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EXECUTIVE SUMMARY

The Paramedic education: developing depth through networks and
evidence-based research was a collaboration between the nine
universities that had undergraduate paramedic programs in 2006 and the
Australian College of Ambulance Professionals (ACAP). The project
proposal was first presented at the 2006 ACAP annual conference in
Adelaide. A Steering Committee was appointed and the proposal
prepared and submitted to Australian Learning and Teaching Council Ltd,
(formerly the Carrick Institute for Learning and Teaching in Higher
Education) under the Discipline Based Initiatives Scheme.

The primary aims of the project were three-fold:
To investigate the following two questions:

)] What can be learnt from international pre-hospital service providers,
professional associations, universities and the research literature
that might contribute to meeting the future educational needs of
paramedic graduates in Australia?

i) What international and national models of collaboration and working
relationships between ambulance service providers, professional
associations and universities offer best practice examples for
fostering an ideal working relationship for the education of future
paramedics?

The third aim was to formally establish a paramedic academic network to
foster the exchange of educational ideas, and to further collaborative
educational practice within the tertiary sector.

Data gathering included interviews with paramedic educators in the
United Kingdom, New Zealand and Canada, focus group interviews with
key academics, industry leaders and paramedic unions in all states in
Australia, and a review of relevant literature.

The Steering Committee meet twice; first in September 2007 and then in
February 2008 to refine and ratify the project process. The project team
and directors meet on a fortnightly basis via teleconference. The
inaugural meeting of the Australasian Paramedic Academic Network was
held on September 4, 2008 at Victoria University, Melbourne.

Key outcomes of the project are:

e Future Education of Paramedic graduates
This report scopes the current issues being addressed by university
paramedic programs in Australia and then details international and national
developments in the field that address these issues. Importantly, the report
canvases ideas for effective paramedic education for the future in line with the



COAG reforms and Productivity Commission (2005) recommendations on the
future of the health workforce (2005). The two major educational issues
identified were i) differences between industry and universities over road-
readiness, and ii) the need to identify a signature paramedic pedagogy;

e Guidelines for relationships with industry

The report on processes and models of engagement between service
providers, universities and the profession outlines strategies engaged in by
other professional groups to enhance the smooth transition from university to
employment for graduates. This section also reflects on how the profession
might respond efficiently to the changing role of experienced paramedics, and
address the demands placed on services to respond to COAG and the
Productivity Commission (2005) findings. Analysis of focus group data
indicates considerable tensions and differences in expectations between
industry and the tertiary sector still prevail. A major tension is whether
students should be educated for specific services or for a health professional
role. Importantly, this study established the paramedic profession as uniquely
placed because of the i n d u s mangpdlys employer status. This report
concludes that much can be learnt from other professions, but the unique
status of the industry presents the profession with opportunities for innovation
not possible for other professions;

e The establishment of the Australasian Paramedic
Academic Network

A major outcome of this project has been the formation of the Australasian
Paramedic Academic Network. The inaugural meeting was held on
September 4, 2008 in Melbourne. This forum provided an opportunity for 62
educators, service providers and professional association representatives
from Australia and New Zealand to meet and establish the Network. The
development of aims, objectives, membership, leadership, nomination and
election of officer bearers will be completed by 2009 and the group will
formally meet in New Zealand at the annual ACAP Conference. The Network
will initially seek an alliance and support from ACAP.



CHAPTER ONE: THE PROFESSION AND DISCIPLINE OF PARAMEDIC:
CONTEXTUALISING THE ISSUES

University based paramedic education into the next decade will require
collaboration across the three sectors: service providers, professional
associations and universities, in order to meet the requirements of a rapidly
changing health care industry dealing with tight budgets, isolated populations,
workforce shortages and new models of care. The aims of this study are to
answer the following two questions:

i) What can be learnt from international pre-hospital service providers,
professional associations, universities and the research literature
that might contribute to meeting the future educational needs of
paramedic graduates in Australia?

i) What international and national models of collaboration and working
relationships between the three parties offer best practice examples
for fostering an ideal working relationship for the education of future
paramedics?

In addition, a third aim was to establish a network of paramedic
academics across Australia and New Zealand.

Background to the study

o Paramedic education in the university sector in Australia

The discipline of paramedic education is relatively new in Australian
universities. In 1994 Au s t r &r$t unavérsity based degree qualification for
paramedics, the Bachelor of Health Science (Pre-Hospital Care) was
established at Charles Sturt University in NSW (Lord, 2003). It was the result
of collaboration with the Ambulance Service of NSW aimed at increasing the
professionalism of paramedic officers and developing new allied skills such as
health services management. Working paramedics were given significant
Recognition of Prior Learning (RPL) for their in-house diploma qualifications.
The pre-employment course was established fulltime at the Bathurst Campus
in 1998, and the course structure and teaching methods were evaluated to
help it meet the needs of cohorts of school leavers without work experience.
In 2001 the NSW Nurses Registration Board approved C S U esw four-year
integrated Bachelor of Nursing/Bachelor of Clinical Practice (Paramedic).

Other universities quickly established degree programs, beginning with
Victoria Universityd sconversion program in 1995, and its three year pre
employment degree in 1999. The Flinders University conversion program was
established in 1996 and a three year pre employment degree in 1997. Tertiary
level paramedic courses are now available in all states of Australia. In each
state there is an ambulance service answerable to state bodies, working in
discrete collaborations with universities. At present only three states (Victoria
Western Australia and South Australia) have discontinued all in-house
paramedic programs and made the move to an exclusively higher education
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model, although Victoria has made some transitional arrangements for 2008
to meet workforce demands with the recent amalgamation of ambulance
services. In Queensland where three universities have new paramedic
programs, the Queensland Ambulance Service (QAS) is committed to a move
to a tertiary education model. The first cohort from Queensland University of
T e c h n o |Badpelod ef Health Science (Paramedic) graduated in 2007
(Fawcett & McCall, 2008). In NSW where graduates now make up 10 per cent
of recruits, there is also a commitment to make a rapid transition to a
university model (NSW Department of Premier & Cabinet, 2008).

° The wider health sector

The transfer of paramedic education and training to the university sector is
occurring at a time of significant reform within the health care industry. This
reform is not isolated to Australia. Its origins lie in the a world wide shortage of
health professionals, increasing consumer demand for high cost medical
technology, increasing life expectancy, particularly in the developed world,
and a shift in the disease profile from acute infections to chronic diseases.
These trends have called for more highly skilled health professionals at a time
of significant labour shortages. A number of Western countries initially dealt
with workforce shortages through immigration programs. For example, in rural
and remote Australia up to 30% of medical practitioners are overseas trained
(Productivity Commission, 2005). However, the issues confronting the health
sector are not simply labour shortages. A more accurate analysis suggests
the system operates inefficiently with many professionals under-utilised given
their skills base. The solution to more effective productivity lies in innovation
and increased flexibility including role substitution (Productivity Commission,
2005).

In the Australian context the major driver for reform is the Council of
Australian Government (COAG), specifically through the National Health
Workforce Strategic Framework Taskforce (NHWT) currently under the
direction of the National Health Workforce Taskforce. The other major impetus
has been the 2005 Productivity Report; Au st r al i &vérkforcd.dath theh
Productivity Commission Report and COAG have worked in tandem to define
the health workforce crisis as more than a shortage of trained personal, to one
of a need for new ways of working and thinking about health care. For
example in 2006 COAG responded to the Productivity Commi ssi onads
recommendations endorsing a number of them as consistent with its own
agenda. While all twenty-one recommendations are relevant to the Paramedic
profession, those dealing with Workforce Innovation (4.1), Education and
Training (5.1; 5.2; 5.3), Accreditation (6.1; 6.2), and Registration (7.1; 7.2;
7.3), are of particular importance to the university sector. Ambulance services
will take particular interest in those recommendations dealing with Workforce
Planning (9.1; 9.2) and Rural and Remote issues (10.1; 10.2; 10.3).

COAG and the Productivity Commission Report both argue that inefficiencies
in the Australian health care system arise out of practice restrictions placed on
a number of professions, particularly nursing and physiotherapy and we would
argue the paramedic profession should be included in this list. These
restrictions curtail the full development of multidisciplinary care and the
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efficient use of professional skills. The solutions being proposed are to some
extent contradictory. They include role substitution, a shift to competency-
based training over time-based education, the creation of new generic
professions at the VET level and changes in funding to support shared and
multidisciplinary care. The challenge for the various professions is to position
themselves to make the best of these innovations in the interest of providing
career opportunities for their members that ensures they stay in the health
field. At the same time these reforms raise issues of concern, particularly
around safety and risk management. While the National Health Workforce
Taskforce (NHWT) is consulting with the professions, a number of innovations
are proceeding without due consideration to industrial issues, or to existing
career structures. It is also true that a number of the states are forging ahead
with reform independently of the Commonwealth due to frustration with
delays. Examples include the proposed Queensland and South Australian
decisions to trial Physician Assistants and in the case of Paramedic, a range
of state-based trials for advanced/enhanced paramedic practitioners.
Similarly, a number of states are exploring the employment of increased
numbers of allied health assistants with an expanded role and career
structures offering articulation into the professions.

These developments can of course be seen in a positive light. The NHWT has
also commenced an examination of issues associated with clinical education
for health professionals and is proposing a National Health Workforce
Training and Education Council and a taskforce for dealing with clinical
education. Reform is likely to push standardisation across the country of
clinical education in terms of hours and competencies. Further support for a
national standardised approach to clinical education will come from the
proposed new registration, accreditation and disciplinary body, the Australian
Health Workforce Advisory Committee (AHWAC). This body will initially
encompass medical practitioners, nurses, midwives, pharmacists,
physiotherapists, psychologists, osteopaths, chiropractors, optometrists, and
dentists (including dental hygienists, dental prosthetists and dental therapists)
and be in place by 2010. COAG moved this proposal one step further in 2008
by signing the Intergovernmental Agreement on the Health Workforce.
Presumably other professions, including paramedics will seek to be admitted
to the national registration and accreditation body given the power this body
will wield in terms of resources and government sponsorship. Despite this, as
late as 2008 the CAA was against national registration, primarily out of
consideration for the number of volunteers working for ambulance services.
However, lack of national registration is not an impediment to the adoption of
national standards of clinical education; already podiatry has sought inclusion
as have Aboriginal Health Workers. Importantly, this move will assist
professions to standardise registration across the country in what is now a
difficult nine jurisdiction system. The CAA has already moved towards
national accreditation of education and training programs in what is seen by
universities as a highly positive move.

Other examples of innovations being trialled in a number of jurisdictions in
Australia are broadly defined as 6 h o s p v b & 0 asanemes These are of
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particular interest to paramedics as they occur at the pre-hospital level. These
include:

e programmes in chronic disease self management whereby people with
chronic conditions in collaboration with their GPs are being trained to
self manage their condition in an attempt to reduce hospital
admissions;

e the creation of new health professional and occupational groups such
as Life-style Coordinators to assist people at risk of chronic illness to
avoid hospitalisation through health promotion activities;

e the extension of Medicare rebates and prescribing rights to a range of
allied health professionals and nurse practitioners in an attempt to
provide more comprehensive and coordinated multidisciplinary primary
care; and

e the introduction of enhanced paramedic practitioners and paramedic
single responders working in pre-hospital settings to ensue patients
gain access to appropriate community based care and avoid hospital
admissions ( O 6 Me 2006a

These last two innovations beg the question of an appropriate name for
paramedics. As their work shifts and expands beyond stabilisation and care
prior to transport to hospital, the profession may require a new name. Already
forward thinking paramedics are exploring their role in primary health care, as
opposed to primary care, and in health promotion and education.

o Issues within the sector of paramedic education

Paramedics constitute 1.5 to 2% of Au st r a4b0,0a06 paid health
professionals with approximately 7,000 employed by state and Territory based
monopoly employers. The growth in paramedic numbers between 1996 and
2001 is around 12.5%, similar to that in medicine at 12.6% and greater than
for nursing at 7.3% (Productivity Commission, 2005).

The majority of academics teaching in the newly formed university programs
are experienced paramedics, or in the case of the supporting sciences,
academics seconded from other health programs. There are a number of
professional challenges facing these paramedic academics. As previous
employees of ambulance services they must develop robust mechanisms for
maintaining industry credible curriculum, yet meet the demand for an
autonomous university program. They must also balance the need to
maintain their own clinical expertise, while at the same time devote
considerable effort to achieving credibility in the university sector through
completion of higher degrees and the development of a research profile’.
Likewise, those academics teaching the supporting social and behavioural
sciences (sociology, psychology, communication skills, law, ethics and
research methods) to paramedic students require a deeper understanding of
the industry in order to demonstrate the relevance of this knowledge to the
profession.

Some states still recognise VET sector on-the-job training, which competes
with university programs complicating job prospects for graduates.

! Nursing and Midwifery allow registration for educators. Should a Nurse Educator return
to clinical work they are required to do a refresher course.
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Complicating this, as recent research (Waxman and Williams, 2006) shows,
there is considerable resistance by university graduates to moving interstate
or to rural and remote regions for employment. This leaves services with on-
going difficulties in balancing workforce needs, and universities with the
problem of graduate employment. In South Australia the ambulance service
has dealt with this by sponsoring a number of ambulance officer volunteers to
complete the degree program and move to paid employment within the
service. These candidates have transferred to full time employment and
committed to live in a rural or remote location in return for financial assistance
in completing the paramedic degree program. Ambulance Victoria will trial a
similar program in 2009. Attracting health professionals (nurses, doctors,
allied health and paramedics) to rural areas remains a major issue in the
Australian health care system with mixed success from the various incentive
programs promulgated by the Federal Government.

Tensions between service providers and universities over whether graduates
should be work-ready or require internships have not yet been resolved to the
satisfaction of both parties, although research by Dawson (2008) now
indicates that the majority of graduates are adequately road-ready® within 12
months of graduation. Further to this, university applicants tend to be younger
school leavers, while Vocational Education Training (VET) paramedic
programs attracted a broader population range. Differences in maturity
between these two cohorts confound what is understood by road-ready; is it
facility in the performance of clinical skills, or is it a capacity to respond to the
social and interpersonal issues that arise during on-road emergencies or
during a routine transfer of an elderly patient from hospital to nursing home?
This tension also brings into relief differences between the VET sector and the
universities in approaches to education. While these differences are
traditionally polarised as competencies versus theory, as O06 D o n (2@06) |
notes they need not be mutually exclusive. Another challenge for universities
is to take seriously their responsibilities to provide in-service education for
clinical educators employed by service providers who mentor students during
their on-road placements.

These issues are compounded by reform within the higher education sector.
Several universities around the country are shifting health professional
education to the University of Melbourne graduate model. Examples, beyond
the University of Melbourne include the University of Sydney, the University of
Western Australia and La Trobe University. The University of Ballarat already
offers a Graduate Diploma for applicants with an undergraduate degree in a
related field such as nursing. The graduate model would see the base
paramedic educational preparation at either Masters or Graduate Diploma
level. While this would provide an additional year of education with opportunity
to increase the science component in the first degree and to produce a more
mature graduate, salary, career opportunities and workforce needs will need
to keep pace with these developments. The anomaly here will be that in some

> The concept of road-ready remains undefined in this research. The study found that
there was no shared definition of what this term meant with differences across industry
and between academics. See Chapter Six for discussion on road-ready.
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states paramedics may well have post-graduate qualifications, while others
will be VET sector trained. These issues can be resolved if paramedics comes
under the Federal Government& proposed framework for accreditation and
registration of the professions, and through the development of a national
career structure as has occurred in Britain. Impediments include the fact that
Australia is a federation of nine jurisdictions, unlike Britain with its centralised
National Health Service and the concern for and on-going reliance on
volunteer paramedics in many rural and remote regions in Australia.

A total shift to university based entry into the profession has and will continue
to disenfranchise some population groups who previously were able to take
up this career opportunity because of on the job training and income. Finding
ways to open up university education to these groups requires innovative
thinking and the development of alternate pathways. Conversely services now
have to grapple with a younger workforce and in some instances significant
increases in the number of female graduates who may interrupt their career
because of family responsibilities. New flexibilities in career pathways are
required to meet the needs of this emerging cohort.

A number of university programs initially provided education for a specific
service provider. Establishing Memorandums of Understanding (MOUSs) that
satisfy the mission statements and strategic plans of both the ambulance
services and the universities requires maintaining and nurturing existing good
relationships as service providers become more hyper-complex and
universities grapple with rapid change in the higher education sector. Current
difficulties arise from limits on student quotas enforced by internal
arrangements within Universities, the difficulty of obtaining accurate workforce
predictions within services, philosophical differences in employment protocols
between the universities and services which can leave graduates without any
prospect of employment, and impediments against universities recruiting
overseas students given the limits on clinical venues. These issues must be
dealt with in order to maintain and nurture the good will of service providers
and enhance educational opportunities for graduates.

Clinical education - a key component of work readiness and capacity for
graduates to gain employment is major resource burden on universities and
ambulance service providers. Ambulance services provide student places in
an already over-stretched organisation operating within tight budgets, while
universities bear the high cost of clinical simulation equipment in an industry
severely underfunded. The fact that paramedic education is a new-comer to
the university sector in a time of fiscal constraint exacerbates this issue. Glib
recommendations for students to do clinical placements in other venues such
as hospital critical care units miss the point. Clinical facilities in many
instances are saturated with students from medicine, nursing and allied
health. Reform of clinical placements is now being addressed across the
sector with many state governments centralising arrangements.

. Networking for paramedic academics

As a consequence of dealing with the above issues there has been little time
for academic educators to formalise and develop collegial networks across
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the university sector in order to foster best practice curriculum design, to
share solutions to sector-wide problems, or to explore the most effective ways
to work with the major professional associations; the Australian College of
Ambulance Professionals (ACAP) and the Council of Ambulance Authorities
(CAA).

Other academic disciplines have established formal networks in order to
foster the development of their programs within the university sector. These
networks or associations lobby government and enable academics and
researchers to maintain a close working relationship with the profession.
Examples include the Deans of Arts, Social Sciences and Humanities
(DASSH), the Council of Australian Law Deans (CALD), The Council of
Medical Deans, the Council of Deans of Nursing, and the Australian
Psychology Educators Network (APEN). Opportunity for paramedic
academics to establish a network of paramedic academics with a focus on
collaboration with the profession in the development of solutions to shared
problems would be an effective use of resources and assist the CAA, the
major representative of the service providers, in its goal of planning for future
workforce needs.

The Australian College of Ambulance Professionals and the CAA have made
significant contribution to the development of paramedic education in
Australia. ACAP has developed a post-registration professional development
program, and runs an annual research conference for the dissemination of
evidence-based paramedic practice which exposes the entire industry to
national and international evidence-based research. Both these professional
associations have done much to move paramedic from an occupational group
towards full professional status. An issue not yet resolved is how to refer to
paramedic as a health profession. Paramedic is not formally recognised as an
allied health profession, nor do all paramedics welcome this term. The Allied
Health Professionals Australia (AHPA) does not recognise paramedic as an
allied health profession, yet the Productivity Commission acknowledged that
at times paramedics were included under this heading (Productivity
Commission, 2005). In South Australia the state government has formally
defined paramedics as an allied health profession that provides clinical
treatment (SA Health Department, 2007). While there is debate over the use
oftheterm 6 a | h & & Ichb &ltérnative term has been coined.

This is an issue of serious concern to paramedics, many of whom see the
move to multidisciplinary care and role substitution as innovations that may
well blur the boundaries between professions. Significantly, major
developments in careers structures, and by default in the professionalisation
of other health workers, such as nurses, has not been achieved by
professional associations, but through the industrial process. For example,
since 1996 major changes to the nursing and midwifery career structures has
been achieved by the Australian Nursing Federation (ANF) through the
enterprise bargaining rounds (Australian Industrial Relations Commission,
2007).
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The CAA represents the major providers throughout Australia and New
Zealand and has recently developed and instigated a professional
accreditation process for university programs under the direction of Professor
Judith Walker from the University of Tasmania (CAA, 2006). This process was
trialled with two universities in Australia (Charles Sturt and Edith Cowan) in
2007 with provisional registration applied to all other university programs on
approval of a written application for accreditation. There is no doubt that as
each university undergoes the accreditation new educational questions will
emerge that may challenge institutional diversity and educational philosophies
for both the universities and the CAA. What is clear is that the accreditation
process has not produced sufficient standardisation to allow paramedics to
seek employment across state borders without undergoing further training.
This issue remains problematic.

The CAA and the various services it represents are currently grappling with
calls for the development of an enhanced/advanced paramedic practitioner.
This extended role, already developed in the United Kingdom offers exciting
potential career paths for paramedics, one of a number of possible solutions
to the Australian rural workforce crisis, and an opportunity for universities to
develop post-graduate programs and to re-shape existing undergraduate
education with a view to the future. However, achieving a shared
understanding of what would be the ideal educational preparation for this
advanced practitioner remains a key dilemma to be resolved, and one that
must be done in collaboration. The CAA is ideally placed to lead this
discussion, but universities will no doubt want to offer the educational
preparation. Resolution of the issues will involve robust collaborations as the
profession works through possible inter-professional tensions and possible
public resistance to the paramedic of the future. The British experience found
the need to prepare the public for this new role (NHS, 2007)

A significant factor in paramedic education in each state is the fact that the
profession can be easily identified through a small number of services (most
of which are monopoly employers/providers), two professional associations
(ACAP and CAA) and a small number of research units. The monopoly
provider status of services means that universities tend to negotiate with them
over curriculum issues, unlike other professions that may well do their
negotiations with professional associations. The advantage of this model is
that universities can develop a clear link to industry and to the two
professional associations. At the same time some state services are out-
sourcing non-emergency care to private providers. Developing mechanisms
for collaboration across an industry expanding in terms of complexity, players
and graduate opportunities must go beyond the traditional university advisory
group structures to forge new ways of genuine and respectful collaboration.

Aims of the study (Vision)
This project takes the above 6 d e f iohthetsii d ru ag its stantifg point.

The aims of this scoping study were two fold. The first aim dealt with scoping
national and international educational developments within the profession with a
view to sharing this information across the discipline (universities) and profession
(service providers and professional associations). The second aim focused on
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exploring effective models of engagement between the profession/service
providers and the university sector in order to plan cooperatively for the future. This
was achieved through literature searches, interviews with international educational
experts in the discipline of paramedic and six focus group interviews within each
state in Australia.

The aims in detail are:

1.1To build on existing work done by CAA, ACAP and others (e.g.,
Brightwell, 2006a, 2006b; O 60 Me a2008) to map commonalities and
shared issues of concern within existing university programs of study,
bearing in mind that there will be considerable diversity in programs of
study;

1.2To scope the national and international research and grey literature on
contemporary developments in paramedic education that provide
models of best practice for the 21° century;

1.3 To identify a collaborative research agenda in paramedic education
that can be systematically addressed by the project stakeholders
through subsequent Australian Learning and Teaching Council
proposals and other sources.

2.1To conduct a scoping study that identifies the range of formal and
informal relationships between the profession and universities;

2.2To conduct a series of state by state focus groups composed of the
relevant universities, service providers and professional associations
that explores models of effective engagement in the on-going
development of paramedic education to meet the needs of rapidly
changing health services;

2.3 To examine the most effective way to develop a network of paramedic
academics that has the capacity to effectively engage with local service
providers across state and Territory boundaries, and with the two
professional associations in a shared educational research and
practice program that is sustainable.

Goals of the study

The study has produced the following:

1. A report that scopes the current and future issues being addressed by
university paramedic programs in Australia and then details
international and national developments in the field that address these
issues. Importantly, the report canvases ideas for effective paramedic
education for the future in line with the COAG reforms and Productivity
Commission recommendations on the future of the health workforce
(2005). Chapter Three addresses these issues.

2. A report on processes and models of engagement between service
providers, universities and the profession that outlines strategies
engaged by other services that enhance the smooth transition from
university to employment for graduates, responds efficiently to the
changing role of experienced paramedics, addresses the demands
placed on Services to respond to COAG and the Productivity
Commission findings, and provides articulation processes that allow
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career progression within the industry or a related heath field without
jeopardising the integrity of all parties. This issue is addressed in
Chapter Four.

3. A major outcome of this project has been the formation of the
Australasian Paramedic Academic Network (APAN). The inaugural
meeting was held on September 4, 2008 in Melbourne. This forum
provided an opportunity to meet with a critical mass of educators (62 in
all from Australia and New Zealand), service providers and
professional association representatives in order to maintain the project
impetus. At this stage it is seen as imperative to link the network to a
strong professional association for reasons of sustainability. The
processes for forming the Network are discussed in Chapter Five.

The success of this project

The success of this project owes much to the willingness of Associate
Professor Peter O 6 Me #ortaste on responsibility for the first project question.
Ann Lazarsfeld Jensen did much of the ground work on the curriculum and
her insights into paramedic signatory pedagogies provided a useful framework
for thinking about the profession. Assistance from ACAP was most helpful,
especially in facilitating the inaugural meeting of the Australasian Network of
Paramedic Academics and from Associate Professor Tony Walker for
ensuring liaison with ACAP was always easy going. We also owe a debt of
thanks to Helen Webb from Victoria University for hosting the Network event
at the u ni v e rciyicanydss Thanks should also be extended to those
academics who took time out from their overseas conference trips to interview
paramedics in NZ, Canada and the UK; Cindy Hein (SAAS), James
Thompson and Dr Claire Drummond (Flinders University) and Associate
Professor Peter O BMeara (Charles Sturt University). Richard Brightwell from
Edith Cowan University established the Network web site, Phil Clarke
(Flinders University) did much of the ground work on the Network during Tim
P o i n tstudydave and Dr Louise Reynolds provided additional references
that went some way to ensuring we captured work done in Australia and the
USA by paramedic academics. Importantly, the project team have remained
engaged in the study right to the end.

There is an assumption given the advances in communication IT that
academics can work across universities in easy collaboration. This is a myth.
There is no substitute for co-location and for opportunity to bounce ideas
around. In some ways this was achieved for this project at the annual ACAP
conference held in early September 2008. Many new ideas linked to the future
of the profession were discussed at this conference. However, inevitably the
organisation of the final report has fallen primarily to the project team and
leaders. There is always a danger that the ideas expressed in any report,
particularly in those sections that sum up findings, reflect the views of those
who write the last pages! Whether this is a limitation or strength remains to be
seen.
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CHAPTER TWO: METHODOLOGY FOR THE STUDY

Introduction

This project used a qualitative approach to data collection. This included a
review of existing literature, interviews with key personnel in the UK, NZ and
Canada and six focus groups in Australia. The project agenda was divided
into two distinct questions for the purposes of developing a review of the
literature. These were:

i) What can be learnt from international pre-hospital service providers,
professional associations, universities and the research literature
that might contribute to meeting the future educational needs of
paramedic graduates in Australia?

i) What international and national models of collaboration and working
relationships between ambulance service providers, professional
associations and universities offer best practice examples for
fostering an ideal working relationship for the education of future
paramedics?

The project team at Charles Sturt University managed question one along
with focus group interviews conducted in Victoria, New South Wales and
Tasmania, and interviews in NZ and Canada, while the project team at
Flinders University dealt with question two and the focus group interviews in
South Australia, Queensland and Western Australia and all interviews in the
UK. The budget was managed by the Flinders University team, with three
payments made to Charles Sturt in September 2007, January and July 2008.
Australian Learning and Teaching Council required two accounting reports;
one in February and the final one in September 2008.

The project process

. Ethics and project process

The project was presented to the Flinders University Social and Behaviour
Research Ethics Committee in September 2007 and received ratification by
the Ethics Committee at Charles Sturt University in early 2008.

The project team divided into a core and supporting members. The core team
was made up of Project Directors and a Project Team from Flinders University
(Willis, Pointon and McCarthy) and Charles Sturt ( O 06 Meamd laazarsfeld
Jensen). This team met fortnightly via teleconference facilitated by Lazarsfeld
Jensen. Notes, agenda, and minutes were posted on a shared web page
hosted by Charles Sturt University and managed by Ann Lazarsfeld Jensen.
The Steering Committee members had access to the web page and were
alerted on a regular basis to new postings, readings, or developments.
Several members of the Steering Committee contributed to the development
of the interview schedule, production of conference papers, organisation of
the focus groups sessions in their state and the final writing of this report.
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Three planning meetings were held during the life of the project. In September
2007 the Project Directors (Willis, Pointon and O6 Me a iplas) Melinda
Service and Richard Brightwell from the Steering Committee met in
Queensland to attend a briefing session sponsored by the Australian Learning
and Teaching Council. This provided opportunity for some modifications to the
project design including planning for a team meeting in February 2008.

The two project team members (Carmel McCarthy and Ann Lazarsfeld
Jensen) attended an Australian Learning and Teaching Council sponsored
Project Management workshop in September 2007.

Nine members of the Steering Committee met on 11™ February, 2008 at
Melbourne Airport. The focus of the meeting was to:

1. up-date team members on literature review data

2. work on refinement of the interview schedule

3. brief all the team on the focus group process. This included the
process for conducting the session and the role and responsibilities of
the Steering Committee members for each state.

4. receive from the Steering Committee the names and position of
appropriate personnel to be invited to the focus group in each state in
order to achieve across-state standardisation of participants

5. develop a process for communicating project outcomes to the two
professional bodies. Associate Professor Tony Walker, did this for
ACAP and Professor Judith Walker agreed to report to CAA at its June
meeting. Eileen Willis also made a formal report to the CAA at the June
meeting held in Adelaide, 2008.

6. plan for the inaugural meeting of the Australasian Paramedic Academic
Network (APAN) September 2008 at the annual conference of the
Australian College of Ambulance Professionals.

Two project papers were prepared for the ACAP conference. These are listed
in the references as O 6 Me andaensen Lazarsfeld (2008) and Willis at al.,
(2008).

The inaugural meeting of the APAN was held at the ACAP conference on
September 4, 2008 and chaired by Timothy Pointon and Brett Williams. A list
of names of possible members was provided by the Steering Committee from
each state and disseminated through out various networks in order to capture
a wider audience. All suggested participants were formally invited to the
inaugural meeting. The agenda for the meeting is outlined in Appendix B.

° Literature review

Background literature relevant to the two questions was systematically
collected by the two project teams. This was achieved through web-based
searches and contact with members of the Steering Committee. Much of the
relevant literature is in the form of unpublished papers, industry or
professional association reports, or commentary by key opinion leaders. The
project team members provided an initial inroad into this literature. Literature
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was also gathered as a result of interviews and contact with international
paramedic leaders.

Peer reviewed literature was sparse, especially literature relevant to question
2. Two issues are pertinent to this dilemma. It became clear very early in the
project that while there was a scarcity of literature on curriculum
developments in paramedic education for the university sector, there was
ample evidence-based research on the education and training of other health
professions such as medicine, physiotherapy, dentistry and nursing and
considerable grey literature on VET based programs (f or exampl e, 006 Me ¢
1997; Caldwell et al., 2008). A key project question arising from this must deal
with separating out transferable knowledge from data specific to each
profession. This has yet to be achieved, but could form the basis for a future
research projects. Secondly, literature on new models of collaboration
between the university sector and industry was almost non-existent. What
became clear is that new models of collaboration between the sectors will
probably only emerge as structural changes occur within the broader health
care system. For example the establishment of the Australian Health
Workforce Advisory Body by the Federal Government in 2007 may lead to the
development of Key Performance Indicators (KPIs) and principles for
engagement that require closer working relationships between university
programs and industry providers should the paramedic profession come
under this accreditation and registration body. The review of literature for both
project questions is provided in Chapters Three and Four.

. Interviews with key personnel

The interview schedule was designed to capture both project questions. A
draft was developed by the core project team (Lazarsfeld Jensen, McCarthy,
O 6 Me aPoiaton and Willis) and made available to the Steering Committee
for comment and finalised at the 2008 February meeting.

Interviews were conducted with key personnel within the university and
industry as well as Steering Committee members. Interviews with key
personnel were opportunistic. Five paramedics/academics from the UK were
interviewed by Dr Claire Drummond and Cindy Hein (Department of
Paramedic and Social Health Sciences at Flinders University) in December
2007 and June 2008. Associate Professor Peter O 6 Me aconducted two
focus groups in Canada in May 2008 and interviews in New Zealand in March
2008. The interview schedule was also sent to the Steering Committee
members with a request they send back their responses. Three responses
were received.

Interviews were taped and transcribed. They were not sent back to
participants for verification, unless requested since the focus group
methodology is presumed to have an inbuilt reliability mechanism (Grbich,
2004).

. Focus group process

Six focus groups were conducted with a selection of paramedic practitioners,
paramedic academics, ambulance administrators and the relevant unions in
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South Australia, Victoria, Western Australia, New South Wales, Tasmania and
Queensland between April 2008 and May 2008. The focus group format was
standardised (See Appendix C).

1. Focus groups sessions were organised by state based Steering
Committee members who were responsible for the venue, time, and
refreshments. They also assisted the project team in the conduct of the
sessions.

2. Focus group members were composed of heterogeneous groups of
academics and practitioners / paramedics and social scientists /
industry representatives and academics.

3. Focus groups were limited to 12 participants

4. The time frame for each focus group was approximately 90 minutes

5. All focus group participants were sent a pre-reading to stimulate
reflection. The pre-reading was Shulman (2005a).

Analysis of data

First level analysis was done manually by the two project team members
(Lazarsfeld Jensen and McCarthy) using a thematic approach. This was then
verified by Willis and O 6 Me aefae being written up. The draft was then
sent to the Steering Committee members for comment. Where appropriate
thematic issues were linked to the literature, or analysed in terms of current
directions in health care in Australia such as the principles outlined in the
COAG reforms, the 2005 Productivity Commission Report on the Health
Workforce or known state or federal government reform agendas.

o Issues of reliability and validity

The usual issues of reliability, validity and trustworthiness that accompany any
gualitative study also apply to this investigation. The project has been a
collective exercise with five people conducting interviews, with only an overlap
of two members of the team. Despite the best efforts at standardisation,
triangulation of approaches and member checking, not all analysis is free of
bias or accurately captures p a r t i cuiewsa Fhe ldest test of reliability and
validity of results is when findings resonate with the views of those reading the
account. As noted above following the first level of analysis, the draft report
was sent to the Steering Committee, all of whom had been part of the
interview and focus group design. They were asked to check the literature for
gaps, and to make comment on the findings. Their suggestions were checked
with the data, and if appropriate incorporated into the report. The major
limitations to the findings, results, and analysis come from the usual time
constraints associated with joint projects.

Conclusion

In many ways this report outlines the status quo, rather than what might be an
ideal curriculum or relationship with industry and the profession for 2013. The
value of the project has been in bringing together paramedic academics to
form the Network, and in identifying shared educational issues for future
study.
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CHAPTER THREE: THE PARAMEDIC CURRICULUM FOR 2013

Introduction to the literature

This review examines the literature dealing with innovation in paramedic
education in the tertiary sector with the aim of identifying emerging and
distinctive features of the discipline. The focus is on Australian literature,
published and unpublished, followed by a less intensive search of overseas
literature. The search of published literature was done using combinations of
the following keywords paramedic, ambulance, training, higher education and
education, with Medline and OVID from 1950 to the present. This search
produced in excess of 600 publications, but an analysis of the first 50 of high
relevance yielded only two Australia articles. The Emergency Medicine
Journal (EMJ) was a high yield search. A search of the Gale database of the
Journal of Higher Education (1987-2008) using the keywords paramedic,
ambulance and pre-hospital returned no results, while a search using the
keyword medical produced 10 journal articles dealing with medical education,
a few of which were relevant to emergency medicine, but none dealing
directly with education innovation for paramedics.

The grey literature was searched using Google and Google Scholar key word
searches, with the same keyword combinations as used with the peer
reviewed literature. The focus was on statutory or ambulance authority reports
and the training of academics in Australia and internationally. This included
specific ambulance authorities in UK, USA and Australia which were searched
by name for the presence of accessible online literature. This was
supplemented by unpublished material acquired from paramedics in the
project team. There was a low level of cross-referencing between publications
in all data bases. Clinical topics were well discussed, which is not surprising
because most journals are aimed at the practitioner, and the paramedic
academic is still rare.

Literature dealing with innovative approaches to teaching paramedic students
in Australian universities fell into four broad categories, the work of a handful
of academics. These were;

)] case-based and problem based learning (Williams, 2006),

i) simulation and other technologies in clinical education (Boyle, Williams
& Burgess, 2007; Brightwell, Stewart & Pask, 2003; Pointon, Clarke &
Reynolds, 2005; Reynolds 2007),

iii) s t u d epargpsctive on their clinical education (Michau et al., 2008;
Waxman & Williams, 2006; Boyle et al. 2008), and the differences
between competency and university-based programs ( O6 Do,nnel |
2006; Margolis, 2005; Raynovich, 2006).

Educational research drawing on both Australian and international literature

in paramedic education generated the following; i) the development of virtual

problem solving (Mackway-Jones, Carley & Kilroy, 2007), ii) the use of web
technologies for international classrooms to provide additional cultural
insights and different clinical perspectives (Williams & Upchurch, 2006); and

iii) issues of accreditation and benchmarking (BPA, 2006; QAA, 2004; Walker

et al.,, 2007) and iv) a small number of innovative ideas were evident in the
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USA literature.®> These categories can be further refined into the following
major themes: the impact of rapid changes in the health care sector on new
roles for paramedics in Australia and the UK; the problem of identifying the
distinctive characteristics of the discipline; the need to establish a unified
approach to work readiness within the curriculum; and flexible learning
approaches to teaching including academic literacy.

. The impact of major changes in the health care sector on
paramedic education

Au s t r &dalth xdres sector has undergone rapid change in the past two
decades making new demands on the education and training of paramedics.
Complex community expectations, social and economic pressures on health
services has led academics and industry to rethink the aims and expectations
of paramedic education in the light of the new models of care (Grantham,
2004; O'Meara et al., 2006). For example, following British proposals for a
new type of practitioner in emergency care, there is interest in Australia in
developing a @eneric health worker called a paramedic practitioner who can
move between a variety of community and health settings6(O'Meara, 2003:
199). Paramedic practitioners are not restricted to delivering patients to
overcrowded accident and emergency departments, but are educated to
assess, triage or treat patients in community settings, beitthep at i Bome 6 s
or in public spaces.

Several examples of this emerging role for paramedics can be found in the
literature. For example, the need to reduce transportation responses and
develop skilled practitioners was central to a pilot study of a B.Sc degree at
Coventry University in the UK, where academics hypothesised a sound
educational foundation would: @evelop research skills to support evidence
based practice, ensure credibility and recognition from other clinicians, and
facilitate student progression to higher levels of education and trainingd
(Gregory, 2006: 2). Similarly, the development of joint programs of study for
paramedic practitioners, alongside physician assistants and nurse
practitioners in Britain arose from an understanding of the efficiencies of
providing care in the community, rather than in overcrowded emergency
rooms of large public acute hospitals, along with the need for multidisciplinary
professional relationship in a range of settings. The strength of the London
Ambulance Service and St George®& program is that it allows all three
professions to select a tailored program from an extensive range of topic
specialties (St George®, University of London, 2008).

In Australia the recently developed educational program offered by James
Cook University at Mt Isa for paramedic practitioners meets the needs of
health workforce skill shortages in the remote outback (Raven et al., 2006;
CAA, 2008; Reeve et al, 2008). The challenge of Aust r admota 6 s

3 Despite the diverse and complex state of paramedic training in the USA, a search of the
literature using keywords such as paramedic and education did not produce many articles
focused on higher education or innovative teaching. The strong competency-based training
perspective was reinforced by some early research such as exploration of the perceived
importance of a set of 21 specific patient care interventions (Pollock, Brown & Dunn, 1997).
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population has also been answered in part by the exponential growth of new
technologies which has led to an evolution of paramedic practice. As Ball
(2005: 896) notes most Western countries are now dnoving away from a focus
on basic first aid and patient transportation to encompass higher levels of
patient cared

o Avoiding more of the same and addressing future needs

In Britain it has been recognised that ambulance services cannot be
enhanced by dnore of the samed (Ball, 2005: 896). The emerging industry
calls for a contemporary research agenda. B a | deview of British literature
intended to, @larify the future demands of the paramedic in the primary care
setting, and identify the basic skills, training and professional capacity which
paramedics of the future € require6 (Ball, 2005: 897). The pre-hospital or
primary care model calls for well developed clinical skills, combined with a
capacity for rapid, autonomous and informed decision-making. The need for
paramedics with the ability to utilise evaluative skills in critical situations has
helped define the role of universities in educating paramedics in Britain (NHS,
2007; British Paramedic Association, 2006).

The move to integrate Br i t ambulénse services into the health care
system began in 2003 with calls from the NHS for a more responsive Service
(British Paramedic Association, 2008). The strength of the British ambulance
service is its coherence when compared to the state-fractured Australian
model which is further confused by volunteer and St John Services, and
differences between rural and urban demands. However, as late as 2005 UK
ambulance services were providing paramedic training that, @oncentrates on
life threatening conditions with protocol driven practice, based on limited
underpinning knowledgeé (Cooper, 2005: 375) suggesting that a unified
system does not necessarily lead to quality education, or that university
claims to provide education in autonomous and informed decision-making is
being done effectively. Cooper provides a systematic analysis of the needs for
professional graduate level training, while Woolcock, Gregory and Jones
(2005) have taken up the critique and analysis of various syllabi and
abbreviated training programs, to contribute a pen sketch of what is needed to
produce autonomous practitioners.

Another quality central to autonomous practitioners is a capacity for
collaboration with other health professionals and engagement in
multidisciplinary care (Willis, Dwyer & Dunne, 2008). There is limited evidence
of this in the Australian research literature on paramedic practice or education
(Tracy et al., 2008; Williams & Boyle, 2008; Williams & Brown, 2007). The
explanation for this is partly found in the fact that in some jurisdictions
ambulance services have been outside the health portfolio, while in others
they remain under the control of St John Priory and as a consequence not
directly linked to the public health system. A second factor relates to the past
nature of the work. Paramedics have had few opportunities to discuss patient
outcomes with other health professionals or for that matter interact with
patients beyond the immediate presentation, assessment and treatment.
Despite these impediments, any development of expanded roles for
paramedics requires them to have a deeper and broader understanding of the
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healthcare system, including an understanding of the work of other health
professionals. This will need to be reflected in the curriculum. One example
taken from the international literature comes from Scandinavia (Hallikainen et
al., 2007). In this study an inter-professional program was trialled that allowed
medical and paramedic students to study together. To emphasise the
teamwork aspect of emergency medicine a three-part program of advanced
life support, trauma life support and acute iliness in childhood was taught to
the combined group of up to 25 students. Student feedback indicated that it
was regarded as an effective and useful way of enhancing skills and
knowledge and that it should be included in the educational curriculum
(Hallikainen et al., 2007). Work done within the Monash University program
also has a strong focus on teamwork in multidisciplinary settings (per comm.
Williams, 2008). Another example from the Australian context, found in the
grey literature comes from Flinders University where a first year topic on the
Australian health care system requires paramedic students to work
collaboratively with nursing, health promotion, dietetics and health
management students on assessment exercises that focus on understanding
a range of health professional roles (Flinders University, 2008).

. Identifying the distinctive characteristics of the discipline

A major focus of this study was to identify literature that defined the distinctive
characteristics of the discipline. A distinctive model of education can be
summed up in the idea of a Gignature pedagogyd(Shulman, 2005b) used to
describe the attributes, strengths, characteristics and unique concerns that set
one discipline apart from others in higher education. For example, the
discipline of nursing developed two distinctive signature pedagogies in the
1980s; these were i) defining nursing through a focus on care as distinct from
cure; ii) and grounding nursing theory in reflective practice rather than the
ideas of the various nurse theorists (e.g., Nightingale, Calista Roy, Leininger
and others) (Watson, 1985). What the nursing signature pedagogy provided
was a framework for understanding what professional nursing care was as
distinct from medicine or mothering, along with a move to critical reflection
and evidence-based practice. A paramedic signature pedagogy would
describe the priorities and purposes of teaching pre-hospital care in higher
education and would have its origins in a theory of the profession.

The concept of signature pedagogy was developed through longitudinal
studies into professional education conducted by the Carnegie Foundation for
the Advancement of Teaching based in the USA. It is based on a belief that
modern professionals cannot make decisions based on simple protocols. One
of Sc h u | mllusirdtiens is the medical teaching model of morning hospital
rounds where medical students, professors and high ranking doctors share
the brain-storming, evaluation and analysis of complex problems in their
search for answers and best practice. Shulman sees the goal of tertiary
education as answering the need for autonomous professionals who can dink
ideas, practices and values, under conditions of inherent uncertaintyd
(Shulman, 2005a: 19). He identifies signature pedagogies as those that
deeply engage students, and are visible in the learning process. For example,
while the interactive model of bedside teaching creates anxiety in students, it
also facilitates learning. Once the routine or predictable nature of a teaching

26



practice is established students can focus on content rather than be
overwhelmed by a variety of processes.

The use of signature pedagogies in higher education should produce
graduates who bring an additional dimension to their profession. Shulman
(2005b: 19) suggests that the genuine professional does not dnerely practice:
he or she performs with a sense of personal and social responsibility é they
must be characterised by integrity, by a commitment to responsible, ethical
service.0This implies that a signature pedagogy will shape attitudes towards
the profession that enable practitioners to recognise the social and moral
implications of their decision-making and practice. In pre-hospital care in
Australia this is an evolving, rather than established signature pedagogy.

By more clearly naming the unique attributes of the pr o f e s signatures 6
pedagogy, it becomes easier to map and identify those areas where further
research and development is needed. Using this model of signature pedagogy
three strands of paramedic education are evident in the literature:

1. Clinical skills acquisition;
2. Clinical apprenticeship; and
3. Clinical decision-making.

The first strand is self-evident, and further emphasised by the predominance
of clinical skills issues in the literature as outlined above (McGeehan,
Richardson & Bowers, 1997; BPA, 2006). The second and third strands are at
the heart of Wi | | ipablnatiéns as well as work by O 6 D o n(2088), Boyle,
Williams and Burgess (2007), and Waxman and Williams (2006). Williams
(2005) is clearly concerned with the development of independent clinical
decision-making through the use of case based learning. Clinical reasoning is
thought to be enhanced by providing a memory bank of cases, albeit
classroom samples, where the student has worked with others to plan a
response. Williams also explored the effectiveness of the universityd program
which utilised case-based learning by interrogating graduates entering the
workplace about their experiences. His work addressed both the adequacy of
educational preparation and the supportive structures in the apprenticeship
process. In relation to clinical placement, Williams found only one other study,
so that evaluation of pre and post educational models remains a significant
area for research.

The quantity of clinical placement and its timing varies dramatically between
programs across the various states, and the only consensus is that quality is
preferable (Grubbs, 1997). Williams, in his relatively small sample, found
limitations in the clinical placement model, and raised concerns about the
physical capacity of some female candidates, all of which point to a need for
further study. Similar interests in the use of both problem-based learning and
technologies was found in the English literature ( Mackway-Jones, Carley &
Kilroy, 2007).

Resource intensive case-based and problem-based learning models rests on
an extensive and reliable discourse in higher education which explores the
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role of problem solving in building team and communication skills and self-
directed learning (Kolodner, 1993a, 1993b). Problem-based learning has been
used effectively in medical and allied health education, although there is a
growing literature questioning its effectiveness from a resource intensive
perspective (Pointon, Clarke & Reynolds, 2005). The effectiveness of case-
based learning models developed specifically for paramedic education could
be an arena for further research.

The dimension that at first glance seems to be missing from the paramedic
signature pedagogy is what Shulman (2005a) suggested were the ethical or
moral preparation to serve communities and individuals in times that are
perilous and unpredictable. These are sometimes referred to as soft-skills, but
more accurately, dmon-clinicaléor @anderpinning sciencesé This dimension of
paramedic education is found in the grey literature of course descriptions. For
example, Queensland Uni ver si t y o BachelerohHeath Scignced s
(Paramedic) offers d’rofessional Studies§ Monash University offers
d&rofessionalism and Community Based Emergency Health Systems
which Explore(s) at an introductory level the professional self and
contemporary professional models including principles of ethical
practice standards, legal issues, and models for helping culturally and
linguistically diverse populations (online)6(Monash University, 2008).
The subjects of other university handbooks showed social sciences and
psychology content under a variety of subject names that may have
addressed this dimension.

Interestingly, the Australian programs appear to give more attention to subject
areas such as law, ethics, politics of the health care system, health
psychology and sociology and social epidemiology than those British
programs examined (Thomas, 2005; British Paramedic Association, 2006).
While the British university education programs for paramedics do incorporate
these subject areas into the curriculum they tend to be integrated into existing
paramedic practice topics (Thomas, 2005). Australian based paramedic
programs tend to have the supporting sciences as separate topics. While this
strengthens the theoretical component of the supporting sciences it does not
necessarily ground the knowledge in paramedic practice. One of the major
findings of this study has been the failure of the supporting sciences to
provide experiential learning. For example, the Flinders University curriculum
includes a topic in the health care system that presents health policy as one of
the foundations of as t u d eergor@akframework for care. Similarly the topic
in social epidemiology provides a secular rationale for understanding
disadvantage in healthcare, but more importantly, it provides an intellectual
tool for theory building that should allow students and graduates to transfer
learning to other situations across their professional careers (Flinders
University, 2008).

The centrality of the social, behaviour and human sciences is perhaps best
illustrated through the topic of death and dying. Literature exploring the
teaching of this topic was not prominent in the Australian paramedic literature,
although it is evident in the American and English literature through the pages
of the Death Studies journal, and Charles Sturt University deals with death as
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a stand alone topic in first year of the program with a focus on the social
aspects, rather than the complex clinical issues. A nationwide study of
paramedic training programs in the USA (n=537) found death education was
widely included in curricula, although there was a tendency to offer ethical
approaches, didactic teaching methods and formal written testing methods
(Smith & Walz, 1995). The lack of formal training among paramedic educators
to teach the social issues of death and dying, and poor utilisation of multi
disciplinary staff for the purpose of death education, were two key problems.
The need for better preparation to deal with the spectre of death in emergency
situations was emphasised in an editorial in the Annals of Emergency
Medicine, and in the work of Haughey (2000). The need for paramedic
academics to move into the social and behavioural education of students, or
for other staff to provide more grounded education is a further area for
development and research.

. Developing the scholarship of teaching in paramedic education

The absence of a sustained and cohesive discourse on the key elements of
the paramedic signature pedagogy points to a lack of research into the
education of the paramedic particularly at tertiary level. It is likely that authors
of articles that are concerned with pedagogy will continue to find it hard to win
a place in the extant journals, simply because of the emphasis on practitioner
concerns. Paramedic journals target practitioners rather than the small
number of academics, and a large proportion of practitioners have come
though competency models of education. However, a related issue was raised
at the 2008 annual ACAP conference. Several presenters argued that defining
the discipline was a difficult task, made doubly so by moves towards
multidisciplinary care, role substitution and blurring of professional roles
( O6 Me 2008a, 2008b; MacDonnell, 2008). These authors suggested that
the relative newness of the discipline meant that it was under threat given the
move towards multidisciplinary roles.

A second perspective in scoping the pre-hospital care higher education
literature is the development of the scholarship of teaching among pre-
hospital care academics. The scholarship of teaching is defined by Kreber
and Cranton (2000: 276) as a ¢rocess comprised of reflection on experience-
based knowledge and research based knowledge in teachingd Developing the
scholarship of teaching encompasses the application of teaching theory as
well as research and reflection on the discipline. Reflection results in
pedagogical knowledge which includes such things as capturing student
motivation, encouraging collaboration, meaningful feedback, critical thinking,
and development of teaching materials to address difference in learning styles
and learning difficulties (Kreber & Cranton, 2000). As paramedic academics
define and develop the scholarship of their teaching, they will also shape the
signature pedagogy that will profoundly influence the emerging new
practitioners, and ultimately, the industry itself.

The interactive processes in creating a professional body of literature are
essential to the development of thep r o f e saxzdademic$ (8Veimer, 2006). It
is not sufficient to produce material for its personal value as a publication.
Writing is a form of reflection and analysis that develops academics in the
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discipline. Reading professional publications is equally a form of professional
development that enables academics to sharpen their practice as they reflect
on the work of others. The development of the signature pedagogy depends
on a pool of academic publications, whereby the writers engage with one
another on issues that relate to teaching and learning. Signature pedagogy
emanates from mutually honed philosophies of education by research,
reflection and discussion.

The professional development of paramedic academics in the scholarship of
teaching, through reading and writing is complicated by the critical importance
of course content, largely relating to clinical skills. The presence of a set of
essential skills and knowledge that must be competently acquired gives
precedence and defines content (Walker et al., 2007). Yet the emphasis on
competency may also perpetuate teaching processes that are protocol-based
(McGeehan, Richardson & Bowers, 1997). This is partly attributed to the fact
that tertiary courses have been built on competency based models, taught by
paramedic academics who have come through the competency system
themselves, and little has been written about the assumptions underlying
these models. Brightwell (2006a, 2006b) insists that only evidenced based
clinical education separates universities from VET sector or ambulance school
competency based training, suggesting that the primary paramedic signature
pedagogy may still be competency-based education. O 6 D o n(2088) iakes
a similar claim. There is no doubt that internship programs conducted by
ambulance services for university graduates rely much on protocol based
education, although there have been suggestions that this is as much to do
with the learning styles of generation Y, as it is to do with any paramedic
pedagogy (MacPherson, 2008).

There is a vast quantity of published clinical research on pre-hospital care, but
a dearth of research and writing around the content and communication of this
within the tertiary curriculum. Paramedic practice in Australia is not well
described in international texts and references. The forthcoming book
prepared collaboratively by Australian paramedic academics, ready for
publication in 2009 and edited by O 6 Me amdaGrbich will hopefully be the
first of many (O'Meara & Grbich, 2009). This book addresses key practitioner
issues, and its presence in multiple universities will go some way to unifying
and defining practice in the Australian context. The text captures the broader
university agenda for paramedics.

In addition to supplying the ambulance services with quality candidates, the
university agenda includes the training of paramedics who will become field
leaders, lecturers, trainers, researchers and academics. Traditionally
university academics have also seen their role in discipline development. This
is highlighted in work by O 6 Me #200%). As Brightwell notes (2006), leaving
this process to chance is a high risk strategy.

o Establishing a unified approach to work readiness within the
curriculum

In 1995 the need for a unified approach to paramedic education in Australia
was recognised at a symposium in Adelaide (Grantham, 2004). Foundations
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for an agreement on standards between ambulance services were laid, and
the education committee of the CAA was established. In 2004 a second
symposium in Adelaide began to overcome resistance to national
accreditation and underlying this some standardisation. The potential for
greater co operation between employers and educators to produce adequate
numbers of work ready graduates was also seen as an important goal.

The work readiness of graduates has been identified as a key concern for
paramedic academics (Gibson & Brightwell, 2006; Lambert, 2003; O'Donnell
2006) although there are few descriptions of a work-ready graduate outside of
formal graduate attribute statements. Many professions share this concern
about the gap between education and practice. Bowman (2007: pl) stated:
&-ew medical students are prepared for the challenges that await them after
completion of formal trainingd The challenges Bowman described were
related to social awareness, and the need to give leadership in improving
community health care in remote regions. He described the best students as
those who often came through back-doors into the university, and had low
formal entrance qualifications, and came from the 70 per cent of the
population on middle and lower incomes. Those achieving medical leadership
were most likely to come from elite families and schools, and were poorly
equipped to understand the needs of middle-America. While the shift in
student demographic profiles following the move from in-house VET programs
to tertiary education is a known concern in Australia, along with a desire by
industry to have more control over student selection, we could not find any
discussion of it in the literature. It highlights an additional area for research.

Research and commentary on work readiness of university graduates is found
across a range of professions and is not peculiar to paramedics. For example,
in a study of Victorian child protection workers, a similar lack of work-
readiness was found in relation to stressful social realities (Gibbs, 2001). This
common complaint about work readiness across professions indicates that it
is not tied to skills so much as workplace culture and the more subtle
attributes of resilience, teamwork, and the ability to communicate with the
client group. Lack of maturity among pre-employment graduates is refuted by
some researchers on the basis that it was often conflated with lack of life or
work experience (Waxman & Williams, 2006) . Some programs define the
level of work readiness of their graduates. For example, Edith Cowan
Universityd rogram does not regard its graduates as work ready until the
end of a one year internship, despite the fact students are employed by the
service during their educational preparation. Flinders University similarly
regards the internship period as an essential component for authority to
practice.

The role of these internship programs in graduate education provides another
area for fruitful research. The recent research by Dawson (2008) is consistent
with work in other disciplines where it has been found that clinicians perceive
university graduates to very quickly gain the necessary skills of the
profession, usually within 12 months of graduation. For nursing students their
deeper theoretical knowledge was seen to position these university graduates
for more advanced practice (Goldsworthy, Pickhaver & Young, 1984). This is
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countered usually in the popular press with claims they have lost the skills of
comfort, or that work intensification and high patient acuity has meant less
time for patient-nurse interactions (James, 2001).

Graduate students have their own concerns about their readiness to be
working paramedics (Waxman & Williams, 2006): they expressed fears about
the availability of work, the recruitment process which includes behavioural
interviews and psychometric assessments, and the oppositional attitudes of
some of their mentors who were trained in the vocational sector and retain a
cynical attitude towards university education. These recruitment factors
remain points of tension between universities and industry and offer further
topics for research.

Considerable work has already been done in Australia by the CAA and ACAP
on standardisation, accreditation and possible registration of the profession.
The introduction of course accreditation across the country will have a
significant impact on curriculum in all universities. While it will not lead to
standardisation of curriculum, it should provide for standardisation of outcome
of all graduates.

o Attributes of work readiness in the nursing literature

One of the most significant contributions to work readiness comes from the
work of Patricia Benner (2001), a contemporary nursing theorist. Drawing on
the functionalist work of Dreyfus (NurseScribe, 2007), Benner categorised
professional nursing in to five levels of competence. The current Australian
competency standards are based on B e n n eappgiosich (ANMC, 2008).
Benner argues that there is a natural progression of skills and competence
within the educational process from novice to expert, and that universities at
best produce a competent novice. Novice nurses focus on the performance of
technical skills in a way that is both clumsy and often oblivious to the
humanness of the patient. This is to be expected of novices. It is only when
technical expertise is achieved or improved, and anxiety abates through
familiarisation, that the young nurse moves to attend to the interpersonal
aspects of care. This approach had particular relevance to nursing during the
1980s when theory development defined the profession as distinctly focused
on caring over treatment. Caring assumed much more than the performance
of technical skills; it assumed care through inter-human connectedness
performed by a professional with a high level of interpersonal skills and
operating out of evidence-based knowledge (Watson, 2001). An example of
this can be seen in the taking of a patient history or assessment. Novice
nurses follow a check-list, tick a box set of questions in order to obtain all the
necessary information. An expert nurse who is very comfortable with the
technical skills, to the extent that they are second nature, will obtain all the
necessary information for a nursing assessment through what appears to be
an ordinary conversation between two humans; one sick, the other caring.
Information useful for discharge planning will be gained simply by asking the
patient what they do at home or how they spend their leisure.
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. Attributes of work readiness in the international literature

In Britain work readiness has been a major factor in the type of university
based programs introduced. The mandatory establishment of 1500 hours of
clinical experience is one example (British Paramedic Association, 2006).
Research in this area has seen factor analysis methods used to develop a set
of attributes that could inform curriculum (Kilner, 2004). This approach was
motivated by the belief that the curriculum did not provide the range of skills
needed for modern practice, and was weighted towards dealing with life
threatening conditions which were the @omparatively uncommon é workload
profile of ambulance staffé (Kilner, 2004: 384). In each of three paramedic
employment categories, the desirable attributes of ambulance officers were
developed using expert panels. In each category, core clinical and
professional skills were foundational, with increasing emphasis on
approaches to health and safety, self management, life-long learning and role-
modelling, varying with the role. In some instances the generic factor label
masked the content, such as common sense as the most highly weighted
aspect of approaches to health and safety. Despite the curious homenclature,
factor analysis provides a set of attributes that could be developed through
curriculum modification.

An American study, by Grubbs (1997) used national data from accredited
programs to explore the experience of students in patient contact. He found
that: @uantity of patient contact experiences facilitates development of
judgment skills, and offers a value measure of progress towards competenced
Grubbs, 1997: 250). Quantity of clinical exposure is hotly contested in other
professions and COAG is keen to rule on this (National Health Workforce
Taskforce Report 2008). The problems of developing critical thinking in the
clinical setting were raised early in the American pre-hospital education
literature, but approaches became quickly dated by the forward march of
technology. Janing wrote (1994; 1997) that paramedic practice in the USA
was moving towards protocol-driven care and training remained rooted in
rational and technical concepts that were deemed inadequate for the
emerging world of ill-defined or unusual medical emergencies. Janing
conducted a two year longitudinal study with 55 paramedic students to assess
the use of written scenarios in enhancing self-directed tendencies and higher
levels of critical thinking. He found the targeted skills did improve although it
was difficult to demonstrate the effectiveness of scenarios in traditional
examination settings.

The disparities in training, lack of central licensing or accreditation of
individuals and courses, is also evident in the USA literature where there are
more than 500 training programs operating across all states: &n EMS in one
state may not have the same (or even similar) education, training or scope of
practice as in another state. This variation causes confusion among the public
and colleagues in other disciplines as well as making professional mobility
and recognition challenging6(Margolis, 2007: 250). Margolis has called for a
nationally consistent nomenclature and licensing in the USA with a
concomitant increase in higher education for EMS, that have been central to
the debates on future needs in both the UK and Australia.
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One of the most significant innovations relevant to education for Australian
universities is the British Paramedic Association development of a career
structure with associated expectations for education qualifications,
knowledge, skills and position descriptions (British Paramedic Association,
2006). The establishment of eight grades of paramedic from student
ambulance officer (Levels 3-4) through to Paramedic (Level 5), Specialist
Paramedic (Level 6), Advanced Paramedic (Level 7) and Consultant
Paramedic (Level 8) provides a career structure closely aligned with the
educational qualifications offered by the tertiary sector. Level 5 is equivalent
to the Australian associate diploma, Level 6 to a bachelor degree and Levels
7 and 8 require masters and doctoral qualifications. Two points are relevant to
this study: the first is the clear identification of knowledge and skills linked to
tertiary education; the second is the authoritative stance of the BPA in
defining what should inform the curriculum. While we found no articles
addressing the relationship between paramedic professional associations and
universities the possible synergies as well as tensions should not be
overlooked.

o Flexible learning approaches to teaching including academic
literacy

The development of innovative educational programs for paramedics in
Australia has its origins in the VET programs usually offered by state-based
ambulance services ( O 6 D o,r2006)] The issues faced by these services in
providing education to trainee paramedics already employed and often
working in remote regions and across a variety of shifts has resulted in
several innovations. For example the need for timely and accessible
education for a remote and time-poor workforce was a driving factor in the
development of Flexible Learning in the Ambulance Service of NSW. As a
Registered Training Organisation (RTO) the service delivers accredited VET
gualifications within the Australian Quality Framework (AQF). Flexible
Learning became a key strategy in 2002 to meet the needs of more than 2500
staff working out of 227 stations, two thirds of which are situated outside the
metropolitan area.

In a discussion of the development of the program Morrison and Matheson
(2002) saw the fixed income of the training division as a significant challenge,
and collaborative teamwork and training of ambulance educators as its
strength. Ambulance educators gained insights into Flexible Learning while
obtaining a professional qualification in e-Learning at the University of
Technology, Sydney. They developed course materials, beginning with a CD
that was primarily a text-dense repository of information. An educational
evaluation of the CD enabled the team to define the difference between good
computer-based resources, and a learning module with adequately planned
interactive engagement. Morrison and Matheson said they quickly recognised
the need to move beyond the provision of electronic resources, and the risk of
expensive technological failures, to the development of interactive programs
with a sound pedagogical base. With funding from both Flexible Learning
Leaders and LearnScope (DEST, 2006) it was possible to research the use of
pre-hospital simulation and scenarios in flexible learning, as well as enhance
educator training, and move towards sustainable strategies, including pre-
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hospital simulation and scenario training, to develop a ®@ationale (that)
incorporates issues of application of knowledge, reflection, collaboration and
meta-learningd(Morrison & Matheson, 2002: 4).

More recent flexible approaches have been developed by the South
Australian Ambulance Service (SAAS) in collaboration with the Flinders
University and are reported by Clarke (2008). This program arose out of the
shortage of fully trained paramedics in remote regions. The SAAS have
offered volunteer ambulance officers with base-grade qualifications from the
VET sector full-time paid employment along with generous education
resources to complete the Bachelor of Health Sciences (Paramedic) as
distance-based students. This has required the university to experiment with a
range of electronic tools for delivering materials. To date the solutions have
not been state of the art internet based materials because of the unreliability
of remote access in rural South Australia. This innovation came not from
academics, but from industry. It has also highlighted the need for further
development and research into the preparation of experienced paramedic
preceptors and mentors in teaching students and has highlighted cultural
differences between students (Clarke 2008).

The evidence of the effectiveness of online teaching for other health
professional courses such as nursing and allied health courses is conflicting.
There is evidence that stand-alone multi-media study facilities without internet
access, made available to nursing students, improves student results
(Brightwell, Stewart & Pask, 2003). Brightwell, Stewart and Pask (2003)
reported demonstrable difference in retention rates and grades between those
who did not use the enhanced learning facility, or those who used it only once,
and those who accessed it on multiple occasions. In a 2006 journal article
Hubble and Richards (2006) reported on the effectiveness of online teaching
using research with a small sample (23 online, 10 traditional students) that
assessed learning outcomes on the Grasha-Riechmann scale. Not
surprisingly, online students were less competitive or dependent in their
learning. The lessons from other professionally based courses may well
contribute much to paramedic education.

Besides ability to access learning material one of a raft of new skills needed
by all professionals in the information age is information literacy. This is best
defined as a set of specific skills for sourcing, managing and applying
information gleaned from various sources, including libraries and the internet
(Hamilton, 2008) for effective evidence-based care. One example of this is a
general academic skills including Information Literacy have been embedded
in the 13 week Professional Studies course offered in first year at Charles
Sturt University. Hamilton describes positive student feedback to the module,
which is a core pre-hospital care subject. The module aimed to utilise
Australian and New Zealand Information Literacy standards (ANZIIL, 2004) to
correspond to graduate attributes outlined in the CAA Guidelines for the
Assessment and Accreditation of university paramedic programs in Australia
and New Zealand (2007). Hamilton (2008: 2) describes the development of
Information Literacy as one of the keys d@o develop skills and attitudes that are
congruent with critical inquiry and evidence-based approaches to healthcare
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provision .6 Her concise description of Information Literacy development
implies that generic academic literacies are also embedded in core subjects
(Hamilton, 2008). However, there was no international peer reviewed
literature describing the development of generic academic literacies in
paramedic courses, nor evidence of research into the academic literacy levels
of undergraduate candidates, the unique requirements of the discipline, or the
specific needs of industry.

Concluding comments on the literature

Paramedic academics involved in innovative pedagogies are looking towards
technologies to enhance st u d elaatns@ experience and academi cs 0
teaching effectiveness. Online modules, simulations, videos and case-based

or problem-based methodologies are favoured. However, there is to date little

research evidence to support the application of these technologies to the

unusual demands of paramedic education, despite widespread generic

evidence of effectiveness, particularly in higher education literature. There is

also an absence of research and writing about non-clinical underpinning
education including bereavement skills.

In summary there is little high quality literature to validate some of the key
pedagogical practices in paramedic education, and insufficient evidence of
research into those elements of higher education that might distinguish it from
the competency-based training. There is a need for a broad cohesive
research agenda to legitimise the key aspects of paramedic education that
distinguish it as a profession or help to establish best practice. The specific
project questions arising from this review include:

1. the nature of multidisciplinary paramedic practice and the effectiveness
of multidisciplinary education for paramedics on patient outcomes;

2. the distinguishing characteristics of paramedic education that separate
it from medical, nursing and allied health education;

3. the distinguishing characteristics of tertiary based paramedic education
that take it beyond competency-based approaches;

4. the distinguishing characteristics of multidisciplinary tertiary based
education that enhance the defining features of the profession;

5. an evaluation of pre and post employment university models of
education for paramedics now operating in Australia;

6. an evaluation of clinical education in pre-employment models in terms
of quality, quantity and type of clinical exposure;

7. the impact of the shift from in-house on the job training programs to
pre-employment tertiary education programs on the industry profile and
on graduate work-readiness;

8. the relationship between university pre-employment programs and
internships offered by employers;

9. the features and qualities of professional education from medicine,
nursing and allied health that are directly transferable to paramedic
education;

10.the effectiveness of case-based learning models developed specifically
for paramedic education;
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11.the effectiveness of various approaches to the teaching of social,
behavioural, and moral sciences in paramedic curriculum; and

12.research to identify the education needs of paramedic mentors and
clinical leaders responsible for the training of students and graduates.

Focus group and interview report

@And the challenge | suppose is how do you educate for that
future? For that unpredictable future.6(Focus group participant)

The two models of university-based paramedic education in Australia, a pre-
employment and a contemporaneous employment model, face common
challenges in developing a cohort of 6 w orr eka drgdaates for the future and
diverse needs of the ambulance services. Key issues raised in the focus
groups in relation to the future development of paramedic education were:

conflict over expectations between universities and industry;

the low levels of soft skills/non-clinical underpinning sciences leading to
attrition of graduates;

attrition of recruits due to interpersonal conflict;

graduate transition to work and the internship;

mentoring of graduates by staff;

work readiness and the educational models; and

the dearth of paramedic academics to transmit to students the cultural
nuances of ambulance services.

N =

No ok ow

These issues are not peculiar to paramedic education. In many ways they
mirror the issues raised by practitioners, students and academics in other
health professions. They summarises an historic tension between university
objectives and industry expectations. These tensions point to the need to
develop a shared interpretation of trends that will influence future roles for
paramedics and a shared agenda for the development of graduate attributes
specific to paramedics for 2013. Although focus group participants knew
social change was remaking the role, the lack of clarity was intensified by lack
of agreement over domains of influence and responsibility and possibly also
by the fact that focus groups were made up of academics, union
representatives and practicing paramedics. These tensions are outlined below
and discussed in Chapter Six.

o The conflict over expectations between universities and industry

Confused expectations began with an assumption that the university could
supply work-ready candidates for both present and future needs:

&n the Ambulance world the concept of 6 y @allwer espond®d
has sustained us for 115 years but is probably not going to

sustain us for the next 50. So the practitioner in ambulance is

going to change in role and the universities have to be up to

speed to that challenge6(Paramedic).

While participants from ambulance services were quick to point out how much
of the work was now non-emergency social health care, they were equally
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quick to emphasise the need to retain protocol driven approaches for
emergency situations where students would be expected to follow
instructions. Graduate ability to function well in both situations was seen as
lacking, and this was a point of conflict. In some focus groups the level of
contempt between old school officers and young graduates, was palpable:

&ell | was 21 once, but you know, they d o nwéant to work
nights, they d o nwiamt to work weekends they d o nvéamt to
work public holidaysé ( Par amedi c)

Some of this conflict appeared gendered. Where there was a strong female
presence in focus groups, the expression of conflict was modified by an
educative and developmental approach to graduates. The potential for culture
wars between individuals with entrenched perspectives made it clear that the
ambulance services must educate and prepare their officers to mentor a new
generation whose skills are different, yet part of their future. Although most
focus groups pointed to the poor communication skills of graduates, there was
also a view that poor communication was also endemic in places where
command and protocol approaches prevailed. It is possible that the purported
failure of graduates to fit in is in response to a lack of readiness of older
officers to support young graduates. However, this issue is not solely the
responsibility of services.

The difference between protocol-driven approaches and autonomy in clinical
decision making was regarded as a cultural conflict between some students
and their mentors. However, it was also clear that some mentoring
relationships simply did not work, and that in some cases both students and
mentors were not flexible in their approach. The questions or criticism raised
by students were sometimes interpreted by mentors as either personally
threatening or a danger to quick response during road events:

dhe mentors, if they are not prepared properly, actually feel
threatened by graduates if they are not a graduate themselves,
and can actually then turn that into a negative6(Paramedic).

One male student reported unproductive conflict with mentors, although his
female colleagues experienced the difference in approaches as a constructive
learning opportunity.

d h e y bBeereeducated differently to what the people wh o 6 v e
come through university and learnt things differently, and

t h e yhévingetrouble relating themselves to the students, they

go, okay, well y o u beereat uni for two or three yearsand | 6 v e
h a v ebedn tn there, and | d o nkdoiv whaty o u dearmt, like,

| d o nkdotv what level you are atd(Student).

The potential for conflict between universities and ambulance services to be
played out through students in placement was well recognised in focus
groups. In some states the service saw itself, rather than student cohorts, as
the client of the university. The issues were specific to the kind of structural
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relationships that existed in each state, but interestingly, it is a problem that
exists in other places as evidenced by this extract from an interview with a
British paramedic academic:

& think the tension over who owns the program could be a
problem. Is it really an ambulance program being run at
university, or is it an academic program which the ambulance
service is buying i nt o é . wlhetamloularice service i t & s
dead program and h a s gobany business6(Academic).

The strengthening of relationships between university and services at
structural and administrative levels needs to include a more focused
educational strategy that empowers non-graduate serving officers to support
the graduate generation. Although universities may lack a clear insight into
the needs of 2013, there is a conviction that the resilience and flexibility for
new roles will require a critical, informed practice approach to the profession
and a commitment to lifelong learning, all of which are best supplied by
tertiary education, but much of which will be done post graduation. The need
to mentor or apprentice graduates into the role of working paramedic was
agreed on by most focus groups, and there was a general concern about the
capacity of the services to find suitable paramedics to fill the role of mentor,
and the failure of Universities to take up their responsibility in this area.

. Intrapersonal paramedic practice

MWe 06 gat together and developed a curriculum but whether it
really does reflect the job of a par a me dd « rébirtk we
[have] really defined what the job and role of the paramedic is
so we can build a curriculum. Most of the curriculum we have is
built on past experiences and histories of people developing it
rather than what the job is out there nowG(Academic).

In some universities curriculum has developed out of VET sector training, and
there has been insufficient time, research and expertise available to explore
curriculum in the light of service needs, and social change. Two issues need
to be clarified at this point. Firstly, we expected focus group members to
identify a difference between university graduates and VET trained
paramedics in terms of depth of theoretical knowledge of clinical issues. We
assumed this would translate into a deeper grasp of anatomy and physiology
and as a consequence graduate confidence in making accurate assessments
on road once skills had become habituated, possibly one or two years post
graduation. We pick up on this issue in later themes below, suffice to say at
this point that the major issues raised were lack of clinical competence and
the need for a curriculum strongly linked to competency in clinical skills.

In all states curricula appeared to be heavy in clinical skills and light on soft
skills, such as communication, teamwork, human understanding and
relationships. Given the historic context of paramedic education, it is probably
not surprising that most programs do not have a strong social science
perspective, and topics such as sociology and psychology are regarded as
non-core add-ons by some working paramedics and paramedic academics
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and with a lack of interest by many students. How much is necessary has not
been determined, or whether it can be effectively taught in an integrated
manner as is often the case in PBL approaches. Some non-clinical topics
found in the USA, such as social gerontology and bereavement education,
were not evident. Paramedic practitioners in the future may need an indepth
understanding of the social ills that compromise and impinge on health, such
as mental illness in the de-institutionalised society, social deviance as it
intersects with drug dependency, alcoholism, and long-term unemployment,
as well as cross cultural sensitivity, and issues of social welfare.

Sociology and social psychology are generally regarded as subjects that
develop critical thinking, social awareness and reflective practice. In saying
this it also needs to be acknowledged that critical thinking is a key component
of the teaching of clinical skills and many attitudinal skills are taught both
tacitly and overtly in these topics. It is also important to make a distinction
between the kinds of attitudes and responses that can be taught, and those
that emanate situationally from the personality of an engaged and reflective
individual. A competent practitioner may learn many skills, yet fail to perform
in a situation that requires flexibility, spontaneity and clear judgement. Despite
their best efforts to avoid recruiting graduates with socially dysfunctional
attitudes, this remains a problem in all states and indicates that the emphasis
on high score academic results in clinical skills does not necessarily produce
a compassionate and caring clinician.

Despite widely reported clinical competency among graduates who were
recruited, it was generally believed that more skills were needed than a
university education could supply. However, the focus groups often had
difficulty defining the missing skills, which could be described as intrapersonal
and interpersonal aspects of the non-clinical topics. Intrapersonal skills are
the self-awareness of reflection that enables clear judgement, allowing an
individual to focus outside of their own needs and emotions. Interpersonal
skills enable individuals to communicate an open and co operative attitude, to
ensure the smooth operation of a team. Without these skills the paramedic
may become an obstacle at a critical incident, and the capacity to learn the
theory of teamwork does not guarantee its implementation.

Although industry participants knew there was a missing factor in graduates,
some seemed to think it could be supplied by more of the same, such as
clinical skills.

| think the challenge foru ni v e r s iintthe eaBogalisat®n of
the basic anatomy and physiology development. Most of our
work occurs away from controlled environments, so the applied
anatomy and physiology has got to be quite situational. The
critical issue | am talking about is developing a judgement in
the practitioner so that the judgment is relevant and effective. If
they get the diagnostics wrong at the start t h e yflying élind
(Paramedic).
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In other focus group discussions the missing factor was named as maturity
and given as a common reason for the non recruitment of graduates,
particularly in NSW and Tasmania. Chauvinistic and non-inclusive attitudes
and poor empathy with the elderly were a growing problem among students
as well as inappropriate questioning of officer® decisions at critical incident
scenes. Non-clinical or soft skills were named in the Victorian focus group as
a problematic area for graduates entering their year-long mentoring program.
In Tasmania it was suggested that around 50 per cent of graduate applicants
to the service were rejected on the basis of a recruitment process using a
mixture of psychometric evaluation and behavioural interviews, which target
behaviours in the soft skills categories, rather than clinical competence. The
Tasmanian focus group members believed that as a remote state it was
attracting poor quality candidates, who had missed out on an internship in
either Victoria or NSW. In NSW there was both a low recruitment rate among
recent graduates, and high attrition rate reported. While some focus group
participants felt interpersonal skills could be taught, either at university, or
during the apprenticeship period, in NSW psychometric testing precluded that
possibility.

@A lot of people we would not progress in the recruitment
process because of their lack of team work, lack of
communication skills, because wet hi n k éwa thletiginto t
an environment where thereispr e s s ur e ¢ .0ow lyatoe
be matured6(Paramedic).

In NSW student failure to follow instructions on road, in what one participant
described as a 6 p amili|ary or g a n i ,swag regamlell as a risk to the
industry. The inability to empathise or support patients was a serious issue
among some graduates:

& had a gentleman [student] tell a 60 year old Italian lady with a
broken arm that she should chillout!é6 ( Par amedi c) .

Some thought the skills shortfall was dispositional, intrinsic and irredeemabile,
while others thought it related to a lack of life and work experience and the
youth of graduates. Many wanted a program or further education to equip the
large numbers of students who were not being recruited. The complexity of
developing the underpinning science skills (soft skills) was the subject of
extended discussions in which practitioners felt the university was failing in its
role to supply graduates who were work ready in non-clinical areas:

&oft skills development: it is something that is missing, and

maturity will play a part in it, but if the universities can actually

start to develop those soft skills and by that | mean things like

being able to communicate, being able to talk and listen

appropriately [for] the uniform y o u 6wearing, not get

judgemental, and things that they might not be

expect i ngtdshpersoa dvh o dishevelled andt hey 6 v e

got papers everywhere and you ¢ a ngéttin or out of the front

door because t heydgote unk everywhereé.theyodre
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[graduates] completely blown away to be able then concentrate
on standard approach to patient, you know, clinical guidelines,
when t h e ynlissieg some of the basic soft skills, | think
makes it really hard, and that probably affects them more than
the maturity levelassuchd ( Par amedi c) .

Students in the Victorian focus group suggested that the underpinning science
skills were developed through exposure to people who were not part of their
own social milieu, in non-emergency transport, nursing homes and voluntary
work among the aged. It can be suggested that students with the insight to
recognise their own shortfalls, are demonstrating capacities that make
possible the transmission of further soft skills.

& di dgetatjob the first time round and went and worked in
the non-emergency sector, so doing patient transport, and
being young, just like learning to talk to the elderly and knowing
thatt h e yndt healthy, you can sit there and have a chat and
just learn how to interact with, you know, on the stretcher, in
the back of the ambulance, one little thing that | think more
paramedic students needtodo6 ( St.udent )

dJniversity d o e sprepare you for the social cases that you go
toé 6 ( Student ) .

Some focus groups participants discussed ways in which the university could
better prepare students in the area of underpinning sciences/soft skills,
although there were problems of insurance, a shortage and resistance to
alternative placement sites such as clinics and hospitals, and the need to
change expectations in the new culture of graduate paramedics. In the UK
one program offered clinical placement in a ch i | d haospita. Most groups,
however, reported difficulty in finding adequate alternative placements for
students, although some students, of necessity, found ways of getting their
own soft skills.

The importance of soft skills was raised as a priority issue in Canada, but the
terminology used was more precise. The Canadian interviewees suggested
that there had been a steady, but specific move away from the acquiring of
0 huma nor &t u rcskillsnby the profession:

@We have changed our emphasis from the time | started to a
much more technical orientation where we are now teaching
paramedics all kinds of wonderful toys and tools and in my
view, missing some of those essential hands-on human skillsd
(Paramedic).

In Canada much of the training is carried out by private schools accredited by
the Canadian Medical Association. There were variations in the length of
courses, and focus group participants asserted that the trainers were often
clinicians with brief on road experience. The schools were regarded as
technical but not sufficiently medical by focus group participants. In Canada a
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plethora of issues that could be broadly categorised as under the non-clinical
or underpinning sciences was named as problematic:

& d o nthink we teach the judgement skills well é that teaching

of the grey of medicine. | d o ntlink we talk about culture well,

| d o ntidnk we talk about the sociology of what we are. |d o n &t
think we prepare the paramedic in any way other than just to

do the technical. | think that is a bad thing and | think it lets the
technician think they are coming out perfectly prepared to
embrace a professional approachtolifeé 6 ( Par amedi c) .

Judgement and professionalism were words often used but rarely defined. In
the following extract there is a clear articulation of the challenges of becoming
a paramedic and developing professional judgement, and the need for a
collaborative approach. This participant felt professional judgement was the
key skill needed by young graduates, and transitional support was the only
way of helping them develop these skills:

@A professional is someone who is, has the ability to make
judgements under uncertainty and | thought that that was really
in many ways, summed up the kind of work that ambulance
paramedics, or kinds of situations that paramedics are faced
with almost every day in the course of their work, having to
make judgements in uncertain, unknown, uncontrolled
environmentsé ( Par amedi c) .

¢How we can better support, | suppose, the relationship
between industry and the educational institutions, such as we
are seeking to ensure that this, these signature pedagogies if
you like, or the learning environment in which w e 0 usiag are
supportive of each other and not contradictory to each other,
such that the type of teaching, if that is indeed what is shaping
the professional practice, that the universities are using, is
complemented by what we are doing in field and vice versa,
so, are we both aiming to achieve the same type of creature at
the end, or are we conflicting, doing conflicting things?6
(Paramedic).

In some focus groups the skills shortfall was seen as the failure of an
education process that needed to be addressed by both the university and
those involved in helping graduates transition into the workplace. Those
states that have mentoring or transition programs, raised questions on the
preparedness and training of mentors, and did not see the skills shortfall as
either an indictment of an individual or the university. There was some interest
in understanding how attrition could be circumvented. If psychometric testing
weeds out students with poor soft skills, who may be redeemable, it is an area
of concern for future discussion between universities and ambulance services.
An entire arena of research could open up around non-clinical underpinning
science skill acquisition, psychometric testing and alternative learning sites for
students who have not had the life opportunities to develop relational skills
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among the elderly, disabled, and socially disadvantaged. Personality
problems, however, are a separate category.

. Interpersonal issues as factors in attrition rates

Despite psychometric testing, unsuitable candidates were recruited and
quickly left, or lost their jobs due to the kinds of poor interpersonal skills that
psychometric testing is said to target. Some attrition or non recruitment of
graduates related to more subtle interpersonal issues that perhaps could not
be addressed educationally. While poor soft skills were reportedly found
among clinically competent students, and were named as a primary cause of
failure in three states and Canada, it seems that the problem of attrition are
much more nuanced, and intrinsic interpersonal dysfunction is not evident in
some good graduates until they go on-road.

@ e handle 300 new recruits a year € when people d o nsacteedi t 6 s
€ rarely academically or clinically € i t tihesinterpersonal areas that
lets them down and for some, it leads to terminationd6 ( Par amedi c) .

Some patrticipants saw the poor adaptation of graduates to work as a clash of
cultures between the questioning Y-generation graduate and the protocol
driven command-control generation. Valuable evaluation on the qualities of
Generation Y has been done by the Victorian Ambulance Service
(MacPherson 2008). MacPherson argues that Generation Y requires
explanations for all actions before they engage. Focus group participants saw
the lack of readiness for the culture tied to the fact that Universities have too
few paramedic academics on staff and rely heavily on nursing, science and
health service administration academics. Moreover, each ambulance service
lacked adequately trained mentors with the disposition to work with graduates
in clinical placement. It was also suggested that suitability to the job was not
always evident until graduates went on-road:

d h e r andbawful lot of government money wasted, and personal
money wasted, because people end up coming out at the end with a
gualification and they move into the industry and think my god, what
have | done, and justboltd ( Par amedi c) .

A university education may not be able to address suitability, which can only
be finally known experientially. It also seemed that some interpersonal skills
competence could not be regarded as an element of work-readiness, and a
university education may not be able to address deeply entrenched
personality or character issues. However, the presence of intractable issues
of this type expressed in the workplace was a source of alarm in most groups,
and it was seen as a waste of training and human resources. It also seemed
imperative that educational means be utilised to address those aspects of
interpersonal dysfunction that might yield to change.

High attrition and culling of graduate applicants was reported in Victoria, New
South Wales and Tasmania, based largely on psychometric testing. Many
focus group participants were alarmed that students might take a three year
paramedic degree and then fail to be recruited into the one area where their
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education was applicable, and they considered whether educational models
other than the one used in their state, might alleviate the problem. Without
portable qualifications, double degrees provide more options to students who
fear the high-bar of recruitment into paramedic services. Double degrees do
not appeal to ambulance services, because they carry the threat of future staff
losses. For universities, the double degree overcomes the disincentives of
industry, such as the high-bar of academic performance required for
recruitment.

Neither the pre-employment nor the contemporaneous model provides a safe
option for students. The contemporaneous employment model multiplies
stressors for students, who have the double jeopardy of trying to perform well
in two intensive arenas. The pre-employment model, like all degrees, carries
the potential for early attrition through academic failure. The possibility that
some graduates will not be suited to a specific profession when the
gualification is not portable or transferable, is a problem in most disciplines,
and it is not one that can be resolved by any particular educational model. It is
probably more important for universities and service providers to examine the
support systems used in transition to work, to better ensure the perseverance
of graduate through this difficult phase. Ma ¢ P h e r (2008) desearch with
the Victorian Ambulance Service goes some way towards this.

o Transition to practice and concepts of work readiness

Transition to practice, which was discussed in terms of knowledge application,
mentoring, apprenticeship, and in Victoria by its program acronym (GAPP)
affects all educational models. There is no single scheme throughout Australia
for supporting students as they move out of the theoretical realm and into the
pressures of on-road practice. It is at this point that ambulance service
expectations of competency are diverse and conflicted. The transition was
reported as conflicted in those states where few of the mentors are graduates
or formally trained, but it seemed slightly more cohesive in Victoria where
mentors were minimally trained for a structured role for which students were
also prepared. The clear structure of the mentoring relationship in Victoria
gave students a support system for which they expressed appreciation in the
focus groups. The presence of the transitional structures also clarified the
work-readiness expectations. The students were still clearly in a learning role,
but they knew who to go to for help, and there was a communication line for
instruction and discipline that was obvious to other officers. Clinical Instructors
are assigned to specific recruits, and the expectation is that graduates are
ready to work under supervision, and will take up to three years to feel
completely competent in their new profession.

Transition to work is the pressure point for all stakeholders, and will require
close collaboration between educators and practitioners in the future, clearly
defining work-readiness expectations. The effective training and evaluation of
mentors to ensure a cohesive transition is a suggested area for future
research.

In Western Australia, after one year at university, students are employed by St
John Ambulance while continuing studies. A St John Ambulance Officer

45



oversees the program. The focus group in WA regarded the program as
superior to other states because it weeded out unsuitable candidates early:

@®ne of the reasons why the ambulance service here d i dgood t
with an open degree as has occurred in the Eastern states é

to not have a big group of people walking around with
paramedical science degrees who are not going to be
employedd ( Academi c)

Although the employment models of education such as those in Western
Australia and Tasmania claim to have an edge in producing work ready
paramedics, both states reported that they still recruit and educate candidates
who later fail to meet expectations. Neither the universities nor the services
have clearly defined what they mean by work readiness. It cannot be
regarded as the same thing as vocational suitability, or academic or clinical
competence. As a result of diverse expectations, unrealistic demands on
students and graduates has led to blame-games between individuals, such as
mentors and students, and the organisations. In NSW the focus group
recognised the gap in mentoring of new paramedics:

MWe have hired these people, we expect them to be at this
point coming out of university, they should be ready to be an
ambulance paramedic, and t h e ynotrwdy not, but the point
is, t heyndbtr Eh ey Gadg to start to be an ambulance
paramedic and the internship is lacking, we have not set a third
or fourth year internship6 ( Par amedi c) .

In Queensland where the transition from VET sector to university education is
relatively new, the expectations are higher:

d’he expectation | think, certainly now, is that when students
finish their degree program they are ready to practice day oned
(Academic).

Table one below provides a summary of clinical exposure of students in the
various programs.
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Table 1. Models of paramedic education and timing of clinical placement

State Model Type Hours of Clinical Degree Components
Placement

NSW Pre Employment Full-time students Charles Sturt Three year
spend up to four University - Bachelor | degree
hours each week of Clinical Practice
practicing their (Paramedic)
clinical skills in a
simulated paramedic
environment.

Students are placed
with an ambulance
service for 3 weeks
in years 2 and 3.
The Ambulance
Service NSW has a
one-year internship.

Queensland | Pre-employment 18 weeks clinical Queensland
practice; 12 weeks University of
paid internship in 3" Technology -
year, three six Bachelor of Health
weeks blocks as Science (Paramedic)
unpaid third officer.

Casual work.

South Pre Employment Work experience i Flinders University-

Australia 360 hours with Bachelor of Health
SAAS and 40 hours | Sciences
in other health (Paramedic)
venues

Tasmania Employment Concurrent full-time | University of
employment in the Tasmania -
ambulance service, | Associate Degree in
468 hours clinically Paramedic Studies
assessed.

Victoria Pre Employment Monash University Victoria University - GAPP program
students receive 22 Bachelor of Health of mentored
weeks of clinical Science (Paramedic) | internship after
placements three year
(emergency Monash University: degree
ambulance rotations, | Bachelor of
hospital-based Emergency Health
placements e.qg. (Paramedic)

A&E, CCU, Mental
Health) University of Ballarat
Graduate Diploma in
Paramedic
Western Mixed Work experience Edith Cowan 1 year University,
Australia Contemporaneous 440 hours University 2 years
Employment employment,
fourth year paid
internship

47



http://www.studyfinder.qut.edu.au/cgi-bin/WebObjects/StudyFinder.woa/3/wo/kolgTMpeiMIBfg4OAiaVqw/2.0.29.9.1.0.5
http://www.studyfinder.qut.edu.au/cgi-bin/WebObjects/StudyFinder.woa/3/wo/kolgTMpeiMIBfg4OAiaVqw/2.0.29.9.1.0.5

. Developing the capacity to mentor graduates to work readiness

dhe looming issue | see in terms of transition from the VET
sector to tertiary education [is] we run the risk of losing
mentoring capacity for students. T h a taonsssive risk that
university education will wipe out € the bedside tutorial, the
station discussions, arguments about what works, what drug,
what procedure é 6(Paramedic).

The theme of transition to practice was raised spontaneously in the focus
groups in Victoria and New South Wales, and it was a significant discussion in
other states under the guise of concerns with work readiness, mentoring, and
graduate suitability for the work. All states have different ways of supporting
graduates through the transition, yet both NSW and Victoria were
experiencing difficulties in recruiting and training paramedic mentors, and in
working with students who had been taught to question and wanted greater
autonomy.

In Victoria graduates are assigned to a Clinical Instructor (CI) and work
through shifts with that person. The CI debriefs the student and supports
further learning. The C | @eseive two days training for the mentoring role,
followed by written work which many do not complete, and this was
considered inadequate:

&o they d o nféel there is a proper standard out there for
clinical instructors. So people are operating at all different
levels of competency and ability in the role € |s h o u lsayn 6t
i tjdstsa training role, i tidtreducing people to the culture of
ambulance and teaching people about different way of
communicating, vast array of people that they meet, the
different cultural backgrounds, ages € O(Academic).

Although Vi ct o@®APR @nentoring program was regarded as a good
theoretical model there were specific difficulties in maintaining the CI
relationship, so that students sometimes experienced different partnerships
within a short period of time, and these were variable in quality. In the focus
group graduate students in Victoria expressed appreciation for the Cl 6 s
support and instruction. The students, particularly females, did not regard
themselves as work ready, and they suffered stress and anxiety at the start of
shifts or after breaks or when changing stations. There were some students
who came into conflict with a mentor and resented further training under the
guidance of non graduates. Generally, however, the mentoring relationship
was regarded as valuable to the student, as one student noted:

& had my first clinical instructor for the first two months and |
still, like, | mean | 6 had a different one now for the second
two months, and | email him and tell him about the jobs | 6 v e
been having and how | Gimproving and what my weaknesses

are and how | can work with that. | haven 6htad much down
time with my second Cl6 ( St.udent)
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The C1 owere equally frustrated with disrupted relationships and time
pressures:

d&’es | think there is a great deal of frustration amongst clinical
instructors é the key ones are lack of appropriate training that
they have themselves to be clinical instructors, the lack of time
to spend with their students, and that is down time, not
engaged in on-road work, to talk to their students about their
performance and particular jobs that they may have done é .
they feel they need a lot more time for ongoing professional
development, not so much clinical, they d o nnécessarily have
the tools to be good teachers6 ( Par amedi c) .

The focus groups tended to conflate issues and some regarded the need for
mentoring as evidence of a skills shortfall in graduates. Mentoring into the
culture was confused with the development of all other non-clinical skills.

@®ne of the paramedics who works with us said 95 per cent of
his job was reassurance é if t h a thé sase then my only
guestion would be what part of the course content is devoted to
that area, the interpersonal skills, the communication and that
sortofthingp ( Par amedi c) .

In the UK there is a defined relationship between mentors and students
governed by the British Paramedic Association. This is made possible in a
program where students divide their time (four days a week) between clinical
placement and university, gaining a minimum of 750 hours on road
experience each year. Written reports about a student®& progress keep
mentors in touch with their learning and experiential needs, through a theory-
to-practice program. Finding the right mentor is a problem in the UK model, as
each student has a primary and two secondary mentors, with the
understanding that a strong relationship is generally formed with one.

d t fihnding the right person that is good clinically, but is good
enough to actually sort of share their skills to actually develop
the student, and move the student along. We are trying to set
up programs to develop good paramedics into good mentorso
(Paramedic).

The tension between the universityd £xpectations that the graduate be an
autonomous practitioners, and the se r v i expestdtion that graduates be
responsive to direction, seems to be reduced in those states where transition
to work is facilitated through a structured mentoring relationship (Victoria,
Queensland) and exacerbated in those states where only small humbers of
graduates are entering a service that is still wedded to a VET model (NSW,
Tasmania). The presence of a mentoring program usually makes it clear to
both graduates and their colleagues, that graduates are ready to work, but not
yet fully competent to work unsupported.
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. Educational models and work readiness

Although the Western Australian and Tasmanian models are regarded by their
focus groups as better than the pre-employment models, it did seem that the
problems of suitability, attrition and readiness, had merely been moved to
another point in the program. There seems to be no certainty that the
programs are more effective in producing work ready graduates. The difficulty
in finding good candidates for the university course itself was discussed. In
Tasmania paramedics felt they should screen students for the proposed
degree program. In Western Australia participants argued that the program
was effective in producing work ready graduates although some others felt the
hybrid program took a long time to produce independent practitioners.

0 IA those [states] that are doing pre-employment degrees,
t h e ytdtallye pre-employment degrees. | mean one of the
reasons St John was so keen to start a program here that
actually was employment based, was work readinessd
(Academic).

& ook the bottom line is you get the piece of paper. T h e ynbtr e

work ready. It takes them 18 months to 2 years to get

anywhere near being paramedic, so that a five year program to

create a paramedic, a life support paramedico ( Par amedi c) .

In Western Australia transition to work problems are still reported. The
university® lack of paramedic academics was also named as a problem. It
was suggested that students needed to be exposed to the Service earlier in
their program, although there would be difficulty in finding opportunities for
students to even observe. One student noted that there appeared to be a poor
mismatch between the university and ambulance service in terms of a working
relationship. This was an interesting comment given that these hybrid
programs are seen by some to be current best practice:

In other states students saw their work readiness bound up in limited
opportunities to apply certain skills. Availability of clinical placements, costs of
placements and variability of placements, as well as the universityd $ack of
knowledge about me n t ckills @nd effectiveness, were problems named in
pre employment programs. There was also limited scope on-road because of
the unpredictable nature of paramedic work. While this was problematic for
students, many seasoned officers saw it as characteristic of ambulance work,
and indicative of an industry that cannot prepare for the next unique critical
event.

&tudents are reporting that w e 6 getting exposed to less than
50% of what we actually learn at uni, sot h e rthes dvisole lot of

information that we are getting € a big gap between what
w e Oleaeing and actually abletodo6 ( Par amedi c) .

&n more than 20 years | 6 dore one child birthd ( Ac a.de mi c¢)

50






