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Dear Committee members, 

My name is Terry Hunter. 

I am a highly experienced and qualified senior MFB officer with national and 
international experience. 

I have long experience of working with the CFA across many subject areas and 
operationally in my career.  

My judgment, given that experience, is that the benefits of the bill are substantial for 
Victorians now and especially the future.  

Impact on fire service delivery 

I see that existing service delivery performance will remain as a base and we would 
see improvements under the proposed FRV. An FRV would provide consistency and 
reliability of service to urban areas by career firefighters on top of current 
arrangements.  

Current arrangements see volunteers responding in accordance with daytime, night 
time, weekend and hot day availability tables arranged by individual Brigades that 
reflect the reality that volunteers availability in the 35 career station areas is 
necessarily variable as a result of family and work demands. 

A recent terrible example of the impact of this lack of certainty is the daytime petrol 
container arson attack at the Commonwealth Bank in Springvale.  

The current variable system resulted in just one career truck from Springvale working 
by themselves for an unfortunately long period where multiple people were trapped 
inside a burning building.   

This happened despite a very close MFB appliance being available immediately in 
Clayton.  

It was extremely lucky that people in the bank were not more seriously injured or 
killed.  

The volunteer brigade despatched at the time of the call was unable to respond. 

After the unfortunate delay this entailed, Dandenong CFA was then responded by a 
confusing system rather than the closer Clayton.  
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If the proposed change was in place at the time it would have seen the immediate 90 
second response of a minimum of  2 career appliances, Springvale and Clayton, to 
such an incident and depending on assessment on scene the immediate response of 
additional career fire trucks that can respond in 90 seconds.  

Many other incidents have happened in my career where the current system has 
proven to be uncertain and inconsistent for the community and firefighters operating 
in an urban built up area. 

Hence FRV will improve service to the community on top of the existing variable and 
complex system operated in and around CFA career stations.  

CFA focus must be volunteers 

CFA with a rightly core focus on their 1200 volunteer brigades and Victorias bush fire 
risk, have not been able to be as engaged in the provision of the comprehensive 
services that are best practice in urban fire services by their career firefighters  
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I have seen very slow and/or very shallow engagement of CFA in various urban 
specialist services eg. Emergency Medical Response (EMR) , High Angle Rescue, 
Urban Search and Rescue, Hazardous materials, Contamination 
management,  trench rescue, marine fire fighting, unmanned Arial Vehicles, scientific 
officers, structural fire safety building regulation activity, risk group safety programs, 
firefighter health and safety, etc. 
 
This is understandable to a degree. It is the result of the necessary focus on the 
extreme bushfire risk Victoria faces. 
 
If the FRV proposal is supported, all career stations would operate to common 
standards, training, resources and expectations.  
 
CFA could then be better focused on their volunteers. 
 
Emergency Medical Response Service 
 
One of my most significant disappointments with the current arrangements is that it 
has taken CFA over 15 years to only start training career firefighters in Emergency 
Medical co-response services with Ambulance Victoria to cardiac events.  
 
The Monash University evaluation demonstrates that MFB firefighters have been 
instrumental in the saving of 100s of Melburnians lives in the MFB since 2001.  
 
CFA have only recently begun rolling out EMR services to urban communities in 
Victoria at CFA career stations and a handful of volunteer stations some 15 years 
later.  

Today, cities such as Geelong, Bendigo and Ballarat, still do not have access to this 
life saving service until sometime in 2018.This is despite it coming to the Melbourne 
community in 2001. 

The communities in each of those 35 cities have gone without a service that has 
saved lives elsewhere. I have no doubt such communities were not given an 
informed choice as to not receiving this service since 2001. 

Hence, an FRV would offer a scope of career firefighter service that will not treat 
Victorians differently as the result of a line on a map. 

Effect on volunteer engagement and participation in Fire Service Delivery.  

I see no effect.  

Many claims otherwise are emotive and scare laden resistance to change tactics.  

Those responsible for such claims are irresponsible.  

The Michalea Cash interview clearly illustrated the impact of such scare tactics 
including the fanciful, fear inducing claim that volunteers would have to watch 
houses burn down.  
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There will be no effect on 1200 CFA Brigades and volunteers at 35 career stations 
will be supported. 

Volunteers will not be press ganged into becoming union members. There is no 
takeover whatever that means.  

Career fire fighters are mothers, fathers, brothers, sisters and tremendous people. 
They are not thugs.  

Jon Faines recent interviews with some scare mongers very clearly illustrated the 
lack of rationality and self-interest versus community interest of a small but loud 
group of volunteers eg; a complaint was that career staff will get to an accident 
before the volunteers and that is a bad thing !  

I have been pleased to hear over time the more rational views of the generally silent 
majority who do put community safety first.  

I hear and read questions relating to detail and lack of consultation in different 
media. I believe much of this is camouflaged resistance and self-interest that 
demonstrates a very unfortunate lack of faith in the CFA Chief who would be closely 
involved in any transition.  

I have every faith that the CFA Chief Steve Warrington and the volunteers on the 
CFA Board will support volunteers and ensure their needs are met in a transition of 
CFA career fire fighters to an FRV. The CFA Chief should be supported.  

Resistance to change and self-interest appears to be well entrenched in parts of the 
CFA and is well described in the article “The turf war mentality” – EBA truth – 
Medium (attached) which I encourage committee members to read.  

It offers the lessons of history and highlights the extremely rare opportunity for the 
current Upper House to put in place a more common sense set of arrangements that 
will support Victoria’s population into the future.  

 

Short term and long term cost impact on Fire Service Provision. 

I see potential short term transition and implementation costs more than balanced by 
efficiency savings over time through the joining of various costs within the current 
MFB and CFA.  

Hence the bill will provide economic savings to Victoria that will compound into the 
future.  
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Underlying policy rationale. 

The mission of the CFA must be country Victoria and bushfire. That is its forte and 
reason for being.  

That mission is better and more safely achieved with a culture and organisation 
focused on just that. 

It will continue to be supported by other agencies as needed.  

Urban fire services have a different focus aligned with its very different risk 
environment.  

The current historical arrangements have been overtaken by population and urban 
growth.  

They reflect a territorial rather than risk based rationale to the provision of 
emergency services.  

This territorial approach and its difficulties are well known in the fire service. It is not 
a sensible or contemporary approach. 

Thank you for your consideration and I request you support the bill. 

 

Thankyou 

 

Terry Hunter AFSM, MIFireE 
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CELEBRATING 10 YEARS OF EMERGENCY 
MEDICAL RESPONSE  
JOINT MEDIA RELEASE – 25 August 2010 
10 years of cooperation helps give Scott a 
second c 
hance at life  
Scott Moorhen didn’t expect to have a cardiac arres 
t nor did he expect that firefighters would be  
supporting ambulance paramedics at his life-threate 
ning medical emergency.  
The Ivanhoe father’s amazing recovery can be attrib 
uted to the quick actions of bystanders and a 10- 
year partnership between the Metropolitan Fire Brig 
ade and Ambulance Victoria.  
Since 2000, MFB crews have been dispatched at the s 
ame time as ambulances to cardiac arrests  
and non-breathing patients.  
Thanks to specialist training provided by Monash Un 
iversity, all firefighters are able to provide basi 
c  
life support, give CPR and use defibrillators carri 
ed on board all fire trucks. The firefighters are  
supported in-field by Ambulance Victoria.  
Mr Moorhen, 43, was clinically dead – he was not br 
eathing and his heart had stopped beating –  
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when bystanders Sharon Patterson and Andre Roberts  
commenced CPR and 000 was called.  
Firefighters continued to give Mr Moorhen chest com 
pressions as paramedics used a defibrillator to  
‘shock’ his heart back into rhythm and they adminis 
tered life-saving drugs. This care continued in  
hospital and Mr Moorhen has now returned to work.  
In the past three years, the MFB has been dispatche 
d to 7,920 Emergency Medical Response (EMR)  
calls. In some areas of Melbourne, firefighters are 
attending more EMR calls than calls to building  
fires.  
Despite the growth of the EMR component of MFB work 
, it maintains a low profile and the arrival of a  
fire truck at life-threatening medical emergencies  
is sometimes unexpected.  
MFB firefighters are dispatched at the same time as 
ambulance paramedics to medical emergencies  
where a person is in suspected cardiac arrest or ha 
s stopped breathing. If a fire truck arrives first, 
the  
crew immediately initiates medical assistance and c 
ontinues until ambulance paramedics arrive to  
take over. MFB firefighters also provide assistance 
to paramedics, working as a team in aiming for  
the best possible outcome for patients.  
“We’ve helped to save many lives through this serv 
ice, but it is still a surprise for a lot of people 
when  
the fire truck arrives and firefighters offer to pr 
ovide a service,” said MFB EMR Commander Colin  
Bibby. “At first that might sound amusing, but the  
time we lose explaining that we’re here to help  
could be the difference between life and death.”  
CELEBRATING 10 YEARS OF EMERGENCY 
MEDICAL RESPONSE  
In metropolitan Melbourne 60 per cent of cardiac ar 
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rest patients presenting with a shockable heart  
rhythm survive to hospital and almost one in three  
people get to go home.  
Paramedic Andy Watson said Ambulance Victoria’s wor 
ld-renowned success in improving outcomes  
for cardiac arrest patients was thanks to a variety 
of factors including its partnership with the MFB. 
“If someone is not breathing or is in cardiac arres 
t, a quick response is vital. The MFB EMR program  
contributes to that quick response,” said Mr Watson 
, AV’s EMR coordinator.  
“Cardiac arrest survivability diminishes by 10 per  
cent for every minute that defibrillation is delaye 
d. It  
is critical that 000 is called immediately someone  
is suspected of being in cardiac arrest. CPR  
provided by people at the scene before emergency se 
rvices arrive can also dramatically improve the  
patient’s chance of survival.”  
The survival of Mr Moorhen, who collapsed while hel 
ping train his young son’s football team in June,  
is testament to the ‘chain of survival’ and the joi 
nt response of firefighters and paramedics.  
The chain of survival – a proven formula for givin 
g the 30,000 Australians who suffer cardiac arrest  
each year the best chance of life – requires an ear 
ly call to 000, early CPR, early defibrillation and 
early access to advanced cardiac life support..  
When Mr Moorhen collapsed, bystanders recognised th 
e cardiac arrest and 000 was called – the first  
link in the chain. Next, they began early CPR – the 
second link – and when the firefighters and  
paramedics arrived they provided the third link, wh 
ich is early defibrillation.  
Early advanced care is the final link and intensive 
care paramedics provided intravenous fluids and  
medication and he was taken to hospital where medic 
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Purpose: The Melbourne Metropolitan Fire and Emergency Services Board (MFESB) was 

the first fire service in Australia to implement a service-wide emergency medical response 

(EMR) program in 2001. No additional scientific analysis of the first responder program has 

been reported since the pilot program. The objective of this study was to report the first 7 years 

of responses by firefighters as first responders.

Patients and methods: The MFESB have three separate datasets with cardiac arrest infor-

mation: (i) callout record; (ii) patient care record; and (iii) cardiac arrest record, including data 

from the automatic external defibrillator. Descriptive statistics were used to summarize the 

demographic and specific outcome data. Ethics approval was granted.

Results: A total of 8227  incidents were attended over the first 7 years. The most incidents 

attended were cardiac arrest 54% (n = 4450) followed by other medical 19% (n = 1579), and 

drug overdose 11% (n = 908); the remainder were ,10% each. Sixty-three percent of incidents 

involved males. Average age was 57.2 years, median age 63 years, range from ,1 month to 101 

years; average response time was 6.1 minutes, median response time 5.6 minutes, range from 

9 seconds to 31.5 minutes. Firefighters provided “initial care” in 57% and assisted in 26% of 

the incidents. Firefighters spent on average 4.8 minutes with the patient before handing over to 

paramedics; median 3.9 minutes, range of a few seconds to 39.2 minutes.

Conclusion: This study suggests that the MFESB EMR program is providing firefighter first 

responders to emergency situations in a short timeframe to assist the ambulance service.

Keywords: emergency medical services, fire department, cardiac arrest, first responder

Introduction
Although the use of firefighters as first responders in the international prehospital 

setting is not new, the use of and reporting of the Melbourne Metropolitan Fire and 

Emergency Services Board (MFESB) emergency medical responder (EMR) program 

experience is new.

The use of firefighters as “first responders” to acute medical incidents, especially 

cardiac arrests, commenced in the mid-1980s in the USA1 and in the late 1980s in 

Canada.2 Firefighters and other emergency service workers were used as first respond-

ers to decrease the time from collapse to defibrillation,1–3 which demonstrated an 

improvement in patient outcomes.

In 1994 the Victorian Public Bodies Review Committee recommended that the 

Metropolitan Fire Brigade expand its role to include an emergency “first responder” role 

for acute medical conditions, including cardiac arrest, to support the then Metropolitan 

Ambulance Service.
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In 1998 the Victorian Government approved a 6-month 

pilot study to investigate whether the simultaneous dispatch 

of fire and ambulance resources to acute medical emergencies, 

including cardiac arrest, could lead to decreased response 

times and thereby improve the patient’s chance of survival. 

The Emergency Medical Response (EMR) First Responder 

program pilot, as it was called, commenced on July 14, 1998 

and concluded on January 14, 1999. The pilot data demon-

strated a decrease in emergency vehicle response time as 

well as time to defibrillation in the pilot area. However, there 

were an insufficient number of cardiac arrests to demonstrate 

that the program definitely improved patient outcome from 

cardiac arrest.

In early February 2000 the Victorian Government extended 

the pilot study for another 12  months to cover the entire 

MFESB area of operation. The results from the extended 

pilot study confirmed that firefighters as first responders to 

cardiac arrests did improve patient outcomes4,5 and that the 

majority of firefighters thought this was a worthwhile use 

of fire personnel and resources.6 The Victorian Government 

confirmed the inclusion of the EMR First Responder as core 

MFESB business in December 2001.

Following publication of the pilot EMR results and an 

analysis of the first 12 months of the EMR program,5 the 

MFESB has published limited results regarding the EMR 

program. No further independent scientific analysis of the 

success of the program over the 7 years has been undertaken. 

The objective of this study was to report the first 7 years of 

responses by firefighters as first responders.

Material and methods
Study design
This study was a retrospective case review of all EMR 

incidents attended by the MFESB over the first 7 years of 

the program.

Study population
The MFESB services an area of approximately 1100 km2 

with a population of approximately two million people. 

The MFESB has 51 fire stations servicing the area. Each 

firefighter undertakes an 8-day training course, with 1-day 

refresher training every 3 years, monthly skills maintenance, 

and regular incident follow up by Ambulance Victoria 

paramedics.

Any patient who was attended to by the MFESB as part 

of the EMR, between March 1, 2001 and February 28, 2008 

was eligible for inclusion into the study. Patient data were 

excluded from further analysis where the electronic record 

had insufficient information to make a judgment about the 

patient’s problem and their management.

Study processes
The MFESB has three data files that contain all relevant infor-

mation about each EMR incident attended; these included 

the callout data file, the patient care record data file, and the 

cardiac arrest data file. All files were available in a Microsoft 

Excel® file format.

There is also an electrocardiogram (ECG) file obtained 

from the automatic external defibrillator (AED) follow-

ing each cardiac arrest. This ECG file contains the cardiac 

rhythms, relevant times, and other data pertinent to analysis 

of the cardiac arrest management.

The data was “cleaned” to ensure there were no duplicate 

records and that any outliers were a result of natural variation 

and not inaccurate data entry.

Ethics
Ethics approval for the study was granted by the Monash 

University Standing Committee on Ethics in Research 

Involving Humans.

Table 1 Incident type attended, by year of the program

Incident type Year of the program

1 2 3 4 5 6 7 Total

Trauma incident 119 125 110 100 58 73 77 662
Drug overdose 88 155 158 147 63 107 190 908
Drowning/near drowning 7 9 9 2 5 9 17 58
Suffocation 29 47 31 49 33 44 49 282
Electric shock 7 4 2 4 3 4 5 29
Gas/smoke inhalation 34 29 25 21 16 28 30 183
Burns 13 10 16 7 6 8 16 76
Other medical 194 229 206 180 169 265 336 1579
Cardiac arrest 638 609 705 597 526 610 765 4450
Total 1129 1217 1262 1107 879 1148 1485 8227
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Data analysis
The data were analyzed using SPSS (Statistical Package 

for the Social Sciences Version 17.0, SPSS Inc., Chicago, 

Illinois, USA). Descriptive statistics, including means and 

medians were used to summarize the demographic and 

specific outcome measure data.

Results
The MFESB attended a total of 8227 incidents as part of 

the EMR program over the 7-year period. See Table 1 for 

total EMR incidents attended for each year of the program. 

Gender distribution was available for 7917  incidents; 

63.3% were male and 36.7% female. The mean age was 

57.2 years, median 63 years, range of several weeks to 101 

years of age.

The MFESB categorized their responses into 11 different 

categories, including cardiac arrest. The number of incidents 

attended by the program year can be seen in Table 1.

There were 7218 incidents where the action type could be 

identified. The firefighters provided “initial care” in 54% of 

the incidents they attended and “assisted” in a further 26% 

of the incidents attended. See Table 2 for the numbers for 

each action type by year of the program.

There were 6829 incidents where a response time could be 

determined, with 1398 incidents excluded as one or both of 

the required times to calculate the response time was missing. 

The average response time over the 7 years was 6.14 minutes 

(95% confidence interval [CI] 6.07–6.20  minutes) with a 

median response time of 5.61 minutes, 90th percentile of 

8.69 minutes. The response time range was from 9 seconds 

to 31.5 minutes. For the average and median response time 

by year of the program, see Table 3.

The majority (39.1%) of patients were unconscious with 

no signs of life on arrival of the firefighters, with 14.4% of 

patients unconscious with signs of life. For the condition of 

all patients, see Table 4.

There were 3418 incidents where a “with patient time” 

could be determined, with 4859 incidents excluded as one 

or both of the required times to calculate the “with patient 

time” was missing. Firefighters spent on average 4.83 min-

utes (95% CI 4.69–4.98  minutes) with the patient before 

handing over to paramedics, median 3.9 minutes, range from 

6 seconds to 39.2 minutes. For cardiac arrest incidents, there 

were 1987 incidents where a “with patient time” could be 

determined, with 2463 incidents excluded as one or both of 

the required times to calculate the “with patient time” was 

missing. The firefighters spent on average 4.62 minutes (95% 

CI 4.44–4.81 minutes) with the cardiac arrest patient before 

handing over to paramedics, median 3.7 minutes, range from 

12 seconds to 36.5 minutes.

The majority of incidents occurred in the morning, 

between 7am and 9am, with a second peak between 4pm 

and 6pm in the late afternoon (see Figure 1).

Most of these incidents occurred on a Saturday, with 

the least occurring on a Monday and Thursday, and 

with most incidents attended in October and the least in 

February.

Discussion
The results from the review of the first 7 years of the MFESB 

EMR suggest that firefighters have an average and median 

response time that is comparable, or better, than other state 

and international first responders. The aim of using the 

MFESB as first responders was to decrease the response time 

Table 2 Type of action, by year of the program

Year of the program

Action type 1 2 3 4 5 6 7 Total
Provide care 613 601 648 545 391 493 629 3920
Assist only 220 247 221 236 181 280 392 1777
Investigate/observe 244 224 228 189 182 197 249 1513
Downgraded/cancelled 4 1 1 1 0 0 1 8
Total 1081 1073 1098 971 754 970 1271 7218

Table 3 Average, median and 90th percentile response time for incidents, by year of the program

Year of the program

1 2 3 4 5 6 7 Total
Average response time 6.01 6.22 5.95 6.1 6.23 6.42 6.02 6.14
Median response time 5.4 5.5 5.59 5.6 5.66 5.85 5.71 5.61
90th percentile response time 8.57 9.01 8.26 8.77 9.19 9.4 8.31 8.69
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Figure 1 Incident response by hour of the day.

Table 4 Patients condition on arrival of the firefighters, by year of the program

Action type Year of the program

1 2 3 4 5 6 7 Total
Conscious 304 301 294 263 180 312 358 2012
Unconscious but signs of life 126 197 183 164 117 155 240 1182
Unconscious with no signs of life 450 443 498 471 368 438 546 3214
Obviously deceased 192 200 208 151 153 162 195 1261
Not stated 57 76 79 58 61 81 146 558
Total 1129 1217 1262 1107 879 1148 1485 8227

to urgent incidents, predominately cardiac arrests, and to 

provide basic life support and early defibrillation to those in 

cardiac arrest.

The response time to urgent incidents by the MFESB 

when compared with Ambulance Victoria – Metropolitan 

(AV-M) is considerably less in the 50th and 90th percen-

tile. The MFESB 50th and 90th percentile response times 

have remained relatively constant over the 7 years, whereas 

those for AV-M have increased. The AV-M 50th percentile 

response time has increased from 8 minutes in 2001–2002 to 

9.5 minutes in 2007–2008. Whilst the AV-M 90th percentile 

response time has increased from 14 minutes in 2001–2002 

to 16.5 minutes in 2007–2008.7,8 Other scientific literature 

supports the notion of longer response times by AV-M over 

time.9–12 The AV-M annual reports do not contain mean 

response time data.

The MFESB EMR program has demonstrated better 

response times than the ambulance service to actual and 

potential cardiac arrest patients over the first 7 years of the 

program, in line with the “chain of survival” concept first 

describe by Cummins et al in 1991.13 The basis behind the 

concept was: i) the early access to recognition of cardiac 
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arrest and calling for help; ii) early commencement of 

cardiopulmonary resuscitation (CPR); iii) early access to 

defibrillation; and iv) early access to advanced life sup-

port.13 Studies have shown that early access to CPR and 

defibrillation improves the survivability of the cardiac arrest 

patient.14–16 With the advent of AEDs in the mid to late 1980s, 

the ability for lay people with minimal training to act as “first 

responders” to cardiac arrests was possible. Within Victoria 

there are several “first responder” type programs, including 

the one operated by the MFESB, which support the state 

ambulance service.17,18

The predominance of cardiac arrest responses also 

equates to the patient’s condition on arrival of the firefight-

ers, with most, 68% (n = 3028), patients unconscious with 

no signs of life. This in some ways correlates with the 

action provided by the firefighters, 54.3% (n = 3920) pro-

viding actual initial care or assisting the paramedics 24.6% 

(n = 1777) who arrived just prior, or at the same time, as 

the firefighters.

With early access already proven to increase patient 

survivability, the response time becomes a critical time 

element within the total time from collapse to defibrilla-

tion. In a previous Melbourne based cardiac arrest study by 

Bernard which looked at cardiac arrest management by the 

then Metropolitan Ambulance Service, the average response 

time was found to be 9.4 minutes.9 In this study we found 

the average response time by firefighters to be 6.14 minutes 

with a median response time of 5.61 minutes. In the EMR 

pilot study, Smith et al reported the ambulance response time 

as 7.61 minutes and the first on scene (fire or ambulance) 

as 5.85 minutes. There was no individual fire response time 

reported.4 Some first responders have very low average and 

median response times, less than 4 minutes, primarily due 

to the small geographic area they cover and the calculated 

distribution of resources to cover that area;17,19–21 whereas 

cardiac arrests responded to by ambulances only have 

predominately longer response times, around the 9 minute 

average or higher.9,19,20,22,23 The response times by MFESB 

firefighters in their area of operation may be decreased if 

there was a dual fire appliance response like that which 

occurs for actual/potential fires.

This study is the basis for further investigation into the 

effectiveness of the MFESB EMR program. Further work 

will be carried out on the MFESB EMR data to ascertain 

what cardiac rhythm cardiac victims were in on arrival of 

the firefighter, additional times (including time to defibrilla-

tion), and survival rates to discharge from hospital for cardiac 

arrest patients.

Conclusion
The findings from this study demonstrate that the MFESB 

EMR program is responding primarily to cardiac arrests. 

As a result of the EMR program, defibrillator-equipped  

firefighters are responding to the scene of a potential or actual 

cardiac arrest in a short timeframe within the MFESB area 

of operation.

Acknowledgment/disclosure
We gratefully acknowledge the Windermere Foundation for 

funding this project. No conflict of interest is declared for 

any of the authors.

References
	 1.	 Weaver WD, Copass MK, Hill DL, Fahrenbruch C, Hallstrom AP, Cobb 

LA. Cardiac arrest treated with a new automatic external defibrilla-
tor by out-of-hospital first responders. Am J Cardiol. 1986;57(13): 
1017–1021.

	 2.	 Shuster M, Keller JL. Effect of fire department first-responder automated 
defibrillation. Ann Emerg Med. 1993;22(4):721–727.

	 3.	 Mosesso VN Jr, Davis EA, Auble TE, Paris PM, Yealy DM. Use of 
automated external defibrillators by police officers for treatment of 
out-of-hospital cardiac arrest. Ann Emerg Med. 1998;32(2):200–207.

	 4.	 Smith KL, Peeters A, McNeil JJ. Results from the first 12 months of 
a fire first-responder program in Australia. Resuscitation. 2001;49(2): 
143–150.

	 5.	 Smith KL, McNeil JJ. for the Emergency Medical Response Steering 
Committee. Cardiac arrests treated by ambulance paramedics and fire 
fighters. Med J Aust. 2002;177(6):305–309.

	 6.	 Smith K, Rich D, Pinol JP, Hankin J, McNeil J. Acceptance of a medical 
first-responder role by fire fighters. Resuscitation. 2001;51(1):33–38.

	 7.	 Metropolitan Ambulance Service. Metropolitan Ambulance Service 
2007–2008 Annual Report. Doncaster: Metropolitan Ambulance  
Service; 2008.

	 8.	 Metropolitan Ambulance Service. Metropolitan Ambulance Service 
2005–2006 Annual Report. Doncaster: Metropolitan Ambulance 
Service; 2006.

	 9.	 Bernard S. Outcome from prehospital cardiac arrest in Melbourne, 
Australia. Emerg Med (Fremantle). 1998;10(1):25–29.

	10.	 Jackson P, Cameron P. Prehospital defibrillation in Geelong. Emerg 
Med. 1993;5:184–187.

	11.	 Jennings P, Pasco J. Survival from out-of-hospital cardiac arrest in 
the Geelong region of Victoria, Australia. Emerg Med (Fremantle). 
2001;13(3):319–325.

	12.	 Jennings PA, Cameron P, Walker T, Bernard S, Smith K. Out- 
of-hospital cardiac arrest in Victoria: rural and urban outcomes. Med 
J Aust. 2006;185(3):135–139.

	13.	 Cummins RO, Ornato JP, Thies WH, Pepe PE. Improving survival from 
sudden cardiac arrest: the “chain of survival” concept. A statement for 
health professionals from the Advanced Cardiac Life Support Subcom-
mittee and the Emergency Cardiac Care Committee, American Heart 
Association. Circulation. 1991;83(5):1832–1847.

	14.	 Herlitz J, Engdahl J, Svensson L, Angquist KA, Young M, Holmberg S. 
Factors associated with an increased chance of survival among patients 
suffering from an out-of-hospital cardiac arrest in a national perspective 
in Sweden. Am Heart J. 2005;149(1):61–66.

	15.	 Marenco JP, Wang PJ, Link MS, Homoud MK, Estes NA 3rd. Improving 
survival from sudden cardiac arrest: the role of the automated external 
defibrillator. JAMA. 2001;285(9):1193–1200.

	16.	 White RD, Bunch TJ, Hankins DG. Evolution of a community-wide early 
defibrillation programme experience over 13 years using police/fire person-
nel and paramedics as responders. Resuscitation. 2005;65(3):279–283.

 
O

pe
n 

A
cc

es
s 

E
m

er
ge

nc
y 

M
ed

ic
in

e 
do

w
nl

oa
de

d 
fr

om
 h

ttp
s:

//w
w

w
.d

ov
ep

re
ss

.c
om

/ b
y 

20
3.

26
.1

42
.2

46
 o

n 
28

-M
ay

-2
01

7
F

or
 p

er
so

na
l u

se
 o

nl
y.

   

                                 

FSBSC SUBMISSION 1765

41 of 46



Open Access Emergency Medicine

Publish your work in this journal

Submit your manuscript here: http://www.dovepress.com/open-access-emergency-medicine-journal

Open Access Emergency Medicine is an international, peer-reviewed, 
open access journal publishing original research, reports, editorials, 
reviews and commentaries on all aspects of emergency medicine. The 
manuscript management system is completely online and includes 
a very quick and fair peer-review system, which is all easy to use.  

Visit http://www.dovepress.com/testimonials.php to read real quotes 
from published authors.

Open Access Emergency Medicine 2010:2submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

Dovepress

82

Boyle et al

	17.	 Chan T, Braitberg G, Elbaum D, Taylor DM. Hatzolah emergency 
medical responder service: to save a life. Med J Aust. 2007;186(12): 
639–642.

	18.	 Wassertheil J, Keane G, Fisher N, Leditschke JF. Cardiac arrest out-
comes at the Melbourne Cricket Ground and shrine of remembrance 
using a tiered response strategy – a forerunner to public access defibril-
lation. Resuscitation. 2000;44(2):97–104.

	19.	 Callaham M, Braun O, Valentine W, Clark DM, Zegans C. Prehospital 
cardiac arrest treated by urban first-responders: profile of patient 
response and prediction of outcome by ventricular fibrillation waveform. 
Ann Emerg Med. 1993;22(11):1664–1677.

	20.	 Sweeney TA, Runge JW, Gibbs MA, et  al. EMT defibrillation does 
not increase survival from sudden cardiac death in a two-tiered urban-
suburban EMS system. Ann Emerg Med. 1998;31(2):234–240.

	21.	 Ma MH, Chiang WC, Ko PC, et al. Outcomes from out-of-hospital 
cardiac arrest in Metropolitan Taipei: does an advanced life support 
service make a difference? Resuscitation. 2007;74(3):461–469.

	22.	 Ong ME, Ng FS, Anushia P, et al. Comparison of chest compression 
only and standard cardiopulmonary resuscitation for out-of-hospital 
cardiac arrest in Singapore. Resuscitation. 2008;78(2):119–126.

	23.	 Becker L, Gold LS, Eisenberg M, White L, Hearne T, Rea T. Ventricular 
fibrillation in King County, Washington: A 30-year perspective. 
Resuscitation. 2008;79(1):22–27.

 
O

pe
n 

A
cc

es
s 

E
m

er
ge

nc
y 

M
ed

ic
in

e 
do

w
nl

oa
de

d 
fr

om
 h

ttp
s:

//w
w

w
.d

ov
ep

re
ss

.c
om

/ b
y 

20
3.

26
.1

42
.2

46
 o

n 
28

-M
ay

-2
01

7
F

or
 p

er
so

na
l u

se
 o

nl
y.

   

                                 

FSBSC SUBMISSION 1765

42 of 46



FSBSC SUBMISSION 1765

43 of 46



FSBSC SUBMISSION 1765

44 of 46



FSBSC SUBMISSION 1765

45 of 46



FSBSC SUBMISSION 1765

46 of 46




