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| Message from the President of OAPC |

Forging a New Path
By Norm Gale,
President, OAPC

I have thought for some time
that the first name of our association was dated,
and others agreed.
It was also, well, difficult to roll off the
tongue. Although representative, the Association
of Municipal Emergency Medical Services of
Ontario was not intuitive. When one hears it, one
must ponder… what was that? Upon becoming
president, I often had to explain in conversations
what it meant. Benignly, I defaulted… yes, to
saying “Ontario’s Paramedic Chiefs” in conversation, eventually avoiding AMEMSO altogether.
In 2000, our new association,
created by trailblazers, was finding
its way… those trailblazers conceived the name based on the exigencies of the time: the new use of
the term EMS (opposed to ambulance
services) and the important symbolism of the transition to municipal
control. AMEMSO represented this
well, and the name was indeed suitable, despite my later misgivings.
In the spring of 2011, Vice
President Neal Roberts and I had
the pleasure to attend, at Queen’s
Park, the formal announcement of
the Ontario Award for Paramedic
Bravery. It was a quite dignified
and formal affair, with Neal and
I at both the question period and
then the formal announcement in
the afternoon. During these times,
we were introduced twice, first by
my respective local MPPs, and then
mentioned twice during the formal
announcement. We were mentioned
as its representatives on this auspicious day. The trouble of course, is
that none of the four times was the
Association of Municipal Emergency
Medical Services of Ontario, or
AMEMSO, correctly iterated. That is, all four times
they got it wrong.
We were Emergency Management Ontario…
we were municipal emergency services (no medical!)… we were Ontario emergency response. All
this, despite our efforts beforehand to give the
speakers a gentle nudge so that they would get

Rebranding
is extremely
important. It is a
vector to increase
our association’s
influence and a
way to solidify our
presence. To these
ends, we have
undertaken a new
name, developed
a new logo, and
created a new
mission statement
with goals.

it right (this indicates, of course, the trouble
with the name). Alas, in Queen’s Park, what we
weren’t was paramedics. Not EMS. Not Chiefs. Not
Municipal leaders. And therein lies the rub. We
have evolved since 2000, indeed as some stakeholders have said, we have matured. The name
AMEMSO, while entirely appropriate in 2000 as
representative of a nascent association establishing its footing in the grand scheme, is dated. It
needed to change, and we resolved in 2011 to do
just that.
THE AMEMSO BRAND
The Association is by all accounts a terrific
success. The original vision has been seen to
fruition. We are the representative association
of municipalities and their chiefs / directors on
operational and EMS issues. Internally, AMEMSO was well recognized by stakeholders such as
the Emergency Health Services Branch (EHSB)
and some quarters of the Ministry of Health and
Long-Term Care (MoHLTC), by the Association of
Municipalities of Ontario (AMO), and by our own
members. Troubling however, was the general lack
of recognition amongst political actors within the
municipal and provincial milieus.
Further, any external stakeholder could not
really look at or hear our name without knowing intuitively what it meant, or knowing who
we are. This is unlike the police and fire chiefs
of course. But it would be unfair to compare our 12 year old association with theirs;
decades of history of course allow one to gain
traction and recognition. We needed a name
that was truly representative, and current.
Once we had ambulance attendant, EMT, EMA,
PCP, ACP, CCP, but then we eventually accepted “paramedic”. For the same reason, AMEMSO
needs to be rebranded: public recognition of
the name and understanding of the role.
REBRANDING
Rebranding is extremely important. It is a vector
to increase our association’s influence and a way
to solidify our presence. To these ends, we have
undertaken a new name, developed a new logo, and
created a new mission statement with goals. Why?
Because we are evolving. We are transitioning, positioning the association more strategically.
www.emsontario.ca | 7

We seek to be more relevant. The name and logo are easier
and more reachable especially for external stakeholders. When
we are at the table now, less explanation is required. Less
explanation for new audiences. These new audiences, which
may include some of our political and administrative masters,
and will indeed include other decision makers and the public,
will now have a better understanding of who we are. Our emergency services colleagues have easily identifiable monikers.
Now, so do we.
Rebranding allows us to update the “look and feel” of our
association. I argue that we have done that, in that the name,
logo, and mission all reflect current exigencies, symbolism, and
timely vision within a contemporary landscape. This includes
our core competencies: expertise in the delivery of paramedic
services. It includes our place in the world: Ontario municipal
leaders… providing such expertise to decision makers… helping them craft responsible public policy.
Our new brand ought to consider and embrace the needs,
goals, and purpose for our members. Our new brand must reflect
our purpose, and be responsive to our core competencies.
MUNICIPALITIES AND CHIEFS
Despite the name change, we remain municipal actors in a
hybrid world of responsibilities and authority. We are also an
amalgam of chiefs, directors, deputy chiefs, managers, superintendents, and supervisors. There may even be some coordinators amongst us 200 or so. Our new name changes none of this,
nor does it mean that our association is exclusive. To wit, the

Ontario Association of Chiefs of Police is not limited to chiefs.
And nor are we. We are still municipally based, in whatever
form of council / board to which we report.
THE NEW NAME
It took more than a year. Through discourse, reflection, and
determination a new name was achieved. To their credit and
magnanimity, the original leaders of AMEMSO readily agreed as
to the need. Of course they were attached to the name, but so
they also recognized that through creative destruction we must
recharge, adapt, and change. Change we did.
The Ontario Association of Paramedic Chiefs (OAPC) was confirmed as the new name in May 2012. This followed substantive
debate, with consideration to historical and contemporary factors, which were all resolved in due course. We are the OAPC,
even though we’re not all chiefs. We are the OAPC, even though
we’re not all paramedic services. We remain municipal actors,
even though it is not explicit in our name. The new name will
succeed because internal and external stakeholders recognize
this, and because we will now be instantly recognizable for who
we are. Our new name resolves that longstanding problem: the
ever present need to explain our name… to carefully couch it
when presenting it... to be “on guard” for the inevitable query…
“what was that name again?” This is no longer necessary.
THE NEW LOGO (Illustrated on this issue’s cover of
EMS Matters)
The previous logo, unlike the previous name, perhaps was
intuitive. A broad banner, with EMS highlighted. The familiar
blue and orange colour scheme. Easily recognizable symbolism:
the QRS representing EMS, followed by the barn, the tower, the
house, each representing cleavages of Ontario. Urban, rural,
remote constituencies were clearly on display indicating an
inclusive association responsive to different needs. But with a
new name comes a new logo. As such, the old logo simply had
to go, and it needed to be retired with honour.
We were looking for something new, fresh, creative, and representative. The first challenge was finding what symbolism represented EMS and paramedics? We considered the star of life, but
given its ubiquitous use spanning commercial and public enterprise
and across the world, we eschewed it as an option. The star of life
remains however, a symbol of ambulance / EMS, and for us it is
represented proudly in our Armorial Bearings, just now granted.
We quickly dismissed Caduceus’ staff, settling on Asclepius’ rod.
Asclepius’ rod was our choice of a very limited list of EMS symbology… we could find nothing that reflected Canadian, Ontarian
EMS or paramedics. Next, we elected to use the trillium, Ontario’s
flower, and the powerful red maple leaf, one of our great national
symbols. Finally, the incorporation of our long name and acronym
adds an identifier but also aids in relevancy and retention.
The logo reflects our membership, our purpose, and our
work. It is new, fresh, and vibrant. It will be recognizable and
I think it to be a worthy successor to the AMEMSO logo.
THE NEW MISSION
AMEMSO has had no mission till now. That’s not to say we
were rudderless, as we were not. It is not to say that we had
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no vision, as we do and have. What we had, however, was a
list of objectives. These objectives were absolutely appropriate given time and place. These objectives became dated
however, and after 12 years of substantive external change,
internal change was needed. Again, to the credit of our early
leaders, there was widespread recognition of the need for
change. An exhaustive process thus began to create a mission
statement and goals.
The mission statement ought to reflect our raison d’être.
It should clearly articulate our over-arching goal and should
guide our strategy and decision making. The mission statement will help us on a go-forward basis. As we are confronted
by difficult challenges, the mission statement can help us in
choosing a course of action. We will ask: how is this/that
consistent with our mission?
The OAPC’s mission reflects where we are today:
Promoting a culture of change surrounding paramedicine that is guided by evidence-based decision making and
seeks best-practices in the provision of service.
Reflected are the key principles of who we are. We are
catalysts of change, the status quo is neither tenable nor is
it acceptable. We are practitioners of paramedicine, resisting the more bureaucratic “pre-hospital care”. We no longer
embrace anecdotal knowledge leading to questionable decision making, evidence now rules the day. And we benchmark,
we compare, we pursue the creation of appropriate standards
that best serve our varied interests.
Our goals speak to our specific sense of purpose. We will
be recognized as the leading authority for developing evidence-based expertise in system design and delivery. We
have sound knowledge and great experience, and we should
be working with the political, bureaucratic, and regulatory
stakeholders to best ensure that the system is as good as it
can be.
I argue that we are already recognized as a trusted advocate for patients in an advisory capacity towards the development of responsible public policy. The OAPC does not set
public policy, but we seek to inform public policy in a proactive and responsible manner. As we know, EMS is a niche profession, and few have our experience. Decision makers should
therefore benefit from our contribution as they grapple with
issues of the day. We will position the OAPC as that trusted
advocate.
We shall also recognize performance excellence and provide “best practice” management tools and resources to its
members. Our association serves many interests. Not the least
of which is to appreciate and support the great work that our
individual members do. Tangible examples include our annual
poster presentations, the Richard J Armstrong Award, and
the provision of vectors for members to share new knowledge
and experience. Importantly, we recognize paramedics who
have served in an exemplary fashion, a scant 100 each year
earn this prestigious appreciation. Finally, this includes the
creation of a Senate, which will not only protect institutional
knowledge and memory, but will also provide a platform for

current and retired members to commiserate and explore ideas
and concepts. Indeed, the Senate broadens our family, keeping those who walked before us in contact. Through this, we’ll
all be enriched.
The Ontario Association of Paramedic Chiefs now embarks
on a new course… guided by a mission statement and represented by a new logo. But our rebranding process is not
complete. We will promulgate our brand. We will leverage the
good will and confidence that has been well established in
the best interests of those people we serve. In a timely and
sensitive manner, we will develop position statements and
briefing notes on all germane issues.
The Association is better positioned today. But there is
much work to be done. Strategic planning is on-going, and
efforts to support our rebranding will be pursued. In a dynamic environment, our association survives and thrives by being
dynamic, and so shall we be.
Onward! Because we are evolving, we are transitioning and
positioning the association more strategically.

The 2013 Spring Conference will once again be held at
the Hilton Garden Inn, Toronto Airport. May 15th will focus
on Labour Relations and HR issues while May 16th is set
aside for members’ education. You are encouraged to register early as we anticipate another full house. Watch the
website for details.
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| Message from the Executive Director of OAPC |

By Jim Price,
Executive
Director

It is now official! The
Association of Municipal Emergency
Medical Services of Ontario (it always was a
mouthful) has become the Ontario Association
of Paramedic Chiefs (OAPC). Armed with a
new mission and vision, armorial bearings,
ceremonial flag and logo, the next chapter of
your association begins.
As I monitor the difficult decisions confronting your Board, it’s hard not to wonder
how you, our industry leaders, find the time
and willingness to “volunteer” for this hard
duty. In one’s younger days, it may be a matter of curiosity. For career (meaning older)

members, it may be a parental feeling seeking
to guide development down the “right” path
as they see it. For some it seems to be a matter of responsibility. For others it’s answering
the bell when peers exhort them to get to
the “inside” and see what’s really going on—
somewhat a conspiracy theory and the stuff
of an Ian Fleming novel!
The reality may be that good people are
simply led by their conscience to “give back”
to their career and society. The goals for
being on a Board may be varied but seem to
blend into creating a team of knowledgeable
professionals, who are doggedly willing to
pursue progress in a world of bureaucrats
and balanced budgets. It’s a painful generalization but often true.
So, what are the challenges of leadership?
The correctness police are behind every door
and window. Casual reflections can be misread as societal infractions when only humour
was intended. Communication is vital and yet
the complicated schedules of 13 Board members make finding a quorum difficult on most
days. Properly, career politicians are held to

a painfully rigid standard and castigated for
perceived wrong-doings. Volunteers should
have the benefit of being viewed from the
opposite end of the lens. They have nothing
to gain personally but everything to lose from
misunderstandings.
At the end of the day, it seems to me
that the OAPC (formerly “AMEMSO”) is capably served by career folks in the paramedic
realm who “take their turn” at serving not
for personal gain but rather a feeling of “it’s
the right thing to do”.
I encourage all members to speak freely about the focus and direction of your
Association. Doing so, while giving the
respect due your elected officials, is not only
proper but signals a healthy organization
with an engaged membership.
So, it’s a change in name but not a
change in heart. You are a group of likeminded individuals seeking improvement
for the betterment of the product—and
that product is patient care. May the
stars align to make it so and … may the
force be with you!

Message from the Association of Municipalities of Ontario |

By Russ
Powers,
President

For all you do to treat illness,
injury, or misadventure in municipalities
across this province, we thank you. Providing
emergency medical care and transporting
citizens to hospitals are two of the most
important services a municipality delivers.
The true value of emergency medical service
to Ontarians cannot be measured in dollars
and cents alone.
And yet, it is adding up these dollars and
cents that is an essential focus of municipal
councils and the Association of Municipalities
of Ontario (AMO). Remaining vigilant to cost
is a responsibility we have shared with the
Ontario Association of Paramedic Chiefs. That
vigilance, among other things, has helped
to restore and maintain 50-50 provincial-

municipal funding of ambulance services for
the past nine years.
This will continue. Managing the fiscal
and regulatory relationship with the Ministry
of Health and Long-term Care is an ongoing
responsibility. So too is the responsibility to
deliver the most effective and efficient paramedic service we possibly can. Now more
than ever, governments of every order are
challenged in how they deliver services and
how much they cost. In an era of economic
restraint, the Drummond Report, and growing expectations for a stretched tax dollar,
we must redouble our efforts to meet the
needs of Ontarians. This is particularly the
case for municipalities which receive just 9
cents of every tax dollar. The province, by
comparison, collects 44 cents and the federal government, 47 cents.
In 2010, municipalities spent $6.2 billion
on the delivery of all emergency services,
including police, fire, and EMS. These services consumed 18 per cent of total municipal
spending of $36.7 billion. In 2001, police
service costs province-wide were $469 per
household. In 2010 they had reached $689
per household. Fire service costs were $231
per household in 2001. By 2010 they had

grown to $333. EMS costs have gone from
$106 in 2001 to $186 in 2010. Spending on
EMS alone was $888 million in 2010.
The bottom line is that for some time
now, these costs have been growing faster
than the rate of inflation and the cost of living. This affects the resources available for
municipalities to deliver other core services
that are just as vital to the community. This
includes good roads, clean water, services to
seniors, and long-term care—all important
qualities of a healthy community and the
place we call home.
It will be both a challenge and an
opportunity to consider the ways in which
these services are delivered in the future.
Combined with the municipal infrastructure
deficit, this will be a key focus of municipal
governments in the years ahead.
From lifeline to the bottom line, the
Association of Municipalities of Ontario
values our relationship with the Ontario
Association of Paramedic Chiefs and the
men and women of the paramedic service.
Together a great deal has been accomplished. Much more remains to be done and I
am confident of our shared capacity to meet
this challenge, now and into the future.
www.emsontario.ca | 11

| Cover Story |

Striving for Excellence – The Conference
The City of Ottawa was the
backdrop to formally introduce the Ontario
Association of Paramedic Chiefs (OAPC) to
the public. The annual conference was cohosted by the 12 services that make up the
eastern zone with the Ottawa Paramedic
Service being the host municipality. We offer
our sincere thanks to the entire Eastern Team
for their efforts. They include: Cornwall,
County of Frontenac, United Counties of
Prescott-Russell, Haliburton County, City
of Kawartha Lakes, Counties of Leeds and
Grenville, Lanark County, County of Renfrew,
County of Lennox and Addington, Hastings
County and Northumberland County.

DAY ONE was a combination of keynote speakers and plenary sessions with
business and education as the main focus.
The following overview illustrates the quality
of the presenters.
Ms. Rachel White, M.A. (Psych) presented on “Human Factors: Designing Safety
into Healthcare Systems”. A graduate of
Carleton University in Ottawa, Rachel White
received an MA in Psychology, specializing
in Human-Computer Interaction, from the
Human-Oriented Technology Lab (HOTLab).
Human factors is a discipline dedicated
to uncovering and addressing elements of
mismatch between people, the tools they
have to work with and the environments in
which they work. For this reason, human
factors focuses on improving technologies
and systems to work optimally for people
rather than attempting to change how people behave.
Dr. Randy Zettle spoke to “Triage and
Ambulance Offload Delays - A Canadian Legal
Analysis”. An associate lawyer in the Health
Law Group at the Toronto office of Borden
Ladner Gervais, Randy Zette was admitted to
the Ontario Bar in 1996. In addition to being
a lawyer, he is also a physician. In 1983, he
graduated from the University of Toronto
with a Doctor of Medicine (with Honours)
degree. In 1992, he obtained a Certificate in
Family Medicine and a Certificate of Special
Competence in Emergency Medicine from the
College of Family Physicians of Canada.
His presentation is best captured by a
series of topical points:
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• When does a therapeutic relationship arise
in the ER?
• Is Triage a static or a dynamic process?
• Responsibility for patients’ safety while
they await ER care.
• The role of paramedics following triage
and hospital registration.
• Analysis of liability exposure when a patient suffers an adverse outcome because
of a delay in receiving timely ER care.
Dr. Zettle’s “diagnosis” of the liability exposure caused by offload delays is that hospitals
are responsible for patients as soon as they are
triaged by staff and certainly once registered
as out-patients. This means that hospitals
must initiate medical directives and continue
to care for and monitor patient condition even
if no bed is available and paramedics remain
with the patient. Paramedics are responsible
for notifying nursing staff if patient condition
changes. Hospitals are encouraged to free up
paramedic crews as quickly as possible to avoid
potential liability for impacting community
emergency ambulance coverage. It should be
a wake-up call for us all.
Vince Savoia presented on “Workplace
Mental Health: Managerial Impact”. As the
Founder and Executive Director of The Tema
Conter Memorial Trust, Vince Savoia is an
expert in work-related mental health and
wellness. He works to raise the awareness
of acute and post traumatic stress disorder
(PTSD), and how these psychological stressors affect Canada’s emergency and military
personnel.
He reasons that a strong link can be
drawn between an unhealthy workplace,
work-related stress, and unhealthy lifestyles.
Work-related stress reduces productivity and
increases organizational costs. Over time,
unhealthy workers and workplace practices
take their toll, leading to a host of outcomes, including mental illness.
Chief Doug Socha provided a provincial, national, and international perspective on Paramedic Research. He is
the Director of Emergency Services for
Hastings County. Chief Socha is very
active in the promotion of paramedicdriven research, recently established the
Ontario Paramedic Research Consortium,
and is working to establish a national

research framework. He has a Bachelor
of Science Degree in Biology from the
University of Western Ontario.
He highlighted some of the current
research initiatives and finished with
a brief overview of funding opportunities, National Research Agenda, National
Database Project, and Patient Safety
EVENT.
Gary Wingrove introduced “Community
Paramedicine: Here, There and Soon
Everywhere.” Gary Wingrove is director of
government relations and strategic affairs
for Mayo Clinic Medical Transport of
Minnesota and Western Wisconsin. He is
a former paramedic, past president of the
National EMS Management Association,
chair of the International Roundtable on
Community Paramedicine, and coordinator of the Community Healthcare and
Emergency Cooperative. His presentation
described the last eight years of international cooperation in developing community paramedicine. He provided program
examples from North America along with
the early results. The future looks promising!
Randy Reid and Kevin Bull presented
on the Province of Ontario Interoperability
Task Group.
Randy Reid is the Deputy Chief for
Emergency Management Ontario (EMO),
joining EMO in 1988 as a Senior Planning
Officer. He chaired the national team
that developed the model for the governance of Canada’s 700MHz public safety
spectrum allocation, and he currently
co-chairs the National Interoperability
Working Group. Randy Reid has a Master’s
Degree in Public Administration (MPA)
and Master’s Certification in Supply Chain
and Logistics management.
Kevin Bull has a background
in Information Technology and
Telecommunication within the UK health
sector. Kevin Bull is a member of the
national team that developed the model
for the governance of Canada’s 700MHz
public safety spectrum allocation and he
is currently the Provincial Interoperability
Officer with EMO and co-chair of the
POINT Task Group.

Their presentation gave emergency
practitioners an indication of the requirements necessary to successfully build and
implement an interoperability program,
the development and utilization of the
national 700MHz broadband spectrum and
how it could be utilized effectively by
emergency practitioners in the future.

Preparing to receive the flag.

Welcoming the Symbols
In a most impressive ceremony, the OAPC
received its ceremonial flag and armorial
bearings, or coat of arms if you like, from
Canada’s Assiniboine Herald, Darrel Kennedy.
The ceremony was the culmination of over
two years work with the Canadian Heraldic
Authority under the guidance of David
Johnston, Canada’s Governor
General (more photos are
shown on page 14).
D A Y TW O b e g a n
with presentations. Jackie
Banas (Durham), Amy Back
(Muskoka) and Kate Bearman
(Frontenac) were awarded
the “AMEMSO Administrative
Award of Excellence” for their
service to the Board under
the former banner. Deputy
Chief Alan Craig received the
“Distinguished EMS Career”
award on the occasion of his
retirement.
The membership then
heard from Keynote Speaker
Dr. Samir Sinha, who

explained his role in developing a new
senior’s health care strategy. His work is featured in a separate article on page 33 in this
edition of EMS Matters.
The afternoon was devoted to the affairs
of the Association and reports on strategic
initiatives and system issues currently being
pursued by the Board. They included:
• Off-load delays at hospitals;
• Non-ambulance transfer activities and
licensing;
• Career path education opportunities;
• Funding levels and processes;
• Communication between and amongst
emergency groups; and
• The future of community paramedicine.
Acting CEO Ron McKerlie brought an
update on changes and challenges within
the operation of Ontario’s air ambulance
provider, ORNGE.
It was a packed, two-day experience
with challenging speakers, highlighting
operational best practices, and a glimpse
into the future. The attendees left tired
but emboldened with knowledge of the
changing dynamic in operating paramedic
services.
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The 2013 AGM and Gala
OUR CHARITY
Each year, the Chiefs organize various money raising events for charity.
This year, there was the Chiefs Challenge
golf tournament with our friends in
Outaouais and a silent auction. This
was further augmented this year when
the “Best Booth” award was presented
to exhibitor CAE, which then donated
the $500 back to our charity efforts. At
conference end, the money raised for
the Children’s Wish Foundation exceeded
$7,000. A very successful effort!
BEST BOOTH AWARD
CAE Professional Services, received by Jana
Lee Murray.
BEST POSTER AWARD
York Region, received by Chief Norm
Barrette.		
HOST MUNICIPALITY AWARD
Ottawa, on behalf of the eastern zone,
received by Chief Anthony Di Monte.
OAPC receives
its Armorial
Bearings.
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The 2013 AGM and Gala will be held
September 24 to 26 and will be hosted
by York Region Emergency Medical
Services. Chief Norm Barrette is chair of
the Planning Committee that has already
started working on the preparations for
this exciting event. The conference will
take place in the newly renovated Sheraton
Parkway North, with the capacity to lodge
over 700 people in comfort. Little extras
will make your stay more comfortable in
the Sheraton’s 312 guest rooms and suites.
It is only minutes from local attractions
like Canada’s Wonderland and a short drive
to Vaughan Mills Mall.
The theme for the 2013 Conference is
“Innovative Collaboration”, foreshadowing the promise of a uniquely interactive experience. York Region’s considerable
research and development strengths in IT,
environmental technologies and life sciences will be the perfect backdrop for this
conference that will feature speakers and
workshops discussing how collaboration
sparks innovation. Instant notification via

smart phone will keep you connected to
the pulse of the conference.
With more than a dozen golf courses
within the vicinity (including Angus Glen,
Eagles Nest, Copper Creek, Briars Resort and
Silver Lakes), be assured that we will book
the finest and most challenging course
York Region has to offer. If golfing isn’t on
your list of things to do, why not tour the
Magnotta Winery, Brewery and Distillery
or the Holland Marsh Winery. Want to
take in something different? York Region
is home to the Richmond Hill Centre for
the Performing Arts, the Kortright Centre
for Conservatory and many tracts for your
biking or hiking pleasure. The colourful
autumn splendors will be apparent in the
York Regional Forest and the Oak Ridges
Moraine. A true feast for the eyes that will
replenish the Soul - Mind, Body and Spirit.
Come prepared to immerse yourself in our
culturally diverse region.
OAPC 2013, where “innovative collaboration” will provide a springboard
for a unique conference experience.
Master of Ceremonies
Chief Anthony Di Monte.

| Reports |

Standardization:

Ontario Base Hospital Group

By Nicole Sykes, Chair,
OBHG Executive Committee

Somewhere in the neighbourhood of three years ago, the
Regionalization of the Ontario Base Hospital
system was fully implemented. An initiative
over 10 years in the making, Regionalization
reduced the number of Base Hospitals to less
than a third of what had existed previously
and essentially threw the system back into
a state of relative infancy. The first wave of
standardization largely, and appropriately,
focused on standardized processes within
each of the seven regions. I am proud to
witness what my colleagues have been able
to achieve on that front. But, out of that
work, we’re beginning to see a much more
profound move toward standardization at
the provincial level.
Seven is such a relatively manageable
number. Conversations flow more easily in
a group this size and a level of trust and
camaraderie forms that is difficult to attain
quickly with large and disparate groups. Over
the last few years, a forum of sharing challenges and triumphs has inevitably lead to
an ever-increasing merger of policy, practice,
and thought process.
There is growing evidence of standardization across the Ontario Base Hospital system.
The Ontario Base Hospital Group (OBHG) has
been hard at work over the last three plus
years with the main objective to standardize
processes across the province with a focus
on streamlining training, quality assurance,
and education for paramedics in Ontario.
The Data Management Subcommittee (DMS)
has done extensive work on the development of the Minimum Data Set (MDS)
and continues to work on revisions in

alignment with the Ambulance Call Report
and Documentation Standard. The MDS was
developed to enhance and assist in providing provincial data for research, education development, clinical care utilization, and performance improvement initiatives with the ultimate goal of improving
patient care and outcomes in the prehospital
care setting. The mandate of the DMS is to
review current patient data collection, data
reporting standards and practices, and to
provide recommendations to update patient
related data gathering and reporting requirements, and practices necessary to meet the
current and emerging needs of stakeholders.
The recent formation of the DMS Technical
Advisory Working Group focused on an
environmental scan of work done across the
province. There is a need to understand the
current operations across the province to
work toward attaining provincial standards.
The DMS Central Database Working Group
continues to focus on how data can be collected provincially and centrally located.
This is a collaborative effort with the DMS
Technical Advisory Committee; another step
in achieving provincial standardization.
The Quality Management Subcommittee
(QMS) has been concentrating their efforts
on the standardization of Key Performance
Indicators utilizing the Minimum Data Set.
The MDS will allow the QMS to select Key
Performance Indicators based on data currently collected across the province. This
will allow for the measurement of comparable data and to begin setting provincial
benchmarks. This will also drive the education agenda provincially. The mandate of
the QMS is to monitor the quality of patient
care in Ontario as well as suggest polices,
plans or processes to maintain and improve
the quality of prehospital care practices.
The Quality Management Committee’s next
mandate will focus on the standardization of
investigations, processes, and patient care
variance definitions; another step in aligning

processes as well as developing measurable
indicators provincially.
The Education Subcommittee has done
extensive work on an education framework tool
with the intention of applying this tool to all
education provincially driven continuing medical education. The Education Subcommittee
has also developed an Educational Reference
Manual to accompany the current Advanced
Life Support Patient Care Standards (ALS PCS)
to eliminate duplication of work across base
hospitals provincially. This document is to be
released in the near future. They also continue
to work on a systematic approach for the
review and revision of education. The mandate
of the Education Subcommittee is to review
and develop educational plans to improve the
current and emerging needs of stakeholders.
The Education Subcommittee’s next mandate
will be to develop highly articulated learning outcomes for the purpose of Paramedic
Certification on a provincial level; another
step toward standardization across the province with the development of educational
material and the tools required for the delivery
of education.
The Medical Advisory Committee (MAC)
has been focused on the development of the
latest release of the provincial ALS PCS. Its
purpose is to create a provincial standard
for levels of paramedics in Ontario, and to
standardize core and auxiliary medical directives, and the maintenance of certification
across the province. The MAC has also been
working on the development of standardized contingency medical directives as a
strategy to address the unanticipated drug
shortages occurring provincially. These contingency medical directives derived from
a meeting held with representation from
the Base Hospital Medical Directors and
Program Directors, as well as some hospital pharmacists from across the province,
and representatives from the Ministry, and
the OAPC, to look at strategies to mitigate
the forecasted drug shortages. This just
www.emsontario.ca | 17

demonstrates another step in standardizing
approaches provincially.
The Executive Committee has witnessed
an ever changing culture as Base Hospitals
shift to a broader, provincial outlook. There
is no longer a position of “how can my program do it on my own behalf” but rather
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“how can we make it function provincially?”
The work of the subcommittees demonstrates
the Executive’s objective of standardizing
the way we achieve our goals on a provincial
level. The Ontario Base Hospital Group leadership continually demonstrates how we have
embraced the concept of sharing resources

and expertise and, in some cases, even our
platforms, to increase productivity, education
and quality management processes. We continue to work on processes to standardize the
flow of data to support the MDS, which assists
in the development of the Key Performance
Indicators. Watch for the upcoming Provincial
Core Certification Process for paramedics,
which will ultimately replace current cross
certification processes provincially with the
ultimate goal of certifying paramedics on
a provincial level. Yet another step toward
provincial standardization!
It has been my honour to Chair the OBHG
Executive Committee over the last two years.
As part of the Executive team, I have had an
opportunity to watch our system evolve and
to contribute to the vision of a standardized system. As the outgoing chair, it is my
pleasure to hand over the role of Chair to
Severo Rodriguez and to continue to work
alongside him as Vice-Chair and as a member
of the Executive Committee. We will continue in our efforts to create an integrated,
provincial system that will function as a
platform to launch further advancements
in paramedicine in the best interests of the
citizens of Ontario.
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Rebuilding ORNGE Through
Partnerships

By James MacDonald,
Media Relations Officer
for Ornge

Dozens of times each day, in every corner of
the province, Ornge air ambulance crews work closely with EMS
paramedics. Whether it’s a phone call with Ornge’s Operations
Control Centre, a transfer of care on the tarmac of an airport,
or the loading of a patient into a helicopter at the scene of a
traumatic injury, these encounters usually last only a few timesensitive, crucial minutes and are entirely focused on providing
the best possible care for the patient at hand. Throughout all of
these interactions, there is rarely an opportunity to talk about
the big picture: expectations of Ontario’s air ambulance service,
as well as the issues and challenges in delivering such a complex
yet essential program.
The new management at Ornge believes there’s no better time
to have those discussions than the present.
It has been more than nine months since controversy took
hold at Ornge. The organization has been through a political and
media storm, resulting in more than 1,000 media articles this
year alone.
“Ornge is likely the most audited, investigated, reviewed,
and probed organization operating anywhere in Ontario, if not
Canada, today,” said Interim President and CEO Ron McKerlie. All
of this, he adds, has been a significant distraction to the 600
staff―including paramedics, pilots, aircraft maintenance engineers,
physicians, communication officers, and head office support staff―
who have had to carry out their duties under a spotlight.
Yet this level of scrutiny has sparked necessary changes.
After a variety of issues were raised in media stories, a shakeup
occurred at the not-for-profit organization. McKerlie was appointed Interim President and CEO along with a new volunteer Board
of Directors. In addition, a number of experienced special advisors in aviation, government, human resources, and emergency
medical services were brought on board to help Ornge with the
transition to a new direction.
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“It only took me a nanosecond to decide that I’d like to
come and do what I can,” said Bruce Farr, former Chief of
Toronto EMS who is currently Ornge’s Acting Vice President of
Operations.
Mr. Farr was retired from his previous position for a matter of months before receiving the call to join the Ornge
transition team. His paramedic and management career dates
back prior to the earliest days of the Ontario air ambulance
program in 1977. He was also involved in the launch of the
Critical Care Land Ambulance Program that Ornge delivers in
partnership with Toronto EMS.
“I think the original vision for the air ambulance program
many years ago was for it to be integrated into the rest of the
health care system and certainly the pre-hospital health care
system,” said Mr. Farr. “It got way off track somewhere along
the line, and it’s our job to bring it back.”
Ornge’s new direction began with an acknowledgement that
mistakes had been made under previous leadership. Simply
put, the organization had lost its focus on delivering high
quality air ambulance services, and failed to meet and exceed
standards of transparency and accountability. To that end,
a number of immediate steps were taken to ensure mistakes
were not repeated. Ornge-affiliated entities operating outside
the province were shut down. Ornge’s Performance Agreement
with the province of Ontario was amended to provide better
government oversight.
The other immediate focus was addressing a number of
operational issues, particularly well-documented concerns
about the interior of the new AW139 helicopter. In February,
Ornge received Transport Canada approval for a temporary fix
to address the most serious clinical concerns. Ornge struck a
committee comprised of frontline staff members and management, which developed an interim interior that places the

stretcher much closer to the floor of the aircraft during flight.
This provides Ornge paramedics an improved working environment similar to those used by paramedics flying in AW139s
around the world. It is undergoing testing at four Ornge bases
this fall before being installed in the full fleet, which will
be in operation while Ornge staff develops plans for a final,
legacy interior. Other operational improvements include a
change in launch policy to ensure the helicopter launches
immediately for on-scene response, and the establishment of
a specialized training and staffing model for communication
officers in the Operations Control Centre.
With the most significant operational and accountability
concerns being addressed, attention is turning to mapping
out the future. While looking forward, Ornge’s new management is turning to partners across the province—among them,
the EMS community—for support, guidance, and advice.
“The current environment, as challenging as it is, provides
an excellent opportunity to help shape the air ambulance
service for years to come,” said McKerlie. “But we can’t do it
alone. We need the input and expertise of all our partners to
ensure we get this right.”
A common complaint under previous leadership was that
Ornge did not spend enough time reaching out to stakeholders. Ornge is now taking an active role in the Ontario
Association of Paramedic Chiefs, with plans to host a meeting
of the Chiefs at the end of October and members of the Ornge
team have been meeting directly with members of local paramedic services along with hospitals and CACCs across Ontario.
Relationship building has been a priority in recent months
and the efforts are starting to pay dividends.
“What I was looking for was an Ornge that was more connected, better integrated, and responsive to patients and
provider needs,” said Norm Gale, President of the Ontario
Association of Paramedic Chiefs. “Things have improved. We
are talking more. We are working together better. We have
seen some tangible results. I am encouraged by a new spirit
of collaboration at Ornge.”
Mr. Gale will be taking part in a new working group established
to discuss concerns relevant to air ambulance, operational issues,
and how best to ensure a seamless delivery model. This group
will involve four agencies—the Ministry of Health and Long-Term
Care, the Ontario Association of Paramedic Chiefs, the Association
of Municipalities of Ontario—and Ornge—and will have provincewide representation.
One of the significant challenges in determining the future
direction is the fact that Ornge provides such divergent services. While helicopter on-scene response, particularly in
southern, southwest and central Ontario, receives the most
visibility and profile, it accounts for less than three per cent
of Ornge’s activity. The vast majority of calls are interfacility transports, and more than 60 per cent of them happen in
Northern Ontario.
“When you go north of Sudbury, I think we provide a much
different service, where in many communities the Ornge fixed
wing airplane is their access to health care. Without Ornge,
I can’t imagine what those communities could do,” said Mr.

Farr. “Ontario has one of the finest EMS, pre-hospital care
systems in the world. Ornge needs to be a part of that system, but the question is: how best can we be a part of that?
What level of service do we need to provide to assist all of
our colleagues in EMS? What can we learn from them in terms
of responding into different communities?”
In an effort to find answers for many of these questions,
Ornge recently performed a stakeholder survey which garnered
162 responses from paramedics, supervisors and communication officers from EMS services and CACCs throughout Ontario.
The survey’s participants were forthcoming with their views
on Ornge. Respondents spoke favourably about Ornge’s quality of patient care and respect for paramedics/professionalism. Consistent themes in areas needing improvement include
response times, consistent CCP and ACP staffing, availability
of various types of resources, leadership, and communication.
The results of this survey are being incorporated into Ornge’s
operational and quality improvement plans.
Many challenges remain and few existing problems can be
solved overnight. Throughout these efforts, however, Ornge
continues to make progress, all the while going to great
lengths to ensure patients are safely transported. On August
28, 2012, alone, Ornge transported 60 patients across more
than 27,000 statute miles—further than the circumference of
the earth. Such a day demonstrates the value of having a high
quality air ambulance program. One that everyone can have a
role in rebuilding.
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Ontario EMS Injury Study:
Where we are, Where we are Going
By Dr. Renée MacPhee,
Wilfrid Laurier University

January 2012 not only
marked the start of the new year, but
the official start to the Ontario EMS Injury
Study—a multi-phase, longitudinal study
designed to support the development and
implementation of bona fide occupational
requirements for the field of EMS.
Phase I Update
A very detailed survey-based questionnaire was distributed to approximately
6,700 paramedics across Ontario. The
38-page questionnaire sought to collect
information in several areas including:
sociodemographics; employment status;
health and wellness; physical activity;
injury history; injury severity; types of
injuries; and the level of difficulty associated with physical tasks.
While much more costly to administer,
we decided that a hard-copy format offered
several benefits. First, it allowed paramedics to complete the questionnaire in the
privacy of their homes and at their own pace
(many electronic surveys restrict the amount
of time available to respond). Second, it
provided the paramedics with the opportunity to take time to refer back to medical
records and personal notes. Additionally, the

hard-copy format ensured that paramedics
without internet access, or who had dial-up
service, were able to participate.
The last survey was returned at the start
of April, bringing the total number of completed surveys to 1,800 (response rate = 27
per cent). Given the length of the questionnaire as well as the depth and breadth of the
questions, it was especially encouraging that
less than 0.1 per cent of the questions in the
returned surveys were left unanswered.
One drawback to administering a hardcopy questionnaire is the significant amount
of time dedicated to the data entry process.
Despite this, analysis of the quantitative
data is on-going with anticipated completion in November.
Of particular interest are the preliminary results that suggest the rates and

The Research Team
As the study moves forward into Phase II, Dr. MacPhee and Dr.
Stevenson are very pleased to welcome Dr. Steve Fischer as a coinvestigator on the research team. Dr. Fischer is an Assistant Professor
in the School of Kinesiology and Health Studies at Queen’s University.
By applying his expertise in biomechanics and ergonomics, Dr. Fischer
is focused on developing strategies to match job demands to physical
capabilities in order to minimize injury risk and optimize performance
in the workplace. Dr. Fischer’s expertise will be invaluable in the development and implementation of the PDAs in Phase II, as well as in
Phase III, which will see laboratory testing of the field data
In this study, it is imperative that paramedics are part of the
research process. They bring “front-line” experiences and knowledge that
cannot otherwise be garnered. To that end, we will continue to involve
paramedics in all aspects of study planning and implementation.
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frequencies of injuries among paramedics
may be significantly higher than those previously identified. For example, many paramedics indicated that they do not always
tell their employer they have been injured
(“it’s not worth the hassle”) or they continue to work while injured due to financial
obligations (“I’m a single parent with two
children…as a part-timer, I cannot afford
to lose money by not working”). As the indepth data analysis continues, it is believed
that additional unanticipated findings will
emerge. Such findings are expected to prove
essential to developing a comprehensive
profile of both health and injuries among
these individuals.
Fortunately, respondents included
a number of extensive written comments,
demonstrating an openness that provides

Karen Totzke (ACP) has been a paramedic for 29 years and is currently a full-time Operations Supervisor for the Region of Waterloo
Emergency Medical Services. She is pursuing her Masters of Science
degree (MSc) in Kinesiology & Physical Education at Wilfrid Laurier
University under the supervision of Dr. MacPhee. Karen Totzke joined
the research team last fall as a Research Assistant and played an
instrumental role in developing the injury questionnaire. When asked
about the study, she replied, “This type of investigation is long overdue as evidenced by the large number of injuries that frequently occur
in this profession. It’s important to make an accurate assessment of
the types of injuries that occur, especially those that fly under the
radar, ones that are never officially reported to employers. In addition,
it can provide an accurate picture of the how the job has changed over
the years and which factors are currently having the greatest impact
on a paramedic’s health and livelihood.”

considerable insight and clearly demonstrates
that physical injuries are but one area that
should concern service providers. Paramedics
reported not only high levels of physical
demands, but also high levels of psychosocial
stress. In many cases, paramedics reported
a considerable lack of support for individuals who are suffering adverse psychological
effects resulting from attending either to “one
really, really bad” call or to a number of calls
throughout their careers. The qualitative comments are exceptional in terms of information
richness. As such, we will be allocating a
considerable amount of time to reviewing the
comments so as to deliver a comprehensive
overview to service providers.
A detailed final report of this questionnaire phase of the study will be made
available to the Ontario Association of
Paramedic Chiefs (OAPC) by the end of
the year. An executive summary will be
distributed to each paramedic service and
to union executives at the same time.

4. Stage 4 will focus on analyzing and
compiling the PDA data and generating a final report for this phase of the
study.
We are actively seeking funding opportunities to support Phase II, which we
propose to launch in May 2013.
To support Phase II of this study, a
request will go out across the province for
15 to 20 paramedics to join the research
team as field-based Research Assistants.
The paramedics selected will be trained
to conduct the PDA we are designing,

after which they will ride along with
crews from selected emergency medical
services throughout the. Given their current employment by a service provider,
these paramedics will already know how
to: minimize their physical presence so
as to not interfere with the delivery of
patient care; maintain patient privacy and
confidentiality; and respond to an unanticipated event. We are looking forward
to partnering with a team of paramedics
to explore and understand the physical
demands of this profession.

Next Steps
We are looking toward the design and
implementation of Phase II, which will
develop an in-depth characterization of
the physical job demands of paramedics,
including how physical demands differ as
a function of the service type (e.g., urban,
rural, remote) and by call volume. At present, such information does not exist for
paramedics in Canada. Data obtained from
the physical demands analyses (PDA) will
identify high demand tasks and will form
the basis for understanding a prospective
paramedic candidate’s capacity requirements in order to effectively meet the
physical demands of the profession.
Phase II will be rolled out in four stages:
1. Stage 1 will include the development
and design of the paramedic physical demands (PDA) form and training
workshop. The PDA form will be developed in consultation with an OAPC
physical demands working group and
the Ontario Association of Paramedics.
2. In Stage 2, a one-day workshop on
how to perform the PDA will be delivered to paramedics who have been
selected to participate as field based
Research Assistants.
3. Stage 3 will have the trained paramedics collecting data in selected test EMS
services throughout Ontario.
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Recognizing the Best in Ontario:

The 12th Annual Awards Gala
The 2012 Honours and Awards
Gala was held in the amazing Ottawa Convention
Centre. Ottawa Paramedic Chief Anthony Di Monte
was the Master of Ceremonies while John Prno,
Waterloo EMS Chief and returning Master of
the Awards, skillfully directed the fête. At the
V.I.P. reception, Major General (Ret.) Richard
Rohmer, in a delayed presentation, pinned the
EMS Exemplary Service Medal on Chief John Prno
and Executive Director Jim Price on the occasion
of their transition in medal responsibilities. Over
750 awardees and guests enjoyed a splendid formal dinner. Complete with colour guard and piper,
it was a most impressive evening.

The OAPC Award of Courage
In 2008, the AMEMSO Board of Directors recognized that a number of very worthy individuals were going unrecognized simply because their actions took place
while they were off-duty. As such, the Board established a new award, now known
as the OAPC Award of Courage. Similar to the McNally Award, the OAPC Award
recognizes an action by an off-duty EMS employee that required that individual to
place themselves in a position of risk to rescue or otherwise protect another person
from harm. This is the fifth year that the Award is being presented.

Recipient Derrick Cremin (third from left). (Cochrane)

The Gala program.

The Richard J. Armstrong Award

The Richard J. Armstrong Leadership Award may be presented to an
individual recognized for both outstanding leadership and significant contributions to EMS in Ontario. First presented in 2008, it may be awarded to
Chiefs, Directors, Managers, and Program Co-ordinators. This year, a highly
respected Ontario Chief from Renfrew County and President of the EMS Chiefs
of Canada, Michael Nolan, was the recipient.

The colour guard and piper.

John Prno, Region of Waterloo; Gen. Rohmer;
and Jim Price, OAPC Executive Director.
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Paul Charbonneau, Frontenac County; recipient Michael Nolan, Renfrew County; and
Richard Armstrong, Durham Region.

The McNally Awards
The N.H McNally Award was established in 1976 in honour of Dr. Norman McNally, the acknowledged “father” of Ontario’s ambulance
system. The Award in his name recognizes acts of conspicuous bravery by pre-hospital professionals in the performance of their duties, and
has a rich history of acknowledging paramedics who have risked their lives to rescue or protect others from harm. It is only presented when
richly deserved. This year, fourteen EMS professionals were honoured for their actions in seven separate incidents.
The McNally Awards, and OAPC Awards were presented by
Renfrew County Warden Bob Sweet; City of Ottawa Deputy Mayor
Eli El-Chantiry; and City of Ottawa Councillor Mark Taylor. They
are pictured on this page with the recipients, who are holding their
awards (and who are further identified in the following captions),
as well as their senior service management.

Recipients Tyler Austin (second from left) and Maite Browning (fifth from left).
(Middlesex)

Recipients Vanessa Meulendyks (fourth from right) and Mandie Purdy
(third from right). (Hamilton)

Recipients Holly Shearer (second from left) and Michele Rivard (fourth from left).
(Timiskaming)

Recipient Les Moore (third from left). (Toronto)

Recipients Murray Robinson (third from left), Jayme Kerluke (fourth from right),
and Norm Roberge (third from right). (Toronto)

Recipients Robert Bronson (second from left) and Heiko Mueller (fourth from left).
(Toronto)

Recipients Nadia Archambault (third from left) and Elizabeth Harjes (fourth from left).
(Toronto)
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The Emergency Medical Services Exemplary Service Award
Created in 1994 by the late Governor General Romeo LeBlanc, it
is a component of the Canadian Honours System. The Award is
more than a long service medal, it is an exemplary service award
presented to those eligible members of the pre-hospital emergency medical service who have served for at least 20 years in a
meritorious manner, characterized by the highest standards of good
conduct, industry, and efficiency. To qualify, at least ten of these
years of service must have been street level duty involving potential
risk to the individual. Nominees must have been employees on or
after October 31, 1991, but may now be active, retired or deceased.
Since the Award’s inception, there have been approximately 1,300
Ontario recipients of the Medal.
For each ten years beyond the threshold of 20 years exemplary service, a Bar may be awarded to recognize the achievement. This year,
the following received EMSESM Bars—the names in bold received a
second bar signifying an amazing 40 years meritorious service.
Douglas Edward Bird, Durham Region
Scott F. Bird, City of Hamilton
Michael J.F. Bond, Hastings-Quinte
Michael Butt, Halton Region
Chief Michel Robert Chretien, County of Prescott-Russell
Donna Duff, City of Ottawa
Peter Foster, County of Oxford
Chief Keith Kirkpatrick, City of Kawartha Lakes
Michael Wayne Krakowski, County of Oxford
Guy Leo Lauzon, Town of Parry Sound
Gilles Andre Lacroix, County of Prescott-Russell
Chief David John Lew, County of Huron
Paul Lizotte, County of Simcoe
Chief James R. McIsaac, County of Lanark
Arthur McNaughton, County of Huron
Edward McPherson, County of Lanark

Blake C. Mills, City of Hamilton
Mark W. Nelles, City of Hamilton
Gordon Panagapko, County of Renfew
Sharon Margaret Penlington, Region of Waterloo
Percy Pilatzke, ORNGE
Ian Phythian, Region of York
Gregory Robert Purcell, Town of Parry Sound
Terry Recoskie, County of Renfrew
Jeff F. Sager, County of Perth
Dale D. Schwartzentruber, County of Perth
Richard Slater, County of Renfrew
Frederick Reginald Smith, Region of York
Wayne Strelbisky, City of Ottawa
Richard Thorold, City of Sault Ste. Marie
Leonard Van Pelt, City of Kawartha Lakes
The evening continued as
122 individuals from 33 different municipalities joined
this exclusive club overseen
by our Governor General, His
Excellency David Johnston.
All of the Ontario recipients and their community
affiliation are posted on the
OAPC website (www.emsontario.ca). We wish to thank
Ottawa A/Superintendent
Stephanie Logan for her
assistance in making the
presentation ceremonies
wonderfully bilingual.

Stephanie Logan provided bilingual
services for the evening’s events.

First Honourary Chief of Paramedics Award

OAPC President, Norm Gale; recipient Major-General
Richard Rohmer; and Anthony Di Monte, Ottawa
Paramedic Service Chief and Host of the Gala.
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At the conclusion of the evening ceremonies, our EMS Patron Major-General Richard
Rohmer was asked to return to the stage for a special presentation. Commissioned
by Awards Master John Prno and presented by OAPC President Norm Gale, the framed
document acclaimed the “General” to be the First Honourary Chief of Paramedics in
Ontario. “A fitting award to a personable, dignified and accomplished gentleman”.
The presentation was as follows: For over a decade now, we’ve been blessed to have
this amazing gentleman provide a very respectful pomp and pageantry to our Awards
Gala. I’ve never heard anyone speak of General Rohmer in anything but the highest
terms. As such, it should not be a surprise to anyone in the room that the first official
action of the OAPC Board of Directors, was to name the General the first Honourary
Chief of the Ontario Association of Paramedic Chiefs. This very beautiful hand drawn
scroll also contains a representation of his World War II fighter wings, and reads:
Greetings! Whereas, with the approval of the Board of Directors of the Ontario
Association of Paramedic Chiefs and its unanimous membership across Ontario, we do
hereby appoint you to be Ontario’s First Honourary Paramedic Chief, and authorize you
to hold and enjoy the dignity of such appointments and all privileges thereunto appertaining. Presented in the City of Ottawa on this 27th day of September in the year Two
Thousand and Twelve. By the Board’s Command, Norman Gale, President.
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A Spotlight on Middlesex London EMS
O n Ma r c h 2 5 , 2 0 1 2
Middlesex-London Emergency Medical
Services Authority (MLEMS) began operation.
This new system was approved by Middlesex
County Council in 2011, and is the first of
its kind in Ontario, as granted under new
powers given to municipalities through the
Ontario Municipal Act. Prior to the commencement of operations EMS services were
delivered through a private contractor.
MLEMS operates out of 13 stations
throughout the County of Middlesex and the
City of London. With a staff of over 200+
frontline paramedics, both PCP and ACP, the
service responds to over 60,000 calls annually of which roughly 400 involve cardiac
arrest. Sensing the need, it has taken over
the role of Public Access Defibrillator (PAD)
coordinator for the County of Middlesex. To
date, the service has placed 22 AEDs
from the Heart and Stoke Public Access
Defibrillation Program within our community
with more defibrillators coming in the fall
of 2012.

The new management team is as follows:
• Neal Roberts, Chief;
• Al Hunt, Deputy Chief, Professional
Standards;
• Stephen Van Valkenburg, Deputy Chief,
Operations;
• Brad Lucas, Manager of Administration;
and
• Jay Loosley, Superintendent of Education.
Middlesex-London EMS has created a
training division to assist paramedics with
ongoing learning and to improve delivery
of the quality of care. It is responsible for
all paramedic education, re-training, ROC
studies, guest speakers, and monthly education topics. The Education Superintendent
position was put in place to support the
paramedics and to also collaborate with the
students of Fanshawe College.
Upon start up, MLEMS implemented
electronic charting for the paramedics plus new spinal boards, suction
units, standardized response bags, and
equipment placement. In August, the

service successfully went through its first
Ministry Service review.
Improved security features have been
implemented at all of the EMS stations with
access tracked via computer. As well, each of
the stations now has a state-of-the-art electronic drug safe for controlled substances,
which requires advanced care paramedics to
enter their fingerprint and a personal password to gain access.
Middlesex-London EMS works strategically
with Fanshawe College and the Southwest
Regional Base Hospital Program. The service
is also a key component of the Resuscitation
Outcome Consortium (ROC), which operates under the Ottawa chapter. Currently
paramedics are also participating in the
Continuous Chest Compression (CCC) study.
Moving forward, the frontline staff and
leadership team at MLEMS are privileged
to serve the citizens of Middlesex County
and the City of London, building on current
strengths and embracing opportunities to
continually improve the quality of care.
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A Spotlight on GlobalMedic Hero Night 2012
By Emily Hull

GlobalMedic hosted an
incredible evening at the
Arcadian Loft downtown Toronto. As we
entered the building, we were greeted by
Rahul Singh, founder of the David McAntony
Gibson Foundation. The evening opened
with a traditional march led by a team of
bag pipers, and the heroes being recognized
marched proudly through the crowd. Rahul
Singh then took the stage, where he spoke
about some of the volunteers and shared
some of his experiences from the field. We
also heard from Peter Mansbridge, co-chair
of the evening, who spoke of his experiences alongside GlobalMedic and about media
coverage related to their honourable efforts.
When disaster strikes, GlobalMedic’s Rapid
Response Team is one of the first on the
ground internationally, providing medical
treatment, clean drinking water, and rescue
services. The teams empower local agendas
with the tools to respond, saving lives in the
aftermath.

As guests, not only were we fortunate enough to share in the celebration of
GlobalMedic’s heroes, but we also had the
opportunity to learn more about the operation. There were displays set up to showcase the tools and gear used by volunteers
in the field. The team utilizes Canadianmade Zumro field hospitals when deploying
internationally, which are inflated in under
10 minutes by a blower. On Hero Night, the
Zumro 311 was inflated and provided attendees with an idea of what a field hospital
looks like. Inside the hospital, volunteers set
up hospital beds, and examples of the IVs,
medications, and mobile medical backpacks.
At Hero Night, the NOAH Trekker water
purification unit was also showcased.
GlobalMedic specializes in a variety of
water purification solutions designed for
all levels of natural disasters. Systems
range from individual household use to
supplying entire communities with purified clean water.
A representative from the Canadian
Forces ran demonstrations on landmine

The NOAH Trekker.

clearance and showcased
deactivated mines. Those
attending were able to learn
what is involved in clearing
landmines and explosive ordnance disposals (EODs). The organization
regularly deploys certified Canadian paramedics around the world to facilitate training programs for medical personnel working
with demining teams.
Among those in attendance were Jean
Carriere and Luc Hurtubise of Cochrane
District EMS; Terry Kuehn and Emily Hull of
Interdev Technologies; Tom Bedford, retired
Chief of Lennox and Addington EMS; and supporting friends and family. Congratulations
to GlobalMedic for its successes in the provision of aid to our global community! We feel
fortunate to have been present to celebrate
your amazing work.

A Zumro field hospital.

Some of the attendees.
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A Spotlight on Automated CPR Devices -

The Oxford County EMS Experience

By Chief Joseph Pember,
Oxford County EMS

It has long been recognized there is a “chain of survival” when
it comes to survivability of out of hospital
sudden cardiac arrest. Further, there is considerable evidence to suggest that strengthening all of the links in the chain will yield
better survivability rates. To this end, much
work has been accomplished over the last
few years in Ontario.
There is considerable advocacy and information available to the general public on
reducing the risks. Community education
programs that focus on the warning signs
and the need to seek assistance early are
common. More people are learning CPR than
ever before, thanks to changes that include
training as a component of every first aid
class rather than treating them as separate
certifications. Most recently, the Ontario
Heart and Stroke Foundation, with considerable corporate and provincial support, and
the strategic partnership with municipal
paramedic services, has placed thousands of
automated defibrillators in public venues for
use by anyone.
Paramedic response is one of the links
in the chain of survival and it requires optimization in the quality of our resuscitative
efforts, not just a target response time. The
evidence shows the quality of CPR in the
EMS environment is compromised routinely.
This is attributable to the realities of resuscitating patients in the “often less than ideal”
pre-hospital environment, not paramedic

performance. In reality, paramedics consistently perform very high quality CPR given
ideal conditions. Despite this “potential”,
our resuscitation methodologies using manual (human powered) methods are compromised due to factors such as extensive off
the chest time to perform rhythm analysis
and defibrillation, rescuer fatigue, having to
work around the person performing CPR, and
lastly, by our need to move patients. Yet, we
understand that high quality CPR is the only
procedure available that actively resuscitates
the heart and brain.
In an attempt to address these issues,
Oxford County EMS realized the potential
of automated CPR and began a trial of the
ZOLL® AutoPulse® device in 2006. Almost
immediately, the utility of the device as an
adjunct in our resuscitation attempts was
recognized. The performance of CPR was of
consistent high quality, the ability to access
the patient from all sides (particularly in
the ACP environment) was possible, and the
ability to maintain high quality CPR efforts
during patient movement was considerably
improved. As a side benefit, the health and
safety of paramedics and first responders
during transport was enhanced as no one
needed to be standing unrestrained to perform CPR. Upon completion of the trial in
2008, the units were placed in all of our
ambulances and Oxford County EMS became
the first in Canada to fully deploy the device
system-wide.
Oxford County EMS, with the partnership
and support of our Regional Medical Director,
Dr. Mike Lewell and Local Medical Director,

The ZOLL® AutoPulse® device. Photo credit:
ZOLL Medical Corporation

Dr. Adam Dukelow at the South West Ontario
Regional Base Hospital, initiated a pilot program to train Primary Care Paramedics (PCP)
in rapid rhythm analysis and manual defibrillation in order to deploy the AutoPulse® Plus
service-wide. Oxford County EMS became the
first paramedic service in North America to
utilize the new platform.
Improvement in survival of out-of-hospital cardiac arrest will not come through
some significant achievement in technology, or from a “wonder drug” or “radical”
new procedure. This is dependent on many
factors and requires every link in the chain
of survival to be present. However, if we
are going to improve cardiac arrest survivability, it requires strengthening every link,
and paramedic intervention is one of those
links. In the Oxford experience, the introduction of automated CPR into our “toolkit”
has improved the quality of our resuscitation
efforts and helped to further strengthen our
link in the chain…and provide a safer environment for our paramedics.
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Community Paramedicine in Ontario – A Time for Innovation and Action
By Chief Michael Nolan

Serving a population of
13.4 million, Ontario has one of the largest and most complex health care systems
in the world (Health Canada, 2011). Health
care costs represent 42 per cent of total
provincial spending. By 2030, it is anticipated that health care will account for more
than 70 per cent of the government’s budget
(Ontario Ministry of Finance, 2010).
Ontario is presently running an annual
deficit of $16 billion (Greenberg, 2012).
Long-term fiscal projections reveal that the
combination of enriched health care, the
growing and aging population, and slower
economic growth will further compromise
the government’s fiscal position (Ontario
Ministry of Finance, 2010a). Without innovative change, the universal public health care
system is not sustainable (Ontario Ministry
of Health and Long-Term Care, 2012).
There have been a number of Community
Paramedic Programs implemented across
Canada and around the world. Community
Paramedic Programs, as defined by the
International Roundtable on Community
Paramedicine (IRCP), is “a model of care
whereby paramedics apply their training and
skills in ‘non-traditional’ community-based
environments. The community paramedic
may practice within an expanded scope or
expanded role” (IRCP).
In 2006, the Emergency Medical Services
Chiefs of Canada (EMSCC) published a paper
Footnotes
1. Community Paramedic
Programs
Aging at Home: The aging
at Home Program currently
consists of 32 clients with
an average age of 87, of
whom are still living at home
independently. The goals
of the program are to allow
seniors to stay at home as
long as they are able to, to
decrease 911 calls and utilize the ambulance service
efficiently, decrease ED visits, decrease hospital admission times, improve the
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titled, The Future of EMS in Canada: Defining
the New Road Ahead (EMSCC, 2006). One of
the core recommendations identified was:
“EMS must pursue innovation and new models of service delivery to meet communitydefined needs” (EMSCC, p. 5).
There have been a number of innovative Community Paramedic Programs that
have been implemented such as Aging at
Home Programs, Wellness Clinics, and Ad
Hoc Home Visits¹. Recent research results of
existing programs are very encouraging and
have identified that the use of Community
Paramedic Programs, in an integrated health
care team approach aimed at supporting
clients living at home, demonstrated a significant reduction in 911 calls² (Day, Ruest
& Stitchman, 2012). Phase 1 of the PERIL
study³ concluded that paramedics can reliably assess patients at risk for independence
loss (PERIL).
In 2012, The Ontario Ministry of
Finance published a report: Public Services
for Ontarians: A Path to Sustainability and
Excellence, also known as The Drummond
Report (Ontario Ministry of Finance, 2012). It
recommends that Ontario adopt a Community
Paramedic Program similar to the program
in Nova Scotia. Just recently, The Council of
the Federation released their first report of
the Health Care Innovation Working Group
titled: From Innovation to Action. One of the
recommendations for team based models is
that, “Premiers direct Ministers to consider
adapting the elements and key success factors

quality of life of seniors in
the community and help
reduce the stress felt by the
client’s family and caregivers.
Wellness Clinics: The
Wellness Clinic is an opportunity for residents to have
their blood glucose, temperature, heart rate and blood
pressure monitored and
recorded on a monthly basis.
It allows patients to bring
their vitals to their family
physicians so that health
problems can be identified early. The program also
serves to give the patient an

of the models that best address respective
jurisdictional needs” (The Council of the
Federation, pg. 5). The Long and Brier Islands
(NS) Community Paramedicine Program was
listed as one of the team based models.
Innovative Community Paramedic
Programs can increase access to health care
services and reduce system pressures through:
• Intervening to support seniors in their
homes;
• Screening (early identification of seniors
at risk);
• Diverting ED transfers;
• Reducing the number of frequent users;
• Promoting wellness;
• Assessing and referring clients to the
appropriate support services; and
• Providing follow-up services after hospital discharge.
On November 28, 2011, I had the
privilege of presenting “The Role of the
Community Paramedic in Canadian Health
Care” to the Federal Standing Committee on
Health. The Committee was very interested
in the concept and EMSCC was invited to
submit further information.
I believe that now is the time for action.
Based on your community needs, I encourage you to explore and define innovative
Community Paramedic Programs that will
increase access to health care services in
your region.
For a full list of references, email ssavory@
matrixgroupinc.net.

opportunity to ask medical
questions about their health.
Ad Hoc Home Visits: The
program goals are to identify clients in the community
that could benefit from the
program parameters outlined
in the Wellness Clinic and to
refer clients to support programs and services offered by
other agencies.
2. Evaluating the impact on
911 calls by an in-home
programme with a multidisciplinary team: This
study involved a retrospective case series involving a

chart review of clients participating in the Aging at
Home Program located in a
rural community in Ontario.
Each record was evaluated
for the presenting problem
and whether transport to
a local hospital emergency
department was initiated by
using 911.
3. PERIL Study : This study
involved paramedics utilizing
the PERIL clinical prediction
tool to observe the homes of
seniors to identify those at
risk for adverse outcomes following an EMS encounter.
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Planning for EMS Demand in Ontario:
Growth & the Aging Tsunami
By Todd MacDonald, President, Performance Concepts Consulting
Setting the Scene: Municipal Budget
Realities
Ontario Regions, Counties and Singletier municipalities face significant financial and budget challenges. Councils must
balance public demand for a range of
core services with affordability considerations—and the political reality of a
property tax increase “ceiling” defined by
the rate of CPI inflation. The combination
of growth in taxable assessment plus CPI
inflation creates a municipal budget envelope for almost every municipal budget
cycle. EMS leaders understand this reality.
EMS does not easily fit into this budget envelope “formula” for a number of
reasons:
1. Council approved response time targets (by CTAS category) have been
submitted to the Ministry of Health
and Long-Term Care (MoHLTC) as part
of the legislatively mandated EMS
performance plans. It is unlikely that
these targets will be amended annually as part of the municipal budget
process. The province may well publish
actual response time results for each
EMS provider (versus targets) online
to build an accountability framework
similar to that already in place for the
hospital sector.
2. Municipal EMS budgets in growth
municipalities have typically not kept
up with increases in Code 4 service
requests. Ratios of deployed EMS vehicle hours to Code 4 service requests
have been gradually eroding in many
Ontario growth municipalities. Clinical
outcomes are increasingly at risk.
3. Municipal budget processes have not
factored in the forecast impacts of
aging populations on EMS demand
for service. EMS service requests and
resulting call volumes will significantly
increase in both growth municipalities and no-growth municipalities. The

rate of growth in EMS service requests
and resulting call volumes will almost
certainly exceed the rate of growth in
taxable assessment. Even Councils with
no population growth will experience
escalating demand for EMS service.
In short, Ontario EMS providers will
soon be trapped between the realities
of Council approved response time targets and escalating demand for service
(and money) caused by the Aging Tsunami
demographic time bomb that is now
unfolding. The historic share of taxable
assessment allocated to EMS by Council
is unlikely to meet Aging Tsunami service demand pressures. A new planning
approach will be required to replace the
annual ad-hoc budget process.
The Aging Tsunami: Quantifying
Demand Impacts on EMS
Ontario EMS providers have known for
sometime that aging populations translate into increased demand for service.
However, they have not yet collectively
created a compelling business case to
quantify this Aging Tsunami demand
impact, and chart a smooth multi-year
budget pathway for their Councils.
The front-end baby-boomers are now
occupying the initial senior citizen age
cohorts of the population distribution. The
challenge for EMS management is to quantify the impacts of the Aging Tsunami on
service demand in carefully crafted master
plans/strategic plans. The Aging Tsunami
is coming. There is no avoiding it.
There is clinical evidence that aging
population cohorts > 65 years old generate significantly more demand for EMS
(on a per capita basis) than all other
population cohorts. Data contained in the
new Superior North EMS strategic plan is
instructive in this regard.

Per capita demand for EMS service
increases at an exponential rate for population age cohorts 65 to 69 and beyond.
These are the age cohorts that will absorb
the baby-boomer demographic “bulge”
over the next 15 years. The resulting spike
in EMS service requests will generate significant resourcing and budget pressures
across growth and no-growth jurisdictions, likely outpacing taxable assessment growth rates. The good news is the
impacts are entirely predictable and a
budget soft landing is possible…if evidence-based planning processes are put
in place.
The Necessary Ontario EMS
Provider Response: EvidenceBased Master Planning
Ontario EMS providers need to sound
the alarm with their Councils and future
taxpaying patients on the coming Aging
Tsunami. If CTAS 1-2 Council approved
response time targets and associated clinical outcomes are going to be protected, the quantitative impact of the Aging
Tsunami on EMS demand and resources
needs to be modeled and clearly communicated to Councils. Armed with modeled
evidence, Councils can then balance community affordability and community need
in an informed and transparent fashion.
It will not be good enough for EMS leadership to simply speak to their Councils
about the Aging Tsunami time bomb in
a generalist, qualitative fashion. Data
driven decision-making will be required.
Evidence-based, ten-year master plans are
the answer.
The technical “recipe” for the successful evidence-based EMS master plan is
already in place. Early adopters in Ottawa
and Thunder Bay have used official plan
population projections, clinical data on
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age cohort per capita service requests,
and informed estimates about unit
responses per Code 4 service requests,
to model forecasted ten-year resource
requirements and budgets. Scenarios
can be developed in an evidence-based
master plan to test different unit hour
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utilization assumptions on the required
resources (i.e. deployed vehicle hours).
Impacts of hospital offload delay and
non-emergent transports can be factored
into the modeling. The following type
of demand modeling “product” can be
created and eventually translated into a

ten-year forecast of vehicle hour resource
requirements and budgets (figure taken
from Superior North Strategic Plan).
The political reaction of Councils to
evidence-based EMS master planning may
not be uniformly positive. Some municipal
Councils may choose to turn away from
the coming demographic realities, and
the need for predictable annual budget
increases that will be required to preserve
response times and clinical outcomes.
However, other Councils will embrace evidence-based master plans as the tool they
need to educate the public about the
tough decisions and trade-offs that need
to be made. In the case of an early adopter Council in Thunder Bay, the results
were instructive. Significant EMS resources
were added to Superior North EMS in order
to stabilize and improve urban response
times, despite a significant tax impact.
EMS professionals embrace evidencebased patient care. Will Ontario’s EMS services (en masse) embrace evidence-based
master planning and budgeting, in order
to protect patient care and provide their
Councils with the decision-making data
they need and deserve?
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Paramedicine’s Coming of Age

By Dr. Samir K. Sinha,
MD, DPhil, FRCPC

While aging is inevitable, the proportion of our
population entering “old age” has never been greater. As the boomers started turning 65 last year, this demographic imperative will
continue well into the future, with the number of those 65 and older
expected to double over the next two decades. This will place unprecedented pressure on our health care systems.
Older adults drive health care costs and use more expensive types
of health services, particularly in acute care settings. Indeed, while
people aged 65 and older represent just 14.6 per cent of the population in Ontario, they account for just under a half of all current public
health care spending. However, what complicates things further is
the well-documented but underappreciated heterogeneity of the older
population and the impact that this has on healthcare use. For example, a number of studies have consistently demonstrated that only a
small proportion of older adults are actually high users of services.
The presence of three factors appears to characterize high users:
1. Polymorbidity, that is having multiple chronic health conditions;
2. Functional impairments, that is being challenged with one or more
basic activities of daily living; and
3. Social frailty, that is having inadequate social and community supports at home. Therefore, in order to deliver better overall patient
and system outcomes, clinicians facing an aging demographic will
have to focus greater attention and efforts on better identifying
and supporting the needs of vulnerable older patients who have
polymorbidity, functional impairments and/or social frailty.
Currently, governments are struggling to manage resources in the
face of an economic recession. This puts pressures on managers at the
provincial, regional, and municipal levels to consolidate services with
the explicit agenda of reducing health care costs. In such an atmosphere, however, the opportunity for innovation in health service
delivery becomes limited to simply “doing the same with less”. With
annual per capita growth rates in health care spending increasing the
fastest for older adults, and given that this growth rate is expected to
continually increase, it is imperative that we focus our efforts around
developing new cost-conscious models that are also able to meet the
complex needs of older patients.

Our main problem is that while the patients have changed,
our systems have not. Indeed, our current health care system
was developed when most adults did not live past 65, were
more likely to be living in inter-generational households or
communities, and usually only had one active problem that
brought them into contact with the system. While things still
function well for younger patients, our current models that
focus on treating one issue at a time puts older adults at a
disadvantage because they often present with many active
and inter-related chronic and acute health and social care
issues.
We are coming to understand how our traditional models of
hospital care also put many older patients particularly at risk for
adverse complications such as falls, delirium, drug-interactions,
functional decline, and death. What is most concerning is that
few have come to appreciate that much of these adverse outcomes are preventable.
Acknowledging the need for reforms in primary and community care, older adults will still require hospitalization, even
under the best of circumstances. Studies have also demonstrated
how the implementation of focused models of care that consider
the unique needs of older patients in emergency, inpatient, outpatient, community, and home care settings can improve overall
care outcomes while, at the same time, reducing hospital visits,
admissions, readmissions, lengths of stay and inappropriate
resource utilization, thereby improving the overall capacity and
efficiency of the system.
Evolving the Role of Paramedicine
Older adults are the highest users of paramedicine services, accounting for well over half of the 911 calls in Ontario.
However, the majority of the calls that paramedics respond
to, while necessary, are neither time sensitive nor immediately life-threatening. In particular, paramedics are finding that
the older adults they are most likely to engage with are that
small subset referred to earlier who are struggling with polymorbidity, functional impairments, and social frailty. What
further complicates matters is that there is no requirement
for paramedics, like other health or social care professionals
trained in Ontario, to obtain formal training in how to assess
and manage issues common to the elderly.
While paramedics are highly skilled and highly regulated health
professionals, the profession is, by and large, still mandated and
therefore oriented and engaged in providing emergency response
and transfer services. The reality is that paramedics are increasingly seeing older individuals in pre-crisis situations who need
more supportive types of interventions to help them age in place.
For example, while one of the greatest non-urgent call-outs is for
lift assists, many paramedics know that the time invested by the
right combination of professionals in investigating and addressing the underlying causes of the falls patients suffer would reduce
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the incidence of both future falls, injuries, hospitalizations, and
an eventual placements into long-term care homes.
The challenge is that paramedics, through the way their services
have been traditionally organized and structured, often work in isolation to other health, social, and community care professionals.
The need to work differently to better meet the needs of patients
they serve, has given strength to the growing community paramedicine movement across Ontario and beyond. In allowing paramedics to
engage in more non-traditional roles and to assist in supporting the
health care needs of vulnerable individuals, growing evidence is also
showing that community paramedicine programs can meaningfully
reduce emergency calls to paramedic services, which in turn reduces
emergency department visits and hospitalizations.
Hamilton, Ottawa, Niagara, Toronto, and Renfrew County are some
examples of areas where community paramedicine programs in Ontario
are starting to demonstrate better patient and system outcomes.
The success of these programs has been largely based on allowing
paramedics to broaden their scope of practice through models that
achieve better integration with other health, social, and community
care providers.
In noting that some of the greatest users of EMS are vulnerable
older adults who are often isolated and disconnected from traditional
care providers, a number of services across Ontario have launched
Community Referrals by EMS (CREMS) Programs as a way to link individuals with unmet needs with community care providers to better
assess and manage their needs. Where evidence is being collected,
these programs have not only worked well to link patients to existing
community supports, but they have also showed remarkable drops

in subsequent calls and transports to EDs. The ability to provide this
relatively easy service without additional resources has helped to stem
the growing demand for their services as well.
The Ottawa and Renfrew County Paramedicine Services have
further aided in the research and development of the Paramedic
and Elders at Risk for Independence Loss (PERIL) Tool. This
validated and simple three-item screening tool, that can easily
be incorporated into routine practices, allows any paramedic to
assess their patient’s risk of calling 911, being hospitalized or
dying within the next 30 days. Making the adoption of the PERIL
tool and the development of CREMS Programs standards of paramedicine practice across Ontario are, in my view, two immediate
that paramedics can further deliver better patient and system
outcomes in a more integrated way.
In areas where capacity exists to offer preventative or outreach services, or additional resources have been secured to provide this capacity, additional benefits that community paramedics with expanded scopes of practice can deliver are also being
realized. These additional models are already starting to raise the
interest of the potential roles that paramedics can play in more
rural and northern settings where health human resources are
especially scarce. Further evaluation of them could help to build
support for their spread as well, especially where a value proposition can be developed as well.
It should also be acknowledged that the growth of community
paramedicine services across the province has and will be challenged
by being both provincially and municipally funded services whose
priorities are locally influenced and whose boundaries are not cotermininous with those of LHINs, CCACs, and other health, social,
and community care providers. Furthermore, implementing innovative
models of care that challenge deeply ingrained traditional ways of
providing care can also prove to be a significant challenge.
Nevertheless, no more than at any other point in our history has
there ever been such an urgent imperative, with significant social
and economic implications, that will require us to develop comprehensive evidence-based care strategies to improve the care of older
adults in need of care. Indeed, the growing realization that community paramedicine models can result in better patient, system,
and fiscal outcomes will likely, with the support of leaders in the
profession, see the further development and spread of these models across the province. Finally, mandating that core paramedicine
training and continuing education include relevant content that
will aid in understanding and managing the needs of older adults
will be essential to progress the work of this profession as well.
Could the elderly bankrupt paramedicine services across
Ontario? Absolutely. However, by viewing our current challenges
as opportunities to transform our dated models of caring for
older adults, we can help ensure that the greater efficiency and
capacity that will be needed can be sustained within the existing
public system and financing structures to meet current and future
demands for care by all Ontarians.
Dr. Sinha is the Director of Geriatrics at Mount Sinai and the
University Health Network Hospitals in Toronto, an Assistant Professor of Medicine at the University of Toronto and the Johns Hopkins
University School of Medicine, and the Provincial Lead of Ontario’s
Seniors Strategy.
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Human Factors: Designing Safety
into Paramedicine
areas of healthcare and public safety, paramedicine is complex and high-risk. Applying
human factors principles to paramedicine is
therefore a natural extension of the field.

Case Study – Chemotherapy
Overdose
A recent Canadian incident with chemotherapy illustrates the role human factors
can play in patient safety.

By Rachel White, M.A. (Psych),
Human Factors Specialist,
University Health Network

EMS personnel provide
services in a wide variety of clinical
and environmental scenarios, which often
involve risk and stress for patients, staff,
and the public. Technologies and health
interventions are increasing in complexity,
while financial pressures force us to do more
with less. Creating and maintaining safe systems under such circumstances is therefore a
growing challenge.
What is Human Factors?
Human factors is a discipline that
incorporates principles of psychology and
engineering to optimize the interactions
between people and the complex systems in
which they live and work. One of the aims
of human factors is to reduce the occurrence and impact of human error through
an acceptance of humans’ physical, cognitive, and social capabilities and limitations.
Rather than expecting humans to improve
upon their innate abilities, the emphasis of
human factors is on changing the system in
which humans work.1
High-risk industries such as aviation and
nuclear power generation have been employing human factors techniques to improve
safety since the middle of the 20th century.
However, concepts of human factors are relatively new to healthcare, and are only in the
last decade gaining momentum. Like other

The Incident
On July 31, 2006, a 43 year old woman
visited the outpatient unit at a cancer centre
in Alberta for her second round of outpatient
chemotherapy treatment. She had been diagnosed with advanced nasopharyngeal carcinoma, but the chemotherapy treatment that
was planned for her was expected to be effective. As per usual, on this day she was given
several intravenous (IV) “premedications” to
prevent the side effects of the chemotherapy,
a chemotherapy drug called cisplatin, and
finally, post-hydration. The last step in her
chemotherapy protocol was a drug called fluorouracil, which would infuse slowly at home
over four days via a pump in a small “fanny
pack” around her waist (Figure 1).
The patient’s nurse picked up the fluorouracil bag from the pharmacy department
Figure 1. The ambulatory infusion pump.

and programmed the infusion pump. This
nurse then asked a second nurse to check
their calculations and pump settings before
initiating the infusion. The first nurse then
reviewed the pump functionality with the
patient and instructed her to return in four
days when her infusion would be complete
and the pump would be disconnected.
Four hours later, the patient noticed
that the pump was beeping, and when she
opened the fanny pack she saw that the
fluorouracil bag was empty. Over the next
three weeks, the patient suffered terrible
symptoms from the fluorouracil over-infusion. She died of massive organ failure on
August 22, 2006.
Following the incident, the hospital’s
leadership took the very brave step of coming forward and inviting a team of experts
to conduct a Root Cause Analysis.2 Thanks
to this, we have detailed information about
the issues that led to this tragedy, creating
learning opportunities for cancer centres as
well as all safety-critical industries.
Sixteen causal factors leading to the error
were identified in the report. These included
issues with the design of the medication
order, medication label, infusion devices,
and work processes. A subset of the issues
in this case will be described in this article,
for the purposes of illustrating the role of
human factors in patient safety.
What Went Wrong
Although it may be tempting to think
“I never would have let this happen”, there
were classic human factors at play that anyone could have fallen prey to.
The error of omission
One of the most common types of human
errors is the “error of omission”, whereby a
person fails to perform a step in a sequence
of actions, as opposed to performing all of
the steps but doing one of them incorrectly.3 Mathematics teachers have long been
capitalizing on this type of human error by
planting answers in multiple choice questions that match what students would get
when they omit a step from an equation!
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The nurse in this incident was at the
“sharp end” of the system, in other words,
the last person in the chain of professionals involved in the patient’s care. He or she
therefore wanted to ensure that everything
was correct with the order and the drug
bag. Although it was not mandated, the
nurse performed a re-calculation of what the
pharmacy had done, to ensure it was correct: a conversion of the drug dose in mg/
day, as was written on the drug order, to
mL/hr, which was required for programming
the infusion pump. This nurse then asked a
second nurse to do the same calculation to
make sure that they had arrived at the correct answer (Figure 2).
This calculation requires several steps,
and both nurses forgot to divide by 24
hours to convert from mg per day to mg
per hour. They therefore arrived at the
rate of 28.8mL/hr as opposed to the correct rate of 1.2mL/hr.
Confirmation bias
When the nurses arrived at the rate of
28.8mL/hr, they examined the label on
the bag of chemotherapy, which contained
detailed information about the patient, the
drug, and administration requirements. The

first number that appeared after the word
“Rate:” was 28.8mL/24h (Figure 3).
“Confirmation bias” is a phenomenon
where individuals see what they expect
to see.4 In other words, as humans, we
seek information that confirms our existing
notions, and may not notice information
that refutes it. The nurses had arrived at the
number 28.8 and this was the first number
that appeared on the label after the word
“Rate”. When they saw the number was the
same, they both thought they had arrived at
the correct number. Because they thought
they were correct, they did not seek further
clarification on how to proceed: everything
looked good.
Inattentional blindness
One of the ways we are most limited as
humans is in our ability to pay attention to
things. Each person has a fixed capacity for
attention, and we cannot change this. For
example, if a person is working on an important email and their spouse asks them a question, they may not even hear them because all
of their attention is so dedicated to that task.
“Inattentional blindness” is the phenomenon where we fail to perceive something
because our attention is fully spent on one

Figure 2. The calculation to convert the dose as written on the chemotherapy prescription to the rate required
by the infusion pump.

Figure 3. The chemotherapy label.
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or more other tasks.4 In the case of the chemotherapy error, the nurses had likely been
caring for multiple patients at once and
managing interactions with family members,
while being interrupted by patients, technology, and each other. They also may have
then focussed a great deal of their attention
on the task of the rate calculation—so much
so, that when combined with the confirmation bias, they simply did not see the correct
rate on the label.
Who is to Blame?
The hospital leadership had the insight
to see that this instance of “human error”,
was a failure of the system, rather than a
failure of the people working within it.5 They
realized that under similar circumstances,
any nurse could have made the same mistake (and in fact, the root cause analysis
confirmed this theory empirically).
When we fail to recognize that an error
is due to the system, and we focus instead
on the individuals involved, we miss significant opportunities to address the true
root causes. The mark of a safe system is
one where errors are discussed openly and
addressed at a systems level.5
Effective Error Prevention
If errors are often due to systems issues,
what can be done to effectively address them
and prevent future errors? As with any issue,
there are multiple approaches that one can
take, and some are more effective than others. In a case like this one, the traditional
response might be to: update policies relating
to medication administration; require nurses
to receive pump training; or place reminders
about correct medication administration procedures throughout the unit. Although such
strategies are important, they do not actually
prevent mistakes from happening, as they rely
on humans’ limited capabilities in terms of
attention and memory. Further, training, policies, and reminders often do not address the
true causes of error.
The human factors approach advocates for
strategies that rely less on human vigilance
and more on the design of the system. The
best error prevention strategies are those that
eliminate the possibility of an error occurring
altogether, or those that reduce the impact of
the error if it does occur. For example, in this
particular case, some of the most effective
error prevention strategies were to:
• Standardize the electronic pumps that

were used in the health region so that
pumps programmed in mL/24 hours were
no longer in use and all pumps were
consistent;
• Simplify the medication label so that it
only contained information critical to the
task of setting up the patient; and
• Switch from electronic pumps to fixedrate mechanical pumps whenever possible, so that programming errors could
no longer be made.
As a result of this incident and its
associated report, these changes and
more were made across Canada, having a
tremendous impact on safety of the chemotherapy system.

WHAT YOU CAN DO
Like chemotherapy delivery, paramedicine
is high-risk for both patients and personnel,
and involves complex technologies in highstress, interruption-laden environments.
Parallels can easily be drawn between this
chemotherapy case and the paramedicine
system, such as:
• Defibrillator and other device design;
• Storage, labeling, standardization of
medications;

• Interpretation of prescriptions or standing orders;
• Calculation and double-checking practices; and
• Ambulance design.
To improve the safety of the paramedicine system, if and when incidents and near
misses occur, all stakeholders have an opportunity to contribute, by:
• Reporting incidents and near misses
(http://event.clirems.org);
• Assuming the problem is at least in part
a “system issue” rather than simply “person issue”;
• Investigating the incident with a systems
perspective using a technique such as
Root Cause Analysis9; and
• Implementing error prevention strategies
that address design of the system rather
than vigilance or training of the staff.
System safety also relies on stakeholders
taking action even when incidents or near misses have not yet occurred. To proactively improve
system safety, either directly or indirectly:

• Read more about human factors;1, 5-7
• Find and collaborate with human factors
professionals in your community;
• Go on informal walkabouts and observe
actual (not expected) practices looking for opportunities where errors could
occur; and
• Conduct structured prospective safety
analyses such as Healthcare Failure Mode
and Effect Analysis8 to identify and prioritize and address hazards before they
lead to an error.
Conclusion
Human factors is more of a mindset
than a set of strict guidelines. There are
many resources for healthcare professionals to learn to apply this mindset to their
work. Although it will never be possible
to eliminate human error from the very
human-driven processes in health care, it
is our hope that tragic errors such as the
one described here will become things of
the past.
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Demers Ambulances
A Certified Mechanical Engineer
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Asia, Alain Brunelle has more than 25
years’ experience in the vehicle manufacturing industry, with Bombardier
Recreational Products Inc., Camoplast
Inc., and today, Demers Ambulances.
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Brunelle brings solid experience in
both strategic development and product development.
It is important to Demers to be
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industry.
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order that they may perform their duties
safely.
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leading ePCR technology in Canada.
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Crestline Coach Ltd.
Continuing its business expansion,
Crestline Coach Ltd., one of North
America’s leading ambulance and emergency vehicle manufacturers, is pleased
to announce the upcoming relocation of
their operations to brand new headquarters at 126 Wheeler St., in Saskatoon.
With the move to the new building in
December 2011, Crestline will be able to
accommodate its 135 Saskatoon-based
staff and double its production capacity.
Crestline was named one of Canada’s
50 Best Managed Companies, a leading
business awards program that recognizes excellence in Canadian-owned-andmanaged companies with revenues over
$10 million. Recent innovations have
contributed in moving Crestline ahead
of the industry worldwide in emergency
vehicle design, cutting edge manufacturing processes and exceptional sales
and service.
The introduction of the Revolutionary
Mercedes Sprinter ICON—the first of its
kind in North America is a progressive
ambulance design that offers exceptional fuel efficiency with reduced emissions
and a lower cost of operation. The all
new Crestline ICON includes advanced
fleet management technology and revolutionary medic and patient safety
features. The new Patient Positioning
System is a highly beneficial product
that allows medics to move the patient
relative to where they need that patient
to be located while being belted in.
Combined with the ICON seat slider,
medics have more flexible work space
resulting in more a comfortable and
safer work environment.
Through its participation in the
Gold Sponsorship program, Crestline is
pleased to continue its strong relationship with OAPC and dedication to its
Ontario clients.
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wholly-owned subsidiary of Medtronic, Inc., pioneered defibrillation technology more than 55
years ago. The company is the world’s leading provider of external defibrillation and monitoring
technology for the treatment of sudden cardiac arrest and other cardiorespiratory emergencies.
Physio-Control develops technologies and designs devices according to the unique needs of our
customers and our goal is to provide complete solutions for cardio-respiratory emergencies.
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Executive Vice President
WebTech Wireless Inc./Interfleet Inc.
WebTech Wireless Inc. (TSX:WEW)
acquired Grey Island Systems International
Inc. in October of 2009. Its flagship realtime GPS/AVL solutions for EMS continue to be marketed under the InterFleet®
brand. An industry original, InterFleet®
was launched commercially in 1998 with
an EMS client tracking ambulances every
100 meters of vehicle travel or an industry
leading vehicle average update rate of 6 to
10 reports per minute.
With InterFleet under the WebTech
Wireless banner, clients will see the combined resources focused on providing technology to meet the evolving requirements
of the EMS sector. This includes both applications and hardware enhancements to
address mobile office requirements, driver
performance, asset tracking, engine data
needs, third-party application integrations
as well as ongoing enhancements to the
end-user interface. WebTech is a proud
supporter of OAPC.
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