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Paramedic + Physician Assistant = Paramedic
Practitioner: A Proposed Model

® Greg Reaburn — Qld Critical Care Paramedic / 3" year Physician Associate student;
® Scott Fyfe — Tasmanian Critical Care Flight Paramedic /Physician Associate

® Robert Zolcinski — Townsville Emergency Department Physician Associate / Paramedic

The current Health system

World class;
Complex
Layers of Government - Commonwealtiv'State/ Loc al;
Public/private  providers;
Highly regulated;
Expensive:
°  Health expenditre has grown faster than inflation;

®  New technology;
©  Ageing population;

L4 Increased number of chronic diseases;

Rural/remote/indigenous  health service's:
Difficulties recruiting and retaining Health workers;
Shorter life span, higher rates of illness, disease;
Higher rate hospitalisatio ns;
Overreliance on hospital ~ services for their health care;

Emergency department congestion.

Rural Health solutions

Rural Health solutions:
®  Driven locally;
®  Flexible and innovative;

Proposed solutions include:

Employ more Doctors;

Broaden scope of practice of existing workforce;
New categories of generalist ~practitioners;
Health assistant roles;

Better coordination  of existing workers;
Growth in community and home based care;

Challenge  professional  boundaries and organizational structures;

Primary Health Networks (PHN) have been established to “...increase the efficiency and effectiveness of medical services
for patients, particulady those at risk of poor heath outcomes, and improving coardination of care to ensure patients
receive the right care inthe right place at the right tme”;

Hospital and Health Services (HHS) have been developed “...to increase loca autonomy and flexibility so that services are
more responsive to locad needs”;

PHNs and HHSs are well positioned to meet the unique needs of rural communities and support the introduction of a rew
health care role.

The Physician's Associate

Began in US in the 1960s; Physician Assistant (poor descriptor)
Now adopted by many countries; Medical Degree or Masters
Advanced assessment, diagnostic and therapeutic reasoning skills;
Focus on rural and remote health care;

Orders and interpret tests, prescribes pharmacology, diagnose and treat a broad
spectrum of “medical” conditions;

Is “medically” supervised. Supervision can occur remotely. The Doctor does not
need to be on site;

Delegated Performance Autonomy enables PAs to safelydiagnose and treat
medical conditions with a degree of autonomy defined between the supervising
Doctor and the PA.




A paramedic with a PA qualification (paramedic/PA)is skilled to perform advanced

Dual qualifications of a paramedic and PA

health care in two settings:

1.
2.

Pre-hospital setting;
Local Health facility setting.

1. Pre-hospital setting:

In the pre-hospital setting a paramedic/PA can safely:

“Treat and leave” - defer to Primary Health care;
“Treat and refer” - refer to Primary Health care;

“Treat and retrieve” - retrieve to local Health facility. Once retrieved a
paramedic/PA can continue to treat the patient.
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2. Local Health facility setting.

During ambulance “down time” a paramedic/PA can be “medically” treating
patients in their local Health facility;

A paramedic/PA will be a versatile practitioner who can straddle pre-hospital
care, primary health care and hospital based care and deliver the right care, in
the right place and at the right time.

Why the Paramedic/PA?

Lots of informal arrangements currently exists

Paramedics already function in a remote supervision environment

Delegated Performance Autonomy builds upon this with much broader scope
Evidence supports stronger education for paramedics in primary health care
JCU school of medicine degree (mapping masters)

70% of medicine (didactic) plus 1800 hours of clinical placement.

10 weeks ED, 10 weeks GP, 15 weeks in hospital medical, surgical, O&G, Paeds &
Geriatrics, 5 weeks elective




Rural health sector interactions

Current Future
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Paramedic/PA - Three basic models

. Just as the size and nature of rural communities varies. So will the Paramedic/PA model;

®  Three paramedic /PA models are proposed.

® Aim = Patients receive the right care, in the right place, at the right time.

Model One:

*No funding required. Already exists;

<Low Ambulance warkload;

*Performs delegated and supervised

“medical” care within local Health
facility;

*Attends pre-hospital emergency and

non emergency cases;

‘

+Treats non-emergenc

Model Two:

«Joint funding;

*Medium to large ruraltown

*Performs delegated and supervised

“medical” care within local Health
facility;

«Attends predominantly non-emergecy

cases;

Y Calcca
to primary health cass

Model Three:

*HHS funded;
*Any size rural town;
«Performs delegated and supervised

“medical” care within local Health
facility;

Model One. No cost to existing Health Care system:

Utilises the combined paramedic/PA skills of existing rural paramedic;

Funded and operationally managed by ambulance;

Recommended for low workload stations;

Responds to pre-hospital cases as required;

Pre-hospital “emergency” treatment: Uses existing guidelines;

Pre-hospital “non-emergency” care:- Treat and leave; Treat and refer; Treat and retrieve;

Non-emergency scope of practice, clinical governance and audit undertaken locally by Medical
Supervisor;

When not on ambulance tasks performs “medically” supervised care at local Health facility;
® Can “admit” patients. Highly beneficial after hours. Reduced after hours call outs to rural Drs;
® Additional “medical” resource for local Health facility. Relieving rural Doctors workload;

Model two — Above establishment staff

® Additional Paramedic/PA located in medium to large size rural

town;

e Jointly funded by HHS and Ambulance;

® Primary role isattend to town/s subacute and non-urgent cases;
e Keeps patients out of hospital and in primary health care;
® Makes ambulance more available foremergencies.

® Pre-hospital “non-emergency” care:- Treat and leave; Treatand
refer; Treat and retrieve;

® Scope of practice, governance and audit undertaken locally by

Medical Supervisor;

® Attends pre-hospita

|u

ambulance unavailable;

emergency” cases only when local




Cont.

* When not on ambulance tasks performs “medically”
supervised care at local Health facility:

e Additional “medical” resource for local Health facility.
Relieving workload of Rural Doctors;

® QOperationally managed by ambulance, HRetc.

°* Work from a sedan at local Health facility;
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Model three — PA in local Health facility

NOT attend pre-hospital emergencies.

PA fully employed and dedicated to rural Health facility;
Funded and operationally managed by HHS;

Rostered in accordance with local Health facilities needs;
Scope of practice isdefined by local Medical Supervisor;
This model can occurin small, mediumand large towns;

No need for Paramedic background, as this PA does

Benefits

Builds on existing workforce;

Improves acute, sub-acute and after hours care;

Can enable patient education:

®  Very helpful for poorly controlled chronic disease sufferers;

®  Postdscharge follow up;

®  Newly dagnoses disease etc

Improve patients short and long-term hedth outcomes;

Significantly reduce the number of haspital presentations;

Ease the current warkload burden onthe ruraldoctors - particularly after hours;
Save State significant sums of money;

Relatively simple models to introdwce

Employment arrangements, dinical goverrance frameworks, indemnity insurance and authority for medical imaging,
pathology and medications already exists;

Rural FaramedIC Fractitioner — model overview

+ Ambulance;

+ Primary activity

+ Secondary activity
- Goals of role

+ Low actity patients

- Highacuity patients

- Employer & funding

- Mode of deployment
- Prototype facility

« Clinical gover nance

+ Medcally supportlocal Health facilty;
+ Pre-hospital emergency and non

I

emergency care;
* Supportrural Medical workfor ce;

educe hospital presentations;

+ Deliver the rightcare, inthe right place,

atthe righttime;

+ Able totreatlow actity patients athome;
+ Caninitiate treatmentand link low acuity

patierts with PHC;

- Provides pre-ospital care and can

cortinue totreatment within the
hospital.

+ Ambulance services;

+  Noextra funding.

» Normal ambulance vehicle

+ TAS -Queenstown,

* VIC -Orbost

+ QLD-Murgon

+  Pre-hospital emergency care=

ambulance;

- Prehospial primary care = Med Super;
- Hospital based care = Med S uper

+ Ambulance and HHS shared 50 %

+ Medically supportlocal Health facility;

+  Pre-hospital norremer gency care;

+ Supportrural Medical workforce;

+  Reduce hospital presentations;

« Deliver the rightcare, in the right place &

the right time;

+ Able totreatvery low actity patients at
e;
+ Cantreatand link low actity patients with
PHC;

- Canrespondto supportexisting

ambulance with high acuity patierts.

+ Shared between ambulance and HHS
+ 509% shared funding

+ Ambulance sedan

+ TAS -StHelens

+ VIC —Omeo/ Mallacoota
+ QLD - Stanthorpe

+ Pre-hospital emergency care=

ambulance;

+ Prehospital primary care = Med Super;
« Hospital based care = Med S uper.

+ 100% HHS;
+  This model already exists.

Townsville ED and Cherbourg

+ Low acity pre-hospital patierts;

« Addition to rural Medical wor kfore
- Reduce hospital presentations;

Deliver the right care, inthe right

place, atthe right time;

+ Remains at local Health facility;

+ HHS

+ Remote hardtofill rural;
+ Any size hospital.

+ Hospital based care = Med S uper.
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Opportunities

Rural health wor ker already exsts
Clinically very safe.

Reduced hospital presentations

Right care, right place, right patient

Addition to rural health wor kforce

Help patierts navigate com plicated
health system

Opportunity to provide patient education
— chronic disease, recent discharge efc

Im proved communication between local
health providers

Reduced ED congestion
Medical support for rural doctors

Improvedafter hours care

Team approachm medicine with Dr. as.
clear team leader

Training period
Not for all rural paramedics

Adhoc availability to Health facility
No currentaccess to PBSand MBS
Only one University offering course

PA is an undergrad degree
? Masters

Redires cooperation of QAS, HSand
PHNs

Noindustrial award

Health car e innovation Lack of Health, PHN and/or QA S suppot

New career pathfor paramedics Nursing and medical urions

Improved collaboration betweenrural  Poor supervision andsupport
health providers

Dispensing arrangements canoccur in  Lack of local support
the shorter term (phar macetticals)

Collabor ation between QAS, HHS and
PHNs

Less paramedics lost to the health
system

References

L, aihw gaiauAutralanindiuteoiHedinard Wolare20.4 Aulralids edth20 4 Aurdidshalh sriesm.14.0d. r0.AUS173 Canterra AHW Awliblefran URL
it 602548 50(Acz e d7 " Aigist 2015)

Refom Srategc Framenorkio Adian 201205 JRL iy

a.govalk Asgtrala201L: Netind

2
e o aneg Dol (Aaesed7thAugit D19

3. healthgaiau heDemrtnet d Hedth Ruiav oiMalcae logls Repat totheMister for Hedthard Mrister fo Sprt, Honeth. | AwilzbleFromURL  fitps /ww. twagaia usite stupbadshwawir:
drategic-famewak 6rzcton201110pd (Acesed7thAugis D19

4. 2 Depatment abin

nd, t e, Rdesard Hedth, lsues Pager 3 Deerber 2014 Avaitie Fram UR.
hitps// sppaHeath |suesPpapd (AweseddthAugis D15

3, healtvgoiau Doatmant d Kt A Bulcha 2 Gty Mimay HedthCas Sctan, Autalds it NatpmiPrrry HellnGae SrabgPubiantorsNumisrGSa. Awibtefrom &

 phel 20 i (ke sed7thAgut

Avilblefran UR. http/fwwws.h tes/upls SHWABWRO B Rurd nd-

& hua govau HedfnVortoreAusrdia (D13 Nators Rurd andifemd Wordac elmaation
mSmey - 1pdiiceed &h Aigis 205)

7, hue govay Hedthlorore Autaia Fima e ad rende. ityd xesan
e e e2l oA e mhropubishin
e

References

8 umlhedthadriapua Rslard Rgom HedthAutraliaAutriia Hath Mrsers Cofgercelatond SrataicFrmenorkla Rurd mdRe ot Hath, Canmonualtnof Aisrala2012. Avite

from URL VEBDDI8E | POGICRS DF ODIDCESF e NaiqidSirde g ranaworkiaf (o= 4thAgt 205)
Solgsitheau Dpatment d Hath.PivaryHalh Nevorks (PHYS Awlletran UR. g/ hoth ah Aigut
10 FindngPod Hipiiwy « .

11. Powell B Plysiom Asistants Suckns Journd,Vd 4 Isuel,203,

2RI OB TR A BT b DL SR8 2L TBF A, 2 e r OP soriasin rualAustria Gattn htitte Meltmume Awilblefrom (KL ftip/jgdtanauayup

Ao 19ANA BN BPTR OOl A Qe midind o R HE UEARA R B  GosmnceGuickIne D uneNumts QH-DL-B7:D14 Asilb fomURL

e i lanmn
it BB

SRR R T R R A AR e ARt

A it B s MMl gy nSeans Profesor Nopier Trorson, Grapy

L5135 AR PIR RS St Plysdm AssantCldlGovmarce Guddire Docurert Number QHEDL3F 201 4. Awietram UR. b/ b thddgrauighpdt o credioh

References

b Hace Caindlard the HES hdustry, WakngTegehe. Aailabe franURL. hib:/workoreo
D15,

20 14/10\ETin.S lodsFa tshed-Paamedepd (

17. P jics Austrdaia ard R ranadic regu 5 teAusrin Hath Mrisers Ry Carcilonsltatonoms: Optorsfor Reldion d Praneds Sptanter D12
Awilable fran UR hitp#/iha Uil 205 dcRRegdrdioni (kased 7" Agust D15

18, Thompsn C Wilarts MarsD, ol KibelC Quiriey K Edcamang Arde en P Moo M(D14 HIA ExpancbdSores d Pra Balwton Exend ara b
Project FiralR fut ®

19. Hendersonl, Ribes L, DariseK, Wion C GranttamH. Rmrtitaatue reiewor te & on-tangprt d:smsintheout d hapitd seting Airdes Universty, Sthaolof Mdiare.

4 mdRande Heth 4 Ausirala:a sayof fexbliy mdinmwdion. Aaib e fromURL Hy h B78pd
FERd SR

21, ihpa.@ua Indrlert Hapitd PrcirgAutiory (HPA) Natorm Hospitd Gt DtaColedionAustrin Riblc Hospials Cat Rengt 202213 Rard 17 41Wiat wes theaeragscot ofa
emergeng pesntdiod Aliblefran UR.ht _Vlp-dalp—d-1( Acesed10thAlg st 205)

22. Cooper § Bt B,BlackS, Bans C,Rea|C Wiliams§ & d. Theemeging rdeoftheenerg iy areprattime. Eneg Ml L D04Sep;2(5)6148. 2 D12

23. Mulholand R OMesraP,aller J, Strlirg C TouleV. Mitidscigirmry PractceinAdion: TheRualParanedc —Its Not Gilylights ard Sters AutralaianlounalofPaanedcneVdune7, ke

24, Victor CR Rk L. ChamtC Wish S, Hdmes D. Whoals 999ard why? Asuney d theamegeny vorkoad d tre lovdon Anbuae Snice.JAcl Enag Md. D9916174-8




References

Penny apkAG,Makower RM MorisonWG. Use df tie ainrer P P
267,

25, s JRS@ M
1991:84.

d grerd paditing md 999

26. blsgow Bueas d latou Stistics What Plysdan Asstants Do Awilzblefran (RL.tl hir#tib-2 fcassed 8V August 205)

27, nceparetNatora|Cor
f(Acesed 9h Aigust 20.

mmision @) @ tiftimof MyscanAsisans 203 Satiticd Rofleof @ rtiied Plysaa fsigants i AmulRemrt d tre Naind Conmisionan Catifeation  Plysaan
Asigants Awilabe franURL.htps// 1 PApd ).

28. Rawen S,Tppdt \ fergisonJG, Snih S.Anexpbraion f epancedpaanedchelh@reroesfo Queerdard. Austrdian Cente fo Prehapitd Reach TheUniersityof Qeendad Senbe 206
BRSSPy Al BAS ST K IO BT T MRS P it 205
B RS SR BRI Mgt M5 GnPaaede / BUSwok?Bemn | Ly FreDidn, Ly W Al

Bl 98 cluay BrmgmhonineEdthComnUs sty telia Woglad M (206 Trefab  tre RiramalicPratition inthe UK Audtrdaian ouralofParandeire, 4(3. Aaibbe fomURL

2, Ihe,Caupqlpf AmtulmceAutiorties Te Fadas AffecthgtheStppy o Haath ®nicesmdMadia PrdesiondsinRurd Aea Sibmision b tre S mteSardirg CanmittonCommunty Afars

33, healtibulgtngEa uAuralenindgmais Hath Buldin Wht prinay fedthcaessnies hauldresicerisof nralard rande Aisralabeabieto ace A yystamdticrevian d ‘cae” prinay fedth

htt 3 F2.863131B 215

10/14/15



