee for service mainly for the 
tourists or expats, I never asked the 
Ni-Vanuatu for payment. The Ni-Vanuatu 
were encouraged to buy a retrospective 
subscription if they used the service but 
we never chased them for payment. The 
ambulance subscription scheme was 
essentially the same as ambulance cover 
in Australia, you paid an annual fee and 
if you required an ambulance you were 
covered. Relative to average wages in 
Vanuatu subscription was still expensive, 
but over 80% of our subscribers were 
Ni-Vanuatu. The importance of quality 
emergency medical care and the 
success of the community education 
really hit home to the local communities. 
Our biggest source of income came 
from the local business community 
through sponsorship and donation. This 
was a hard slog, door-to-door salesman 
style, I walked the main street visiting 
every business, went to every resort and 
motel on the island. Overwhelmingly 
I had positive responses, the local 
fuel station gave us free fuel, we were 
given furniture for the bare station, and 
the kitchen was fully kitted out with a 
fridge, stove and utensils from the local 
hardware store. Some businesses gave 
us straight cash donations and others 
donated goods or services to be raffled 
at ProMedical functions or events. In 
return ProMedical would advertise these 
donors on the station sign board and 
large donors had advertising on the 
ambulance itself. It felt strange getting 
into a sponsored ambulance but it kept 
the doors open and got the community 
involved.

After 20 minutes of cutting and 
chopping we finally sighted the rogue 
crab and the patient’s entrapped hand. 
Discussions now took place on the best 
method to free the hand from the claw. 
Bashing the claw with a hammer was 
quickly ruled out, the suggestion was 

made to cut the claw off the crab and 
in the situation it was the best option. 
A large set of shears were located and 
set to cutting the claw. This was not 
something the crab was particularly 
impressed by, the first pressure applied 
to its claw it released our patient and 
scurried further up the tree. Our patient 
slumped to the ground with a scream 
but she was free. We quickly moved 
her down the hill and continued our 
assessments. Amazingly the crab had 
not broken the skin but had applied 
a great deal of pressure across the 
patient’s hand. Jerome assessed her 
hand for motor and sensory function 
and Yvong continued with vital signs 
and an ECG. I was extremely proud 
of the professional manner the two 
students maintained throughout the 
entire job. Transport to the hospital 
for x-rays and further monitoring was 
decided upon and moved the patient 
to the ambulance. As I closed the rear 
doors of the ambulance I could still hear 
the buzz of the chainsaw and chop of 
the axe. The crab was going to end up 
someone’s dinner for better or worse.

Future Plans
In late 2014 Dominic Stewart joined 
the ProMedical team in Santo. Dom 
was another AVID volunteer, coming 
from NSW Ambulance, who would 
slot into the Clinical Instructor role 
for the station. Dom’s knowledge and 
enthusiasm for the role and his ability 
to quickly integrate into the lifestyle 
made him the perfect addition to the 
team. On a personal level it was great 
to have another qualified paramedic 
on the island, in the four months I had 
been on Santo I had only had a few 
days off, when a relief paramedic had 
been sent up from Port Vila, being the 
only qualified paramedic makes you 
perpetually on call. 

As 2014 came to a close the station and 
service were humming along and we 
had big plans for 2015 to expand our 
services and ramp up education for the 
students. But as we were soon to learn 
Mother Nature and the ‘V’ factor of 
Vanuatu had other plans. Cyclone Pam 
would change the shape of 2015 and the 
role of ProMedical in Santo and Vanuatu.

Stay tuned.

20 Australian Paramedic | Edition 1 2018



Andrew Hodgetts 
is a Paramedic 
Science Academic 
for CQUniversity on 
the Cairns Campus. 
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ambulance career in the 
Ambulance Service of NSW. He moved 
to the ACT Ambulance Service to 
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work in Vanuatu, Andrew and his family 
took the plunge moving to the island 
of Espiritu Santo. After finishing his 
contract, Andrew started a new chapter 
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cup of coffee.
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Article

BY CAROLINE POWER

How to keep 
up with your 
health and 
Nutrition while 
shift working <<
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SHIFT WORKING is pretty much the 
norm amongst health practitioners, 
and it quite often poses some risks to 

our health. With a higher tendency to skip 
meals, eating unhealthily and irregularly, shift 
workers also may find it difficult to maintain 
a regular exercise schedule, which raises 
their chance of weight gain (or unhealthy 
weight loss) and potentially developing 
heart diseases. On top of this, shift working 
can also cause a change in appetite – with 
such irregular hours – as well as disruption of 
being able to fall asleep and staying asleep.

Healthy eating, exercise and getting enough 
sleep can make shift working much easier on 
your body and your overall health. 
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Here are my top tips

#1: Eat your “main meal” before going to work 
 
First things first – if you're not nourished, you will want to snack 
on whatever the first vending machine has on offer. Ensure 
you eat your main meal before your first shift. If you are on the 
afternoon shift, take your main meal around midday. If you’re 
on the evening shift, you can have your main meal around 
6pm. 

Eating healthily is more achievable at work when you pack 
your own meals rather than eating at the restaurants, vending 
machines, or at takeaway restaurants. During your shift hours, 
make sure you take a small healthy meal and healthy snacks. 
Don’t eat large meals as they can cause you to feel sleepy and 
sluggish at work.

#2: Always keep yourself hydrated 
Your body often responds and signals to hunger the same way 
as it does thirst. Ensure you regularly drink plenty of water, so 
you're not feeling peckish.

Drinking enough water even on its own already has a way 
of helping you stay alert. Take a water bottle with you and 
regularly take sips even when you are not feeling thirsty. You 
can fill it up as you go.

#3: Keep healthy ready-to-eat food at home  
and at work
You are more likely to reach for unhealthy foods when you are 
sleepy. So, stock your kitchen with readily available healthy 
vegetables such as apple slices and baby carrots, fruits like 
banana and oranges, hummus, or a seed and nut mix. You can 
also consider slow burning carbs and whole grains such as 
brown rice, rolled oats, and wild rice, and some natural protein 
sources such as a boiled egg to keep you full and productive 
for longer stretches. 

#4: Moderate your caffeine consumption
It is so easy to overconsume caffeine, especially on night shifts. 
All you want to do is keep yourself awake. But, unfortunately, 
it is a vicious cycle – the more caffeine you consume, the less 
you sleep, and the less you sleep, the more caffeine you crave. 
If you must, keep it to 210mg per day maximum which is about 
2 cups of regular coffee (as per Food Standards Australia New 
Zealand guidelines) and never 8 hours before you will go to 
sleep as caffeine can stay up to 8 hours in your system.

You can try having some natural caffeine beverages, such as 
green tea, or even some infused water with ginger and lemon 
which will be sure to help keep you alert.

#5: Get some exercise in where you can
It is very much unlikely that you will want to head straight 
to the gym for a workout after a night shift, but you can still 
incorporate a few activities around your schedule. Maybe 
not intense workouts if you don’t feel like them, it could be 
as simple exercises as having a quick swim or walking up and 
down the stairs, or even having a stretch before or after your 
shift. 

Remember: exercise doesn’t have to be about physical 
movement alone, it’s also about mental health too. So, even 
when you feel tired or exercising close to bedtime, you can 
opt for something soothing and lighter, such as taking a walk 
or yoga.

#6: Get the sleep you need to recharge your body 
and your adrenals
It is recommended to have at least seven hours of sleep daily 
for good health. Even when you shift work, it is still possible to 
have a good sleep time by spacing out sleep with naps if you 
can’t get a single period of rest with your schedule. When we 
sleep, we recharge our body's adrenal gland (small hormone-
producing glands near your kidneys, responsible for producing 
adrenaline and cortisol, the stress hormone) and we prevent 
burnout which is so important.

You can also consider melatonin – a natural sleep hormone 
produced by your body – but be sure to speak to your health 
professional as other factors might be in play such as caffeine 
consumption. You can get oral melatonin at a local pharmacy 
and boost your sleep.

#7: Avoid foods and drinks high in sugar
Even though you may feel an instant energy boost after a bar 
of chocolate or a sugar-packed soft drink, this will not be a 
lasting feeling. Having these foods will lead to a blood sugar 
level spike which then leads to a sudden drop. Not only will 
you feel hungry soon after but also low in energy – and the 
vicious cycle here continues…

So, these are my top tips for keeping up with your health and 
nutrition while working shifts. You can adjust them to suit your 
needs and incorporate whatever works for you.

Keep your health up and see you next time!

BY CAROLINE POWER

How to keep up 
with your health and 
Nutrition while shift 
working

If you like what you read, my blog is up with a new article every 
week on www.thehealthstrategist.com.au

Follow me on Facebook and Instagram  

              @thehealthstrategist
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Originally published online at  
emDocs.net, this article allows you to 
think through your own diagnosis and 
treatment options, as you read through 
the author’s.  
 
emDocs provides some great FOAMed 
articles, and is well worth a browse if 
you’re online!

A 22-YEAR-OLD FEMALE presents 
to the emergency department with 

a “fast heart rate” and palpitations. 
She has experienced this before, but 
she came today because the current 
episode is lasting longer than usual. 
She is slightly dizzy but otherwise 
asymptomatic. She is in no apparent 
distress, is breathing comfortably, and 
has 2+ peripheral pulses. Her vitals are 
within normal limits except a heart rate 
of 162. Her EKG is shown below:

After seeing this EKG, what is your 
diagnosis? What are your treatment 
options?

Supraventricular Tachycardia
Supraventricular tachycardia (SVT) is 
a broad term that encompasses all 
tachydysrhythmias generated “supra” 
(above) “ventricular” (the ventricles), 
specifically from any point proximal 
to the bundle of His (see figure 1) [2]. 
The term “SVT” is commonly used 
synonymously with atrioventricular-
nodal-reentry tachycardia (AVNRT). 
However, SVT encompasses AVNRT, 
atrioventricular re-entrant tachycardia 
(AVRT), atrial tachycardia, atrial 
fibrillation, atrial flutter, and multifocal 
atrial tachycardia (MAT) [3]. To avoid 
confusion, we will only evaluate AVNRT 

Treatment of Refractory SVT:  
Pearls and Pitfalls BY SARAH BRUBAKER AND BRIT LONG

in this article. AVNRT is a regular, 
narrow-complex tachycardia with a 
ventricular rate higher than 160 beats 
per minute [3]. It is the most common 
cause of palpitations in patients with 

structurally healthy hearts [2], and its 
presence alone is rarely indicative of 

underlying 
pathology 
[4]. Patients 
with AVNRT 
typically 
present with 
rapid-onset, 
regular 
palpitations, 
sometimes 
with 
associated 
shortness 
of breath, 
anxiety, and 

light-headedness [4]. Chest pain is not 
usually present, but it may occur in 
patients with underlying CAD or true 
cardiac ischemia [2]. Although AVNRT 
can occur spontaneously, it is often 
provoked by physical activity, emotional 
stress, hyperthyroidism, or the use of 
stimulatory substances (caffeine, alcohol, 
amphetamines, etc.) [2, 3].

Pathophysiology of AVNRT
In order to make an informed decision 
regarding the treatment of AVNRT, one 
must first understand its underlying 
pathophysiology. The name is actually 
quite descriptive: the arrhythmia arises 
secondary to a re-entry circuit within 
the AVnode, generally in the presence 
of normal electrical conduction distal to 
the AV node. Because the ventricles are 

able to depolarize at a normal speed, 
the QRS complex is narrow-complex, 
with normal morphology. Wide-complex 
AVNRT can occur in patients with 
pre-existing bundle branch blocks. 

P-waves are usually either 
buried in the QRS complex 
or appear retrograde to the 
QRS complex. Diffuse ST 
depressions may be seen. 
However, these depressions 
are rate-dependent 
and should resolve with 
resolution of AVNRT to 
normal sinus rhythm. If 
the ST depressions persist 
and are new (compared to 
previous EKGs), the patient 
requires admission and 
further evaluation for cardiac 
ischemia.

To appropriately treat AVNRT, one must 
disrupt the cycles of refractory pathways 
that result in the re-entry circuit within 
the AV-node. Thus, AVNRT is usually 
highly responsive to agents that either 
block or slow conduction through the 
AV node. So with that background, let’s 
move on to the myriad agents that are 
available to serve this purpose.

Treatment options
Per ACLS and AHA guidelines, the 
first-line treatment for stable AVNRT 
is vagal maneuvers, such as Valsalva or 
carotid sinus massage. These maneuvers 
effectively achieve cardioversion in 
approximately 28% of patients [5]. 
However, the efficacy drastically 
increases when using the “modified 
Valsalva” technique described in the 
REVERT trial [6]. 

In order to complete the manoeuvre, 
place the patient at a 30 degree angle, 
and then have him blow into a 10cc 
syringe for 15 seconds. Quickly lay the 
patient flat, and raise his legs to 45 
degrees for 15 seconds. Lastly, sit the 
patient fully upright for 30 seconds (see 
figure 3). The initial study demonstrated 
successful conversion to sinus rhythm 
in 43% of patients [6], with a number 
needed to treat of 3[7].

If vagal manoeuvres fail, most guidelines 
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recommend the use of adenosine [8, 9], 
which slows conduction at the AV node. 
Adenosine is initially administered as 6 
mg IV rapid-push bolus, followed by a 
normal saline flush. Because adenosine’s 
onset of action and maximum duration 
of action are both approximately 10 
seconds [10], a response should be 
seen rapidly. If the tachycardia recurs or 
persists within 1-2 minutes of adenosine 
administration, it can be re-administered 
as a 12 mg dose up to two times. 
Studies consistently demonstrate 
approximately 90% termination of 
SVT within 30 seconds when two or 
more doses are used [11-13]. However, 
there are several circumstances in which 
adenosine may not be efficacious at 
the standard doses. The most notable 
example is the recent use of caffeine 
(also methylxanthines). Caffeine binds 
to the same receptor as adenosine, 
so it acts as a competitive adenosine 
receptor antagonist [10].  One case-
control study in 2010 concluded 
ingestion of caffeine within the last four 
hours significantly decreases the odds 
of successful termination of AVNRT with 
adenosine [14]. However, this effect 
has not been well-studied, and various 
factors such as chronicity of use and 
dose may play an important role in this 
interaction [15].

Because adenosine’s half-life is less 
than ten seconds [16], it is important 
to administer the medication through 
an intravenous line as proximally 
as possible. Peripheral intravenous 
access is acceptable, but one study 
did demonstrate increased efficacy of 
adenosine at lower doses if a central line 
is used [17].

Adenosine receptors are 
highly concentrated in 
the AV node, but they are 
also present throughout 
the body [10]. Therefore, 
adenosine dilates the 
coronary arteries and 
peripheral vasculature, 
while also causing transient 
bronchoconstriction. This 
results in the characteristic 
chest tightness, shortness 
of breath, and flushing that 
transiently occur within a 
few seconds of adenosine 
administration [16].

Although asthma is not 
a contraindication to adenosine use, it 
may be reasonable to avoid its use in 
asthmatic patients, due to its Broncho 
constrictive effects [10]. In addition, 
adenosine use should be avoided 
in patients with recent dipyridamole 
use, as dipyridamole inhibits the 
metabolism of adenosine and prolongs 
its effects.  Dosing should be reduced 
in patients with heart transplants or if 
the medication is provided via central 
access.  One of the most significant 
contraindications to adenosine is its 
high side-effect profile. Many patients 
find the medication to be so intolerable 
that they may prefer alternate options.

You attempt the modified Valsalva 
manoeuvre three times. With each 
attempt, the heart rate transiently 
decreases to 100, but returns to the 160s 
within thirty seconds. Next, you give the 
patient two doses of adenosine (6 mg, 
12 mg bolus). Again, there is a transient 
response but the heart rate returns 
to the 160s. The adenosine made the 
patient temporarily miserable, but she is 
otherwise asymptomatic.

What are your treatment options, now 
that the patient has failed both vagal 
manoeuvres and adenosine? And are 
there other options that won’t result 
in the horrible feeling associated with 
adenosine?

Treatment of AVNRT 
refractory to adenosine
If the tachycardia does not appropriately 
respond to adenosine, you should 
first ask the question, “Is this actually 
AVNRT?” It can often be difficult to 

distinguish AVNRT from other types 
of SVT. Because adenosine slows 
conduction at the AV node but does not 
affect automaticity of atrial dysrhythmias, 
the administration of adenosine may 
unmask an underlying rhythm such as 
atrial flutter or atrial fibrillation [1, 2, 4, 
18]. Inappropriate sinus rhythm can also 
mimic AVNRT.

If you confidently believe the 12-lead 
EKG is consistent with AVNRT, then 
you can proceed down the “refractory 
AVNRT pathway” as depicted in the figure 
4, extracted from 2015 AHA guidelines.

Calcium-Channel Blockers
Although adenosine is recommended 
by the AHA as first-line treatment for 
AVNRT [9], the evidence supporting 
this recommendation is almost solely 
derived from studies performed in the 
1990s. In addition, recent literature 
suggests that non-dihydropyridine 
calcium channel blockers (verapamil 
and diltiazem) may be equally as 
efficacious as adenosine [5, 18-20].

Adenosine has a much shorter half-life 
compared to verapamil and diltiazem, 
so while adenosine acts more rapidly 
than calcium channel blockers, its effects 
are also more short-lived.  Adenosine’s 
onset of action is approximately 10 
seconds [10], compared to 2 to 5 
minutes for diltiazem and verapamil 
[21, 22]. Remember, the duration of 
action for adenosine is approximately 10 
seconds, compared to a median value 
of more than four minutes for either 
verapamil or diltiazem [21-23].
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Two meta-analyses of high-quality 
randomized controlled trials 
demonstrated that while adenosine 
is more rapid-acting than verapamil, 
there is no statistically significant 
difference in conversion rate between 
the two medications [19,20]. Both 
medications resulted in a conversion 
rate of approximately 90%, but there 
were significantly more “minor adverse 
effects” (flushing, chest discomfort, etc.) 
when adenosine was used. Diltiazem 
has not been extensively studied as a 
treatment for AVNRT, but one study 
demonstrates successful conversion 
to sinus rhythm in 90-100% of cases, at 
efficacy rates comparable or superior to 
adenosine [24].

Per current ACLS and AHA guidelines, 
the recommended dose of verapamil 
is 2.5-5.0 mg IV bolus given over 2-4 
minutes.  A dose of 5 mg can be 
repeated every 15-30 minutes, until 
a total dose of 20 mg is reached [5, 
9]. Verapamil can also be given as an 
infusion at a rate of 1 mg/min, until 
termination of AVNRT or a total dose 
of 20 mg. Diltiazem is initially given at a 
dose of 0.25 mg/kg (max dose 20 mg) 
given over 2 minutes, followed by a 
second dose of 0.35 mg/kg (max dose 
25) if the SVT does not resolve within 15 
minutes. Alternatively, diltiazem can be 
given as an infusion at a rate of 2.5 mg/
min, until termination of AVNRT or a 
total dose of 50 mg.

A prospective randomized control 
trial in 2009 investigated the efficacy 
of slow-infusion of calcium channel 
blockers compared to adenosine 
bolus [25]. The study demonstrated 
a significantly higher conversion rate 
in the calcium channel blocker group 
(98%) compared to the adenosine 
group (86.5%). While patients receiving 
calcium channel blockers did experience 
greater decreases in blood pressure 
compared to the adenosine group, 
only 1% of patients developed true 
hypotension. Thus, administering 
calcium channel blockers as a slow-
infusion may be superior to bolus-
dosing, as it may lower the risk for 
hypotension. Although it has not been 
well-studied, one study in 1987 posited 
that the concomitant administration of 
calcium with verapamil may increase 
the efficacy and decrease the risk of 
hypotension without affecting its efficacy 

[26]. However, this study only evaluated 
six patients with AVNRT, and no studies 
have confirmed this finding.

In addition to the possibility of 
hypotension, the administration of 
these medications in the setting of 
ventricular tachycardia may lead to 
hemodynamic instability or ventricular 
fibrillation [1]. Other contraindications 
include hypotension, systolic heart 
failure, shock, pregnancy, and history of 
Wolf-Parkinson-White syndrome or heart 
block [21].

Beta Blockers
There is little evidence to support the 
use of beta blockers to treat AVNRT; 
even the current AHA guidelines are 
based on studies from the 1980s and 
1990s. Initial studies demonstrated 
a 93% percent success rate for the 
conversion of AVNRT to sinus rhythm 
[27]. However, later studies found beta 
blockers to have a lower conversion 
rate and higher risk of hypotension 
compared to calcium channel blockers. 
A study in 1999 that compared esmolol 
to diltiazem was terminated early 
because diltiazem was clearly superior 
to esmolol [28, 29]. Nonetheless, AHA 
guidelines recommend the use of beta 
blockers in hemodynamically stable 
patients who are unable to tolerate 
calcium channel blockers [9].

Electrical Cardioversion
AVNRT is generally not indicative of 
underlying structural pathology [4]. 
In addition, it rarely results in end-
organ hypoperfusion. Thus, although 
synchronized cardioversion is highly 
effective in terminating all types of 
SVT [30], it is generally not necessary 
in suspected AVNRT. Electrical 
cardioversion is generally reserved for 
hemodynamically unstable patients 
or patients who fail pharmacologic 
cardioversion [1, 9]. The procedure is 
highly uncomfortable, and the patient 
should be adequately sedated before 
cardioversion is pursued.

If electrical cardioversion is necessary, 
AHA guidelines recommend biphasic 
cardioversion, at a starting dose of 
50J to 100J [1, 9]. If the initial electrical 
impulse fails, the dose can be doubled 

before a second dose is administered.

Because your patient is stable, you 
administer 15 mg diltiazem intravenously 
based on weight. Within 10 minutes, her 
heart rate is consistently in the 90s. After 
you monitor her for AVNRT recurrence, 
she continues to have no complaints, 
her palpitations have resolved, her heart 
rate is in the high 90s, and you believe 
she is ready for discharge.

As you are preparing her discharge 
instructions, you ask yourself, “should 
I send her home with any maintenance 
medications?”

Discharge recommendations
Most patients with paroxysmal AVNRT 
can safely be discharged after successful 
cardioversion [1, 3, 9]. The patient 
should receive an outpatient referral to a 
cardiologist, who may choose to obtain 
electrophysiological testing. If the 
patient experiences several episodes of 
AVNRT, or symptomatic AVNRT, then the 
cardiologist may choose to proceed with 
ablation therapy.

Before discharge, the patient should 
be taught how to perform vagal 
manoeuvres (AHA Class I, Level C 
recommendation). If the patient 
experiences recurrent AVNRT and 
is able to terminate the dysrhythmia 
at home, then the episode does not 
warrant an ED visit. Medications are not 
routinely recommended after a single 
episode of AVNRT. However, it may be 
appropriate to prescribe an oral beta 
blocker or calcium channel blocker to 
patients with frequent recurrences. Oral 
verapamil, prescribed in doses up to 
480 mg/day, has been demonstrated 
to reduce the number and duration of 
episodes [31]. Although beta-blockers 
are also commonly prescribed for this 
purpose, evidence is limited [9].

Conclusion
As emergency medicine physicians, 
we often take an algorithmic approach 
to tachydysrhythmias. Although this 
is appropriate in cases of unstable 
tachycardia, patients with AVNRT are 
usually stable. Thus, such patients 
present optimal opportunities to 
consider the pathophysiology of the 
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INTERVENTION DOSE ADVANTAGES DISADVANTAGES

Vagal manoeuvres 
(modified Valsalva)

• Place patient at a 30 
degree angle, have patient 
blow into a 10cc syringe for 
15 seconds

• Lie patient flat, raise legs to 
45 degrees for 15 seconds

• Sit patient fully upright for 
30 seconds

• No-cost, easy, does not 
require pharmacologic 
intervention 

• Low-risk

• Efficacy rate ~50% (with 
modified Valsalva maneuver)

Adenosine 6 mg bolus, followed by flush

If unsuccessful, 12 mg bolus 
(up to two 12 mg doses, if 
each bolus is unsuccessful 
after 1-2 minutes)

• Rapid onset of action

• AV-nodal-blocking activity 
may unveil an alternate form 
of SVT (e.g. atrial fibrillation, 
atrial flutter)

• Efficacy rate ~90%

• Significant short-term side 
effects and discomfort to 
patient

• Higher recurrence rate than 
CCBs

Calcium channel blockers Verapamil: Bolus –  2.5-5.0 
mg IV, given over 2-4 minutes 
(may repeat 5 mg dose every 
15-30 minutes to max dose 
20 mg). Infusion: 1mg/min, 
until termination of AVNRT 
or total dose of 20 mg

Diltiazem: Bolus – 0.25 
mg/kg (max dose 20 mg), 
given over 2 minutes; may 
repeat dose at 0.35 mg (max 
dose 25 mg) in 15 minutes. 
Infusion: 2.5 mg/min, until 
termination of AVNRT or 
total dose of 50 mg

• Lower recurrence rate than 
adenosine

• Efficacy rate ~90% (perhaps 
as high as 98% if given as 
slow infusion)

• Longer onset of action

• Contraindicated in systolic 
heart failure, hypotension 
(SBP <120), shock, 
pregnancy, history of WPW 
or heart block

Beta blockers Propranolol: 1 mg IV bolus 
over 2 minutes

Esmolol: 500 mcg/kg IV 
bolus over 1 minute

May be used if patient is 
unable to tolerate calcium 
channel blockers

**Not as efficacious as 
calcium channel blockers or 
adenosine, although poorly 
studied

underlying disease and treat as such. In addition, this is an 
appropriate time to discuss treatment options with the patient 
and utilize shared-decision making.

Adenosine is currently recommended by several guidelines, in 
part because it is well-established and efficacious in treating 
AVNRT. However, adenosine is associated with significantly 
unpleasant, albeit short-lived, side effects.  Literature within 
the past ten years suggests that other options, such as non-
dihydropyridine calcium channel blockers and beta blockers, 
are equally effective as adenosine and are also more tolerable. 
Beta blockers are known to be less efficacious than other 
pharmacologic options, but they may be used in patients who 
are unable to tolerate calcium channel blockers.

Summary
- For treatment of narrow-complex tachycardia, ACLS and 
AHA guidelines recommend the use of vagal manoeuvres, 
followed by adenosine.

- Adenosine causes short-lived unpleasant flushing, chest pain, 
light headedness, or shortness of breath.

- However, non-dihydropyridine calcium channel blockers 
(verapamil and diltiazem) are equally efficacious, without the 
negative (albeit short-lived) side effects of adenosine. If given 
over 20 minutes, the risk for hypotension is low.



Authors: Sarah Brubaker, MD (EM Resident at SAUSHEC, 
US Army) and Brit Long, MD (@long_brit, EM Attending 
Physician at SAUSHEC) 

Edited by: Alex Koyfman, MD (@EMHighAK, EM Attending 
Physician, UT Southwestern Medical Centre / Parkland 
Memorial Hospital)

There are several great FOAM resources regarding up-to-date practice 
of SVT management. Here are some of our favorites:

• https://www.aliem.com/2016/calcium-channel-blockers-    stable-
svt-alternative-to-adenosine/ 
• https://coreem.net/core/avnrt/

If you are curious about the REVERT trial, here are  
some resources:

• Original study: Appelboam, A., et al. (2015). “Postural     
modification to the standard Valsalva manoeuvre for     
emergency treatment of supraventricular tachycardias     
(REVERT): a randomised controlled trial.” The Lancet     
386(10005): 1747-1753. 
• Lancet video on how to properly perform the maneuver:  
   https://youtu.be/8DIRiOA_OsA 
• http://rebelem.com/the-revert-trial-a-modified-valsalva-     
   maneuver-to-convert-svt/ 
• http://www.acepnow.com/article/modified-valsalva-     
   maneuver-better-way-manage-supraventricular-      
   tachycardia/2/
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THE AUSTRALIAN COUNCIL on 
Healthcare Standards has recognised 

SA Ambulance Service for providing 
quality care for South Australians.

The Council awarded SA Ambulance 
Service a three-year accreditation in 
the National Safety and Quality Health 
Service (NSQHS) standards, making 
it the first ever ambulance service to 
receive the recognition.

The accreditation means patients and 
their families can be secure that the 
care provided by SA Ambulance Service 
staff achieves or exceeds industry best 
practice.

“While experiencing significant 
growth in demand for our services, 
the accreditation survey highlights 
the provision of safe patient-centred 
care across South Australia, where ‘the 
patient’ is focus of everything we do.” 
CEO, Jason Killens said

Background
The NSQHS Standards were developed 
by the Australian Commission on 
Safety and Quality in Health Care in 
consultation and collaboration with 
jurisdictions, technical experts and a 
wide range of stakeholders, including 
health professionals and patients.

The Standards aim to drive the 
implementation of safety and quality 
systems and improve the quality of 
health care in Australia. 

Accreditation was provided by the 
Australian Council on Healthcare, 
after independent surveyors gathered 
evidence from SA Ambulance Service 
and toured their facilities. 

SA Ambulance Service’s pathway 
to accreditation began in 2015 and 
accreditation will last three years, until 
late 2020.

The accreditation report highlights a 
number of areas of good practice:

• Efficient processes in place for triaging 
triple zero (000) calls and coordination 
and dispatch of ambulance resources.

• Work being undertaken by 
extended care paramedics to minimise 
hospitalisation of clinically appropriate 
patients.

• Development of a new ambulance 
station at Noarlunga and the Rescue, 
Retrieval and Aviation Services base at 
Adelaide Airport. 

• The development of a Consumer 
Advisory Committee that reflects 
the diversity of the community and 
population served by SAAS and 
provides advice related to service needs 
and planning activities.

• Introduction of a Falls and Pressure 
Injuries training program. 

• Availability of specialised equipment 
for lifting and managing bariatric 
patients.

• Introduction of an infection control 
coordinator. 

Mr Killens said “I’d sincerely like to 
thank everybody who was involved in 
this project as it was very much a team 
and state-wide effort. We are the only 
ambulance service to go through this 
process so it really is a phenomenal 
achievement and shows that we’re 
ahead of the curve.”

“Even though we have this accreditation 
we won’t be resting on laurels, we’ll be 
making sure we continue to improve our 
services and provide the high standard 
of care the community knows and trusts 
us for.”

CEO of the Australian Commission 
on Safety and Quality in Health Care, 
Adjunct Professor Debora Picone 
said that “Being the first ambulance 
service in the country to achieve 
accreditation to the NSQHS Standards 
is something for South Australia to be 
proud of.  The awarding of accreditation 
status provides assurance to the SA 
community that their Ambulance 
Service meets expected national safety 
and quality standards.  The whole 
of SA Ambulance Service is to be 
congratulated on this achievement and 
the Commission applauds the hard-
working women and men from across 
the state who voluntarily underwent 
accreditation.”

SA AMBULANCE 
SERVICE ACHIEVES 
NATION-FIRST 
ACCREDITATION

Photograph courtesy of SA Ambulance Service.
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Paramedicine Research Symposium
THE PARAMEDICINE RESEARCH SYMPOSIUM is a new 
initiative arising from a partnership between Department 
of Community Emergency Health and Paramedic Practice 
at Monash University and the Australian and New Zealand 
College of Paramedicine.

This symposium aims to support the generation and 
dissemination of research in paramedicine, emergency health 
and primary health care to reflect the expanding scope of 
paramedic practice. The first symposium is planned for 5 
and 6 July 2018 at the Monash University Peninsula Campus. 
This event will bring together academics, clinicians and 
students with an interest in the development of discipline-
specific knowledge through rigorous scientific enquiry that 
is required to support practice. The forum strongly supports 
novice researchers, or those with an interest in research as a 
career pathway through the integration of research training 
sessions within the symposium, and will provide opportunities 
to develop research support networks, which include 
opportunities for national and international collaboration.

Call for Abstracts is open now. Further details are available 
through the ANZCP website at www.anzcp.org.au.

NEWS IN PARAMEDICINE

Australian Paramedic | Edition 1 2018 33



FOAMed Highlights

FOAMed Highlights

34 Australian Paramedic | Edition 1 2017

Cardiopulmonary resuscitation: the science  
behind the hands 

Andrew W Harris, Peter J Kudenchuk - Heart Published online First: 20 
January 2018. doi: 10.1136/heartjnl-2017-312696

From the Abstract… 
Sudden cardiac arrest is a leading cause of death worldwide. Despite 
significant advances in resuscitation science since the initial use of external 
chest compressions in humans nearly 60 years ago, there continues to be 
wide variability in rates of successful resuscitation across communities. 
The American Heart Association (AHA) and European Resuscitation 
Council emphasise the importance of high-quality chest compressions as 
the foundation of resuscitation care.In this article the authors review the 
physiological basis for the association between chest compression quality 
and clinical outcomes and the scientific basis for the AHA’s key metrics 
for high-quality cardiopulmonary resuscitation. Finally, they highlight that 
implementation of strategies that promote effective chest compressions can 
improve outcomes in all patients with cardiac arrest.

Avoiding Diagnostic Error  
in the ED 
By Diane Birnbaumer, MD

Attribution errors, anchoring, affective error, availability, cognitive 
dissonance, confirmation bias, commission bias, diagnosis momentum, 
feedback sanction, framing, gambler’s fallacy, hindsight bias, omission 
bias, overconfidence bias, posterior probability error, premature closure, 
representation error, search satisfying, yin-yang out – this is the list 
of cognitive errors that can occur in the emergency department.  The 
author explores these and looks at how to avoid them. 

https://medium.com/@emabstracts/avoiding-diagnostic-error-in-the-ed-
979d556cf019

Dr Smith’s ECG Blog

Chest pain, ST elevation, and negative serial trops: 
normal variant (“early repol”). Right? Take a look at 
58 year old male presentation with ECG images and 
discussion of the issues.

http://hqmeded-ecg.blogspot.com.au/2017/02/
chest-pain-st-elevation-and-negative.html?m=1



Making Sense of Sgarbossa’s Criteria – Chest Pain and Left 
Bundle Branch Block – Part 1 

Tom Bouthillet

Providing some great examples and illustrations this article discusses some 
of the concepts and issues when diagnosing acute STEMI, and in particular 
when there is left bundle branch block.  Part 2 and Part 3 are also available!

https://www.ecgmedicaltraining.com/making-sense-of-sgarbossas-criteria-
chest-pain-and-left-bundle-branch-block-part-1/

Emergency extracorporeal life support and ongoing 
resuscitation: a retrospective comparison for refractory out-
of-hospital cardiac arrest 

A Schober, F Sterz, H Herkner, C Wallmueller, C Weiser, P Hubner, C Testori 
Emergency Medicine Journal: EMJ 2017, 34 (5): 277-281

ABSTRACT 

BACKGROUND: In refractory cardiac arrest, with cardiopulmonary 
resuscitation (CPR) for more than 30 min, chances of survival are small. 
Extracorporeal cardiopulmonary resuscitation (ECPR) is an option for 
certain patients with cardiac arrest. The aim of this study was to evaluate 
characteristics of patients selected for ECPR.

METHODS: Anonymised data of adult patients suffering refractory cardiac 
arrest, transported with ongoing CPR to an ED of a tertiary care centre 
between 2002 and 2012 were analysed. Outcome measure was the selection 
for ECPR. Secondary outcome was 180 days survival in good neurological 
condition.

RESULTS: Overall, 239 patients fulfilled the inclusion criteria. ECPR was 
initiated in seven patients. Patients treated with ECPR were younger (46 
vs 60 years; p=0.04), had shorter intervals before CPR was started (0 vs 1 
min; p=0.013), faster admissions at the ED (38 vs 56 min; p=0.31) and lower 
blood glucose levels on admission (14 vs 21 mmol/L; p=0.018). Survival to 
discharge in good neurological condition was achieved in 14 (6%) of all 
patients. One patient in the ECPR group survived in excellent neurological 
condition. Age was independently associated with the selection for ECPR 
(OR 0.07; 95% CI 0.01 to 0.85; p=0.037).

CONCLUSIONS: Emergency extracorporeal life support was used 
for a highly selected group of patients in refractory cardiac arrest. 
Several parameters were associated with the decision, but only age was 
independently associated with the selection for ECPR. The patient selection 
resulting in a survival of one patient out of seven treated seems reasonable. 
Randomised controlled trials evaluating the age limit as selection criteria are 
urgently needed to confirm these findings.

Bolus dose of epinephrine for refractory  
post-arrest hypotension 

Michael Gottlieb 
CJEM 2017 January 10, : 1-5

ABSTRACT 
Post-cardiac arrest hypotension is associated with worse outcomes. However, 
a significant proportion of patients may not be responsive to intravenous (IV) 
fluids, and vasopressor infusions require significant time to initiate. This case 
series describes the successful use of a bolus dose of epinephrine to rapidly 
treat IV fluid refractory hypotension among three patients in the post-arrest 
period. A bolus dose of epinephrine may be considered as a treatment 
for post-arrest hypotension that does not respond to IV fluids, but further 
studies should be performed prior to routine use.

Article
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Australian Paramedic welcomes articles from paramedics across Australia and 
internationally – you too can become a part of this exciting new journal!

We welcome articles on any of the following: 
• Clinical review, report or discussion; 
• Case study; 
• Management in emergency medical services; 
• Occupational health and safety; 
• Opinion pieces; 
• General health, psychology or law relevant to emergency medical services; 
• Any other article or knowledge that you would like to share that is relevant to the  
   Australian Paramedic. 
 
Lead authors of published articles will be paid for their submission. Payment amount will vary 
depending on type of article, length, and inclusion of images. Payment will also be considered 
for submission of images, independent of any article, but it is up to the photographer to ensure 
that all relevant permissions are sought.

Getting published in Australian Paramedic
DO YOUR HOMEWORK

The key to having your article published is to do your homework first, and ensure your writing is targeted to our 
journal.  Knowing the target audience is imperative, and an essential first step.  For us, we are looking for articles 
with good content and information relevant to paramedics in Australia.

This does not mean we will limit our information only to Australian content… far from it. There is also a lot to learn 
from methods and processes used internationally, and we will endeavour to include such information in our journal 
too.  What we do want is current information that provides updates relevant to emergency medical care.

DISCUSS WITH THE EDITOR

Discussing ideas and proposals with the Editor can be a great way to ensure that you do not waste your time.  Our 
Editor is very happy to receive enquiries and provide advice on an approach for an article or identifying areas of key 
interest for our journal.  All you have to do is drop a line or two to editor@ausparamedic.com.au!

GRAB THE READER’S ATTENTION

It is essential to grab the attention of the reader in the first paragraph of the article – by providing a catchy phrase, 
or simply giving an interesting snippet of what your article will be talking about.  After that, good flow, grammar and 
punctuation is essential as well, to keep our readers engaged.

PROVIDE SOME GREAT PHOTOS

Photos also are a great way to grab attention, and they make up a crucial part of articles in our journal.  Photos can 
be submitted as separate files, with ideally a resolution of at least 300dpi. However, it is up to you to ensure you have 
the permission of people appearing in the photo for publication.

Writing an article
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WHY CHOOSE US

MORE CHOICE 
We compare from 30+ lenders for you!

Call Evangeline on 0427 314 636
www.totallfinance.com

TOTALL Finance compare rates and features from  

over 30 lenders and hundreds of loan products to help you get the right 
finance in place, irrespective of whether you are purchasing an established home, 

purchasing off-the-plan, purchasing a vacant block and constructing.  
 

Depending on your specific situation, the right loan product for you may be a single 
product or a split loan composed of a blend of loan products: variable, fixed, line-

of-credit. These loan products can be stand-alone loans or be part of a professional 
package offering and are chosen based on your loan requirements and are suitable 

for varying loan purposes. 

More choice: we 
compare from 30+ 

lenders for you.

Get a great deal: 
we can negotiate a 
competitive rate.

Less stress: we do all 
the paperwork and 

running around.

Free of charge: our loan 
services are at no cost 

to you because the 
lenders pay us.
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Ups and downs are for 
your working week,
not your super.
When your shift starts you never know what’s coming next. That’s why it’s good 
to know while you get on with your job, we’re striving to deliver strong returns 
with less risk.

Welcome to the QSuper feeling.

This information and all products are issued by the QSuper Board (ABN 32 125 059 006 AFSL 489650) as trustee for QSuper (ABN 60 905 115 063).   
You should consider whether QSuper is right for you, by reading the PDS available from our website at qsuper.qld.gov.au or call us on 1300 360 750.  
© 2018 QSuper Board


