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Executive Summary

Using the Rural Remote Metropolitan Areas (RRMA) classification to study the Victorian state of
Australia, there are 279 localities listed as 4 - 7. Some of these towns have a small population and
do not sustain a resident doctor or any visiting medical service.

Consumers in these towns may attend nearby towns or provincial centres for their medical needs.

After developing a database of Rural Victorian General Practitioners in RRMA’s 4 —7, 720 doctors
were identified as practicing in 136 communities.

A survey was developed by the Rural Doctors Association of Victoria (RDAV) Emergency Services
subcommittee and project workers.
This survey was sent to all these doctors.

263 doctors from 93 communities responded.

The survey covered emergency, medical, trauma and psychiatric skills, training requirements,
perceptions of nursing and paramedic skill levels, patient transport issues, communications, protocols
and procedures (including debriefing), medical indemnity and a medical equipment inventory.

Data was analysed using the SPSS® analytical and statistical computer software program.

Recommendations for maintenance and improving medical emergency services in rural Victoria are
presented and they include:

Development of a comprehensive debriefing protocol for all rural health workers

Improved coverage in the mobile phone network

Standardizing and benchmarking of essential medical equipment and pharmaceuticals
Improved communication and awareness between all providers of emergency medical services
Better funding for emergency skills training

Upgrading of both air and road ambulance services



1. Introduction

As a consequence of long term concerns with the management of emergencies in rural areas, the
RDAV board approached the Department of Human Services (DHS) Victoria for funding of a
consultancy entitled “Practice Recognition and Consultation Project”.

The objectives of this proposal included a generalised consultation with rural general practitioners
involved with their local health organisation in respect to the management of emergency services.
The tasks included the development of a current database of general practitioners in RRMAs 4 -7;
and included identification of Victorian rural towns both with and without general practices.

It was intended that the study identify a number of issues regarding the provision of emergency
services by rural General Practitioners.

DHS provided a grant to the RDAV for this research. RDAV initiated discussion on this topic in 2000,
with a workshop at the RDAV Annual General Meeting. A steering committee was appointed to drive
the project and the project workers commenced in 2002.

The Australian College of Rural and Remote Medicine (ACRRM) assisted in the editing and
interpretation of the survey report.

2. Aims

The RDAV study sought information from the rural Victorian general practice population on the
following points.

To identify perceptions of GPs in regard to the availability and adequacy of their emergency training
courses and further training needs.

To demonstrate GP perceptions of the skills and training of nursing, ambulance, State Emergency
Services (SES) and Country Fire Authority (CFA) staff and personnel with whom they work closely in
emergency situations.

To substantiate possible deficiencies in regard to patient transport, communications, protocols,
equipment, pharmaceuticals, and training to enable RDAV to make appropriate recommendations to
the Department of Human Services, and other relevant funding bodies and committees.

To illustrate GP awareness of medical equipment available for the treatment of patients with medical,
trauma or acute psychiatric emergencies, in a range of potential work locations or until patient
retrieval can be arranged.



3. Methodology

A steering committee to direct the project was established by The Rural Doctors’ Association of
Victoria. This included Dr Graham Slaney (former RDAV President), Dr David Campbell, Dr Mike
Moynihan, Dr Jane Greacen, Dr Mark Zagorski and Dr Mark Robinson. The steering committee
appointed the project workers, Jane Zagorski and Jane Robinson. The project workers devised the
survey in consultation with this sub committee.

It was necessary, initially, to create a database of Victorian Rural General Practitioners RRMAs 4 -7.
This has proved to be a valuable byproduct of the project for RDAV.

Professor Bob Neumayer, Senior Lecturer and Associate Head of the School of

Community Health from Charles Sturt University in Albury, New South Wales, was consulted
concerning the content and structure of the survey. The North East Division of General Practice
provided support with budget structuring, printing of surveys, assistance with setup of computer
statistical software (SPSS®) for data entry and analysis, and final reports.

To encourage a good response rate, recognising the plethora of surveys being sent to GPs, the
project workers devised incentive prizes for return of completed surveys. These prizes included
accommodation for a weekend in a capital city and a premium wine. It was understood that not all
GPs in RRMA 4 -7 were involved in emergency management. To encourage these Doctors to return
their demographic data, a separate prize of a book “Lost Consonants” by Graham Rawle was offered.
Permission for use of all graphics used in the survey and reminders was obtained from the owners.
On 5™ April 2002, a preliminary letter was sent to 734 Rural GPs in RRMAs 4 -7 requesting their
assistance and cooperation in completing and returning the survey. (Appendix 10.7)

In addition, a poster was presented at the ACRRM Scientific Forum and Rural Workforce Agency
Victoria (RWAV) Rural General Practice Conference held the day prior (30th April 2002) to the
Melbourne WONCA conference on the 1st — 3rd May 2002.

In April 2002, the survey (Appendix 10.8) was distributed by mail to the 720 Victorian rural GPs
remaining on the database (revised as a result of the “return to sender” of preliminary letters). The
survey was designed with a reply paid return post facility.

The survey was also promoted in RDAV, RWAV and Rural Victorian Divisional newsletters and emails.
Two reminders (Appendix 10.9) were sent out and by the final cutoff date, 30" June 2002, 263
surveys had been returned.

All survey data was entered into the licensed SPSS® computer software program. Project workers
and the RDAV Steering Committee then analysed the data.

Staff from ACRRM further assisted with interpretation and presentation of statistical material.



4.1

Results
Demographics

4.1.1 GP Age and Gender

The age and gender distribution of the GP respondents is presented in Table 1.

Males constituted over three quarters of total respondents (77.7%). 44.2% of respondents
were aged between 41 to 50 years, with the majority of GPs practising in rural Victoria aged
under 50 (72.3%). Of those aged over 50 years 88.9% of GPs were male. No females were
represented in the over 60-age category.

Table 1. Age and Gender Distribution

Gender Age Percentage and Frequency Total
<30 31-40 41 -50 51 -60 >60
Female 3.5(n2) | 31.0 (n18) | 51.7 (n30) | 13.8 (n8) 0 (n0) 100 (n58)
Male 1.0 (n2) | 25.2 (n51) | 42.1 (n85) | 21.3 (n43) | 10.4 (n21) | 100 (n202)
Total 1.6 (n4) | 26.5 (n69) |44.2(n115)| 19.6 (n51) | 8.1 (n21) | 100 (n260)

4.1.2 Time Working in Current Location

The largest group with 34% of male and 24% of female GPs, reported they had been
practising in their current location for more than 15 years. This trend was also reflected in
the overall totals (32.8%). The next largest grouping occurred for those GPs who had been
in their present location for between 1 to 5 years (20.8%) and this was again reflected in
both male and females respectively.

Table 2. Time in Current Location by Gender.

Gender Time in Current Location Percentage and Frequency Total
> lyear |[1-5 years 6-10 years |11-15 years [>15 years
Female | 22.4 (n13) | 22.4(n13) | 19.0(n11) | 12.1(n7) | 24.1 (n14) | 100 (n58)
Male 8.5(n17) | 20.4(n41) | 17.9(n36) | 17.9 (n36) | 34.1 (n71) |100 (n201)
Total 11.6 (n30) | 20.8 (n54) | 18.1 (n47) | 16.6 (n43) | 32.8 (n85) |100 (n259)




The various age distributions for length of time in current practice are displayed in Table 3.
As would be expected there is some relationship between time spent in the same location
and age. 75% of GPs aged less than thirty had been in their current location for less than a
year. The majority of respondents aged between 31 to 40 years (40.6%) had spent between
one to five years in their current location. The remaining age groupings 41 to 50 years
(35.4%), 51 to 60 years (60.8%) and over 60 (61.9%) had been practicing in their current
location for more than fifteen years.

Table 3. Time in Current Location by Age.

Age Time in Current Location Percentage and Frequency Total
> lyear | 1-5years | 6-10 years |11-15 years| >15 years

<30 75.0 (n3) | 25.0 (n1) 0(0) 0(0) 0(0) 100 (n4)
31-40 |24.6(n17)[40.6 (n28) | 26.1 (n18) | 7.2 (n5) 1.5(n1) | 100 (n69)
41 -50 6.0 (n7) ]15.5(n18)|17.2 (n20) | 25.9 (n30) | 35.4 (n41) | 100 (n116)
51 - 60 3.9 (n2) 9.8(n5) | 15.7(n8) | 9.8 (n5) |60.8 (n31) | 100 (n51)

>60 4.8 (n1) 9.5 (n2) 9.5(n2) | 14.3(n3) |61.9 (n13)| 100 (n21)
Total 11.5 (n30) | 20.7 (n54) | 18.4 (n48) | 16.5 (n43) | 32.9 (n86) | 100 (n261)

4.1.3 Other General Practitioners

This question examined the numbers of other general practitioners both within the same
practice and other practices within the immediate area. The number of other practitioners
within the same practice is displayed in Figure 1. There appears to be great variation in the
number of GPs working within a single rural practice. The majority of respondents stated
they worked in conjunction with 3 other GPs (13.3%). Most practices appear to employ
between one to seven other general practitioners (65.1%), although there is a significant
percentage of solo practitioners (10.3%).

Figure 1. Other GP’s Within a Practice.
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Other practitioners in the area are tabled in Figure 2. A high percentage of GPs surveyed are
positioned at the only practice in the immediate local area (28.1%).

Figure 2. Other GP’s in Local Area.
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4.1.4 Golden Hour Emergency Participation and Procedural Insurance

Data in Table 4 relates to general practitioner participation in ‘golden hour’ emergency
management and whether they have procedural insurance.

74.3% of respondents stated they participated in the provision of ‘golden hour’ emergency
services. Of these respondents 56% were female and 80% were male. Of those practitioners
providing Golden Hour care, 63.5% had procedural insurance. Only a little more than half
(53.9%) of all respondents had some form of procedural insurance protection.

Table 4. *Golden Hour’ Emergency Participation and Procedural Coverage.

Active in ‘golden hour’ |Procedural Insurance Percentage and Total
emergency Frequency
Yes No
Yes 63.5 (n122) 36.5 (n70) 100 (n192)
No 25.7 (n17) 74.3 (n49) 100 (n66)
Total 53.9 (n139) 46.1 (n119) 100 (n258)




4.2

Table 5 illustrates the effects of indemnity issues on the provision of emergency care and
services. Surprisingly, 82.2% of GPs stated that indemnity issues did not affect their
treatment of emergency patients. Of those GPs not currently involved in the provision of
emergency care services, 79.7% indicated that indemnity had not greatly influenced their
decision whilst 83.1% of those taking part in “golden hour” management felt that indemnity
was not a significant issue.

Table 5. Effect of Indemnity on Treatment of Emergency Patients.

Active in ‘golden hour’ | Indemnity Effect Percentage and Total
emergency Frequency
Yes No
Yes 16.9 (n32) 83.1 (n157) 100 (n189)
No 20.3 (n13) 79.7 (n51) 100 (n64)
Total 17.8 (n45) 82.2 (n208) 100 (n253)

Professional Assistance

4.2.1 Professional Assistance in an Emergency

More than three quarters (78.3%) of GPs stated that they could access the services of
another GP in the case of an emergency.

Figure 3. Professional Assistance in an Emergency.
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4.3 General Practitioner Skills and Medical Training

4.3.1 Emergency Course Completion

The cumulative number of rural practitioners who have undertaken any one of these courses
(n240) suggests that nearly all respondents have completed some form of approved
emergency skills training. The Early Management of Severe Trauma (EMST) course reported
the highest completion rate at 38.3% whilst the Pre Hospital Trauma Life Support (PHTLS)
course had the lowest completion percentage at 2.5%. Caution must be used however in
interpreting these figures as it is difficult to determine whether any of the respondents have
completed more than one of these courses. These percentages are provided in Table 6 -
refer to Acronyms below for detailed course hames.

Table 6.Emergency Course Completion.

Course Completion Percentage and Total
Frequency
Yes No

EMST 38.3 (n90) 61.7 (n150) 100 (n243)
APLS 20.6 (n49) 79.4 (n189) 100 (n238)

ELS 21.3 (n51) 78.7 (n188) 100 (n239)
PHTLS 2.5 (n6) 97.5 (n232) 100 (n238)
RECRM 20.2 (n48) 79.8 (n190) 100 (n238)

EMST - Early Management Severe Trauma
APLS — Advanced Paediatric Life Support
ELS - Emergency Life Support

PHTLS — Pre Hospital Life Support

RECRM - Rural Emergency Crisis Resource Management — Simulator Course

4.3.2 Improved Confidence After Course Completion

Table 7 illustrates the effect that completing emergency skills training had on general
practitioner confidence, with most reporting that the emergency skills training courses had
improved their confidence in providing emergency services.

Table 7. Rating Improvement in Confidence after Course Completion.
Course Rating Improvement in Confidence Percentage and Frequency Total
1(not at all) 2 3 4 5 (greatly)

EMST 0 (n0) 2.1 (n2) 12.9 (n12) 31.2 (n29) 53.8 (n50) | 100 (n93)
APLS 0 (n0) 4.3 (n2) 8.7 (n4) 32.6 (n15) 54.4 (n25) 100 (n46)

ELS 0 (n0) 4.1 (n2) 10.2 (n5) 44.9 (n22) 40.8 (n20) | 100 (n49)
PHTLS 0 (n0) 0 (n0) 20.0 (n1) 80.0 (n4) 0 (n0) 100 (n5)
RECRM 0 (n0) 4.3 (n2) 10.9 (n5) 45.7 (n21) 39.1 (n18) | 100 (n46)




4.3.3 Course Waiting Lists and Times

Approximately 18% of respondents were, at the time of survey, on waiting lists to complete
an emergency skills training course, as illustrated in Figure 4.

Figure 4. Waiting Lists for Courses.
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The length of time rural general practitioners had been waiting to complete an emergency skills
training course is reported in Table 8. Most respondents had been waiting for less than 6 months,
with numbers steadily decreasing as waiting time increases. A small but significant number of

respondents reported waiting times in excess of 12 months to complete the EMST (36.0%) or APLS
(17.3%) courses.

Table 8.Individual Course Waiting Times.

Course Waiting Time Percentage and Frequenc Total
< 6 months 7-12 months 1 -2 years > 2 years
EMST 48.0 (n12) 16.0 (n4) 20.0 (n5) 16.0 (n4) 100 (n25)
APLS 65.2 (n15) 17.4 (n4) 13.0 (n3) 4.3 (nl) 100 (n23)
ELS 87.5 (n7) 12.5 (n1) 0 (n0) 0 (n0) 100 (n8)
PHTLS 100 (n1) 0 (n0) 0 (n0) 0 (n0) 100 (n1)
RECRM 90 (n9) 10 (n1) 0 (n0) 0 (n0) 100 (n10)
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4.3.4 Reasons For Non Completion

When asked , “Why respondents had not completed emergency courses”, the common
reasons were:

* cost
* distance to location of course

* time and locum constraints
* course availability.

4.3.5 Emergency Management and Skill Updates

The availability of updates in a range of emergency management topics and skills were
considered to be important by 84.5% of respondents, reflected in Figure 5.

Figure 5. Need for Emergency Updates.
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4.3.6 Emergency Skill Update Topics

This question invited individual input, resulting in many suggestions worded differently, but
pertaining to similar subjects.

Contrary to the information demonstrating that insignificant numbers of Doctors on waiting lists for
courses in emergency management, 85% of Doctors felt the need for updates on one or more topics
specific to emergency or trauma treatment. It was interesting to note that the already mentioned
courses as well as ‘EMST refresher courses’ were listed amongst the skills or management topics.
The following list is an indication of the skill and management workshops requested:

Airway and Respiratory:
* Intubation
* insertion of chest tubes
* cardio pulmonary resuscitation practical
» difficult airway
* surgical airway
* tracheostomy
*  pneumothorax.

11



Intravenous access:

e Intravenous cutdowns

e insertion of central line catheters.

Medical Emergencies:
* Cardiac arrhythmias

Obstetric emergencies

Acute psychoses

adult and paediatric cardiac arrest
myocardial infarction
defibrillation
electrocardiograph interpretation
neonatal resuscitation
respiratory arrest
staus epilepticus.

Pharmaceuticals and pharmacology update

Poisonings and Envenomations

Head injury

Multi trauma

Management of fractures

Paediatric emergencies

4.4 Nursing, Paramedic, SES and CFA Skills

4.4.1 Confidence in Nursing Staff Emergency Skills

Table 9 illustrates rural general practitioners’ levels of confidence in the emergency skills of
nursing staff in a number of practice situations - within the hospital; GP’s main clinic; other
practice locations; at the scene of an emergency. As the figures illustrate, most rural general
practitioners have confidence in the emergency skills of some of the nurses with whom they
work. This was the case with hospital (79.1%), other practice (49.1%) and at the scene
environments (51.0%). Only in the clinic environment did respondents report a higher level
of confidence in all nurses (42.7%).

Table 9.GP Confidence in Nursing Staff Emergency Skills.

Location GP Confidence in Nursing Staff Emergency Skills Total
All Nurses Some Nurses Unsure
Hospital 18.4 (n37) 79.1 (n159) 2.5 (n5) 100 (n201)
Clinic 42.7 (n64) 41.3 (n62) 16.0 (n24) 100 (n150)
Other 20.0 (n11) 49.1 (n27) 30.9 (n17) 100 (n55)
At Scene 7.8 (n8) 51.0 (n52) 41.2 (n42) 100 (n102)

12



4.4.2 Awareness of Nurse Emergency Training

These questions sought to identify rural general practitioners’ awareness of emergency
training that had been undertaken by nurses assisting them in the provision of emergency
and trauma care.

Table 10 illustrates the awareness of respondents of emergency skills training courses
undertaken by nursing staff within hospital environments. Between 77% and 87% of
respondents were unaware of whether hospital nursing staff had completed any of the listed

emergency training courses.

Table 10. General Practitioner Awareness of Hospital Nurse Emergency Training.

Course GP Awareness of Nurse Completion Percentage and Total
Frequency
Most Nurses Some Nurses Unsure
TNCC 2.9 (n5) 12.3 (n21) 84.8 (n145) 100 (n171)
APLS 1.8 (n3) 11.8 (n20) 86.5 (n147) 100 (n170)
FLEC 7.0 (n12) 10.5 (n18) 82.5 (n141) 100 (n171)
Post Grad 3.5 (n6) 19.4 (n33) 77.1 (n131) 100 (n170)

4.4.3 Confidence in Paramedic / Ambulance Staff Emergency Skills

Table 11 displays the reported level of confidence rural general practitioners have in the
paramedic and ambulance staff working alongside them in an emergency. 56% of GPs
reported confidence in the skills of paramedic / ambulance staff with whom they work in
hospitals and in their clinics. These percentages were lower in ‘on scene’ locations.

Table 11. General Practitioner Confidence in Paramedic/Ambulance Staff Emergency
Skills.

Location GP Confidence in Paramedic/Ambulance Staff Emergency Total
Skills
All Staff Some Staff None of the Staff
Hospital 56.8 (n108) 42.1 (n80) 1.1 (n2) 100 (n190)
Clinic 56.6 (n81) 39.9 (n57) 3.5 (n5) 100 (n143)
Other 45.6 (n26) 49.1 (n28) 5.3 (n3) 100 (n57)
At Scene 42.7 (n47) 50.9 (n56) 6.4 (n7) 100 (n110)

13



4.4.4 Awareness of Regional Medical Displan Role

Responses to this question suggest that only half of rural medical practitioners (51.8%) are
aware of the role of Regional Medical Displan. This lack of awareness of Displan was verified
during the 2003 Victorian Bushfires. Robinson.JM;

Results are displayed in Figure 6.

Figure 6. Awareness of Regional Medical Displan Role.
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4.4.5 SES / CFA / St John’s Personnel Attendance and Emergency Skills

These questions investigated the doctors’ understanding of the skills required by members of
these organizations for provision of local emergency services to trauma victims or critically ill
people. Data in Table 12 demonstrates that both the SES (72.7%) and CFA (62.4%) will
attend in these instances whereas St John’s personnel were less likely to be involved
(28.5%).

Table 12. Response to Emergency Trauma Situations.

Organisation Respond to Emergency Trauma Situations Percentage Total
and Frequency
Yes No Unsure
SES 72.7 (n160) 5.5 (n12) 21.8 (n48) 100 (n220)
CFA 62.4 (n136) 8.7 (n19) 28.9 (n63) 100 (n218)
St John's 28.5 (n57) 34.0 (n68) 37.5 (75) 100 (n200)

More than half of the respondents felt unable to accurately gauge the adequacy of basic life
support skills of the members of SES (57.5%), CFA (63.1%) or St John’s (52.9%) personnel.
This is illustrated in Table 13.

Table 13. Perceived Adequacy of Basic Life Support Skills.
Organisation Adequate Basic Life Skills Support Percentage and Frequency Total
Yes No Unsure
SES 37.6 (n83) 5.0 (n11) 57.5 (n127) 100 (n221)
CFA 27.2 (n59) 9.7 (n21) 63.1 (n137) 100 (n217)
St John’s 40.7 (n77) 6.3 (n12) 52.9 (n100) 100 (n189)

14



4.4.6 Involvement in Teaching Basic Life Support and Remuneration

Table 14 demonstrates very little involvement of respondents in teaching basic life support
skills to SES, CFA and St John's personnel. Those GPs who indicated that they were involved
in teaching, reported that they were not remunerated for their efforts.

Table 14. Involvement in Teaching Basic Life Support Skills.

Organisation Involvement in Teaching Percentage and Frequency Total
Yes No Unsure
SES 5.0 (n11) 91.8 (n202) 3.2 (n7) 100 (n220)
CFA 2.3 (n5) 93.2 (n204) 4.6(n10) 100 (n205)
St John's 6.3 (n13) 90.7 (186) 2.9 (n6) 100 (n205)

4.5 Transport and Communication

4.5.1 Access to Ambulance and Staffing

These questions related to whether respondents had local access to an ambulance base and
how they understood it was staffed. Figure 7 found that over 90% of respondents had
access to a local ambulance base.

Figure 7. Access to a Local Ambulance Base
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The majority of ambulance bases were staffed by trained ambulance officers (93.6%), whilst
52.0% had MICA trained officers and only 27.4% were staffed by volunteers. This is
illustrated in Table 15.

Table 15. Staffing of Rural Ambulance Bases.

Staffing Awareness of Staffing Percentage and Frequency Total
Yes No Unsure
Ambulance 93.6 (n205) 4.1 (n9) 2.3 (n5) 100 (n219)
Officers
MICA 52.0 (n106) 36.3 (n74) 11.8 (n24) 100 (n204)
Trained
Officers
Volunteers 27.4 (n54) 61.9 (n122) 10.7 (n21) 100 (n197)

15



4.5.2 Designated Area to Access Air Ambulance and Retrieval Helicopter

Table 16 gives an indication of whether respondents had access to areas suitable for the
landing of either fixed wing air ambulances or retrieval helicopters. Fifty-five percent of
respondents stated their town had an airstrip that could land a fixed wing air ambulance
whilst just over 80% had a designated area for retrieval helicopters to land.

Table 16. Designated areas for air ambulance and retrieval helicopter.

Air Service Access to Designated Area Percentage and Frequency Total
Yes No Unsure
Air 55.7 (n131) 39.6 (n93) 4.7 (n11) 100 (n235)
Ambulance
Retrieval 80.8 (n189) 9.8 (n23) 9.4 (n22) 100 (n234)
Helicopter

4.5.3 Mobile Telephone Communication

Just under 30% of respondents reported having inadequate mobile telephone reception
within their local working areas. Please refer to Figure 8.

Figure 8. Local Area Mobile Phone Coverage.
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4.6

Protocols and Procedures
4.6.1 Emergency Management Protocols and Procedures

These questions related to the availability of printed protocols for emergency management
and the management of hazardous exposures and queried the availability of protective suits

within their local area.

Table 17 indicates that just over half (53.2%) of respondents had access to printed
emergency management protocols but not to protocols and protective suits for managing
biological, radioactive or chemical exposures (50.4%).

Table 17. Emergency Management Protocols and Access to Equipment.

Protocols & Procedures Access Percentage and Frequency Total
Yes No Unsure
Printed Emergency Management 53.2 (n125) | 33.2(n78) 13.6 (n32) 100
protocols (n235)
Protective suits and protocols 20.3 (n48) | 50.4 (n119) | 29.2 (n69) 100
(n236)

4.6.2 Resuscitation Areas

This section investigated whether rural doctors had access to adequately equipped
designated resuscitation areas in their local hospitals. 95% of respondents had access to a
designated resuscitation area within their local hospital.

Table 18 refers to the adequacy of resuscitation areas within the hospital, main clinic and
other practice environments. The majority of hospital resuscitation areas were rated at
average and above (89.5%), main clinic resuscitation areas between below average to good
(84.6%), and 71.9% of resuscitation areas in other practice locations were rated as poor to

average.

Table 18. Adequacy of Hospital, Main Clinic and Other Practice Resuscitation Areas.

Location Adequacy of Resuscitation Area Percentage and Frequency Total
1(poor) 2 (below 3(average) 4(good) 5(excellent)
average)
Hospital 5.0 (n10) 5.5 (n11) 20.0 (n40) 50.0 19.5 (n39) 100 (n200)
(n100)
Clinic 6.7 (n11) 9.8 (n16) 33.1 (n54) 41.7 (n68) 8.6 (n14) 100 (n163)
Other 25.0 (n16) 18.8 (n12) 28.1 (n18) 17.2 (n11) 10.9 (n7) 100 (n64)

17



4.7

4.8

4.6.3 Debriefing

Only 30.6% of respondents were aware that they could access debriefing services after a
severe trauma or emergency. Figure 9 also demonstrates that whilst 42.6% of rural doctors
did not have access to debriefing, 26.8% were unaware of what counseling or other support
services may be available to them.

Figure 9. Availability of Emergency and Trauma Debriefing.
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Treatment of Patient Conditions and Locations
Examined here, are the locations where respondents treated life threatening medical and
trauma conditions, as well as acute psychiatric cases (Table 19). 85% percent of life
threatening medical conditions and 81.8% of severe trauma cases were treated at a hospital.
The majority of acute psychiatric conditions were treated either within the main clinic
(82.5%) or hospital (75.6%) environments.
Table 19. Treatment Locations and Conditions.
Condition Location Where Treatment Provided Percentage and Frequency
Hospital Clinic Other At Scene
Yes No Yes No Yes No Yes No
Life threatening medical 85.0 15.0 64.6 35.4 25.1 74.9 51.8 48.2
conditions (n199) | (n35) | (n148) | (n81) (n55) | (n164) | (n118) | (n110)
Severe life threatening trauma 81.8 18.9 22.1 77.9 15.7 84.3 48.1 51.9

(n189) | (n44) | (n50) | (n176) | (n34) | (n183) | (n111) | (n120)

Acute psychiatric conditions 75.6 24.4 82.5 17.5 34.5 65.5 45.2 54.8

(n177) | (n57) | (n193) | (n41) (n76) | (n144) | (n103) | (n125)

Management of Psychiatric Patient Emergencies

The risk of being threatened or injured whilst treating a patient with an acute psychiatric
condition is a very real concern for rural general practitioners. This section sought to identify
the percentage of respondents who had either been injured or threatened and the services
available to assist rural doctors in treating these patients.

Over 50% of respondents across all situations had not suffered an injury or been threatened
whilst dealing with an acutely disturbed patient. However, doctors perceived a higher risk of
being injured or threatened within their main clinic (48.4%) or hospital (44.4%)
environments, rather than at other practice locations or at the scene of an emergency.
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Table 20 summarises the range of services available to provide assistance in cases of
psychiatric emergencies. Within hospitals (69.4%), main clinics (60.5%), other practice
locations (58.4%) and at the scene (65.0%), police were available to provide assistance.
Other people were also available to assist in the majority of hospitals (71.7%). Hospitals
were also best equipped to interview those patients with acute psychiatric conditions
(43.1%).

Table 20. Management Strategies for Psychiatric Emergencies.

Services Providing Assistance Location of Psychiatric Management Percentage and Frequency
Hospital Clinic Other At Scene
Yes No Yes No Yes No Yes No

Police Assistance 69.4 30.6 60.5 39.5 58.4 41.6 65.0 35.0
(n136) (n60) (n112) | (n73) (n52) (n37) (n89) (n48)

Other Assistance 71.7 28.9 48.4 51.6 33.0 67.0 37.6 62.4
(n138) (n56) (n 89) (n95) (n29) (n59) (n50) (n83)

Suffered injury / threat 44.4 55.6 48.1 51.9 28.6 71.4 34.8 65.2
(n 84) (n105) | (n89) (n96) (n26) (n65) (n46) (n86)

Interview room 43.1 56.9 38.3 61.7 21.4 78.6 N/A N/A
(n84) (n111) | (n70) | (n113) | (n18) (n66)

4.9 Protective Attire

Table 21 provides details of the equipment available to respondents when treating trauma
patients within various locations. Disposable gloves were found to be the most frequently
used protective attire across all treatment environments, followed by eye protection while
face shields were the least utilised. Hospitals were found to have the highest utilization rates
for all the protective attires listed.

Table 21. Location and Utilization of Protective Attire for Treatment of Trauma.

Protective Attire Availability of Attire at Location Percentage and Frequency
Hospital Clinic Other At Scene
Yes No Yes No Yes No Yes No
Impervious gowns 39.0 61.0 16.7 83.3 5.2 94.8 5.6 94.4
(n73) (n114 (n25) | (n125) (n3) (n55) (n7) (n117)
)
Eye Protection 55.6 44.4 45.4 54.6 23.7 76.3 16.9 83.1
(n104) (n83) (n69) (n83) (n14) (n45) (n21) (n103)
Face Shields 29.8 70.2 10.5 89.5 5.1 94.9 0.8 99.2
(n56) (n132 (n16) | (n136) (n3) (n56) (n1)
) (n122)
Disposable Gloves 95.3 4.7 93.5 6.5 70.9 29.1 77.6 22.4
(n184) (n9) | (n144) | (n10) (n39) (n16) (n97) (n28)
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4.10 Equipment

These questions revealed that hospitals were the best equipped and that rural GPs relied on
this hospital equipment to manage emergency situations.

4.10.1 Resuscitation Equipment

Most authorized testing of resuscitation equipment occurred either within the hospital or
main clinic environments. The figures suggest that equipment used at other locations or
taken ‘to the scene’ by GPs may not be so well maintained. Please refer to Table 2.

Table 22. Authorised Testing of Resuscitation Equipment.

Authorised Testing of Resuscitation Equipment Percentage and Frequency

Hospital Clinic Other At Scene
Yes No Yes No Yes No Yes No
94.6 5.4 61.7 38.3 35.0 65.0 36.9 63.1
(n175) (n10) (n87) (n54) (n14) (n26) (n24) (n41)

4.10.2 Replacement of Expired Medications and Equipment

Data from Table 23 suggests that the majority of treatment environments have in place a
protocol for the identification and replacement of expired drugs and equipment.

Table 23. System to Replace Expired Medications and Equipment.

Replacement of Expired Medications and Equipment Percentage and Frequency
Hospital Clinic Other At Scene
Yes No Yes No Yes No Yes No
97.3 2.7 92.0 8.0 70.0 30.0 62.0 38.0
(n182) (n5) (n138) (n12) (n28) (n12) (n44) (n27)

\ 4.10.3 Airway and Cervical Spine Equipment

Oropharyngeal airways (Guedel) sizes 0-4 were almost universally available for the treatment
of a medical emergency or trauma patient. A full list of items and their availability across all
four-treatment environments can be found in Appendix 10.1

4.10.4 Breathing Equipment.

Adult resuscitators and asthma nebuliser units were most readily available for use within all
emergency and trauma treatment environments. Hospitals were the best equipped with the
largest range of breathing equipment. The results are summarised in Appendix 10.2.

4.10.5 Circulation Equipment

Respondents indicated that adult and paediatric sized IV cannulae and injection ports, were

most widely available across all treatment environments. Appendix 10.3 provides a list of all
circulatory equipment examined.

4.10.6 General Equipment
Urinary catheter packs were identified as being widely available in the management of
emergency cases across all treatment locations. Results are tabled in Appendix 10.4.
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4.10.7 Diagnostic Equipment

Within the list of diagnostic equipment, glucometers and ECG machines were reported as
being most widely available items across all treatment environments. Appendix 10.5
provides a complete list of responses.

4.10.8 Pharmaceuticals

Hospitals are expected have a wide range of pharmaceuticals available for the treatment of
emergency and trauma situations. Ceftriaxone was the medication that was most widely
available across all potential treatment locations. A complete list of pharmaceuticals surveyed
appears in Appendix 10.6.
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5.0 Discussion

The demographic responses demonstrated that the majority of rural GPs in Victoria were aged 40
years or over.

There were no females in the over 60 age group category which represented approximately 8% of
respondents.

Of GPs in the less than 50 age group, more than half were female. This confirms recent research by
Dr Jo Wainer;,

Gender studies of current Victorian medical undergraduates at Monash and Melbourne Universities
demonstrate that up to 60% of the intakes are female. Rural workplace practices may need to be
modified in the future to accommodate this increasing number of female doctors.

Victoria has an aging rural GP workforce with more than 70% being greater than 40 years of age - a
consequence of recruitment lag in the last decade. This is hopefully being addressed by national and
state policy.

There is considerable rural workforce stability at present, with some GPs remaining in their locations
for 15 years plus. Most of those GPs are over 40 years of age and both sexes are equally
represented.

Only 10.3% of the 260 respondents work in solo practice. The majority of respondents work in group
practices of up to three other GPs. Larger practices of up to 8 doctors were reported in some RRMA 4
-7 towns. Further analysis of demographics and solo vs group practice statistics will become available
when the RWAV and other state rural workforce agencies minimum data set collections from 2003
are analysed and published.

Practitioners were asked about participation in “The Golden Hour” of emergency management and
whether they had procedural insurance to “cover” them. Surprisingly, of the 74.3% who participated
in the “Golden Hour” just over 63 % had procedural insurance. In fact, of the 263 responding rural
GPs, just over half or 53% had procedural insurance protection.

Whether a doctor has procedural insurance or not, does not appear to influence their decision to
remain involved in the provision of emergency care services. Of the GPs who do not provide
emergency services (119 out of 258 respondents) 83% indicated that indemnity issues did not
influence their decision.

A reassuring 78.3% of GPs surveyed, stated that they could access the services of another GP in the
event of treating an emergency patient. However, 20 % were not able to seek other medical
assistance confirming that a workforce deficiency exists. This not only illustrates the risk to the
patient but also raises questions about the potential for burnout and/or post traumatic stress
disorder occurring in solo and small group practice situations.

The number of practitioners who have undertaken at least one of the five emergency courses listed,
indicated that nearly all respondents had completed some form of emergency skill training. This area
requires more detailed research as the survey did not allow identification of completion of more than
one course.

Reasons for not having completed an emergency skills course included course costs, distance to
location of the course, time and locum constraints along with suggestions of limited course
availability

Questions rating the clinical confidence after emergency course completion, demonstrated, not

surprisingly, that most rural doctors reported improvement in their skills when dealing with
emergency situations.
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Course waiting lists generally revealed a six month wait with indications that this time was reducing
over the years.
EMST and APLS are the most frequently sought after courses.

Survey of emergency management and skills update topics, resulted in GPs suggesting a wide range
of topics. More than 85% of doctors felt the need for regular updates in specific areas of emergency
or trauma management. Updates in the following skills were frequently requested:

Airway and respiratory management, intravenous access, cardiac arrhythmias, neonatal resuscitation,
obstetric emergencies, acute psychosis, pharmacology, envenomation and poisonings.

Most rural GPs reported confidence in the emergency skills of some of the nurses they work with.
Only in the medical clinic did respondents record a higher level of confidence in all nurses.

Up to 80% of respondents were unaware of whether their hospital nursing staff had completed any
of the following listed emergency training courses: Trauma Nursing Core Course (TNCC), APLS, First
Line Emergency Care (FLEC).

GPs need to be involved in the continuing education of nurses and vice versa. Courses aimed at
teams of nurses and doctors exist in the RECRM course and the new VMTRM course will include
ambulance officers as well.

Responses revealing that only half of rural Victorian medical practitioners are aware of regional
Medical Displan was a surprising disappointment.

There was a similar disappointing lack of awareness of the skills of SES, CFA or ST Johns ambulance
personnel. This finding was accompanied by responses showing that more than 90% of rural GPs
had no involvement in the training of these people. Remuneration for such involvement is non
existent.

Although most towns have access to an ambulance there were 10% of towns where this appears to
be a problem. Air ambulance, fixed wing and helicopter landing facilities were also deficient in 20%
of towns. 28% of the rural doctors surveyed reported inadequate mobile telephone coverage.

Alarmingly, only just over half the doctors surveyed were aware of access to protective suits for
biological, radioactive and chemical exposure. These are disturbing figures in the current
environment of global terrorism.

In rural Victoria after hours care is provided by on-call GPs. With 30% of GP’s reporting
inadequacies in their mobile phone reception there are implications for morbidity and mortality
figures for rural Victorians.

Many doctors reported situations where they were placed at high risk of threat or injury when
managing psychiatric emergencies.

Our Data also revealed inadequate debriefing and trauma counseling services for doctors. Of the

50% receiving debriefing this was usually provided by colleagues, health service staff, spouses,
police, and rarely by psychologists or specific debriefing teams.
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6.0 Recommendations

10.

11.

12.

13.

14.

15.

16.

17.

Greater promotion and publication of the findings of the DOHA national minimum data
set studies from 2002 — 2003

Risk awareness and promotion of procedural insurance for doctors participating in
emergency medical care. RDAV needs to promote to its members and other rural doctors
that procedural insurance be considered if treating emergencies..

Further research is required into the risk management of GPs attending emergencies and
their indemnity requirements.

With the procedural and emergency requirements of rural practice, significant numbers
of rural doctors may be underinsured. Promotion and continued development of the less
costly RDAV/ VMIA/ DHS brokered indemnity scheme is recommended.

The ageing of the rural workforce demands that RWAV and Rural Divisions need
continued and improved funding to address recruitment and importantly, retention.

The feminisation of the medical workforce requires modification of workplace practices in
the provision of emergency services. Continuing education of current doctors and rural
communities is required to facilitate these changes.

Improve availability of “hands on” CPD to rural doctors and improve accessibility to those
courses currently available, addressing locum availability and improving mechanisms for
subsidized attendance.

Improve GPs awareness and understanding of current nursing emergency management
qualifications and courses. Rural GPs need to take an active interest in the continuing
professional development of nurses.

Promote multidisciplinary CPD such as the VMTRM and PHTLS courses for nurse, doctor
and ambulance teams.

Medical Displan must be promoted to all Rural Doctors.

To improve rural doctors’ confidence in the skills of other first aiders (CFA, St Johns,
SES) doctors should be encouraged to become more involved in their training.

Government sponsored remuneration for doctors involved in education of paramedics
and other first aiders should be established.

All towns supporting a doctor in a State the size of Victoria should have arrangements
for helicopter evacuation of emergency patients. These arrangements and the
mechanisms for accessing them must be clearly promulgated to all rural doctors.

Mobile telephone coverage must continue to be improved

Produce, distribute and maintain current, benchmarked protocols for emergency
treatment of medical, psychiatric and trauma patients.

Improve awareness of protocols for, and equipment available to, rural doctors for the
management of biological, radioactive and chemical exposure.

Establish and fund debriefing programmes for doctors, nurses, ambulance officers and
other first attenders.
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18.

19.

20.

21.

Government subsidies should be made available for the provision and maintenance of
equipment and pharmaceuticals where GPs are required to provide emergency treatment
in their practices.

Accident and Emergency areas of rural hospitals need appropriate safe areas for
assessment and management of psychiatric emergencies.

Rural doctors need appropriate support personnel whilst examining and treating acute
psychiatric emergencies.

Develop a benchmarked, standardised list of equipment and pharmaceuticals required at
all rural hospitals for the optimum provision of emergency services.
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9.0 Appendix

9.1 Airway and Cervical Spine Equipment Inventory.

Equipment Availability of Equipment Percentage and Frequency
Hospital Clinic Other At Scene
Yes No Yes No Yes No Yes No
Oropharyngeal airways 99.5 0.5 90.4 9.6 61.5 38.5 70.8 29.2
(Guedel) sizes 0-4 (n197) (n1) (n206) | (n22) (n24) (n15) (n68) (n28)
Yankeur suction catheters 97.5 2.5 63.8 36.2 51.4 48.6 33.0 67.0
(n193) (n5) | (n146) | (n83) (n19) (n18) (n32) (n65)
Suction tubing 99.5 0.5 68.3 31.7 45.9 54.1 32.0 68.0
(n197) (n1) (n157) | (n73) (n17) (n20) (n31) (n66)
Portable suction unit 84.7 15.3 60.4 39.6 44.4 55.6 30.9 69.1
(n166) | (n30) | (n139) | (n91) (n16) (n20) (n30) (n67)
Laryngoscopes and blades, 99.5 0.5 68.6 31.4 52.8 47.2 49.5 50.5
light bulbs, batteries (n197) (n1) (n157) | (n72) (n19) (n17) (n48) (n49)
Endotracheal tubes (cuffed) 99.5 0.5 64.6 35.4 52.8 47.2 49.5 50.5
sizes 7-9 (n196) (n1) (n148) | (n81) (n19) (n17) (n48) (n49)
Semi rigid cervical collars — 93.4 6.6 28.3 71.7 30.6 69.4 33.7 66.3
adjustable or sized (n185) | (n13) (n64) (n162) | (n11) (n25) (n330 (n65)
Endotrachael tubes uncuffed 94.4 5.6 38.4 61.6 27.8 72.2 37.1 62.9
sizes 3-6 (n186) | (n11) (n860 | (n138) | (n10) (n26) (n36) (n61)
Disposable flexible connector 94.9 5.1 37.9 62.1 27.8 72.2 30.2 69.8
-ETT (n186) | (n10) (n85) | (n139) | (n10) (n26) (n29) (n67)
Magills Forceps — adult & 95.4 4.6 38.4 61.6 31.4 68.6 32.6 67.4
paediatric (n186) (n9) (n86) | (n138) | (nl11) (n24) (n31) (n64)
Intubation bougee & stylets 90.7 8.8 16.5 83.5 11.4 88.6 12.6 87.4
or intubation aid (n175) | (n17) (n37) | (n187) (n4) (n31) (n12) (n83)
Laryngeal masks 91.3 8.7 16.7 83.3 17.6 82.4 12.8 87.2
(n178) | (n17) (n38) | (n189) (n6) (n28) (n120 (n82)
Surgical airway kit 87.4 12.6 12.1 87.9 26.5 73.5 16.0 84.0
(n167) | (n24) (n27) | (n196) (n9) (n25) (n15) (n79)
Jet insufflator 49.2 50.8 4.1 95.9 2.9 97.1 4.3 95.7
(n89) (n920 (n9) (n211) (n1) (n33) (n4) (n89)




9.2 Breathing Equipment Inventory
Equipment Availability of Equipment Percentage and Frequency
Hospital Clinic Other At Scene
Yes No Yes No Yes No Yes No
Adult resuscitator 98.0 2.0 79.4 20.6 61.8 38.2 52.6 47.4
(n194) (n4) (n181) | (n47) (n21) (n13) (n50) (n45)
Paediatric resuscitator 94.4 5.6 48.2 51.8 37.1 62.9 34.7 65.3
(n187) | (n11) (n110) | (n118) | (n13) (n22) (n33) (n62)
Laerdal pocket mask 75.8 23.7 67.1 32.9 68.6 31.4 69.5 30.5
(n150) | (n47) (n153) | (n75) (n24) (n11) (n66) (n29)
Oxygen cylinders 98.0 2.0 77.7 22.3 60.0 40.0 30.9 69.1
(n194) (n4) (n178) | (n51) (n21) (n14) (n29) (n65)
Oxygen masks - adult 91.9 8.1 55.9 44.1 37.1 62.9 24.7 75.3
(n181) | (ni16) (n127) | (n100) | (n13) (n22) (n23) (n70)
Oxygen masks - paediatric 85.8 14.2 45.8 54.2 25.7 74.3 20.4 79.6
(n169) | (n28) (n103) | (n122) (n9) (n26) (n19) (n74)
Mechanical ventilator — 68.7 30.8 4.4 95.6 20.4 79.6 2.8 97.2
Oxylog/equiv (134) (n60) (n10) | (n217) | (n19) (n74) (n1) (n35)
Portable ventilator- 36.8 62.6 2.7 97.3 0 100 1.1 98.9
capnograph (n70) (n119) (n6) (n220) (n0) (n36) (n1) (n89)
CPAP unit 41.6 58.4 1.3 98.7 2.9 97.1 N/A N/A
(n79) | (n111) (n3) (n223) (n1) (n34)
Colormetric CO2 detector 48.9 51.1 2.2 97.8 2.6 97.4 2.2 97.8
(n92) (n96) (n5) (n220) (n1) (n37) (n2) (n89)
Capnograph 60.3 39.7 0.9 99.1 2.8 97.2 1.1 98.9
(n114) | (n75) (n2) (n227) (n1) (n35) (n1) (n93)
Respiratory monitoring 45.0 55.0 1.3 98.7 5.6 94.4 0 100
equipment (n86) (n105) (n3) (n225) (n2) (n34) (n0) (n95)
Asthma spacer 95.4 4.6 86.4 13.6 69.4 30.6 34.7 65.3
(n188) (n9) (n197) | (n31) (n25) (n11) (n33) (n62)
Asthma nebuliser adult 98.5 1.5 88.2 11.8 70.3 29.7 18.9 81.8
(n195) (n3) (n202) | (n27) (n26) (n11) (n18) (n77)
Asthma nebuliser paediatric 95.9 4.1 80.4 19.6 52.8 47.2 17.7 82.3
(n189) (n8) (n185) | (n45) (n19) (n17) (n17) (n79)
Intercostal chest drain 94.9 5.1 7.4 92.6 22.2 77.8 12.6 87.4
tubes: 28-34F (n186) | (n10) (n17) (n212) (n8) (n28) (n12) (n83)
Intercostal chest drain 83.9 16.1 5.8 94.2 19.4 80.6 12.5 87.5
tubes: 16-18F (n162) | (n31) (n13) | (n213) (n7) (n29) (n12) (n84)
Heimlich valves 65.4 34.6 5.3 94.7 22.2 77.8 11.7 88.3
(n123) | (n65) (n12) (n215) (n8) (n28) (n11) (n83)
12g Jelco intravenous 80.5 19.5 31.4 68.6 47.2 52.8 35.8 64.2
cannulae (n157) (n38) (n71) (n155) (n17) (n19) (n34) (n61)
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9.3 Circulation Equipment Inventory

Equipment Availability of Equipment Percentage and Frequency
Hospital Clinic Other At Scene
Yes No Yes No Yes No Yes No
Pulse oximeter 98.0 2.0 22.0 78.0 33.3 66.7 12.6 87.4
(n194) (n4) (n50) (n177) | (n12) (n24) (n12) (n83)
Sterile venous cutdown pack 81.2 18.8 11.8 88.2 19.4 80.6 8.4 91.6
(n160) | (n37) (n27) | (n202) (n7) (n29) (n8) (n87)
Adult IV cannulae 14 & 16g 100 0 79.8 20.2 81.8 18.9 63.2 36.8
(n199) (n0) (n182) (n46) (n30) (n7) (n60) (n35)
Paediatric IV cannulae 20 & 99.5 0.5 72.6 27.4 80.6 19.4 63.2 36.8
229 (n196) (n1) (n167) | (n63) (n29) (n7) (n60) (n35)
IV cannulae injection ports 98.0 2.0 69.6 30.4 75.0 25.0 54.7 45.3
(n193) (n4) (n160) (n70) (n27) (n9) (n52) (n43)
Intraosseous needles 84.1 15.9 10.5 89.5 22.2 77.8 7.4 92.6
(n164) | (n31) (n24) | (n205) (n8) (n28) (n7) (n88)
3 way taps 96.0 4.0 25.8 74.2 36.1 63.9 22.1 77.9
(n190) (n8) (n59) (n170) | (n13) (n23) (n21) (n74)
1V giving sets 99.5 0.5 60.0 40.0 58.3 41.7 43.8 56.3
(n196) (n1) (n138) | (n92) (n21) (n15) (n42) (n54)
1V fluid pumps-pneumatic 86.0 14.0 6.1 93.9 8.3 91.7 6.4 93.6
(n166) | (n27) (n14) (n215) (n3) (n33) (n6) (n88)
Rapid infusion device 59.5 40.5 3.1 96.9 5.4 94.6 5.4 94.6
(n113) | (n77) (n7) (n219) (n2) (n35) (n5) (n87)
1V fluids - Crystalloids 98.0 2.0 54.6 45.4 54.1 45.9 42.6 57.4
(n193) (n4) (n125) | (n104) | (n20) (n17) (n40) (n54)
1V fluids — Colloids 89.8 10.2 31.0 69.0 37.8 62.2 29.8 70.2
(n177) | (n20) (n71) | (n158) | (n14) (n23) (n28) (n66)
1V fluids - Mannitol 71.6 28.4(n 2.2 97.8 10.8 89.2 0 100
(n136) 54) (n5) (n222) (n4) (n33) (n0) (n%4)
1V fluids — O-ve 60.8 39.2 0.9 9.1 0 100 2.1 97.9
uncrossmatched blood: 2 (n118) | (n76) (n2) (n227) (n0) (n36) (n2) (n93)
units
1V fluid warmer 64.9 35.1 0.4 99.6 11.1 88.9 N/A N/A
(n126) (n68) (n1) (n226) (n4) (n32)
Blood fridge 82.9 17.1 4.4 95.6 2.8 97.2 N/A N/A
(n160) | (n33) (n10) | (n218) (n1) (n35)
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9.4 General Equipment Inventory.

Equipment Availability of Equipment Percentage and Frequency
Hospital Clinic Other At Scene
Yes No Yes No Yes No Yes No

Emergency lighting 95.4 4.6 29.5 70.5 28.6 71.4 12.8 87.2
(n188) (n9) (n67) | (n160) | (nl10) (n25) (n12) (n82)

Nastrogasic tubes 10 & 14g 99.5 0.5 16.2 83.2 3.3 66.7 17.2 82.8
(n195) (n1) (n37) (n192) | (n12) (n24) (n16) (n77)

Urinary catheter pack 100 0(n0) 27.4 72.6 44.4 55.6 15.8 84.2
(n197) (n63) | (n167) | (n16) (n20) (n15) (n80)

Back board or Jordan frame 81.0 19.0 4.8 94.7 21.2 78.8 N/A N/A
(n158) | (n37) (n11) (n216) (n7) (n26)

Donway splint 43.5 56.5 1.3 98.7 17.1 82.9 N/A N/A
(n81) | (n105) (n3) (n224) (n6) (n29)

Limb splints 86.2 13.8 11.5 88.5 27.0 73.0 11.8 88.2
(n168) (n27) (n26) (n201) (n10) (n27) (n11) (n82)
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9.5 Diagnostic Equipment Inventory.

Equipment Availability of Equipment Percentage and Frequency
Hospital Clinic Other At Scene
Yes No Yes No Yes No Yes No

Broselow paediatric tape 34.1 65.9 4.9 95.1 14.3 85.7 2.2 97.8
(n63) (n122) | (n11) (n212) (n5) (n30) (n2) (n89)

Whiteboard 68.6 30.9 16.7 83.3 11.8 88.2 N/A N/A
(n133) | (n60) (n38) | (n190) (n4) (n30)

ECG machine 100 0 75.2 24.8 61.1 38.9 6.3 93.7
(n198) (n0) (n173) (n57) (n22) (n14) (n6) (n89)

Cadiac monitor (real time) 97.0 3.0 18.0 82.0 27.0 73.0 8.4 91.6

with printout (n191) (n6) (n41) (n187) (n10) (n27) (n8) (n87)

Space blankets 88.9 11.1 19.7 80.3 3.3 66.7 15.8 84.2
(n176) (n22) (n45) (n183) (n12) (n24) (n15) (n80)

Warm blankets 97.0 3.0 34.3 65.7 37.1 62.9 14.6 85.4
(n192) (n6) (n79) | (n151) | (n13) (n22) (n14) (n82)

Blanket warming cupboard 77.2 22.8 2.6 97.4 5.6 94.4 N/A N/A
(n149) | (n44) (n6) (n223) (n2) (n34)

Defibrillator & pads 99.5 0.5 27.6 72.4 41.7 58.3 16.1 83.9
(n194) (n1) (n64) | (n168) | (n15) (n21) (n15) (n78)

Glucometer 99.0 1.0 83.0 17.0 61.6 38.9 31.9 68.1
(n196) (n2) (n191) | (n39) (n22) (n14) (n30) (n64)

Slit lamp 57.1 42.9 23.1 76.9 2.9 97.1 N/A N/A
(n112) | (n84) (n53) | (n176) (n1) (n34)

Snake venom detection kit 86.6 13.4 3.0 97.0 8.3 91.7 N/A N/A
(n168) | (n26) (n7) (n223) (n3) (n33)

Automoted blood pressure 94.5 5.5 11.4 88.6 10.5 89.5 3.1 96.9

monitor (n188) | (n11) (n26) (n202) (n4) (n34) (n3) (n93)

X-ray facilities 89.9 10.1 3.9 96.1 22.2 77.8 N/A N/A
(n178) (n20) (n9) (n220) (n8) (n28)

9.6 Pharmaceutical Inventory

Pharmaceutical Pharmaceutical Percentage and Frequenc
Hospital Clinic Other At Scene
Yes No Yes No Yes No Yes No
Adenosine 88.2 11.3 11.8 88.2 22.9 77.1 6.5 93.5
(n172) | (n22) (n27) (n201) (n8) (n27) (n6) (n87)
Ceftriaxone 99.5 0.5 19.7 80.3 34.3 65.7 9.6 90.4
(n196) (n1) (n45) (n183) | (n12) (n23) (n9) (n85)
Snake bite antivenoms 89.8 10.2 1.8 98.2 2.9 97.1 N/A N/A
(n176) | (n20) (n4) (n222) (n1) (n33)
Anaesthetic drugs 93.9 6.1 6.1 93.9 20.0 80.0 8.4 91.6
(n186) | (n12) (n14) (214) (n7) (n28) (n8) (n87)
Thrombolytic agents 94.4 5.6 1.8 98.2 14.3 85.7 N/A N/A
(n185) | (n11) (n4) (n223) (n5) (n30)
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9.7 Preliminary Letter

RURAL EMERGENCY RESPONSE.
Dear Doctor,

We are spouses of rural doctors. Our husbands work in rural emergency facilities both in private
general practice and alpine ski medicine and as Visiting Medical Officers in the local public hospital.
Working with our husbands we have an understanding of the difficulties faced by doctors in the
emergency management of severely ill patients.

These can include issues of:

» Isolation and limited professional assistance when dealing with severe trauma and
psychiatric or medical crises.

* Availability of skilled assistance from paramedics or nurses

* Availability of modern medical equipment in accident and emergency departments and
private emergency centres

* The ongoing costs of drugs, adjuncts and consumables stipulated by benchmark protocols

* The importance of up to date doctor, nurse, practice staff and ambulance officer training and
availability and costs of continuing education

The Rural Doctors Association of Victoria has asked us to conduct a survey, that assesses the impact
of these issues in rural Victoria and to present a report to the Department of Human Services. This
survey will soon be sent to all rural GPs in towns RRMA 4 - 7.

We ask you to please complete and return this survey as soon as possible so we can prepare an
accurate state-wide picture of the deficiencies encountered by rural doctors in managing emergency.
Your effort may be rewarded with one of two bottles of Penfold Grange or a weekend for two at
Medina Serviced Apartments in Melbourne, Sydney, Brisbane or Adelaide! All returned surveys will be
entered for the prizes.

The data will be collated and recommendations on how the provision of emergency services can be
improved will be presented to the Department of Human Services.

The RDAV believes that this study will ultimately contribute to improving patient outcomes in rural
Victoria and to greater satisfaction amongst rural doctors providing emergency services.

We sincerely thank you for your cooperation

Jane Zagorski Jane Robinson
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9.8 RDAV Survey — Rural Emergency Response

Most rural General Practitioners must be ready to attend to an emergency patient at any time. These
patients may present with or without warning at the A&E department of the local public/bush nursing
hospital, or where there is no hospital, they may arrive at the doctor’s clinic. In some instances, the
Doctor may be called to treat the patient at the roadside or other external location.

In either situation, a number of issues can arise which can affect the outcome of the patient
management. These points are often reflected on after the drama has passed. Such questions can
include:

*  Were you completely happy with your immediate management of severe emergencies/life
threatening problems or did you feel there were inadequacies in your skills?

* Did you have access to modern equipment in your emergency area or did you have to ‘make
do’ with inadequate resuscitation and monitoring tools?

*  Were you completely familiar with your emergency environment or did you have difficulty
locating resuscitation equipment?

* Did you feel that the skills of those people designated to assist you (nurses, ambulance
officers etc) were appropriate, or did you feel frustrated when those who were supposed to
help you seem to lack skills?

* Could you get help when you needed it?

The purpose of this survey is to make recommendations on your behalf to the Department of Health
and Human Services (DHS) about rectifying any inadequacies. These recommendations are
dependent on your input.

This research is funded by a grant to Rural Doctors Association Victoria (RDAV) from the State Health
Department.

When completed, fold as directed on the back page, tape/staple and post (reply paid)

PLEASE RETURN SURVEY BY FRIDAY 26" APRIL 2002
This survey will take approximately 10 minutes to complete.

Any questions? Ring Jane Zagorski on 0419 5097 92 or 03 57544 101

RDAV will ensure confidentiality of all data from individuals who complete this survey. No
information that identifies the practitioner or the area/region of practice concerned will be provided
to external bodies or individuals.

For the purpose of this survey, severe emergencies and life threatening problems include:

¢ Heart attacks, acute obstetric, cardiac and respiratory emergencies,

* Motor vehicle accidents, machinery and sporting injuries, drownings,
burns, penetrating injuries

* Interpersonal and psychiatric incidents, poisonings, and envenomations.
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GENERAL DETAILS

1. Family Name

2. First Name(s)

3. Name of Practice

4. Town

5. Postcode

6. Contact Telephone Number

7. Preferred mode of contact

Fax number or email address

Fax:

Email:

8. Gender

0 Female

0 Male

9. Age

<30 [131-40

041 -50

51 -60

O >60

10. Time in current working location
(Years or months)

Years

OR

Months

11. How many other general practitioners are
there in your medical practice?

12. How many other general practitioners are
there in your town (other than your practice)?

13. Do you take an active role in the ‘golden
hour’ management of emergency cases in
your town or neighbouring town(RRAMA 4-7)?

OYes [ONo

14. Do you have procedural insurance?

OYes

[No

15. Do indemnity issues curb your treatment
of emergency patients?

OYes

[No

35



PROFESSIONAL ASSISTANCE

16. Can you get another general practitioner to [OYes
assist you during an emergency?

(ONo

MEDICAL SKILLS

17. Have you ever completed any of the following courses?

EMST (Early Management of Severe Trauma) OYes ONo
APLS (Advanced Paediatric Life Support) OYes ONo
ELS (Emergency Life Support) OYes 0ONo
PHTLS (Pre Hospital Trauma Life Support) OYes ONo
RECRM(Rural Emergency Crisis Resource Management - Simulator Course) OYes ONo
18. Did participation in any of these courses improve your confidence when dealing with emergency cases?
Please tick appropriate boxes
EMST (Early Management of Severe Trauma) Not at all Greal
1 2 4
APLS (Advanced Paediatric Life Support) Not at all Greal
1 2 4
ELS (Emergency Life Support) Not at all Greal
1 2 4
PHTLS (Pre Hospital Trauma Life Support) Not at all Greal
1 2 4
RECRM (Rural Emergency Crisis Resource Management - Simulator Course) Not at all Greal
1 2 4
36
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MEDICAL SKILLS (cont.)

19. Are you on a waiting list to participate in one or more of OYes [INo
the above courses?
20. How long have you been waiting since applying to the course?
EMST Months
(Early Management of Severe Trauma)
APLS Months
(Advanced Paediatric Life Support)
ELS Months
(Emergency Life Support)
PHTLS Months
(Pre Hospital Trauma Life Support)
RECRM (Rural Emergency Crisis Months
Resource Management
Simulator Course)
21. If you have not completed one or more of the above courses
please indicate your reasons. APLS
EMST ELS PHTLS | RECRM
a a a a O
Cost of the course
a a a a O
Location of the course
a a a a O
Inability to leave the practice
a a a a O
No locum replacement available
a a a a O
Course availability
a a a a O
Time constraints
a a a a O
Not interested in the topic
a a a a O
Unaware of the course
22. Do you feel the need for updates in one or more specific areas
of emergency / trauma management?
[OYes [INo

23. What emergency management topics would you like to

PSRN | P T
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NURSING, PARAMEDIC, SES AND CFA SKILLS

For the purpose of this survey, the following definitions should be applied:

Hospital = Public or Bush Nursing
Clinic = Your Main Practice
Other = Other Practice Location ie. Branch Practice, Tourist Resort Clinic, Community Health Centre
At Scene = Any Attendance with Your Emergency Crash Pack
Hospital Clinic Other At Scene
O All nurses 0 All nurses O All nurses 0 All nurses

25. Do you feel confident about the skills of the
nursing staff working with you when attending an
emergency?

[0 Some nurses

0 Some nurses

[0 Some nurses

[0 Some nurse

[0 Unsure [0 Unsure [0 Unsure [0 Unsure
26. Do you feel confident about the skills of the O All staff 0 All staff O All staff 0 All staff
paramedic/ambulance staff working with you when [] Some staff [] Some staff
el a1 A g ek [ Some staff | [] Some staff | [] None of the | [] None of the

[0 None of the
staff

[0 None of the
staff

staff

staff

27. Do you know if any of the nurses who work
with you in the emergency or trauma environment
have completed any of the following courses?

TNCC (Trauma Nursing Core Course)

[1 Most nurses
[0 Some nurses

[0 Unsure

[1 Most nurses
0 Some nurses

[0 Unsure

[1 Most nurses
[0 Some nurses

[0 Unsure

[1 Most nurse
[0 Some nurse

[0 Unsure

APLS (Advanced Paediatric Life Support)

[0 Most nurses
[1 Some nurses

[1 Unsure

[0 Most nurses
[1 Some nurses

[1 Unsure

[0 Most nurses
[1 Some nurses

[1 Unsure

[0 Most nurses
[1 Some nurse

[1 Unsure

FLEC (First Line Emergency Care)

[1 Most nurses
[] Some nurses

00 Unsure

[1 Most nurses
[] Some nurses

0 Unsure

[1 Most nurses
[] Some nurses

00 Unsure

[1 Most nurses
[] Some nurse

0 Unsure

Post Graduate Accident & Emergency or Trauma
Nursing Courses

[0 Most nurses
[0 Some nurses

[1 Unsure

0 Most nurses
[0 Some nurses

[1 Unsure

[0 Most nurses
[0 Some nurses

[1 Unsure

0 Most nurses
[0 Some nurse

[1 Unsure

28. Are you aware of the role of Regional Medical
Displan ?

OYes

ONo




29. Do your local SES/CFA/St John's
personnel respond to emergency
situations involving trauma or
critically ill people?

St John's

CFA

SES

[JYes | [INo

[JUnsure

[lYes

[INo [QUnsure

[IYes

[No

(Unsu

30. Do you consider that members of
the SES / CFA /St John’s have
adequate skills in basic life support?

[IYes | [INo

[JUnsure

[IYes

[INo [OUnsure

[JYes

[INo

[QUnsu

31. Do you have any involvement in
teaching SES/CFA /St John's basic life
support?

[IYes | [INo

[JUnsure

Yes

[INo OUnsure

Yes

[ONo

(Unsu

32. Are you remunerated for teaching
these groups?

Yes

[ONo

Yes

[ONo

Yes

[ONo
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TRANSPORT

Yes No Unsure
a O O
33. Is there an ambulance based in your town?
a O O
34. Is your ambulance staffed by: Ambulance Officer
a O O
MICA Trained Officer
a O O
Volunteers
a O O
35. Does your town have an airstrip suitable to land a fixed wing air
ambulance?
a O O
36. Does your town have a designated area suitable for landing a retrieval
helicopter?
COMMUNICATIONS
37. Do you have adequate mobile telephone reception within your working OYes ONo
area?
PROTOCOLS and PROCEDURES Yes No Unsure
a O O
38. Do you have up to date printed protocols for management of emergency
conditions available where you treat these patients?
a O O
39. Do you have access to protective suits and protocols when dealing with
patients presenting with biological, radioactive or chemical exposures?
a O 0 N/A
40. Do you have a designated resuscitation area in your local hospital?
41. Is there a system in place for debriefing staff, including medical a O O
practitioners, after involvement with a severe trauma or emergency?
42. If so, who provides this debriefing?
43. Is your local hospital resuscitation area set up in a systematic manner Poor Excellent
where the equipment is readily accessible?
Rateonscalel -5
1 2 3 4 5
44, Is your clinic resuscitation area set up in a systematic manner where the Poor Excellent
equipment is readily accessible?
Rateon scalel -5
1 2 3 4 5
45. Is your ‘other’ resuscitation area set up in a systematic manner where the Poor Excellent
equipment is readily accessible?
Rateonscalel -5
1 2 s 442 =



TREATMENT OF PATIENTS

For the purpose of this survey, the following definitions should be applied:

Hospital = Public or Bush Nursing

Clinic = Your Main Practice

Other = Other Practice Location ie Branch Practice, Tourist Resort Clinic, Community

Health Centre

At Scene = Any Attendance with Your Emergency Crash Pack

Tick multiple boxes if applicable

Hospital

Clinic

Other

At Scene

46. In which locations do you treat
patients with life threatening
medical conditions?

g

47. In which locations do you treat
patients with severe life threatening
trauma?

48. In what locations do you assess
patients presenting with acute
psychiatric conditions?

PSYCHIATRIC PATIENTS

49. Is police assistance always
available when you are managing
acutely disturbed patients?

(Yes

[ONo

(Yes

[ONo

OYes

[ONo

(Yes

[ONo

50. Do you always have some other
person to assist you when dealing with
acutely disturbed patients?

[Yes

[ONo

(Yes

[No

OYes

[ONo

(Yes

[ONo
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51. Have you ever been injured or
threatened by an acutely disturbed
patient?

[OYes | [INo

(Yes

[ONo

[Yes | [INo

[Yes [INo

52. Do you have an appropriate
interview room at your facility for
disturbed psychiatric patients?

[OYes | [INo

(Yes

[No

[OYes | [INo

N/A

PROTECTIVE ATTIRE

53. Do you use the following protective
attire when treating trauma patients?

Tick appropriate boxes.

Hospital

Clinic

Other

At Scene

Impervious gowns

Eye protection

Face shields

Disposable gloves

EQUIPMENT

54. Is your resuscitation equipment
regularly checked by an authorized
technician?

OYes | ONo

OYes

ONo

OYes | [ONo

OYes | [ONo

55. Is there a set protocol for
identification and replacement of
expired drugs and equipment?

[OYes | [INo

[OYes

[ONo

[OYes [ONo

[OYes | [No

EQUIPMENT (cont.)
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For the purpose of this survey, the following definitions should be applied:

Hospital = Public or Bush Nursing
Clinic = Your Main Practice
Other = Other Practice Location ie Branch Practice, Tourist Resort Clinic, Community

Health Centre

At Scene = Any Attendance with Your Emergency Crash Pack

56. Please tick boxes if you have any of the following equipment in the areas where you treat a
medical emergency or trauma patient.

Airway and Cervical Spine

Hospital Clinic Other At Scene

O il il il
Oropharyngeal airways (Guedel) sizes 0 -
4

O il il il
Yankeur suction catheters (disposable)

O il il il
Suction tubing

O il il il
Portable suction unit

O il il il
Laryngoscopes and blades, light bulbs,
batteries

O il il il
Endotracheal tubes (cuffed) sizes 7 - 9

O il il il
Semi rigid cervical collars — adjustable or
sized

O il il il
Endotrachael tubes (uncuffed) sizes 3 - 6

O il il il
Disposable flexible connector for ETT

O il il il
Magills forceps — adult and paediatric

O il il il
Intubation bougee & stylets or intubation
aid

O il il il
Laryngeal masks — assorted sizes

O il il il
Surgical airway kit (ie Minitrach, Seldinger
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Cricothyroidotomy set)

O il il il
Jet insufflator
Breathing

O O a O
Adult resuscitator: self inflating bag,
valve,assorted masks, & oxygen reservoir
bag

O O a O
Paediatric resuscitator: paediatric masks,
valve and oxygen reservoir bag

O a a a
Laerdal Pocket Mask or equivalent

O a a a
Oxygen: cylinders or wall oxygen with
regulators

O a a a
Oxygen masks: adult — high density
oxygen delivery

O a a a
Oxygen masks: paediatric- high density
oxygen delivery

O a a N/A
Mechanical ventilator - Oxylog or
equivalent
CPAP Unit (for severe asthma and CCF) O O O N/A
EQUIPMENT (cont.)

For the purpose of this survey, the following definitions should be applied:

Hospital = Public or Bush Nursing
Clinic = Your Main Practice
Other = Other Practice Location ie Branch Practice, Tourist Resort Clinic, Community

Health Centre
At Scene = Any Attendance with Your Emergency Crash Pack

Hospital Clinic Other At Scene
Breathing (cont)

Colorometric CO, detector to confirm ETT | 0 d 0
placement
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Capnograph

Equipment for monitoring respiratory rate
other than by end tidal CO,

Asthma spacer

Asthma nebuliser sets: adult size with
pump

Asthma nebuliser sets: paediatric size with
pump

Intercostal chest drain tubes 28f - 34f for
adults with underwater seal drainage kits

Intercostal chest drain tubes 16f — 18f for
paediatrics with underwater seal drainage
kits.

Heimlich valves

12g Jelco intravenous cannulae for chest
decompression

Circulation

Pulse oximeter

Sterile venous cutdown pack

IV cannulae — adult sizes 14g and 16g,

IV cannulae — paediatric sizes 20g and 22g

IV cannulae injection ports (bungs)

Intraosseous needles

3 way taps

1V giving sets

1V fluid pump (Pneumatic)

Rapid infusion device

1V fluids: Crystalloids
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Colloids (Haemaccel)

Mannitol

O — ve uncrossmatched blood: 2
units

1V fluid warmer

N/A

Blood fridge

N/A
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For the purpose of this survey, the following definitions should be applied:

Hospital = Public or Bush Nursing

Clinic = Your Main Practice

Other = Other Practice Location ie Branch Practice, Tourist Resort Clinic, Community

Health Centre

At Scene = Any Attendance with Your Emergency Crash Pack

General

Hospital Clinic Other At Scene

a a a O
Emergency lighting

a a a O
Nasogastric tubes 10g and 14g

a a 0 0
Urinary catheter pack

a a 0 N/A
Back board or Jordan frame

a a 0 N/A
Donway splint

a a 0 0
Limb splints
Diagnostic

a a 0 0
Broselow paediatric tape

i a il N/A
Whiteboard

a a il il
ECG machine

a a il il
Cardiac monitor (real time) with printout

a a il il
Space blanket

a a il il
Warm blankets

i a il N/A
Blanket warming cupboard

a a il il
Defibrillator and pads

a a il il
Glucometer

i a il N/A
Slit lamp
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a 0 N/A
Snake venom detection kit

a 0 O
Automated blood pressure monitor

a 0 N/A
Facilities to xray chest, pelvis and lateral
cervical spine
Pharmaceuticals

a 0 O
Adenosine

a 0 O
Ceftriaxone

a 0 N/A
Snake Bite Antivenoms

a 0 O
Anaesthetic drugs

a 0 N/A
Thrombolytic agents - eg Streptokinase

Thank you for your time in completing this survey.

Do you wish to be sent a copy of the survey report?

By: [J Post [] Fax

[J Email [J No thank you
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9.9 Towns Represented by GP Respondents

Aireys Inlet
Ararat
Bacchus Marsh
Bairnsdale
Bannockburn
Beechworth
Benalla
Birchip
Birregurra
Boolarra
Bright
Camperdown
Castlemaine
Churchill
Cobden
Cohuna
Colac
Coleraine
Corryong
Cowes
Daylesford
Drouin
Drysdale
Echuca
Edenhope
Eildon
Euroa
Forrest
Foster
Gisborne
Hamilton
Heywood
Horsham
Inglewood
Jan Juc
Kerang
Kilmore
Korumburra
Kyabram
Kyneton
Lakes Entrance
Leongatha
Lorne
Maffra

Mallacoota
Mansfield
Maryborough
Marysville
Merbein
Mildura

Moe

Morwell
Mount Beauty
Murchison
Myrtleford
Nathalia
Neerim South
Newborough
Nhill
Numurkah
Ocean Grove
Orbost

Port Fairy
Portland
Robinvale
Sale
Seymour

St Leonards
Stawell
Swan Hill
Tatura
Terang
Timboon
Torquay
Traralgon
Wallan
Walwa
Wangaratta
Warragul
Warrnambool
Wedderburn
Wonthaggi
Woodend
Yackandandah
Yarck
Yarram
Yarrawonga
Yea
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10.0

ACRRM
ALSO
AMA
APLS
CFA
CPD
DHS
DOHA
ELS
EMST
FLEC
GP
GPET
MAHS
MICA
MSOAP
NEVDGP
PHTLS
RACGP
RDAA
RDAV
RECRM
RRMA
RWAV
SES
SPSS
TNCC
VMIA
VMTRM
WONCA

Acronyms

Australian College of Rural and Remote Medical
Advanced Life Support in Obstetrics

Australian Medical Association

Advanced Paediatric Life Support

Country Fire Authority

Continuing Professional Development
Department Human Services

Department of Health and Ageing

Emergency Life Support

Early Management Severe Trauma

First Line Emergency Care

General Practitioner

General Practice Education and Training

More Allied Health Services

Medical Intensive Care Ambulance

Medical Specialist Outreach Assistance Programme
North East Victorian Division of General Practice
Pre Hospital Trauma Life Support

Royal College of General Practitioners

Rural Doctors Association of Australia

Rural Doctors Association of Victoria

Rural Emergency Crisis Resource Management
Rural Remote and Metropolitan Areas Classification
Rural Workforce Agency Victoria

State Emergency Services

Statistical Package for the Social Sciences
Trauma Nursing Core Course

Victorian Medical Insurance Authority

Victorian Multidiscipline Resource Management Course

World Organisation of............
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