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Introduction
My current role is a newly appointed position as a Senior Paramedic employed by the Welsh Ambulance Service NHS Trust (WAST). WAST are the public NHS ambulance service for Wales with around 3,500 employees encompassing Emergency Medical Services (EMS), Non-emergency Patient Transport, 999 contact centre, the 111 telephone service and other specialist branches. 
The Senior Paramedic role is a new introduction within WAST operating within the EMS directorate. The role involves delivering enhanced clinical care to the most critical patients using extended skills, undertaking a clinical leadership role as the lead clinician on scene, performance management and monitoring; and undertaking clinical investigations in response to reports of malpractice. I will now have around 35 staff to manage and oversee within the Cwm Taf Morgannwg health board locality who will expect leadership and updates on best practice. Despite having previously gained management and leadership experience whilst operating within a Duty Operations Manager role within WAST, no formal qualification was issued or offered. This position offers unique opportunity to experience day to day operational issues first hand whilst responding, formally investigating issues that arise along with being in a trusted position to suggest and implement change within the organisation. As such a learning need has been identified by myself on implementing change within the organisation to further enhance my knowledge and practice.
I feel the PGCert Professional Practice (Leadership in Emergency Services) would vastly improve the performance of any clinician operating within, or aspiring to operate within a clinical leadership role. The theory and knowledge will assist in resource management whilst at scene where the high paced, dynamic emergency environment easily has the potential to be chaotic and disorganised. A team effort not working towards a common goal of best patient practice can be detrimental to patient outcome highlighting the importance of exceptional leadership and management.
I intend to Critically Evaluate organisational culture and its influence in the context of change initiatives. I will also critically examine the complex nature of challenges experienced by the leadership role within times of organisational change along with relevance to the workplace within my role as a Senior Paramedic.
This assignment will critically evaluate WAST’s organisational culture in regards to change initiatives, specifically with attention to how CHARU paramedics perform as clinicians at high acuity incidents they attend as part of their role. Namely how critical and essential decisions are sometimes made with haste and apprehension, and how the issue of a specifically constructed ‘aide-memoire’ would assist this. Included in this assignment will also be a critical examination of the complex nature of challenges experienced along with the challenges I have faced to date with the development and attempted implementation of my idea for change. 
I will introduce the change I intend on implementing and outline why it is required along with research I have conducted to evidence this. Schein’s model of organisation culture will be discussed and how it is relatable to my current position as a Senior Paramedic. Other models of change will also be discussed, Lewin’s model has been utilised for my idea of change. The models that will be critically examined are Mckinseys 7 S’s, and the A.D.K.A.R. model created by Jeff Hiatt; I will also give my reasoning for discounting these for use in my idea for change project. 
Finally I will discuss challenges experienced so far before summarising with a conclusion. 
Numerous studies have been conducted or theorised to explore the concept of organisational culture, consequently resulting in a wide range of definitions. Most of these definitions emphasise shared meanings and interpretations, norms and values (Hofstede et al., 1990). Organisational culture was defined as the inherent notions, values, beliefs, and interaction patterns that shape the unique social structure and environment of an organisation by Cancialosi (2017). Within an organisation, culture can be perceived in various ways but a simplified and common definition of an organisations culture is: "The way we do things around here" (Bower, 1966). This system of shared assumptions, values, and beliefs listed above dictates how individuals act and operate within their relevant organisations. This may sometimes be unspoken or not formally created but within my organisation there a list of ‘Essential Team WAST behaviours’ that have been developed through working in partnership with patients, communities, colleagues, NHS Wales and stakeholders. When listed the behaviours form an acronym: OUR BEST.
· Take OWNERSHIP
· Broaden our UNDERSTANDING
· RESPECT others
· Show BELIEF in each other
· Practice ETHICALLY
· Continually improve our SERVICE
· Be inclusive of the whole TEAM 
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(Welsh Ambulance service, 2022).
There are also a clear set list of goals that are intended to be achieved and promoted with the above culture behaviours within the organisation through effective strategy, communication, and ways of working. Such as a clear purpose and strong community, a healthy workplace, a professional service and a developing workforce (Welsh Ambulance Service, 2022).
By advocating and promoting these listed behaviours within my leadership role, I can contribute to achieving the above listed goals and change within WAST along with fostering progression within my team. It was suggested by Karthikeyan (2019) that shared behaviours/values such as these have an impact on how staff behave, perform and even dress in their roles.
Schein (1992) suggests that cultural behaviour is created or developed by a group of individuals within an organisation to address and overcome challenges related to external adaptation or internal change. These cultural behaviours are subsequently relayed to new members as they join or progress within an organisation as the appropriate and normal ways to perceive, think, feel, and act. Schein (1992) further asserts that culture is the most challenging element to alter within an organisation, as it continues beyond the organisations physical assets such as products or services, operating strategies or founders/executives. Karthikeyan (2019) stated that it can often prove most effective to utilise the strengths of an existing organisational culture as opposed to attempting to solve its limitations by changing the already existing culture.
There have been 3 levels of an organisations culture highlighted by Schein (1992) that are essential to assess and understand for effective change implementation within an organisation, they are as follows:
1. Behaviour and artefacts – these include any evident or verbally identifiable attributes to the organisations that can be experienced by individuals. Such as facilities and premises, employee uniform, attractive layout or visuals, slogans and signage. 
2. Espoused Values – these are the organisations rules of behaviour and values. It has been noted that staff interpersonal behaviours with stakeholders have significance to the organisations perception. An organisations mission or vision statement outlines the values and are often displayed in strategic positions for viewing of stakeholders.
3. Assumptions – These are usually unconscious behaviours that are deeply-embedded within an organisations culture. They are often deeply embedded into culture and easily/often recognised in manager and employee behaviour whilst carrying out their duties. They can also be described as certain practices which are not discussed but are understood on their own.

I believe Edgar Schein’s 3 levels of organisational culture can easily be recognised and aligned with culture within my organisation. Behaviour and artefacts can be recognised by the professionalism required by individuals within the organisation at all times whilst wearing an ambulance uniform which is highly recognisable. Nearly all assets and official documents that are regularly viewed by stakeholders are donned with the NHS Wales Ambulance Service crown badge, this is a royal badge which symbolises royal approval and status, it is worn by all operational NHS ambulance staff in the UK. 
Espoused values have been created and released in the form of the aforementioned WAST Behaviours which act as a set of values. These are often referred to by leaders in the organisation during meetings, seminars and personal development reviews. These behaviours are also displayed inside every ambulance, lanyards and ID card holders containing the behaviours have also been issued to staff in patient facing roles for stakeholder viewing.
Assumptions noted by myself that I feel are deeply embedded within our organisational culture are behaviours such as crew members swapping roles from driver to attendant after every incident they attend, even if this results in a less skilled member of staff attending the incident. Ensuring a vehicle is fully stocked and checked at the end of shift which allows the ambulance crew starting shift to spend their allocated ‘stock check’ time having a quick cup of tea before responding. Habits exist on station where ambulance crews try to reserve a particular vehicle if they have an upcoming run of multiple shifts, again for the reason listed above. Finally a behaviour that I feel is deeply ingrained is that a member of staff may be perceived as ‘dangerous’ or ‘risky’ for making decisions that are not clear cut and aired on the side of caution. There are some ambulance crews who will convey every single patient to hospital rather than direct them to a GP or alternative avenue for the fear of patient deterioration resulting in their disciplinary, terms like ‘If they ring, their going in!’ and ‘Nobody ever got sacked for taking someone to hospital!’ are often heard amongst older members of staff who are deep-rooted in an older WAST culture. These views have been prevented from being passed on to younger generations of staff since the introduction of the SP role influencing a new generation of patient approach and management. 
My current Senior Paramedic role is a trusted position that not only demonstrates leadership and significance, I feel it also has the potential to impact culture on all levels. As such I should consider how would be best to change culture and through what method.
Schein (1992) theorises that culture dictates what is accepted or rejected, what is deemed right or wrong within an organisation whilst encompassing behaviours and values. 
McGregor (1960) developed the Theory X and Theory Y theories that outlines that the beliefs held by managers significantly impact individuals within the organisation. By adopting this it is suggested that as an influential leader with WAST I have the ability and opportunity to influence my team by upholding WAST behaviours, visions and demonstrating clinical excellence thereby directly enhancing staff performance. McGregor also argues that managers' assumptions about their team members behaviour are crucial to the extent of their influence.
The assumptions outlined fall into 2 categories under this theory, Theory X and Theory Y which represent conflicting styles of management.
Theory X is an authoritarian style of management which involves micromanagement with punishment for underperforming and financial reward as motivating factors, team members often are unhappy with their work and have little motivation (McGregor, 1960).
I feel this approach would create a barrier to my influential intention. It is known this style of approach can sometimes form trust issues amongst staff and managers in an organisation which would be highly detrimental to the implementation of my change project. McGregor does recognise that this method has use when trying to generate performance quickly but needs amendment due to its detriment to organisational culture. 
Theory Y is a decentralized, participative management style that aims to unify the goals of an organisation and individual. This collaborative approach forms a trusting relationship between managers and staff where responsibility is given and staff are encouraged to develop their skills and show initiative in decision making (McGregor 1960).
But unfortunately this Theory Y approach was proven to have faults following a study performed by Maslow (1943) on an organisation that utilised it rigidly. The study uncovered and documented that the organisation lost its structure due to staff straying from their key objectives and less-motivated staff took advantage of the relaxed approach by neglecting their work which ultimately resulted in organisational failure. 
I feel adopting this approach with my change project would be unsuccessful within my organisation as structure and set guidelines from our JRCALC guidance body form the operational duties of our organisation when delivering emergency patient care. If clinical staff stray from these evidence based guidelines due to a loss of structure it would be detrimental to both our culture and most importantly the patient care we deliver.
Organisations often have a varying multitude of stakeholders, executives, staff and customers or in our case patients, Jones et al (2004) stated that all of these groups listed have different expectations and targets of the organisation in question. It was suggested by Burnes (2017) that there should be an accomplishment of common purpose to ensure success within an organisation. Due to these varying expectations organisations are often faced with differentiating demands for change, this is certainly relatable within my organisation due to the regular changes made on clinical practice and evidence based guidelines. It was stated by Alvesson and Sveningsson (2016) that these differentiating demands can prove difficult for leaders who are often met with opposition from employees during the need for change. 
I will now introduce my idea for change before discussing the models, strategies and tools I have considered to assist me in developing and implementing my idea for change. I will also briefly discuss some of the barriers I have faced whilst developing this project.
My organisational change idea is the Senior Paramedic / Cymru High Acuity Response Unit Aide Memoire (Aide Memoire). This is a 48 page handbook to be utilised by CHARU staff at scene of a high acuity incident. Its contents are intended to fill the gap between knowledge readily available on the JRCALC app and WAST specific protocols (Appendix 1). 
The contents are aimed at high acuity presentations and emergencies that require fast and accurate decision making, there are also nationally recognised tools like the SEPSIS screening tools and major trauma and Trauma in older people (TOP) tool. Some JRACLC information which is not readily available such as RISC topics have also been condensed or listed in condensed format with bullet points as reminders or re-assurance on protocols. Ultimately the aide memoir is designed to aide, enhance and speed up decision making in the field but not as a sole learning resource meaning the user needs to be proficient in the subject and familiar with the content. As an example the bullet point reminders on RISC topics would be meaningless to someone without prior learning. 
The CHARU role within the Welsh Ambulance Service is currently very demanding, staff can be attending multiple high acuity incidents daily with regular overruns and difficult shift patterns resulting in fatigue. This coupled with managing a scene, a team of clinicians seeking guidance along with a critically unwell patient can be very mentally toiling. Any aide that can assist decision and combat these factors leading to improved patient outcomes should be endorsed by the trust. Currently nothing of this sort exists, there is also no planned refresher or update training to the CHARU course and with the suspension of SP training there is also no opportunity for the Senior Paramedic team to undertaking CPD or training with staff.
From my experience as an SP, I have on many occasions been faced with complex incidents where a memoire would have been of benefit. I have also observed occasions on rideouts where CHARU staff would have benefited from the re-assurance of guidance immediately available at hand. Having been the Senior Paramedic solely responsible for CHARU ride outs in my locality I have noticed these trends above forming for some time. Through ride outs, ISCLE PCR reviews and staff concerns, refresher training in high acuity subjects would be of big benefit to. Clinical reviews and concerns raised have also on occasions demonstrated delayed or hesitant decision making amongst staff, I have also observed and experienced this myself at occasions certainly with my SP peers during a recent DACS course (difficult airway course).
In an attempt to evidence the need for this aide memoire I constructed a short 10 question quiz issued to 12 CHARU staff members within my locality, the content of the quiz was based on high acuity clinical knowledge and is listed in this document (Appendix 2). Data was collated on the time taken to answer the quiz aswell as if the correct answers were given in a hope to demonstrate that the information that’s readily at hand within the aide memoire would speed up decision making and accuracy. The findings revealed that the cohort total only demonstrated 70% accuracy in the quiz, there was also a trend identified that incorrect answers were often answered in 5 seconds or less. 
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Nationally within the Health Service there is a specific ‘Never events policy and framework’ (2022) which outlines high consequence ‘never’ events as Serious Incidents that are preventable. This may be due to outlined guidance or safety recommendations that are in place to provide systemic barriers as protection, or mandatory training or processes to safeguard decision making or actions. It states guidance on this level should be implemented by all healthcare providers if available. Therefore the aide memoire could potentially conform to this framework to prevent ‘never events’, which in turn will protect and benefit all stakeholders, including staff and patients.
The ‘5 Whys’ tool has been implemented to the project to help develop the aide memoire further, by accurately identifying the initial reasons why the memoire was created it has helped target key issues faced by staff in high acuity incidents. It is a technique that conducts a root-cause analysis by exploring cause and effect relationships within a distinct problem (Mindtools 2022). 
I have utilised it to help resolve the issues experienced and added the table below visible.
[image: A diagram of a problem

AI-generated content may be incorrect.]
Many options were considered on how best to assist staff during high acuity incidents, mostly with varying approaches to SP ride outs and additional CPD days focused on CHARU topics. But the development of an Aide Memoire with the ability to remain current felt most effective. Consideration was given to produce the Memoire digitally via Trust iPad but stigma still remains amongst using electronic devices in the vicinity of a patient, our current Terrapace digital EPCR application leads the user away from a patient focused approach with interactions becoming very iPad orientated and heavily reliant.  
The Centre for Creative leadership (2020) states an efficient and effective leader will implement changes via the ‘3 C’S’, this is a strategy I felt aligns with my own personal values on implementing change. The 3 C’s in regards to my own organisation are as follows:
1. [bookmark: _Hlk190709498]Communicate the change: Effective communication of change is essential across all organisational levels, not just those who are mostly effected. Competent leaders communicate the specific changes and the underlying rationale of why change is required. By aligning the purpose of the change with the organisation’s values leaders foster a heightened sense of commitment to the change (The centre for creative leadership, 2020).  This would be achieved by having station SP’s to induct CHARU staff on the memoire either via Rideout or CPD event and relay the statistics uncovered from the research study to evidence the need for change, demonstrate the benefit and create enthusiasm. It is crucial to emphasise the benefits of my proposed change to staff. According to the Center for Creative Leadership (2020), a successful leader will effectively assert both the "what/why"  reasons behind the need for change, but the unsuccessful leader tends to focus primarily on the "what."
2. Collaborate with peers: The collaboration of staff in both the planning and execution stages of change is paramount. Effective leaders go beyond organisational boundaries and actively promote inclusive participation of all staff within varying grades and roles (The centre for creative leadership, 2020). During training events, rideouts and assessment days I will seek staff opinions with an open and honest mindset to their suggestions. SP, HBCL and CHARU lead meetings/steering groups collaborate and monitor contents of memoire, most importantly there will be a staff suggestion email or QR code to be implemented into the memoire along with a method of checking for updates. 
3. Commit to the change: Change can sometimes prove difficult, but leaders who achieved success demonstrated resilience and motivation in their project. Ineffective leaders demonstrate an inability to adapt to challenges, exhibit negativity, and display impatience when faced with a lack of immediate results (Centre for Creative Leadership, 2020). 
Remaining committed to the project with regular updates, engagement and demonstration of its use whilst operational will hopefully inspire others to commit to this change. 
I have utilised Lewins Change Model (1950) to assist in implementing the Aide Memoire, although dated I feel the 3 stage change process resonates well with WAST culture how a large number of staff tend to be ‘frozen’ in their methods of practice. It was stated by Bernard Burnes (2020) that the simplicity of Lewins Change Model is a strength as it has concepts that are clear and coherent. But Burnes (2020) also argued this could be a weakness of the change model as the simplicity may not allow for all of the strategy to be addressed possibly causing the projects implementation to be less effective. Staff have utilised leaflets and guidance sheets previously for different scenarios within WAST leading me to believe this change project would not need radical or complex methods to initiate a big change in practice. Mindtools (2024) demonstrate that Lewin’s model has 3 specific stages:
Stage 1 - Unfreezing:  This is the initial stage of the change process which is often regarded as one of the most critical phases in the change management process. It involves raising awareness among staff about the necessity for improvement and issues being faced. It requires acceptance and investment in the initiative from staff, encouraging them to adapt and alter their approach. This unfreezing stage also presents an opportunity to initially motivate staff to help accept the change.  
· Determine what needs to be changed – How staff make decisions in acute settings. Currently relying on memory and learning for some critical decisions.
· Ensure there is strong support – Comprehensive induction and continuous access to support.
· Create the need for change – Utilise findings from questionnaire, demonstrate to staff the benefit from using the aide memoire with the questionnaire. Empathise with staff on the difficulties faced in the field. 
· Manage and understand the doubts and concerns – expect to face criticism and challenging thoughts. 
Stage 2 - Change: This stage which is often referred to as the Transition step is the implementation of the change project. It is during this stage that staff become "unfrozen" and receptive allowing for the actual change to take place. Effective planning, clear communication, and the active involvement of staff are crucial for endorsing the change during this stage. It is widely acknowledged that this phase is particularly challenging due to uncertainties and the fear of potential consequences associated with adopting the change.
During this stage I plan to start implementing and demonstrating the aide memoire at live incidents, rideouts and training days acting as both an introduction to staff and opportunity for feedback.  
Stage 3 - Refreeze: 
According to Lewin (1950) staff attitudes and practices may transition into what could be considered a state of equilibrium. The Refreezing stage is the final phase where individuals internalize and accept new practices as part of their daily routines. Lewin emphasizes that to solidify and reinforce new behaviours or work methods employees should be rewarded and provided with positive feedback to help sustain the change into permanent practice. 
This positive feedback can be given via rideouts, clinical reviews or investigations or potentially by a monthly quiz on CHARU topics similar to the one I have already developed where the aide memoire’s benefit can be demonstrated in a controlled environment. 
The discounted strategies that were considered are as follows: 
Jeff Hiatt’s (2012) ADKAR model, this is an acronym for Awareness, Desire, Knowledge, Ability and Reinforcement. Tahir (2019) states this strategy is most effective with small groups and can prove challenging with a high number of staff. Although this could be a consideration if implementing the memoire on a station or locality level with less than 15 individuals, it was discounted as the aide memoire is intended to be issued to every CHARU paramedic, Senior Paramedic and HART operative within WAST (200+).  
Kotters 8 step change model : Kotter writes that the implementation of change is often a complex and difficult process. Various obstacles may arise including issues in teamwork or leadership, organisational cultures that are unwilling to adapt and apprehension. These factors can collectively hinder the successful implementation of change initiatives. Appelbaum et al (2012) criticised this change model due to its lack of detail in how to address employee resistance. I felt this model would be lengthy to adopt especially as steps 1 to 5 of the model aren’t required with my change project in particular, there is already an urgency for change amongst staff with these topics and the vision/strategy has already been created in the form of the memoire.
A challenge I have experienced to date not only since progressing to the senior paramedic position but also in a former Duty Operational Manager position is motivating and engaging with our older generation workforce who are very well rooted with historic WAST culture, they tend to be resistant to change which is seen as an inconvenience. I also feel a contributing factor is that I am significantly younger than the vast majority of this demographic, another behaviour I have recognised amongst this older demographic is that they consider time spent within the organisation superior to qualifications or managerial status hence causing a barrier to myself. Bion (1961) suggests that barriers may arise between a leader and their team when issues related to authority, and hierarchical positioning are present, this aligns with my thoughts above. To address these challenges, it is essential to bring underlying dynamics to light and resolve them through gaining trust, conducting an open and honest exchanges of views or by clarifying and agreeing upon roles and responsibilities between the leader and team member. I feel these issues are best addressed and resolved on an individual basis as they arise.
Within my locality this older demographic of staff are particularly vocal around their views which reflect historic and outdated WAST culture, and as a result have the potential to influence new staff with their negative views on organisational change. This poses a very real threat to hinder not only my change project but future changes within the organisation, there have already been some instances where newer members of staff have demonstrated this. By looking at Edgar Schein’s third level of organisational culture – assumptions (2016), these staff may be unintentionally influencing the organisations newer staff with their change resistant culture that is deeply-embedded in their behaviour. 
Borton’s (2007) model of reflection, characterized by the questions ‘What?’, ‘So What?’, and ‘What Now?’, offers a straightforward and comprehensive method for evaluating the progress of change and demonstrating the learning that has taken place on reflection. I have chosen to reflect on the biggest barrier faced to date which is sponsorship from senior management.
What? - When presented to my senior manager for sponsorship there has been little interest or suggestion in how to move the project forward. I am apprehensive to print and issue the aide memoire myself to staff as I feel it would be of such a big benefit to be issued nationally, this would also offer opportunity for input on a larger scale. 

So what? - To address this barrier I have continued to compile evidence and data from questionnaires of how this aide memoire meets a requirement of our CHARU staff before approaching the subject again. Feedback and changes are being implemented to improve the memoire further before progressing formally by presenting my change presentation via invite only to senior clinical managers and communications officials. 

Now what? - Finally I will continue to pursue this project as I truly believe it would have such a major positive impact on not only patient outcomes but staff welfare. Having the reassurance and ‘back up’ of an aide memoire to assist in crucial decision will be very helpful to staff who may be experiencing stress or anxiety when facing high acuity patients in their CHARU roles. 
My current immediate plan is to continue compiling evidence for its need along with completing an updated and improved version 2 of the Aide Memoire, once this has been achieved a date will be sought to present the Aide Memoire to relevant individuals to progress the project within the trust. I have formulated a change management plan using SMART objectives to assist with progression from this point forward (appendix 3).
In conclusion the introductory outcomes and intentions have been met with relevance to my current role and organisation. Schein’s models of organisational culture have been discussed and how they align with my organisation, I have documented how Lewin’s change model was chosen and used as most appropriate to implementing the change project and organisation. I critically examined both the A.D.K.A.R. model and Mckinseys 7’s and established why they were discredited from use. I Have discussed the challenges and barriers faced to date and how I plan to address them to continue progress.  
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Appendix 1 – CHARU Aide Memoire

Welsh Ambulance Services University NHS Trust
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Cymru High Acuity Response Unit (CHARU)
Aide Memoire
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Grades key:

	Dr
	Doctor
	EMT
	Emergency Medical Technician

	CCD
	Critical Care Doctor
	UCS
	Urgent Care Services

	BD
	Basics Doctor
	CFR
	Community First Responder

	CCP
	Critical Care Paramedic
	MW
	Midwife

	P
	Paramedic
	N
	Nurse




	Ten Second Triage (TST)
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	ATMIST Report

	A
	Age
	

	T
	Time of injury or onset of
illness
	

	M
	Mechanism of Injury or Medical
complaint
	

	I
	Injuries found or suspected
	

	
S
	Signs
	GCS:
	AVPU:
	RR:

	
	
	BM:
	P:
	BP:
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	Scene Safety!

	Number of casualties?
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Hypovolemia
	Cruciform (thumbs down) Cat Bleed
Sam Pelvic Binder & feet IV/IO access x2
TXA
Sodium chloride 250ml Bolus

	O
	
Oxygen
	Ramp Airway 100% O2
?Tube

	T
	Tension
Pneumothorax
	Bilateral Decompression

	T
	Tamponade
	EMRTS/BASICS
Additional Support?

	A
	Adrenalin
	Don’t forget!

	P
	Penetrating
trauma?
	Immediate transfer to ED via Trauma
Desk once ALS commenced
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	IV/IO access and patent?
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	Blood Glucose
	

	
	

	
	

	Temperature? <30 No Drugs. 3 shocks. <35 double drug times
	

	
	




	Reversable Causes/Immediate Transport
	

	Reversable Causes
	

	 Hypoxia	
	

	 Hypothermia	
	

	 Hypovolaemia	
	

	 Hypo / Hyperkalaemia	
	

	 Tension pneumothorax	
	

	 Tamponade	
	

	 Toxins	
	

	 Thrombus	
	



Immediate Transport
<18 years Pregnant Transport
Drowning less than 60 mins submersion
Hypothermia Poisoning or overdose


	Rhythms

	Shockable Rhythm

	Reconsider 4H’s & 4T’s
Maximize Amiodarone
Consider pad placement - (try anterior – posterior placement) If refractory transport to ED

	PEA

	Reconsider 4Hs & 4Ts
Prolonged PEA with an unlikely prospect of recovery, consider contacting:
Senior Clinical Support on 0300 123 4414

	Asystole

	If the patient is in asystole despite 30 mins of ALS, cease resuscitation - EXCEPT in cases of drowning, hypothermia, poisoning or overdose, pregnancy, and <18yrs old




	ROSC

	A
· Check Airway patent and secure
B
· Support ventilation if required.
· Titrate SpO2 to 94-98%
· ETCO2 4.6-6kPa
C
· If systolic BP <100 mmHg Elevate legs and give 250ml fluid bolus. ?TRAUMA – Aim for BP 80 systolic
· Adrenaline 0.5ml 1:10,000 IV/IO
· Subsequent doses 0.5ml - 1ml 1:10,000 IV/IO
· Consider further bolus, Max 500ml unless hypotensive
· Symptomatic bradycardia - consider Atropine (unless hypothermic)
D
· Remain on Scene post ROSC a minimum of 10 minutes.
· Full Set of observations (T, P, R, BP, SpO2, BM, 12-lead, ETCO2)
E
· Plan Extrication




	Special Considerations 1

	
Drowning
· Check Airway - Think Hypoxia!
· Suction
· Early Intubation
· 5 rescue breaths
· Check temp (drug timings)

Hypothermia
· 30-35oC Double drug interval times
· <30oC No drugs and only 3 shocks

Pregnancy
· Check hand position
· Left lateral
· ET tube smaller
· Plan to go within 5 mins




	Special Considerations 2

	
Opiate OD
· Narcan – 400micrograms repeat every 1 min with 800micrograms up to 10,000micrograms or ROSC

Asthma
· Manual decompression?
· Risk of gastric inflation!
· ?Tension Pneumothorax

Paediatric
· Shock = 4 J per kg
· Adrenaline IV/IO 10 mcg kg -(Maximum single dose Adrenaline 1 mg)
· Amiodarone IV/IO 5 mg kg (and repeat 5 mg kg-1 once more only after 5th shock) - Maximum single dose Amiodarone 300 mg




	Major Trauma

	“Major trauma is the term used to describe a serious injury that could cause permanent disability or death. Examples of major trauma include serious injuries to the head, the spine or the chest, injuries that cause someone to lose a lot of blood, and complicated breaks to the bones called complex fractures (such as a broken pelvis or a broken bone that is sticking out through the skin).” NICE (2016). Major trauma. [online] National Institute for Heath and Care Excellence. Available at: https://www.nice.org.uk/guidance/ng39/resources/major- trauma-pdf-2993084064709 [Accessed 8 Jul. 2024].
Tranexamic acid should be administered as soon as possible following trauma, ideally within the first hour. The indications for Tranexamic:
· For all patients aged ≥1 with Time Critical injury where significant
internal/external haemorrhage is suspected.
· Traumatic cardiac arrest




South Wales Major Trauma Triage Tool 1
Yes to ANY of the below criteria - contact the trauma desk on
01633 293386
(talkgroup 442 if unable to contact the trauma desk by phone)
Any patient with uncontrolled airway compromise/catrastrophic haemorrhage – Pre- alert to nearest Emergency Department.
Any Patient with controlled airway compromise/catrastrophic haemorrhage –
appropriate to take patient to Major Trauma Centre (MTC)


1. Measure vital signs.
(Use JRCALC abnormal values for children)
Respiratory rate.
· <10 or >29 breaths per minute.
Systolic Blood.
· Sustained Systolic Blood Pressure <90 mmHg or absent radial pulses.
Glasgow Coma Score.
· GCS ≤ 13 with motor score ≤ 5
NO



2. Assess Anatomy of Injury
· Penetrating injuries if shocked or requiring haemorrhage control
· Significant chest wall trauma.
· Two or more proximal long bone fractures (i.e femur, tibia and
humeral shaft-not neck of femur/humerus)
· Crushed/ De-gloved/ mangled/ pulseless limbs.
· Amputation above wrist or ankle.
· Suspected Major Pelvic fractures.
(If active bleeding is suspected from a pelvic fracture following blunt high-energy trauma)
· Suspected open or depressed skull fractures.
· Suspected base of Skull fractures.
· Suspected spinal trauma or new, abnormal neurology.





NO
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3. Assess Mechanism of Injury.
Falls.
· Adult >2metres
· Child 2 x height of child.
High mechanism RTC.
· Significant cabin intrusion.
· Ejection (partial or complete) from motor vehicle.
· Death in same passenger compartment.
· Available information consistent with high risk of injury.
· Motor Vehicle vs Pedestrian or cyclist > 20mph.
· Open vehicle >20mph or notwearing helmet (e.g. e-scooter, bycicle, quad bike etc)
Non motor vehicle incident
· Large animal incident (collision/fall/trampled)


NO
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	South Wales Major Trauma Triage Tool 4


4. Special considerations.
Older Adults.
· If over 65 complete the Trauma in older people (TOP) Triage Tool
Children
· Higher potential for injury.
Any clinical concern
Anticoagulation and Bleeding Disorders
· Patients on anticoagulation medication (e.g. Warfarin, Apixaban Rivaroxaban) or
antiplatelet medication are at a higher risk and need discussion with trauma desk
· Head injuries are particularly at risk.
Major Burns Pregnancy > 20 week
If trauma tool negative but you still have a clinical concern contact the trauma desk for advice.
If trauma tool negative and no ongoing clinical concern convey to
nearest emergency department
Patients ≥65 and trauma tool negative must have a Trauma in older
people Triage Tool assessmen
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Criteria:
1. Patients suspected of suffering major trauma
2. Patients who have had the major trauma tool applied and are negative
3. Patients over 65 years of age

Yes to any of the below then contact the Trauma Desk Clinician on 01633 293386
Physiology
· Sustained SBP <110mmHg in the presence of injury (excluding minor
injuries)
· Anticoagulant or antiplatelet medication in the presence of injury
(excluding aspirin monotherapy)
NO
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	Trauma In Older People (TOP) Tool 2


Anatomy
· Injury to 2 or more body areas (excluding injuries distal wrist/ankles)
· Suspected fracture to shaft of femur
· Open fracture to wrist or ankle
NO
Mechanism
· Fall down 3 or more steps
· Pedestrian vs car/cycle
Caution: Older adults with frailty: low level falls (ground level) might result in severe injury, especially alongside degenerative conditions
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	Major Trauma Destinations


Major Trauma Centre
University Hospital for Wales Cardiff CF14 4XW


Trauma Units
Glangwili Hospital Carmarthen SA31 2AF Morriston Hospital Swansea-SA6 6NL Princess of Wales Bridgend- CF31 1RQ Prince Charles Hospital Merthyr-CF47 9DT Grange University Hospital NP44 2XJ

Local Emergency Hospital
Royal Glamorgan Hospital Llantrisant CF72 8XR


Rural Trauma Facility
Bronglais Hospital Aberystwyth SY23 1ER Withybush Hospital Haverfordwest SA61 2PZ


	Sepsis Screening Tool AGE 16+
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	Sepsis Screening Tool PREGNANT
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	Sepsis Screening Tool UNDER 5
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	Sepsis Screening Tool AGE 5-11
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	Sepsis Screening Tool AGE 12-15
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	Reciprocal Leads ECG
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	Pain Scoring Tools – Paediatric


FLACC Pain Score (age 0-10)

	Criteria
	Score - 0
	Score - 1
	Score -2

	Face
	No particular expression or smile
	Occasional grimace or
frown, withdrawn, uninterested
	Frequent to constant
quivering chin, clenched jaw

	Legs
	Normal position or relaxed
	Uneasy, restless, tense
	Kicking, or legs drawn up

	Arms
	Laying quietly,
normal position, moves easily
	Squirming, shifting back and forth, tense
	Arched, Rigid or Jerking

	Cry
	No cry (awake or asleep)
	Moans or whimpers, occasional complaint
	Crying steadily, screams or sobs, frequent complaints

	Consolability
	Content Relaxed
	Reassured by occasional touching, hugging or being
talked to, distracted
	Difficult to console or comfort


Wong-Baker Pain Scale (age 3+)
[image: A close up of a face
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	Pain Scoring Tools – Adult


Abbey Pain Scale (Late-stage Dementia)

	Criteria
	Absent 0
	Mild 1
	Moderate 2
	Severe 3

	Vocalisation e.g.
whimpering, groaning, crying
	
	
	
	

	Facial expression e.g. looking tense, frowning,
grimacing, looking frightened
	
	
	
	

	Change in body language
e.g. fidgeting, rocking, guarding part of body, withdrawn
	
	
	
	

	Behavioural change e.g. increased confusion, refusing to eat, alteration
in usual patterns
	
	
	
	

	Physiological change e.g. temperature, pulse or blood pressure outside
normal limits, perspiring, flushing or pallor
	
	
	
	

	Physical changes e.g. skin tears, pressure areas,
arthritis, contractures, previous injuries
	
	
	
	






	Page per age


Quick Reference

	Age
	Weight
	Heart Rate
	Respiration Rate
	Systolic BP
	Joules

	Birth
	3.5 kg
	110-160
	40-60
	70-90
	20

	1 Month
	4.5 kg
	110-160
	40-60
	70-90
	20

	3 Months
	6 kg
	110-160
	30-40
	70-90
	25

	6 Months
	8 kg
	110-160
	30-40
	70-90
	40

	9 Months
	9 kg
	110-160
	30-40
	70-90
	40

	12 Months
	10 kg
	110-150
	25-35
	80-95
	40

	18 Months
	11 kg
	110-150
	25-35
	80-95
	50

	2 Years
	12 kg
	95-140
	25-30
	80-100
	50

	3 Years
	14 kg
	95-140
	25-30
	80-100
	60

	4 Years
	16 kg
	95-140
	25-30
	80-100
	70

	5 Years
	19 kg
	80-120
	20-25
	90-100
	80

	6 Years
	21 kg
	80-120
	20-25
	90-110
	80

	7 Years
	23 kg
	80-120
	20-25
	90-110
	100

	8 Years
	26 kg
	80-120
	20-25
	90-110
	100

	9 Years
	29 kg
	80-120
	20-25
	90-110
	120

	10 Years
	32 kg
	80-120
	20-25
	90-110
	130

	11 Years
	35 kg
	80-120
	20-25
	90-110
	140




	Clinical Institute Withdrawal Assessment – Alcohol, revised
(CIWA-Ar)

	
	Criteria
	Score
	

	
	Nausea/vomiting (0 - 7)
0 - none; 1 - mild nausea ,no vomiting; 4 - intermittent nausea; 7 - constant nausea , frequent dry heaves & vomiting.
	
	

	
	Tremors (0 - 7)
0 - no tremor; 1 - not visible but can be felt; 4 - moderate w/ arms extended; 7 - severe, even w/ arms not extended.
	
	

	
	Anxiety (0 - 7)
0 - none, at ease; 1 - mildly anxious; 4 - moderately anxious or guarded; 7 - equivalent to
acute panic state
	
	

	
	Agitation (0 - 7)
0 - normal activity; 1 - somewhat normal activity; 4 - moderately fidgety/restless; 7 - paces or constantly thrashes about
	
	

	
	Paroxysmal Sweats (0 - 7)
0 - no sweats; 1 - barely perceptible sweating, palms moist ; 4 - beads of sweat obvious on forehead; 7 - drenching sweat
	
	

	
	Orientation (0 - 4)
0 - oriented; 1 - uncertain about date; 2 - disoriented to date by no more than 2 days; 3 - disoriented to date by > 2 days; 4 - disoriented to place and / or person
	
	

	
	Tactile Disturbances (0 - 7)
0 - none; 1 - very mild itch, P&N, ,numbness; 2-mild itch, P&N, burning, numbness; 3 -
moderate itch, P&N, burning numbness; 4 - moderate hallucinations; 5 - severe hallucinations; 6 – extremely severe hallucinations; 7 - continuous hallucinations
	
	

	
	Auditory Disturbances (0 - 7)
0 - not present; 1 - very mild harshness/ ability to startle; 2 - mild harshness, ability to startle; 3 - moderate harshness, ability to startle; 4 - moderate hallucinations; 5 severe hallucinations; 6 -extremely severe hallucinations; 7 - continuous. hallucinations
	
	

	
	Visual Disturbances (0 - 7)
0 - not present; 1 - very mild sensitivity; 2 - mild sensitivity; 3 - moderate sensitivity; 4 - moderate hallucinations; 5 - severe hallucinations; 6 - extremely severe hallucinations;
7 - continuous hallucinations
	
	

	
	Headache (0 - 7)
0 - not present; 1 - very mild; 2 - mild; 3 - moderate; 4 - moderately severe; 5 - severe; 6 - very severe; 7 - extremely
	
	

	
	Total Score
	
	




	Ketamine – Exclusion Criteria

	 Known sensitivity to or intolerance of Ketamine or any of its excipients.

 Persons where an elevation in blood pressure would constitute a serious hazard.
 Cerebrovascular accident (Stroke).

 Cerebral trauma.

 Age younger than 1 year (risk of airway complications).

 Trapped casualties if immediate access to airway is not feasible.

 Severe Coronary or Myocardial Disease.

 Eclampsia or Pre-Eclampsia.
 Known or suspected schizophrenia.

 Non-trauma unless specifically authorised by a senior clinician.

 Penetrating eye injuries (though consider if other major injuries on balance of risks).
 Acute porphyria.

 Patients known to have raised intracranial pressure.






	Midazolam – Exclusion Criteria

	 Known sensitivity to or intolerance to Midazolam or other benzodiazepines.
 Children less than 1 year old.
 Trapped casualties in immediate access to the airway is not feasible.
 Marked neuromuscular respiratory weakness.
 Severe respiratory depression.
 Acute pulmonary insufficiency.

	Flumazenil – Exclusion Criteria

	 Under 12 months of age.
 Known hyposensitivity to flumazenil.
 Reversal of effects of midazolam administered by another person.
 Reversal of any other benzodiazepine overdose
 Patients who have received benzodiazepines to manage status epilepticus or to terminate seizure activity




	Ketamine (Analgesia) – Check List



	Start Of Checklist
	Expected Response

	Clinical on call – contacted to authorise
	Check

	Access to patient optimal
	Check

	Post-Sedation Plan
	“Will be to...”

	Monitoring Attached and Visible
	“HR is ...;
BP is ...;
SPO2 is ...”

	End Tidal CO2 on and Reading
	“Resp rate is ...”

	Oxygen on at 15 litres
	Check

	Spare Oxygen Cilinder
	Check

	BVM and airway adjuncts available
	Check

	Suction checked and positioned
	Check

	Midazolam dose will be
	.....mg - Check

	Ketamine dose will be
	.....mg - Check

	IV/IO access in situ and flushed
	Check

	Patient Briefed
	Check

	Bystanders Quiet
	Check

	End of Checklist




	PCR History Taking 1

	Use the following History taking template.
1. General
2. Neurological
3. ENT
4. Cardiorespiratory
5. Gastrointestinal
6. Urological
7. Obstetric and gynaecological
8. Rheumatological
9. Orthopaedic




	PCR History Taking 2

	1. General
· Fever/rigors/night sweats
· Weight loss
· Fatigue
· Skin rashes/bruising




	PCR History Taking 3

	2. Neurological

· General
a. Fits/falls/LOC
b. Headache
c. Dizziness
d. Vision/hearing
e. Memory loss
f. Neck stiffness/photophobia

· Motor
a. Weakness
b. Incontinence

· Sensory
a. Pain
b. Numbness
c. Tingling




	PCR History Taking 4

	3. ENT

· Ear
a. Hearing loss
b. Tinnitus
c. Otalgia (ear pain)

· Nose
a. Rhinorrhoea
b. Epistaxis

· Throat
a. Sore throat
b. Odynophagia (pain on swallowing)

4. Cardiorespiratory
· Chest pain
· Palpitations
· SOB/wheeze
· Cough
· Sputum
· Haemoptysis
· Leg swelling




	PCR History Taking 5

	5. Gastrointestinal
· Weight
a. Weight loss
b. Appetite change
· Work down body
a. Dysphagia (difficulty swallowing)
b. Nausea/vomiting
c. Indigestion/heartburn
d. Abdominal pain
e. Bowel habit
f. Blood/mucus in stool
g. Flatus




	PCR History Taking 6

	6. Gastrointestinal
· Weight
a. Weight loss
b. Appetite change
· Work down body
a. Dysphagia (difficulty swallowing)
b. Nausea/vomiting
c. Indigestion/heartburn
d. Abdominal pain
e. Bowel habit
f. Blood/mucus in stool
g. Flatus

[image: A diagram of the internal organs of the human body
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	PCR History Taking 7

	a. Urological
b. Storage
c. Frequency
d. Volume
e. Urgency
f. Nocturia
g. Incontinence (overflow/stress/urge) h.
i. Infection
j. Dysuria (pain passing urine)
k. Haematuria
l. Odour m.
n. Prostatic/voiding (if male)
o. Hesitancy
p. Poor flow/dribbling
q. Feeling of incomplete emptying




	PCR History Taking 8

	7. Obstetric and gynaecological (The 4 P’s)
· PV Bleeding
a. Menorrhagia
b. Intermenstrual
c. Post-coital
d. Post-menopausal
· PV Discharge
· Pain
a. Dysmenorrhoea (painful menstruation)
b. Dyspareunia (painful intercourse)
· Pregnancy
r. Chance of pregnancy
s. If pregnant: fetal movements, contractions/tightening, PV loss, preeclampsia
symptoms (headache, visual disturbance, epigastric pain, oedema)




	PCR History Taking 9

	8. Rheumatological

· Joints
a. Pain
b. Stiffness
c. Swelling

· Work down body
a. Skin (rashes, ulcers, Raynaud’s)
b. Hair loss o Eyes (redness, dryness)
c. Mouth (dryness)
d. Chest (breathlessness, SOB)
e. GI (IBD symptoms)
f. Genitourinary (discharge)




	PCR History Taking 10

	9. Orthopaedic

· Joints/bone/soft tissue
a. Pain
b. Stiffness
c. Swelling
d. Movement restriction/ability to weight-bear
· Mechanical symptoms
a. Locking
b. Giving way

· Neurological symptoms distally
a. Weakness
b. Numbness
c. Paraesthesia
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Appendix 2 – Online CHARU Quiz
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Appendix 3 – Change Management Plan
	Goal
	Specific
	Measurable
	Achievable
	Relevant
	Time-Based

	Collate Evidence Further 
	Collate further quantitative research evidence in the form of online quiz. Compare results with additional quiz/quiz’s where staff can utilise draft Aide-Memoire
	Measured by number of candidates and quiz’s undertaken. An array of staff from all the targeted demographic will be utilised. 
	Achievable by creating further resources, content within the aide memoire is sufficient enough to create at least 3 separate quiz’s without repeating information.
	Relevant as the information gathered will further evidence the need for the memoire and its use.
	Aim to achieve all evidence within the next 3 months.

	Finalise V2 – Version 2
	Finalise V2 or version 2 of the aide memoire taking into account all feedback that has been received to date.
	Measurable by ensuring all feedback is included or considered.
	Achievable by finalising the document to completion.
	Relevant as the V2 document will be corrected and improved with feedback and suggestion suggested. A more comprehensive document will also help to achieve sponsorship from senior management.
	Finalised within the next 3 months.

	Organise Presentation to Senior Management
	Obtain a date and organised meeting with the relevant people required for sponsorship and publishing of the aide memoire.
	Measured by engagement or management willingness to organise meeting.
	Achievable by gaining presentation date and senior management attendance.
	Relevant as this is the final and essential step to launching the V2 Aide Memoire on a national level.
	Hope to organise within 3 months maximum once the above goals have been achieved.
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(a) Abdominopelvic regions. {b) AbdominopelVic quandrants
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1. Multiple Choice O30seconds @ 1 point

During a cardiac arrest, at what core temperature should medicines not be administered?

answer choices
® <25 @ <28
® <30 ® <35
answer explanation

Where the core temperature is <30°C, no drugs should be administered.

3 2.Fillin the Blank & Edit 4+ AlEnhance v+ O45seconds ® 1 point

Amaximum of ___shocks should be delivered to a patient in a shockable rhythm with a core temperature below 30°C

answer

P 3

alternatives

> three
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3. Multiple Choice 4+ AlEnhance v+ ©30seconds ® 1 point

What is the indication for post-ROSC adrenaline?
answer choices
@ Systolic BP <90 @ Systolic BP <90
HR <100
Absent Radial Pulse

@ Systolic BP <100 @ Systolic BP <100
HR <90
Absent Radial Pulse

answer explanation

If hypotension is present during or after this fluid administration, provide additional circulatory support using careful

administration of an adrenaline bolus, repeated as required, every 3-5 mins to maintain the systolic BP >100 mmHg.
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3 4.Fillin the Blank O30seconds @ 1 point

What type of STEMI is this?

answer

> Inferior
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5. Multiple Choice # Ed 4 AlEnhance ¥ O 30seconds 1 point

Which of the following is NOT in the exclusion criteria for Ketamine?

answer choices
@ Known or suspected schizophrenia. @ Penetrating eye injuries.

@ Currently taking anti-coagulant medication. @ Eclampsia or Pre-Eclampsia.
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6. Multiple Choice O30seconds @ 1 point

What does a systolic BP of 95mmHg score on the National Early Warning Score (NEWS) 2?

answer choices

®:3 [ &
02 @0
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7. Multiple Choice ®45seconds @ 1 point

In a major incident, using the ten second triage tool, what category would a patient with penetrating trauma to the leg be?

answer choices

®r or
@ Red @ Amber1
8. Multiple Choice O30seconds @ 1 point

When attending a maternal cardiac arrest, which of the following is NOT correct

answer choices

@ ET tube 0.5mm smaller @ Hand placement for chest compressions higher

@ Right manual displacement of the uterus @ Max on scene time of 5 minutes
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9. Multiple Choice ®30seconds @ 1 point

What is the repeat dose of Naloxone in a cardiac arrest where opioid toxicity is a likely cause

answer choices

@ 400mcg @ 400mg
@ 3800mcg @ 300mg
10. Multiple Choice O30seconds @ 1 point

Which medications should be administered during a cardiac arrest in a shockable rhythm, following the third shock?

answer choices

@ Amiodarone @ Adrenaline

@ Amiodarone + Adrenaline @ Amiodarone + Atropine
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Class Accuracy @

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Just getting warmed up? Practice makes perfect!

Assign the quiz so students can master this topic.
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‘ WHY?

Debating or ‘second-guessing’ practices that are required immediately. Resorting to older
guidelines they are more fami

3 whv2

Staff relying on memory of dated practice in demanding situations whilst fatigued.

‘ WHY?

No current capacity for refresher training, unable to self study sufficiently
during downtime due to demands of CHARU role.

‘ WHY?

Updated guidance unavailable at hand in a concise format and timely manner.

‘ WHY?

No requirement for a document of this kind prior to the CHARU role.

Counter-Measure

Develop Aide-Memoire booklet with concise
instructions/updated info that can be carried at all times





