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Abstract	
	

The	Intermediate	Ambulance	Care	(IAC)	course	is	a	thirty-week	training	program	run	

in	 Penang	Malaysia	 which	 was	 adapted	 from	 the	 South	 Australian	 Certificate	 IV	 in	

Ambulance	Practice.		The	adaption	of	this	program	was	designed	and	implemented	to	

improve	 the	 clinical	 education	of	 ambulance	practitioners	 in	Penang.	 	However,	 the	

IAC	is	not	the	only	course	available	within	Penang	or	wider	Malaysia,	which	seeks	to	

improve	the	standard	of	care	within	the	EMS.		The	question	that	remains	unresolved	

is:	 what	 has	 been	 the	 impact	 upon	 the	 development	 of	 prehospital	 care	 as	 an	

occupation?	

	

The	 prehospital	 care	 environment	 in	 Penang,	 Malaysia	 is	 a	 complex	 mix	 of	

government	and	non-government	agencies,	with	variable	training	standards	that	lack	

consistency.	 	Despite	 its	central	place	in	the	public	health	system	of	many	countries,	

there	 is	 little	 research	 or	 other	 literature	 available	 to	 inform	 the	 development	 of	

prehospital	 care	 education	 within	 developing	 countries.	 	 Even	 within	 developed	

systems,	such	as	Australia,	there	is	little	evidence	available	to	suggest	how	a	program	

of	education	may	assist	prehospital	care	professional	development.	

	

This	research	considers	the	impact	of	the	IAC	on	the	development	of	prehospital	care	

practice	 and	 how	 the	 course	 might	 have	 contributed	 to	 the	 development	 of	 an	

emerging	 profession.	 	 The	 questions	 in	 this	 research	 centre	 on	 what	 the	 IAC	 has	

achieved	within	the	rapidly	changing	emergency	medical	system	(EMS)	in	Penang	as	

well	 as	 considering	 the	 perceptions	 of	 leading	 professions,	 such	 as	 the	 medical	

profession.	 	The	study	examined	 the	 IAC	 in	 light	of	 the	attributes	of	 a	profession	as	

suggested	by	Greenwood	(1984).	

	

A	 focused	 ethnography,	 triangulated	 with	 field	 notes	 and	 observational	 data,	 was	

conducted	in	order	to	describe	the	impact	and	subsequent	professional	development.		
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Focused	 ethnography	 was	 selected	 as	 the	 most	 appropriate	 methodology	 as	 the	

subject	matter	 of	 this	 study	was	 the	 constructed	 reality	 of	 professionalism	 and	 the	

subjective	way	in	which	a	professional	development	course	might	contribute.		As	such	

semi-structured	 interviews	were	 the	most	 appropriate	method	 for	 the	 collection	 of	

the	primary	data.	

	

A	 total	 of	 eleven	 interviews	were	 conducted	 and	 thematically	 analysed	 through	 the	

process	described	by	Braun	and	Clarke	(2006).		The	four	themes	that	were	identified	

were:	Quality	of	training	and	quality	of	care	go	hand	in	hand;	how	standardisation	is	

managed	 in	 Penang;	 the	 IAC	 one	 course	 that	 is	 assisting	 the	 development	 of	 a	

profession;	and	the	management	of	change.	 	The	themes	described	the	way	in	which	

the	IAC	contributed	to	the	development	of	a	distinct	profession.	 	Whilst	pre-hospital	

care,	 as	 a	 profession,	 is	 yet	 to	 establish	 itself	 in	Malaysia,	 in	 countries	where	 it	 has	

there	have	been	significant	improvements	in	delivering	public	health	outcomes.	

	

This	study	sought	to	describe	the	impact	of	the	IAC	within	the	complex	mix	of	service	

and	education	available,	rather	than	in	isolation.	 	As	such	the	study	offers	an	insight	

into	what	can	be	achieved	with	a	developing	country’s	EMS	by	offering	professional	

education	and	development.	
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Glossary	of	Terms	&	Abbreviations	

Terms		

	

Ambulance	Practitioner	 This	 thesis	 uses	 the	 term	 Ambulance	 Practitioner	 to	

describe	 any	 person	 involved	 in	 ambulance	 practice.	 	 It	

encompasses	 all	 professional	 and	 non-professional	

groups	involved	in	practice.		For	example	Nurses,	Doctors,	

Assistant	 Medical	 Officers	 can	 all	 be	 described	 as	

ambulance	 practitioners	 if	 their	 role	 at	 the	 time	 is	 to	

respond	 to	 emergencies	 in	 an	 ambulance.	 	 The	 term	 is	

used	here	 to	describe	any	person	 involved	 in	ambulance	

practice	 and	not	 to	differentiate	 those	with	 independent	

practice	as	in	other	parts	of	the	world.	

	

Ambulance	Officer	 Refers	to	those	who	are	employed	or	volunteer	within	an	

ambulance	service.		When	a	person	is	not	part	of	another	

professional	 group,	 such	 as	 those	 listed	 above	 they	 are	

referred	to	as	an	Ambulance	Officer.		

	

Paramedic		 Paramedic	 refers	 to	 an	 ambulance	 practitioner	 who	 is	

involved	 in	 autonomous	 diagnosis	 and	 treatment	 of	

common,	life	threatening	conditions.		The	title	Paramedic	

is	 sometimes	 used	 without	 definition	 within	 literature.		

There	is	no	internally	accepted	definition,	however	in	this	

thesis	 the	 term	 Paramedic	 will	 only	 be	 used	 when	

describing	 professionals	 who	 operate	 as	 autonomous	

practitioners.	
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Physician	 In	 Malaysia	 Medical	 Doctors	 are	 often	 referred	 to	 as	

Physicians.	 	 The	 term	 is	 less	 common	 in	 commonwealth	

countries	than	the	United	States	of	America.			

	

Abbreviations		

	

AMO		 Assistant	Medical	Officer.		AMO’s	are	Diploma	trained	medical	staff	who	

provide	limited	diagnostic	and	treatment	options	under	the	direction	of	

a	 Doctor.	 	 They	 were	 previously	 referred	 to	 as	 ‘Medical	 Assistants’	

(MA’s)	 and	 similar	 in	 role	 to	 the	 Physician	 Assistants	 in	 the	 United	

States	of	America.	

	

BAC	 Basic	 Ambulance	 Care.	 	 This	 is	 a	 course	 originally	 run	 by	 St	 John	

Ambulance	Malaysia,	 State	 of	 Penang,	 and	was	 the	 previous	 standard	

for	 their	 ambulance	 medics.	 	 The	 BAC	 (or	 versions	 of	 it)	 has	 been	

adopted	 by	 Red	 Crescent	 Penang	 and	 Hospital	 Pulau	 Pinang	 to	 train	

ambulance	practitioners.	 	While	not	universally	accepted,	 it	 is	 seen	by	

many	in	the	industry	to	be	the	standard	of	training	currently.		It	is	a	30-

hour	course.		The	IAC	(a	300	hour	course)	was	designed	to	build	on	this.	

	

Bomba	 Jabatan	 Bomba	 Dan	 Penyelamat	 Malaysia	 is	 the	 Government	

Department	 responsible	 for	 Fire	 and	Rescue	 services	within	Malaysia.		

This	is	commonly	shortened	to	Bomba.	

	

EP	 Emergency	Physician.		EP’s	are	specialist	Emergency	Doctors	within	the	

hospital	system.	

	

EMS	 Emergency	Medical	Services.		EMS	refers	to	all	aspects	of	the	emergency	

medical	system,	however	usually	refers	to	prehospital	care.		Within	this	
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thesis	 prehospital	 care	 will	 always	 be	 differentiated	 from	 the	 more	

general	term	of	EMS.	

	

HPP	or	GH	 Hospital	Pulau	Pinang	or	the	Penang	General	Hospital	is	the	main	public	

hospital,	located	in	Georgetown,	Penang.	

	

IAC	 Intermediate	Ambulance	Care	course.	 	This	course	 lies	at	the	centre	of	

this	 thesis	 and	 was	 developed	 from	 a	 Certificate	 IV	 in	 Health	 Care	

(Ambulance)	 course	 taught	 in	 South	 Australia.	 	 It	 is	 delivered	 in	

partnership	 with	 SJAM	 Penang	 and	 available	 for	 any	 ambulance	

practitioner	from	any	service	to	attend.	

	

MCDD/JPAM	 Malaysian	 Civil	 Defense	 Department.	 	 Also	 referred	 to	 as	 Jabatan	

Pertahanan	Awam	(JPAM)	

	

MRC	 The	Red	Crescent	 Society	of	Malaysia.	 	 In	 the	 context	of	 this	 thesis	 all	

references	the	‘MRC’	refers	to	the	Penang	chapter	of	that	organization.	

	

NGO	 Non	government	organisation.		

	

RC	or	MRC	 The	Malaysian	Red	Crescent,	or	Bulan	Sabit	Merch	Malaysia.		Part	of	the	

International	Red	Cross	and	Red	Crescent	organisation.	

	

SA	or	S.A.	 The	state	of	South	Australia.		It	is	worth	noting	that	when	used	in	titles	

of	S.A.	Ambulance	or	S.A.	Health	it	is	not	actually	an	abbreviation.	 	The	

official	 title	 of	 those	 government	 bodies	 is	 not,	 for	 example,	 South	

Australia	Ambulance,	it	is	S.A.	Ambulance.			

	

SJAM	 St	 John	 Ambulance	 of	Malaysia.	 	 For	 the	 purpose	 of	 this	 thesis,	 SJAM	

refers	 to	 the	 St	 John	 Ambulance	 of	Malaysia,	 State	 of	 Penang.	 	Where	

reference	is	made	to	the	national	body	the	suffix,	‘national’	will	be	used.	
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Setting	 Basic	 Standards	 in	 a	 Developing	 Ambulance	 Service:	 A	 qualitative	

description	 of	 the	 impact	 of	 the	 Intermediate	 Ambulance	 Care	 course	 on	

prehospital	care	practice	in	Penang,	Malaysia.	

	

CHAPTER	ONE	
	

1.1	Introduction	

	

This	thesis	describes	the	changing	nature	of	an	international	prehospital	care	service	

provision	 within	 a	 developing	 public	 health	 system	 after	 the	 introduction	 of	 a	

professional	 development	 course.	 	 It	 intends	 to	 demonstrate	 how	 education	 has,	 or	

might	 have,	 impacted	 on	 that	 system.	 	While	 isolating	 the	 exact	 changes	 that	 have	

resulted	from	a	particular	educational	program	is	problematic,	 this	research	aims	to	

develop	useful	insights	from	the	introduction	of	a	program	that	altered	the	delivery	of	

a	 public	 health	 service	 (namely	 an	 Ambulance	 service).	 	 In	 doing	 so,	 this	 thesis	

provides	 an	 insight	 into	 the	 future	 directions	 that	 professional	 development	might	

take	within	the	developing	prehospital	care	system	such	as	that	in	Penang,	Malaysia.	

	

The	introduction	of	the	Intermediate	Ambulance	Care	course	(IAC)	is	the	focus	of	this	

thesis.	 	 Paramedics	 from	 S.A.	 Ambulance	 Service	 (South	 Australia)	 (including	 the	

author)	and	local	health	and	medical	experts	in	Penang,	Malaysia	designed	the	course.		

The	 300	 hour	 course	 is	 conducted	 over	 thirty	weeks	 and	 includes	 both	 online	 and	

face-to-face	 sessions.	 	 It	 is	 based	 on	 the	 curriculum	 contained	 in	 the	 existing	

Certificate	IV	program	offered	by	S.A.	Ambulance	Service	and	many	other	Australian	

ambulance	 services.	 	 Material	 from	 the	 course,	 including	 description	 of	 the	

curriculum,	is	appended	(Appendix	1).		While	the	course	is	open	to	all	participants,	it	

is	administered	and	primarily	sponsored	by	St	 John	Ambulance	of	Malaysia,	State	of	
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Penang	(SJAM	Penang).		The	majority	of	students	are	members	of	SJAM	and	the	course	

is	subsidised	by	SJAM	and	then	offered	to	them	at	minimal	cost.	

	

The	 development	 of	 the	 IAC	 occurred	 over	 four	 years	 as	 a	 result	 of	 professional	

interactions	between	 the	 researcher	and	Dr.	Teo,	Aik	Howe	 (Emergency	Consultant,	

Penang	General	Hospital),	as	well	as	other	key	figures	in	Penang’s	EMS	system.	 	The	

course	 was	 offered	 to	 other	 areas	 of	 Malaysia,	 including	 Kuala	 Lumpur,	 however	

Penang	was	chosen	as	the	main	site	for	this	course	and	indeed	this	study,	due	to	their	

willingness	 to	 participate,	 openness	 to	 change	 and	 new	 ideas	 exhibited	 by	 key	

individuals	in	the	health	system.	

	

A	team	from	Adelaide,	South	Australia,	and	Penang	undertook	the	development	of	the	

IAC	 and	 the	 process	 culminated	 in	 this	 study.	 	 The	 Island	 of	 Penang	 also	 offers	 a	

relatively	 confined	 system,	 which	 relies	 on	 a	 single,	 large	 public	 hospital	 (Hospital	

Pulau	Pinang	or	HPP)	to	co-ordinate	and	control	EMS	activities,	therefore	allowing	the	

research	process	to	capture	the	potential	impact	of	changes	in	that	system.	

	

The	 research	 questions	 examined	 within	 this	 thesis	 are	 detailed	 at	 the	 end	 of	 this	

chapter.	

1.2	 Contextualising	 Prehospital	 Care	 within	 Public	 Health	

Framework	

	

Ambulance	services	play	a	unique	public	health	role	 in	any	healthcare	system,	given	

the	dual	roles	of	providing	emergency	and	health	care	services.		Traditionally	the	role	

has	 been	 limited	 to	 a	 transport	medium	 to	 allow	 sick	 or	 injured	 people	 to	 get	 to	 a	

hospital	for	treatment.		In	the	late	1960’s	ambulance	practice	began	to	transform	into	

a	 profession	 in	 its	 own	 right	 in	 developed	 countries	 (O'Meara	 &	 Grbich,	 2009).		

Prehospital	 care	 professional	 practice	 has	 developed	 at	 different	 rates	 in	 different	

countries	 and	 has	 adapted	 to	 suit	 the	 healthcare	 system	 in	 which	 it	 operates.		

Recognition	 as	 a	 profession	 remains	 a	 contentious	 issue	 with	 some	 commentators	
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agreeing	that	paramedics	have	yet	to	attain	professional	status,	and	therefore	remain	

a	semi-profession	(Eburn	&	Bendall,	2014;	Paramedics	Australasia,	2014;	Townsend	

&	Eburn,	2014).		

	

The	process	of	achieving	professional	status	has	varied	from	country	to	country	due	

to	the	different	models	of	practice	and	education.	 	However	continuing	research	has	

assisted	 in	 recognizing	 an	 unique	 body	 of	 knowledge	 relating	 to	 prehospital	 care	

practice	(Sheather,	2009).	

	

Prehospital	care	is	an	inter-professional	and	inter-sectorial	service	that	crosses	many	

aspects	of	health	care.	 	 	 	What	was	often	a	forgotten	phase	of	emergency	health	care	

provision	has	now	developed	into	an	integral	part	of	primary,	secondary	and	in	some	

cases	 tertiary	 health	 care	 models	 (Raven,	 Tippett,	 Ferguson,	 &	 Smith,	 2006).	 	 The	

nature	 of	 the	 multi-dimensional	 services	 offered	 is	 not	 well	 recognised	 in	 many	

developed	health	care	systems.			

	

In	 Australia,	 New	 Zealand	 and	 the	 United	 Kingdom	 paramedics	 practice	 as	

autonomous	 health	 care	 practitioners	 and	 often	 treat	 people	 in	 their	 own	 homes	

without	 the	need	 to	 transport	 them	to	hospital.	 	New	and	unique	ways	of	managing	

public	health	concerns	outside	of	 traditional	medical	practices	have	been	developed	

as	a	result	of	the	ability	of	paramedic	practitioners	to	determine	and	meet	the	health	

care	needs	of	society	(Raven	et	al.,	2006).		This	move	to	evidence	based	independent	

practice	means	 that	 prehospital	 care	 practitioners	 are	 now	 beginning	 to	 determine	

the	scope	of	their	own	practice	and	develop	unique	solutions	to	public	health	issues.		

Paramedics	Australasia	(the	peak	professional	body	for	Paramedics	in	Australasia	and	

New	 Zealand)	 recognise	 this	 as	 one	 part	 of	 the	 advancement	 towards	 professional	

status	(Paramedics	Australasia,	2015).		

	

Alongside	the	development	towards	professionalism	have	come	changes	in	the	way	in	

which	 prehospital	 care	 services	 are	 delivered.	 Raven	 et	 al.	 (2006)	 discuss	 the	

nontraditional	 roles	 for	 paramedic	 practitioners	 throughout	 the	 U.K.	 and	 Australia	
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which	 have	 the	 ability	 to	 significantly	 contribute	 to	 public	 health	 outcomes.		

Community	 Paramedic	 and	 Extended	 Care	 Paramedic	 roles	 have	 transformed	 the	

profession	into	one	that	delivers	wider	public	health	outcomes	(Mason,	Wardrope,	&	

Perrin,	 2003;	 O'Meara,	 2003;	 O'Meara	 &	 Grbich,	 2009).	 	 Not	 only	 does	 prehospital	

care	 service	 delivery	 attend	 to	 urgent	 health	 care,	 the	 often	 neglected	 aspect	 of	

paramedic	work	is	being	able	to	respond	to	public	health	issues.	Responding	to	major	

incidents	such	as	pandemics	is	now	seen	as	a	key	feature	of	a	developed	prehospital	

care	system	(Tippett	et	al.,	2008).	

	

There	 are	 also	 significant	 cost	 savings	 to	 be	 found	 in	 treating	 people	 in	 their	 own	

homes	 (Varney,	 Weiland,	 &	 Jelinek,	 2014)	 by	 employing	 professional	 ambulance	

practitioners.	 	 By	 utilising	 Paramedics	 in	 a	 way	 traditionally	 reserved	 for	 Doctors,	

prehospital	 care	 practitioners	 can	 assist	 in	 reducing	 the	 overall	 costs	 of	 the	 public	

health	care	system	in	many	countries.			

	

While	 the	 expense	 of	 providing	 professional	 ambulance	 practitioners	 is	 relatively	

high,	the	overall	savings	to	the	healthcare	system	has	led	many	countries	to	support	

further	development	of	innovative	non-traditional	roles	in	this	discipline	(Raven	et	al.,	

2006).	 	 As	 developing	 nations	 have	 limited	 resources	 to	 devote	 to	 increasing	

healthcare	 demands,	 encouraging	 the	 creation	 of	 alternate,	 safe	 and	 less	 expensive	

means	of	meeting	public	health	demands	should	be	a	priority.	

	

1.2.1	The	role	of	education	in	professional	development	

	

Professional	development	in	Australia	and	other	countries	has,	by	and	large,	occurred	

through	tertiary	education.		It	is	through	the	creation	of	a	unique	body	of	knowledge	

through	 evidenced	 based	 research	 (Raven	 et	 al.,	 2006),	 and	 then	 delivered	 in	 the	

tertiary	 setting	 that	 ambulance	practice	has	moved	 closer	 to	becoming	a	profession	

(Sheather,	2009).	 	However,	 the	role	of	ambulance	personal	 in	developing	countries	

may	be	limited	by	the	restricted	access	to	quality	ambulance	specific	education.		This,	
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in	 turn,	 may	 limit	 the	 type	 of	 services	 provided	 and	 ultimately	 result	 in	 delayed	

progression	in	improving	health	outcomes	during	emergencies.							

	

Education	 can	 assist	 in	 creating	 a	 distinct	 body	 of	 knowledge	 and	 the	 ability	 to	

critically	reflect	on	current	practices	and	norms	in	prehospital	care.	 	 It	 is	within	this	

context	that	the	IAC	was	established	in	order	to	assist	the	development	of	first	world	

ambulance	services	within	a	developing	system	of	prehospital	care.	

	

As	 an	 education	 course,	 the	 IAC	 sought	 to	 share	 an	 understanding	 of	 ambulance	

practice	from	Australia	and	alter	that	body	of	knowledge	for	the	Penang	context.	 	 In	

sharing	knowledge	in	this	way	the	principles	and	practice	were	not	unique	to	Penang,	

but	contextualised	 from	the	body	of	knowledge	commonly	accepted	 in	Australia.	 	 In	

this	way	the	IAC	was	not	seeking	to	develop	something	unique	to	EMS,	simply	unique	

within	 ambulance	 practice	 in	 Penang	 and	 thus	 assisting	 in	 the	 sharing	 of	 a	 unique	

body	of	knowledge.	

	

1.3	Background	and	Critique	of	the	Literature	

	

The	literature	available	that	contributes	to	this	study	is	limited.		Much	of	the	literature	

drawn	upon	for	this	study	would	be	classified	as	grey	literature	and	has	not	had	the	

benefit	of	peer	 review.	Publications,	 such	as	government	commissioned	reports	and	

annual	 reports	 have	 provided	 useful	 insights	 in	 the	 absence	 of	 peer-reviewed	

publications.	 	 	 Annual	 reports	 from	 St	 John	 Ambulance	 Malaysia,	 State	 of	 Penang,	

among	others	and	publically	available	internal	performance	data	from	Hospital	Pulau	

Pinang	are	utilised	throughout	this	thesis.	

	

There	 are	 various	 reasons	 for	 this	 limited	 pool	 of	 research,	 including	 the	 lack	 of	

consistent	terminology	for	ambulance	practitioners	globally	(as	well	as	quite	different	

roles	as	detailed	in	Table	1);	the	difficulty	in	defining	ambulance	practice	in	terms	of	

the	primary,	secondary	and	tertiary	healthcare	models;	the	infancy	of	any	experienced	
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and	 qualified	 researchers;	 and	 arguably	 the	 most	 important	 reason,	 the	 lack	 of	 a	

cohesive	occupational	identity	in	Malaysia.		

	

The	literature	review	and	critique	was	an	ongoing	process	throughout	this	study	that	

started	in	September	2014	and	was	complete	by	the	time	of	the	writing	of	this	thesis	

in	September	2015.	Drawing	on	a	systematic	review-like	process,	the	author	utilised	

Pubmed,	 Academic	 Search	 Complete,	 Ovid,	 Embase,	 and	 Eric	 databases,	 using	 the	

terms	‘Ambulance’	AND	‘Malaysia’.		The	search	was	expanded,	by	replacing	‘Malaysia’	

with	‘developing	country’	as	well	as	replacing	‘Paramedic’	with	‘EMT’,	‘Technician’	and	

‘Ambulance	Officer’	as	well	as	other	terms	described	in	Table	1.		Once	duplicates	were	

removed,	there	were	220	results	across	the	five	databases	(see	Appendix	8	for	search	

results).		The	author	assessed	those	articles	for	their	relevance	based	on	reference	to	

ambulance	 practice	 and	 professional	 development	 within	 the	 developing	 world	

(particularly	Malaysia),	therefore	leaving	33	articles.	 	The	articles	deemed	irrelevant	

had	limited	reference	to	ambulance	practice	as	distinct	from	hospital	practice,	or	were	

describing	 limited	 studies	 focused	 on	 clinical	 practice.	 	 There	 were	 no	 original	

research	publications	similar	 to	 the	current	research	being	undertaken	 in	this	study	

identified	in	this	search.	

	

The	 remaining	 33	 articles	 generally	 focused	 on	 system	 design	 and	 delivery	 by	

describing	service	provision	rather	than	providing	a	 theoretical	basis	 for	ambulance	

practice.		This	highlights	the	continued	absence	of	original	research	and	the	paucity	of	

high	quality	qualitative,	mixed	methods	or	quantitative	research.	

	

Due	to	the	limited	published	studies	available,	a	separate	literature	review	would	be	

of	 little	 value.	 	 Rather,	 a	 synthesis	 of	 the	 available	 literature	 regarding	 the	 various	

topics	will	 be	 presented	 throughout	 this	 section	whilst	 exploring	 the	 context	 of	 the	

study.	 	 It	 would	 be	 reasonable	 to	 postulate	 one	 possible	 reason	 for	 the	 lack	 of	 a	

professional	 identity	 for	 Ambulance	 practitioners	 throughout	 the	 region	 and	 the	

world,	 is	 because	 of	 the	 lack	 of	 common	 name	 for	 the	 role	 as	 well	 as	 limited	

involvement	in	original	research.			
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1.4	Models	of	Practice	and	Terminology	

	

The	difficulty	 in	 literature	searching	is	compounded	by	the	 inconsistency	in	practice	

standards,	 models	 of	 Emergency	 Medical	 Service	 (EMS)	 provision	 as	 well	 as	

inconsistency	 in	 terminology	 internationally.	 	 As	 is	 the	 case	 with	 this	 thesis,	

publications	must	choose	the	terminology	used	to	describe	those	who	practice	 in	an	

ambulance	setting.		As	models	of	practice	differ	around	the	world,	so	too	do	the	terms	

used	to	describe	ambulance	practitioners.		Within	this	thesis	the	term	‘paramedic’	has	

been	 reserved	 for	 those	who	 can	 be	 described	 as	 professional	 or	 semi-professional	

and	 ‘ambulance	 practitioner’	 has	 been	 used	 to	 describe	 the	 role	 generally.	 	 Other	

terms	available	and	used	elsewhere	are	‘Emergency	Medical	Technician’;	‘Ambulance	

Officer’;	 and	 ‘Medic’.	 	Tables	1	&	2	below	briefly	outline	a	 comparison	 in	 terms	and	

roles,	job	titles	(name)	and	skills	in	different	countries.	
 

Table	1:	Role	Definitions	of	Prehospital	Care	Practitioners	in	Selected	Countries	

	

Country	 Brief	Course	
(up	to	1	week)	

Short	Course	
(up	to	6	
months)	

Higher	
Education	
Degree	
(Typically	

Undergraduate	
level)	

	

Post	Graduate	or	
Internal	Training	

post	
Degree/Diploma	

	
Australia 

Available as part 
of the state run 
EMS system 

 
✓	

 
✓	

 
✓	

 
✓	

Roles  Community	1st	
Responder	

(Some	states)	

Patient	Transfer	 Emergency	
Ambulance	

Emergency	
Ambulance	

Helicopter	retrieval	
Primary	Care	roles	

and	hospital	
avoidance.	

Name Community	
Responder	
First	Aider	

Ambulance	
Officer	

Paramedic	
(some	states	
have	differing	

Intensive	Care	
Paramedic,	Rescue	
Paramedic,	Retrieval	
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levels)	 Paramedic	or	
Extended	Care	
Paramedic	

Professionally 
registered 

 
✗	

 
✗	

 
✗	

 
✗	

	
United	
Kingdom 

Available as part 
of the state run 
EMS system 

 
✓ 
	

 
✓	

 
✓	

	
✓	

Roles  Private	first	
Aid	only	

Patient	transfer,	
Assisting	in	
Emergency	
Ambulance	

Emergency	
Ambulance	

Emergency	
Ambulance	

Home	care,	hospital	
avoidance	and	

primary	care	roles	
Name First	Aider	 Paramedic	

Assistant,	
Emergency	Care	
Assistant,	EMT-
B	(term	not	
often	used)	

Paramedic	 Paramedic	
Practitioner	

Advanced	Care	
Paramedic	

Professionally 
registered 

 
✗	

 
✗	

 
✓	

 
✓	

Singapore Available as part 
of the state run 
EMS system 

 
✗	

 
✓	

 
✓	

 
✗	

Roles  Private	First	
aid	only	

Patient	Transfer	 Emergency	
Ambulance	

Patient	Transfer	

	

Name First	Aider	 EMT-B	 EMT-I,		
EMT-Paramedic	

	

	

Professionally 
registered 

 
✗	

 
✓	

 
✓	

	

Malaysia Available as part 
of the state run 
EMS system 

 
✓	

 
✓	

 
✓	

 
✗	

Roles  Emergency	
Ambulance,	
Patient	
Transfer	

Emergency	
Ambulance,	

Patient	Transfer	

Emergency	
Ambulance,	

Patient	Transfer	

	

Name EMT,	
Paramedic,	

Medic	

EMT-B,	
Paramedic,	

Medic	

EMT,	
Paramedic,	

Medic	
	

	

Professionally 
registered 

 
✗	

 
✗	

 
✗	
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Table	2:	Brief	Comparison	of	'Paramedic	Skills’	

	
	

	 South Australia	 United Kingdom	 Malaysia (general) Malaysia (Penang)	

Intubation	 ✗	 ✓ 
(pre 2010)	

✗	 ✗	

Laryngeal Mask	 ✓	 ✓	 ✗	 ✓ 

(Occasional	use)	

Manual 

Defibrillation	

✓	 ✓	 ✗	 ✗	

Automatic 

Defibrillation	

✓	 ✓	 ✓ 

(not always 

available)	

✓	

Cannulation	 ✓	 ✓	 ✗	 ✓ 

(some situations)	

IV Saline 

administration	

✓ 

(trauma only)	
✓	 ✗	 ✓ 

(trauma only)	

Oxygen 

administration	

✓	 ✓	 ✓	 ✓	

Morphine 

Administration	

✓	 ✓	 ✗	 ✗	

Other pain relief 

medication	

✓	 ✓	 ✗	 ✗	

	

Source:	S.A.	Ambulance	Service	Paramedic	Authority	to	Practice	(Appendix	3)	
United	Kingdom	Paramedic	Guidelines	(JRCALC)	

&	Author’s	experience		

	

Note:	 This	 is	 not	 an	 exhaustive	 list	 of	 skills	 for	 each	 country	 /	 area.	 Only	 those	 skills	 that	 the	

practitioner	is	trained	to	perform	autonomously	are	listed	(i.e.	without	first	obtaining	permission	

from	a	Medical	Practitioner	or	Director).		Skills	deemed	higher	than	Paramedic	eg	Intensive	Care	

Paramedic	in	Australia	or	Nursing	Skills	in	Malaysia	may	be	undertaken	in	the	ambulance	setting,	

however	they	are	not	listed	here.		Undergraduate	degrees	could	be	double	or	combined	degrees	

or	in	some	countries	diploma/foundation	level	and	range	from	2	to	5	years.	 
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The	 tables	 above	 give	 an	 example	 of	 the	 complexities	 of	 international	

comparisons	of	ambulance	systems	and	skills.		Even	in	areas	where	similar	terms	

are	 used,	 they	 may	 have	 different	 meanings.	 Terms	 such	 as	 Paramedic	 could	

mean	a	university	educated	professional	with	a	year	of	practice	in	Australia,	or	in	

Malaysia	simply	someone	who	has	had	a	few	hours	training.		Likewise,	models	of	

ambulance	practice	can	differ	between	physician	led	(such	as	the	systems	in	the	

United	States	of	America	and	Norwegian	systems,	or	Paramedic	led,	such	as	New	

Zealand	and	Australia).	

	

Just	 as	 the	 roles,	 skills	 and	 training	 of	 those	 who	 practice	 in	 the	 preshospital	

environment	 differs	 across	 international	 boundaries,	 so	 too	 do	 the	 standards	

against	which	they	are	measured.	 	Each	individual	centre	mentioned	above	has	

their	 own	practice	 standards	 that	 they	 consider	 as	 ‘best	practice’	 (for	 example	

the	ISO	accreditation	framework	in	Australia	(SA	Health,	2013)	or	the	Health	and	

Care	Professionals	Framework	in	the	UK	(HCPC,	2014)).		Each	understanding	of	

best	 practice	 therefore	 depends	 on	 the	 training	 and	 background	 of	 the	

practitioners	within	the	system	under	consideration.	

	

Largely	 due	 to	 the	 vast	 differences	 between	 emergency	 medical	 systems	

worldwide,	developing	a	comparison	based	on	an	understanding	of	best	practice	

is	 problematic.	 	 Accounting	 for	 levels	 of	 training,	 the	 role	 of	 the	 ambulance	

services	in	primary	as	well	as	other	areas	of	care	would	make	the	development	

of	a	common	best	practice	model	almost	impossible.		It	is	therefore	unsurprising	

that	 that	 there	 is	a	 lack	of	 literature	 that	attempts	 to	address	or	even	describe	

this	issue.	

	

1.5	 Development	 of	 Ambulance	 Education	 &	 Practice:	 The	

Malaysian	Context	

	

An	 accurate	 description	 of	 the	 Malaysian	 prehospital	 care	 system	 remains	

elusive	 even	 within	 the	 available	 literature.	 	 As	 evidenced	 by	 the	 literature	
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search,	 few	 have	 addressed	 ambulance	 care	 directly.	 	 Little	 is	 known	 about	

education	 standards	 in	 Malaysia	 generally	 as	 the	 research	 or	 even	 syllabus	

publication	in	this	area	remains	sparse,	other	than	what	 is	documented	in	grey	

literature.	

	

Inconsistencies	within	 the	 literature	may	 have	 arisen	 due	 to	 the	 changing	 and	

complex	 nature	 of	 EMS	 service	 provision.	 	 While	 Ong	 et	 al.	 (2013)	 and	

Hisamuddin,	 Hamzah,	 and	 Holliman	 (2007)	 have	 attempted	 to	 document	 the	

system,	with	the	former	describing	ambulance	services	as	being	led	by	the	Fire	

Service	(or	Bomba).		Whilst	this	may	be	an	accurate	description	for	some	parts	of	

Malaysia,	 the	 EMS	 system	 in	 Penang	 is	 led	 by	 the	 major	 Government	 run	

hospitals.			

	

Overall	the	literature	details	the	complexity	and	lack	of	development,	leading	to	

potentially	 poor	 outcomes	 for	 those	 in	 need	 of	 services	 (Hisamuddin	 et	 al.,	

2007).	 	 The	 complexity,	which	 appears	 to	 arise	 out	 of	 the	 breadth	 of	 agencies	

involved	 in	 service	provision,	may	contribute	 to	 confusion	within	 the	available	

publications.	

	

Malaysia	 is	a	developing	nation	(United	Nations,	2014)	which	has	achieved	the	

World	 Health	 Organisation	 status	 of	 an	 upper	 middle	 income	 country	 (Jaafar,	

Mohd	Nor,	Abdul	Muttalib,	Othman,	&	Healey,	2013).	 	 In	general,	healthcare	 in	

Malaysia	has	made	significant	gains	over	recent	years	and	is	now	comparable	to	

upper	middle	 income	countries,	with	total	expenditure	of	4.6%	of	GDP	in	2009	

(Jaafar	et	al.,	2013),	which	is	below	that	of	Australia’s	(9.4%	of	GDP	for	the	same	

period)	 (Australian	 Government,	 2011).	 	 The	 field	 of	 emergency	medicine	 is	 a	

new	 discipline	 in	 Malaysia,	 having	 been	 created	 in	 2009	 under	 the	 Malaysian	

Ministry	of	Health.	 	This	has	evolved	from	a	systematic	up	skilling	of	Malaysian	

medical	skills	via	education	and	sponsorship	links	with	the	United	Kingdom	and	

other	countries,	such	as	Australia	throughout	the	1990’s	(Jaafar	et	al.,	2013).			
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The	concentration	on	medical	staff	education	may	have	a	contributing	factor	to	a	

lack	 of	 development	 of	 ambulance	 service	 provision	 as	 the	 health	 care	 system	

improved.	 	 This	 lack	 of	 development	 or	 even	 recognition	 in	 official	

documentation	continues	today.		In	a	recent	Health	System	Review,	conducted	by	

the	World	Health	Organization,	 ambulance	 services	 are	mentioned	only	briefly	

and	Paramedics	described	as	a	branch	of	Nursing	(Jaafar	et	al.,	2013).			

	

Just	 as	 the	 services	 themselves	 are	 developing,	 so	 too	 is	 the	 education	base	 of	

those	who	work	within	them.		Developing	nations,	such	as	Malaysia,	struggle	to	

find	 the	 available	 resources	 to	 allow	 for	 tertiary	 education	 for	 health	

professionals	 status	 and	 standards.	 Currently	 it	 is	 not	 a	 requirement	 for	 non-

government	ambulance	practitioners	to	have	tertiary	education	qualifications	to	

practice	 as	 a	 paramedic.	 Unlike	 paramedics	 in	 Australia,	 NZ	 or	 UK,	 Malaysian	

ambulance	 practice	 remains	 a	 relatively	 low	 paid	 occupation	 with	 limited	

expectations	of	practitioners	(Hisamuddin	et	al.,	2007).			

	

If	 the	 development	 of	 unique	 wider	 public	 health	 roles	 for	 ambulance	

practitioners	 in	 Malaysia	 is	 to	 be	 realised,	 attention	 needs	 to	 be	 paid	 to	

professional	 development.	 	 Traditional	 methods	 of	 developing	 the	 ambulance	

industry	 into	a	profession	via	 tertiary	education	have	met	with	 limited	success	

within	Malaysia	and	may	be	linked	to	limited	resources,	limited	role	recognition	

for	paramedics	(other	than	medical	assistants	or	drivers)	and	lack	of	registration	

authority.		Therefore	for	professional	development	to	occur,	beyond	the	current	

status	of	being	an	occupation	or	semi-profession,	the	development	or	sharing	of	

a	unique	body	of	knowledge	 is	 required.	 	This	 study	seeks	 to	contribute	 to	 the	

understanding	 of	 how	 education	 can	 assist	 in	 the	 development	 of	 Ambulance	

practice	in	Penang	Malaysia.		

	

Unlike	the	simplistic	picture	presented	by	Ong	et	al	(2013),	Malaysian	ambulance	

service	provision	 is	 a	 complex	mix	of	 government,	quasi-government	and	non-

government	 agencies	 with	 individual	 training	 and	 competency	 standards	

(Hisamuddin	 et	 al.,	 2007).	 	 Similar	 to	 other	 South	 East	 Asian	 nations	 private	
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hospitals	also	provide	ambulance	services	 to	 their	patients,	which	often	do	not	

integrate	 with	 Government	 services.	 	 Due	 to	 the	 absence	 of	 regulation	

(governmental	 or	 self	 –regulation)	 the	 number	 of	 services	 provided	 or	 staff	

involved,	 heath	 or	 organisational	 data	 are	 not	 well	 reported	 (or	 possibly	 not	

even	 collected).	 	 Furthermore	 the	 lack	 of	 regulation	 has,	 in	 the	 authors’	

experience,	 led	 to	 having	 no	 common	 understanding	 of	 what	 an	 ambulance	

practitioner	is	and	no	common	title	(such	as	Paramedic).			

	

Hisamuddin	 et	 al.	 (2007)	 comments	 that	 service	 provision	 in	 Malaysia	 lacks	

consistency	 and	 practice	 standards	 vary	 depending	 on	 the	 organisation	

providing	 the	 service.	 	 Penang	 appears	 to	 follow	 the	 national	 trend	 in	 that	 a	

number	of	service	providers	exist	with	little	apparent	co-ordination.			

	

Unlike	other	ambulance	provision	in	other	countries	such	as	in	Australia	or	UK,	

where	 the	 Government	 (at	 state	 or	 national	 level)	 has	 jurisdiction	 over	

ambulance	 service	delivery,	 the	Malaysian	Government	has	 little	direct	 control	

on	 what	 constitutes	 Ambulance	 practice.	 	 There	 is	 also	 a	 lack	 of	 minimum	

standards	of	competency	for	training	or	service	provision.			

	

Given	the	paucity	of	available	literature	regarding	the	development	of	Malaysian	

services	 this	 overview	 of	 services	 and	 education	 falls	 short	 of	 providing	 a	

comprehensive	 and	 accurate	 description.	 	 Moreover,	 there	 is	 little	 theoretical	

basis	offered	for	the	development	of	prehospital	care	in	Malaysia.		Similarly,	the	

development	of	ambulance	services	in	other	developing	countries	has	attracted	

little	research	attention.	

	

1.5.1	 Ambulance	 Education	 and	 Service	 Provision	 and	 Education	 in	

Penang	

	

Despite	 the	 progress	 in	 other	 parts	 of	 the	 Malaysian	 health	 care	 system,	

generally	 ambulance	 services	 remain	 limited	 and	 are	 best	 described	 as	
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‘developing’	 (Hisamuddin	 et	 al.,	 2007).	 There	 are	 a	 number	 of	 organisations,	

both	 Government	 and	 Non-Government,	 which	 have	 supplemented	 the	

Department	 of	 Health	 ambulance	 service	 provision	 to	 the	 general	 public	 of	

Penang.		Red	Crescent	(RC),	St	John	Ambulance	of	Malaysia	(SJAM)	and	the	quazi-

Government	 Malaysian	 Civil	 Defense	 Department	 (MCCD)	 are	 the	 main	

providers.		Ambulance	Services	are	also	provided	by	Government	Hospitals	and	

Clinics.		

	

Recently	some	Malaysian	Universities	outside	of	Penang	have	offered	Paramedic	

degree	 courses	 (for	 example	 the	University	 Sans	Malaysia).	 	 Published	data	on	

enrolments,	 graduates	 and	 post	 qualification	 employment	 remains	 sparse,	

however	with	 limited	 employment	opportunities	 in	 the	 industry	 and	 relatively	

low	 pay	 rates	 (Hisamuddin	 et	 al.,	 2007)	 the	 impact	 on	 the	 prehospital	 care	

industry’s	development	may	be	minimal.	 	Likewise	the	effect	on	the	industry	in	

Penang	remains	unknown.	

	

Consistent	 with	 the	 lack	 of	 professional	 education	 for	 Malaysian	 paramedics,	

those	 Government	 hospitals	 which	 provide	 ambulance	 services	 are	 staffed	 by	

Assistant	 Medical	 Officers	 (AMOs),	 who	 are	 often	 taken	 from	 their	 ordinary	

duties	in	the	Hospital	when	emergency	calls	come	in.		AMO	training	is	completed	

in	 a	 tertiary	 setting	 and	 concentrates	 on	 in-hospital	 treatment	 (Ministry	 of	

Health	Malaysia,	2010).	 	Training	in	the	prehospital	environment	for	this	group	

is	generally	less	formal	and	in	Penang	is	undertaken	by	observing	a	mentor	for	a	

period	of	approximately	 six	months.	 	 In	 the	author’s	experience	 this	process	 is	

not	well	documented.			

	

Not	all	AMO’s	in	Penang	GH	undertake	duties	in	the	ambulance	setting,	rather	a	

select	group	whom	would	otherwise	work	in	the	Emergency	Department.	 	This	

practice	may	differ	in	other	hospitals.	

	

There	 is	 little	or	no	research	around	 the	use	of	 the	AMO	professional	group	 to	

undertake	tasks	seemingly	outside	of	their	training.	 	The	paucity	of	research	in	
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this	 area	 may	 become	 more	 problematic	 as	 development	 of	 prehospital	 care	

services	 continue.	 	 Policy	 decisions	 on	 the	 development	 of	 prehospital	 care	

training	 may	 be	 impeded	 by	 the	 absence	 of	 a	 clear	 understanding	 of	 the	

appropriateness	 of	 the	 application	 of	 AMO	 professional	 training	 in	 the	

prehospital	environment.	

	

1.5.2	Organisation	of	Ambulance	Services	in	Penang	

	

Ambulance	 services	 in	 Penang	 are	 not	 immune	 to	 the	 issues	 described	 above.		

Whilst	 there	 is	 some	 co-ordination	 of	 Government	 and	 NGO	 based	 ambulance	

services,	that	co-ordination	is	limited	by	a	lack	of	regulation	and	control	at	state	

and	federal	level.		This	co-ordination	does	not	extend	to	the	unknown	number	of	

private	 hospital	 based	 ambulance	 services.	 	 Whilst	 in-hospital	 emergency	

medical	 services	 fall	 under	 the	 authority	 of	 the	 Ministry	 of	 Health	 at	 both	

national	 and	 state	 level,	 the	 provision	 and	 co-ordination	 of	 emergency	 out	 of	

hospital	 response	 falls	 under	 the	 control	 of	 Malaysia	 Emergency	 Medical	

Response	System	(MRES999).		The	lack	of	regulation	as	described	above	may,	in	

some	 circumstances,	 lead	 to	 a	 lack	 of	 clarity	 when	 it	 comes	 to	 Government	

responsibility	 for	 health	 outcomes	 associated	 with	 the	 non-government	

providers.	 	 Again,	 however	 there	 is	 little	 research	 available	 to	 support	

conclusions	 regarding	 health	 outcomes	 resulting	 from	 prehospital	 care	 in	

Penang	or	wider	Malaysia.	

	

Many	different	agencies,	both	Government	and	Non-Government	run	ambulance	

services	in	Penang	and	have	no	common,	or	agreed,	training	standards.		Neither	

is	 there	any	external	body,	which	regulates	or	controls	the	education	provided,	

much	less	assesses	the	quality	of	that	training.	 	Most	services	in	Penang	rely	on	

training	 that	 is	 often	 conducted	 over	 weekend	 courses	 by	 the	 various	

organisations	that	provide	services.		
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This	is	contrasted	in	Australia,	New	Zealand,	the	UK	and	other	developed	health	

services	 where	 education	 of	 ambulance	 staff	 is	 overseen	 by	 educational	

standards	 bodies	 and	 health	 regulators.	 	 In	 Australia	 the	 Australian	

Qualifications	 Framework	 oversees	 the	 quality	 of	 the	 Certificate	 IV	 in	 Health	

Care	 (Ambulance	 Practice)	 on	 which	 the	 IAC	 was	 based.	 	 While	 there	 is	 a	

qualifications	 framework	 similar	 to	 this	 in	 Malaysia,	 the	 Ambulance	 training	

provided	in	Penang	does	not	fall	under	this.	

	

1.5.3	Ambulance	Utilisation	in	Penang	

	

A	 recently	published	study	estimated	 that	 there	were	approximately	115	cases	

(or	 callouts)	 per	month	within	Penang	 (Tan,	 2014).	 	However,	 this	 estimate	 is	

disputed	 by	 available	 statistics	 reported	 by	 HPP,	 which	 suggests	 2,357	 cases	

during	the	same	period	(Appendix	4).		The	difference	in	the	workload	statistics	is	

difficult	to	reconcile,	as	the	gap	between	the	two	figures	is	substantial.			

	

Other	than	Tan	(2014)	and	HPP,	there	is	little	in	the	way	of	published	statistical	

information	regarding	Ambulance	service	provision	 in	Penang.	 	Only	HPP	were	

able	 to	 produce	 statistics	 that	 demonstrated	 the	 breakdown	 between	 service	

providers	 and	 while	 the	 veracity	 cannot	 be	 established,	 those	 statistics	 have	

been	used	here	for	the	purpose	of	describing	the	prehospital	care	environment.	

	

Statistics	provided	by	HPP	 for	use	within	 this	study	(Appendix	4)	 indicate	 that	

the	 non-government	 providers	 and	 MCCD	 respond	 to	 approximately	 14%	 of	

calls.	 	MCCD	 accounts	 for	 approximately	 10%,	with	 the	 remaining	 4%	divided	

between	 SJAM,	 MRC	 and	 other	 non-government	 providers.	 	 According	 to	 its	

annual	 report,	 SJAM	 Penang	 handles	 approximately	 100	 emergency	 calls	 per	

month	 (St	 John	 Ambulance	 of	 Malaysia,	 2014)	 and	 is	 almost	 certainly	 under	

reported	in	the	available	HPP	statistics		These	statistics	reflect	similarly	to	other	

like	services	such	as	Red	Crescent	and	MCCD.			
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The	statistics	(Appendix	4)	suggest	 that	approximately	42%	of	ambulance	calls	

made	 to	 HPP	 do	 not	 go	 through	 the	 emergency	 calling	 system	 (999)	 and	 are	

made	direct	 to	 the	hospital	 (GH).	 	The	calls	are	 therefore	are	only	recorded	by	

the	 hospital,	 bypassing	 the	 centralised	 system	 and	 reliable	 data	 collection.	 	 If	

NGO’s	and	other	providers	have	similar	calling	patterns,	there	is	potential	for	the	

published	 statistics	 to	 be	 wildly	 inaccurate.	 	 Regardless,	 the	 NGO’s	 and	MCCD	

seem	 to	 share	 anywhere	 from	 14%	 to	 20%	 of	 the	workload	 of	 approximately	

2,400	to	2,900	cases	per	month.			

	

When	 considering	 the	 IAC,	 the	 context	 in	 which	 it	 was	 created	 becomes	

important.	 	 Ambulance	 utalisation	 rates	 can	 provide	 some	 context,	 however	

given	 the	 complexities	 in	 comparing	 countries	 and	 systems	 this	 must	 be	

approached	with	caution.			

	

Even	 with	 the	 most	 conservative	 estimate	 that	 equates	 to	 four	 calls	 for	 an	

ambulance	 per	 1000	 population.	 This	 is	 significantly	 fewer	 than	 the	 service	

utalisation	 in	 the	 developed	 system	 where	 the	 IAC	 course	 originated	 (being	

based	on	the	Certificate	IV	in	Ambulance	Care).		By	comparison,	S.A.	Ambulance	

Service	 (the	Government	 run	Ambulance	Service	 for	South	Australia)	 responds	

to	 nearly	 157	 cases	per	 1000	population	 (based	on	 total	 incidents	 reported	 in	

2014	and	ABS	population	for	S.A.	in	2014)	(S.A.	Ambulance	Service,	2014).	

	

While	the	population	of	Penang	and	Adelaide	are	similar	in	size	(approximately	

one	million),	it	is	important	to	note	that	statistics	above	are	crude	and	have	not	

been	adjusted	for	population	differences,	differences	in	reporting	or	ambulance	

practice.	 	 The	 accuracy	 of	 the	 comparison	may	 be	 lacking,	 however	 there	 is	 a	

prima	facie	case	for	more	research	into	the	difference	in	ambulance	demand.		It	

is	important	to	note	that	demand	for	ambulance	services	are	low	in	Penang,	the	

factors	 which	 impact	 this	 appear	 broader	 than	 population	 demographics	 and	

health	status	of	its	citizens.	
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Clearly,	 aside	 from	 the	 difficulty	 in	 describing	 the	 service	 provision	 in	 Penang	

and	 wider	 Malaysia	 there	 are	 significant	 issues	 obtaining	 reliable	 data	

concerning	utilisation.	Regardless,	it	is	apparent	that	utilisation	of	ambulances	is	

significantly	 lower	than	that	of	developed	countries.	 	Despite	ED	demand	being	

comparable	 (Ong	 et	 al.,	 2013)	 to	 developed	 countries,	 such	 as	 Australia,	

ambulance	demand	has	not	kept	pace.	 	The	reasons	or	explanation	 for	 this	are	

outside	the	scope	of	this	research.			

1.6	Professionalism	and	Education	within	Ambulance	Practice		

	

Education	 is	 interwoven	 with	 the	 concept	 of	 professionalism.	 	 There	 is	 no	

universally	accepted	definition	of	what	makes	a	profession,	nor	what	contributes	

the	 professionalisation	 of	 an	 industry.	 	 Definitions	 by	 Greenwood	 (1984);	 van	

Mook	et	al	(2009)	and	Townsend	and	Luck	(2009)	provide	a	brief	comparison	of	

the	attributes	of	a	profession/al.		Greenwood	(1984)	offers	a	succinct	definition	

of	a	profession,	which	includes	a	systematic	body	of	theory	and	authority.		While	

van	 Mook	 et	 al.	 (2009)	 suggests	 that	 the	 expertise	 in	 a	 particular	 area	

contributes	to	professionalism.		Townsend	and	Luck	(2013)	discuss	the	mastery	

of	 complex	 tasks	 and	 skills	 in	 a	 context	 of	 knowledge	 of	 some	 department	 of	

science	 or	 learning.	 Consistent	 with	most	 definitions	 of	 professionalism	 is	 the	

understanding	 that	 a	 specific	 body	 of	 knowledge	 and	 authority	 exists,	 often	 in	

the	form	of	recognition	around	that	knowledge.	

	

There	is	some	evidence	in	developed	ambulance	services	that	education	can	lead	

to	improvements	in	patient	care	(Giddens,	Hrabe,	Carlson-Sabelli,	Fogg,	&	North,	

2012;	 Spaite	 et	 al.,	 2000).	 	 Yet,	 advocates	 for	 the	 use	 of	 medically	 controlled	

treatment	protocols	rather	than	an	educated	professional	workforce	base	remain	

(Halter	 et	 al.,	 2011).	 	 This	 increasingly	 divergent	 debate	within	 the	 profession	

has	 been	 the	 subject	 of	 continuing	 research,	 however	 it	 is	 unclear	 from	 the	

literature	 if	any	one	model	of	service	provision	has	particular	advantages	 for	a	

developing	ambulance	service.		Furthermore,	few,	if	any,	studies	have	considered	

the	impact	of	non-tertiary	training	courses	in	terms	of	professional	development.		
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The	 existence	 of	 a	 body	 of	 knowledge	 without	 the	 acceptance	 of	 this	 by	

associated	 professions	 (in	 particular	 the	 medical	 profession	 which	 currently	

control	prehospital	care	practice	in	Malaysia	and	many	other	parts	of	the	world)	

would	be	unlikely	to	lead	to	the	same	innovations	as	seen	in	a	truly	professional	

and	independent	prehospital	care	practice.		Therefore,	it	is	important	to	discuss	

other	 aspects	 of	 professionalism,	 such	 as	 recognition	 and	 authority	 when	

considering	the	impact	of	the	IAC.	

	

1.7	The	Intermediate	Ambulance	Care	Course	within	the	Wider	

Context		

	

The	 IAC	was	developed	with	 the	 intention	 to	advance	 the	 level	of	 education	of	

Penang	based	Ambulance	practitioners.		By	considering	if	the	IAC	has	advanced	

practitioners	 towards	 a	 level	 of	 professionalism	 this	 research	will	 assist	 in	 the	

development	of	 the	worldwide	body	of	 knowledge	 in	 ambulance	practice.	This	

research	 may	 provide	 an	 insight	 into	 the	 development	 of	 a	 system,	 which	 is	

unique	to	Malaysia	and	suitable	for	other	developing	nations	to	consider.				

	

Associated	 with	 improving	 education	 standards	 is	 the	 ability	 of	 ambulance	

practitioners	 to	 move	 from	 systematic	 treatment	 protocols,	 controlled	 by	

Medical	staff	(in	the	case	of	Penang,	the	Emergency	Physicians).	 	While	the	IAC	

was	 not	 designed	 to	 complete	 the	move	 from	 a	medically	 dominated	 protocol	

system	 to	 independent	 practice,	 it	was	 designed	 as	 the	 first	 small	 step	 in	 that	

development.	

	

The	 IAC	 is	 not	 the	 only	 course	 available	 and	 not	 the	 only	 factor	 that	 might	

advance	professionalism.	 	Whilst	some	University	programs	in	prehospital	care	

exist	 within	 Malaysia	 there	 has	 been	 no	 research	 conducted	 on	 how	 industry	

specific	 education	may	 alter	 the	 development	 of	 a	 prehospital	 care	 profession.		

While	 other	 elements	 of	 tertiary-based	 education	 have	 been	 examined	 in	
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isolation	(mostly	in	developed	countries)	(Fox	et	al.,	2015;	O'Meara,	Williams,	&	

Hickson,	2015;	Ross	&	Williams,	2014;	Williams,	Boyle,	&	Earl,	2013;	Williams,	

Sadasivan,	Kadirvelu,	&	Olaussen,	2014;	Williams	&	Webb,	2013),	it	has	not	been	

attributed	 to	 holistic	 professional	 development	 	 	 Until	 now	 the	 Medical	

profession	has	dominated	 the	discussions	on	service	provision	 in	Malaysia	and	

this	seems	to	have	continued	in	the	tertiary	programs	developed	in	the	country	

to	date.		

	

The	 evidence	 for	 non-medical	 professionals	 being	 involved	 in	 emergency	 care	

and	expanded	out	of	hospital	medical	care	is	mounting,	but	is	not	overwhelming.		

Some	 countries,	 such	 as	 Germany	 and	 the	 United	 States	 of	 America	 largely	

remain	convinced	that	prehospital	care	should	be	physician	led	(Roudsari	et	al.,	

2007).	 	 Development	 of	 professional	 practice	 in	 Malaysia	 and	 Penang	 has	

significant	limitations	to	overcome.		The	IAC	is	intended	to	assist	practitioners	to	

develop	to	a	point	whereby	the	EMS	system	can	make	an	informed	decision	on	

which	model	they	wish	to	follow	and	this	research	seeks	to	describe	the	progress	

made	by	the	course	towards	this	goal.	

	

1.8	Research	Questions	

	

This	 research	 examines	 the	 way	 in	 which	 the	 IAC	 has	 contributed	 to	 the	

development	of	prehospital	care	 in	Penang,	Malaysia	and	seeks	 to	describe	 the	

ways	 in	 which	 professional	 development	 is	 taking	 place	 within	 Penang	

Ambulance	 practice.	 The	 place	 of	 the	 IAC	 within	 the	 general	 environment	 of	

professional	development	of	ambulance	practice	will	be	explored.		

	

The	questions	implicit	in	these	issues	are:	

	

Has	 the	 I.A.C.	 contributed	 to	 the	 development	 or	 potential	 development	 of	

professional	prehospital	care	practice	within	Penang,	Malaysia?	
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Given	this,	what	is	the	impact	of	the	IAC	on	Ambulance	practice	within	Penang?	

	

What	are	the	perceptions	of	 the	professionals	who	control	 the	prehospital	care	

practice	in	Malaysia	(Emergency	Physicians	and	Medical	Assistants)	with	regard	

to	the	impact	of	the	I.A.C.?	

	

1.9	Aims/Objectives	of	the	project	

	

To	describe	the	impact	of	the	Intermediate	Ambulance	Care	Course	(a	course	of	

professional	education)	on	the	emerging	profession	of	prehospital	care	practice	

in	Penang,	Malaysia.	

	

To	 describe	 the	 perception	 of	 Ambulance	 practice	 development	 amongst	 the	

practitioners	themselves	and	the	hospital	emergency	department	medical	staff.	

	

	

To	 offer	 insights	 into	 the	 perceived	 areas	 of	 development	 for	 the	 emerging	

profession	of	prehospital	care	practice	within	a	developing	public	health	system.	

	

In	the	next	Chapter	the	location	and	context	of	the	study	will	be	explored.	
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CHAPTER	TWO	
	

2.1	Locating	the	study		

	

This	 study	 is	based	 in	 the	Malaysian	state	of	Penang,	which	 is	one	of	13	states	

and	is	situated	in	the	north	of	the	Malaya	peninsular.		Penang	is	a	former	British	

colony,	with	local	government	control	being	in	place	in	the	State	of	Penang	since	

1856	(Majlis	Bandaraya	Pulau	Pinang,	2014).			

	

Figure	 1,	 2	 and	 3	 (below)	 show	 the	 location	 of	 Penang	 in	 relation	 to	 the	

Malaysian	Peninsular.	

	
Figure	1:	Malaysian	Peninsular	

	 	
Source:	Google	Maps	
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Figure	2:	The	State	and	Island	of	Penang	

	 	
Source:	Google	Maps	

	

2.1.1	What’s	in	a	name?	

	

The	 names	 used	 to	 refer	 to	 the	 state	 and	 the	 Island	 can	 be	 the	 source	 of	

confusion	 due	 to	 their	 interchangeable	 use	 in	 literature	 and	 colloquial	

conversation.		Pulau	(meaning	island)	Pinang	is	the	Malay	name	for	the	State	of	

Penang	 and	 is	 sometimes	 used	 to	 describe	 the	 island	 sections	 of	 that	 state.		

Penang	 is	 the	Chinese	name,	adopted	by	the	English,	 for	both	the	state	and	the	

island.		

	

Commonly	however,	when	the	name	‘Penang’	is	used,	it	refers	to	the	island	parts	

of	Pulau	Penang.		In	official	documents	the	name	Pulau	Pinang	refers	to	the	state,	

rather	than	just	the	island.		For	the	purpose	of	clarity	this	thesis	will	refer	to	the	

state	as	Pulau	Pinang	and	the	island	as	Penang.	
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The	island	of	Penang	is	home	to	the	government	and	is	comprised	of	two	of	the	

five	 areas	 of	 Pulau	 Pinang,	 Timur	 Laut	 and	Barat	 Daya	 regions,	with	 the	main	

population	 centered	 around	 Georgetown	 in	 the	 northeastern	 section	 of	 the	

island	(Timur	Luat	district).	 	The	island	covers	approximately	300	sq.km	and	is	

home	to	approximately	720,000	people	(Majlis	Bandaraya	Pulau	Pinang,	2014).		

Timur	 Luat	 population	 make	 up	 approximately	 55%	 of	 the	 island’s	 total	

population,	living	in	approximately	40%	of	the	land	area.		Population	density	in	

Timur	Luat	is	approximately	3000	people	per	sq.km,	making	it	one	of	the	more	

densely	populated	areas	of	Malaysia	(Department	of	Statistics	Malaysia,	2013).			

	

Figure	3:	The	Districts	of	Pulau	Pinang	

	 	 	
	

Source:	Department	of	Town	and	Country	Planning	(2009)		

The	 ethnic	 mix	 of	 Penang	 differs	 from	 other	 areas	 of	 Malaysia	 in	 that	 the	

Malaysian	 citizens	 that	 claim	 ethnic	 Chinese	 heritage	 make	 up	 approximately	

53%	of	the	population	and	ethnic	Malay	people,	32%	(with	the	remainder	being	
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mainly	of	Indian	decent).		Within	the	whole	state	of	Pulau	Pinang,	the	mix	of	the	

two	 most	 dominant	 ethnic	 groups,	 Chinese	 and	 Malay,	 moves	 more	 closely	

towards	the	pattern	for	the	rest	of	Malaysia	where	ethnic	Malay	people	are	the	

majority.	 In	 Malaysia	 generally,	 ethnic	 or	 indigenous	 Malay	 people	 make	 up	

approximately	67%	and	 the	ethnic	Chinese	population,	25%	(Majlis	Bandaraya	

Pulau	Pinang,	2014).		Georgetown	is	home	to	the	centre	of	the	state	Government	

and	the	largest	Government	hospital,	Hospital	Pulau	Pinang	(referred	to	as	HPP	

or	simply	GH	(General	Hospital)).			

	

While	Malaysia	has	universal	healthcare	there	are	a	number	of	private	hospitals.		

Public	 health	 care	 is	 provided	 through	 Government	 run	 General	 Practitioner,	

clinics	and	hospitals.	 	Whilst	access	 to	publicly	 funded	medical	care	 is	 low	cost	

(often	 free),	 there	 is	 an	 increasing	 reliance	 on	 private	 hospitals	 to	 provide	

medical	 treatment	 and	 care	 and	 the	 private	 hospitals	 are	 often	 perceived	 as	

being	 able	 to	 offer	 a	 higher	 standard	 of	 care	 (Jaafar	 et	 al.,	 2013).	 	 Unlike	 the	

healthcare	 system	 in	 Australia,	 private	 medical	 services	 do	 not	 receive	

Government	funding	for	any	services	and	rely	purely	on	a	user	pays	or	insurance	

system.			

	

The	cultural	mix	in	Malaysia	and	Penang	adds	to	the	complexity	of	developing	a	

compressive	 public	 health	 and	 emergency	 care	 system.	 	 In	 the	 author’s	

experience,	 Western	 medicine	 is	 influenced	 by	 traditional	 Chinese	 and	 Malay	

beliefs	regarding	wellness	and	holistic	care.	 	The	 integration	of	different	health	

care	beliefs	has	received	little	research	attention	and	little	is	known	about	how	

these	beliefs	guide	policy	or	clinical	decisions	in	Penang.		This	limits	the	ability	of	

service	providers	to	establish	a	culturally	appropriate	prehospital	care	system.	

	

2.1.2	Ambulance	Services	in	Penang	

	

Ambulance	 services	 in	 Penang	mirror	Malaysia’s	 generally	 complex	mixture	 of	

Government,	quazi-Government,	N.G.O.’s	and	private	services.		Despite	attempts	
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by	some	authors	(Hisamuddin	et	al.,	2007;	Tan,	2014)	to	describe	the	Malaysian	

system,	 it	 seems	 that	 a	 lack	 of	 regulation	 and	 controls	 on	 what	 actually	

constitutes	 ambulance	 practice	 has	 led	 to	 a	 system	 that	 defies	 accurate	

description	as	well	as	development	beyond	basic	services	(Ong	et	al.,	2013).		This	

means	 that	 achieving	 improved	 public	 health	 outcomes	 remains	 difficult	 in	 a	

system	which	lacks	early	and	emergency	intervention	capabilities.	

	

The	introduction	of	one	emergency	number	for	fire,	police,	ambulance	and	civil	

defense	is	a	relatively	new	concept	for	the	country	(starting	in	in	1999).		Prior	to	

this	 each	 provider	 had	 their	 own	 contact	 details	 published	 and	 most	

emergencies	were	either	routed	through	HPP	or	the	individual	service’s	number.			

	

Within	Penang	the	individual	services	have	taken	this	one	step	further	with	the	

introduction	of	a	common	radio	frequency	for	improved	communications.		Each	

service	provider	has	 the	ability	 to	hear	what	 the	others	are	 responding	 to	and	

should	 they	 be	 in	 a	 better	 position	 to	 assist,	 offer	 their	 services.	 Recently	

however	MCCD	has	ceased	using	this	radio	channel,	preferring	to	use	their	own	

system.			

	

Government	 run	 hospitals	 (of	 which	 there	 are	 two	 in	 Penang)	 operate	

ambulance	services,	with	HPP	having	three	dedicated	ambulance	crews	available	

at	all	times	(staffed	with	a	driver,	an	assistant	and	an	AMO).		Any	further	need	for	

ambulance	 attendance	 means	 removing	 additional	 medical	 staff	 from	 their	

general	duties	from	the	floor	of	the	Emergency	Department.		

	

The	Government	Hospital	in	Balik	Pulau	operates	its	available	ambulances	with	

existing	 Emergency	Department	 staff.	 	 The	 number	 of	 available	 ambulances	 at	

this	hospital	is	variable,	depending	on	the	workload	of	the	staff	and	nature	of	the	

emergency.	 	 As	 staff	 are	 taken	 from	 the	 emergency	 department	 there	 is	 no	

minimum	or	maximum	number	published,	however	being	a	smaller	site	it	would	

be	 reasonable	 to	 assume	 that	 they	 would	 provide	 fewer	 resources	 than	 the	

larger	HPP.	
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As	 a	 result	 of	 this	 utilisation	 of	 staff	 from	 the	 Emergency	 Department	 it	 is	

impossible	to	estimate	the	available	Ambulance	resources	at	any	given	time	and	

often	 any	 statistics	 reported	 reflect	 the	 number	 of	 serviceable	 vehicles,	 rather	

than	available	staffed	ambulances.		

	

2.2	 The	 Intermediate	 Ambulance	 Care	 Course:	 The	 Context	 of	

the	Study		

	

The	implementation	of	the	Intermediate	Ambulance	Care	(I.A.C.)	course	has	been	

a	 singular	 approach	 to	 address	 the	underdevelopment	of	practice	 standards	 in	

prehospital	 care	 and	 professional	 development	 for	 ambulance	 practitioners	 in	

Penang.		The	I.A.C.	has	been	developed	over	the	last	five	years	by	an	Emergency	

Consultant	in	Malaysia	and	a	South	Australian	ambulance	paramedic.			While	the	

course	 has	 been	 developed	 using	 resources	 provided	 by	 St.	 John	 Ambulance	

Malaysia,	 State	 of	 Penang,	 it	 was	 aimed	 at	 improving	 the	 knowledge	 base	 of	

ambulance	staff	in	any	service,	worldwide.			

	

The	 principal	 aims	 of	 the	 IAC	 are	 to	 improve	 the	 depth	 of	 training	 in	 the	

prehospital	 care	 environment	 and	 assist	 in	 developing	 a	 body	 of	 knowledge	

within	 the	 industry.	 	 Given	 that	 models	 of	 Emergency	 Medical	 Service	 (EMS)	

differ	worldwide,	 the	 IAC	has	attempted	 to	 introduce	a	base	 level	of	 education	

that	has	existed	in	Australia	for	many	years.		Despite	Australia	having	a	lengthy	

history	of	vocational	level	ambulance	education,	what	remains	unresolved	is	the	

impact	 of	 this	 model	 on	 Malaysian	 service	 provision	 and	 the	 development	 of	

ambulance	specific	knowledge.			

	

The	 IAC	 is	 supported	 by	 St	 John	 Ambulance	 of	 Malaysia,	 State	 of	 Penang	 and	

designed	 around	 the	 content	 of	 the	 S.A.	 Ambulance	 Service	 Certificate	 IV	 in	

Health	 Care	 (Ambulance)	 course,	 currently	 delivered	 in	 Adelaide,	 South	

Australia.	 	 The	 content	 and	 curriculum	 was	 adapted	 and	 contextualised	 for	
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Malaysia	and	specifically	Penang,	however	the	overall	course	remains	largely	the	

same	as	that	provided	to	S.A.	Ambulance	Service	volunteers	in	rural	and	remote	

South	 Australia.	 	 The	 I.A.C.	 also	 aims	 to	 provide	 a	 basis	 on	 which	 to	 build	 a	

service	 model	 that	 relies	 more	 on	 the	 Ambulance	 Officer	 as	 an	 independent	

practitioner.	 	 In	 the	 current	Malaysian	model,	Doctors	provide	direct	oversight	

and	 approval	 of	 any	 medical	 intervention	 in	 the	 prehospital	 environment.		

Essentially,	 the	 goal	 was	 to	 move	 more	 toward	 a	 model	 of	 professional	

ambulance	practice	and	away	from	a	transport	medium.		

	

Approximately	 20	 people	 have	 been	 trained	 through	 the	 IAC	 program	 since	 it	

began	in	2013	and	a	further	20	are	expected	to	complete	training	by	the	end	of	

2015.		The	approximation	of	numbers	is	due	the	student	cohort	has	been	drawn	

from	volunteer	and	paid	staff	from	various	organisations,	including	government	

hospitals.	 	 Predominantly	 those	 associated	 with	 St.	 John	 Ambulance	 Malaysia	

have	attended,	however	some	from	other	non-government	Ambulance	providers	

have	participated.			

	

The	IAC	exists	within	a	prehospital	care	system	that	lacks	consistency	in	practice	

and	training	standards.		As	described	in	Chapter	one,	there	has	been	little	focus	

on	this	area	of	public	health	in	Malaysia	and	this	study	aims	to	contribute	to	the	

understanding	of	how	the	IAC	has	contributed	to	the	development	of	prehospital	

care	practice	within	Penang.		

 

In the next chapter methodology and methods of collecting data are described. 

Ethical issues arising from working cross culturally will be explored.  
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CHAPTER	THREE	
	

In	this	chapter	the	aims,	methodology,	methods	and	ethical	issues	pertaining	to	

the	research	are	presented.		

	

3.1	Introduction		

	

This	research	seeks	to	describe	the	changing	nature	of	prehospital	care	service	

provision	in	a	developing	public	health	system,	namely	that	of	Penang	Malaysia.		

It	aims	to	develop	useful	insights	into	how	such	a	program	might	alter	the	course	

of	a	public	health	service	(ambulance	service)	 in	a	developing	system	of	public	

health.	 	 	 While	 isolating	 the	 exact	 changes	 that	 result	 from	 a	 particular	

educational	 program	 is	 problematic,	 graduates’	 experiential	 and	 theoretical	

knowledge	will	provide	some	understanding	of	how	education	can	effect	change	

in	perception	and	practice.	

	

This	research	does	not	purport	to	be	a	definitive	description	of	what	the	course	

has	and	has	not	achieved,	but	allows	the	reader	to	draw	conclusions	based	on	the	

experience	 of	 the	 participants	 who	 have	 made	 their	 data	 available.	 	 The	

participants	 are	 all	 involved	 and	 intimately	 familiar	 with	 the	 EMS	 system	 in	

Penang	and	have	their	own	views	on	what	has	and	has	not	been	achieved	to	date.	

	

The	 research	 described	within	 this	 chapter	 offers	 a	 view	 of	 the	 impact	 of	 this	

single	course	in	a	way	that	can	capture	not	only	the	current	changes	as	a	result	of	

the	 course,	 but	 what	 it	 might	 mean	 for	 the	 future	 of	 an	 emerging	 profession.		

Using	a	qualitative	methodology	 to	 collect	 and	examine	data	 is	 consistent	with	

the	issues	the	researcher	is	seeking	to	understand	through	this	study.	

	

Some	 consideration	 was	 initially	 given	 to	 conducting	 this	 research	 utilising	 a	

quantitative	methodology,	however	isolating	the	causal	factors	of	change	in	the	
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ever-changing	 EMS	 system	 under	 this	 methodology	 would	 have	 been	

problematic.		Quantitative	research	in	this	case	would	generally	seek	to	examine	

the	effect	of	the	alteration	of	one	variable	within	a	system	(Liamputtong,	2013).		

The	 isolation	 of	 that	 variable	 is	 central	 to	 the	 success	 of	 experimental	

methodologies	and	where	that	variable	cannot	be	isolated	confounding	variables	

make	drawing	conclusions	difficult.			

	

Ultimately	 the	 qualitative	 approach	 as	 explained	 throughout	 this	 chapter	 was	

selected	 as	 the	 most	 robust	 and	 reliable	 methodological	 approach	 for	 the	

examination	of	the	research	questions	contained	in	this	thesis.	

3.2	Philosophical	and	Theoretical	perspectives		

3.2.1	Ontology	

	

The	ontological	issues	addressed	in	this	research	relate	to	the	nature	of	reality	as	

known	and	experienced	by	those	working	as	ambulance	officers	or	paramedics	

in	Penang.	The	participants	in	this	study	know	about	their	everyday	work;	that	is	

‘real	world’	 knowledge	 rather	 than	 just	 ‘assumed’	 knowledge	 (Guba	&	Lincoln,	

1989)	and	are	able	to	articulate	their	knowledge	as	described	in	Chapter	four.	

	

Paradigms	 (or	perspectives,	or	world	views)	 shape	 the	nature	of	 any	 research.	

Commonly	there	have	been	two	paradigms	useful	for	research	in	social	science:	

empirical-analytic	 science	 or	 quantitative	 research	 (sometimes	 called	 just	

‘science’,	 logical	positivism,	or	hard	science)	 is	underpinned	by	 the	assumption	

that	 the	 world	 is	 structured	 by	 law-like	 regularities	 that	 can	 be	 controlled,	

manipulated	 and	 analysed.	 	 These	 researchers	 value	 objectivity,	measurement	

and	generalisation.	 	The	methodology	and	methods	used	in	this	form	of	science	

may	be,	for	example,	controlled	clinical	trials,	experimental	designs,	surveys,	and	

using	concepts	like	validity	and	reliability	to	test	for	‘truth’	(Denzin,	1992;	Guba	

&	Lincoln,	2005).	

Interpretive	science	or	qualitative	research	(sometimes	called	soft	science	by	its	

critics)	 focuses	 on	 interpreting	 and	 understanding	 the	 social	 world	 of	 people.	
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These	researchers	value	human	experiences	and	subjectivity.		Data	are	collected	

through	 interview,	 field	 observations,	 focus	 groups,	 review	 of	 documents,	 and	

personal	 journals.	 	 The	methodology	 used	 in	 this	 form	 of	 science	may	 be,	 for	

example,	 phenomenology,	 oral	 history,	 critical	 theory,	 grounded	 theory	 and	

ethnography	 using	 concepts	 like	 trustworthiness,	 authenticity	 and	

transferability	to	test	for	‘truth’	(Guba	&	Lincoln,	2005).	

	

Morse,	 Barrett,	 Mayan,	 Olson,	 and	 Spiers	 (2008)	 argued	 for	 the	 use	 of	 the	

concepts	 of	 validity	 and	 reliability	 in	 qualitative	 research,	 an	 approach	 which	

this	 research	 adopts.	 	 Both	 validity	 and	 reliability	 in	 qualitative	 research	 have	

meanings	 that	 are	 intertwined	 and	 there	 is	 no	universal	 agreement	 on	how	 to	

define	the	concepts.		Trustworthiness	remains	an	important	concept	within	both	

and	the	key	question	remains	‘how	well	does	this	study	present	the	phenomena	

under	examination?’	(Morse	et	al.,	2008).	

	

While	debate	regarding	the	way	 in	which	qualitative	research	can	demonstrate	

quality	continues,	the	process	of	ensuring	rigor	in	this	research	can	be	described	

as	 one	 of	 incremental	 interaction	 between	 reliability	 and	 validity	 (Lincoln	 &	

Guba,	1985).	 	Adding	 to	 the	debate	 is	 the	divergent	 research	methodologies	 in	

qualitative	 research,	 which	 is	 often	 also	 lacking	 a	 clear	 distinction	 from	

quantitative	research	(Sandelowski,	1986).			

	

Guba	 and	Lincoln	 (2005,	 p.	 6)	 ask	 this	 question	of	 validity:	 “are	 these	 findings	

sufficiently	 authentic	 (isomorphic	 to	 some	 reality,	 trustworthy,	 related	 to	 the	

way	 others	 construct	 their	 social	worlds)	 that	 I	may	 trust	myself	 in	 acting	 on	

their	 implications?	 	 Would	 I	 feel	 sufficiently	 secure	 about	 these	 findings	 to	

construct	 social	policy	or	 legislation	based	on	 them?”	 	This	 study	 relies	on	 the	

process	of	data	saturation	described	below	to	provide	evidence	of	authenticity.		

	

Whilst	 establishing	 rigor	 in	 qualitative	 research	 has	 been	 problematic	 since	

development	 of	 the	 methodology	 (Sandelowski,	 1986,	 1993),	 Morse	 et	 al.	

suggests	that	“rigor	does	not	rely	on	special	procedures	external	to	the	research	
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process	itself”	(2008,	p.	6).		Rather	the	researcher,	in	examining	what	a	situation	

means	to	those	involved	and	what	frames	of	reference	they	make	sense	of	their	

situation,	 provides	 the	 context	 to	 demonstrate	 the	 validity	 of	 the	 knowledge	

generated.			

	

Contributing	 to	 the	question	of	 rigor,	Morse	et	al.	 (2008)	outlined	a	number	of	

verification	criteria:	methodological	coherence	(which	is	the	coherence	between	

the	research	question	and	method);	appropriate	sampling	(as	demonstrated	by	

saturation	 and	 replication);	 collecting	 and	 analysing	 data	 concurrently;	

theoretical	 thinking;	 and	 theory	development.	 	 Incorporating	 these	verification	

criteria	 into	 the	 design	 and	 execution	 of	 the	 study	 assists	 with	 improving	

trustworthiness.			The	explicit	application	to	this	study	of	the	verification	criteria	

as	described	by	Morse	et	al.	(2008)	is	outlined	in	Appendix	5.	

	

This	research	has	adopted	the	position	that	the	concepts	of	trustworthiness	and	

authenticity	 contribute	 to	 rigor.	 	 Through	 the	 use	 of	 validation	 of	 themes	 and	

triangulation	of	methods	as	outlined	below,	as	well	as	the	process	of	continuous	

data	analysis,	rigor	has	been	demonstrated.			

	

3.2.2	Epistemology		

	

Epistemology,	that	is,	the	study	of	the	origin,	meaning	and	nature	of	knowledge,	

is	central	to	this	research.	The	epistemological	issues	relate	to	the	ability	of	the	

researcher	to	objectively	examine	the	relationship	between	paramedics	and	the	

knowledge	they	construct	and	use	as	they	go	about	their	daily	work.		In	order	to	

discover	 the	 subjective	 knowledge	 that	 ambulance	 practitioner’s	 use,	 the	

researcher,	 using	 thematic	 analyses,	 then	 interprets	 interaction	 between	 the	

researcher	and	the	participants	through	in	depth	interviews.	To	describe	the	IAC	

in	 terms	 of	 its	 contribution	 to	 professionalism,	 the	 views	 of	 those	 who	 have	

undertaken	 the	 course	 and	 practice	 in	 prehospital	 care	 need	 to	 be	 examined.		



 

 

	

49 

Moreover,	 the	 perceptions	 of	 those	 in	 the	 medical	 profession,	 who	 are	 the	

current	authorities	on	prehospital	care	within	Malaysia,	will	be	examined.	

	

This	 research	 postulates	 that	 the	 contribution	 of	 the	 I.A.C.	 to	 prehospital	 care	

practice	 in	Penang,	Malaysia	can	and	should	be	viewed	 in	 terms	describing	 (as	

opposed	 to	 quantitatively	 measuring)	 its	 contribution	 to	 professionalism	

through	 the	 experience	 of	 participants	 in	 this	 study.	 	 The	 concept	 of	

professionalism	is	one	that	exists	as	a	theoretical	framework	and	is	not	one	that	

lends	itself	to	a	universally	accepted	definition,	as	described	in	Chapter	one.			

	

3.3	Methodology	

	

The	 research	methodology	needs	 to	 be	 congruent	with	 the	 aims	of	 the	project	

(Liamputtong,	 2013;	Morse	 et	 al.,	 2008).	 	 Therefore,	 in	order	 to	determine	 the	

most	appropriate	methodology	consideration	needs	 to	be	given	 to	how	best	 to	

describe	the	impact	of	the	IAC	and	the	views	of	medical	professionals	associated	

with	the	course.			

	

Ethnography	 in	 general	 allows	 the	 researcher	 to	 describe	 the	 practice	 of	 the	

participants	by	learning	from	them	(Roper	&	Shapira,	2000).		While	ethnography	

has	 traditionally	 been	 utilised	 to	 explore	 a	 culture,	 through	 the	 observation	 of	

symbols	 and	 artefacts,	 along	 with	 participation	 in	 rituals,	 the	 methodology	 is	

useful	in	the	examination	of	values	and	beliefs	and	has	been	successfully	utilised	

in	previous	studies	(Spiers	et	al.,	2014).		Focused	Ethnography	differs	from	that	

of	traditional	ethnography	by	allowing	for	a	sharper	focus	on	a	particular	aspect	

of	their	work	practices	of	participants,	the	way	in	which	they	conduct	themselves	

and	how	that	is	achieved.			

	

Ethnographic	enquiry	is	widely	utilised	in	nursing	research	(Ho	&	Chiang,	2014;	

Mahon	&	McPherson,	2014;	Sercu,	Ayala,	&	Bracke,	2014).		The	methodology	can	

provide	a	rich	description	and	insights	into	social	and	professional	interactions.		
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By	developing	the	theory	that	social	research	is	a	reflexive	process,	ethnographic	

research	 has	 contributed	 to	 the	 understanding	 of	 the	 complexities	 of	

professional	interactions	in	Nursing	practice.	

	

Ethnographic	 approaches	 have	 also	 been	 used	 in	 school	 based	 education	 to	

frame	 qualitative	 evaluations	 (Dinkel,	 Huberty,	 &	 Beets,	 2014;	 Martin	 et	 al.,	

2014).	 	Whilst	 these	 evaluations	 are	 often	 used	 to	 dissect	what	 has	 failed	 in	 a	

course,	the	approach	is	used	in	this	study	because	it	allows	a	deep	description	of	

the	perceptions	of	that	course	from	a	number	of	perspectives.	

	

Focused	 ethnography	 has	 been	 described	 as	 a	 context	 specific,	 time-limited	

study	 focused	 on	 situations	 within	 groups	 (Knoblauch,	 2005).	 	 As	 such	 the	

methodology	is	suited	to	the	study	of	the	constructed	concept	of	professionalism	

in	Ambulance	practice.		The	benefit	of	using	focused	ethnography	as	opposed	to	

traditional	ethnography	is	the	ability	to	explore	the	lived	experience	of	selected	

individuals,	 rather	 than	 a	 community	 as	 a	 whole.	 	 In	 this	 study	 we	 are	

particularly	 interested	 in	 the	 professional	 experience	 of	 the	 Ambulance	

Practitioners	 themselves	 and	 the	 Emergency	 Physicians,	 who	 are	 the	 current	

authority	in	prehospital	care	practice	in	Malaysia	are	of	particular	interest.	

	

While	 Ethnography	 is	 often	 considered	 synonymous	 with	 participant	

observation	(Kluckhohn,	1953),	 focussed	ethnography	 is	arguably	better	suited	

to	 the	 examination	 of	 a	 particular	 group’s	 understanding	 of	 the	 phenomena	

under	study,	such	as	nursing	participants	in	an	education	program,	(Spiers	et	al.,	

2014).	 	 The	 main	 benefit	 of	 focussed	 ethnography	 is	 the	 ability	 to	 examine	

interpretation	and	perceptions	of	meanings	which	can	be	reflected	in	memories	

(Mills,	Bonner,	&	Francis,	2006).		In	this	study,	focussed	ethnography	provides	a	

powerful	 tool,	which	enables	participants	 to	share	 their	understanding	of	 their	

experiences	 and	 knowledge	 of	 their	 everyday	 work	 including	 the	 impact	 of	 a	

professional	 educational	 program.	 	 Focused	 ethnography	 allows	 for	 the	

participants	 themselves	 to	 define	 what	 they	 consider	 to	 be	 the	 hallmarks	 of	

professional	development	within	the	Ambulance	industry	in	Penang.			
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3.4	Methods		

	

3.4.1	Research	Design	

	

In	 order	 to	 fulfil	 the	 project	 aims,	 there	 are	 a	 number	 of	 methods	 for	 data	

collection	that	need	to	be	considered.		To	describe	the	impact	of	the	introduction	

of	 the	 IAC,	 consideration	 needs	 to	 be	 given	 to	 being	 able	 to	 immerse	 the	

researcher	 into	 the	 subjectivity	of	 those	 involved	 in	 the	program.	 	A	variety	of	

methods	 for	 data	 collection	 were	 utilised	 to	 ensure	 triangulation.	 	 Methods	

included	semi-structured	interviews,	observation	and	field	notes.	 	The	previous	

experience	 of	 the	 researcher	 as	 a	 trainer	 in	 the	 IAC	 also	 allowed	 for	 a	 deeper	

understanding	of	the	issues	addressed	by	this	research.	

	

Development	of	the	themes	was	undertaken	during	the	process	of	data	analysis	

to	assist	in	the	identification	of	data	saturation.		Interpretation	of	the	themes	was	

considered	in	light	of	Greenwood’s	(1984)	framework	of	a	profession.		This	was	

not	 a	 linear	 process	 as	 theme	 development	 continued	 throughout	 the	 data	

collection	and	interpretation.	 	The	researcher	continually	referred	to	interview,	

observational	 and	 field	 note	 data	 to	 ensure	 the	 accurate	 reflection	 of	 the	

subjective	reality	of	participants.	

	

3.4.2	Semi-structured	Interviews	

	

Semi-structured	 interviews	 are	 interviews	 that	 follow	 a	 general	 guide,	 rather	

than	 a	 scripted	 question	 (structured)	 or	 conversational	 (unstructured)	 format.		

This	 was	 chosen	 as	 the	 main	 method	 of	 data	 collection	 as	 it	 allows	 the	

participants	 themselves	 to	 express	 views,	 rather	 than	 having	 their	 knowledge	

and	behaviour	interpreted	by	the	interviewer	or	researcher.			
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Interviews	 in	 general	 allow	 a	 deep	 examination	 of	 the	 constructed	 reality	 of	

professionalism	as	it	exists	in	the	minds	of	participants.		The	views	of	interest	to	

this	 study	 are	 from	 those	 who	 participate	 in	 prehospital	 care	 (Ambulance	

Practitioners)	and	those	who	are	seen	as	the	experts	in	emergency	medicine,	and	

therefore	are	the	authority	for	prehospital	care	(EP’s	&	MA’s).		

	

With	any	interviewing	method	the	process	of	extracting	the	data	can	occur	in	a	

variety	 of	 different	 ways.	 	 In	 this	 study	 a	 thematic	 analysis	 was	 conducted	

following	 the	 guidelines	 set	 out	 by	 Braun	 and	 Clarke	 (2006)	 as	 described	 in	

detail	 later	 in	 this	 chapter.	 	 Consistent	 with	 this	 process,	 the	 researcher	

continually	 developed	 themes	 as	 the	 interviews	 were	 taking	 place	 aiding	 the	

process	 of	 identifying	 data	 saturation.	 	 The	 process	 of	 data	 collection	 is	 also	

discussed	in	detail	below.	

	

3.4.3	Triangulation	of	Methods	

	

Methodological	 triangulation	 has	 been	 described	 as	 the	 use	 of	 more	 than	 one	

method	 being	 used	 in	 the	 data	 collection	 process	 (Liamputtong,	 2013).	 	 For	

example,	 in	 one	 single	 study,	 interviews	 and	 observations	 may	 be	 utilised	 to	

collect	 data	 regarding	 the	 research	 questions	 and	 in	 doing	 so	 contribute	 to	

reliability	and	validity	of	the	interpretation	of	the	data	(Carpenter	&	Suto,	2008;	

Padgett,	 2008).	 	 	 In	 this	 study	 reliability	 and	 validity	 of	 the	 interview	 data	 is	

analysed	in	light	of	the	observational	data	and	field	notes.	

	

Interviews	 provided	 the	 main	 source	 of	 data	 in	 this	 study.	 	 Other	 data	 were	

sought	through	observation	and	field	notes	for	the	purpose	of	triangulation.		To	

ensure	trustworthiness	and	authenticity,	the	interview	data	were	considered	in	

the	 light	 of	 these	 observations	 and	 field	 notes,	 with	 approximately	 40	 hours	

spent	 observing	 ambulance	 practitioners’	 interactions	 with	 medical	

professionals	(Table	5).		
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3.4.4	Observation	

	

Gaining	 an	 understanding	 of	 professional	 development	 purely	 through	

observation	would	require	a	far	deeper	knowledge	of	culture	and	language	than	

was	 available	 to	 the	 researcher.	 	 Likewise,	 the	 practicalities	 of	 gathering	

everyone	 involved	 in	 emergency	 care	 in	 focus	 groups	 whilst	 ensuring	 service	

providers	 can	 continue	 providing	 care	 would	 be	 too	 disruptive	 to	 essential	

services.	 	Observations	occurred	 alongside	 the	 thematic	 analysis	 as	 transcripts	

were	 being	 produced	 and	 themes	 identified.	 	 In	 addition,	 data	 and	 themes	

developed	from	the	data	were	examined	by	an	experienced	researcher.	

	

With	its	roots	in	anthropology,	participant	observation	has	been	described	as	the	

most	 natural	 and	 the	 most	 challenging	 of	 qualitative	 data	 collection	 methods	

(Guest,	 2013).	 Participant	 observation	 also	 can	 be	 described	 as	 the	 most	

appropriate	method	when	the	research	question	involves	understanding	a	group	

of	interacting	people	(Neuman,	1994).		The	benefit	of	participant	observation,	as	

Daly	 (2007)	 comments,	 is	 that	 it	 can	 generate	 a	 rich	description	of	 the	way	 in	

which	a	culture	operates.		

	

Whilst	being	able	to	describe	what	 is	observed	 is	advantageous,	 the	researcher	

may	also	gain	an	intuitive	understanding	of	the	research	and	the	ability	to	collect	

a	wider	range	of	data	(Bernard,	2011).	Observation	is	limited	to	the	observable	

characteristics	of	professionalism	and	while	it	is	not	the	primary	source	of	data,	

it	provides	a	means	by	which	the	primary	data	can	be	verified.		

	

The	 author	 conducted	observations	 in	 the	Emergency	Department	 at	HPP,	 and	

on	 the	 emergency	 Ambulances	 of	 SJAM,	 RC	 and	 MCCD.	 	 The	 observations	

concentrated	on	developing	evidence	to	confirm	or	refute	the	themes	developed	

from	the	interviews	and	concentrated	on	observable	evidence	of	professionalism	

(as	described	in	Table	3).			
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The	 process	 of	 identifying	 the	 appropriate	 people,	 location	 and	 behaviours	 to	

observe	 was	 informed	 by	 Spradley’s	 (1980)	 12	 step	 Developmental	 Research	

Sequence	 (DRS)	 method,	 which	 is	 commonly	 utilised	 in	 ethnographic	 studies	

(Berg,	 1989;	Bogdewic,	 1999).	 	DRS	 as	 a	 process	 aimed	 to	 lead	 the	 researcher	

into	 a	 deeper	 understanding	 of	 the	 cultural	 elements	 embedded	 in	 the	 group	

under	 observation	 (Spradley,	 1980).	 	 The	 first	 four	 steps	 of	 the	 process	

concentrate	 on	 developing	 an	 understanding	 of	 the	 social	 interaction	 of	 the	

observed	behaviour.	 	Following	this	a	domain	analysis	is	conducted,	 identifying	

an	 overall	 context	 in	 which	 to	 view	 the	 observational	 data.	 	 This	 enables	 the	

researcher	to	develop	and	organise	the	data	in	a	meaningful	way	(Phillips,	2014).	

	

In	the	context	of	this	study,	utilising	the	principals	of	DRS,	the	author	identified	

the	 Ambulance	 Officers	 interaction	with	Medical	 staff	 as	 the	most	 appropriate	

place	 to	consider	 the	changing	nature	of	 the	role	of	ambulance	practitioners	 in	

Penang.	 	 This	 process,	 referred	 to	 as	 the	 ‘handover’	 is	 the	 most	 obvious	 and	

observable	point	at	which	interaction	between	Ambulance	Officers	and	Medical	

staff	occurs.		

	

Handover	is	described	by	the	Australian	Medical	Association	as	the	“transfer	of	

professional	responsibility	and	accountability	for	some	or	all	aspects	of	care	for	a	

patient	 or	 group	 of	 patients,	 to	 another	 person	 or	 professional	 group	 in	 a	

temporary	 or	 permanent	 basis”	 (Australian	 Medical	 Association,	 2006,	 p.	 2).		

This	definition	is	similar	to	one	in	use	by	the	British	Medical	Association	and	is	

used	 by	 S.A.	 Health	 in	 South	 Australia	 (SA	 Health,	 2015).	 	 Observation	 of	 this	

process	as	well	as	how	Ambulance	practitioners	collect	patient	 information	 for	

the	 purpose	 of	 clinical	 handovers,	 provided	 useful	 insights	 into	 the	 issues	

explored	by	this	research.	

	

By	 observing	 clinical	 interactions	 and	 in	 particular	 the	 handover	 process,	 the	

author	proposes	 that	 the	 researcher	was	observing	 aspects	of	professionalism.		

Utilising	 the	 framework	 for	 the	 recognition	 of	 professionalism	 offered	 by	

Greenwood	 (1984)	 to	 also	 frame	 the	 observations,	 the	 researcher	was	 able	 to	
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collect	data	for	the	purpose	of	triangulation.		The	table	below	gives	examples	of	

how	 Greenwood’s	 (1984)	 attributes	 of	 a	 profession	 align	 with	 observable	

characteristics	in	this	study.			

	

Table	3:	Observable	Professional	Attributes	

	

Attribute	(from	

(Greenwood,	1984)	

Demonstrated	by	 Application	to	this	study	

A	systematic	body	of	theory		

	

Systematic	 and	 documented	

practice	 with	 standard	

procedures	or	guidelines	

While	 evidence	 of	 this	 is	 difficult	

to	 observe	 in	 practice,	 a	

systematic	 approach	 to	 practice	

and	handover	 can	 indicate	 that	 a	

systematic	 body	 of	 theory	 exists	

within	an	organisation.		

Authority		

	

Trust	 given	 and	 advice	 sought	

from	 members	 of	 the	 profession	

by	other	professions	or	members	

of	the	public	

Authority	 in	 this	 setting	 is	 about	

the	 respect	 with	 which	 the	

emergency	 medical	 staff	 at	 the	

hospital	 gave	 to	 the	 ambulance	

crew.	 	This	 can	be	 evident	 in	 the	

handover	and	the	extent	to	which	

it	is	given	and	received.	

Community	sanctions		 Respect	 and	 recognition	 by	 the	

community	

Community	 views	 were	 not	

canvassed	during	this	research.		

Ethical	codes		 Guidelines	for	the	ethical	conduct	

of	the	profession		

Ethical	 codes	 were	 not	 observed	

during	this	research.	

A	Culture		

	

A	distinct	way	 of	 interacting	 and	

an	 identity	 separate	 from	 other	

professional	groups.	

Ambulance	 culture	 in	Malaysia	 is	

yet	 to	be	described.	The	complex	

nature	 of	 the	 cultural	 context	

within	Penang,	makes	 this	aspect	

challenging	 to	 observe	 with	 any	

certainty.			

	

	

Thus,	 observable	 characteristics	 of	 professional	 behavior	 were	 considered	

alongside	data	collected	via	interviews.			
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3.5	Ethical	Considerations	and	Influence	of	the	Researcher	

3.5.1	Researcher	Influence	and	Cultural	Context	

	

Penang	is	made	up	of	a	complex	mix	of	ethnic	groups,	mainly	Malay,	Chinese	and	

Indian.	 	 The	 cultural	 complexity	 of	 working	 in	 this	 mix	 has	 not	 yet	 been	

described	 in	 literature.	 	The	majority	 in	Penang	are	ethnic	Chinese	with	ethnic	

Malay,	 followed	 by	 ethnic	 Indian	 origins.	 	 Amongst	 the	 different	 communities	

there	 is	 little	 mixing	 of	 culture	 and	 there	 are	 some	 noticeable	 differences	 in	

occupation,	 English	 language	 proficiency	 and	 cultural	 norms.	 	 Navigating	 the	

cultural	 complexities	 offers	 ethical	 challenges,	 most	 notably	 the	 issue	 of	

influence.	 	 In	 the	 author’s	 experience	 in	 Penang	 there	 is	 a	 cultural	 custom	 to	

place	faith	in	the	decisions	of	influential	people	with	little	question	or	comment	

publically.	 	This	custom	is	not	well	documented	or	studied;	however	reputation	

appears	to	be	a	very	important	aspect	of	public	life.	

	

As	 the	researcher	was	also	someone	of	 influence	within	the	community	careful	

consideration	was	given	to	the	effect	of	the	power	relationships.		The	researcher	

was	 a	 co-creator	 of	 the	 IAC	 and	 has	 taught	 on	 the	 program	 over	 the	 last	 five	

years,	 including	 some	 of	 the	 participants	 in	 this	 study.	 	 Furthermore,	 the	

researcher	 has	 the	 strong	 support	 of	 several	 very	 influential	 people	 in	 the	

Penang	community.	 	Due	to	cultural	practices	it	would	be	unusual	to	be	seen	to	

publicly	 criticise	 anyone	 with	 high	 social	 status.	 	 There	 was	 a	 risk	 that	

participants	would	 not	 feel	 free	 to	 refuse	 to	 participate	 and	 if	 they	 did	 so	will	

simply	respond	with	what	they	think	are	answers	that	 the	researcher	wants	to	

hear.	 	 Furthermore,	 if	 the	 participant	 thought	 that	 their	 responses	 would	 be	

identifiable,	they	may	not	have	been	candid.	

	

This	 concern	 was	 addressed	 by	 ensuring	 that	 each	 participant	 had	 the	

opportunity	to	refuse	to	participate	and	it	was	made	clear	that	in	doing	so,	there	

would	 be	 no	 consequences.	 	 Furthermore,	 the	 researcher	 ensured	 that	

participation	in	the	research	did	not	carry	advantages	for	those	who	chose	to	do	
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so.		Data	was	not	discussed	with	anyone	outside	of	the	study	until	such	time	as	it	

was	 not	 identifiable	 and	 the	 participant	 was	 able	 to	 choose	 the	 interview	

location	 to	minimise	 the	 possibility	 of	 being	 identified	 as	 a	 participant.	 	 Social	

meeting	places	 frequented	by	colleagues	and	work	sites	were	avoided	as	much	

as	possible.		

	

Inherent	 in	 these	methods	 described	 above	 (interviews,	 observation	 and	 field	

notes)	 is	 the	 researcher	 becoming	 a	 reflexive	 instrument.	 	 Participation	 in	

activities	associated	with	the	study	of	ambulance	practice	also	naturally	include	

some	 clinical	 practice.	 	 It	 is	 noteworthy	 that	 the	 researcher	 had	 prior	

involvement	 with	 all	 of	 the	 respondents	 and	 in	 many	 ways	 was	 part	 of	 the	

system	under	study.		This	prior	ethnography	allowed	for	a	deeper	understanding	

of	 the	 complex	 nature	 of	 ambulance	 development	 in	 Penang,	 however	 it	 did	

come	with	the	need	to	actively	manage	the	risk	of	misinterpretation	of	findings	

due	 to	acculturation	within	previous	professional	environments	(Bell	&	Taylor,	

2000;	Benner,	2001;	Kanuha,	2000).			

	

The	 active	 management	 of	 researcher	 influence	 relies	 on	 the	 researcher	

themselves	 to	 critically	 reflect	 on	 how	 their	 own	 being	 interacts	 with	 the	

subjective	reality	of	the	participants.		On	this	matter	Guba	and	Lincoln	(1989,	p.	

101)	offer	the	following	explanation:	

	

“It	is	the	conscious	experiencing	of	the	self	as	both	inquirer	and	respondent,	

as	 teacher	 and	 learner,	 as	 the	 one	 coming	 to	 know	 the	 self	 within	 the	

process	of	research	itself.		These	results	in	3	selves:	1,	research	based	selves;	

2,	brought	selves;	and	3,	situationally	created	self:	and	each	has	a	distinctive	

voice.	 	Research	 is	 the	process	of	discovering	of	 the	subject	and	of	 the	self.		

This	results	in	greater	complexity	via	multiple,	dynamic,	problematic,	open-

ended,	and	complex	forms	of	writing	and	representation	however,	this	also	

creates	more	complexity	via	multiple	selves	to	consider.”		
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The	researcher	has	a	professional	background	as	both	a	Paramedic	and	a	Social	

Worker.	 	 The	 ability	 to	 work	 whilst	 reflecting	 on	 one’s	 own	 influence	 and	

interpretation	 of	 behaviours	 is	 a	 core	 part	 of	 both	 professions.	 	 Thus,	 the	

researcher	in	this	study	was	able	to	maintain	an	awareness	of	the	possible	ways	

in	which	he	influenced	both	data	collection	and	the	availability	of	the	data	to	be	

collected.	 	 This,	 when	 combined	 with	 the	 researcher’s	 intimate	 knowledge	 of	

prehospital	care	and	practice	in	Penang	allowed	the	researcher	to	minimise	any	

misinterpretations	 of	 observable	 behaviour.	 	 By	 critically	 reflecting	 on	

observations	 and	 checking	 meaning	 where	 possible	 with	 the	 participants,	 the	

issue	 of	 researcher	 influence	 was	 actively	 managed	 throughout	 the	 research	

process.	

	

Another	 factor	 countering	 the	 issue	of	 influence	 is	 the	 fact	 that	 the	 IAC	Course	

itself	 encourages	 students	 to	 develop	 their	 own	 ideas	 and	 to	 critically	 analyse	

information	provided	by	the	course.	 	Students	spend	30	weeks	learning	how	to	

be	 critical	 thinkers	 and	 being	 encouraged	 to	 develop	 their	 own	 views	 on	

prehospital	care.	As	the	researcher	has	a	professional	relationship	with	nearly	all	

the	 potential	 participants	 they	 are	 aware	 that	 a	 high	 importance	 is	 placed	 on	

their	 views.	 	 As	 such	 the	 likelihood	 that	 cultural	 considerations	 prevented	

participants	 from	 expressing	 their	 own	 view	 was	 low.	 Knowledge	 of	 the	

participant’s	background	and	in	most	cases	a	professional	relationship	outside	of	

the	 research	 was,	 in	 this	 case	 essential	 to	 gaining	 trust	 and	 eliciting	 a	 candid	

response.	

	

Working	 with	 the	 medical	 community	 holds	 similar	 advantages.	 	 Emergency	

Physicians	are	often	asked	 for	 their	opinions	and	 in	Penang	have,	 on	occasion,	

been	a	voice	of	dissent	when	it	comes	to	public	health	issues.		

	

Overcoming	 the	 issue	of	 influence	was	considered	when	 forming	 the	 interview	

guide	 and	 when	 conducting	 the	 interviews	 themselves.	 	 The	 interviewer	 has	

significant	experience	in	interview	skills,	having	had	a	background	in	Ambulance	

practice	(where	ascertaining	medical	histories	via	a	patient	interview	is	key),	in	
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Social	Work	and	 in	 the	Police.	 	The	 interviewer	has	also	benefited	 from	 formal	

and	informal	interview	training	in	a	number	of	different	settings.	

	

3.5.2	Anonymity	of	Participants		

	

Each	 individual	 agreed	 to	 express	 their	 views	 in	 the	 knowledge	 that	 the	

population	of	this	study	was	limited	and	true	anonymity	was	not	possible.		Every	

participant	 was	 aware	 of	 this	 and	 chose	 to	 continue	 their	 involvement	 in	 the	

study.	 	 The	 participants’	 names	 were	 removed	 and	 the	 interview	 order	

randomised.	 They	were	 given	 a	 pseudonym	 and	 the	 participant’s	 position,	 the	

organization	that	they	work	for	as	well	as	their	name,	age	and	gender	withheld.		

It	is	believed	that	this	will	afford	some	degree	of	anonymity	without	affecting	the	

research	findings.	

	

3.5.4	Ethics	Approval	&	Acceptance	by	Stakeholder	Organisations	

	

Ethics	 approval	 for	 this	 research	was	 granted	 prior	 to	 participant	 recruitment	

and	commencement	of	data	collection	(Appendix	6).	 	The	research	was	deemed	

low	risk,	 as	 the	 study	asked	questions	of	workers	 regarding	 their	work,	 rather	

than	personal	life	and	the	potential	for	harm	was	minimal.		Consent	was	gained	

from	each	 individual	prior	 to	 the	 interview	and	general	consent	 to	conduct	 the	

research	 was	 approved	 at	 an	 organisational	 level	 by	 SJAM	 Penang,	 HPP	 and	

MCCD	(Appendix	9).	

	

3.6	Process	

3.6.1	Initial	Contact	and	Information	

	

Having	 gained	 ethics	 approval	 from	Adelaide	University	 (Appendix	6),	 existing	

email	 lists	maintained	by	 the	 IAC	Course,	 SJAM	Penang	 and	HPP	were	 used	 to	

send	 the	 participant	 information	 sheet	 to	 all	 people	 who	 may	 have	 been	
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interested	 in	participating	 (EP’s,	AMO’s,	 and	Ambulance	practitioners).	 	 Emails	

were	sent	by	the	respective	organisations.		Email	addresses	were	not	released	to	

the	 researchers	 until	 such	 time	 as	 the	 participant	 responded	 and	 gave	 their	

permission	for	the	researcher	to	hold	this	information.	

	

Face	to	face	information	sessions	were	held	with	staff	and	volunteers	from	SJAM	

and	HPP,	RC	and	MCCD.		Those	who	expressed	initial	interest	attended	and	were	

free	to	give	their	details	to	the	researcher.	 	Again	the	researcher	was	not	given	

access	to	contact	details	until	such	time	as	the	potential	participants	gave	their	

permission	for	this	to	occur.		Several	small	group	informal	information	sessions	

were	held	over	January	and	February	2015	in	Penang.	

	

3.6.2	Recruitment	for	Interviews	and	Selection	Criteria	

	

Purposive	sampling	was	used	to	enrol	participants	 in	the	 interviews	conducted	

under	this	study.		This	sampling	technique	allowed	for	the	recruitment	of	people	

who	were	 able	 to	 comment	 on	 the	 IAC	 based	 on	 their	 position	 in	 the	 EMS	 or	

healthcare	 system.	 	 In	 this	 way	 the	 selection	 criteria	 for	 participants	 was	 not	

complicated.	 	 Simply	put,	 they	were	 in	 a	 position	 to	 form	an	 educated	 view	of	

either	the	healthcare	system	or	the	IAC	and	the	role	it	plays	(or	both).		

	

Those	who	were	in	a	position	to	observe	and	form	views	were	from	the	following	

groups:		

	

• Ambulance	practitioners	(either	employed	or	volunteer)		

• Emergency	Physicians	within	HPP	(or	current	trainees)	

• IAC	Graduates	

• Assistant	Medical	Officers	within	HPP	

	

Participants	 approached	 the	 researcher	 directly,	 or	 by	 a	 return	 email.	 	 The	

researcher	 also	 spent	 time	 in	 the	 HPP	 Emergency	 Department	 observing	
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Ambulance	 practice.	 	 While	 there	 he	 was	 able	 to	 speak	 to	 various	 group	 and	

advertise	the	study.			

	

Once	 recruited	 the	 researcher	 negotiated	 a	 suitable	 time	 and	 place	 for	 an	

interview	with	 each	 participant.	 Interviews	 took	 place	 in	 a	 variety	 of	 settings,	

including	 public	 spaces,	workplaces	 and	 coffee	 shops.	 	 At	 the	 beginning	 of	 the	

interview	 consent	 was	 obtained	 from	 each	 participant	 via	 the	 signing	 of	 the	

consent	 form	 (see	 Appendix	 10	 for	 the	 form	 template).	 	 Consent,	 and	 in	

particular	 the	 use	 of	 potentially	 identifiable	 data	was	 discussed	 at	 length	with	

each	participant	to	ensure	agreement	before	proceeding	with	the	interview.	

	

The	study’s	total	population	was	estimated	at	twenty	due	to	the	transient	nature	

of	the	workforce	in	both	Emergency	Medicine	and	Ambulance	practice	in	Penang.		

Of	 the	graduates	of	 the	 IAC	course,	 less	 than	 ten	have	remained	with	an	active	

involvement	 in	 prehospital	 care	 within	 Penang.	 	 It	 is	 unclear	 where	 the	

remainder	are	working	and	 there	are	no	methods	of	 tracking	graduates	within	

the	EMS	system.	

3.6.3	Non-Respondents	

	

Those	 people	 in	 the	 population	 of	 the	 study	 that	 did	 not	 respond	 at	 all	 were	

discussed	above.	 	There	were	 three	people	who	expressed	an	 initial	 interest	 in	

being	 interviewed,	but	did	not	respond	to	 follow-up	correspondence.	 	All	 three	

had	 requested	 contact	 via	 electronic	 means	 and	 two	 attempts	 were	 made	 to	

follow-up	 the	non-response.	 	 Following	 this	no	 further	 attempts	were	made	 to	

contact	 them	 and	 their	 contact	 information	was	 deleted.	 	 It	 is	 not	 known	why	

these	 people	 did	 not	 wish	 to	 take	 part	 in	 the	 study	 after	 initially	 agreeing	 to.		

Non-respondents	were	all	volunteers	with	SJAM	Penang.	
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3.6.4	Interviews	

	

The	 semi-structured	 interviews	were	 framed	by	 an	 interview	 guide	 (Appendix	

7).	 	 They	 were	 audio	 recorded	 and	 a	 verbatim	 transcript	 created	 from	 that	

recording.	 	 That	 transcript	was	 offered	 back	 to	 the	 participant	 for	 addition	 or	

correction	 (out	 of	 the	 eleven	 transcripts,	 none	 were	 altered).	 	 During	 the	

transcription	 process	 the	 author	 reviewed	 and	 authenticated	 the	 data.	 	 Data	

analysis	 was	 undertaken	 as	 a	 continuous	 process,	 thus	 allowing	 for	 the	

researcher	 to	 form	 a	 logical	 point	 of	 completion	 of	 this	 process,	 or	 data	

saturation.	

	

3.6.5	Identification	of	Data	Saturation		

	

Data	saturation	refers	to	the	point	at	which	themes	continually	re-emerge	from	

the	 data	 (Liamputtong,	 2013).	 	 Following	 saturation	 there	 is	 little	 new	 data	

produced	 and	 further	 interviews	 would	 be	 redundant.	 	 This	 can	 create	 a	

dilemma	 as	 to	 how	 to	 identify	 the	most	 appropriate	 sample	 size	 for	 the	 study	

(Francis	et	al.,	2010).		Samples	are	determined	by	the	quality	of	data,	rather	than	

the	 number	 and	 representativeness	 of	 the	 participants	 (Liamputtong,	 2013).		

The	 point	 at	which	 data	 saturation	 is	 achieved	 is	 often	 unclear	 (Francis	 et	 al.,	

2010).		This	dilemma	was	addressed	in	this	study	by	maintaining	the	process	of	

identifying	 themes	 as	 a	 continual	 process	 whilst	 interviews	 were	 being	

conducted.	 	 This	 led	 to	 data	 saturation	 being	 easily	 identified	 by	 the	 11th	

interview.			That	process	is	described	in	detail	below.	

	

3.6.6	Data	Analysis	

	

Following	 collection,	 a	 thematic	 analysis	 of	 the	 data	 collected	 from	 the	

interviews	was	conducted	following	the	guidelines	set	out	by	Braun	and	Clarke	

(2006),	as	described	in	detail	later	in	this	chapter.		Consistent	with	this	process,	

the	 researcher	 continually	 developing	 themes	 as	 the	 interviews	 were	 taking	
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place	 aided	 the	 process	 of	 identifying	 data	 saturation.	 	 The	 process	 of	 data	

collection	is	also	discussed	in	detail	below.	

	

A	thematic	analysis	was	then	carried	out	by	first	coding	the	verbatim	transcripts	

in	 a	 process	described	by	Braun	 and	Clarke	 (2006).	 	 They	describe	 a	 six-stage	

process	 for	 identifying	themes.	 	The	themes	 identified	through	this	process	are	

discussed	in	the	next	chapter.		The	process	is	outlined	below	for	reference:	

	

Phase	one	–	Familiarisation	

	

The	 primary	 researcher	 in	 this	 study	 conducted	 the	 interview	 and	

transcribed	them	into	text.	 	This	constituted	the	familiarisation	phase	as	

described	by	Braun	and	Clarke	(2006).			

	

Phase	two	–	Generating	Initial	Codes	

	

Preliminary	codes	were	generated	which	were	placed	 into	a	 table.	 	This	

table	can	be	seen	during	the	results	section	of	this	thesis	(Table	6)	

	

Phase	three	–	Searching	for	Themes	

	

Themes	were	collated	from	the	initial	generation	of	codes	and	placed	into	

the	aforementioned	table.	

	

Phase	four	–	Reviewing	Themes	

	

The	 themes	 were	 reviewed	 and	 mapped	 to	 ensure	 that	 the	 generated	

themes	worked	 in	 relation	 to	 the	 coded	 data.	 	 Examples	 of	 each	 theme	

were	 then	 identified	 in	 the	 transcribed	data.	 	These	were	extracted	and	

added	to	the	table.	
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Phase		five	–	Defining	and	Naming	Themes.	

	

Themes,	along	with	explanations	and	examples	were	extracted	 from	the	

transcripts	to	enable	clear	definitions	and	descriptions	of	each	theme.		

	

Phase	Six	–	Producing	the	Report.	

	

Themes	 were	 then	 used	 to	 provide	 descriptors	 for	 the	 analysis	 in	 the	

outcome	and	discussion	section	of	this	thesis	(Chapters	four	and	five).			

	

As	discussed	by	Braun	&	Clarke	(Braun	and	Clarke	(2006),	the	process	outlined	

above	 did	 not	 happen	 in	 a	 simple	 linear	 progression.	 	 Constant	 attention	was	

paid	 to	 re-visiting	 the	 code	 and	 theme	 creation	 throughout	 the	 process.	 The	

themes	were	validated	by	an	experienced	researcher,	familiar	with	the	six-stage	

process	as	described.	

3.6.7	Validation	of	Thematic	Analysis	

	

Validation	of	the	thematic	analysis	occurred	in	March	and	April	2015.	 	Another	

qualified	 researcher	 repeated	 the	 process	 described	 above	 using	 the	 de-

identified	 transcripts	 in	 order	 to	 verify	 the	 themes.	 	 Both	 the	 validating	

researcher	and	the	author	agreed	on	the	themes	reflected	 in	Table	6.	 	Both	the	

researcher	 and	 the	 second	 validating	 researcher	 coded	 all	 transcripts	 to	

establish	validity.	

3.6.8	Process	of	Data	collection	by	Observation	

	

Interactions	 between	 professional	 medical	 staff	 and	 ambulance	 practitioners	

(both	paid	and	unpaid)	were	observed.		Field	notes	were	recorded	(an	example	

of	 observation	 notes	 is	 presented	 in	 (Appendix	 8)	 and	 the	 results	 reported	

alongside	 the	 thematic	 analysis	 presented	 in	 chapter	 four.	 	 Permission	 to	

conduct	research	in	HPP,	SJAM,	MCCD	and	MRC	was	obtained,	with	the	first	three	
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organisations	issuing	letters	of	approval	(Appendix	9).		An	observation	schedule	

(Table	5)	and	the	themes	are	presented	in	Chapter	four.	

	

	

In	the	next	chapter	the	themes	derived	from	the	data	will	be	discussed.	
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CHAPTER	FOUR	
	

In	this	chapter	the	collection	of	data	and	the	themes	derived	from	that	data	are	

described.	

	

4.1	Introduction	

	

Observations	 and	 field	 note	 recording	 were	 made	 and	 interviews	 were	

conducted	by	the	author	in	Penang	during	January	and	February	2015.	 	In	total	

eleven	 interviews	 were	 conducted	 and	 forty	 hours	 of	 observation	 were	

undertaken,	with	subsequent	field	notes	being	recorded.	 	The	thematic	analysis	

of	 the	 interview	 data,	 combined	with	 the	 results	 of	 the	 observations	 and	 field	

notes,	identified	four	themes,	described	below.		These	themes	paint	a	picture	of	

the	Ambulance	service	provision	within	Penang,	how	it	might	develop	and	how	

the	IAC	contributes	within	the	milieu	of	prehospital	care	development.	 	Further	

discussion	regarding	the	relevance	of	the	themes	within	the	context	of	this	study	

will	be	detailed	in	Chapter	five.	

	

As	discussed	in	the	previous	chapter,	a	gender	neutral,	random	pseudonym	was	

assigned	to	participants	to	assist	in	de-identification	of	data.		Where	excerpts	are	

used	in	the	following	pages,	associated	tables	or	appendices	those	pseudonyms	

will	 be	 used.	 	 The	 age	 or	 exact	 role	 of	 each	 individual	 is	 not	 reported	here,	 as	

doing	so	would	lead	to	easy	identification	of	participants.		Broad	descriptions	are	

given	 (Table	 4)	 for	 the	 purpose	 of	 contextualising	 the	 comments	made	 by	 the	

participant.	
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4.2	Respondents	and	Response	Rates	

	

The	participants	who	were	 invited	to	share	their	views	were	from	medical	and	

ambulance	 services	 backgrounds,	 as	 discussed	 in	 chapter	 three.	 	 Those	 who	

responded	to	invitations	to	be	interviewed	were	a	mixture	of	age	and	experience.		

Participants	 included	 Ambulance	 Officers	 from	 SJAM,	MCCD	 and	HPP	 (AMO’s).		

Ambulance	 staff	 from	Red	Crescent	 and	Bomba	 (including	 the	volunteer	arms)	

did	 not	 respond	 to	 requests	 for	 interviews	 and	 were	 consequently	 not	

interviewed.		Red	Crescent	agreed	to	allow	the	researcher	access	to	services	for	

the	purpose	of	 observation,	 along	with	HPP,	 SJAM	and	MCCD.	 	Bomba	was	 the	

only	 organisation	 to	have	no	 representation	within	 this	 study.	 	 Those	who	did	

not	participate	were	not	followed	up	to	ascertain	why.		As	previously	discussed	

the	estimated	population	for	this	study	was	twenty.		With	eleven	participants	in	

the	study,	the	views	of	over	half	of	the	estimated	population	were	ascertained	via	

interviews.	

	

Those	who	chose	 to	participate	were	 from	a	mixture	of	professional	and	other	

backgrounds,	 ages	 and	 gender.	 	 There	 were	 five	 females	 and	 six	 males,	 aged	

between	21	and	43.		All	participants	had	firsthand	knowledge	of	the	EMS	system	

in	 Penang,	 although	 not	 all	 (n=4)	 had	 direct	 knowledge	 of	 the	 IAC.	 	 All	

participants	currently	work	or	volunteer	within	the	EMS	system	in	Penang.	

	

4.3	Participants	Roles	

	

A	 description	 of	 the	 participants’	 exact	 role	 within	 Penang’s	 EMS	 system	 is	

difficult.	 	Many	people	hold	dual	roles	and	more	 than	one	 type	of	qualification.		

For	example,	it	is	not	uncommon	for	someone	who	has	a	passion	for	prehospital	

care	to	be	a	Doctor	within	HPP	and	a	volunteer	with	an	NGO	ambulance	service.		

Likewise,	 the	IAC	course	has	 ‘trained’	a	number	of	people	who	have	previously	
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completed	 Medical	 or	 Nursing	 Degrees.	 	 Categorising	 these	 people	 into	 a	

professional	group	or	grouping	by	education	is	therefore	likely	to	be	inaccurate.	

	

The	 table	 below	 outlines	 participants’	 pseudonyms	 alongside	 non-identifiable	

bibliographical	data.		

	

	

Table	4:	Description	of	participants	

	

Name	 Age	Range	 Role	

	

HPP	 NGO	 Medical	

Prof.	

Ambulance	

Role	

IAC	

Leigh	 30-39	 	 √	 	 √	 √	

Nicky	 30-39	 	 √	 	 √	 √	

Reilley	 20-29	 	 √	 	 √	 √	

Joyce	 30-39	 √	 	 √	 √	 	

Greer	 20-29	 √	 	 √	 	 	

Dell	 20-29	 √	 	 √	 	 	

Reegan	 40-49	 √	 √	 √	 √	 √	

Shannon	 40-49	 √	 	 √	 	 √	

Kelsey	 30-39	 √	 	 √	 	 	

Devin	 20-29	 	 √	 	 	 	

Val	 30-39	 	 √	 	 	 √	

	
	

Notes:		 HPP	–		 Those	 who	 have	 a	 role	 within	 Hospital	 Pulau	 Pinang	 Emergency	

Department.	

NGO	–	Those	who	have	a	role	with	an	NGO	(e.g.	SJAM,	RC	or	MCCD).	

Medical	Professional	–	Those	who	are	members	of	medical	professions		

(e.g.	Doctors,	AMO’s).	

Ambulance	Role	–	Those	who	have	a	role	(including	administration	&		

management)	within	Government	or	Non-Government	Ambulance	services.	

IAC	–	Those	who	have	a	role	within	or	have	attended	the	IAC.	

	



 

 

	

70 

4.4	Observations	

	

As	discussed	in	the	previous	chapter,	observations	were	conducted	as	a	means	of	

triangulation,	rather	than	a	primary	source	of	data.		Sites	for	observational	data	

collection	 included	 Ambulance	 bases,	 Ambulances	 and	 the	 Emergency	

Department	of	HPP.	 	No	particular	group	 (e.g.	 IAC	graduates	or	participants	of	

interviews)	 was	 targeted	 for	 observation	 and	 various	 people	 were	 observed.		

Observations	 involved	 all	 of	 the	 various	 ambulance	 providers	 within	 Penang	

described	 in	 this	 thesis.	 	 A	 table	 outlining	 the	 observation	 schedule	 and	 the	

interactions	observed	is	below.		

	

Table	5:	Observation	Schedule	

	

Location	 Time	Spent	 Interactions	Observed	

Hospital	Palau	Pinang	 15	hours	

	

Handovers	 from	 various	 Ambulance	 crews	 from	 MCCD,	

Red	 Crescent,	 SJAM	 and	HPP.	 	 Interactions	 between	 staff	

and	volunteers	from	all	services.	

Interactions	 between	 AMO	 and	 Medical	 staff	 as	 well	 as	

AMO	and	Ambulance	practitioners.	

SJAM	

	

10	 hours	 with	

paid	staff.	

	

Interactions	 between	 IAC	 trained	 and	 non	 IAC	 trained	

staff.	

Handovers	between	practitioners	as	well	as	handovers	at	

hospital.	

SJAM	 Five	hours	with	

volunteers	

	

Interactions	 between	 IAC	 trained	 and	 non-IAC	 trained	

staff.	

Handovers	between	practitioners	as	well	as	handovers	at	

hospital.	

Clinical	interactions	with	patients.	

Red	Crescent		 Five	hours	with	

paid	 and	

volunteer	staff	

Interactions	 between	 IAC	 trained	 and	 non-IAC	 trained	

staff.	

Handovers	between	practitioners	as	well	as	handovers	at	

hospital.	

Clinical	interactions	with	patients.	
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Civil	Defense		 Five	hours	 Interactions	 between	 IAC	 trained	 and	 non-IAC	 trained	

staff.	

Handovers	between	practitioners	as	well	as	handovers	at	

hospital.	

Clinical	interactions	with	patients.	

Bomba	 Two	hours	 Handovers	from	non-IAC	trained	ambulance	staff	(note:	no	

Bomba	member	has	attended	the	IAC	training	to	date).	

	

	

4.5	Outcomes	

	

The	Thematic	analysis,	 combined	with	 the	results	of	 the	observations	and	 field	

notes,	identified	four	themes,	described	in	Table	6	below.		These	themes	describe	

of	 the	 Ambulance	 service	 provision	 within	 Penang,	 how	 it	 might	 develop	 and	

how	 the	 IAC	 contributes	 within	 the	 milieu	 of	 prehospital	 care	 development.		

Further	discussion	regarding	 the	relevance	of	 the	 themes	within	 the	context	of	

this	study	will	be	detailed	in	Chapter	five.	

	

Table	6:	Themes	Derived	from	Interviews.	

	

Theme	(Phase	3)	 Sub-Theme	(Phase	2)	 Concepts	(Phase	1)	
Quality	of	Training	

and	Quality	of	

Care	Go	Hand	in	

Hand	

When	 higher	 quality	 of	

care	 is	 seen,	 it	 is	

perceived	 to	 relate	 to	

higher	quality	of	training	

Training	standards	vary	and	are	set	by	each	

provider.		There	is	no	central	control	of	training	

content	or	standards.		Those	organisations	that	are	

perceived	as	providing	a	comparatively	higher	level	

of	care	are	also	those	with	a	comparatively	higher	

standard	of	training.	
Quality	of	training	varies	

depending	on	the	service	

provider.	

Quality	 of	 care	 is	 not	 necessarily	 associated	 with	

resources,	 however	 those	 with	 mainly	 volunteer	

resources	may	have	lower	training	available.		Some	

of	 the	 NGO’s	 that	 have	 greater	 financial	 resources	
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are	 regarded	 as	 having	 lower	 standards	 of	 care.			

Having	Government	funding	does	not	always	result	

in	higher	perceived	practice	standards.	

A	rank	order	may	exist	in	terms	of	quality	of	

training.	
How	

Standardisation	 is	

Being	 Managed	 in	

Penang.	

	

Penang	 lacks	

standardisation	 in	 both	

service	 delivery	 and	

training.		This	is	seen	as	a	

key	 way	 to	 improve	

patient	care.	

The	 IAC	 is	 seen	 as	 one	 way	 of	 achieving	 standard	

training,	however	it	would	need	the	co-operation	of	

the	NGO’s.			

	

Similar	to	how	change	might	be	managed,	the	NGO’s	

need	to	display	leadership	in	this	area.	

	

Prehospital	care	in	Penang	is	under	developed.		The	

current	system	is	outdated	and	not	as	effective	as	it	

could	be.		Even	given	the	limitations	of	a	developing	

nation,	Penang	can	and	should	do	better.	Change	

can	occur	from	the	top	(government)	down	or	from	

the	practitioners	up.		In	both	instances	there	needs	

to	be	specific	people	with	both	the	authority	and	the	

knowledge	to	effect	change.			
Training	is	one	of	the	

keys	ways	that	

standardisation	may	be	

achieved.	

The	IAC	is	seen	as	one	way	of	achieving	standard	

training,	however	it	would	need	the	co-operation	of	

the	NGO’s.			

The	IAC	is	one	

Course	that	is	

Assisting	the	

Development	of	a	

Profession	

The	course	assists	in	

improving	practice	

through	education	

Education	 standards	 are	 variable	 amongst	 the	

NGO’s	 and	 there	 is	 no	 specific	 prehospital	 care	

program	for	AMO’s.		The	IAC	provided	a	course	that	

fills	a	gap	in	the	education	market.		It	is	not	the	only	

course,	but	is	accessible.	

	
Perception	of	quality	of	

care	and	professional	

development	have	been	

improved	as	a	result	of	

the	course.	

Those	who	have	completed	the	course	are	now	

perceived	as	being	more	professional	in	their	

approach	to	prehospital	care.	

The	Management	

of	Change	
Change	is	required	for	

the	system	to	improve.		

The	NGO’s	and	the	practitioners	within	them	are	

well	placed	to	achieve	change.		If	practitioners	wait	
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Change	can	happen	if	

people	are	willing	
for	‘top	down’	change,	they	may	be	waiting	a	long	

time.	
NGO’s	are	able	to	set	

their	own	agenda.	
NGO’s	are	seen	as	not	being	as	restricted	by	

Government	policy	and	bureaucracy.		The	lack	of	

regulation	means	that	NGO’s	are	free	to	set	their	

own	directions	in	training	and	service	provision.	
The	prehospital	care	

system	currently	relies	

on	NGO’s	and	now	cannot	

exist	without	them.	

A	move	to	a	single	Government	run	system	would	

be	unlikely	due	to	the	system	which	currently	exists	

being	an	integral	part	of	the	prehospital	care	

response.	The	Government	Service	does	not	have	

the	funding	to	change	practice.	

	

	

4.6	Detailed	Analysis	of	Themes.	

			

4.6.1	Quality	of	Training	and	Quality	of	Care	Go	Hand	in	Hand	

	

Amongst	the	participants	there	was	a	consensus	that	service	provision	differed	

between	 the	 service	 providers.	 	 Each	 service	 has	 its	 own	method	 of	 operating	

and	own	training	systems.		While	there	are	attempts	to	standardise	some	aspects	

of	the	patient	experience,	practice	largely	depends	on	each	individual	agency.		

	

Clinical	care	and	education	were	seen	as	linked.	 	Dell,	a	Doctor,	summed	up	the	

current	state	of	clinical	care	within	Penang’s	EMS	system	by	saying:	

	

	“I	 don’t	 think	 it’s	 very	 [well]	 organised	 yet	 …	 most	 [ambulance	

practitioners]	are	Medical	Assistants	 [AMOs]	and	 the	other	main	NGO	will	

be	St	John.	 	The	rest	of	the	NGO’s	are	not	very	well	trained.	 	So	in	terms	of	

attending	 the	patient,	how	they	are	going	 to	manage	 the	patient,	 it’s	very	

much	primitive	still.		I	don’t	think	care	is	very	well	managed	here”	(Dell,	p.1,	

turn	12).		
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Participants	identified	that	the	quality	of	care	given	to	individual	patients	often	

equates	 to	 the	 quality	 of	 the	 training	 provided.	 	 Quality	 of	 care	 is	 difficult	 to	

empirically	assess	in	prehospital	care.			

	

As	 discussed	 in	 previous	 chapters	 the	 differing	 standards	 and	 accreditation	

frameworks	 lack	 international	 cohesion.	 	 In	 developed	 systems	 each	 area	 of	

operation	 has	 their	 own	 set	 of	 standards	 that	 lack	 international	 cohesion.		

Quality	of	care	 is	defined	against	each	 individual	standard,	 for	example	the	ISO	

accreditation	 framework	 in	 Australia	 or	 the	 Health	 and	 Care	 Professionals	

Framework	in	the	UK.		In	parts	of	the	United	States	of	America	and	increasing	in	

Asia	 there	 are	 also	 private	 companies	 (for	 example	 the	 Commission	 for	

Accreditation	 of	 Ambulance	 Services),	 which	 offer	 accreditation	 according	 to	

standards	they	set.		In	Malaysia	there	is	a	lack	of	published	standards	relating	to	

prehospital	care	generally.			

	

Some	areas	of	Malaysia	(such	as	Kuala	Lumpur)	have	a	cohesive	understanding	

of	what	constitutes	quality	care,	however	in	the	authors	experience	there	is	little	

documented	 evidence	 of	 this.	 	 Where	 there	 are	 no	 universally	 accepted	 local	

guidelines	 (such	 as	 Penang),	 there	 is	 nothing	 to	 compare	 service	 providers	

against.	 	Where	there	are	local	(such	as	parts	of	Kuala	Lumpur)	standards,	they	

often	relate	only	to	availability	and	response	times,	not	clinical	outcomes.		

	

A	more	reliable	measure	of	quality	 in	this	circumstance	may	be	opinions	of	the	

medical	professionals	who	receive	 those	patients	as	well	as	other	practitioners	

working	within	the	industry.	 	That	professional	opinion	consistently	positioned	

the	AMO’s	and	SJAM	Penang	staff	at	the	top	two,	 followed	by	Red	Crescent	and	

MCCD.	

	

While	 some	participants	were	 eager	 to	point	 out	 that	 there	 are	 factors	 at	 play	

(such	as	the	volunteer	nature	of	people	in	the	poorer	performing	organisations)	

they	 agree	 that	 most	 of	 the	 difference	 lies	 in	 training	 standards.	 	 This	 was	

evidenced	mainly	in	the	responses	given	by	participants	who	have	a	role	within	
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the	emergency	Department	at	HPP.		As	described	in	the	previous	chapter,	these	

participants	were	a	mixture	of	trainee	Doctors,	EP’s	and	Consultants	and	were	in	

a	position	to	make	observations	and	form	professional	opinions	on	presentation	

of	the	patients.	

	

Once	 such	 participant,	 Greer,	 stated	 that	 the	 AMO’s	 and	 SJAM	 are	 adequately	

trained	and	“the	rest	of	the	NGO’s	are	not	very	well	trained”	(Greer,	p.1,	turn	12).		

Greer	commented	that	the	training	given	to	the	AMO’s	and	SJAM	enabled	them	to	

distinguish	 between	 a	 critically	 ill	 patient	 and	 one	who	was	 not.	 	When	 asked	

about	the	other	organisations	(JPAM	and	RC),	Greer	commented	that	the	training	

was	insufficient	to	allow	members	of	those	organisations	to	perform	at	this	level	

(Greer,	pp.	2-3,	turn	22-34).			

	

The	 level	 of	 training	 is	 reflected	 in	 the	way	 in	which	 patients	 are	 treated	 and	

handed	 over	 to	 the	 emergency	 department	 at	 HPP.	 	 While	 other	 differences	

between	the	NGO’s	may	affect	patient	care,	such	as	the	availability	of	equipment,	

it	was	 the	 level	 of	 training	 that	 seems	 to	 be	most	 relevant	 to	 the	 standards	 of	

service	provided	in	the	minds	of	participants	(Appendix	8).	

	

Joyce,	 who	 has	 a	 role	 in	 HPP,	 was	 able	 to	 further	 expand	 on	 the	 differences	

between	service	provision:		

	

“	…	 you	asked	me	between	 the	NGO	 there’s	 any	discrepancy	between	pre-

hospital	care,	I	think	there	is,	personally,	I	noticed,	there	are	certain	NGO’s	

who	actually	can	work	better	in	pre-hospital	care.	They	can	bring	a	patient	

and	present	 to	you	the	problem.	They	can	give	a	short	diagnosis.	Whereas	

some	of	them,	some	NGO’s,	they	are	not	capable	at	this	moment	…	All	they	

do	is	uhh,	they	go	and	attend	the	patient.	And	then	they	bring	the	patient	to	

hospital	and	know	the	patient	needs	emergency	care	but	they	do	not	have	

any	idea	what	is	the	problem”	(Joyce,	turn	43).	
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Whilst	 reluctant	 to	 openly	 criticise,	 Joyce	was	 able	 to	 state	which	NGO’s	were	

perceived	to	be	of	a	higher	standard.		Joyce	stated:	

	

“For	the	NGO’s,	I	think	St	John’s	Ambulance	provide	the	highest	care	for	the	

time	being.		Their	crew	can	present	the	short	history	of	the	patient’s	medical	

history	and	they	can	give	us	a	summary	of	their	examinations.	And	they	can,	

some	of	 them	who	are	good,	 they	 can	actually	 tell	 us	what	 treatment	has	

been	given,	and	what,	they	can	give	us	some	suggestions,	what	needs	to	be	

done.	Where	else	 so	 far	 I	notice	 the	 JPAM	[MCCD]	 team	 is	a	bit	 lacking	 in	

this	sense	…	Sometimes	they	don’t	even	know	why	the	patient	has	to	be	 in	

the	ambulance	and	has	to	come	to	hospital”	(Joyce,	turn	44	to	51).	

	

Leigh	(who	has	involvement	in	ambulance	work	via	an	NGO	service)	commented	

in	 regards	 to	 the	 service	 they	 practice	 with,	 “…	 not	 everyone	 is	 from	 [an]	

ambulance	background	…	they	are	trained	first	aiders	…	not	at	BAC	level.	 	They	

are	probably	 first	 responder	 level”	 (p.	2,	 turn	20).	 	 Leigh	went	on	 to	 comment	

that	while	they	are	first	responder	level,	most	times	the	first	response	is	the	only	

ambulance	response.	

	

Reilly,	 another	 NGO	 based	 practitioner,	 commented	 that	 there	 are	 different	

standards	 for	 the	 different	 providers	 and	 that	 Penang	 lacks	 standardisation	 in	

regard	 to	 training	 (Reilly,	p.8,	 turn	86).	 	 It	 is	 the	 lack	of	 standardisation	which	

contributes	to	the	difference	in	training	and	therefore	practice	standards.	

	

Shannon,	another	participant	with	a	role	in	HPP	supports	the	other	participants	

by	stating:		

	

“In	 the	experienced	ones	 you	would	expect	 the	 standard	 should	be	higher.		

In	our	experienced	prehospital	care	providers	[AMO’s].		But	of	course	saying	

that,	there	are	also,	in	other	organisations	like	St.	Johns,	who,	those	who	we	

know	we’ve	been	 training	 them	on	 these	 courses,	 they’ve	been	bringing	 in	

patients	…		so	they	have	also	been	trained	to	a	fairly	good	standard,	so	we	
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also	 trust	 the	 sort	 of	 information	 that	 they	 bring	…	and	 if	 you	 talk	 about	

Civil	Defense	of	course,	they	are	more	volunteers.		They	have	not	really	been	

trained	very	well	 in	 the	medical	 field,	 so	you	would	expect	 them	to	have	a	

lesser	medical	competency”	(Shannon,	p.12,	turn	112).	

	

The	roles	were	evident	when	participating	and	observing	in	the	HPP	Emergency	

Department.	 	 In	 the	 case	 of	AMO’s	 it	was	 clear	 that	 they	 occupied	 a	 particular	

place	 within	 the	 Emergency	 staff.	 	 Given	 that	 they	 are	 part	 of	 the	 Emergency	

Department	workforce,	Medical	staff	are	familiar	with	their	practices,	strengths	

and	weaknesses.		Medical	handovers	were	given	and	appeared	to	be	structured,	

with	consideration	to	the	content	given	by	medical	staff	(Appendix	8).		SJAM	staff	

and	volunteers	 are	not	part	 of	 the	 emergency	department	workforce	but	were	

afforded	 a	 similar	 level	 of	 respect	 when	 it	 came	 to	 handing	 over	 the	 patient	

(Appendix	8).	 	Although	 individual	 levels	of	 competency	did	differ,	 it	 appeared	

that	SJAM	personnel	were	able	to	express	their	handover	in	a	consistent	manner.	

	

Red	Crescent	staff	often	either	did	not	attempt	a	handover	or	were	not	asked	for	

one.	 	 A	 number	 of	 handovers	 and	 little	medical	 information	was	 passed	 to	 ED	

staff	by	RC	staff	as	was	the	same	for	MCCD	staff.	

	

Most	 participants	 saw	 that	 improving	 patient	 care	 within	 the	 EMS	 system	 in	

Penang	as	 a	 reasonable	 and	attainable	 goal.	 	 Joyce	expressed	her	desire	 to	 see	

that	significant	improvements	are	made	within	the	system	and	linked	this	to	the	

knowledge	base	from	which	practitioners	operate:	

	

“I	 hope	 we	 move	 towards	 the	 direction	 actually	 where	 paramedics	 are	

trained	enough	to	give	more	extensive	first	aid	help	at	the	scene.	Actually	to	

me	 they	 can	 assess	 the	 situation	 and	 should	 be	 able	 to	 give	 emergency	

treatment,	drugs.”	(Joyce,	p.8,	turn	91).	

	

“At	this	moment,	what	I	feel	lacking	is	better	knowledge	itself	in	some	of	the	

paramedics.	 I	mean	 from	what	 I	 see	 some	of	 them	are	 not	 really	 familiar	
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with	 the	 certain	 guidelines	 or	 protocol,	 even	 for	 cardiac	 arrest	 protocol.”	

(Joyce,	p.10,	turn	113).	

	

Amongst	participants,	the	desire	to	improve	education	within	prehospital	care	in	

Penang	appears	to	be	driven	by	a	desire	to	 improve	patient	care.	 	Where	other	

more	 developed	EMS	 systems,	 such	 as	 the	 one	 in	Australia,	may	 be	 looking	 to	

provide	 improvements	 through	 the	 use	 of	 technology	 or	 inter-discipline	 co-

operation,	the	common	view	amongst	participants	in	this	study	is	that	improved	

training	will	have	a	large	impact	on	patient	care.		

4.6.2	How	Standardisation	Is	Being	Managed	in	Penang	

	

Participants	in	this	study	described	an	EMS	system	that	lacked	a	standardisation	

of	practice.		This	theme	is	interlinked	with	the	descriptions	participants	gave	of	

the	 lack	 of	 common	 training	 standards	 when	 discussing	 the	 link	 between	

training	and	patient	care	above.			

	

According	 to	 all	 of	 the	 participants	 in	 this	 study,	 the	 standard	 of	 care	 given	

depends	 on	 the	 organization	 delivering	 the	 care.	 	 While	 there	 have	 been	

attempts	made	to	at	least	co-ordinate	the	providers,	little	if	any	has	been	done	to	

ensure	standardisation	of	practice	within	the	system	as	a	whole.	

	

The	current	standards	within	all	services	should	be	at	least	BAC	level,	according	

to	 descriptions	 given	 by	 participants	 of	 this	 study	 (See	 Appendix	 11	 for	 a	

description	 of	 the	 scope	 of	 practice).	 	 This	 was	 the	 suggested	 standard	 as	 a	

means	of	ensuring	minimal	basic	care	was	given,	however	Reegan	commented	it	

is	not	well	enforced	with	some	crews	only	able	 to	deliver	 “basic	 first	aid”	 (p.3,	

turn	34).	

	

Reilley	described	the	impact	of	variable	training	service	provision:	

	

“It	depends	on	your	luck	where	you	have	your	medical	emergency	at…	so,	if	

you	 happen	 to	 be	 in	 a	 central	 part	 in	 Penang,	 if	 you	 call	 999,	 999	would	
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have	 dispatch	 nearest	 ambulance	which	 is	 Penang	General	Hospital.	 Let’s	

say	if	you	are	in	the	southern	part	of	Penang,	if	you	are	unlucky,	you	might	

get	not	so	well	trained	ambulance	to	respond	to	you	…	Pre-hospital	care	in	

Penang	 is	 not	 standardised.	 It	 varies	 from	 organisation	 to	 organisation,	

from	person	to	person”		(Reilly,	p.4,	turn	40).	

	

Improvements	 to	 the	 EMS	 system	 in	 Penang	 are	 seen	 by	 participants	 as	

necessary	 and	 desirable.	 	 Nicky,	 who	 has	 a	 role	 in	 an	 NGO,	 commented	 that	

improving	 the	EMS	 system	 is	 the	 key	 issue:	 “That’s	 the	most	 important	words	

that	 I	want	 to	mention.	 	 [We	need]	 to	 try	and	close	the	gap	with	other	country	

who	have	been	doing	well	compared	to	us”	(p.11,	turn	98).		

	

When	 each	 participant	 in	 this	 study	 asked	 about	 their	 ‘ideal’	 system	 of	

prehospital	 care,	 they	 commented	 on	 the	 need	 to	 standardise	 training	 and	

service	 provision.	 	 Participants	 who	 have	 a	 role	 in	 HPP	 (Joyce,	 Greer,	 Dell,	

Shannon	&	Kelsey)	all	commented	that	a	single	ambulance	service	co-ordinated	

by	HPP	would	be	 their	preferred	 ‘best	practice’	model.	 	 Participants	who	have	

roles	 within	 NGO’s	 were	 split	 on	 this	 issue,	 with	 Leigh,	 Greer,	 Val	 and	 Tracy	

preferring	standardised	education	across	existing	services	and	Reilly	preferring	

one	service.		Interestingly,	Reegan	(a	participant	with	multiple	roles)	commented	

that:	

	

“If	 funding	 is	 not	 a	 problem	 I	 would	 think	 definitely	 a	 single	 emergency	

[system]	would	be	better	in	controlling	their	management	and	all	that.		But	

the	 model	 we	 are	 using	 now	 in	 Penang	 with	 multiple	 agencies	 working	

together	seems	to	be	working	as	well”	(Reegan,	p.6,	turn	68).	

	

Both	Reegan	and	Shannon	discussed	the	current	efforts	 to	standardise	services	

with	 a	 council	 dedicated	 to	 provide	 oversight	 and	 co-ordination	 of	 the	 whole	

EMS	system.		The	function	and	co-ordination	of	this	council	is	not	well	known	or	

advertised	 and	 the	 author	 understands	 that	 it	mainly	 discusses	 hospital-based	

services	 and	 administrative	 issues	 currently.	 	Minutes	 of	 the	meetings	 are	 not	
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published	 and	 few	 practitioners	 involved	 in	 this	 study	 had	 knowledge	 of	 its	

existence.	 	Participants	view	 the	 system	as	 lacking	 in	 the	 type	of	 co-ordination	

that	such	a	council	was	originally	designed	to	provide.			

	

Just	as	improved	training	will	lead	to	improved	patient	care	as	described	above,	

participants	viewed	that	the	standardisation	of	training	will	standardise	practice.	

The	IAC	is	seen	as	by	participants	as	possible	way	of	achieving	standardisation	

and	 therefore	 improving	 service	 provision	 within	 Penang.	 	 Naturally	 this	 is	

dependent	 on	 the	 course	 being	 accepted	 as	 an	 appropriate	 standard	 by	 all	

services.	

	

	

	

	

4.6.3	 The	 IAC	 is	 One	 Course	 That	 is	 Assisting	 the	 Development	 of	 a	

Profession	

	

Greenwood	 (1984)	 describes	 the	 existence	 of	 a	 distinct	 body	 of	 knowledge	 as	

one	of	the	attributes	of	a	profession.		This	study	seeks,	in	part,	to	ascertain	if	the	

IAC	 has	 contributed	 to	 the	 creating	 a	 distinct	 identity	 for	 ambulance	

practitioners	through	sharing	ambulance	specific	knowledge.		

	

The	IAC	was	perceived	by	all	participants	with	knowledge	of	the	course	as	being	

a	positive	driving	factor	 in	professional	development.	 	For	those	without	direct	

knowledge	of	the	IAC,	the	idea	of	having	a	course	with	specific	prehospital	care	

knowledge	is	seen	as	essential	to	improved	ambulance	practice.		Evidence	of	this	

theme	is	provided	from	two	distinct	perspectives:		Those	participants	who	have	

knowledge	or	have	attended	the	course	(n=6)	and	those	who	have	knowledge	for	

the	EMS	environment	 in	Penang,	 but	no	direct	 knowledge	of	 the	 course	 (n=4).		

Out	 of	 the	 six	 participants	 with	 knowledge	 of	 the	 course,	 five	 had	 previously	

attended.	
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Participants	 reported	 that	 ambulance	 practice	 requires	 knowledge	 that	 cannot	

be	found	in	other	disciplines	and	simply	being	medically	trained	is	not	sufficient.		

In	particular,	Greer,	a	Doctor	in	HPP,	found	that	being	involved	in	an	ambulance	

response	without	any	specific	 training	 is	a	harrowing	experience.	 	Greer	states	

that	on	one	ambulance	run	she	was	treating	an	elderly	lady	for	a	gastrointestinal	

bleed	outside	of	the	hospital:	

	

“She	was	 like	 bleeding	 frank	 blood	 on	my	 shoes,	 I	 was	 like,	 ‘Aunty	 please	

survive’	and	I	couldn’t	get	a	line	in”	(Greer,	p.8,	turn	144).	

	

“…	So	it’s	tough	for	me.	I	would	say	because	I’m	not	fully	trained	to	go	out	

on	calls.		I	mean	if	it’s	in	the	Hospital,	it’s	easier	for	me	because	there’s	help	

around”		(Greer,	p.2,	turn	34).	

	

Greer	 typifies	 the	 views	 of	 the	Doctors	 involved	 in	 this	 study.	 	Whilst	medical	

knowledge	 is	 important,	 prehospital	 care	 knowledge	 is	 perceived	 as	 broarder	

than	 just	 medical	 knowledge.	 	 A	 number	 of	 authors	 have	 described	 how	

Paramedic	practice	has	separated	itself	from	other	medical	practice	in	developed	

systems	(Mason	et	al.,	2003;	O'Meara	&	Grbich,	2009;	Tippett	et	al.,	2008).		This	

is	something	that	has	yet	to	occur	in	Penang,	participants	in	this	study	recognise	

this	as	the	next	logical	step.		

	

Val,	an	Ambulance	Officer	 for	an	NGO	and	former	participant	 in	 the	 IAC,	stated	

that	 the	 IAC	 allowed	 them	 to	 work	 in	 a	 “more	 systematic	 way”	 and	 better	

cooperate	with	other	Ambulance	practitioners	for	the	benefit	of	the	patient	(p.5,	

turn	 70).	 	 This	 systematic	 way	 of	 working	 is	 indicative	 of	 professional	

development	as	a	systematic	body	of	knowledge	emerges.			

	

Observations	 within	 the	 NGO’s	 support	 the	 assertion	 that	 the	 IAC	 has	 had	 a	

wider	 impact	 than	 simple	 medical	 training	 for	 the	 participants.	 	 The	 IAC	 has	

provided	an	avenue	to	 improve	leadership	in	EMS	organisations.	 	Colleagues	of	

those	 who	 participated	 in	 the	 course	 tended	 to	 view	 them	 as	 clinical	 leaders	
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within	 their	 respective	 organisations.	 Whilst	 some	 were	 already	 in	 formal	

leadership	positions	prior	to	the	course	others,	such	as	Nicky,	they	have	taken	on	

additional	 roles	 with	 new	 staff	 and	were	 observed	 providing	 guidance	 during	

Ambulance	 responses.	 	 Nicky	 stated	 that	 there	 was	 ‘a	 world	 of	 difference’	

between	practice	pre	and	post	IAC	(p.3,	turn	28).			

	

Professional	development	has	been	assisted	by	the	IAC.		This	is	evidenced	by	the	

comments	 of	 	 IAC	 participants,	 and	 those	 familiar	 with	 it,	 who	 describe	 it	 as	

providing	“more	advanced	knowledge”	(Nicky,	p.4,	turn	34);	“set	to	shape	[the]	

ambulance	 crew	 to	be	more	professional”	 (Regan,	 p.2,	 turn	22);	 and	 “trying	 to	

bring	us	to	the	professional	level	but	[has	not	achieved]	that	yet”	(Devin	p.3,	turn	

62).			

	

Whilst	the	IAC	is	perceived	as	being	an	agent	of	change,	it	is	also	seen	as	limited	

in	its	ability	to	effect	change	due	to	the	limited	number	of	participants.		Reegan,	a	

participant	 with	 multiple	 roles	 within	 Penang	 EMS,	 including	 working	 as	 a	

Doctor	 stated	 that	 the	 IAC	 assists	 in	 making	 Ambulance	 practitioners	 more	

professional	 (p.2,	 turn	22)	and	assists	 in	 teaching	people	skills	 to	help	care	 for	

patients	 (p.4,	 turn	 52).	 	 However,	 this	 is	 tempered	 by	 the	 views	 expressed	 by	

Reilly,	that	the	impact	of	the	course	is	limited	by	the	number	of	people	that	have	

attended	 the	 course	 (p.	 9,	 turn	 100).	 	 Joyce,	 Greer,	 Dell	 and	 Kelsey	 were	

participants	with	a	role	in	HPP	and	had	not	heard	of	the	IAC	program.			

	

	

4.6.4	The	Management	of	Change	

	

Service	providers	within	Penang	can	be	separated	into	two	broad	groups:	NGO’s	

and	 Government.	 While	 this	 delineation	 initially	 seems	 clear	 the	 service	

provided	 by	 Bomba	 (Fire	 Service)	 and	 MCCD,	 while	 technically	 Government	

services,	 rely	mainly	 on	 a	 volunteer	workforce.	 	 Thus,	 these	 services	 are	 often	

considered	alongside	NGO’s	as	additional	to	those	provided	by	HPP.		In	general,	
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when	 participants	 referred	 to	 Government	 Ambulances	 in	 Penang,	 they	 were	

talking	about	those	services	provided	by	HPP.		When	referring	to	those	services	

provided	by	NGO’s	this	included	Bomba	and	MCCD.	

	

When	raising	the	issue	of	NGO’s	leading	change,	participants	first	discussed	the	

current	 context	 of	 limited	 resources	 as	 a	 primary	 reason	 for	 a	 lack	 of	

progression.	 	Resourcing	appears	 to	be	a	complex	 issue	with	differing	opinions	

amongst	 those	 interviewed	 as	 to	 the	 solutions	 available	 in	 the	 developing	

Malaysian	economy.		In	this	theme,	participants	examined	the	role	of	AMO’s	and	

their	limitations	as	prehospital	care	practitioners	as	well	as	some	of	the	driving	

factors	of	the	current	limited	resources.	

	

The	AMO	role	within	the	HPP	Emergency	Department	encompasses	work	within	

and	outside	of	 the	emergency	department.	 	This	role	has	 the	Diploma	qualified	

AMO’s	undertaking	duties	that	in	Australia,	New	Zealand	and	the	UK	would	have	

been	undertaken	by	Nursing	 staff	 and	Paramedics	 separately.	 	 Leigh	describes	

the	duties	undertaken	by	people	in	this	role:	

	

“In	Malaysia	they	are	trying	to	split	the	[AMO’s],	currently	today	in	hospital,	

[AMO’s]	 are	 doing	 two	 functions	…	 any	 patient	walk	 in	 to	 the	 emergency	

room	after	the	doctor	give	any	prescriptions,	they	did	any	IM	injections	the	

doctor	will	pass	the	prescription	card	to	the	[AMO]	…	They	are	the	same	guy	

that	need	to	respond	to	any	ambulance	call.		In	KL,	today	they	are	starting	

to	split	them.	So,	today	you	are	on	ambulance	run,	so	you	only	standby	for	

ambulance	run.	That	already	able	to	shorten	the	respond	time”	 (Leigh	p.5,	

turn	28).	

	

The	 recent	 split	 in	 the	AMO	 role	 to	 give	 a	 dedicated	 ambulance	 response	may	

have	 been	 the	 beginning	 of	 an	 acceptance	 of	 the	 unique	 nature	 of	 Ambulance	

practice.		Despite	this,	the	AMO	role	largely	remains	split	between	ED	duties	and	

Ambulance	 responses.	 	 Kelsey	 describes	 the	 difficulties	 in	 maintaining	 an	

ambulance	response	when	staff	are	required	in	the	ED	for	other	duties:	
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“For	the	first	second	and	third	call	we	already	have	dedicated	person	to	go	

for	 calls	 and	 also	 the	 ambulance	 as	well	 as	 the	 drivers.	 	 But	 after	 that	 it	

might	 be	 a	 bit	 difficult	 because	we	 have	 to	 call	 a	 person	 that	 is	 working	

inside	of	our	department,	that	also	[is	a]	busy	area,	to	go	out	and	respond	to	

the	ambulance	call	…	Sometimes	they	might	be	doing	procedures	and	they	

can’t	leave	the	thing,	just	like	that	or	they	might	be	working	in	other	places	

where	 they	 really	needed	 there,	 because	 there’s	 also	a	 resuscitation	going	

on	there.		That	is	a	few	things	that	we	can’t	avoid”	(Kelsey	p.3,	turn	44-46).	

	

The	 limited	availability	of	Hospital	staff	 to	attend	to	ambulance	calls	as	well	as	

increasing	 demand	 seems	 to	 have	 driven	 the	 reliance	 on	 NGO’s	 to	 provide	

additional	 services	 within	 Penang.	 	 Shannon	 comments	 on	 the	 ability	 of	 the	

Government	systems	to	cope	and	the	place	of	NGO’s	within	the	prehospital	care	

system.	

	

“In	Penang,	 as	 in	 the	 rest	 of	Malaysia,	 actually	we	 are	 very	 scarce	 on	 the	

number	of	ambulances	that	we	have,	which	are	belonging	to	what	we	call	

the	 Ministry	 of	 Health.	 	 So,	 we	 have	 tried	 to	 expand	 the	 number	 of	

ambulance[s]	 we	 have	 by	 actually	 incorporating	 them	 into	multiple	 non-

governmental	 agencies	 into	 this	 prehospital	 care	 system”	 (Shannon,	 p.2,	

turn	12).	

	

Reilly	supports	the	idea	that	NGO’s	are	not	only	integral	to	the	prehospital	care	

system	in	Penang,	but	the	system	would	likely	fail	without	them:	

	

“If	we	were	to	do	it	all	on	our	own,	we	wouldn’t	have	the	resources.		It	still	

needs	 to	 have	 the	 community	…	 to	 be	 able	 to	 cover	 the	 numbers	 of	 cases	

that	we	see.		For	example	…	I	think	we	see	about	14,000	Ambulance	calls	a	

year,	so	compared	to	maybe	6	years	ago,	it	was	probably	6000	calls.		So	the	

number	of	calls	have	been	increasing,	so	the	demand	is	also	been	increasing.		

So	although	[HPP]	still	manage	the	majority	of	all	the	ambulance	calls,	if	we	
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do	not	have	extra	help	from	the	other	organisations,	we	are	also	not	going	

to	be	able	to	cope”		(Reilly,	p.6,	turn	58).	

	

Similarly,	 Reegan	 views	 the	 involvement	 of	 NGO’s	 in	 prehospital	 care	 as	 an	

inevitable	 consequence	 of	 a	 lack	 of	 resources.	 	 However	 Regan	 makes	 the	

additional	comment	that	resourcing	is	linked	with	the	values	of	the	community:	

	

“In	 this	 part	 of	 the	world	 people	 don’t	 see	 health	 as	 something	 that	 they	

need	to	actually	invest	a	lot.		For	example,	someone	can	go	to	a	barber	shop	

have	their	hair	cut	for	RM50,	wait	there	for	two	or	three	hours	and	they	are	

very	 happy	 with	 the	 hair	 do.	 	 But	 if	 people	 go	 to	 a	 private	 [General	

Practitioner]	practice,	they	pay	the	RM20	consultation	fees,	Doctor	say		‘Oh	

ok,	 you	don’t	need	any	medications,	 consultation	 fee	 is	RM20’	 they	will	be	

screaming.	 	 That’s	 how	 it	 is,	 so	 money	 probably	 is	 there,	 but	 it’s	 not	

channeled	to	the	needs.”	(Reegan	p.5,	turn	58).	

	

In	 this	 way	 Greer	 makes	 it	 clear	 that	 economic	 affordability	 is	 linked	 with	

community	acceptance	of	what	 is	an	essential	service.	 	Without	the	community	

accepting	 ambulance	 practice	 as	 an	 essential	 part	 of	 health,	 development	 is	

unlikely	 to	 be	 well	 resourced.	 	 HPP,	 and	 indeed	 all	 healthcare	 in	 Malaysia,	 is	

provided	 at	 minimal	 cost	 to	 the	 public	 and	 the	 system	 itself.	 	 This	 universal	

healthcare	 system	 is	 something,	 in	 the	 author’s	 experience,	 that	 Malaysian	

society	 is	 accustomed	 to	 and	protective	 of.	 	However,	 as	Greer	points	 out,	 this	

may	have	led	to	an	unconscious	undervaluing	of	health	care.	

	

The	perceived	lack	of	value	placed	on	health	care	(and	by	association	prehospital	

care)	can	be	translated	into	a	lack	of	recognition	of	those	who	provide	that	care	

as	 professionals.	 	 In	 regards	 to	 community	 awareness	 and	 acceptance	 of	

improved	prehospital	care	practice	Regan	further	states	that:		

	

“Some	more	 aware	 person	might	 [be	 aware	 of	 IAC	 level	 prehospital	 care	

practice].	 	They	will	see	the	difference	of	 these	particular	crews,	 teams,	do	
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things	differently	and	they	will	be	happy	to	see	that	going	on.		But	basically	

the	majority	of	them	still	think	ambulance	is	a	form	of	emergency	taxi,	just	

come	and	pick	up	the	patient	and	go”		(Reegan	p.5	turn	60).	

	

As	NGO’s	are	organisations	supported	and	run	by	the	community	they	may	well	

have	an	 integral	 role	 in	developing	community	perceptions	as	prehospital	 care	

develops	 into	a	profession.	 	 In	 this	way,	participants	 in	 this	study	reflected	 the	

importance	of	community	acceptance	which	assists	in	defining	a	profession.	The	

views	 of	 the	 community	 are	 an	 important	 aspect	 of	 the	 development	 of	 any	

profession	(Greenwood,	1984).		

	

The	integral	role	of	NGO’s	was	seen	as	a	strength	of	the	current	EMS	system	in	

Penang	 and	 while	 some	 participants	 (Joyce,	 Greer,	 Dell,	 Shannon	 &	 Kelsey)	

discussed	the	need	for	co-ordination	involving	a	Government	agency,	all	except	

one	 participant,	 voiced	 the	 opinion	 that	 NGO’s	 would	 still	 need	 to	 maintain	 a	

leading	 presence	 in	 development	 of	 the	 EMS	 system.	 	 Reilly,	 who	 expressed	 a	

view	 that	 there	 should	 be	 one	 Government	 run	 ambulance	 service	 made	 no	

comment	in	relation	to	the	funding	or	feasibility	of	this	idea.		The	nature	of	how	

this	change	could	occur	was	also	a	topic	raised	by	participants.	

	

Change	was	 seen	 as	 something	 that	 can	 happen	 from	 the	 government	 or	 from	

society.	 	 Reegan	 commented	 that	 individual	 providers	 in	 Penang	 are	 currently	

working	 towards	 improving	 the	 EMS	 system	 in	 Penang	 by	 building	 public	

awareness	 for	the	need	to	 improve	and	the	alternative	 is	 to	“wait	 for	miracles”	

from	a	policy	maker	that	 is	passionate	about	prehospital	care	(pp.6-7,	 turn	82-

84).	 	 Overall,	 NGO	 led	 change	 was	 seen	 as	 difficult	 to	 achieve	 but	 the	 only	

realistic	method	of	achieving	improvements	to	the	system.	

	

	

In	 the	 next	 chapter	 the	 themes	 are	 discussed	 in	 relation	 to	 the	 research	

question	along	with	limitation	of	this	study	and	areas	of	future	research.	
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CHAPTER	FIVE	

5.1	Introduction	

	

This	 study	sought	 to	describe	 the	 IAC	course	 in	 terms	of	 the	development	of	 a	

distinct	 identity	 for	 ambulance	 practitioners	 within	 Penang.	 	 What	 was	 being	

examined	was	how	improved	education	may	have	contributed	to	a	change	in	the	

values	and	beliefs	within	a	developing	profession.		Greenwood	(1984)	describes	

the	 existence	 of	 a	 distinct	 body	 of	 knowledge	 as	 one	 of	 the	 attributes	 of	 a	

profession	therefore,	this	study	sought		to	ascertain	if	the	IAC	has	contributed.	To	

the	 development	 of	 this	 body	 of	 knowledge	 in	 Penang.	While	 it	 is	 not	 feasible	

that	 one	 course	 in	 isolation	 could	 achieve	 the	 creation	 of	 a	 distinct	 body	 of	

knowledge	 throughout	 ambulance	 practice,	 examination	 of	 how	 the	 IAC	 has	

contributed	to	this	remains	a	key	aspect	of	professional	development.	

	

The	 preceding	 chapters	 demonstrated	 a	 consistent	 lack	 of	 research	 and	

literature	 regarding	 ambulance	 practice	 in	 Malaysia	 and	 other	 developing	

countries.	 	 However,	 the	 published	 literature	 presents	 conflicting	 views	 of	 the	

current	state	of	services	and	a	number	of	questions	that	remain	unanswered.			

	

The	 IAC	 is	 not	 the	 only	 course	 available	 to	 ambulance	 practitioners	 in	 Penang	

Malaysia	and	not	the	only	factor	that	might	advance	professionalism.			There	are	

other	prehospital	education	programs	available,	which	are	offered	at	university	

level	 in	Malaysia	(such	as	the	Bachelor	of	Science	(Hons.)	Paramedic	Science	at	

Asia	 Metropolitan	 University).	 	 However,	 to	 date	 there	 has	 been	 no	 research	

conducted	 to	 establish	 how	 this	 level	 of	 education	 impacts	 upon	 the	

development	of	a	prehospital	care	profession	in	Malaysia.			

	

This	is	contrasted	by	an	increasing	body	of	literature	from	Australia	and	the	UK	

describing	 components	of	professional	 education	and	 the	 impact	on	 improving	

quality	 of	 care	 (Boyle,	Williams,	 &	 Burgess,	 2007;	Williams,	 Boyle,	 &	 O’Meara,	
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2009;	Williams,	 Onsman,	 &	 Brown,	 2012;	Williams,	 Onsman,	 &	 Brown,	 2009).		

Whilst	 the	 link	between	professional	development	and	practice	and	ambulance	

demand	is	yet	to	be	researched,	an	intuitive	link	between	the	quality	of	practice	

and	training	and	demand	for	those	services	may	seem	clear.	

	

5.2	Discussion		

	

By	 examining	 the	 way	 in	 which	 the	 participants	 of	 the	 IAC	 course	 and	

professions	 associated	 with	 the	 provision	 of	 prehospital	 care,	 it	 is	 possible	 to	

build	 a	 picture	 of	 a	 developing	 profession.	 	 Essentially,	 the	 goal	 was	 to	

demonstrate	that	 it	was	possible	to	move	more	toward	a	model	of	professional	

ambulance	practice	and	away	from	a	transport	medium.		

	

The	 IAC	 was	 built	 on	 a	 foundation	 of	 well-developed	 education	 within	 South	

Australia,	 however	 it	was	not	 known	what	 the	 impact	 of	 this	 course	would	be	

when	 delivered	 in	 a	 very	 different	 ambulance	 environment,	 that	 of	 Penang,	

Malaysia.	 	 Understanding	 this	 impact	 is	 an	 important	 step	 to	 developing	 the	

prehospital	care	industry	within	Penang.	 	Significantly,	these	study	participants	

chose	 to	 identify	 the	 service	 provider	 for	whom	 the	 IAC	 has	 become	 a	 central	

part	 of	 training	 (SJAM	 Penang).	 They	 were	 able	 to	 identify	 a	 link	 between	

improved	education	via	the	IAC	and	professional	development.		The	existence	of	

the	program	as	a	specific	prehospital	care	program	appears	to	have	assisted	 in	

contributing	 to	 a	 specific	 body	 of	 knowledge,	 which	 is	 relevant	 and	 accepted	

within	 Penang’s	 EMS	 system.	 	 The	 perception	 of	 the	 IAC	 as	 being	 an	 agent	 of	

change	within	the	EMS	system	may	assist	in	establishing	the	course	at	the	core	of	

future	training	and	education	developments.			

	

The	 IAC	 as	 a	 foundational	 EMS	 program	 is	 particularly	 relevant	 when	

considering	the	theme	presented	above	of	the	direct	causal	relationship	linking	

training	 and	 competence	 in	 practice.	 	 The	 perception	 of	 improved	 training	

leading	 to	 improved	 competence	 is	 noted,	 however	 what	 may	 be	 of	 greater	
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interest	 to	 policy	makers	 is	 the	 association	 of	 the	 IAC	 as	 leading	 to	 improved	

quality	of	care.		Whilst	this	study	did	not	set	out	to	describe	the	impact	of	the	IAC	

on	 quality	 of	 care,	 this	 finding	 of	 the	 perceived	 improved	 level	 of	 competence	

does	suggest	that	participants	consider	the	course	as	one	advancing	the	quality	

of	care	available	in	Penang’s	EMS	system.		

		

5.2.1	Education	and	a	body	of	knowledge	

	

At	 the	 core	 of	 the	 professional	 development	 has	 been	 the	 education	 base	

provided	 to	 Paramedics.	 	 Having	 a	 distinct	 body	 of	 knowledge	 alone,	 as	

Greenwood	(1984)	described,	does	not		solely	create	a	profession.		It	is,	however,	

one	 of	 the	 attributes	 and	 an	 important	 step.	 This	 study	 sought,	 in	 part,	 to	

ascertain	if	such	a	body	of	knowledge	was	being	or	had	been	created	by	the	IAC.	

Evidence	 of	 this	 finding	 is	 provided	 from	 two	 distinct	 perspectives:	 those	

participants	who	 have	 knowledge	 or	 have	 attended	 the	 course	 and	 those	who	

have	knowledge	of	the	EMS	environment	in	Penang,	but	no	direct	knowledge	of	

the	 course.	 	 Out	 of	 the	 six	 participants	with	 knowledge	 of	 the	 course,	 five	 had	

previously	attended.	

	

The	sharing	of	ambulance	theory	that	has	been	well	established	in	Australia	for	

many	years	may	in	fact	be	something	new	for	Malaysia.		In	that	way	the	IAC	may	

contribute	 to	 the	 development	 of	 a	 distinct	 body	 of	 knowledge	 despite	 using	

principles	and	practice	that	are	well-established	in	Australia.	

	

The	finding	that	graduates	of	the	IAC	program	are	perceived	to	possess	a	distinct	

body	of	knowledge	 regarding	prehospital	 care	practice	 is	 significant.	 	Having	a	

distinct	body	of	knowledge,	and	recognition	that	it	is	this	body	of	knowledge	that	

contributes	to	the	wellbeing	of	patients,	has	meant	that	the	graduates	of	the	IAC	

have	 begun	 the	 process	 of	 being	 recognised	 as	 a	 distinct	 group.	 	 This	 adds	

support	to	the	notion	that	the	IAC	is	contributing	to	professional	development	of	

ambulance	practice	in	Penang.	
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Participants	 of	 the	 study	 generally	 commented	 that	 SJAM	 was	 ranked	 higher	

than	all	of	the	other	NGO’s	due	to	their	training	being	of	a	higher	standard.		The	

training	at	SJAM	consists	of	the	BAC,	followed	by	the	IAC.		As	the	majority	of	IAC	

attendees	have	been	drawn	from	SJAM,	it	is	reasonable	to	conclude	that	the	IAC	

at	 least	 contributes	 to	 the	 view	 that	 SJAM	 provides	 a	 higher	 standard	 of	 care	

amongst	 the	 NGO’s.	 	 The	 ranking	 of	 service	 providers	 by	 participants	 in	 this	

study	 is	 noted	 in	 so	 far	 as	 it	 highlights	 the	 differences	 in	 training	 and	 service	

delivery	standards	between	the	various	providers	of	emergency	services.			

	

Noting	 these	 differences	 brings	 to	 light	 the	 inconsistency	 and	 differences	

between	 service	 provision	 and	 the	 general	 agreement	 that	 the	 SJAM	 service	 is	

placed	 ahead	 of	 other	NGO	providers	 is	 significant.	 	 SJAM’s	 primary	difference	

has	been	their	uptake	and	support	in	providing	the	IAC	and	while	this	fact	alone	

cannot	be	said	 to	have	been	solely	responsible	 for	 their	perceived	comparative	

success,	it	is	likely	to	be	a	contributing	factor.	

	

5.2.2	Outcomes	in	Relation	To	Ambulance	Service	Provision	

	

Participants	 in	 this	 study	 expressed	 ideas	 regarding	 the	 development	 of	

prehospital	care.		They	tended	to	frame	this	discussion	in	terms	of	quality	of	care	

and	training,	however	participants	generally	expressed	a	clear	understanding	of	

developmental	 needs	 and	 an	 idea	 of	 how	 that	 could	 be	 achieved.	 	 Quality	 and	

common	standards	were	seen	as	an	integral	part	of	development.		

	

The	 empirical	 assessment	 of	 the	 quality	 of	 prehospital	 of	 care	 is	 difficult	 and	

inconsistent	across	jurisdictions.	.		As	discussed	earlier,	the	differences	in	service	

provision	internationally	and	in	Malaysia	mean	that	direct	comparison	in	terms	

of	quality	of	care	is	problematic.		It	is	unclear	the	exact	standard	that	participants	

individually	chose	to	use	as	a	guide	to	their	ranking	of	service	providers	and	this	

was	not	the	focus	of	interview	questions.	
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Until	now,	the	medical	profession	has	dominated	the	discussions	on	EMS	service	

provision	 in	 Malaysia	 and	 this	 seems	 to	 have	 continued	 within	 the	 tertiary	

programs	developed	to	date.	 	Yet,	Paramedic	practice	has	separated	 itself	 from	

other	medical	practice	in	some	developed	systems	(Mason	et	al.,	2003;	Raven	et	

al.,	2006).	 	This	developmental	milestone	 is	 something	 that	has	yet	 to	occur	 in	

Penang;	participants	in	this	study	recognised	this	as	the	next	logical	step.	

	

It	 appears	 that	 a	 lack	 of	 regulatory	 control	 on	 what	 actually	 constitutes	

ambulance	 practice	 in	 Penang	 has	 led	 to	 a	 system	 that	 defies	 accurate	

description	 as	well	 as	 development	 beyond	 basic	 services.	 	 Those	 participants	

who	described	 their	 ideal	ambulance	system	commented	 that	 the	NGO’s	would	

likely	maintain	their	roles	within	it.	 	Despite	having	little	knowledge	of	systems	

outside	 of	 Asia,	 most	 participants	 described	 an	 EMS	 system	 similar	 to	 that	 of	

Norway.	 	The	Norwegian	system,	while	Government	funded,	 is	a	hybrid	system	

which	makes	use	of	private	companies	and	NGO’s	to	provide	services	and	retains	

co-ordination	and	control	within	public	hospitals	(Langhelle	et	al.,	2004).		

	

Given	 that	 Penang	 lies	 within	 a	 country	 that	 struggles	 with	 economic	

development	 generally	 (Hauswald	 &	 Yeoh,	 1997a;	 Jaafar	 et	 al.,	 2013;	 United	

Nations,	 2014),	 the	 affordability	 state	 run	 services	 remains	 questionable.		

Ambulance	 services	 based	 on	 the	 current	 models	 within	 developed	 countries	

tend	to	be	unaffordable	within	developing	healthcare	systems	(Altintas,	Bilir,	&	

Tuleylioglu,	1999;	Hauswald	&	Yeoh,	1997b).			

	

While	 the	 exact	 nature	 of	 the	 development	 of	 the	 EMS	 system	 in	 Penang	 is	

debatable	 the	 point	 of	 greatest	 interest	 for	 this	 study	 is	 that	 the	 ambulance	

practitioners	 themselves	 appear	 to	 be	 involved	 in	 the	 debate.	 	 Previously	 this	

debate	was	restricted	to	the	medical	profession.		Participants	who	were	not	from	

that	profession	were	able	 to	express	a	clear	vision	of	 their	 ‘ideal’	 system,	all	of	

which	are	possible	to	 implement	 in	Penang.	 	This	means	that	participants	from	

the	ambulance	background	are	beginning	to	contribute	to	the	debate	regarding	
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development	 of	 practice,	 giving	 further	 evidence	 to	 the	 development	 of	 a	

profession.			

	

5.2.3	Community	involvement	

	

The	views	of	the	community	are	an	important	aspect	of	the	development	of	any	

profession.	 	Community	acceptance	and	recognition	 forms	part	of	Greenwood’s	

(1984)	definition	of	a	profession.		As	NGO’s	are	organisations	supported	and	run	

by	the	community	they	may	well	have	an	integral	role	in	developing	community	

perceptions	as	prehospital	care	develops	into	a	profession.			

	

Participants	 in	this	study	saw	community	involvement	via	NGO	participation	in	

the	EMS	system	in	Penang	as	important.		This	may	well	contribute	to	community	

acceptance	of	an	ambulance	profession,	however	this	aspect	of	professionalism	

was	not	considered	by	this	study.	

	

5.2.4	Areas	of	development	for	the	emerging	profession	of	prehospital	

care	practice	

	

The	IAC	has	impacted	on	the	emerging	profession	with	the	increased	educational	

opportunities.		As	seen	in	Chapter	Four	the	participants	in	this	study	have	come	

from	a	wide	group	of	professional	 and	non-professional	backgrounds,	 yet	hold	

similar	beliefs	on	the	future	directions	for	the	ambulance	services	in	Penang	and	

wider	Malaysia.		

	

The	impact	of	this	research	for	the	participants	and	their	discussion	has	renewed	

focus	 on	 what	 constitutes	 good	 ambulance	 education	 and	 practice	 within	

Penang.		Participants	did	not	comment	on	the	content	of	the	IAC	as	much	as	the	

fact	that	the	course	exists	and	therefore	allows	them	to	express	what	they	need	

in	terms	of	prehospital	care	education.	
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While	research	along	similar	 lines	 to	 this	study	 is	sparse,	 some	support	can	be	

found	in	the	understanding	of	the	way	in	which	education	professionals	change	

their	practice.			Building	on	the	work	of	Lewin	(1935),	Fullan	(1999)	and	Fullan	

and	 Hargreaves	 (1996),	 Guskey	 (2002)	 developed	 a	 model	 which	 leads	

sequentially	 from	professional	development	 through	changes	 in	 the	practice	of	

teaching	 to	 a	 change	 in	 student	 outcomes.	 	 Ultimately	 the	 model	 ends	 with	 a	

change	in	the	teachers’	values	and	beliefs.		

	

Applied	to	the	context	of	this	study,	the	impact	of	the	IAC	is	more	about	effecting	

a	 change	 in	 the	 values	 and	 beliefs	 that	 are	 guiding	 the	 occupation	 towards	

professionalism,	 than	 the	 clinical	 base	 of	 the	 education	 packages	 themselves.		

Where	 Guskey	 (2002)	 talked	 of	 student	 outcomes	 and	 teacher	 development	

being	 driven	 by	 improved	 student	 outcomes,	 patients	 and	 patient	 outcomes	

could	 easily	 be	 substituted.	 	 In	 Penang	 this	 means	 that	 further	 developing	

prehospital	along	 the	path	 to	becoming	a	profession	could	be	driven	through	a	

desire	to	improve	patient	outcomes.	

	

The	sequence	of	events	which	 leads	 to	a	changes	 in	professional	behavior	 is	of	

particular	 importance	 (Guskey,	2002).	 	 Leading	with	professional	development	

focused	on	improved	outcomes	can	prove	more	effective	than	other	approaches.		

Programs	of	professional	development	seldom	have	the	desired	outcome	unless	

the	 positive	 change	 can	 be	 seen	 in	 action	 (Bolster,	 1983).	 	 The	 relationship	

between	 perceived	 competence	 and	 training	 seen	 in	 the	 outcomes	 of	 this	

research	 is	a	 tangible	example	of	 the	evidence	of	 the	potential	 for	professional	

development	provided	by	a	specialist	training	program,	such	as	the	IAC.	

	

While	the	IAC	has	trained	a	very	small	proportion	of	ambulance	practitioners	in	

Penang	 it	 is	 clear	 that	 the	 perception	 of	 those	 involved	 in	 the	 study	 that	 the	

course	 is	 providing	 a	 much-needed	 boost	 to	 clinical	 knowledge	 and	 their	

professional	development.		Participants	in	this	study	explained	that	the	creation	

of	 the	 IAC	 has	 not	 only	 extended	 the	 knowledge	 base	 of	 those	 who	 have	

attended,	it	has	also	shown	others	what	can	be	achieved	by	improved	education	
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in	a	field	that,	until	now	has	seen	only	minimal	development	in	Penang.		Thus	it	

is	 not	 simply	 the	 participants	 of	 the	 course	 that	 have	 benefited,	 but	 the	 EMS	

system	as	a	whole.	

	

The	 IAC	 and	 similar	 courses	 are	 seen	 as	 by	 participants	 as	 possible	 ways	 of	

achieving	 standardisation	 and	 therefore	 improving	 service	 provision.	 	 This	 is	

dependent	 on	 the	 courses	 being	 accepted	 as	 achieving	 appropriate	 standards	

and	supported	by	all	services.		Political	and	financial	support	for	such	change	is	

essential.	

	

This	study	considered	the	impact	of	IAC	in	terms	of	some	aspects	of	professional	

development,	 as	 presented	 by	 Greenwood	 (1984).	 	 The	 outcomes	 presented	

focus	mainly	on	the	development	of	a	specific	body	of	knowledge	and	an	identity	

for	 prehospital	 care	 practitioners	 in	 Penang.	 	 Professional	 development	 is	 a	

process	that	may	well	take	considerable	time	and	cannot	be	achieved	by	a	single	

educational	 program,	 however	 it	 is	 important	 to	 consider	 the	 contribution	 the	

IAC	has	made	 to	 that	 journey.	 	 The	 table	 below	outlines	 how	 this	 study	 aligns	

with	 parts	 of	 Greenwood’s	 understanding	 of	 the	 attributes	 of	 a	 profession,	 as	

well	those	areas	that	may	require	further	research.	

	

	

Table	6:	Observable	Professional	Attributes	and	the	Findings	From	This	Study		

	
Attribute	(from	

(Greenwood,	

1984)	

Demonstrated	by	 Application	to	this	study	 Findings	from	this	study		

A	 systematic	
body	of	theory		

	

Systematic	and	
documented	
practice	with	
standard	
procedures	or	
guidelines	

While	 evidence	 of	 this	 is	
difficult	to	observe	in	practice,	
a	 systematic	 approach	 to	
practice	 and	 handover	 can	
indicate	 that	 a	 systematic	
body	 of	 theory	 exists	 within	
an	organisation.		

Practice	 from	 the	 IAC	 graduates	 is	
viewed	 as	 systematic	 .	 	 The	 IAC	 is	
seen	as	providing	improved	patient	
care.		

Authority		 Trust	 given	 and	
advice	 sought	

Authority	 in	 this	 setting	 is	
about	 the	 respect	 with	 which	

Patient	 handover	 is	 more	
consistently	given	by	IAC	graduates	
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	 from	 members	 of	
the	 profession	 by	
other	 professions	
or	members	of	 the	
public	

	

the	emergency	medical	staff	at	
the	 hospital	 gave	 to	 the	
ambulance	 crew.	 	 This	 can	be	
evident	 in	 the	 handover	 and	
the	extent	 to	which	 it	 is	given	
and	received.	

and	 Medical	 staff	 (Doctors)	
expressed	 a	 view	 that	 the	 IAC	
improves	 medical	 care.	 	 The	 IAC	
trained	providers	we	seen	by	other	
medical	 professionals	 as	 providing	
a	higher	quality	of	care.	

Community	
sanctions		

	

Respect	 and	
recognition	 by	 the	
community	

	

Community	 views	 were	 not	
canvassed	 during	 this	
research.		

This	 is	 an	 area	 for	 possible	 future	
research.	

Ethical	codes		

	

Guidelines	 for	 the	
ethical	 conduct	 of	
the	profession		

	

Ethical	 codes	 were	 not	
observed	during	this	research.	

This	 is	 an	 area	 for	 possible	 future	
research.	

A	Culture		

	

A	 distinct	 way	 of	
interacting	 and	 an	
identity	 separate	
from	 other	
professional	
groups.	

Ambulance	 culture	 in	
Malaysia	 is	 yet	 to	 be	
described.	 The	 complex	
nature	 of	 the	 cultural	 context	
within	 Penang,	 makes	 this	
aspect	 challenging	 to	 observe	
with	any	certainty.			

This	 is	 an	 area	 for	 possible	 future	
research.	

	

	

5.2.4	Appropriate	methodology	and	methods	

	

This	 study	 describes	 the	 impact	 of	 an	 education	 program	 that	 is	 attributed	 to	

current	changes	within	the	Penang	EMS	system	and	what	it	might	mean	for	the	

future	of	an	emerging	profession.		Using	a	qualitative	methodology	to	collect	and	

examine	 data,	 the	methodology	 enabled	 the	 researcher	 to	 understand	 various	

issues	 at	 hand.	 Focused	Ethnography	 has	 been	 described	 as	 a	 context	 specific,	

time-limited	 study	 focused	on	 situations	within	 groups	 (Knoblauch,	 2005).	 	 As	

such	 this	 methodology	 is	 suited	 to	 the	 study	 of	 the	 constructed	 concept	 of	

professionalism	within	Ambulance	practice.	

	

This	study	sought,	in	part,	to	describe	the	ways	in	which	the	IAC	has	contributed	

to	professional	development	through	the	perceptions	of	participants	gained	by	in	

depth	interviewing	and	observation.		The	findings	described	in	Chapter	four,	give	

a	 clear	 indication	 that	 the	 IAC	 is	 beginning	 to	 change	 the	 values	 and	beliefs	 of	
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those	who	have	attended	and	those	who	work	within	the	EMS	system	in	Penang.		

This	provides	evidence	of	an	emerging	prehospital	care	profession	in	Penang.	

5.3	Limitations	

	

There	 are	 several	 issues	 that	 need	 to	 be	 addressed	 when	 considering	 the	

limitations	of	this	study.	 	The	two	main	limitations	arise	from	the	nature	of	the	

research	 question	 and	 therefore	 the	 methodology	 and	 the	 fact	 that	 the	

researcher	was	one	of	the	key	people	to	design	and	implement	the	IAC	program,	

which	is	the	focus	of	this	study.		

	

It	 is	difficult	to	estimate	the	numbers	of	people	involved	in	Ambulance	practice	

within	Penang	(due	to	the	volunteer	nature	of	the	NGO’s	and	the	transient	nature	

of	 the	 Government	medical	 staff).	 	 However	 it	 is	 clear	 that	 the	 number	 of	 IAC	

trained	 Ambulance	 practitioners	 is	 only	 a	 small	 proportion	 of	 all	 Ambulance	

practitioners.	 	 An	 expansion	 of	 the	 IAC	 program	 and	 acceptance	 by	 agencies	

other	 than	 SJAM	 is	 required	 for	 the	 program	 to	 have	 a	 wider	 impact	 on	

professional	development	at	a	systemic	level.			

	

5.3.1	Limitations	within	the	Methodology,	Method	and	Ethics	

	

From	some	perspectives	(such	as	a	logical	positivist	perspective)	a	limitation	of	

the	 research	 design	may	 be	 found	 in	 the	 influence	 the	 researcher	 had	 on	 the	

outcomes.	 	 The	 researcher	 was	 one	 of	 the	 leading	 people	 in	 the	 creation	 and	

design	 of	 the	 IAC	 program	 and	 remains	 involved	 in	 teaching	 and	 curriculum	

development.		It	is,	in	fact,	through	his	interest	in	developing	and	improving	the	

program	that	this	research	was	conceived	and	undertaken.		While	care	was	taken	

within	 the	 design	 of	 this	 study,	 the	 influence	 of	 the	 researcher	 must	 be	

mentioned	as	a	possible	limitation	to	this	research.	
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Researcher	 influence	 remains	 a	 contentious	 issue	 within	 research	 in	 general	

(Liamputtong,	 2013).	 	 Reflexivity	 has	 been	 discussed	 earlier	 in	 relation	 to	

observations,	 however	 in	 accepting	 (or	 rejecting)	 the	 findings	 of	 this	 research,	

attention	must	be	paid	 to	 the	ways	 in	which	 the	 researcher	has	consciously	or	

unconsciously	allowed	his	values	and	beliefs	to	influence	the	work.		

	

Guba	 and	 Lincoln	 (2005)	 comment	 that	 values	 cannot	 be	 extracted	 from	 any	

research	process:	

	

“Some	ways	that	values	feed	into	the	inquiry	process:	choice	of	the	problem;	

choice	 of	 the	 paradigm	 to	 guide	 the	 problem;	 choice	 of	 the	 theoretical	

framework;	choice	of	the	major	data	gathering	and	data-analytic	methods;	

choice	of	 context;	 treatment	of	values	already	resident	within	 the	context;	

and	choice	of	format/s	for	presenting	findings.”	(p.215).	

	

The	researcher	being	part	of	the	system	within	which	they	are	researching	is	not	

uncommon	within	 ethnographic	 and	 indeed	 qualitative	 enquiry	 (Liamputtong,	

2013;	Maxwell,	2013;	Minichiello,	2004).		However,	through	the	use	of	reflexivity	

and	critical	subjectivity	(Guba	&	Lincoln,	1989;	Guba	&	Lincoln,	2005)	as	well	as	

processes	within	the	research	to	ensure	rigor,	 this	 limitation	 is	minimised.	The	

concepts	 of	 trustworthiness	 and	 authenticity	 contribute	 to	 rigor.	 	 Through	 the	

use	of	validation	of	themes	and	triangulation	of	methods,	as	well	as	the	process	

of	continuous	data	analysis,	rigor	has	been	demonstrated.			

		

This	 research	 utilised	 triangulation	 through	 interviews,	 observations	 and	

validation	of	the	themes	as	a	means	of	identifying	and	reducing	the	influence	of	

the	 researcher	 (Minichiello,	2004).	 	While	 it	would	not	be	accurate	 to	describe	

the	researcher	as	 independent,	 it	was	not	the	 intention	of	this	research	to	seek	

such	 independence.	 	 The	 researcher	 simply	 remained	 critically	 aware	 of	 his	

possible	 influences	 as	 the	 research	 developed.	 	 Critically	 reflecting	 on	

observations,	 and	 checking	 meaning	 where	 possible	 with	 the	 participants,	
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actively	 managed	 the	 issue	 of	 researcher	 influence	 managed	 throughout	 the	

research	process.	

	

5.3.2	Temporal	Limitations	

	

This	 research	 set	 out	 to	 describe	 the	 ways	 in	 which	 the	 IAC,	 being	 a	 specific	

educational	 program,	 may	 have	 influenced	 the	 development	 of	 professional	

ambulance	 practice	 in	 Penang,	 Malaysia.	 	 Whilst	 there	 may	 well	 be	 wider	

implications	 for	other,	 similar	settings,	 it	 is	 important	 to	note	 that	 in	much	the	

same	way	 as	 the	 impact	 of	 the	 course	 cannot	 be	 completely	 described	within	

these	pages,	the	same	is	true	to	the	variations	in	practice	and	policy	in	settings	

outside	 of	 that	 described	 in	 this	 study.	 The	 prehospital	 care	 system	 within	

Penang	is	developing	and	constantly	changing,	just	as	any	system	will	constantly	

change.	 	 The	 views	 gathered	 over	 the	 course	 of	 this	 investigation	 relate	 to	 a	

specific	time	within	the	lived	experiences	of	the	participants.		

	

5.4	Further	research	

	

This	study	has	provided	evidence	that	an	ongoing	program	of	research	is	needed	

to	develop	a	model	for	change	within	the	prehospital	care	system	in	Penang.			

	

Possible	research	issues	and	questions	could	include:	

	

• Which	 factors	contribute	 to	 the	high	attrition	rate	of	Ambulance	staff	 in	

Penang?	

• Why	 those	 completing	 the	 IAC	 did	 not	 stay	 in	 the	 Penang	 Ambulance	

service?	

• What	are	the	political	and	financial	issues	affecting	prehospital	training	in	

Penang?	
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• A	 population	 survey	 would	 also	 shed	 some	 light	 on	 the	 levels	 of	

education,	training	and	career	planning	of	prehospital	staff.	

• Is	 there	 a	 move	 towards	 attaining	 the	 attributes	 of	 a	 profession	 as	

described	 by	 Greenwood	 (1984)	 which	 were	 not	 considered	 in	 this	

research.	
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Appendix	1:	IAC	Course	Description	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

The Intermediate Ambulance Care Course!!
Introduction and Course Overview 
!
The Intermediate Ambulance Care (IAC) Course has been developed over the last five years by a 
small team of Doctors and ambulance staff in Penang with assistance from experienced 
Paramedics based in Australia.  The course is based around the Certificate IV in Ambulance 
Practice, in use throughout Australia, and incorporate best practice recommendations from ARC, 
ILCOR and other leading prehospital care bodies throughout the world.  The course is run over 30 
weeks and incorporates 20 days of face to face, practical based sessions.!!
What is expected of me as a student?!!
This course will be different to most others that you have done.  We are interested in helping you 
develop your skills in critical thinking as well as practical ambulance skills.  Basically we want to 
know why you are doing things as well as what you are doing.!!
You will need to have had some experience or previous training in prehospital care.  For those 
lucky enough to have done the Basic Ambulance Care course, that is enough.  If you do not 
practice in Penang, you may not have had access to this course, so we will consider your training 
or experience on a case by case basis.!!
There will be weekly online discussion forums to participate in.  The majority of the learning will 
take place in these forums and you will be expected to spend approximately 5 hours per week 
completing this.  The forums are easy to use and you don't need to be a computer genius to use 
them.!!
You will need internet access and while some people have used their smart phones to complete 
this it is a lot easier on a computer or tablet.!!
The face to face sessions, or intensives, are run throughout the course and the dates will be given 
to you well in advance.  They will be held in Penang at either the HPP Skills Lab or St. John HQ 
building.  You will be expected to attend each and every day of these as it is difficult to catch up if 
you miss a day.!!
You will be expected to pass each section of the course before proceeding to the next. !!
Topics covered in the course:!!
Module 1:  Introduction to Paramedic Practice!
Module 2:  Respiratory Emergencies!
Module 3:  Cardiovascular Emergencies (including basic ECG diagnosis) !
Module 4:  Medical & Behavioural Emergencies!
Module 5:  Traumatic Emergencies!
Module 6:  Special Populations!!!!!!
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2015 Course dates and venues 
!
For 2015 the course will start on 10th January 2015.  The intensives have been scheduled over 
weekends plus one weekday to minimise time off work for students.  Intensive 3 & 4 dates may 
change slightly due to the availability of instructors.  The dates for the intensives are:!!
Intensive 1 Jan 10, 11, 12 & 17,18!
Intensive 2 March 14, 15, 16 & 21, 22!
Intensive 3 May 16, 17, 18, & 23, 24!
Intensive 4 July 18, 19, 20 & 25, 26!!
Please note that each week from 10th January until July 26th you will need to put in about 5 hours 
work in order to complete the course.!!
The course will be taught at either the skills lab of Penang General Hospital or the headquarters 
building of St John Ambulance, Malaysia, State of Penang.  Directions will be given to students 
well in advance of the start of the intensives. !
So why should I do the IAC - I’ve been trained by my service already and 
I don't even work for St John Ambulance Malaysia, State of Penang? 
!
There are some very good courses run by various agencies throughout Malaysia.  The IAC seeks 
to build of the good work already done and extend that knowledge even further.  The course 
represents an attempt to improve the standard of education in prehospital care service provision in 
Malaysia.  There are a few courses around, including some very expensive internet based ones.  
We believe that we have developed a course that is appropriate for Malaysia and does not seek to 
impose a foreign system of EMS.  !!
Unfortunately, there are also very few courses that have had significant input from currently 
practicing, experienced Paramedics.  A number of available courses seem to teach hospital based 
medicine in the mistaken belief that it can be easily translated to the prehospital environment.!!
This course is not specific to one service.  It has been developed by a team of people from 
Malaysia, Thailand and Australia who all work for different service providers and brine different 
perspectives.!!
Will I get a ‘recognised’ qualification 
!
The IAC is recognised by Flinders University as equivalent to an Australian Certificate IV and 
allows equal credit towards the Bachelor of Paramedic as that qualification.  The IAC also meets 
the education requirements for associate membership to Paramedics Australasia (the peak 
professional body for Paramedics in Australia and New Zealand).!!
There is currently no global standard as to what makes a Paramedic.  For example, in Australia, 
the UK and New Zealand the general standard is a university degree, followed by approximately 
one year of internship with an experienced Paramedic.  In some countries a weekend course is all 
it takes (and the ability to write ‘Paramedic’ on your shirt).!!
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In Australia there is no national registration and vast differences in the practice standards between 
states.  In the UK there is registration, however a Paramedic from Australia cannot simply go and 
work there as the practice is quite different.!!
So, basically there is no single body to recognise any qualification.  We could have provided 
something that was recognised in Australia or the UK, however that would not hold much meaning 
in Malaysia.!!
What we have done is to ensure that we have included an understanding of best practice and 
explained where that has come from.  In some cases we will even discuss why ‘best practice’ 
differs between different parts of the world.  To ensure we had some external verification of the 
quality of the material we had the Paramedic School at Flinders University in Adelaide take a look 
and they were satisfied which what we had produced.!!
OK, I’m interested.  Where do I sign up? 
!
Firstly, if you have any questions or need clarification on any aspects of the course I would strongly 
encourage you to talk with us before deciding to sign up.  If you wish to sign up, please email one 
of the people below with your contact details.!!
Your primary contact people are:!!
Matt Perry ! ! matperry@me.com!
Mike Rushby! ! mrushby000@gmail.com!
Grant Gallagher ! grant.Gallagher@sahealth.sa.gov.au!!
COURSE COSTS:!!
While the course is taught by volunteers from Australia and other parts of the world, there are still 
significant costs to bring this expertise to Malaysia.  We have limited the expense to students as 
much as we can and currently the course costs a total of RM1000.00 (similar online courses can 
cost up to US$5000.00!).!!
You will need to pay a deposit of RM500.00 by December 20th 2014 to secure your place.  The 
remainder will be due by the end of the first intensive.  You can withdraw at any point during the 
first intensive if you decide the course is not for you and you will only pay the costs associated with 
that intensive.  !!
!
Thank you for reading this introduction.  If you have questions or would just like to chat, feel free to 
email one of the instructors above.  If you would prefer to talk to someone in person, we can put 
you in touch with someone to talk to in Penang or Ipoh.!!
Regards,!!
Matt Perry!
BSW, BHSc (Paramedic)!!
Co-ordinator Project Novo!
Co-ordinator Intermediate Ambulance Care Course.!
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Appendix	3:	S.A.	Ambulance	Paramedic	Scope	of	Practice	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

 

 

216 Greenhill Road 
Eastwood SA 5063 

PO Box 3,  
Adelaide SA 5001 

Tel 1300 13 62 72 
Fax 08 8271 4844 

ABN 42 875 540 856 

www.saambulance.com.au 

 

 
2 July 2015 
 
 
To Whom It May Concern 
 
 
Re: Full Name 
 
I am writing to confirm that Full Name is employed with SA Ambulance Service as an 
emergency paramedic. First Name has full unrestricted paramedic authority to 
practice with SAAS. 
 
The scope of practice undertaken by First Name as an emergency paramedic 
includes: 
 
Airway: 
Orophayrngeal airway 
Laryngeal Mask airway 
Nasopharyngeal airway 
Laryngoscopy 
Forcep removal of upper airway foreign body 
 
Drug Administration Routes: 
Intramuscular injection  
Intravenous injection  
Intravenous cannulation  
Intranasal atomisation 
 
Drug administration: 
Aspirin (for AMI)  
Adrenaline (IM for anaphylaxis)  
Adrenaline (IV for cardiac arrest)  
Adrenaline (Nebulised for croup)  
Adrenaline (IM for asthma)  
Benzylpenicillin (for meningococcal septicaemia) 
Dextrose 10% for hypoglycaemia 
Dextrose 50% for hypoglycaemia 
Fentanyl (IN for analgesia) 
Fexofenadine (Oral antihistamine) 
Glucagon 
Glyceryl trinitrate (for chest pain) 
Glyceryl trinitrate (for APO)  
Ipratropium  
Metoclopramide 
Methoxyflurane 
Midazolam (for seizures) 
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Morphine (IV for analgesia) 
Naloxone 
Ondansetron (for nausea and vomiting IM or IV) 
Salbutamol (Nebulised and MDI for asthma) 
Saline 0.9% (for IV infusion) 
 
Other: 
Comprehensive physical, social and psychological patient assessment 
ECG monitoring 
12 Lead ECG acquisition 
Semi-automatic and manual defibrillation 
Vacuum mattress 
Pulse oximetry 
Decompression of tension pneumothorax 
 
Should you require any further information regarding the authority to practice under 
which First Name is currently practicing in their employment within SA Ambulance 
Service please do not hesitate to contact me 
 
Yours sincerely 
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Appendix	4:	Ambulance	Attendance	in	Penang	(HPP	Statistics)	

	
HPP	Emergency	Department	Presentation	Statistics	From	2013	

	
KOD	 MECC	(	2013	)	 Jan	 Feb	 Mar	 Apr	 May	 Jun	 Jul	 Aug	 Sep	 Oct	 Nov	 Dec	 Total	

A-1	 Jumlah	Panggilan	untuk	

Ambulan	Kecemasan	

Daripada	999	

Total	Emergency	

Ambulance	Requests	

From	999	

467	 641	 742	 728	 715	 657	 694	 655	 744	 723	 743	 704	 8213	

A-2	 Jumlah	Panggilan	untuk	

Ambulan	Kecemasan	

BUKAN	Daripada	999	

Total	Emergency	

Ambulance	Requests	

NOT	From	999	

722	 458	 504	 493	 458	 480	 515	 519	 480	 578	 390	 429	 6026	

A-3	 Jumlah	Panggilan	

Ambulan	Kecemasan		

Total	Emergency	

Ambulance	Requests	

1189	 1099	 1246	 1221	 1173	 1137	 1209	 1174	 1224	 1301	 1133	 1133	 14239	

A-4	 Jumlah	Permohonan	

Ambulans	untuk	Patient	

Transfer	

Total	Ambulance	

Requests	for	Patient	

Transfer	

3	 5	 12	 13	 7	 2	 	 5	 8	 8	 2	 6	 71	

A-5	 Jumlah	Panggilan	

Ambulan	

Total	Ambulance	

Requests	

1192	 1104	 1258	 1234	 1180	 1139	 1209	 1179	 1232	 1309	 1135	 1139	 14310	

A-6	 Jumlah	Dispatch	

Ambulan	Kepada	

Ambulan	Sendiri	

Ambulance	Dispatch	

from	Own	Hospital	

900	 818	 949	 1021	 957	 925	 947	 898	 1078	 1194	 1022	 966	 11675	



 

 

	

128 

A-7	 Jumlah	Dispatch	

Ambulan	Kepada	

Ambulan	Hospital	Lain	

Ambulance	Dispatch	

from	Other	Hospital	

7	 8	 8	 7	 9	 3	 7	 10	 2	 6	 2	 5	 74	

A-8	 Jumlah	Dispatch	

Ambulan	Kepada	Klinik	

Kesihatan	

Ambulance	Dispatch	

from	Govt	Health	Clinics	

11	 11	 6	 7	 2	 6	 7	 9	 9	 2	 4	 1	 75	

A-9	 Jumlah	Dispatch	

Ambulan	Kepada	JPAM	

Ambulance	Dispatch	

from	JPAM	

201	 127	 199	 103	 142	 151	 	 138	 90	 65	 60	 107	 1383	

A-10	 Jumlah	Dispatch	

Ambulan	Kepada	SJAM	/	

MRCS	

Ambulance	Dispatch	

from	MRCS	/	SJAM	

49	 121	 68	 69	 53	 50	 	 102	 30	 32	 32	 52	 658	

A-11	 Jumlah	Dispatch	

Ambulan	Kepada	Agensi	

Lain	

Ambulance	Dispatch	

from	Other	Agencies	

24	 19	 28	 27	 17	 4	 	 22	 15	 10	 13	 8	 187	

A-12	 Jumlah	Dispatch	

Ambulan	(Total	

Ambulance	Dispatch)	

1192	 1104	 1258	 1234	 1180	 1139	 961	 1179	 1224	 1309	 1133	 1139	 14052	

A-13	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

CPR*	

Total	Dispatched	Calls	

for	Priority	1	-	CPR*	

12	 6	 10	 8	 13	 13	 8	 10	 13	 12	 13	 12	 130	

A-14	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

Tidak	Sedar	Diri	

Total	Dispatched	Calls	

for	Priority	1	-	

Unconscious	/	Altered	

Mental	State	

112	 92	 108	 112	 104	 127	 	 110	 154	 121	 142	 122	 1304	
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A-15	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

Sesak	Nafas	/	Sakit	

Dada	

Total	Dispatched	Calls	

for	Priority	1	-	Difficulty	

in	Breathing	/	Chest	

Pain	

127	 114	 142	 127	 131	 154	 	 141	 172	 203	 182	 170	 1663	

A-16	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

MVA	/	Trauma	

Total	Dispatched	Calls	

for	Priority	1	-	MVA	/	

Trauma	

337	 208	 215	 322	 294	 285	 	 246	 294	 322	 341	 283	 3147	

A-17	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

Maternity	

Total	Dispatched	Calls	

for	Priority	1	-	

Maternity	

41	 42	 44	 58	 41	 37	 	 37	 51	 46	 32	 31	 460	

A-18	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

Lain-lain	

Total	Dispatched	Calls	

for	Priority	1	-	Others	

30	 26	 47	 33	 27	 37	 	 31	 38	 37	 27	 28	 361	

A-19	 Jumlah	Ambulan	

Dispatch	Priority	2	-	Kes	

Medikal	Biasa	

Total	Dispatched	Calls	

for	Priority	2	-	Normal	

Medical	Cases	

207	 248	 275	 246	 288	 169	 	 230	 287	 387	 263	 277	 2877	

A-20	 Jumlah	Ambulan	

Dispatch	Priority	2	-	Kes	

Trauma	Biasa	

Total	Dispatched	Calls	

for	Priority	2	-	Normal	

Trauma	Cases	

30	 76	 94	 102	 48	 99	 	 85	 57	 54	 19	 38	 702	

A-21	 Jumlah	Ambulan	

Dispatch	Priority	3	-	Kes	

Transfer	Biasa	

Total	Dispatched	Calls	

for	Priority	3	-	Normal	

3	 5	 12	 13	 7	 2	 	 5	 8	 8	 2	 5	 70	
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Transfer	Cases	

A-22	 Jumlah	Ambulan	

Dispatch	Priority	3	-	

Tiada	Indikasi	yang	

Jelas	

Total	Dispatched	Calls	

for	Priority	3	-	No	Clear	

Emergency	Indication	

1	 1	 2	 0	 4	 2	 	 3	 4	 4	 1	 0	 22	

A-23	 Jumlah	Panggilan	

Triage	(Total	Triaged	

Calls)	

900	 818	 949	 1021	 957	 925	 8	 898	 1078	 1194	 1022	 966	 10736	

	

	

HPP	Emergency	Department	Presentation	Statistics	From	2014	

	

KOD	 MECC		(	2014	)	 Jan	 Feb	 Mar	 Apr	 May	 Jun	 Jul	 Aug	 Sep	 Oct	 Nov	 Dec	 Total	

A-1	 Jumlah	Panggilan	untuk	

Ambulan	Kecemasan	

Daripada	999	

Total	Emergency	

Ambulance	Requests	

From	999	

713	 704	 742	 772	 739	 752	 709	 796	 884	 1020	 944	 998	 9773	

A-2	 Jumlah	Panggilan	untuk	

Ambulan	Kecemasan	

BUKAN	Daripada	999	

Total	Emergency	

Ambulance	Requests	

NOT	From	999	

423	 356	 363	 361	 365	 330	 368	 321	 202	 102	 65	 96	 3352	

A-3	 Jumlah	Panggilan	

Ambulan	Kecemasan		

Total	Emergency	

Ambulance	Requests	

1136	 1060	 1105	 1133	 1104	 1082	 1077	 1117	 1086	 1122	 1009	 1094	 13125	

A-4	 Jumlah	Permohonan	

Ambulans	untuk	Patient	

Transfer	

Total	Ambulance	

Requests	for	Patient	

5	 1	 0	 0	 0	 0	 0	 1	 4	 12	 5	 22	 50	
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Transfer	

A-5	 Jumlah	Panggilan	

Ambulan	

Total	Ambulance	

Requests	

1141	 1061	 1105	 1133	 1104	 1082	 1077	 1118	 1090	 1134	 1014	 1116	 13175	

A-6	 Jumlah	Dispatch	

Ambulan	Kepada	

Ambulan	Sendiri	

Ambulance	Dispatch	

from	Own	Hospital	

1009	 999	 1036	 1069	 1039	 1009	 974	 1058	 1051	 1102	 978	 1058	 12382	

A-7	 Jumlah	Dispatch	

Ambulan	Kepada	

Ambulan	Hospital	Lain	

Ambulance	Dispatch	

from	Other	Hospital	

2	 2	 1	 1	 2	 3	 0	 1	 2	 0	 0	 0	 14	

A-8	 Jumlah	Dispatch	

Ambulan	Kepada	Klinik	

Kesihatan	

Ambulance	Dispatch	

from	Govt	Health	Clinics	

7	 6	 1	 3	 2	 4	 3	 3	 0	 2	 2	 1	 34	

A-9	 Jumlah	Dispatch	

Ambulan	Kepada	JPAM	

Ambulance	Dispatch	

from	JPAM	

41	 13	 29	 26	 23	 32	 25	 25	 9	 5	 10	 6	 244	

A-10	 Jumlah	Dispatch	

Ambulan	Kepada	SJAM	/	

MRCS	

Ambulance	Dispatch	

from	MRCS	/	SJAM	

72	 32	 30	 19	 23	 27	 51	 18	 13	 7	 9	 22	 323	

A-11	 Jumlah	Dispatch	

Ambulan	Kepada	Agensi	

Lain	

Ambulance	Dispatch	

from	Other	Agencies	

10	 8	 8	 15	 15	 7	 24	 12	 11	 6	 10	 7	 133	

A-12	 Jumlah	Dispatch	

Ambulan	(Total	

Ambulance	Dispatch)	

1141	 1060	 1105	 1133	 1104	 1082	 1077	 1117	 1086	 1122	 1009	 1094	 13130	
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A-13	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

CPR*	

Total	Dispatched	Calls	

for	Priority	1	-	CPR*	

7	 9	 9	 8	 8	 14	 11	 8	 12	 21	 5	 5	 117	

A-14	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

Tidak	Sedar	Diri	

Total	Dispatched	Calls	

for	Priority	1	-	

Unconscious	/	Altered	

Mental	State	

139	 148	 170	 179	 168	 163	 146	 168	 160	 157	 149	 158	 1905	

A-15	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

Sesak	Nafas	/	Sakit	

Dada	

Total	Dispatched	Calls	

for	Priority	1	-	Difficulty	

in	Breathing	/	Chest	

Pain	

178	 169	 158	 161	 166	 160	 138	 166	 180	 187	 164	 155	 1982	

A-16	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

MVA	/	Trauma	

Total	Dispatched	Calls	

for	Priority	1	-	MVA	/	

Trauma	

322	 296	 289	 335	 344	 347	 332	 337	 287	 285	 274	 216	 3664	

A-17	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

Maternity	

Total	Dispatched	Calls	

for	Priority	1	-	

Maternity	

36	 38	 38	 36	 35	 29	 49	 57	 44	 40	 33	 47	 482	

A-18	 Jumlah	Ambulan	

Dispatch	Priority	1	-	

Lain-lain	

Total	Dispatched	Calls	

for	Priority	1	-	Others	

29	 32	 47	 32	 29	 31	 24	 36	 29	 35	 26	 112	 462	

A-19	 Jumlah	Ambulan	

Dispatch	Priority	2	-	Kes	

Medikal	Biasa	

Total	Dispatched	Calls	

for	Priority	2	-	Normal	

244	 265	 280	 277	 262	 234	 251	 262	 314	 339	 310	 282	 3320	
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Medical	Cases	

A-20	 Jumlah	Ambulan	

Dispatch	Priority	2	-	Kes	

Trauma	Biasa	

Total	Dispatched	Calls	

for	Priority	2	-	Normal	

Trauma	Cases	

50	 38	 44	 36	 23	 28	 21	 23	 19	 26	 12	 58	 378	

A-21	 Jumlah	Ambulan	

Dispatch	Priority	3	-	Kes	

Transfer	Biasa	

Total	Dispatched	Calls	

for	Priority	3	-	Normal	

Transfer	Cases	

5	 1	 0	 0	 0	 0	 0	 1	 4	 12	 5	 22	 50	

A-22	 Jumlah	Ambulan	

Dispatch	Priority	3	-	

Tiada	Indikasi	yang	

Jelas	

Total	Dispatched	Calls	

for	Priority	3	-	No	Clear	

Emergency	Indication	

0	 3	 1	 5	 4	 3	 2	 0	 2	 0	 0	 3	 23	

A-23	 Jumlah	Panggilan	

Triage	(Total	Triaged	

Calls)	

1010	 999	 1036	 1069	 1039	 1009	 974	 1058	 1051	 1102	 978	 1058	 12383	

	

Source:	HPP	Emergency	Department,	raw	data	(unpublished)	used	with	

permission.	
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Appendix	5:	Application	of	the	Verification	Criteria	by	Morse	et	

al.	(2008)	

	

	

Criteria	 Strategy	 Comment	

Methodological	coherence.	 Consider	the	methodology	most	

relevant	to	the	questions	being	

asked	of	the	research.	

Within	 this	 research	 the	 central	

question	 was	 around	 how	 improved	

education	 might	 impact	 on	 the	

development	 of	 a	 profession.	 	 As	

professionalism	 is	 a	 constructed	

concept,	 the	 methodology	 best	 suited	

should	 allow	 for	 constructed	 realities.		

Thus,	ethnography	is	well	suited.		

Appropriate	sampling.	 The	choice	of	sampling	strategy	

should	be	consistent	with	the	

methodology	and	explicit.	

Within	 this	 study	 purposive	 sampling	

was	 utalised	 to	 gather	 the	 most	

appropriate	 data.	 	 An	 end	 point	 was	

identified	within	 the	 process	 and	made	

explicit	within	the	thesis.	

Collecting	and	analysing	data	

concurrently.	

Data	 analysis	 should	 occur	 during	

collection.	

Analysis	 of	 each	 interview	 was	

conducted	 shortly	 following	 that	

interview	by	the	researcher.		A	thematic	

analysis	 was	 ongoing	 during	 the	

interview	 process	 and	 aided	 the	

identification	of	data	saturation.	

Theoretical	 thinking	 and	

theory	development.	

Within	the	study	a	theoretical	basis	

must	exist	

Within	this	study	there	is	limited	theory	

to	 draw	 from.	 	 ‘Grey’	 literature	 has	

formed	a	large	part	of	this,	however	the	

author	 has	 linked	 available	 theory	

closely	 with	 the	 process	 and	 outcomes	

of	the	study.	
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Appendix	6:	Ethics	Approval	
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Appendix	7:	Interview	Guide	
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Appendix	8:	An	Example	of	Field	Notes	
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Appendix	9:	Letters	of	Approval	to	Conduct	Research	

	

	
	 	

Peithldmstan Eagl Manu3la

ST. JOHN AMBULANS MALAYSIA
NEGERI PULAU PIHANG
Penaung: T.Y.T. Yang di.Pertua Nsgerl pulau pinang

Tun Dato'Serl Utama (Dr.) Hajt Abdut Rahman btn Haji Abbas,
SMN, OUPN, SPO'C DP, DMPN, DJN

Preslden: Y.B. Senator Tan Sd Dr. Koh Tsu Koon, psu

,zfW=''\Gtrffiz
EN ISO 9001:2000

QA 04100 0E06

Dtik f.f,<tn otah'fho liela$l, Eook ol Recodrr"
sohagal N,G,O. yrng peften. di illrtryll,

flienpercleil pensrydn tSO g(t02 drtrn shop
"Ltthrn Petlolongrn Conas mhtk orung A$nr

PengoruslrP.merlntahil.g.rt: Dato ^DJ:ye9T-!tg!i_S!r\,DMpN, DSPN, KrtN, DJN,pr<T, pJM, Se$ausaha Kahomat Noged: or. Ltewyuoah Cin, pJM
mBJ.(Agl"l'-4-991_!Yqu, !lIlU"!), FAcsM (usA,, Mspcard(Rome), LFoM (hr), BsBA(Hput, MBA(nr:u1, oaaluntsrl, uunr '
No. Tel: 04-.261g92tg1)4-281.0701 (Pejabat!; 012{:1834}63 (Bimbrri No. Tei: or,<ereort girmoni
E{naltt yoethhmsun@gmail.com E.mafl: fiewJc@hotniait.co#

8th February 2014

To:
Mr. Matt Perry
26 Rogerson Circuit
Craigburn Farm
s.A.50s1A*stpliq 

:

Dear Matt,

RE: Masters of Philosophy in Public Health

With reference to your letter dated 23rd Jan 2014,lcongratulate you for being accepted to pursue the Masters of
Philosophy in Public Health offered by University of Adelaide.

I am glad to hear that you will be doing a research on the effectiveness of the Pre-Hospital Care training model
currently offered by St. John Ambulance of Malaysia, State of Penang. This research will be beneficial to further
improve the standards of pre-hospital care practices in our organisation. On behalf of the organisatic'n, we will
certainly support and agree to provide all the support you require as stated in your letter. ln particular we are happy
to provide:

i) access to patients'data for the purpose of research
ii) permission to com.iuct interviews amongst staff for research data collection
iii) providing financial information related to patient care expenditure for research purpose

We agree to guarantee this co-operation for the duration of your studies.

Wishing you success in your endeavour.

For the Service of Mankind,

DATO' Dr. YEE THIAM SUN, ompal, DspN, KMN, DJN, pKT, pJM,
MBBS (Agra), MCGP (Ma\, FAFP(MaI), FACSM(UsA),
Msp Card (Rome), LFOM (re)
State Commander/Ghairman,
St. John Ambulance of Malaysia,
State of Penang.

No.Tel: 04-8285972 No.Faks:04-8293334 Webslte; http://tr*vw.sjampenang.org.my
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G +604-2253333 (Hospital)	

D +604-2225486 (Department)

F  +604-2293072

E  ahteo@ppg.moh.gov.my

H  +604-2225993

M +6016-4199499	

JABATAN KECEMASAN & TRAUMA 

HOSPITAL PULAU PINANG

Jalan Residensi,
10990 Georgetown,

Pulau Pinang

26 April 2014
Mr Matt Perry
South Australia Ambulance Service
Flinders University, Adelaide

Dear Mr Perry,

PERMISSION TO CONDUCT INTERVIEW SESSIONS WITH STAFF OF THE EMERGENCY 
DEPARTMENT HOSPITAL PULAU PINANG

With reference to the above, a study is to be conducted conjointly between yourself, St John 
Ambulance of Penang and the Intermediate Ambulance Care Training Group for the 
purposes of determining the outcomes of IAC Training.

2. The Emergency Department has no objections to the study being conducted as a 
questionnaire of involved staff during the months of December 2014 and January 2015, 
during which time you will have access to the staff of the Emergency Department to 
conduct the study.

3. Standard protocols require that the findings of the study be reported to the Heads of 
Organization, which in this case will be the Head of the Emergency Department, 
Hospital Pulau Pinang.

3. Kindly do provide further details of schedules of interviews and detailed requirements 
when the study period commences.

Warmest regards.

“BERKHIDMAT UNTUK NEGARA”

Saya yang Menurut Perintah,

(Dr Teo Aik Howe)
Consultant Emergency Physician,
on behalf of the Head of Emergency and Trauma Dept,
Jabatan Kecemasan dan Trauma
Hospital Pulau Pinang.

	 PENYAYANG, BEKERJA BERPASUKAN DAN PROFESIONALISMA ADALAH BUDAYA KERJA KITA	
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Appendix	10:	Consent	Form	Template	

	

	

Human Research Ethics Committee (HREC) 

CONSENT FORM 

1. I have read the attached Information Sheet and agree to take part in the following research 
project: 

2. I have had the project, so far as it affects me, fully explained to my satisfaction by the research 
worker. My consent is given freely. 

3. Although I understand the purpose of the research project it has also been explained that 
involvement may not be of any benefit to me. 

4. I have been informed that information gained during the study may be published and while 
efforts will be made to de-identify my responses there may be some responses that can be 
identified as mine.  I have been informed that I am able to withdraw identifiable information at 
any stage up until the analysis stage and will be given the opportunity to do so following my 
interview. 

5. I understand that I am free to withdraw from the project at any time up to the point were the 
information I give is prepared for publication. 

6. I agree to the interview being audio/video recorded.  Yes  No  

7. I am aware that I should keep a copy of this Consent Form, when completed, and the attached 
Information Sheet. 

Participant to complete: 

Name:  Signature:  Date:  _____________________ ________________________ _________

Researcher/Witness to complete: 

I have described the nature of the research to  ______________________________________
  (print name of participant) 

and in my opinion she/he understood the explanation. 

Signature:  Position:  Date: __________________ _________________________ _________

Title:
Setting Basic Standards in a Developing Ambulance Service: A qualitative 
description of the impact of the Intermediate Ambulance Care course on 
prehospital care practice in Penang, Malaysia.

Ethics Approval 
Number: H-2014-276

2013_consent_form_for_professionals_only
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Appendix	11:	BAC	&	IAC	Scope	of	Practice	-	SJAM	Penang	

	

The	Following	descriptors	were	supplied	by	SJAM	Peanang	for	the	purpose	of	

this	study:	

	

	

Basic	Ambulance	Care	(BAC)	–	BLS	and	limited	to	essentially	non-invasive	

procedures	

	

Airway:	

Oropharyngeal	airway	

Laryngeal	Mask	airway	

Nasopharyngeal	airway	

	

Drug	Administration:	

Non-prescribed	drug	such	as	oxygen	(for	respiratory	distress);	and	

Oral	glucose	(for	hypoglycemia)	
Assist patients with administration of prescribed GTN (for chest pain); and 

Administration	of	MDI such as salbutamol (for asthma) 

 

Other: 

Basic medical assessment skills 

CPR 

AED 

Mechanical ventilation using a bag-valve mask 

Pulse oximetry 

Glucose testing using a glucometer 

Splinting (including spinal immobilization and traction splints) 

Suctioning 
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Intermediate	Ambulance	Care	(IAC)	–	Includes	more	invasive	procedures	than	

are	covered	at	BAC	level,	including	IV	and	IM	therapy,	use	of	certain	drugs,	and	

provides	for	advanced	assessment	skills	

	

Airway:	

Oropharyngeal	airway	

Laryngeal	Mask	airway	

Nasopharyngeal	airway	

	

Drug	Administration:	

Aspirin	(for	AMI)	

Adrenaline	(IM	for	anaphylaxis)	

Adrenaline	(IV	for	cardiac	arrest)	

Dextrose	10%	for	hypoglycaemia	

Glyceryl	trinitrate	(for	chest	pain)	

Glyceryl	trinitrate	(for	APO)	

Methoxyflurane	

Midazolam	(for	seizures)	

Salbutamol	(nebulized	and	MDI	for	asthma)	

Saline	0.9%	(for	IV	infusion)	

Saline	0.9%	for	hypovolemia	secondary	to	trauma	

	
Other: 

Advanced assessment skills 

ECG monitoring 

12 Lead ECG acquisition 

Semi-automatic and manual defibrillation 
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