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About the United Workers Union 

The United Workers Union (UWU) is a powerful new union with 150,000 workers across the country from 
more than 45 industries and all walks of life, standing together to make a difference. Our work reaches 
millions of people every single day of their lives – we feed you, educate you, provide care for you, keep 
your communities safe and get you the goods you need. Without us, everything stops. Our public sector 
members across Australia provide quality services to the community every day. UWU represents a wide 
range of public sector workers across Australia, with our coverage varying across states. We represent 
teacher aides, paramedics, cleaners and health care technicians. In Western Australia and the Northern 
Territory we represent all Paramedics, Communications Officers, Transport Officers and First Aid Officers 
that work for St John Ambulance. We are proud of the work we do protecting the health and welfare of 
Australians. 

 

Introduction 

Ambulance services play a critical role in protecting the health and welfare of the Western Australian 
community and UWU members believe the provision of quality ambulance services goes to the core of 
government responsibilities toward its citizens.  

This submission details UWU members’ long held policy positions on the issues in the Inquiry’s terms of 
reference and sets out members’ prevailing concerns with the private ownership model under which St 
John Ambulance WA operates. 

For a long time, UWU members have pushed for increased accountability by St John Ambulance WA in 
delivering services under its contract with the State Government, to ensure world-class paramedic 
services for Western Australians across both the metropolitan and country regions. However, St John 
Ambulance WA has consistently resisted increased accountability and it is time for the Western Australian 
paramedic service to be returned to state hands.  

UWU members know that a state-run paramedic service means that the clear divide between service 
delivery and patient outcomes in the metropolitan and country regions would dissipate; the impact of 
issues surrounding the triaging and management of 000 calls from the public would be alleviated; and 
that there would be less gaps in reporting obligations. A state-run paramedic service would also ensure 
improved staff health and wellbeing frameworks and better support for staff dealing with workplace-
related stress and trauma.  

UWU paramedic members agree with the international academic research that public ownership in health 
leads to greater cost efficiencies, better conditions for staff, and, most crucially, better overall outcomes 
for patients and lower levels of economic and health inequity.1  

UWU members have had their say on the Inquiry, and the issues at play, with members responding to an 
online July survey to inform this submission. They have responded to the Inquiry’s terms of reference and 
provide the following six recommendations: 

 

• Recommendation 1: Bring the Western Australian paramedic service back into state hands.  
 

• Recommendation 2. That the Ambulance communication centre be brought back under the 

control of the State Government. 
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• Recommendation 3: An evaluation of the ongoing efficacy of the ProQA triage system be 
undertaken. Informed by ProQA data collected by St John since its introduction, and a staff 
survey, the review should assess the appropriateness of the interaction between patient/caller 
communications, priority coding data inputs, and patient outcomes. 
 

• Recommendation 4: St John be required to improve the systems and training for communications 
roles, to reduce the incidence of the miscategorising of patient calls and subsequent incorrect 
emergency ambulance dispatches. 
 

• Recommendation 5: At the least, the WA Government strengthen St John's reporting obligations 
in its contract with the State Government, in the areas of patient care, service delivery, and staff 
health and wellbeing. Reporting on associated KPIs should be made to the State Government on 
at least a quarterly basis and differentiate between performance in the metropolitan and country 
regions. All such reports should be made public, to enhance the transparency of this vital service. 

 
• Recommendation 6: St John be required to increase the number of full time equivalent (FTE) 

roles for appropriately trained professional paramedic staff in the country region, to address the 
current shortfall, reduce pressure on the volunteer cohort, and improve service delivery 
outcomes in remote areas. St John must also permanently appoint the current postings that have 
been set up in certain regions.   

 

• Recommendation 7: In the area of staff health and wellbeing, an independently-overseen annual 
staff survey should be undertaken, to track progress on key measures, and exit interviews – again 
preferably undertaken independent of the provider – should ask about the influence of mental 
health and wellbeing on the decision to leave. 

 
Detailed member responses to the terms of reference of this Inquiry, sourced from the recent survey, are 
attached at Appendix 1. A submission made by an individual member is also attached for the Committee’s 
consideration, at Appendix 2. Reflecting the consistent campaigning UWU members have undertaken on 
the issues discussed in this submission, several recommendations we make here reiterate those made in 
our 2019 submission calling for enhanced contractual oversight to the Services Agreement between the 
State of Western Australia and St John Ambulance WA. We attach this 2019 submission at Appendix 3. 
 

Terms of Reference a) How 000 ambulance calls are received, assessed, prioritised, and despatched in 
the metropolitan area and in the regions 

Across the entire state, members have reported a concerningly high incidence of emergency ambulances 
being dispatched to low acuity patients – raising serious questions about the influence of St John’s profit 
motive on its operational instructions to call centre staff. Over half of survey respondents stated that 
incorrect dispatches to low acuity patients occur ‘far too often, serving to undermine overall patient 
outcomes’, with a further 41% observing it ‘on a frequent basis’.  

Members have also suggested most calls from the public are being allocated an incorrect priority, with an 
over-concentration of unwarranted higher priority dispatch allocations. Members consider two major 
aspects of the current framework to blame for these scenarios. Firstly, the highly automated ProQA 
system used by call centre staff. Three-quarters of respondents believe it does not properly triage 
patients, with the system structured around leading questions with inflexible, in some cases binary, 
response options that are not fit-for-purpose for appropriate care – with, for example, inputs regarding 
whether a patient is alert or not, or the extent to which they are bleeding, at times leading to inaccurate 
assessments.  
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Secondly, St John’s business model of raising an invoice every time an ambulance is dispatched is also an 
issue, with a widely held belief that the organisation places an expectation on communications officers to 
increase the number of calls to which ambulances are dispatched.  

Members have also raised issues with public awareness on when to make a health-related call to 000 to 
other health support networks such as Health Direct or local GPs. Some members have noted that a 
public messaging campaign may help educate those in the community and improve how ambulance calls 
are taken.  

 

 

Recommendation: That the Ambulance communication centre be brought back under the control of 
the State Government. 
 
Recommendation: An evaluation of the ongoing efficacy of the ProQA triage system be undertaken. 
Informed by ProQA data collected by St John since its introduction, and a staff survey, the review 
should assess the appropriateness of the interaction between patient/caller communications, priority 
coding data inputs, and patient outcomes. 
 
Recommendation: St John be required to improve the systems and training for communications roles, 
to reduce the incidence of the miscategorising of patient calls and subsequent incorrect emergency 
ambulance dispatches. 
 

 

Terms of Reference b) The efficiency and adequacy of the service delivery model of ambulance services 
in metropolitan and regional areas of Western Australia and c) Whether alternative service delivery 
models in other jurisdictions would better meet the needs of the community 

A clear divide between metropolitan and country regions 

Members have raised serious concerns about the quality of care provided by St John in country areas, 
with 83% of survey respondents identifying a noticeable difference in overall outcomes relative to the 
metropolitan region. Members identified the quality of equipment and medication accessible to country 
staff as a common concern, but the most frequently cited concern is the inadequacy of St John’s 
volunteer-reliant service delivery model outside metropolitan areas. It is unacceptable to the people of 

UWU members on issues with calls 
 
“It is the expectation of the provider to respond to all calls; the reality of insufficient resources to 
maintain Priority 1 cover is not acknowledged by the state health service”   
 
“Patients regularly triaged as not alert, then we arrive on scene and the patient is conscious and 
talking” 
 
“The elderly patient on the floor gets a Priority 2 … while you’re being dispatched Priority 1 to a 
well patient who has a blood nose but because it is [reported in ProQA] as a serious haemorrhage, 
the elderly patient may be laying on the floor for hours” 
 
“[The efficacy of call triaging] varies widely … I am not sure what the answer is to this process as 
the call takers are simply bound by the system provided” 
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regional Western Australia that St John are merely contractually obliged to use their ‘best endeavours’ to 
provide quality pre-hospital care to those who live outside of the metropolitan area. 

Although members acknowledge the commitment and dedication of volunteers, the consensus among 
professional paramedics and ambulance officers is that by relying almost solely on volunteer crews in the 
regions, St John is abdicating its responsibility to ensure high quality services for all Western Australians. 
Volunteers historically formed the backbone of ambulance services in the 19th and 20th centuries and have 
been responsible for providing a much needed and highly valued service to their communities. However, 
UWU members believe a modern ambulance service that meets community expectations requires 
volunteers be utilised as a valuable supplement to, rather than substitute for, professional paramedics. 

Members are concerned that the public may not necessarily understand the different capabilities and 
qualifications of professional and volunteer crews, with staff in both cohorts required to wear the same 
uniform. Professional crews have university qualifications in Paramedicine and are Registered 
Practitioners per the Health Practitioner Regulation National Law (WA) Act 2010. Volunteers do have 
training provided to them by St John Ambulance, however their clinical scope is limited, and not even 
close to the clinical skills required for effective pre-hospital care. Members also question St John’s 
practice of using titles for volunteers such as ‘Emergency Medical Technicians,’ serving to paint their 
services and skillsets close to on par with those of professional staff – when this could not be further from 
the truth.  

 

 

With the capacity of volunteer country crews often stretched (or not available to turn out at all), several 
members also reported instances where a patient has been advised they would need to get themselves to 
a hospital to access medical care. Despite the correct outcome of such calls being ‘failure to send a crew’, 
St John do not report these results accordingly, instead listing them as job cancellations on the part of the 
patients. While St John’s use of volunteers in the country region can be understood as a cost-cutting 
business decision, also part of the equation is the fact that the Western Australian community, on a per 
capita basis, receives the lowest level of government funding for ambulance services in Australia (Table 
1). 
 

 

 

 

 

UWU members on the metropolitan/country divide 
 

“The cost-based adherence to volunteer/paramedic models dilutes the expertise available to 
country patients” 
 
“Differences in response times are the most obvious in volunteer dependent locations. The 
company offers the solution of ‘volunteers on shift must stay at the depot’ – a clear example of 
how disrespectful and abusive their relationship towards volunteers is” 
 
“[In the country] we have a lack of resources, a lack of qualified paramedics. Due to all crews 
wearing the same uniform the community are often deceived about the service that they are 
receiving” 
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Table 1. Ambulance service organisations revenue, 2019-20 dollars2 

 

 

Due to reporting gaps, a true assessment of St John’s service delivery performance is impossible 

There is a strong need for more enhanced reporting obligations for St John in its contract with the State 
Government, with its current level of accountability to Government, and to the taxpayer of Western 
Australia, far below standard. 

 

Table 2. Incidents, responses, patients and transport3

 

 

As Table 2, reproduced from the Productivity Commission’s Report on Governmental Services 2021 shows, 
Western Australia has the highest number of response locations serviced solely by volunteers. Despite 
this, there remains an unacceptable absence of differentiated data outlining St John’s comparative 
performance in Western Australia’s metropolitan and country zones, and a general lack of regular 
reporting to the Government and the public on important service delivery outcomes. To strengthen the 
reporting framework, UWU reiterates recommendations we made in our 2019 submission on proposed 

Table 11A.1

Unit NSW  (c) Vic Qld WA SA  (d) Tas ACT  (e) NT Aust

Revenue sources

2019-20

Government grants $m 873.4 875.8 834.3 159.8 160.5 94.1 63.4 34.2 3 095.4

Transport fees (f) $m 222.0 213.1 56.8 127.0 117.2 9.6 7.7 3.0 756.3

Subscriptions and other income $m 15.6 99.7 14.3 41.2 41.2 4.6 – 1.3 217.9

Total revenue $m 1 111.0 1 188.6 905.4 328.0 318.9 108.3 71.0 38.6 4 069.7

Per person in the population (g) $ 136.68 178.70 176.48 124.28 181.26 201.70 166.17 157.59 159.46

2018-19

Government grants $m 844.9 844.4 682.8 153.1 167.4 77.2 53.7 33.1 2 856.6

Transport fees (f) $m 232.5 217.1 123.6 124.0 112.3 9.8 7.0 3.2 829.3

Subscriptions and other income $m 22.2 101.4 17.5 31.7 40.1 2.2 – 0.8 216.0

Total revenue $m 1 099.5 1 162.9 823.9 308.8 319.8 89.2 60.6 37.1 3 901.9

Per person in the population (g) $ 136.66 178.18 163.05 118.49 183.50 167.83 143.08 150.91 154.96

2017-18

Government grants $m 835.9 781.9 644.8 148.2 171.6 66.9 45.9 31.3 2 726.4

Transport fees (f) $m 222.6 209.2 123.2 122.9 105.7 10.3 6.8 3.6 804.1

Subscriptions and other income $m 4.9 99.0 16.8 33.3 40.2 1.5 – 1.0 196.8

Total revenue $m 1 063.3 1 090.1 784.8 304.4 317.5 78.8 52.8 35.8 3 727.3

Per person in the population (g) $ 134.33 170.70 158.06 117.76 183.73 150.11 126.83 145.22 150.47

Ambulance service organisations revenue, 2019-20 dollars (a), (b)

Table 11A.2

Unit NSW  (a) Vic  (b) Qld  (c) WA SA  (d) Tas  (e) ACT  (f) NT  (g) Aust  (h)

2019-20

Incidents (i)

Emergency incidents no. 425 297 310 087 417 677 110 214 150 335 34 596 18 303 15 612 1 482 121

Urgent incidents no. 460 577 236 927 467 840 70 307 108 668 18 537 25 311 18 688 1 406 855

Non-emergency incidents no. 74 875 425 276 289 973 158 975 47 527 30 814 10 121 11 233 1 048 794

Casualty room attendances no. .. .. 246 .. .. .. .. .. 246

Total incidents no. 960 749 972 290 1 175 736 339 496 306 530 83 947 53 735 45 533 3 938 016

Per 1 000 population (j) rate 118.2 146.2 229.2 128.6 174.2 156.3 125.7 186.0 154.3

Response locations

With paid staff only no. 233 177 244 31 45 14 9 8 761

no. 5 80 – 16 3 25 – – 129

With volunteer staff only no. 50 24 29 144 71 15 – – 333

Total response locations no. 288 281 273 191 119 54 9 8 1 223

Per 100 000 population (j) rate 3.5 4.2 5.3 7.2 6.8 10.1 2.1 3.3 4.8

With mixed paid and volunteer 

staff

Incidents, responses, patients and transport 
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key performance indicators (KPIs) in St John’s contract with the State Government. These include 
requiring St John to: 

• Report to the public monthly on response times achieved, for each priority call type and, critically, 
across both the metropolitan and country regions; 

• Enhance the way in which ‘arrival at scene’ KPIs are reported, to better reflect the fact that while 
a paramedic’s arrival may be recorded when they are within 50m of the address, there may be a 
significant period of time before actual access to the patient can be achieved; and 

• Report monthly to the Health Department on where Priority 1 dispatch call response targets are 
not met, and by how long (in addition to reporting on the same monthly basis the average time 
that Priority 2 calls are missed and by how long). 

Even the current metropolitan reporting standards leave considerable room for improvement. Despite 
there being a potentially significant difference in clinical terms, an arrival time of 1 minute late is recorded 
in the same category as one that is 10 minutes late. Of just as much concern is the lack of faith many St 
John staff have in the officially reported response times, with 65% of survey respondents not believing in 
their veracity.  

Ultimately, the reporting obligations currently incumbent on St John under the services agreement with 
the state simply do not facilitate an accurate assessment of the service delivery model’s efficacy as to 
patient outcomes. At present, certain aspects of St John’s record on service delivery are only reported to 
the national Report on Government Services (ROGS) on an annual basis. Given the organisation is funded 
by the Western Australian Government, as an absolute minimum it should also report such data to the 
state’s Department of Health, on at least a quarterly basis. Specifically, patient care KPIs (such as ‘out of 
hospital cardiac arrest survived event rate’, ‘pain management’ and ‘patient satisfaction’) should be 
reported to the state. Importantly, such performance data should also be broken down by metropolitan 
and country zones; this is currently not the case with reporting to the ROGS. For those service delivery 
outcomes St John do currently report to the public on, such as performance against response time 
targets, the question of accuracy outlined by members above is of ongoing concern. 

Beyond patient care KPIs, UWU members were keen to reiterate our support for recommendations in the 
2018 Country Health Strategy calling for the planning of location-specific service delivery models and 
measurable KPIs for the overall contract between the WA State Government and St John Ambulance as 
well as health and wellbeing indicators.4 As we noted in our submission on those proposals, additional 
KPIs that should be introduced in this context include those that would underpin a crew safety index, a 
clinical attrition measure, and the monitoring of data on shift extension, metropolitan crews being 
dispatched to country regions, and injury downtime rates. 
 
In calling for the state’s ambulance service to be brought back under public control, we point to a body of 
academic literature highlighting the efficiencies, cost effectiveness, and better health outcomes achieved 
in public health systems compared to those dominated by private ownership. As demonstrated by the 
perceived pressure applied on St John’s communications officers to raise an invoice and dispatch an 
ambulance wherever possible, the marketisation of health services transforms patients into consumers – 
profoundly altering their relationship with providers.5 The economic theory behind outsourcing public 
services to the private sector rests on the premise that costs to the taxpayer will be lowered. However, as 
a recent study focussed specifically on ambulance service provision found, in the absence of obligations or 
incentives to uphold strong minimum standards, a decline in the quality of services delivered by private 
operators often ensues, with cost innovations instead favoured.6 
 

Recommendation: At the least, the WA Government strengthen St John's reporting obligations in its 
contract with the State Government, in the areas of patient care, service delivery, and staff health and 
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wellbeing. Reporting on associated KPIs should be made to the State Government on at least a 
quarterly basis and differentiate between performance in the metropolitan and country regions. 

 
Recommendation: Bring the Western Australian paramedic service back into state hands.  
 
Recommendation: St John be required to increase the number of full time equivalent (FTE) roles for 
appropriately trained professional paramedic staff in the country region, to address the current 
shortfall, reduce pressure on the volunteer cohort, and improve service delivery outcomes in remote 
areas. St John must also permanently appoint the current postings that have been set up in certain 
regions.   
 

 

Terms of reference d) Any other matters considered relevant by the Committee 

Despite being a major concern, staff health and wellbeing is severely under-reported 

Under its current contract with the State Government, St John Ambulance WA is not required to report on 
staff health and wellbeing measures. Alongside the broader service delivery and patient care reporting 
gaps outlined above, this is a major failing of the existing framework – one that unacceptably ignores the 
overwhelming emotional load ambulance and paramedic staff endure on a daily basis. For example, our 
survey finding indicate the following: 

• In the last 12 months, 61% of members have experienced work-related trauma or stress, 
contributing to 73% of respondents having considered leaving their current role during that 
period.  

• Of all respondents, a staggering 83% reported feeling a lack of respect or appreciation from St 
John’s management, while over two thirds also felt overworked.  

• There is also a widespread feeling among employees that internal disciplinary matters are not 
dealt with fairly. When asked to what extent they agree that staff at all levels of the organisation 
are managed in a consistent manner, a combined 87% of respondents reported either ‘not at all’ 
(56%) or only ‘somewhat’ (31%). 

That such a high proportion of members are experiencing these issues in the workplace would shock the 
Western Australian public, among whom paramedics are held in very high regard. In a recent poll, 
paramedics were voted the third most trusted profession in Australia, joined by fellow health workers, 
doctors and nurses, in the top spots.7 Given the overwhelming level of respect and appreciation they 
receive from the community, it is unacceptable that many paramedics feel let down by an organisational 
culture that is meant to enrich and support their day-to-day work. 
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UWU reiterates our previous support for findings from the 2016 Independent Oversight Panel’s Review of 
St John Ambulance: Health and Wellbeing, and Workplace Culture, which found that the State 
Government should be provided with data in relation to staff wellbeing. Specifically, we call for:  

• KPIs relating to the health and wellbeing of St John staff be added to the contract between the 
provider and government, underpinned by strong accountability measures; 

• WA Labor to follow through on its 2017 election commitment to establish an independent panel 
to hold St John to account on staff health and wellbeing; 

• An annual staff survey to be undertaken, independently of St John, to track progress on staff 
health and wellbeing measures; 

• The development of targeted questions around mental health and wellbeing in St John’s exit 
interview framework, to assess the impact of such factors in resignation decisions – with such exit 
interviews to be undertaken independently of St John. 

 

Recommendation: In the area of staff health and wellbeing, an independently-overseen annual staff 
survey should be undertaken, to track progress on key measures, and exit interviews – again preferably 
undertaken independent of the provider – should ask about the influence of mental health and 
wellbeing on the decision to leave. 

 

Conclusion 

The public sector exists to serve the community. It is a core role of Government to invest in and provide 
services for the community. UWU urges the Western Australian Government to consider our members’ 
expert experiences and move towards greater accountability for St John Ambulance at the least, and 
ultimately the return of the paramedic services to state-run hands. 

As members have identified, strengthening St John’s reporting requirements is only one step in the right 
direction. A state-run paramedic service would enhance the commitment to staff health and wellbeing 

UWU members on workload, stress, and burnout 
 

“Relentless workload, no breaks, no rest. Going home fatigued. Lack of support from inflexible 
leave arrangements” 
 
“At my station we end up working 14 hour shifts every day, when we are supposed to do 12. 
Completely unreasonable and demoralising!” 
 
“My work environment is full of burnt-out employees who are trying their best, and their own 
life is suffering. I am no exception” 
 
“I’m on call 24/7 due to lack of volunteers available. This is regularly discussed or raised in 
meetings, and along with it my constant state of fatigue and stress … but management refuse 
to acknowledge or admit that being on standby is not time off … They know all the issues in 
these remote areas, but until we burn out to the point of sheer exhaustion or worse, they don’t 
care” 
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and ensure the number of professional paramedics in both metropolitan and country areas increases. A 
state-run service would also increase the physical ambulance infrastructure that is needed. A state-run 
paramedic service is important to bridging the existing gap in outcomes for Western Australians. 

For more information on the issues raised in this submission, please contact National 
Ambulance Coordinator Fiona Scalon 

Regards, 

Sharron Caddie 
Public Sector Director 
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Appendix 1  
 
St John Ambulance WA has consistently and robustly resisted increased accountability to the State, and 
more critically, to the public of Western Australia.  Our members who work for St John, are not protected 
by whistle blower laws, and in fact have a well-founded belief that any public outcry into the state of the 
service, will jeopardise their employment. 
 
It is because of this, that St John continues to enjoy a relatively positive public image, however the public 
do not realise how jealously St John guards that image.  We believe that if the Western Australian public 
were cognisant of the experiences of those who attend to them (at often the most dire and traumatic of 
circumstances), that the image of the organisation would be shattered. 
 
To this end, we have again surveyed our members – particularly in relation to the four Terms of Reference 
of the Inquiry, and we have provided them anonymity so that they can contribute without fear to a public 
forum. 
 
Tellingly, the survey results – and in particular in relation to workplace culture, staff health and wellbeing, 
and service provision by St John, have not changed over the years.   This is a sad indictment on the 
organisation, that despite the many probes into it, it refuses to change, and in fact our members would 
tell you that things are worse than they have been for many years. 
 
It is a further indictment on successive governments, who have been made well aware of the issues that 
exist within St John, and seem to do nothing about it - to the detriment of the people who every day, turn 
out to support Western Australians in crisis.  They are tired of telling you what the issues are. 
 
Our Ambulance members have been very generous with their time, and have provided many full text 
responses to our survey (to those questions that gave an option for long form answers).  On their behalf, 
we will take this opportunity to present below a wider selection of their responses. In some instances, we 
have removed references to particular locations, in case a member can be identified. 

 
 
Term of Reference (a) How 000 ambulance calls are received, assessed, 
prioritised, and despatched in the metropolitan area and in the regions. 
 

Callers often report delays of 5+ minutes to even speak with an operator. Priority 1 calls remain 
unallocated for varying periods at times exceeding 1 hour. Delays all due to under staffing across the 
board. Peoples lives are at risk, and it isn’t a stretch to suggest these failings have already cost many their 
lives. As a paramedic, writing these words is heart breaking. 
 
There needs to be alternative pathways for the public to access other than an ambulance and emergency 
department. Also… not enough actual ambulances available. At start of shift, there is often no ambulance 
to use to attend to calls. Have to wait for the previous shift to return to depot. 
 
Inadequate staffing and excessive waiting times for ambulances to reach jobs results to poor patient care 
and is detrimental to patient outcome (extended time on the for elderly patients post a fall) 
 
We have run out of ambulances and places to take the patients. 
 
There are times where ambulances are responding for longer than 40 minutes to attend calls. 
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My answers are reflective of the country ambulance service... [location removed] With such limited 
resources in country, it is difficult to achieve reliable, timely and appropriate responses to the community 
especially during periods of high demand. If a dual response case arises, the total emergency ambulance 
capacity is exhausted (excluding volunteer crews if available). The pressures of numerous daily inter-
hospital transfers to the metropolitan region requiring Paramedics negatively impacts standby capacity 
and thus community availability of emergency ambulances. Significant reliance on all volunteer crews also 
impacts our responses to the community, as volunteer crew availability on weekends and nights can be 
poor, plus they have the option to accept or refuse calls “offered” to their sub centre. Crews can only 
complete one job at a time and it is common for SOC [State Operations Centre] to be calling on our arrival 
at hospital requesting you clear quickly as more jobs remain outstanding in the community and there are 
no other resources available. 
 
Our response times are blowing out and it seems SJA are doing nothing to remedy this. I feel for mine and 
other families who have to wait so long. 
 
We respond to everything when a lot of calls simply do not require an ambulance. There is not incentive 
for SJA not to take people to hospital, only an incentive to respond to every single call regardless of what 
it's for. Country residents have long wait times and receive varying levels of treatment due to our 
volunteer model. 
 
I believe the biggest concern is that Emergency Ambulances are too often dispatched to interhospital or 
RFSD cases […] This diminishes the services standby capacity, directly impacting our ability to respond to 
time-critical cases like cardiac arrest patients. 
 
Dispatched to inappropriate jobs (can you do a pregnancy test? Can you turn off my light? Can you get me 
a drink from fridge and turn the fan off? My kid broke his iPad. I think my friend was having a nightmare 
etc). Inadequately staffed leading to delayed response times and inappropriate service delivery to the 
community. 
 
Greater focus on corporate clients, will put clients such as RFDS and inter hospital transfers which (must be 
on time) where patients are already under medical care over community calls where patients have yet to 
be medically sighted. Completely inappropriate. 
 
Their Pro Q and A system is a complete mess. It puts Paramedics and the driving public at increasing levels 
of risk of death or serious injury. Almost every 000 call becomes a priority 1 because of stupid questions. 
 
I have personally tried calling triple 000 whilst working at a remote MTB event and waited over 8 minutes 
before giving up and calling the CSP in SOC [State Operations Centre] directly. Very embarrassing when 
you have a crowd of onlookers asking if there is a problem with the phone. Most staff members will have 
similar story if they have ever tried to call 000. A quick check of the “redirected calls” log in SOC will back 
this up. 
 
Saint John ambulance to save money will cut overtime and pull on road crews off road to standby at 
events such as the races so they don't have to pay an overtime crew to work the event, doing this leaves 
the community with less available ambulance crews to respond to jobs. Also, the establishment numbers 
that is the contracted number of required ambulances to be on road that is set with the government has 
not been changed or adjusted in years despite job numbers increasing exponentially. 
 
In the SW country region, the pressures of multiple inter-hospital transfers to the metropolitan region 
negatively impacts the standby capacity of emergency ambulances and as such the availability to the 
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community. A lack of resources especially overnight also negatively impacts our capacity to respond to the 
community, especially in dual response cases, with currently only 2 x 224 vehicles in the greater Bunbury 
region. I also note there have been a few rare cases of 000 priorities being downgraded by the CSP 
following further discussion with the caller, still the emergency ambulance is often not stood down in 
favour of a transport crew as appropriate. With such limited resources in country, it is difficult 
to achieve appropriate responses to the community especially during periods of high demand. 
 
We respond to far too many P1’s that are actually P2 or P3. Example person in nursing home with 
dementia had a fall. Minor injuries but “not alert” Pt is “not alert” due to dementia, so should not be a P1. 
We also have multiple crews ramped at any time, depleting our ability to respond to calls, often leading to 
long distances on P1. 
 
Emergency calls are often not answered for extended periods, crews aren’t dispatched in a timely manner 
(P1’s over an hour to dispatch on occasion) and ultimately time from call to ambulance arrival on scene is 
delayed. These delays directly result in poor patient outcomes ranging from deterioration of the patient to 
death. Dishonest collation and reporting of figures so as to avoid deserved scrutiny in the sole interest of 
public safety distorts the critical failings of SJA in this area. 
 
We often have completely unacceptable response times to emergencies. Ambulances are too frequently 
not in the areas they are stationed, and responses come from further afield. 
 
Current call taking/dispatch system over prioritises drunk/ drug affected people to the detriment of elderly 
patients in the ground. 
 
They are too busy prioritising their patient transport business over emergency work. They should 
concentrate on patient transport and leave the emergency work to the government. 
 
Ramping should not exist. Our duty should be to deliver and become available. The health department has 
a patient flow problem not SJA…. 
 
A 15 minute response time for P1 Calls? That doesn’t measure up to other services I believe that to a 
certain extent St John has a conflict of interest between responding appropriately to calls and the fact that 
each call means money. 
 
Not enough vehicles on the road, not enough call takers in SOC. [State Operations Centre]. Too much 
ramping holding ambulances hostage for hours. 
 
Personally, [I have] been tasked to: 

-itchy sunburn from 3 days earlier 
-carer unwilling to change patients pad, prefer SJA to change it 
-nursing home doctor calling requesting SJA sign ‘life extinct’ for a deceased resident as doctor 
was unwilling to attend scene (2crews and a CSP as it came as a resus) 
-broken fingernail 
-[person] on side of road -intoxicated and would like a lift home 

 
Multiple ambulance responses daily to same patient for past 4 weeks. GP referral to ED for 
"investigations" of generalised decline without emergent symptoms. 
 
Returning residents to nursing homes. Trivial calls that should never had an ambulance dispatched in the 
first place. 
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[…] was tasked to collect the husband of a patient transported the previous day to [a regional hospital] to 
simply “visit his wife”. 
 
[calls that the survey respondent has been dispatched to] Cut finger. Not alert dementia patient in a 
nursing home. 10kph mva [Motor Vehicle Accident]. Dizzy. Stomach ache. 
 
[calls that the survey respondent has been dispatched to] P1 call due to cold feet (in winter time). P2 inter 
hospital transfer just after midnight to transfer patient to a regional hospital for surgical review. Surgical 
review wasn’t to be completed until after 0830 in the morning. 
 
Patients frequently state, "I have health insurance and I'll be seen faster if I go to hospital by ambulance" 
General lack of health education within the community. No understanding of what constitutes an 
emergency. No personal responsibility/resilience (called for man flu, or asking for "second opinion" after 
kid drank some bath water two hours ago). 
 
… a frequent occurrence is the term “not alert” immediately categorising the patient as a priority one. 
Others are “dangerous body area” or “dangerous haemorrhage” where the patient has had a blood nose, 
controlled, with max 100ml loss. 
 
I was tasked to a RFDS transfer, and a multi fatality car accident was nearby and despite us being the 
closer crew we were told to stay with the cooperate client. We had to go over the dispatchers head and 
argue with the duty manager to go. We had 3 deceased and 1 Time Critical patient!! 
 
Called to nursing home at 2am because Pt had run out of endone. The EN remarked, “I’m very annoyed at 
the day staff because they knew her script was coming to an end and now you will have to take her to 
hospital for another script”. We had to wake her up to get her on the trolley. However, if we dare question 
the nursing home staff as to the logic of waking an elderly Pt to have her ramped at ED, we are the ones 
disciplined. 
 
Regularly sent to jobs by VKI [Police], their dispatch sends an ambulance prior to police even arriving on 
scene for example if it's an alleged assault. Most of the time nobody wants an ambulance and this places 
the crew in unnecessary dangerous and volatile situations. There's no vetting of these jobs on SJA's end. 
 
Falls is one area which seems to have varying priority.  

1. P3 fall, patient was outside on the driveway for over three hours waiting for assistance.  
2. P3 fall, patient waited 1 hour for an ambulance, turns out patient fall due to having a stroke. 
3. P2 fall, in nursing home (NH), patient assisted back to bed by NH staff. Facility policy to 

transport to ED  
4. P1 fall, in NH, fall >6hrs now has headache, seen by locum and family, both requesting 

transport to ED. 
 
… [I] can’t recall many cases simply because I make the effort to leave work at work and not take it home. I 
can think of one call when an ambulance wasn’t despatched until the night shift came on. That meant a 
man in his 90's was left on the floor of his home for nearly 2 hours when there was a crew available. 
 
Rock bottom morale, with zero inclination to measure or correct it. Absolutely toxic relationship between 
executive management and on road staff. State government’s inability to address ramping, pulling crews 
off the road. 
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Term of Reference (b) The efficiency and adequacy of the service delivery model 
of ambulance services in metropolitan and regional areas of Western Australia. 
 

In relation to this Term of Reference, we also asked members whether they thought funding of the 
service by Government or St John was adequate. 
 
Volunteer model is a cash cow and a death trap all at once. The jewel in the SJA crown.  
 
The care in country/regional areas is largely by volunteers who are not paramedics in any way shape or 
form. The care in these places cannot be anywhere near as effective in terms of reaching a good outcome 
as it would be in metropolitan Perth. 
 
The skill and knowledge gap is immense especially in lower call out regions. 
 
Response timer. Access to drugs/skill levels depending on crews.  
 
Lack of decent hospital resources in regional areas, too many patients are transferred out for simple things 
like x-ray, orthopaedics etc. 
 
There is an unfortunate lack of skills and care the public DO NOT receive because St John rely too much on 
a Volunteer/Volunteer model which effectively give a much lower care model because these models do not 
have access to the training or drugs metro patients expect and receive. 
 
Longer response times, fewer paramedics. 
 
Longer times to receive ambulance care Lower scope if practice (no TXA, ABs for paramedics in country, 
less resource, Volunteer depots significantly lower ability, training, resources and scope of practice Less 
resources available for multiple patients Longer call out times. No crew availability resulting in patients 
being transported by police or family. 
 
The cost based adherence to volunteer/paramedic models dilutes the expertise available to country 
patients. 
 
[…] 1. if you live 2 hours from a medical facility then your care will be delayed. 2. for some patients being 
attended to by a paramedic in the first place rather than an EMT might improve their outcome especially if 
there is a long travel time to further care. 
 
No STEMI protocols in country No Stroke protocols Patients wait for hours to get RFDS to fly them out. 
Suggestions to speed this up like calling SOC from Patient location so that RFDS has as much notice as 
possible of impending job was denied by management as a [un]reasonable request 
 
Volunteer staff do not have the qualification and are using basic skills. More paramedics required in 
country. 
 
The country relies on inexperienced volunteers. You wouldn’t see an unqualified volunteer Dr. 
 
Absolutely. The clinical skill level difference and experience between volunteers and paramedics cannot be 
understated or simply glossed over. It is my understanding the current requirements for a volunteer are a 
completed application providing them with an AP number, an open C class driver’s licence and availability 
to join a crew. To my knowledge, the previous requirement to have a first aid certificate has been waived 
due to COVID as prospective volunteers were unable to attend first aid courses. This is in stark reality to 
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the majority of new paramedics, including myself, whom are required to have a Bachelor in Paramedical 
Science, a 4 year University degree and now be registered with APRHA. Not to mention the majority of 
paramedics are fulltime completing far more cases than volunteers whom may only complete one 12 hour 
shift per month. For example, if a volunteer crew attends an actively seizing patient, they are unable to 
provide anything which may resolve the seizure and as such the patient will likely have a more detrimental 
outcome, due to prolonged hypoxia than if attended by a paramedic who could have administered 
Midazolam. Of course every level of clinician – volunteer, paramedic, doctor, has a varying scope of 
practice and doctors can certainly perform more skills and give a wider variety of medications than 
paramedics, however we are focused on the skill sets available in the St John WA country setting which is 
volunteers and paramedics … Volunteer depots and crews are relied upon significantly. I feel we exploit 
their moral obligation to their community to get them to complete local jobs and various inter hospital 
transfers including in the early hours of the morning. A statement I commonly hear from local volunteers is 
“they told us there was no one else and they really needed us to do the job” even though it was a long 
distance non-urgent transfer at 2am. Volunteers often have normal day jobs and may have worked all day, 
then answer the call for the 2am transfer, return to local station at 4am and then start their normal day 
job again at 8am. I appreciate their commitment but I have to question if this is the safest model for both 
our volunteers and patients. On April 1st Paul Bailey, our medical director, started a Yammer thread in 
regard to the metropolitan ambulance service putting CCP’s on road, supported by research in the Beck 
and Armstrong research papers. The message I took away from this discussion was that CCP’s on road in 
the metropolitan area could benefit a number of patients each and every day. A country paramedic then 
asked if Paramedics instead of volunteers in the country areas would benefit patients. Unfortunately, this 
was poorly received and taken as an attack on our volunteers, which it was not. The discussion noted the 2 
rescue helicopters were country patient’s answer to advanced paramedic skills and that this should be 
sufficient given 80% of the population live in the metro area. I simply cannot understand how more 
paramedics in regional areas would not improve patient care and ultimately outcomes, together with 
supporting the volunteers in these regions. … The disparity in resource availability from metro to country is 
significant. I believe most callers assume they are getting a paramedic when they call 000 for an 
ambulance, as paramedics are largely synonymous with an ambulance service. Perhaps in smaller regional 
towns where they know about their volunteer ambulance service or are personally involved, they 
understand they will be allocated a volunteer resource. Unfortunately, I believe the community is largely 
unaware of the difference in skills, training and experience between volunteers and paramedics. We wear 
the same uniform, so it is difficult to tell us apart unless you know what to look for on the uniform. 
Interestingly our critical care paramedics wear a different uniform, are easily identifiable and have a 
different, more advanced clinical skill set. To my knowledge we also use the same billing structure for 
emergency calls despite the clinical skill set of the crew allocated. The 2009/2010 ambulance enquiry 
noted there were gaps in the skills and training between paramedics and volunteers even though they 
encounter the same degree of patient injury and emergency. In the last 10 years this gap has continued 
to increase. Volunteers do not receive accredited training and there is no “real” rules around initial and 
ongoing training, especially in depots whom simply want to put a crew on the road no matter the skill set. 
The notion of “any ambulance is better than no ambulance” really doesn’t sit well with me. Ambulances 
provide lifesaving skills to the people in our community. The community expects and deserves a service 
which provides a high standard of training and commitment to quality of care across the paid and unpaid 
workforce. We can do better for our community 
 
No KPI for response times in country. I’ve worked in regional WA and had response times of over 2 hours 
for road trauma. 
 
Difference in response times is the most obvious in volunteer dependent locations. And the company offers 
the solution of "volunteers on shift must stay at the depot" - what an absolute load of rubbish and a clear 
example of how disrespectful and abusive attitude towards volunteers is. Volunteers aren't all retirees who 
have nothing better to do than devote their life to all things Order of St John! 
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We have lack of resources, lack of qualified paramedics. Due to all crews wearing the same uniform the 
community are often deceived about the service that they are receiving Volunteer scope different to 
paramedic scope. Different responses times but same cost. How is it ethical to charge the community the 
same for a paramedic vs volunteer response? Need delineation in uniform to jot deceive the public and to 
be mindful that AP is now an AHPRA registered profession. 
 
SJA have much less expectations of country crews than metropolitan crews because the vast majority of 
ambulance calls are covered by Volunteers. They work on the theory of what happens in the country stays 
on the country. 
 
I have personally been involved in cases where I believe the Pt would have lived had a paramedic crew 
been dispatched. A person should not die from an MI in [location removed] because a volunteer crew have 
misdiagnosed his symptoms as asthma and stayed on scene for over an hour when a paramedic crew 
would be moving quickly to a Cath lab. By the time we were dispatched from [location removed] 90 
MINUTES after their 79, the Pt was peri arrest. He arrests shortly after and died in [location removed]. 
Maybe the outcome would have been the same with a paramedic crew but I highly doubt it. Anyone who 
has worked country will have similar stories. 
 
Country resources are poor compared to metropolitan regions. I can only comment on my experience 
…and I would assume other regions are having the same if not worse struggles. Volunteer depots and 
crews are relied upon significantly. I feel we exploit their moral obligation to their community to get 
volunteers to complete local jobs and various inter hospital transfers including in the early hours of the 
morning. A statement I hear from local volunteers is “there was no one else and they really needed us to 
do the job”. I appreciate their commitment, but is this a safe model and is it best for the patient. Recently 
on Yammer there was talk from our medical director regarding CCP on road in the metropolitan area and 
how this would positively impact patient outcomes in the metro region. One of my country colleagues 
followed this up and basically said surely then more paramedics in regional areas would improve patient 
outcomes as well. This was met with a firm NO and suggested the paramedic was talking down to the 
volunteers and devaluing their position. This was not the case and I simply can’t understand how our 
medical director wouldn’t think more paramedics in regional areas could and would improve patient care 
and ultimately have the potential to improve outcomes 
 
As mentioned before Rural WA relies on volunteers and if SJA can't get a volunteer crew to go to a job they 
tell caller that they will need to get themselves to hospital as there is no crew. That job then gets recorded 
as job cancellation instead of failure to send a crew, they do not record the number of jobs they fail to 
send an ambulance too. In regions such as Bunbury which has 1 hybrid depot and 1 career crew, crews are 
being called and asked by comms if they can "dump and run" at the hospital because they have 
outstanding priority ones. Bunbury has the same population as Mandurah yet there is 1 career depot and 
1 hybrid depot leaving only 2 crews, yet Mandurah has 2 permanent 224 crews and 2 permanent day vans. 
InBunbury the hybrid crew is more often than not, not in town because they're doing road transfers to 
Perth because RFDS refuses to service the area anymore. Transfers to Perth are 
a 6hr turn around. Anywhere further South than Bunbury is volunteer only. 
 
The public sees people in green uniforms. The renaming of some volunteers as “Emergency Medical 
Technicians” misleads people into thinking they have more skills and capabilities than they actually do. 
Many country areas have no Paramedics at all. 
 
Billing for said service is morally corrupt and must stretch the boundaries of legality. If the public were 
made fully aware of the compromise to their safety that SJA is willing to impose I suspect the state 
ambulance contract would be lost instantaneously. 
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Many regional areas have volunteers with low volunteer numbers resulting in delayed response times. A 
‘ring around’ occurs sometimes failing to find at least 1 crew to respond. Clinical care provided by 
volunteers is far less than paid paramedic level. Major centres Margaret River, Newman, Carnarvon, 
Esperance, Narrogin, Tom Price rely on volunteers which can be in short supply. 
 
Country is understaffed and SJA relies heavily on an under skilled but overworked group of volunteers. Paid 
staff are under too much pressure in country. 
 
Unqualified volunteers with no experience or accountability will always provide a different outcome to 
qualified paramedics. It frustrating that we are to make out that is not the case. 
 
There are very few paramedics in country wa and the public receives a far from satisfactory service via St. 
John ambulance and country health for that matter it’s a two tier system one for metro one for county St. 
John pretends volunteers are more qualified by renaming them technicians. 
 
Untrained professionals with a different and reduced scope of practice and equipment cannot possibly 
produce the same outcome for patients. 
 
Overly reliant on volunteers who are not provided enough training and unpaid to save the organisation 
money rather than prioritising patient care. 
 
Volunteers look like paramedics but are not. Their skill set are not the same. The quality of care therefore 
cannot be equitable. 
 
We are resource poor in the country. We expect volunteers to manage patients above what their capacity 
is. 
 
Limited resources, KPIs don't count in country locations. The "Best endeavour" model is absolutely 
outdated, and large career centres should be fully staffed and not relying on volunteers. The country 
people deserve the same quality care that metropolitan people get. 
 
Statisticians and a KPI centric executive massage response times so as to hide the true extent of delays in 
response to critical cases. Response times upward of 30 minutes to critically ill patients and resuscitation 
cases is a daily occurrence. 0% standby capacity so as to maximise the financial gains of SJA are directly 
risking the lives of every single Western Australian. Only calls within 10km of paramedic staffed country 
towns are reported but if they knew them for volunteers towns it would be shocking, I think how long it 
takes to get an ambulance in the country. 
 
Paid centres in country are generally on depot, with a crew ready to respond immediately. As such I think 
these response times reported would be largely accurate. Sadly, the job is often allocated/sent down to 
the vehicle prior to the crew being notified which negatively impacts our acknowledgement time. 
Unfortunately, in volunteer stations many are not on depot and as such response times can be lengthy. 
This is also impacted by SOC attempting to mobilise a local community volunteer resource and when this 
fails, the next closest paid centre is despatched and as such response times blow out. I am not sure how 
country response times are reported and if KPI’s exist for volunteer sub centres. 
 
There have been a number of occasions where crews have been asked how long they will be at hospital as 
they have a outstanding P1 (etc). When the crew get the job down 1/2 later, the in time on the job 
suddenly is just before the crew receives the job. We have said for years the  figures are manipulated by 
SJA to make them look good. 
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Jobs get re-sent en route which restarts the clock. 
 
I know for a fact there have been periods in the past that St. John have utilised non rostered staff (College 
and office staff) to attend from home (on call) in civilian St. John cars to effectively “stop the clock” when 
jobs have been outstanding nearby their homes. 
 
The MMO role "washes " data taking out calls where priorities have been changed. 
 
Many priority two calls are stood down for priority ones the priority two is then later reallocated to 
another crew response time is then reset. A complete con job. 
 
Paid centres in country are on depot and as such I think response times reported would be accurate. 
Unfortunately, in volunteer stations many are not on depot and as such response times can be 
considerably lengthy. This is also impacted by SOC attempting to mobilise a local community volunteer 
resource and when this fails, the next closest paid centre is despatched and as such response times blow 
out. I am not sure how this is reported or what KPI requirements exist for volunteer depots. 
 
SJA adjust the "out time" of jobs. They pay an entire team to adjust statistics and numbers. 
 
Times are averaged over Metro. Times need to be reported by post code to identify areas where additional 
resources are required due to longer response times or shortage of crews. 
 
It’s well established that numbers are dishonestly reported and collated in such a manner as to hide the 
actual figures which (if reported) highlight an obscene willingness by SJA to risk the lives of the WA public. 
 
If you miss a time by 1 minute or 10 minutes the KPI result is the same, the clinical outcome is very 
different. 
 
Have worked shifts when we didn't make response times all day, missing by many hours in some cases, yet 
the stats appear as though we've coped. 
 
Ramping is a get out of gaol free card for St John. The stand down/reallocation of jobs with a new case 
number resets the time 
 
They have always manipulated their statistics and are not open and transparent. 
 
Appears they are able to average the times or have ways to avoid reporting responses that are way 
outside of KPI 
 
Having the GPS 79 (arrive at pt) when often we are not even in the correct street. Or at the front door of 
an apartment building that then takes several minutes to find the pt because again poor info has been 
collected due to the few seconds the call taker has before the performance report stick is used. 
 
Experience. I have seen jobs be reclassified as lower priority be "rebooked" for later times to fudge times 
and not have to justify sending metro crews to service the call. 
 
I feel sure that when calls are reassigned (such as a crew stood down from a P2 to attend a P1). The 
reassigned P2 call gets a new case number and I feel sure a new "out" time. I feel sure that an ability to 
fudge the figures is available. 
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Perth has grown in population, ambulance demand, ramping, clinical requirements, and road traffic 
delays; far more so than the number of ambulances, and (I believe) the funding. SJA attempted ASCU to 
solve a hospitals problem, and was declined finding to continue. SJA instigated STT to reduce ED 
presentations during COVID at their own cost, to reduce their own income - the government should have 
paid for this service. The government has done diddly to relieve ramping, the cause of which has always 
been underperformance by hospitals, mostly due to underfunding and inadequate growth. 
 
ST John have claimed fir years to not have enough funding from the government to fully allow 
employment of staff and buy/maintain equipment to help service the public. For years we have had to go 
without one or the other. 
 
The fee for service model increases the likely hood of crews taking a patient to ED because when a $1000 
bill comes in it's easier to complain if "they didn't even take me to hospital", and why would individuals 
take on the risk of a complaint. 
 
We don’t educate the public on what appropriate calls are as we accept any request for an ambulance. 
Primary health care and referral pathways would help the public choose the correct care. 
 
The ambulance service provided is unbelievable value for money from the GOV perspective. To get a better 
service should cost many times more than it does.  
 
The government should fund career depots separate from volunteer depots such as they do with DFES 
model. 
 
If they doubled their funding we would still be cheaper than most other states by half again. 
 
I honestly do not know the answer, but I do know we need MORE resources in country, and it would 
appear St John WA are reluctant to pay for this themselves. So, I am not sure why we are not 
demanding/requesting WACHS for the money we need to provide an adequate and appropriate service. As 
a paramedic I likely look at this question differently from the management team. As a paramedic I signed 
up to provide a service to my community, FIRSTLY to service “Doris” who is 97 and living independently but 
can’t get up after a fall, and then SECONDLY to “Rob” the 40-year-old psychiatric patient who needs to go 
from [location removed] to [location removed. Unfortunately, it often seems St John WA are more 
focussed on the inter-hospital transfer contract we hold with WACHS than providing our service to the 
community, whom are more vulnerable than a patient in a medical facility. We often spruik we are the 
most affordable ambulance service in the country, I have to ask is this a good thing for our patients both in 
hospitals and the community? 
 
SJA gets funding for services that are ineffective. Just recently they're putting two new CPs into existing 
locations that will do little to solve the inherent problems with remote locations because nearly every 
single issue revolves around the volunteer model and that volunteer numbers are dwindling everywhere! 
Government is probably also footing the bill for the Special Ops Paramedics being used in Fitzroy as an 
example - here they can kick the till big time (to the tune of $11k I heard last pay card) in a completely 
unsustainable model so it does nothing to work towards a proper service provision, it's like they're doing a 
NW CP gig (24/7 on call) but actually getting paid for every hour. Why Special Ops?? Shouldn't they be in 
metro ready to deploy for their purpose? 
 
A lot more money is required to provide a better service to communities, especially in the country regions. 
 
Cheapest in the country, per capita. Told continuously by management that “they can’t afford more 
crews”. 
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Perhaps, but who knows where the money goes? Why fund more ambulances and staff when you can pay 
the Wiggles to make a song for you? 
 
Enormous gaps in appropriate funding. 
 
Country ambulance service is grossly underfunded and relies on volunteers... I believe SJA a don't use the 
funding properly, they admit they use all funds across all departments and not specifically for ambulance. 
They have just spent 1 million dollars on new Subaru response cars which are completely unnecessary and 
could put more staff on the road. 
 
Not privy to the business model and funding of St John but they have always sprouted that they are the 
cheapest provider in all of Australia and love to compare themselves to Queensland. You can’t promote 
yourself as low cost provider, run your fleet and staff into the ground and then whinge that the 
government is not providing the dollars. You can’t have it both ways. 
 
This is difficult. In country we have a contract with WACHS to provide the ambulance service, however this 
feels focused on how we service WACHS patients and less about the community itself. The focus seems to 
be on hospital transfers not poor 82 yo Doris who has laid on the floor for an hour whilst we completed a 
non-urgent inter hospital transfer. 
 
They pay nowhere near the amount of money for the service compared to other states. As a result, there's 
less crews, less training, less accountability and reliance on the free labour of volunteers. 
 
I’m not familiar with the ins and outs of state funding vs patient fees; my personal preference would be for 
the ambulance to be fee-free regardless of who operates it. 
 
The government is getting the cheapest ambulance service in Australia (cost per capita. SJA relies heavily 
on volunteers to deliver a service in country areas. We have insufficient standby capacity in [...] and some 
depots have too few crews (Kelmscott down 1 x 224 crew after combining Armadale and Gosnells) due to 
“cost cutting”. 
 
SJA utilises funding for its own organisations gains, not to improve the emergency service to our 
community. 
 
SJA could always use more funding. 
 
The service is paper thin. No money for true clinical oversight and governance. Almost no infection control 
governance. Again, poor funding for emergency management and or specialised response ie hazmat, 
dangerous response, WAMAT/AUSMAT assistance. SJA only focuses on a “bums on seat” in ambulances 
approach. 
 
Private service should set contract terms to what $$$ are needed… then cover rest, which isn’t happening. 
 
For far too long the government of WA has just thrown money at a substandard service. We need a 
government run ambulance service that is well managed and not prone to the corruption and nepotism as 
is rife in St. John ambulance. 
 
It has been out-sourced to a private operator who is putting profits before patients and the government is 
turning a blind eye. 
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It is plain that governments don’t want to run the ambulance service. They are happy to give increasing 
amounts to keep the ambulance service "topped up" because that is cheaper than having the full 
responsibility for it. In essence, the government gets a "cheap" ambulance service as SJA raise a lot of their 
own funds. The other issue is the ramping charge. Both the Health Minister and the CEO hide behind the 
'contractual confidentiality" statement when pressed on the charge by the media. That is how much SJA 
charge the government for each hour of ramping. I have heard the fee is as high as $360 per hour per 
crew. If that’s the case then it means that SJA is earning a bucket load of money for basically no cost per 
hour. 
 
I think we live with an aging population. We need more ambulances in country. Why should it be a private 
companies responsibility? It shouldn’t that cost needs to be borne by the community, in taxes etc. 
 
I don’t know enough about overall funding, but the country financial model is a disgrace. Sub centres with 
millions in the bank and sub centres who have to fundraise for basic supplies. The fact that you don’t have 
to get a corpuls if you can’t afford it is disgusting. 
 
As already stated, not enough ambulances to use, not enough staffing at workshops with mechanics to fix 
problems quickly. 
 
St John are having trouble maintaining equipment and ambulances, let alone having enough funds to 
employ more staff. They drag their ‘feet’ in all purchases, then plead trade off when large purchases have 
to be made. 
 
There are no long-term plans in place with relation to patient workload and funding. The infrastructure is 
asbestos-ridden and inappropriate and not fit for purpose which is having major safety impacts because 
we cannot increase the size of the vans when the stations aren't tall enough, where’s the long-term 
building program to fix these things. If safety was a priority it would be in place. 
 
I don’t believe St John are working as a not for profit. I think funds are moved to different parts of their 
organisation 
 
We seem to have all we need. 
 
Investment delayed far too often. For example, we should have had Stryker stretcher years ago 
considering back injuries a big issue for SJA. 
 
St john has not improved or renovated any old metro depot or added any new crews in the 10yr I've been 
on road. Money is spent of areas that don't generate a return ie the metro management roll out. 
 
St. John wastes money on expanding its other businesses and doesn’t put the money into front line 
services while ambulances are still lacking very basic equipment. 
 
Without proper accountability we don’t know where the money really goes so it’s hard to know. 
 
St John WA provide us with a good standard of equipment in general, e.g. Stryker stretchers, Corpuls 
monitors, variety of useful consumables and new equipment being frequently reviewed. There are of 
course always improvements but as a rule we have access to good, reliable, and up to date equipment. We 
simply need more resources in country, more paramedics, more effective local management and clinical 
support staff and more vehicles in order to provide a reliable and appropriate service to the community 
and to service our WACHS contract. 
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The ever increase in middle management positions, unnecessary travel by Regional and Operations 
Managers, wastage on vehicle platforms that are not role specific, we know the list goes on and on... Yet 
when expensive new equipment comes out, e.g.: Corpuls then small financially struggling depots have to 
raise obscene amounts of money off their on back. This money typically comes from the pockets of 
community members, which, of course, will always cop a bill for being treated with the equipment they've 
helped pay for. 
 
There is a lot of wastage of funds, and this should be overseen by government. 
 
If St John WA cannot make money off the care it provides and the state government will not fund the 
particular improvement of patient care pathway it will not be implemented. 
 
Who knows where their money is going... conservative in finance is their first core value. 
 
St John have never given transparency into their funding model or allocation of funds to different areas of 
their organisation. St John are a private not for profit organisation... adequately funding an ambulance is 
contrary to the organisational values as they cannot afford to run their business at a loss. revenue and 
profit should not be the sole dictator of essential service delivery. 
 
SJA use incoming funds to supplement other non-ambulance services. They also use emergency 
ambulances to standby and backfill lost transport calls or contracts not able to be manned by our Event 
Health Services, the government is paying for emergency ambulances to cater for SJA private contract 
businesses. 
 
Continually diverting government paramedic stand by time money to pet projects. 
 
When you have day crews waiting for night crews to clear so as to have a van, there is something 
drastically wrong. When you are not even close to meeting KPIs for months on end, there is something 
drastically wrong. If I performed by contracted duties 73% of the time, I’m sure I would be unemployed. 
 
SJA take money and state they're going to do things and don't do it. Take for example the urgent care 
centres, these were supposed to stop ramping now crews can't even refer patients to them. Failure to hire 
enough staff to compensate for paramedics retiring, taking maternity leave, moving into different roles or 
going country. 
 
I’m happy with my salary and we rarely seem to run out of things; the issues we encounter tend to be 
more around supply and management (when to order new ambulances, how to design them), which is 
more of a managerial area than financial. 
 
Money is being spent of diversifying and providing other medical services ie. new medical centres costing 
10's of millions, yet not updating equipment eg. stretchers due to the (at the time) $8 million cost, (now 
$11 million+) even though most injuries are stretcher (lifting) related. This reeks of corporate over 
community and staff needs. 
 
The amount patients are billed for ambulances, on top of government funding, is not invested back into 
more vans, more crews, better equipment or better depot amenities. 
 
They syphon money to other areas of their business and cost cut at staff expense. 
 
Excessive money held in accounts, not being spent on vehicles or appropriate equipment. 
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Operating on skeletal staffing with very little investment in front-line services with a top-heavy 
management model. Profits are diverted to the greater St John organisation rather than reinvested in the 
ambulance service. 
 
In one yearly report from St. John, it stated approximately half of the profit made was donated to the 
Jerusalem Eye Hospital 
 
I am not sure what they do with the money. I know that a lot is donated to St John Eye Hospital in 
Jerusalem and to other ST John Entities (Malta etc). 
 
They’re a private company. Their interests lie in profit as they should. To provide an adequate service you 
would need to run at a loss. How can we expect a private company to run at a loss? 
 

 
Term of Reference (c) Whether alternative service delivery models in other 
jurisdictions would better meet the needs of the community. 
 

I believe it is the responsibility of the government to ensure safety and health of citizenry. Emergency 
services should not be used as a user pays system to generate profit. 
 
I do not agree with a paid for service. I believe we get sent to patients who don’t need an ambulance 
purely because they have called 000 and because a bill will be generated. A public service model would 
mean everyone in the health service (ambulance and hospital) would be on the same team and could 
resolve issues together. We need greater alternative care pathways and greater ability and support to use 
our clinical knowledge to leave patients at home without fear of negative outcome from the organisation. 
 
If you want reliability you have to pay for it. Volunteers are great but they have to work for a living we 
can’t and don’t fill rosters as people have personal commitments. 
 
I feel that the ambulance service is a community service and should probably be managed by the 
government. I do have concerns about a government run service however as often there are huge issues 
with funding, red tape, morale. I know that staff in other state run jurisdictions are not always satisfied 
with a government service. 
 
I think the issues are systemic. Education around when to call for an ambulance including educating 
nursing homes would help. And access to alternate pathways. 
 
Fix ramping. Authorise phone triage by GP. Perhaps Telehealth triage and assessment via patients own 
mobile phone. Transport to GPs. Leave people with clear instruction to see their GP, as their own 
responsibility and liability. 
 
I believe SJA has incorporated many international models and views in their system in the past over the 
last decade. Take the Pro QA this is used over in England or was used. SHA employ English and South 
Africans in variable upper Echelons and utilise their past ways and experience to build a service. They are 
not an ethnocentric organisation. 
 
I think that more resources in hospitals would help more especially in cutting down on transfers in the 
Country due to a lack of services especially outside of business hours and weekends Need more alternative 
pathways, ECP’s/ practitioners to keep people out of ED. Direct referrals to wards and clinics. 
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Keeps Paramedics for emergency cover to the public. Also allow them to leave at home patients that are 
low acuity to be picked up by a second tier service like transport. A transport tier is required to keep a 
standby emergency response for the public. St John have been told for over 10 years this was needed but 
have never even tried to implement this model. 
 
We need more crews, and we need funding ties to workload and standby capacity. The model works well 
but is very underfunded and under supported. 
 
STT, extended care paramedics in cars to facilitate See and treat alongside hear and treat. Practitioners 
are very successful in semi-rural areas of Scotland with limited GP coverage. CP should be a 2 persons 
position for fatigue, clinical and social and mental health reasons 
 
Stop sending emergency ambulance to low acuity patients. Provide support and indemnity for paramedics 
to leave non urgent patients at home or provide alternative care pathway referral. 
 
State run services have the impetus to dissuade public from non-emergency 'nuisance' 000 callers. That's 
still money in the bank for SJA. 
 
Big BLS fleet, Paramedics backing them up, not more than one Paramedic on a crew. 
 
State run service with paramedics throughout the regional area on rotation to prevent skill decay. 
 
I believe it should be state funded and part of the health service. This would ensure we are all on the same 
page for CPGs. 
 
No, as we do an amazing job given the vast area of the state we cover. 
 
SJA does a great job. I believe the education of the public on what an ambulance is for is the bigger issue 
based on the quality of calls we attend to. 
 
I have no firsthand experience however is seems to me that QLD and somewhat NSW has similar 
geographically remote communities and may have solutions to rural ambulance provisions. 
 
Paramedic Practitioners working in separate vehicles to treat lake acuity patients then calling for transport 
only when required keeping low acuity patients at home where possible or referring to care pathways and 
avoiding ED. 
 
More Paramedic crews on road to attend emergency calls and more transport crews to attend non urgent 
calls. 
 
Pay or supply paramedics state wide. Stop relying on the volunteers to provide what SJA call a world class 
Ambulance service. 
 
We should be too heavy with transportation crews to do all transfers we should have paramedics 
responding on cars as well as ambulances to high acuity and jobs in the community similar to London 
ambulance. 
 
Start with the service being state run. 
 
There should be qualified paramedics within a reasonable distance to all West Australians like there are 
for Drs. Not just servicing the metropolitan areas. 
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Paid staff should work with paid staff. Volunteers should work with volunteers. Community Paramedics 
already do and should continue to support volunteer depots in their regions, as we know paid staff in 
regions with little workload is difficult to sustain. Again we need more community paramedics in our 
regions to make this role effective. St John WA has a large volume of paramedic required inter-hospital 
transfer work. We need a paramedic transport model, which may be a paramedic with the same and or 
reduced SOP working alongside a PTO. This would then allow emergency ambulances to respond to 
emergencies in the community, which is what we are designed to do. Currently if St John WA ONLY used 
emergency ambulances to do emergency community work, we probably would not need any more 
emergency ambulances and or paramedics to service community demands – depending on ramping of 
course. We need to increase our transport service, have it working 24/7 with a variety of skill sets to 
service the hospital transfer contracts in a timely and reliable manner. Also, the priority system DOES NOT 
work for inter-hospital transfers, our medical director has acknowledged this. RFDS have 24 hours to 
respond to a P3/P4 at a hospital and we have 1 hour…. It simply does not make sense. Hospitals book both 
resources and simply go with the one who is faster, which is usually us, depleting our local community 
resources significantly. Especially in Bunbury where a transfer to Perth Children’s hospital can take 5-6 
hours. We also often see patients being transferred multiple times despite requiring definitive 
metropolitan care. E.g. a patient requires neurological review at SCGH but they have presented to their 
local hospital in Bridgetown. Bridgetown assesses the patient and requests RFDS transfer the patient to 
SCGH. RFDS are unable to facilitate the transfer for 24 hours and the local St John volunteers don’t want to 
transfer the patient all the way to Perth so instead Bridgetown reaches out to Bunbury who accept the 
patient. Transfer 1 by St John WA – Bridgetown to Bunbury. RFDS is contacted by Bunbury about this 
patient and advises they can collect in 24 hours. Patient is collected again by St John WA for Transfer 2 
from Bunbury to the airport. Patient travels via RFDS to Jandakot airport where St John WA initiates their 
3rd transfer to SCGH. The patient experiences significant delays in getting to definitive care and is 
subjected to multiple transfers, which is known to be detrimental to patient outcome. This is not best 
practice and an increase in our paid staff inter-hospital transfer capacity could avoid these scenarios and 
contribute to better patient outcomes. I would hazard a guess this happens several times a week in the 
South West. Our world class ambulance service largely provides a paramedic response (often two 
paramedics per crew) to all metropolitan cases. We need this to be reflected in country areas where 
appropriate, like Bunbury, Busselton, Albany, Geraldton etc these are cities, with large populations and 
holiday influxes. These communities deserve paramedic responses and the volunteers in these 
communities also deserve the support of paid staff. My understanding is we service two contracts in 
country with the same resource, emergency ambulances and transport do the same jobs and an 
ambulance is an ambulance regardless of the clinical staff on board. In my opinion they are two different 
services and should be treated as such. Service the WACHS inter-hospital transport contract and 
community transport cases with transport staff and service the 000 community calls with emergency 
ambulances. That is what the community expects and deserves. They want an ambulance with suitably 
qualified clinical staff to be available to them when they need it. 
 
Training and SUPPORT for leaving people at home instead of taking everyone to hospital. Practitioner type 
roles, especially in remote country regions. Secondary triage with doctors in SOC for EVERY job that is not 
a clear emergency. REVIEW every location on a needs basis for equipment required. 
 
Paramedics working with paramedics, and no hybrid crews due to the unforeseen stress and lack of 
wellbeing to professionals. 
 
Less volunteers, more paramedics. More double paramedic crews. 
 
Transition away from volunteer only model of emergency service for most of the regional area. More 
funding for regional areas. better integration with DOH, WACH, shared services and more transparency 
across all sectors of rural health. 
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SJA needs to handover ALL inter hospital transfers including RFDS transports that are Priority 1 to private 
providers or establish a basic life support ambulance service. SJA continues to employ paramedics to work 
in emergency ambulances but uses them for non-emergency callouts. WASTE of money and resources. 
 
Should be a government run service same as police and fire. 1/ We need a combined call centre with DFES. 
Having had multiple experiences of remote MVAs and dealing with the different agencies and all of the 
Chinese whispers, it creates enormous confusion for all involved. 2/ Have a call centre purely for transfers. 
Have it manned by someone suitably qualified. If there is a bed at the destination, it goes ahead. If not, the 
transfer waits. The amount of times I have been involved in transfers, especially out of Peel, that when you 
get to FSH they lose their mind stating “I told them not to person [sic]”. It should not be up to. Dr to 
deceive priority. I have done a P2 transfer from PHC to Hollywood at 2am for an angiogram happening at 
1600 the next day. 3/ Country need to be totally restructured. The volunteer model is not working 
anymore. It was fine back thirty years ago when the skill set between volunteer and career paramedic was 
much narrower but now the gap is enormous, and lives are being lost. People in the country are being sold 
a 1975 falcon sedan whilst metro counterparts are getting 2021 BMW. There is always an element of 
isolation with living regional but really, Margaret River, Dunsborough, Exmouth, Esperance… these are 
areas with large transient populations, and I can guarantee that people living and visiting these areas do 
not know that they are getting volunteers to attend to themselves and their loved ones. One solution i see 
is letting WACHS take over country ambulance. In remote regions, Train paramedics to work in the 
hospital- usually a district one- and when jobs come in, they then attend to them. Care is continuous from 
scene to hospital, and you can justify the wage of having paramedics in regional and remote areas where 
the workload does not justify a standalone position. From a mental health point of view, the officer is 
much less isolated and socialising with peers everyday too. There are many other solutions utilising 
evolving technology such as VEM in remote areas too. 
 
I believe a clinical care model similar to what is done in Qld would be more appropriate. 
 
It would be good to see improved referral pathways and potentially paramedic practitioners, so that there 
are alternatives to hospitalisation. I’d also prefer that the ambulance was free for patients, but I doubt 
that’s on the table. 
 
Better links to alternate services is a must, particularly low acuity. Solutions predominantly lie in improving 
health service availability outside of the organisation, including establishing and enforcing minimum 
standards of nursing/medical staff within NHS and in my opinion is where the government should be 
focusing, instead of using this inquiry as a distraction. 
 
Not all crews need to be Paramedic crews. More Transport or Intermediate level crews are needed to do 
lower acuity transfers freeing up Paramedic crews for P1 calls. Having Paramedics on Response Vehicles 
gives better response capability as they are not transporting patients. 
Streamlining the Metro Management model, having more front line support on road and reducing the 
layers of office bound management would improve service delivery. In country areas having at least 2 
Community Paramedics in each location would allow for 4 on 4 off rostering, having a Paramedic available 
24/7. Their prime role should be responding to calls, not recruiting, training and retaining volunteers. That 
should be a secondary function, not the primary one. 
 
Health and safety of the WA population is the responsibility of the government (as seen on other states). It 
is a conflict of interest to have a private organisation that favours profit over patient outcomes in control 
of the ambulance service. A paramedic workforce openly stating that we need “very public deaths” to 
highlight the critical failings of the service is a distressing state of affairs and fundamentally wrong. 
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Seems to come down to cost. Maybe other services run better but it means funding far more country 
paramedics, better funding for admin, more front line staff. SJA appears management top heavy they have 
forgotten to prioritise front line staff and as a result it is impacting on service delivery. 
 
More alternative pathways developed. Particularly in aged care/nursing homes, getting the nursing homes 
to organise more care in the nursing home rather than shunting to the ED. 
 
More alternative pathways for patients, paramedic practitioners or similar, work closer with GPS and 
other service providers to reduce numbers as already strained hospitals. 
 
Separate emergency and non-emergency calls completely. Prioritise appropriately. 
 
Yes we should totally separate 000 from transport state-wide and take it back into public hands. 
 
Form a properly tiered service. Paramedic practitioners to deal with priority 3-4 patient. Dealing with 
patients in their own homes and providing ABs, Sutures for wound care and catheter care. Fast response 
CCP for on the most acutely ill or injured patient in metro and country. 
 
With the Western Australian population spread so thinly over such a great distance, I feel it would be very 
unlikely to be feasible or cost affective to have paid staff for every centre of population. 
 
Low acuity transport needs to be increased dramatically, ambulances should not be doing low acuity 
transfers or low acuity nursing home jobs or scheduled appointments. There needs to be a nursing service 
that can be called on for wound care, catheter care etc. 
 
Full paramedic service. No volunteer in country depots with paramedics. 
 
Government run ambulance service like every other state. 
 
A better realistic funding model with governmental financial oversight. Not internal as it is. 
 
Volunteers only working with paramedics to provide the same standard of care state wide 
 
We need to leave many more patients at home, transport ambulance needs to be increased tenfold so 
they can do transfers from hospital to hospital freeing up paramedics to work in the community and back 
up transfer crews if needed and Drs need to be educated that a paramedic is not always needed for 
transfers. 
 
Service should be gov run, not a private company making money at the detriment to community health. 
 
As a business transporting to ED = an invoice and subsequent profit. If it was patient care, it would = best 
interests of patient including alternative pathway and keeping them out of ED's unless a last resort. NHS 
runs a much better system as they are also integrated within the heath service and endeavour to find 
suitable pathways outside of the ED. St John cause ramping by transporting PT not requiring ED rather 
than more sensible options. 
 
Transport services should be completely separated from ambulance service. Paramedic crews should be 
only dealing with higher acuity patients. Significant bolster to patient transport should happen to deal 
with low acuity jobs 
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Need paramedics in more regional areas. The community paramedic model is not effective and causes 
significant pressure and fatigue. A normal staffing model is required but this comes down to costs. 
 
Paid staff in more country locations. More vans in metro. More staff overall. 
 
A full time 24/7 transport service (including transport paramedic) would free up first responder. 
ambulances from literally thousands of transfers and ramping hours a year. No emergency service should 
be run for profit. It should be a service provided by government to the whole community, equally. 
 
A multi-tiered service for example 

1. An emergency ambulance service - Only attends genuine emergencies/high acuity calls 
2. A dedicated BLS ambulance - Attends low to moderate acuity calls. (This would include pathway 
to retirement paramedics as well as a pathway to promotion 
3. A dedicated transport service - Attends all Nursing home transfers/returners and needs to be 24 
hours 
4. Maintain the current Community transport service. I think that works well 
5.Dedicated Nurse Practitioners for the catheter issues, medications/ABs etc and minor wound 
Care 

 
Our service delivery model is good. We just need to fund it better. 
 
Govt ambulance seems more transparent, might be cost saving but not money making. Govt ambulance 
would be in the interest of the WA Community and not the company. 
 
Funding like emergency services levy. 
 
Oversight committee with a union representation and paramedic More KPIs with clinical outcomes and 
treatment received. 
 
I do not believe going to govt will make things better. 
 

 
Term of Reference (d) Any other matters considered relevant by the Committee. 
 

As we could not anticipate what matters would be felt relevant by the Committee, we have included 
questions to our members in relation to matters that we know concern them deeply. We have asked 
(inter alia): 
 
In relation to organisational culture: 
 

- Management always treat staff with respect (28.71% not at all; 42.57% somewhat 
- Management provides the necessary support for staff dealing with work-induced trauma or 

stress (30.69% not at all; 39.60% somewhat) 
- Internal disciplinary matters are dealt with fairly and consistently (ie. staff are managed the 

same regardless of their position) (56.0% not at all, 31.0% somewhat) 
 
We asked if people had experienced any of the following: 
 

- Incorrect/inappropriate equipment being used, due to a scarcity of correct equipment at all 
(83.33%) 
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- Incorrect/inappropriate equipment being used, due to ill-repair or maintenance issues 

(61.11%) 
- Management being slow to respond (or failing to respond) to concerns you have raised 

regarding patient safety or care (71.11%) 
- Management being slow to respond (or failing to respond) to concerns you have raised 

regarding staff health or wellbeing (56.67%) 
- Being asked to perform a task that sits outside the regular duties/responsibilities of your 

defined role (66.67%)  
- A reasonable refusal of a shift overtime extension being denied by management (62.22%) 

 
We asked people if in the last 12 months they had experienced any of the following: 

- Feeling overworked (eg. long shifts, not enough time between shifts, etc) (69%) 
- Feeling a lack of respect or appreciation from management (83%) 
- Work-related trauma or stress (61%) 
- Work-related injury (28%) 
- Working with colleagues or volunteers who have not been adequately trained (54%) 

 
We asked if people if they had thought about leaving their job in the last twelve months, and 74% said 
that they had. 
 
Below are many long form answers, that speak to the organisational culture more broadly: 
 
The management system that has been in place for the last 10 years is more concerned with trying to bully 
and manipulate staff into doing what is best for the paying costumer/corporate client. Money and a rise in 
the ranks is more important to the St John Brand than us trying to look after their staff or proactively 
figure out what could help the on road situation. Also, the worse a manager is the higher they go. 
 
Our equipment is inappropriate, we have only just stopped buying old stretchers that you bust your back 
lifting, this isn't a new invention. We have a lifting trial that has taken over two years to conclude, this is 
after we identified an appropriate ELK device seven years ago which I can buy off amazon for $2000 each. 
The current CPAT vehicles are a joke, the poor patients are having to wait hours for one of these vehicles 
to show up, yet we are still dillydallying around attempting to design a new one, again this is a hazard 
because the pressure is on to utilise the normal fleet inappropriately. If safety mattered this none of this 
would be the case. 
 
Tasked to a dialysis transfer 15 mins before knock off at the end if a night shift because it was 
inappropriately prioritised as a P2. And the manager provoking conflict when questioned. 
 
The nepotism collusion, corruption, and discrimination from members of middle to upper management 
and needs to stop. 
 
Systematic bullying, gender based discrimination and victimisation when implementing metropolitan 
management model pilot. 
 
… Wellbeing in recent years have done a good role in providing support. Managers, however, focus on 
making sure they or their colleagues can't be highlighted as a causative factor for any issue (even though 
at times they 100% are). There seems to be absolutely no accountability for manager incompetence or 
behaviour. NONE! 
 
Toxic workplace environment. Treated as revenue generating assets, not human beings. 
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Poor suction equipment. Ambulances sit in the sun all day with their internal medical supplies overheating. 
When raised with management they state, "The issue is too big to improve upon". Risk patient safety 
whilst ramped. No back up crew for resuscitations in metro area. Lack of CSP support (on 2 in the metro 
area). Lack of lifting devices eg. ELK. Slow role out of electric stretchers. 
 
My respirator I was handed was a Small as “sorry mate, that’s all that left”. 
 
SJA has been improving its culture over time. However, I have seen many cases of area managers not 
supporting staff or coming down with a big stick approach rather than from a supportive approach. 
 
No mask fit testing, slow to respond. Problem masks only withdrawn after staff injury. Being ramped with 
a patient, requesting to finish shift and told this will only happen when patient is off the ramp, slow to 
respond, but this is finally being addressed. 
 
New staff in SOC that have not been trained and that causes delays in communication. Having a manager 
at a depot that you never see because you never are at the depot. Increasing night shifts when there is no 
return to depot. Rosters where positions are not filled. Or incorrectly filled causing gaps and constant 
changes. Leave department that is not staffed so communication takes extended periods causing further 
stress. 
 
Relentless workload, no breaks, no rest. Going home fatigued. Lack of support from inflexible leave 
arrangements. 
 
My work environment is full of burnt-out employees who are trying their best, and their own life is 
suffering, I am no exception. This needs a significant intervention that increases FTE significantly and 
above that of natural attrition and redeployment into other areas. 
 
Several shifts with long extension barely making minimum shift break. Proposing reasonable (in my 
opinion) roster changes being turned down for myself but knowing others in same roster being granted 
similar exchanges. 
 
The inability to enact change despite requesting management assistance to provide a better service to the 
community 
 
Recent changes to timecard policy state that we can't record hours on standby [in country locations] 
(though some of us do anyway) and management REFUSE to acknowledge or admit that being on standby 
is not time off!!!! If my timecard was seen by any other decent manager in any other organisation there'd 
be immediate questions regarding my wellbeing. Here they know exactly what is going on but put 0% into 
changing anything. Taking proper days off means shutting the depot, which of course would then lead to 
questioning about what I'm not doing about volunteer recruitment, and complete ignorance about the 
stress closing the depot would put on me from a community perspective. They know ALL the issues in these 
remote roles, but until we burn out to the point of sheer exhaustion or worse, they don't care. 
 
All of the above. At my station we end up working 14 hour shifts every day, when we are supposed to do 
12. Completely unreasonable and demoralising! 
 
Did four and a half months straight in the middle of last year where I did not finish on time ONCE. 
 
Bullying on road colleagues and negative on road culture 
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Most of the time you only see management if there is a problem. Verbal aggression is seen as 'part of the 
job' and is being normalised by management, no action is taken against the aggressor. This is ongoing and 
very stressful for on-road staff. Work injuries are common, fortunately most are minor, but if staff are not 
able to work on-road due to injury, the alternative duties cause great stress, frustration and anguish as 
staff feel they are forgotten and remain off-road beyond the time they should be, even when they are 
cleared for full duty they may not\be able to return to work due to someone 'forgetting' to acknowledge 
their return to work status, therefore they may spend an extra 2 months off-road. 
 
[…] volunteers who are not trained in any of our equipment or procedures that are critical to our positions 
ie corpuls monitors. Many volunteers are unsuitable, mentally, intellectually, and physically fit for on road 
positions. 
 
My current manager won't reply to messages or emails full stop. 
 
And finally we asked our members two more questions that required a long form answer; what is the best 
thing and the worst thing about working for St John.  Of the ‘best things’, the responses were relatively 
similar: 
 

- Providing care and reassurance to Western Australians in their time of need. 
- Our colleagues and the support amongst and for each other. Our independence in our role 

and clinical management of patients. 
- Friendships and reasonable pay 
- The public are happy and grateful to see us. I go home knowing we helped someone today. 
- The actual job and my colleagues. 
- The people I work with, unfortunately they are leaving due to injury, stress or suicide. I have 

lost dozens of good colleagues to these issues over the last 5 years. 
- The shift pattern and the annual leave. Attending to patients that actually require my skills 

and knowledge 
 
And, the worst things: 
 
Poor patient outcomes and inadequate response to critical events due to inadequate staffing levels. 
Chronic and severe fatigue levels due to inadequate staffing levels. 
 
Complete inflexibility in terms of shift patterns and lengths. Inability to work shorter shifts. Generally 
inflexible and even when there are options available that are reasonable there seems to be a fear around 
allowing people to do anything different to the norm. 
 
Lack of options for work hours. Lack of fatigue management. 
 
The exhaustion of the workload, and feeling of being just a number, having management make you feel 
like you are replaceable. That even middle management are dejected with low morale. 
 
Understaffed nightshifts not allowing adequate downtime. 
 
Fatigue from no down-time. 
 
no permanency for future country positions especially CP's how can you expect a family with children to 
move to the country and then move again within 1-2 years. 
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Long shifts with ramping. Working for the Brand if St John. They are a bunch of narcissistic, poorly trained 
managers that are only concerned with looking good and keeping the St John Brand looking good at the 
expense of their staff. 
 
Not feeling appreciated. 
 
Over work at certain depots with no breaks while other depots are staffed with more vehicles and less 
work. Eg OPK v Joondalup depots. 
 
Stagnant role without development of skills, knowledge, or ability to progress professionally. Abuse from 
patients without SJA support Removal if/absence of the ‘small things’ eg. Christmas hampers, onesie 
uniform, treats from AM during extended ramp times (eg. donuts), ability to visit SOC to meet and greet 
(and bring treats). 
 
The lack of safety, for once strive for excellence for your people's sake. 
 
Shift work, fatigue, lack of flexibility 
 
Blame culture from management. Seems to be a tick the box situation where the SOC gets frustrated at a 
crew for example for needing to restock or check a vehicle or asking a question and management are 
dispatched to “talk to the crew”. They never want to hear your input and there seems to be none of the 
issues raised about SOC going back on them. 
 
Night shifts and a CEO who anecdotally has a lack of respect for paramedics. 
 
Poor Management. 
 
Ramping Toxic relationship with upper management. 
 
Dealing with needy members of the public who don't require an ambulance. 
 
Poor management. Being guilty until proven innocent. 
 
The quality of reasons people call (eg can't sleep, sore ingrown toe) causing less vans available and 
blocking the ED unnecessarily. 
 
Outdated rostering and time keeping systems. 
 
Management/support when dealing with volunteers who are inadequately trained and unsuitable for the 
role. 
 
Bullying and harassment by management. 
 
Our current management from middle to CEO. We feel unsupported, undervalued, openly hated (overhead 
talking about paramedics) by our head of metro ops (ex-police management). 
 
The nepotism collusion, corruption, and discrimination from members of middle to upper management 
and needs to stop 
 
Profit based attitude. 
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Frontline AND middle management biases, unethical behaviours, immoral decisions, and victimisation of 
staff. 
 
Currently, the morale, everyone feeling overworked, underappreciated, the unacceptable. response times 
and stand by capacity for callouts. The ramping. 
 
The inability to effect change, especially when it negatively impacts patients. Including but not limited to 
avoiding multiple transfers of the same patient, reduced availability of paramedic resources in the 
community, poor access to clinical resources otherwise available in the metropolitan areas, complex and 
bariatric patients in the community requiring metropolitan resources which are difficult to access and a 
lack of support from the local management team who are simply under resourced. A common theme I 
hear when discussing change is “that’s not the way we normally do it” and then the discussion and 
progression ceases. 
 
Disconnect from staff and management. Poorly staffed metropolitan service. 
 
Don’t feel respected or that management don’t appreciate that down time is a part of the job. 
 
There is an absolute lack of respect for the work we do, and this comes from the CEO down. It's purely 
disgusting to hear comments from the head down over the years, not just to paid staff but our volunteers 
too. The abuse (as I call it) towards our volunteers is sickening – the way they're spoken to (and about) by 
managers should actually result in mangers being performance managed. HOW MANY OF OUR 
MANAGERS THAT OVERSEE VOLUNTEERS DO ANY KIND OF VOLUNTEERING THEMSELVES??? 
 
The entrenched disrespect and distain that radiates from upper management on down. All the more 
hurtful when their seemingly supportive words are massively contradicted by their actions. “I would just 
like to thank everyone for their efforts, it’s been a tough year” (Xmas hampers cancelled, first time ever). 
“We know it’s been really busy, thanks for working so hard” (depots left unmanned intentionally, often). 
 
Lack of respect from management, dishonesty, unethical work practices (claiming job keeper/ charging AP 
rates for volunteer call outs / selling flogged out metro ambulances to country after govt has already 
subsidised vehicles prior to redistribution to country), being treated like idiots, absolutely thankless (no 
Christmas hampers). 
 
The disparity between the pathetic service provided to the country (volunteer model, poor response times) 
and the service provided to Perth Metro Residents. 
 
St John Management view of paramedics as an annoyance. But if it was not for Paramedics on road being 
so professional and visible SJA would not be known, and they would just be a small training business. 
 
seeing the level of care provided to regional communities. 
 
The never ending daily shift extensions and the lack of respect from the current senior management. The 
organisation does not realise the extent of goodwill they are receiving from the troops on road. 
 
Management not focused on the EMERGENCY ambulance role; they are too fixated on cooperate clients as 
their priority. 
 
Feeling like you have to constantly watch your back, that your job isn't safe. Middle and upper 
management treating us poorly same as the communication centre. 
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Lack of job security, particularly in case of injury support. 
 
Lack of career progression. Lack of support for on road staff. Lack of trust in our integrity by management. 
Being treated like a child when any complaint is investigated. Lack of feeling that your employer has your 
back. You get the feeling that they are looking for an excuse to blame you. Whenever an incident report is 
submitted OHS always shifts the blame onto the person reporting the incident, instead of looking to 
resolve the inappropriate equipment or accepting aggressive/violent behaviour by a patient or member of 
the public is the cause of the incident, not the manner in which the crew responded to the incident. Bottom 
line is management has failed to engender a working environment in which you feel valued and supported. 
 
All of the best aspects of the role are undertaken in spite of SJA and their dishonest methodology that 
seems rooted in a ruthless pursuit of profit at the expense of health professionals, call centre staff and the 
health of the WA public. A top heavy, micromanagement approach is compounding previously held 
reservations of staff and in many instances driving operators out of their role. 
 
Fatigue, night shifts, not enough front line staff so the front line staff who show up for shifts get pumped 
every shift. 
 
Inadequate staff levels contributing to being overworked and not meeting response times to adequately 
service the public as we should. 
 
Managements inability to get rid of difficult on road staff with bullying tendencies. 
 
The lack of resources and infrastructure. Long response times and a feeling of falling behind so much we 
now will struggle to catch up. 
 
Obvious disconnect between upper management (above MMOs) and what happens on road. The lack of 
admitting to and acting to improve a service that is unsatisfactory in responding appropriately to 
community emergencies. 
 
Continually having shift extensions with no take over crews available as they are responding to 
outstanding calls or there are not enough vehicles at the depot to come to take over. 
 
Workload. Low staffing levels. Inappropriate equipment leading to injuries. The way they treat staff when 
staff have injury or other work related issues. 
 
St John management. Management corruption collusion and nepotism within middle and upper 
management jobs for the few. 
 
Knowing you work for an unaccountable organisation centred on profits, with patients and the workforce 
being totally disregarded. Dishonest management who bully staff to maintain status quo. 
 
Being micromanaged, excessive management and lack of appropriate resources. 
 
Lack of foresight and planning in regards to ambulance depots in the metro area. The population is 
growing, and the metropolitan area is expanding but no depots are planned for these area of expansion. 
Therefore, our response times are blowing out, the distances we have to travel are increasing, which on 
Priority drives increases the dangers/risks to us, and the pressure to meet the response times is growing. 
We need more depots and vans to meet this growing needs, but management doesn’t want to listen. 
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Being a paramedic and knowing we are not able to help those in need, including fellow colleagues, due to 
being understaffed, under resourced and questionable management. 
 
Ongoing bullying and harassment leading to severe psychological distress. 
 
The inconsistency and constant change for no apparent reason. Disrespect for staff. Not transparent at all. 
Nil support, obvious and outspoken dislike for staff or processes. 
 
Lack transparency and accountability of certain managers. 
 
Lack of concern respectful our profession and worth from management. 
 
[…] not being appreciated, being used as a taxi service because there are no alternative pathways and SJA 
make money from every job they take. 
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Executive	Summary		
	
United	Voice	WA	(United	Voice)	is	the	union	that	represents	Paramedics,	Communications	
Officers,	Transport	Officers	and	First	Aid	Officers	 in	Western	Australia	 (Members),	and	we	
welcome	the	opportunity	to	make	submissions	on	behalf	of	our	Members	in	relation	to	the	
Services	 Agreement	 between	 the	 State	 of	 Western	 Australia	 and	 St	 John	 Ambulance	
(Contract).1	
	
Ambulance	services	play	a	critical	role	in	protecting	the	health	and	welfare	of	the	Western	
Australian	community	and	United	Voice	believes	the	provision	of	quality	ambulance	services	
goes	to	the	core	of	government	responsibilities	toward	its	citizens.	
	
United	Voice	particularly	welcomed	the	McGowan	Labor	Government’s	 two	year	Contract	
extension	 to	 develop	 a	 contemporary	 contractual	 framework,	 and	 its	 commitment	 to	
consulting	with	 “key	 stakeholders,	 to	 identify	 the	 service	and	performance	measures	 that	
should	underpin	the	contract”.2		
	
United	Voice	also	welcomed	the	review	into	the	provision	of	ambulance	services	in	country	
WA,	 and	 has	 subsequently	 provided	 a	 comprehensive	 submission3	 to	WA	 Country	 Health	
Service	(WACHS)	in	response	to	the	Draft	Ambulance	Strategy.4	
	
United	Voice	Paramedic	Delegates	have	previously	met	with	the	Minister	for	Health	to	lobby	
for	 an	 increase	 in	 country	 staffing	 and	 the	 inclusion	 of	 appropriate	 Key	 Performance	
Indicators	(KPIs)	in	the	Contract.	
	
The	health	and	wellbeing	of	ambulance	service	personnel	is	an	issue	of	significant	concern	
to	 United	 Voice.	 We	 have	 been	 lobbying	 for	 significant	 improvements	 to	 organisational	
health	 and	 wellbeing	 strategies,	 workplace	 culture,	 and	 government	 oversight	 over	 a	
number	of	years.		
	
A	number	of	reviews	into	the	health	and	wellbeing	of	first	responders	working	for	St	John	
Ambulance	 have	 been	 conducted	 in	 recent	 years,	 which	 all	 recognise	 that	mental	 health	
issues	for	front	 line	emergency	workers	are	 inherent	to	the	nature	of	their	work,	and	that	
the	contracted	provider	in	this	state,	St	John,	needs	to	be	held	accountable	for	the	mental	
health	and	wellbeing	of	their	staff.		
	
The	WA	Labor	party	in	2017	also	recognised	that	first	responders	are	continually	exposed	to	
negative	trauma	as	an	inherent	part	of	their	work,	and	resolved	that	the	Health	Department	
would,	‘hold	the	ambulance	services	contractor	accountable	for	the	health	and	wellbeing	of	

																																																								
1	 Department	 of	Health,	Government	 of	Western	Australia:	 ‘Services	 Agreement	 Between	 State	 of	Western	
Australia	and	St	John	Ambulance	Western	Australia	Ltd	2015’	(‘Contract’).	
2	Hon	Roger	Cook	MLA,	‘St	John	Ambulance	WA	contract	extension’	(Media	Release,	Tuesday	26th	June	2018).	
3	 United	 Voice	 Western	 Australia,	 ‘Submission	 to	 the	 WA	 Country	 Health	 Service	 –	 Country	 Ambulance	
Strategy	Response	to	Recommendations’	(2018),		
<http://www.wacountry.health.wa.gov.au/fileadmin/sections/country_ambulance/Submissions_2019/eDoc_-
_CO_-_2018-12-12_-_Submission_-_CAS_-_9_-_United_Voice.PDF>.	
4	Ernst	and	Young,	 ‘The	Country	Ambulance	Strategy	Driving	Equity	 for	Country	WA	–	Final	Draft	September	
2018’		(‘Strategy’).	
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its	workforce	by	enforcing	contractual	obligations	that	mitigate	the	risk	of	negative	health	
and	wellbeing	outcomes’.5	
	
We	support	the	inclusion	of	clear,	measurable	and	reportable	KPIs	into	any	future	Contracts	
for	the	provision	of	ambulance	services,	and	believe	that	the	inclusion	of	enforceable	KPIs	in	
relation	to	health	and	wellbeing	in	particular,	of	both	paid	staff	and	volunteers,	is	essential.	
	
United	Voice	Members	are	also	firmly	committed	to	a	high	quality,	emergency	pre-hospital	
care	ambulance	service.		To	this	end,	Members	have	also	expressed	their	concerns	that	the	
Contract	 does	not	 adequately	 require	of	 the	 service	provider	measurable	 and	meaningful	
KPIs,	which	best	represent	quality	of	care	for	the	Western	Australian	community.	
	
This	 submission	 discusses	 four	 areas	 of	 contractual	 oversight;	Governmental,	 Staff	Health	
and	Wellbeing,	Care	for	Patients	and	Service	Delivery,	which	United	Voice	Members	firmly	
believe	would	best	represent	the	‘service	performance	measures	that	should	underpin	the	
contract’.	
	 	

																																																								
5	Labor	State	Platform	2017,	Resolution	96,	125.	
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1.	Government	Oversight	
	
The	call	for	increased	Government	oversight	of	the	service	provided	by	St	John	to	the	state	
of	Western	Australia	is	not	a	new	one.		The	Office	of	the	Auditor	General	(‘OAG’)	noted	in	
20136,	 that	 the	Department	of	Health	needs	 to	consider	how	to	apply	 financial	 incentives	
and	disincentives	to	the	outcomes	and	outputs	it	is	purchasing	from	St	John.	
	
In	particular,	the	OAG	identified	in	its	findings	that	any	future	Contracts	need	to	“be	more	
comprehensive	and	focus	on	service	delivery,	standards,	performance,	allocation	of	risk	and	
value	for	money”,	concluding	that:			
	

“WA	Health’s	contract	management	has	been	effective	but	 inadequacies	 in	
the	 Contract	 between	 WA	 Health	 and	 SJA	 need	 to	 be	 addressed.	 The	
Contract	 was	 designed	 to	 fund	 an	 increase	 in	 SJA’s	 capacity	 but	 it	 lacks	
mechanisms	 for	WA	Health	 to	monitor	 the	 quality	 of	 the	 service	 provided,	
such	as	standards	of	patient	care,	staff	training	or	conduct,	and	equipment.	
It	includes	no	incentives	for	SJA	to	meet	agreed	outcomes	and	does	not	assist	
WA	Health	to	demonstrate	whether	the	State	is	receiving	value	for	money.”7	

	
In	 2017,	 the	 Labor	 State	 Platform	 (‘Platform’)8	 outlined	 resolutions	 in	 relation	 to	 the	
maintenance	of	the	outsourced	and	publicly	funded	ambulance	service.			There	was	a	clear	
commitment	 from	WA	Labor	 that	 the	oversight	of	 funding	would	be	best	practice,	with	a	
requirement	of	increased	transparency	in	financial	reporting.		
	
In	March	of	2018,	the	Federal	Senate	referred	to	the	Education	and	Employment	References	
Committee	 (‘Senate	 Committee’)	 the	 terms	 of	 reference	 for	 an	 inquiry	 into	 the	 mental	
health	 of	 first	 responders,	 and	 their	 report	 was	 handed	 down	 in	 February	 of	 this	 year	
(‘Senate	Report’).9	One	of	the	relevant	recommendations	arising	out	of	the	findings	of	the	
Committee	in	relation	to	the	provision	of	ambulance	services	in	Western	Australia	was	very	
pointed:	
	

Recommendation	 3:	 The	 committee	 recommends	 that	 federal,	 state	 and	
territory	 governments	 work	 together	 to	 increase	 oversight	 of	 privately	
owned	first	responder	organisations.10	

	
United	 Voice	Members	 believe	 that,	 at	 a	minimum,	 a	 strengthened	 Ambulance	 Standing	
Committee	and	the	appointment	of	a	Chief	Paramedic	Officer/Ambulance	Inspector	would	
go	some	way	to	provide	mechanisms	for	increased	Government	oversight	of	the	ambulance	
service.	

																																																								
6	Office	of	the	Auditor	General,	Government	of	Western	Australia,	Delivering	Western	Australia’s	Ambulance	
Services,	(June	2013),	(‘OAG	Report’)45.	
7	Ibid,	8.	
8	Labor	State	Platform	2017,	Resolution	96,	126.		
9	Senate	Education	and	Employment	References	Committee,	Parliament	of	Australia,	The	people	behind	000:	
mental	health	of	our	first	responders,	(February	2019),	(‘People	Behind	000	Report’)	
10	Ibid,	vii.	
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1.1	Ambulance	Standing	Committee	
	
The	 OAG	 describes	 the	 purpose	 of	 the	 Ambulance	 Service	 Committee,	 which	 was	
established	 under	 the	 Contract,	 as	 a	 vehicle	 for	 the	 Health	 Department	 and	 St	 John	 to	
‘discuss	and	resolve	strategic	and	complex	issues’.	
	
The	Terms	of	Reference,	according	to	the	2013	OAG	report,	are	to:	

- Provide	strategic	and	policy	advice	on	the	provision	of	ambulance	services	in	WA.	
- Provide	a	link	between	executive	management	of	WA	Health	and	St	John	to	enable	

complex	or	strategic	issues	to	be	discussed;	and	
- Ensure	a	good	understanding	of	pre-hospital	care	provided	by	St	John.11	

The	Contract	should	be	more	prescriptive	in	relation	to	the	Ambulance	Standing	Committee,	
its	 meeting	 schedule	 and	 also	 have	 the	 ability	 to	 compel	 information	 in	 relation	 to	 any	
matter	 outlined	 in	 the	 agreement	 or	 the	 provision	 of	 the	 service	 to	 the	 State	 more	
generally,	with	provision	for	penalty	if	not	complied	with.		
	
The	 terms	 of	 references	 need	 to	 include	 oversight	 of	 health	 and	 wellbeing	 contractual	
performance	 indicators,	 with	 consideration	 to	 be	 given	 to	 a	 representative	 from	 the	
relevant	 union	 (as	 determined	 by	 Unions	 WA)	 to	 be	 able	 to	 attend	 the	 committee	 on	
matters	that	have	significant	impact	on	the	workforce.	
	
	

1.2	Chief	Paramedic	Officer/Ambulance	Inspector	
	
United	 Voice	Members	 propose	 that	 a	 permanent	 position	 of	 Chief	 Paramedic	 Officer	 or	
Ambulance	 Inspector	 is	 created	 within	 the	 Department	 of	 Health;	 the	 person	 appointed	
would	 be	 responsible	 for	 all	 ambulance	 issues	 that	 arise	 from	 the	 Agreement	 and	would	
answer	directly	 to	 the	Director	General	 for	Health	 (the	Principal	Officer	 in	 relation	 to	 the	
Agreement)	and	the	Minister	for	Health.	
	
The	position	should	have	the	capacity	to	be	delegated	powers	of	the	Principal	in	relation	to	
the	Agreement,	supported	by	the	ability	to	 impose	penalties	 for	non-compliance	from	the	
Provider.	
	
The	 Officer/Inspector	 would	 sit	 on	 both	 the	 Ambulance	 Standing	 Committee	 and	 the	
Contract	 Management	 and	 Compliance	 committees	 to	 provide	 a	 link	 between	 executive	
management	of	WA	Health	and	SJA	to	enable	complex	or	strategic	issues	to	be	discussed.	

The	position	would	include	oversight	of	staff	Health	and	Wellbeing	matters,	and	it	would	be	
in	the	best	position	to:	

- Collect	and	inform	government	in	relation	to	data	in	relation	to	all	of	the	proposed	
health	and	wellbeing	performance	measures	included	in	the	Contract.	

																																																								
11	OAG	Report,	above	n	6,	54	-	55	
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- Collect	 and	 inform	 government	 in	 relation	 to	 the	 data	 collection	 that	 is	
recommended	by	the	Senate	Report.	

- Work	 with	 the	 Federal	 and	 State	 Government	 to	 achieve	 increased	 oversight	 of	
privately	run	ambulance	services	(not	only	St	John)	as	recommended	by	the	Senate	
Report.12	

- Inform	 any	 formal	 entity	 established	 by	 the	 State	 government	 ‘which	 provides	
wellbeing	and	support	to	all	emergency	service	agencies’.13			

- Properly	 inform	 the	 Emergency	 Services	 platform	 as	 recommended	 by	 the	 Toll	 of	
Trauma	Report14	(Toll	of	Trauma).		

- Co-ordinate	 with	 other	 emergency	 services	 in	 relation	 to	 first	 responder	 mental	
health	and	wellbeing.		

- Sit	 on	 any	 national	 stakeholder	working	 group	 established	 by	 the	 Commonwealth	
Government	as	recommended	by	the	Senate	Report.15	
	

The	current	Agreement	provides	scope	for	the	appointment	of	such	an	Officer/Inspector,	as	
a	Principal’s	Representative.16	
	
	

	 	

																																																								
12	People	Behind	000	Report,	above	n	9,	vii.	 	
13	Independent	Oversight	Panel,	‘Review	of	St	John	Ambulance:	Health	and	Wellbeing,	and	Workplace	Culture’	
(2016),	(‘IOP	Report’),	103	
14Legislative	 Assembly	 Community	 Development	 and	 Justice	 Standing	 Committee,	 Parliament	 of	 Western	
Australia,	The	Toll	of	Trauma	on	Western	Australian	Emergency	Staff	and	Volunteers		(‘Toll	of	Trauma’),	59	
15	People	Behind	000	Report,	above	n	9,	vii.	
16	Contract,	above	n	1,	12.		
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2.	Staff	Health	and	Wellbeing	Performance	Measures	
	

“…it	 is	 vital	 that	 all	 police	 and	 emergency	 services	 agencies	 develop	 a	
comprehensive	 workplace	 mental	 health	 strategy	 that	 has	 sustained	 and	
authentic	 commitment,	 where	 workplace	 mental	 health	 is	 seen	 to	 be	 as	
important	as	other	health	and	safety	or	business	improvement	initiatives	and	
is	integrated	and	considered	part	of	core	business.”17	

	
Beyond	 Blue,	 in	 its	 recent	 survey	 of	 over	 21,000	 emergency	 personnel	 within	 Australia,	
found	that	there	were	common	themes	across	all	of	the	emergency	service	agencies:	
	

- A	concerning	number	of	employees	with	poor	mental	health.	
- High	rates	of	psychological	distress	and	probable	PTSD.	
- Personnel	 with	 mental	 health	 conditions	 who	 did	 not	 seek/were	 not	 receiving	

adequate	support.	
- Staff	 perceive	 stigma	 and	 adverse	 career	 impacts	 as	 barriers	 to	 seeking	 mental	

health	support.18		
	
The	Contract	in	its	current	iteration	does	not	require	St	John	to	provide	to	the	State	a	report	
on	the	health	and	wellbeing	of	its	staff.		The	Independent	Oversight	Panel	Review	of	St	John	
(IOP	Report)19	found	that	the	Government	should	be	provided	with	data	in	relation	to	staff	
health	and	wellbeing,	as	a	part	of	any	occupational	safety	and	health	KPIs	in	the	Contract.20	
	
Not	 only	 will	 the	 inclusion	 of	 robust	 health	 and	 wellbeing	 KPIs	 in	 the	 Contract	 improve	
health	outcomes	 for	 ambulance	 services	 staff,	 but	will	 also	 go	 some	way	 to	 changing	 the	
stigma	 of	 mental	 health	 issues,	 workplace	 culture	 and	 will	 mitigate	 the	 risk	 of	 negative	
health	and	wellbeing	outcomes.21	
	

The	State	Government	and	CEO	SJA	are	responsible	for	the	health	and	wellbeing	of	
staff.			
	

“There	is	growing	and	widespread	support	for	wellness	as	a	developing	key	
performance	indicator	(KPI)	for	the	board	to	consider,	and	against	which	to	
hold	 the	 Chief	 Executive	 Officer	 (CEO)	 and	 senior	 management	 team	
accountable.”22		

	
Less	 than	 three	 years	 ago	 the	 IOP	 Report	 was	 published,	 which	 found	 that	 the	
“psychological	 risk	 and	 care	 of	 the	 ambulance	 service	 workforce	 could	 be	 improved	 by	
insertion	 of	 key	 performance	 indicators	 in	 the	 Chief	 Executive	 Officer’s	 performance	
																																																								
17	Beyond	Blue	Ltd,	‘Answering	the	call	national	survey,	National	Mental	Health	and	Wellbeing	Study	
of	Police	and	Emergency	Services	–	Final	report’,	(2018)	(‘Answering	the	Call’),	117.	
18	Ibid,	117.	
19	IOP	Report,	above	n	13.	
20	IOP	Report,	above	n	13,	118.	
21	Labor	State	Platform,	2017,	Resolution	93,	125.	
22	Andrew	Clarke,	 ‘Developing	 a	KPI	 for	Measuring	 Staff	Wellbeing:	 	 Implications	 for	Australian	 Law’	 (2017),		
Victoria	University	Law	and	Justice	Journal	7(1),	22	
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agreement”.	 This	 recommendation	 followed	 on	 from	 a	 similar	 recommendation	 from	 the	
Toll	of	Trauma,	that	departmental	chiefs	of	emergency	services	should	be	made	personally	
responsible	for	the	psychological	health	of	their	staff	and	volunteers	-	the	obligation	should	
be	reflected	in	their	performance	agreements	.23		
	
The	IOP	also	recognised	that	the	Board	of	St	John	also	had	a	responsibility	for	the	health	and	
wellbeing	 of	 their	 staff,	 and	 held	 the	 view	 that	 psychological	 risk	 and	 care	 be	 regularly	
reported	to	the	Board,	and	that	it	become	a	standing	item	on	the	Board’s	agenda.24	
	
The	 ambulance	 service	 provider	 should	 not	 solely	 shoulder	 the	 responsibility	 and	
accountability	 for	 the	 mental	 health	 and	 wellbeing	 of	 ambulance	 service	 personnel,	 the	
State	also	needs	to	actively	operate	in	this	space.			
	
The	 inclusion	 of	 a	 requirement	 for	 the	 Provider	 to	 report	 to	 the	 State	 in	 relation	 to	 the	
psychological	 risk	 and	 care	 of	 the	 workforce	 in	 the	 Contract	 was	 one	 of	 the	
recommendations	 of	 the	 IOP	 Report.25	 This	 proposed	 reporting	 mechanism	 needs	 to	 be	
supported	by	strong	accountability	measures.	
	
WA	 Labor	 committed	 to	 investigating	 options	 such	 as	 the	 establishment	 of	 a	 panel	 of	
independent	 and	 suitably	 qualified	 experts	 to	 hold	 St	 John	 to	 account	 in	 relation	 to	 the	
provision	of	health	and	wellbeing	services.26	 	This	commitment	has	yet	 to	be	 fulfilled,	and	
Members	encourage	that	this	occur	as	soon	as	practicable.	
	
	
2.1	Staff	Satisfaction	and	Culture	Survey		
		

“…the	organisational	culture	of	St	John	requires	improvement.		The	long	term	
success	 of	 St	 John’s	 efforts	 to	 improve	 the	 psychological	 wellness	 of	 its	
workforce	 requires	a	culture	 that	 is	genuinely	nurtured	 from	the	 top	down,	
and	at	all	levels.	Critical	to	this	is	strong	and	effective	employee	engagement	
at	all	levels.”27	

	
There	has,	for	many	years,	been	a	deeply	held	mistrust	of	St	John	by	staff;	that	management	
lacks	impartiality	to	the	extent	that	staff	are	“reluctant	to	come	forward,	to	tell	their	stories	
or	formalise	their	complaints.”28	
	
Whilst	 it	 is	 understood	 that	 St	 John	 does	 survey	 its	 staff	 annually	 via	 its	 St	 John	 Culture	
Survey,	 ultimately	 St	 John	 controls	 the	 content	 of	 the	 survey	 and	 the	 results.	 A	 KPI	 is	
required	 that	 as	 a	 part	 of	 mental	 health	 and	 wellbeing	 reporting,	 that	 the	 Health	
Department	have	oversight	of	an	annual	staff	survey.			
	

																																																								
23	Toll	of	Trauma,	above	n	14,	11.	
24	IOP	Report,	above	n	13,	118.	
25	IOP	Report,	above	n	13,	20.	
26	Labor	Platform	2017,	Resolution	93,	125.	
27	IOP	Report,	above	n	13,	116.	
28	IOP	Report,	above	n	13,	114.	
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An	independent	and	impartial	survey	would	better	inform	the	Department	and	the	Minister	
of	any	areas	of	concern.		.		
	

2.2	Employee	Attrition	
	

“…the	Committee	is	not	aware	of	any	exit	surveys	or	interviews	that	directly	
ask	 if	 trauma	 is	 a	motivator	 in	 the	 separation.	 	 It	 is	 the	 Committee’s	 view	
that	in	order	to	gauge	the	effectiveness	of	an	agency’s	welfare	responses,	a	
comprehensive	exit	interview	should	be	offered	and	that	it	be	conducted	by	a	
person	of	a	relatively	senior	level.”29	

	
The	Productivity	Commission	Report	on	Government	Services30	(ROGS)	currently	measures	
operational	 workforce	 attrition,	 as	 “the	 number	 of	 FTE	 salaried	 staff	 who	 exit	 the	
organisation	 as	 a	 proportion	 of	 the	 number	 of	 FTE	 salaried	 staff.	 [It]	 includes	 staff	 in	
operational	positions	where	paramedic	qualifications	are	either	essential	or	desirable	to	the	
role”31.		
			
Whilst	 this	 information	 is	 useful	 for	 Government	 to	 determine	 the	 sustainability	 of	 the	
ambulance	service,	it	does	not	properly	inform	either	the	ambulance	service	provider	or	the	
State	 in	 relation	 to	 how	 best	 to	 improve	 trauma	 management	 procedures32,	 particularly	
with	regard	to	those	who	are	transitioning	to	retirement.	
	
The	Toll	of	Trauma	recommended	that	all	of	 the	State’s	emergency	service	agencies	offer	
exit	interviews33,	and	this	should	include	St	John.		The	Senate	Committee	also	identified	the	
need	 for	 ongoing	 mental	 health	 support	 to	 staff	 that	 have	 left	 frontline	 emergency	
services34,	and	formed	the	view	that:	
	

“…insufficient	 data	 exists	 on	 the	 prevalence	 of	mental	 health	 conditions	 in	
retired	 first	 responders.	 However,	 anecdotal	 evidence	 suggests	 that	 this	
cohort	may	be	at	even	higher	risk	of	suffering	from	conditions	such	as	PTSD	
than	colleagues	who	are	still	working”.35		

	
The	 development	 of	 the	 format	 of	 any	 exit	 interview	 in	 relation	 to	 mental	 health	 and	
wellbeing,	 should	 be	 developed	 according	 to	 best	 practice,	 and	 ideally	 would	 be	
independent	of	St	John.	
	

																																																								
29	Toll	of	Trauma,	above	n	14,	vi.	
30	 Productivity	 Commission:	 Government	 of	 Australia,	Report	 on	 Government	 Services	 -	 Ambulance	 Services	
(‘ROGS’).	
31	Ibid,	11.	
32	Toll	of	Trauma,	above	n	14,	104.	
33	Ibid.	
34	People	Behind	000	Report,	above	n	9,	vii.	
35	People	Behind	000	Report,	above	n	9,	105	at	[5.42].	
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2.3	Crew	Safety	Index	

“Violence	against	paramedics	threatens	hundreds	of	professionals	every	year	
in	 Australia	 alone.	 Although	 the	 SWA	 [Safe	 Work	 Australia]	 data	 are	
sufficient	to	show	that	the	problem	is	large	and	growing,	more	detailed	data	
owned	by	the	ambulance	agencies	is	needed	to	conduct	specific	analyses	and	
develop	interventions.”	36		

	
Working	 with	 the	 public	 invariably	 will	 result	 in	 unpredictable	 and	 often	 dangerous	 or	
violent	working	environments.	 	As	a	direct	result,	ambulance	personnel	have	a	high	risk	of	
personal	harm	from	physical	abuse	by	violent	or	intoxicated	patients.	
	
The	proposed	Crew	Safety	Index	measure	provides	an	indication	of	the	rate	of	exposure	of	
operational	paramedics	to	deliberate	physical	violence	and	verbal	abuse	by	patients	and/or	
bystanders.	 	 The	 Queensland	 Ambulance	 Service	 currently	 publically	 reports	 these	
occurrences,	 calculated	 as	 the	 number	 of	 reported	 cases	 of	 occupational	 violence	 per	
100,000	hours	worked.37		
	
Currently,	 staff	are	 ‘self-reporting’	 incidences	of	occupational	violence;	however	 there	are	
no	 reporting	 obligations	 of	 St	 John	 in	 relation	 to	 this	 issue.	 	 Public	 reporting	 of	 the	
occurrence	of	 violence	 against	 ambulance	 personnel	will	 raise	 community	 awareness	 and	
will	better	inform	the	State	on	the	scope	of	the	issue,	with	a	view	to	implementing	effective	
solutions.			
		
Reports	of	violence	 should	be	 reported	 to	 the	public	monthly	via	 the	Health	Department,	
and	include	appropriate	demographics.		
	

2.4	Shift	Extension	Overtime	
	
“It’s	 also	 important	 to	 ensure	 that	 personnel	 are	 not	 exposed	 to	 high	
intensity	of	work	on	an	ongoing	basis.	This	may	mean	ensuring	 that	police	
and	emergency	services	agencies	have	sufficient	resources	to	respond	to	the	
level	 of	 emergency	 events	 occurring	 in	 their	 communities	 and	 managing	
workloads	 to	 ensure	 no	 individuals	 or	 teams	 are	 regularly	 being	 stretched	
beyond	reasonable	expectations.	It	may	also	involve	designing	flexibility	into	
work	flows	and	rosters,	and	monitoring	the	nature	and	frequency	of	events,	
so	 that	 personnel	 can	 have	 downtime	 built	 into	 their	 schedules	when	 they	
need	it.”38	

	
Shift	extension	overtime	is	unscheduled	overtime	that	occurs	beyond	the	rostered	end	of	a	
shift,	as	a	result	of	a	Dispatch	Priority	call	being	received	either	late	in	the	shift,	or	a	complex	

																																																								
36	Brian	J	Maguire,	‘Violence	against	ambulance	personnel:	a	retrospective	cohort	study	of	national	data	from	
Safe	 Work	 Australia’,	 (2018)	 Public	 Health	 Research	 and	 Practice	 28(1),	 6	 http://www.phrp.com.au/wp-
content/uploads/2018/03/PHRP28011805.pdf.	
37	 Department	 of	 Health:	 Government	 of	 Queensland,	 Queensland	 Ambulance	 Service	 Public	 Performance	
Indicators	https://www.ambulance.qld.gov.au/docs/QAS_QTR-2-Public-Performance-Indicators-FY18-19.pdf.		
38	Answering	the	Call,	above	n	17,	118.	
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job	that	takes	a	Paramedic	crew	past	their	scheduled	finish	time.	Shift	extensions	may	also	
occur	as	a	result	of	a	Dispatch	Priority	call	being	received	and	accepted	by	a	crew	prior	to	
their	regular	scheduled	shift	commencement	time.		
	
Current	reporting	requirements	are	limited	to	reporting	on	Dispatch	Priority	3	calls.			
To	 best	 ensure	 that	 crews	 are	 not	 being	 ‘stretched	 beyond	 reasonable	 expectations’39,	
robust	 reporting	 is	 required	 of	 shift	 extensions	 that	 are	 incurred	 on	 all	 Dispatch	 Priority	
calls,	hospital	 ramping,	and	on	Royal	Flying	Doctor	Service	 transfers,	Newborn	Emergency	
Transport	 Service	 calls,	 Complex	 Patient	 Ambulance	 Transport	 calls	 and	 inter-hospital	
transfers.		
	
The	 increased	 reporting	 requirement	 should	 occur	 monthly,	 and	 also	 reflect	 the	
geographical	region,	and	individual	depots.	
	

2.5	Injury	Downtime	Rate	
	
This	 information	 is	 currently	not	 reported	 to	 the	Government,	which	 is	 in	 contrast	 to	 the	
Queensland	Ambulance	Service,	who	publicly	report	this	KPI,	which	“measures	lost	time	at	
work	due	to	injury	as	a	percentage	of	total	hours	worked”.40		It	is	a	way	for	the	Queensland	
Ambulance	Service	to	assess	the	effect	of	its	staff	rehabilitation	strategies.	
	
This	measure	 should	be	 reported	 to	 the	Health	Department	monthly,	with	data	 reflecting	
injuries	occurring	both	in	the	metropolitan	and	country	areas.	
	

2.6	Wellbeing	and	Support	Team	Qualifications	
	

“Engagement	 of	 appropriate	 qualified	 mental	 health	 professionals	 in	 the	
development,	implementation	and	ongoing	evaluation	of	the	Wellbeing	and	
Support	 Model	 will	 be	 critical	 to	 its	 effectiveness	 and	 in	 its	 credibility	
amongst	a	highly	trained	clinical	workforce.”41	
	

In	 2016,	 Phoenix	 Australia	 reviewed	 St	 John’s	 workplace	 mental	 health	 risks42	 (Phoenix	
Report)	and	found	that	whilst	efforts	had	been	made	by	St	John	to	improve	the	systems	of	
support	 for	 staff43,	 they	 highlighted	 that	 an	 area	 requiring	 priority	 attention	 was	 the	
inclusion	of	“qualified	and	experienced	mental	health	practitioners”44	in	the	Wellbeing	and	
Support	team.			
	

																																																								
39	Answering	the	Call,	above	n	17,	118.	
40	 Department	 of	 Health:	 Government	 of	 Queensland,	 Queensland	 Ambulance	 Service	 Public	 Performance	
Indicators	https://www.ambulance.qld.gov.au/docs/QAS_QTR-2-Public-Performance-Indicators-FY18-19.pdf.	
41	IOP	Report,	above	n	13,	99.	
42	Phoenix	Australia:	Centre	for	Posttraumatic	Health,	(2016),	‘St	John	Ambulance	Review	of	Workplace	Mental	
Health	Risks’,	(‘Phoenix	Report’).	
43	Ibid,	43.	
44	Ibid,	43.	
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The	IOP	Report	also	highlighted	the	importance	of	St	John	engaging	“qualified	mental	health	
professionals	in	the	development,	implementation	and	ongoing	evaluation	of	the	Wellbeing	
and	Support	Model”.45	
	
United	Voice	Members	support	these	findings,	and	believe	that	the	Wellbeing	and	Support	
team	should	comprise	of	qualified	mental	health	practitioners,	led	by	a	clinical	psychologist	
and	 who	 are	 informed	 by	 the	 literature	 available	 that	 describes	 the	 psychological	 risks	
associated	with	ambulance	work.46	
	
The	requirement	in	relation	to	the	composition	of	the	Wellbeing	and	Support	team	should	
be	 reflected	 in	 the	 Contract,	 that	 all	 members	 of	 the	 wellbeing	 and	 support	 team	 hold	
relevant	 professional	 qualifications	 and	 the	 team	 is	 to	 be	 led	 by	 a	 clinical	 psychologist,	
“anything	less	is	not	adequate”47.	
	

2.7	Wellbeing	and	Support	Team	Resourcing	
	
United	Voice	Members	are	concerned	that	with	any	 increase	 in	 the	size	of	 the	workforce,	
the	staffing	of	the	Wellbeing	and	Support	team	will	remain	stagnant.		There	should	be	some	
consideration	 of	 a	 ‘ratio’	 of	Wellbeing	 and	 Support	 staff	 to	 ambulance	 service	 personnel	
reflected	in	the	Contract.	
	

2.8	Wellbeing	and	Support	Team	Reporting	
	

“Police	 and	 emergency	 services	 agencies	 were	 found	 to	 be	 among	 the	
highest	 risk	 organisations	 for	 exposure	 to	 traumatic	 events	 and	 the	
development	of	high	psychological	distress,	PTSD	and	related	mental	health	
conditions.”48	

	
Measures:	
	

- The	number	of	times	the	wellbeing	and	support	team	is	engaged	by	employees.	
- Number	of	incidents	that	are	flagged	as	critical	incidents	or	code	black.	
- Number	of	critical	 incidents	or	code	blacks	that	were	followed	up	by	the	Wellbeing	

and	Support	team.	
	
The	IOP	has	described	that,	“an	increase	in	activity	alone	should	not	be	relied	upon	as	the	
key	indicator	of	success	of	the	wellbeing	and	support	model	as	it	does	not	reflect	the	clinical	
effectiveness	of	any	interventions.		This	would	be	the	basis	of	reporting	the	true	success	of	
the	model”.49	
	

																																																								
45	IOP	Report,	above	n	13,	99.	
46	IOP	Report,	above	n	13,	96.	
47	IOP	Report,	above	n	13,	105.	
48	Answering	the	call,	above	n	17,	114.	
49	IOP	Report,	above	n	13,	97.	
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The	“ongoing	monitoring	and	evaluation	of	 the	model	will	be	critical	 to	ensure	 it	 remains	
based	on	evidence”.50		United	Voice	Members	believe	that	provision	for	the	oversight	of	the	
Wellbeing	and	Support	model	should	also	be	reflected	in	the	Contract.		
	

2.9	Mental	Health	Screening		
	

“Early	 intervention	 is	 fundamental	 to	 successful	 outcomes	 for	 individuals	
suffering	 PTSD	 or	 other	 psychiatric	 disorder.	 	 Continued	 exposure	 to	
traumatic	stress	by	an	individual	with	depression	or	PTSD	poses	a	significant	
risk	of	increasing	the	severity	of	the	disorder	and	decreasing	the	probability	
of	 a	 good	 treatment	 outcome.	 	 Systems	 that	 ensure	 early	 identification	
include	screening,	removing	stigma	and	trauma	tracking.		This	is	in	addition	
to	 appropriate	 reactive	 or	 treatment	 strategies	 and	 regular	 ongoing	
education	programs”.51		

	
Mental	Health	screening	for	staff	is	not	a	new	concept.		The	Phoenix	Report	recommended	
that	 regular	 mental	 health	 screening	 of	 staff	 wellbeing	 is	 undertaken	 and	 that,	 staff	
undertake	 an	 anonymous	 online	 mental	 health	 screening	 at	 least	 annually.	 	 This	 would	
ideally	 provide	 feedback	 on	 wellbeing,	 guidance	 on	 self-care,	 and	 if	 necessary,	
recommendations	 for	 an	 appropriate	 level	 of	 support	 and	 professional	 care,	 where	
required.52	
	
Similarly,	the	IOP	found	that	“screening	of	the	frontline	workforce	should	occur	prior	to,	and	
periodically	 throughout	 employment.	 	 This	 needs	 to	 be	 undertaken	 in	 a	 transparent	 and	
integrated	framework	of	identification,	follow	up	and	treatment	as	required,	and	be	mindful	
of	the	law	relating	to	privacy	and	employment	conditions”.53	
	
Whilst	 the	 evidence	 supports	 some	 form	 of	 screening	 being	 undertaken,	 including	 the	
potential	use	of	trauma	tracking,	United	Voice	Members	note	that	any	approach	will	require	
significant	 consultation	 with	 the	 workforce	 by	 the	 Health	 Department	 to	 determine	 its	
viability	and	to	ensure	that	it	is	received	positively	by	staff.		

3.	Care	for	Patients	
	

“SJA	 reports	 its	 performance	 on	 national	 indicators	 in	 the	 Report	 on	
Government	 Services	 (ROGS).	 These	 include:	 cost	 per	 capita;	 cost	 to	
government	 per	 capita;	 patient	 numbers;	 and	 patient	 satisfaction.	 While	
ROGS	notes	that	comparisons	across	jurisdictions	can	be	difficult	and	clinical	
indicators	 are	 still	 under	 development,	 the	 data	 shows	 that	 for	 most	
indicators	SJA’s	performance	is	on	par	with	or	better	than	other	jurisdictions.	

																																																								
50	IOP	Report,	above	n	13,	99.	
51	IOP	Report,	above	n	13,	98.	
52	Phoenix	Report,	above	n	42,	6.	
53	IOP	Report,	above	n	13,	104.	
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The	majority	of	ROGS	indicators	are	not	reported	to	WA	Health	as	part	of	the	
Contract.”54	

	
United	Voice	Members	consider	high	quality	patient	care	to	be	the	overarching	purpose	of	
their	work.		There	is	a	strong	belief	amongst	the	membership	that	the	metrics	that	currently	
exist	within	the	Agreement,	do	not	go	 far	enough	to	demonstrate	that	a	quality	service	 is	
being	provided	to	the	Western	Australian	community.	
	
Currently,	patient	care	data	is	collected	by	St	John	and	reported	on	via	the	ROGS;	however	it	
is	 not	 reported	 to	 the	 State.	 	 United	 Voice	 Members	 believe	 that	 the	 patient	 care	
performance	indicators	described	below	should	not	only	be	reported	to	ROGS,	but	monthly	
to	the	Health	Department,	broken	down	into	country	and	metropolitan	regions.	
	

3.1	Out	of	Hospital	Cardiac	Arrest	Survived	Event	Rate	
	

“Nationally,	 the	 survival	 rate	 from	 paramedic	 witnessed	 out-of-hospital	
cardiac	arrests	is	higher	than	for	other	adult	out-of-hospital	cardiac	arrests.	
Cardiac	arrests	that	are	treated	immediately	by	the	paramedic	have	a	better	
likelihood	of	survival	due	to	immediate	and	rapid	intervention”.55		

	
	The	three	separate	measures	that	are	reported	by	St	John	to	ROGS	are:		
	

1. Adult	cardiac	arrest	where	resuscitation	attempted,	where:		
–	 A	 person	 was	 in	 out-of-hospital	 cardiac	 arrest	 (which	 was	 not	 witnessed	 by	 a	
paramedic).		
–	 Chest	 compressions	 and/or	 defibrillation	 were	 undertaken	 by	 ambulance	 or	
emergency	medical	services	personnel.		

2. Adult	 Ventricular	 Fibrillation	 (VF)	 or	 Ventricular	 Tachycardia	 (VT)	 cardiac	 arrests	
where:		
–	 A	 person	 was	 in	 out-of-hospital	 cardiac	 arrest	 (which	 was	 not	 witnessed	 by	 a	
paramedic).		
–	The	arrest	rhythm	on	the	first	ECG	assessment	was	either	VF	or	VT.		

3. Paramedic	witnessed	cardiac	arrest	—	where	a	person	was	in	out-of-hospital	cardiac	
arrest	that	occurred	in	the	presence	of	an	ambulance	paramedic	or	officer.56	

3.2	Pain	Management	
	

“A	 higher	 or	 increasing	 percentage	 of	 patients	 who	 report	 a	 clinically	
meaningful	 reduction	 in	 pain	 severity	 at	 the	 end	 of	 ambulance	 service	
treatment	suggests	appropriate	care	meeting	patient	needs”.57	

	

																																																								
54	OAG	Report,	above	n	6,	50.	
55	ROGS,	above	n	30,	11.17.	
56	ROGS,	above	n	30,	11.16.	
57	ROGS,	above	n	30,	11.19.	
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This	measure	would	reflect	the	number	of	patients	who,	from	the	first	to	final	recording	of	
their	pain	score	(1	–	10	pain	intensity	scale),	report	a	clinically	meaningful	pain	reduction	of	
a	minimum	of	two	points.	It	would	include	patients	who:	
		

- Are	 aged	 16	 years	 or	 over	 and	 received	 care	 from	 the	 ambulance	 service,	 which	
included	the	administration	of	pain	medication	(analgesia);		

- Recorded	at	least	2	pain	scores	(pre-	and	post-treatment);	and		
- Recorded	 an	 initial	 pain	 score	 of	 7	 or	 above	 (referred	 to	 as	 severe	 pain).	 Patients	

who	refuse	pain	medication	for	whatever	reason	are	excluded.		
	

3.3	Sentinel	Events	
	

	“Sentinel	events’	are	defined	as	the	number	of	reported	adverse	events	that	
occur	 because	 of	 ambulance	 services	 system	 and	 process	 deficiencies,	 and	
which	 result	 in	 the	death	of,	 or	 serious	harm	 to,	 a	 patient.	 Sentinel	 events	
occur	relatively	infrequently	and	are	independent	of	a	patient’s	condition.	A	
low	or	decreasing	number	of	sentinel	events	is	desirable”.58		

	
The	Health	Department	Severity	Assessment	Codes	(SAC)	are	listed	below:	
	
SAC	1:	 includes	all	 clinical	 incidents/near	misses	where	 serious	harm	or	death	 is/could	be	
specifically	caused	by	health	care	rather	than	the	patient’s	underlying	condition	or	illness.	In	
WA,	SAC	1	also	includes	the	10	national	sentinel	event	categories.	
	
SAC	 2:	 includes	 all	 clinical	 incidents/near	 misses	 where	 moderate	 harm	 is/could	 be	
specifically	caused	by	health	care	rather	than	the	patient’s	underlying	condition	or	illness.	
	
SAC	 3:	 includes	 all	 clinical	 incidents/near	 misses	 where	 minimal	 or	 no	 harm	 is/could	 be	
specifically	caused	by	health	care	rather	than	the	patient’s	underlying	condition	or	illness.59	
 

3.4	Patient	Satisfaction	
	

“‘Patient	 satisfaction’	 is	 defined	 as	 the	 quality	 of	 ambulance	 services,	 as	
perceived	by	the	patient.	 It	 is	measured	as	patient	experience	of	aspects	of	
response	and	treatment	that	are	key	factors	in	patient	outcomes.”60 

 
This	measure	is	taken	from	those	patients	who	are	transported	under	a	Priority	One	or	Priority	
two	and	their	experience	is	represented	by	the	responses	to	the	following,	which	in	turn	are	
reported	by	St	John	to	ROGS:		
	

1. Proportion	of	patients	who	felt	that	the	length	of	time	they	waited	to	be	connected	to	
																																																								
58	ROGS,	above	n	30,	11.10.	
59	Health	Department,	Government	of	Western	Australia,		WA	Health	Severity	Assessment	Codes	(SAC)	to	be	
used	by	Public	Hospitals	and	Health	Services	
<https://ww2.health.wa.gov.au/~/media/Files/Corporate/general%20documents/patient%20safety/PDF/WA-
Health-Severity-Assessment-Codes.pdf>	
60	ROGS,	above	n	30,	11.11.	
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an	ambulance	service	call	taker	was	much	quicker	or	a	little	quicker	than	they	thought	
it	would	be.		

2. Proportion	of	patients	who	felt	that	the	length	of	time	they	waited	for	an	ambulance	
was	much	quicker	or	a	little	quicker	than	they	thought	it	would	be.		

3. Proportion	of	patients	who	felt	that	the	level	of	care	provided	to	them	by	paramedics	
was	very	good	or	good.		

4. Proportion	 of	 patients	 whose	 level	 of	 trust	 and	 confidence	 in	 paramedics	 and	 their	
ability	to	provide	quality	care	and	treatment	was	very	high	or	high.		

5. Proportion	of	patients	who	were	very	satisfied	or	satisfied	with	the	ambulance	services	
they	received	in	the	previous	12	months.61	

	
	

	
	 	

																																																								
61	ROGS,	above	n	30,	11.11.	
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4.	Service	Delivery	Key	Performance	Indicators	
	

“On	 its	own,	 response	 time	 is	a	 limited	measure	of	performance	as	 it	does	
not	 inform	WA	health	whether	 the	services	 is	delivered	cost	effectively	and	
represents	value	for	money.”62		
	

4.1	Response	Time	Targets	
	
The	response	time	targets	for	the	metropolitan	area	are	set	out	in	the	current	contract	as	a	
state-wide	collective,	with	specific	 targets	 for	each	Dispatch	Priority	1	through	4.	 	 It	 is	 the	
time	from	when	a	call	is	answered	and	registered	until	an	ambulance	service	vehicle	arrives	
at	the	scene.		
	
KPI’s	must	be	applicable	and	presented	for	each	metropolitan	suburb,	rather	than	a	state-
wide	 collective.	 	 For	 example,	 under	 the	 current	 collective	 system,	 areas	where	 response	
times	are	rapid	(i.e.	 inner	city)	serve	to	falsely	reduce	average	overall	response	times,	and	
masks	 the	 fact	 that	 other	 areas	 commonly	 experience	 significant	 delays	 in	 ambulance	
response	times.	
	
Currently,	there	is	monthly	reporting	to	the	Health	Department	of	state-wide	metropolitan	
response	 performance	 for	 each	 Dispatch	 Priority	 call,	 including	 year	 to	 date	 and	 a	
comparison	to	the	previous	year’s	result.		There	is	also	monthly	reporting	of	the	number	of	
cases	 outside	 of	 the	 90th	 percentile	 target	 for	 each	 priority,	 including	 year	 to	 date,	 and	
comparison	to	the	previous	year.	
	
Finally,	this	target	is	reported	annually	to	the	public	by	way	of	the	annual	report.	 	This	KPI	
should	 be	 reported	 monthly	 not	 annually.	 The	 method	 of	 annual	 reporting	 means	 quick	
response	times	for	some	months	can	offset	the	slow	response	times	for	other	months.	This	
fails	to	identity	defined	periods	where	performance	is	not	meeting	expected	standards.	
	
There	is	also	an	issue	with	only	reporting	the	time	on	‘arrival	at	scene’.	 	Arrival	at	scene	is	
automatically	logged	by	the	system	when	the	paramedic	is	within	approximately	50m	of	the	
address.	 It	 can	 then	 take	some	 time	 to	actually	 reach	 the	patient	 this	 can	be	problematic	
where	 there	 is	 no	 address	 supplied	 (i.e.	 car	 accident).	 Paramedics	 can	 override	 the	
automatic	recording,	which	will	then	be	logged	as	the	arrival	time.			
	
4.2	Strengthened	Reporting	Obligations	
	

1. Public	reporting	monthly	on	the	Health	Department	website,	for	response	times	for	
each	priority	call	type,	and	for	each	metropolitan	suburb.	

	
2. Public	 reporting	 annually	 in	 the	Annual	 Report	 of	 response	 times	 for	 each	priority	

call	type	for	each	metropolitan	suburb.	
	

																																																								
62	OAG	Report,	above	n	6,	50.	
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3. Monthly	reporting	to	the	Health	Department	of	response	times	for	each	priority	call	
type	for	each	metropolitan	suburb.	
	

4. Monthly	 reporting	 to	 the	Health	Department	outlining	where	 response	 targets	are	
not	being	met,	and	the	reasons	for	underperformance.	

	
5.		 Monthly	reporting	to	the	Health	Department	outlining	where	Priority	1	Dispatch	Call	

response	targets	are	not	met	and	by	how	long.	
	
6.		 Monthly	reporting	to	the	Health	Department	outlining	the	average	time	that	Priority	

Two	Dispatch	Calls	have	missed	the	response	time	target	by.	
	

4.3	Arrival	to	Patient	Time	
	

“The	 arrival-to-patient	 contact	 interval	 adds	 a	 variable	 and	 potentially	
lengthy	amount	of	time	to	the	total	prehospital	response	time	interval,	and	
barriers	 impeding	 paramedic	 movement	 to	 the	 patient	 prolong	 this	 time	
interval.	 In	 25%	 of	 all	 observed	 paramedic	 calls,	 the	 arrival-to-patient	
contact	interval	was	more	than	four	minutes.	Measurement	of	the	time	from	
ambulance	 arrival	 on	 the	 scene	 to	 paramedic	 arrival	 at	 the	 patient	 is	
necessary	 to	 appropriately	 determine	 the	 relationship	 among	 total	
prehospital	response	time,	paramedic	interventions,	and	patient	outcome.”63	

	
‘Arrival	to	patient	contact	time’	is	the	time	from	when	a	paramedic	arrives	at	the	scene	to	
the	time	they	arrive	at	the	patient.		This	measure	provides	an	indication	of	the	ability	of	the	
metropolitan	service	to	provide	hands	on	care	to	patients	in	a	reasonable	timeframe.		This	is	
to	be	differentiated	from	“response	time”	as	it	provides	an	indication	of	how	long	it	takes	a	
crew	to	get	to	the	patient	compared	to	how	long	it	takes	the	crew	to	arrive	at	the	scene.	
	
This	indicates	the	number	of	times	where	there	are	delays	getting	to	the	patient	i.e.	where	
paramedic	has	arrived	at	 scene	but	has	 to	wait	due	 to	 factors	outside	of	 the	Paramedic’s	
control.	 	 Reporting	 of	 this	 time	 would	 assist	 in	 identifying	 and	 rectifying	 any	 process	
deficiencies.			
	
New	reporting	obligation:	
	

1. Monthly	reporting	to	the	Health	Department	of	the	difference	between	arrival	time	
and	hands	on	patient	 time,	 and	 the	 reasons	 for	 the	delay	of	 gaining	access	 to	 the	
patient.		

4.4	Response	Time	Targets	for	Country	
	

“The	current	contract	is	limited	in	the	detail	of	the	services	being	purchased	
and	of	the	outcomes	required	for	the	majority	of	the	country	locations.	With	

																																																								
63	Campbell	JP,	Gratton	MC,	Salomone	JA	3rd,	Watson	WA,	(1993),	‘Ambulance	arrival	to	patient	contact:	the	
hidden	 component	 of	 prehospital	 response	 time	 intervals’	 Annals	 of	 Emergency	 Medicine	 22(8),	 1254-7	
<https://www.ncbi.nlm.nih.gov/pubmed/8333623>.	
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85%	of	locations	without	performance	indicators,	there	is	no	mechanism	for	
measuring	the	reliability,	timeliness	and	safety	of	the	service”.64	

	
Country	 response	 and	 arrival	 times	 targets	 provide	 an	 indication	 of	 the	 ability	 of	 the	
individual	 country	 sub	 centres	 to	 respond	 to	 incidents	 under	 contracted	 time	 limits,	
however	 it	 is	 currently	 only	 for	 incidents	 within	 10km	 of	 the	 town	 centre.	 This	 means	
incidents	 that	 occur	 outside	 of	 the	 10km	 radius	 are	 not	 being	 reported	 on	 and	 are	 not	
subject	to	response	time	targets.	
	
Response	time	targets	for	the	country	are	established	in	the	current	contract	with	specific	
targets	 for	 Dispatch	 Priority	 1	 and	 Priority	 2	 calls	 for	 each	 career	 paramedic	 country	 sub	
centre	and	as	a	collective	for	Dispatch	Priority	3	and	Priority	4	calls.65		
	
Strengthened	KPIs	will	relate	to	all	incidents,	and	would	not	be	limited	to	those	within	10km	
of	the	town	centre.				
	
Strengthened	Reporting	Obligations:	
	
This	additional	data	is	already	collected	by	St	John.	
	

1. Monthly	 public	 reporting	 (on	 the	 Health	 Department’s	 website)	 of	 the	 country	
response	performance	 for	each	Dispatch	Priority,	broken	down	for	all	country	sub-
centres	including	volunteer	sub-centres.			

	
2. Annual	 public	 reporting	 (in	 St	 John’s	 Annual	 Report)	 of	 country	 response	

performance	for	each	Dispatch	Priority	call,	broken	down	for	all	country	sub-centres	
including	volunteer	sub-centres.		

	
3. Monthly	reporting	to	the	Health	Department,	explaining	where	response	targets	are	

not	being	met	and	the	reasons	that	have	attributed	to	the	failure.	
	

4.5	Volunteer	Turn	Out	Response	Times	
	
Volunteer	 sub-centres	 are	 not	 subject	 to	 reporting	 on	 response	 times	 and	 do	 not	 have	
contracted	response	time	targets.	This	new	measure	will	provide	an	indication	of	the	county	
service	to	turn	volunteer	crews	out	to	an	incident	within	set	response	times.	
	
The	response	reporting	needs	 to	 identify	 that	 there	 is	a	volunteer	 turn	out	 time	that	 is	 in	
addition	to	the	reported	response	times.	Currently,	St	John	allows	for	a	15	minute	turn	out	
time	for	volunteers.	This	is	in	addition	to	the	response	time	target.	
	
New	reporting	obligation:	
	

																																																								
64	Strategy,	above	n	3,	41.	
65	Contract,	above	1,	57	–	58.	
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1. Monthly	reporting	to	the	Health	Department	of	the	volunteer	turn	out	time	for	each	
Dispatch	Priority	call,	identifying	turnouts	of	0	–	15	minutes	and	over	15	minutes.	

4.6	Volunteer	Turn	Out	
	
This	measure	provides	an	indication	of	the	ability	of	the	country	ambulance	service	to	turn	
volunteer	crews	out	to	an	incident	 in	their	region.	 	This	measure	will	highlight	sub-centres	
that	are	unable	to	turn	out	crews	to	Dispatch	Priority	calls	1	–	4.	
	
New	reporting	obligation:	
	

1. Monthly	public	reporting	(on	the	Health	Department’s	website)	of	volunteer	turn	out	
for	each	Dispatch	Priority	call,	broken	down	for	all	country	sub-centres.	

	

4.7	Response	Time	Targets	–	Cardiac	Patients	and	Confirmed	Unconscious	
	

“Cardiovascular	 disease	 is	 the	 leading	 cause	of	 death	 in	Australia.	Most	 of	
these	 deaths	 are	 unexpected	 and	 occur	 outside	 the	 hospital,	 and	 survival	
rates	have	been	poor	(<	5%).	When	emergency	medical	services	arrive	early,	
most	 cardiac	 arrest	 patients	 are	 found	 in	 ventricular	 fibrillation	 (VF).	
Defibrillation	is	the	definitive	treatment	for	VF,	but	is	rarely	successful	if	the	
duration	of	VF	extends	beyond	10	minutes.”66	

	
This	measure	provides	an	indication	of	the	ability	of	the	metropolitan	and	country	services	
to	respond	to	cardiac	patients	and	confirmed	unconscious	patients	within	contracted	time	
limits.	 	 Currently	 Dispatch	 Priority	 1	 calls	 are	 required	 to	 be	 responded	 to	 within	 15	
minutes.67		
	
KPIs	related	to	cardiac	arrest	and	confirmed	unconscious	Dispatch	Priority	calls	need	to	be	
presented	 separately	 from	 the	 overall	 response	 time	body	 of	 data	 for	Dispatch	 Priority	 1	
calls	as	a	stand-alone	category.			
	
This	additional	reporting	data	is	already	collected	by	St	John.	
	
New	reporting	obligations:	
	

1. A	 new	 KPI	 that	measures	 the	 percentage	 of	 incidents	 where	 cardiac	 patients	 and	
confirmed	unconscious	patients	are	responded	to	within	8	minutes.			

2. Public	reporting	of	this	KPI	monthly	(on	Health	Department	website),	broken	down	
into	metropolitan	(suburb)	and	country	(sub-centres)	response	performance.	

3. Monthly	 report	 to	 the	Health	Department	describing	why	 the	KPI	was	not	met	 for	
each	incident.	

																																																								
66	 Karen	 L	 Smith	 and	 John	 J	 McNeil,	 (2002),	 ‘Cardiac	 arrests	 treated	 by	 ambulance	 paramedics	 and	 fire	
fighters’,	Medical	Journal	of	Australia	177	(6),	305-309.	||	doi:	10.5694/j.1326-5377.2002.tb04788.x		
Published	 online:	 16	 September	 2002	 https://www.mja.com.au/journal/2002/177/6/cardiac-arrests-treated-
ambulance-paramedics-and-fire-fighters		
67	Contract,	above	n	1,	56.	
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4. Public	 annual	 reporting	 (St	 John	 Annual	 Report),	 broken	 down	 into	 metropolitan	
(suburb)	and	country	(sub-centres)	response	performance.	

4.8	Metropolitan	Crews	Dispatched	to	the	Country	
	
Metropolitan	crews	being	utilised	for	a	shortfall	in	the	capacity	of	country	crews	to	service	
country	regions	is	an	indicator	of	a	failure	of	the	system	or	at	 least	a	system	under	stress.		
There	is	an	impact	on	metropolitan	crews	in	relation	to	fatigue,	and	also	leaves	a	shortfall	of	
cover	 in	 the	 metropolitan	 area,	 increasing	 workloads	 for	 those	 crews	 servicing	 the	
metropolitan	area.		
	
This	 new	measure	would	measure	 the	percentage	of	 incidents	where	metropolitan	 crews	
were	dispatched	 to	 the	 country,	providing	an	 indication	of	 the	 country	 service’s	 ability	 to	
respond	as	contracted.	
	
New	reporting	obligation:	
	

1. Monthly	 reporting	 to	 the	 Health	 Department	 of	 the	 number	 of	 incidents	 where	
metro	 crews	 are	 dispatched	 to	 the	 country,	 broken	 down	 to	 indicate	 which	
metropolitan	and	country	depot	is	affected.	

	

4.9	Volunteer	Country	Crews	Dispatched	to	the	Metropolitan	Area	
	
Similarly	to	the	above	new	KPI,	this	would	measure	the	ability	of	the	metropolitan	service	to	
respond	the	Dispatch	Priority	calls	in	the	metropolitan	area.	
	
New	reporting	obligation:	
	

1. Monthly	 reporting	 to	 the	 Health	 Department	 of	 the	 number	 of	 incidents	 where	
volunteer	country	crews	are	dispatched	 to	 the	metropolitan	area,	broken	down	 to	
indicate	which	metropolitan	and	country	depot	is	affected.	

	

4.10	Country	Volunteer	Depot	Availability	
	
This	measure	will	provide	an	 indication	of	 the	ability	of	 the	country	service	 to	 respond	 to	
cases	 in	 the	 country	 as	 contracted,	 and	would	 show	 the	 number	 of	 times	 that	 volunteer	
stations	are	unattended.		The	country	service	must	be	available	24/7.	
	
New	reporting	obligation:	
	

1. Monthly	 reporting	 to	 the	 Health	 Department	 the	 number	 of	 shifts	 that	 the	
depot/sub-centre	was	not	able	to	fill.	
	

4.11	Standby	Capacity	
	

dhannington-pinto
Highlight
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This	measures	the	percentage	of	the	fleet	that	is	able	to	respond	to	incidents,	which	St	John	
reports	as	47%	currently.		Anecdotally,	United	Voice	Members	believe	that	this	percentage	
is	incorrect.		More	often	than	not,	the	full	fleet	is	being	utilised,	which	has	an	impact	to	the	
ability	to	meet	response	time	targets.	
	
New	reporting	obligation:	
	

1. Monthly	reporting	to	the	Health	Department	of	standby	capacity,	broken	down	into	
data	for:	

a. Day	of	the	week,	
b. Times	0600	–	1800	and	
c. Times	1800	-	0600	

	

4.12	Booked	Transfers	for	Corporate	Clients	
	
KPI’s	 relating	 to	 booked	 transfers	 for	 corporate	 clients	 to	 and	 from	 hospitals	 and	 care	
facilities	need	to	be	held	separate	from	those	related	to	community	jobs.	
	
Currently,	 these	 calls	 are	 prioritised	 over	 calls	 in	 the	 community,	 so	 patients	 in	 the	
community	wait	for	ambulance	attendance	for	even	longer	as	crews	are	dispatched	to	non-
urgent	booked	transfers	between	facilities.		
	
Often,	 crews	 are	 allocated	 these	 transfers	 at	 emergency	 departments	 immediately	 after	
clearing	a	previous	job.		
	
Consequently,	 this	 reflects	a	 response	 time	of	one	or	 two	minutes,	while	community	calls	
wait	20	plus	minutes	for	an	ambulance.			
	
As	 these	 response	 times	 are	 rolled	 into	 the	 overall	 average	 response	 times	 by	 the	
organisation,	improving	averages,	and	thus	a	misrepresentation	of	the	actual	situation.	
	
Corporate	client	transfer	response	times	should	not	be	calculated	with	the	response	times	
for	community	priority	dispatch	calls.	
	

4.13	Paramedic	Identification	
	
Paramedicine	has	recently	become	a	health	profession	that	requires	individuals	to	become	
registered	 with	 the	 Australian	 Health	 Practitioners	 Regulation	 Agency	 (AHPRA).	 	 The	
qualifications	and	skill	set	of	paramedics	 is	greatly	different	to	those	who	volunteer	 in	the	
country,	and	for	St	John	Event	Health	Services.	
	
Currently,	registered	paramedics	are	mostly	indistinguishable	from	volunteers.		This	creates	
a	perception	from	the	public	that	they	are	receiving	care	from	a	skilled	paramedic,	when	it	is	
very	often	not	the	case.		Volunteers	and	career	paramedic	staff	have	a	widely	different	skill	
set,	and	the	public	should	be	able	to	distinguish	between	the	two.	
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The	 Contract	 already	 includes	 a	 provision	 in	 relation	 to	 Service	 Staff	 and	 identification	
badges68;	however,	United	Voice	Members	strongly	believe	that	Paramedics,	as	 registered	
health	 practitioners,	 should	 have	 a	 different	 coloured	 uniform	 to	 all	 other	 staff,	 both	
volunteer	and	paid.	This	requirement	needs	to	be	clearly	reflected	in	the	Contract.	
	

Conclusion	
	
United	 Voice	 Members	 understand	 that	 included	 in	 this	 submission	 are	 a	 number	 of	
proposed	 KPIs,	 however	Members	 believe	 that	 these	will	 go	 some	way	 towards	 ensuring	
that	 the	State	Government	and	the	people	of	Western	Australia	are	the	beneficiaries	of	a	
high	quality,	emergency	pre-hospital	care	ambulance	service.																																																	
	
	

																																																								
68	Contract,	above	n	1,	17.	
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