
[image: Cover: Frog: The Secret Diary of a Paramedic, by Sally Gould.]



[image: Frog: The Secret Diary of a Paramedic, by Sally Gould. Simon & Schuster. New York | Amsterdam/Antwerp | London | Toronto | Sydney | New Delhi.]




For paramedics,

who serve their communities with dedication, compassion, integrity and humility





A Note from the Author

In order to protect the privacy of patients and some colleagues, names, dates and locations, along with other identifying details, have been changed. The opinions expressed in the text are my own, and do not necessarily reflect the position of my employer.

This book discusses suicidal ideation, depression and death. You will find support service resources at the end of the book if required. Please look after yourself.





Preamble

It’s my drive day today. My partner for the shift sits beside me sipping her flat white, appraising the new cafe near our station. The ambulance radio cuts through her chatter and the control centre assigns us our first job of the shift. Good thing we seized the chance to caffeinate when we did. I execute a U-turn, flicking on the lights and sirens, and head towards the address we’re given.

I’m in my dream career as a paramedic. It’s a job I’m good at, one that provides me with a satisfying, if contradictory, combination of ease, familiarity and unpredictability. In my uniform I look the part – professional, tidy, in control – and feel very much like me, but it hasn’t always been this way. In my progression up through the ranks there have been stages where I believed my uniform to be impenetrable, occasions when it elicited conceit, and yet others when it felt like the only thing holding me together. Certainly a stark contrast to the dreamy optimism of my first day as a student ride-along, when I fell for the job, harder than a nana down a flight of concrete stairs.

My dad had been a paramedic and adored it. He would speak fondly of his workmates, share funny stories about patients at the dinner table, occasionally bring us kids chocolate freckles from the hospital canteen after a night shift. But while you might say paramedicine was literally in my blood, I’d sworn as a child that I wouldn’t follow in his footsteps. I stubbornly wanted to not do what he had already done, I wanted to decide my own future. Yet the older I got, and the more I mulled over alternative careers, the more I was drawn to a role where I could bring order to chaos, in a variety of unpredictable workplaces; a job in which I would need to keep my emotions to one side, and where I’d have the autonomy to make time-critical, consequential decisions.

Being a paramedic ticked all those boxes, and so on finishing school I enrolled at the only university in the state offering a degree in paramedicine. The course had been running for barely a decade, and while a degree wasn’t unusual in my peer circle, I was to discover that it could be almost offensive to a workforce that was still very much trained on the job. My three-year course included just two brief placements on an ambulance, the ride-alongs, and I soon saw that the most important learning was indeed done that way, on the front line. In my belief that I could become a paramedic by using my intelligence and passion alone, I hadn’t considered that I’d have grey areas to navigate, resilience to build, extremes of human nature to contend with, along with my own weaknesses to confront. This was a career that would challenge me and shape me in ways I couldn’t envisage.

From the get-go, it was more than a job for me, and with what I know now, perhaps there’s no other way to describe it than a calling. Nothing quite compares to the diversity of each shift on-road. My ambulance is my office, and by extension, so is everywhere it takes me – supermarket, beach, strip club, theatre, park, the middle of the road. I get summoned into people’s private spaces on one of the worst days of their lives. They trust me, welcome me, share with me, and I am given the opportunity to do something that matters, that makes a positive difference. Despite, or perhaps because of, the unforeseen hurdles that have textured my path, I truly delight in this job; it’s a privilege that I don’t take for granted.

The experiences I’ve had during my time on-road haven’t been any grander than the next paramedic’s, and I certainly don’t speak for us all. We each have our own stories, and we’re all habituated storytellers; it’s how we learn from our mistakes, and it’s also our form of therapy. Our job can be gross, traumatic, dull, hilarious and magical. And because most of what we do is unseen – in someone’s lounge room, their bathroom, or in the back of a speeding ambulance – unless you’ve been on the receiving end of our treatment (or are a nosy bystander), you may have little insight into what we do.

So let me show you…





One

I’m just over halfway through a paramedic degree when I arrive early for my first shift as a ride-along. Being early is my go-to move when I’m anxious, and today my stomach wants to leap out of my mouth. I retuck the front of my shirt; perhaps my meticulous presentation will make up for what I’m lacking in confidence. The roller door of the station’s plant room is open, and inside, a familiar silver water cooler catches my eye. I’ve been here before, as a child, visiting my dad at work with my siblings, begging for turns to drink the mysteriously cold water.

When my mentor Adam arrives, his down-to-earth vibe quickly puts me at ease. At a guess, he’s just a bit younger than my parents, with a weathered and genuine face. He looks striking in his uniform, the impressive gold epaulettes indicating his clinical rank. As if this placement isn’t terrifying enough, it has been made even more momentous by the fact that it’s with the intensive care paramedics (ICPs), the highest skill level of on-road clinicians.

This role brings hospital-level interventions to the prehospital environment. ICPs complete additional training in a highly competitive course and they’re usually reserved for the big jobs, where their skills and leadership can mean the difference between life and death. Think cardiac arrest, major trauma, paediatric drowning, sedation of the highly agitated.

No pressure then, right?

Glen, the second officer, also an ICP, appears, and before he’s even stowed his gear, our first job drops in – a cardiac arrest.

‘We’re the closest frogs,’ Adam announces as he slams the side door of the ambulance closed. The term rings a bell but I resist the urge to pepper him with questions straight up. I take the airway seat, directly behind the driver in the rear, which faces backwards, so I spin around to look out the front window – I don’t want to miss a thing. As Glen turns on the lights and sirens, a surge of adrenaline erupts in my chest, sending tingles into my arms and face. Now I’m decidedly more excited than fearful.

I shove a pair of gloves in my pocket as we fly past a speed camera. It flashes, and I smile stupidly while vehicles scatter ahead of us like scared cattle. The mood in the car is serenely calm.

Adam turns to Glen. ‘I had a really nice red on Friday night.’

Glen flicks the siren to change the tone as we navigate through a red light. ‘Oh yeah, what was it?’

‘A South Australian one, shiraz cabernet,’ Adam says. ‘Clear left.’

The mix of composure and dramatic intensity somehow seems perfectly normal. I already have a dozen thoughts ricocheting around my brain but they vanish in an instant as the ambulance pulls up outside the address. It’s go time. The first paramedic crew have managed to get the patient back into a normal heart rhythm – sinus rhythm – and into their ambulance, ready to depart. Glen tells me to jump into the front seat, and the paramedic who is driving explains that the patient is likely to arrest again at any moment. I’m downright relieved to be a superfluous observer, free to soak it all in, knowing the paramedics are in complete control.

I pivot to watch the action unfold in the back under the stark fluorescent lights. The patient looks young, maybe mid-forties, and I can hear him groaning but can’t make out anything he is saying. He vomits, and the paramedics work together to roll and suction him swiftly. Adam comments that the cardiac monitor looks a little dodgy, and calmly prepares medications. Things are critical – less than 10 per cent of patients who suffer a cardiac arrest out of hospital survive – and I watch mesmerised by the seemingly choreographed dance the paramedics perform. All this in the small space of the back of an ambulance speeding towards the nearest hospital.

As the staff in the emergency department shift him across to the resuscitation bed, he goes into ventricular fibrillation (VF), a chaotic heart rhythm. Adam delivers a shock with the defibrillator and the patient jolts. The lecturers at uni had warned us this would be graphic, but thanks to my habit of mentally rehearsing scenarios, it plays out more or less how I’d imagined. Adam shocks the patient again, who noisily inhales as he goes back into sinus rhythm. A doctor inserts a plastic airway into his nose because his jaw has clamped shut after the electric currents. I am buzzing, high on the tension of chaos and control. I manoeuvre myself into a corner of the room, easily the least qualified of the thirteen people in it. Adam gives a succinct handover, and I pat myself on the back for understanding most of the lingo, partly from paying attention in lectures but also from binge-watching Scrubs one too many times.

Outside, the paramedics complete the paperwork and clean up. While restocking the kits with equipment from the vehicle’s lockers, they trade banter about where the next coffee is coming from, interspersed with clinical reflections on how the job ran. I’m struck again by how relaxed they all seem when they could be called upon to save another life at any second. I have so many questions about what I’ve just witnessed, but first I ask Adam about the use of ‘frog’. He tells me it’s a term of endearment for ICPs, because ‘everything we touch croaks’. It makes sense because they’re dispatched to the sickest patients, but I can’t quite reconcile who’s doing the croaking. Also, why isn’t this already part of my vernacular from Dad?

Back at station (I’ve already noticed that in paramedic lingo it’s never ‘the station’), Adam gets me to practise taking a blood pressure on him. He quizzes me about various medical conditions and treatments, and it’s evident how passionate he is about his job. He calls a reluctant Glen in to be our patient for a run-through of a rapid trauma assessment. I’m frustrated that I haven’t mastered the fluency yet.

‘Cut yourself some slack,’ Adam says, ‘it’s only your first day of your first ride-along.’ He offers lots of tips. ‘Don’t be too gentle, examine and palpate; otherwise you’ll miss something. You’re there to help them, so do it properly.’

Before I leave station at the end of my shift I send a quick message to my boyfriend, John. He’s overseas for a month, with limited phone reception, and I don’t know when we’ll get a chance to chat. I’ll fill him in on my day when we do, but given he’s studying construction project management, he won’t understand most of the ins and outs, though he’ll be excited for me.

Dad, on the other hand, knows the job first-hand, and as I’m staying with my parents during the placement, I delight in unloading to him.



On day two of my ride-along, Adam is partnered with Kate, a slight paramedic with tousled shoulder-length hair. I’m thrilled to shadow a female ICP in a male-dominated specialty, but Kate doesn’t let out more than a grunt when we first meet.

‘She’ll be right after she’s had a cup of tea,’ Adam assures me.

Kate elects to sit in the back of the ambulance while Adam and I talk shop up the front, and his prediction is accurate. As the tea hits her system, Kate ties her hair up and unleashes a wickedly dry sense of humour and a cracker grin. She and Adam bicker like an old married couple – true work spouses. As I come to learn, they respect each other enormously but have distinct working styles, and are therefore always up for a healthy clinical debate.

Towards late afternoon, the three of us are taking a patient from a motor vehicle accident (MVA) to our local trauma hospital. He has multiple injuries, and I’ve been following instructions to assist with treatment where I can. It’s entirely possible, though, that I’m creating more work for the already busy paramedics. Kate has been patiently explaining how she breaks down her assessment.

‘When you’re overwhelmed and don’t know what to do next, go back to your basics – airway, breathing, circulation. When you move the patient, reassess – airway, breathing, circulation.’

As we stride into the resuscitation bay, a horde of indistinguishable staff in scrubs swallows us up. I’m out of my comfort zone, in hospital territory, and I grow nervous for Kate.

‘Is everyone ready for handover?’ she asks in a loud voice.

Startled by the sudden increase in decibels, the room falls quiet and all eyes are on her, including mine. Kate delivers with purpose, speaking ever so slightly slower than usual, methodically working through the patient’s injuries, his vital signs, and the treatment provided. I find myself fighting to contain my awe.

Finishing up, she looks to the doctor in charge. ‘Any questions?’

He shakes his head, and the team descend on the patient, hooking him up to monitors, poking and prodding, taking blood and ordering tests.

As we retreat to start the paperwork, I’m itching to tell Kate how magnificent her handover was but I’m shy, and unsure if she would appreciate a compliment from a ride-along. She generously opens the conversation.

‘You need to advocate for your patient. They can’t do it; it’s on you. It’s your responsibility.’

I nod. ‘There were so many people in the room. I’d be terrified.’

‘Yep, it’s nerve-racking at first, but if you shy away from it you’ll get bulldozed, and no one will listen to a thing you say.’

I exhale. I’m a lifetime away from having that much confidence.

‘You’ve just gotta put your big girl panties on and own the room.’ Kate laughs, cracking her signature grin. ‘You’ll get there.’

And I assure myself that one day I will rock a handover like Kate.



At the start of my night shift the following day, Control assigns us a heroin overdose, a fifty-year-old male. The IC roster at this station is a party line, which means Adam alternates partners each shift, so tonight we’re back with Glen. Glen tells me that heroin ODs are rare these days because everyone has gone to the party drugs, uppers. As we pull out into the traffic, lights and sirens on, Adam tosses me the street directory (our mainstay for directions at that time, pre-GPS) and informs me that I’ll be navigating. I furiously flick through the pages, trying to determine which direction we are travelling. Having mixed up the nearest cross-street, I apologise profusely when I send us the wrong way. Glen doesn’t seem fazed as he whelps the siren and does a U-turn.

We park the ambulance at the front of a set of villas and grab the gear from the side door. If the job is as stated, we will need most of it – the oxygen equipment, heart monitor and medication kit. I’m glad there are three of us; the gear is heavy, and my body isn’t used to carrying this much. Glen and I follow Adam down the path, counting off the numbers. The guys move with a poised sense of purpose, the hallowed paramedic saunter, calculated and unhurried. After a knock on the door of villa 3, it swings open and there stands a man sporting a moon boot, who looks neither surprised nor stressed at our presence. He lazily motions to our patient, his brother, he informs us, who is slumped in a recliner. Then he hobbles back to his spot on the lounge to continue watching a football game on TV.

I’m bewildered at his lack of interest in the whole scenario, but the thought soon slips to the back of my mind as I focus on the more pressing quandary. The patient is unconscious and has irregular and very infrequent snoring respirations, which I know from my studies is a sign that he needs swift intervention. Adam instructs me to clear an area on the floor. I do my best to move a coffee table without disrupting the plethora of items atop it – old newspapers, overflowing ashtrays, empty bottles and a few plates of half-eaten meals.

I’ve heard about these houses from Dad, but it’s eye-opening to see one myself. We drag the patient down onto the stained carpet and Glen and I establish a clear airway and provide much-needed oxygen. These are skills I have only ever practised on a manikin. Glen talks me through putting in a nasopharyngeal airway (NPA) and ventilating the patient, and it all goes relatively smoothly despite my shaking hands. Doing this on an actual patient is somewhat surreal but simultaneously so ordinary. I guess that’s what all the training is for. As I settle into a rhythm, I begin to absorb more of what’s happening. Adam has managed to secure a cannula in the patient’s arm through which he injects naloxone, a medication that reverses the effects of heroin, and in seconds the patient starts to rouse. Without warning, he sits bolt upright, the plastic flange of the NPA still adorning his nostril. His brother is still glued to the TV screen, beer in hand.

‘It’s alright, mate, we’re the ambos,’ Adam says calmly, with his hands raised in a defensive posture. Glen reaches over to remove the NPA. The patient is surprisingly lucid, considering how close to death he was only minutes earlier. He is also remarkably cooperative as we recheck his observations, including his heart rate, blood pressure, oxygen levels and respiratory rate. But he denies taking any drugs. Adam shakes his head and tells him he’s full of crap.

We let ourselves out and head straight to a nearby restaurant for a takeaway coffee, where I rush to use the bathroom.

‘You can’t look after someone else until you’ve looked after yourself,’ Adam tells me when I return.

Glen chimes in, ‘CPR with a full bladder, no good. Drug calculations without a coffee – impossible.’



‘Ever been to a brothel?’

It’s around 3 am on the final night shift before days off, and my bleary eyes can just make out Adam’s smirk peering into the station room where I’m trying to doze. Paramedics are used to grabbing a few minutes of shut-eye wherever possible, but I’m yet to master the skill of falling asleep at the drop of a hat. I pull on my boots. At twenty years old, having grown up in a conservative Christian household, I’m completely unfamiliar with brothels, and the intrigue helps awaken me as we race there. At the address, an older woman wordlessly ushers in Adam, Kate and me. Red lights illuminate a large, elaborate mythical sculpture within the front entrance. Several doors lead off from the central foyer, and we head through one, doing our best not to knock the bulky gear on the narrow frame. I wonder if business is continuing as usual in the neighbouring rooms.

The space resembles a beauty salon, but with mirrors from floor to ceiling. On the double bed is our cardiac arrest patient. Lifeless. He is enormous, spread-eagled, and only a tiny towel covering his groin. Adam motions to me in a silent command while Kate, who is treating tonight, starts prepping equipment on the floor. I climb onto the firm mattress, assume the hand position I’ve practised on countless plastic dummies, and start pumping on the chest. The cartilage between his ribs crackles and pops under the heel of my hand with each push. It’s unlike anything I’ve felt before, and his girth is far from the six-pack manikins at uni. I look down at the man’s pale face, his eyelids half open, his jaw slack. It’s hard to imagine that moments earlier he would have been so alive. I watch myself in the mirror performing CPR on his limp body.

Another paramedic crew arrives; their first task is to help us move the patient down onto the floor. Kate instructs me to hold his head. It’s heavier than I anticipated, and I imagine the loud thump it would make without my support. Adam demonstrates how he wants me to assist with cricoid pressure, which involves pushing the cartilage on the patient’s throat to prevent the regurgitation of stomach contents during intubation. I fight the urge to recoil at the unsettling sensation of the tube passing underneath my fingers – visceral and invasive. The carry sheet is set up, and we roll the patient onto it. It will be a tough lift. I’m tasked to ventilate while holding the tube in situ and told to focus purely on that. I become oblivious to anything outside my fingers gripping the tube and my hand on the bag. My eyes fix on the cotton tape securing the airway, and after a few moments I remind myself it’s okay to blink.

We ease our way out of the building, one step at a time, an almost impossibly tight squeeze.

In the resuscitation bay at the hospital, the staff take over compressions. We’re all worn out from busting ourselves to give this man every chance.

Kate’s handover sails over the chaos. ‘This guy was having sex in a brothel and went into VF. He’s had seven shocks, 4 milligrams of adrenaline, 450 milligrams of amiodarone; CPR on scene was pretty average.’ She refers to the efforts of the sex worker, lightweight and frightened, who had an unfortunate front-row seat to this patient’s demise.

A doctor announces the pH of the patient’s blood sample; it is incompatible with survival. He has been down too long; his blood is irreversibly acidic. And just like that, they call it.

The hive of activity stops abruptly. The man’s wallet is lying open on the bench, a miniature brag book with photos of his kids. He’s dead at fifty-seven, and now the hospital staff have to track down his next of kin.

Despite the outcome, the mood amongst the paramedics is light, albeit sweaty. There’s a sense that they did everything they could, and it’s thus a job well done. As we clean and restock, Adam and Kate squabble about something to do with hockey sticks and stylets, but I’m maxed out at the basics – CPR, defibrillation, ventilation. Adam must have seen my dazed face.

‘You did well,’ he encourages me. But I merely followed instructions.

‘You stayed calm and did everything we asked, and that’s bloody helpful,’ Kate says, and I wonder if she can hear my thoughts. Amidst our chatter, a never-ending stream of cases continues to be assigned to other crews – intoxicated people, falls, chest pains. The promise of more jobs is alluring, but our shift is over.

My first block of shifts has been more than enough to get me hooked. I have sampled the drug, felt the high, and am well on my way to a full-blown addiction. A fundamental part of me identifies with this paramedic world.





Two

The way the roster works, I have two day shifts followed by two night shifts, then five days off and repeat. I’ve spent my days off exhausted but completely wired, reeling from what those four shifts held yet busting to get back for more. Control calls our car number, and Adam and Glen are assigned a job for a haemorrhage/laceration – someone is bleeding out of somewhere. From the backseat, where a ride-along sits, I’m not privy to the details displayed on the mobile data terminal (MDT).

As we pull up at the address, Adam indicates that this job is all mine. I’ve still got no idea what we’re going to, so I decide to take all the equipment down, with Adam’s help – oxygen kit, medication bag, heart monitor and first-aid kit. Fragmented thoughts from my lectures run through my mind; arrest life-threatening haemorrhage… tourniquet… monitor blood pressure… IV access.

We head down the driveway to the rear unit; Glen is a few strides behind. I call out hello before I reach the door. An older-sounding gentleman responds that it’s unlocked and we let ourselves in. My eyes scan for blood on the carpet or walls – I’ve heard that arterial bleeds can spurt several metres. But I can’t see anything out of place. We find the patient sitting comfortably in his lounge chair, so I introduce Adam and myself and ask him what’s happening. Irv informs us that he was going to shower, could not see his wounds, and wondered whether they were bleeding. I am still none the wiser as to why we are here.

Adam pipes up, ‘Well then, Irv, let’s have a look at those wounds.’

Irv jumps to his feet and without hesitation pulls his pants down to his knees, revealing two neat keyhole wounds below his navel.

Adam does a poor job of containing his smile. ‘Okay Sal, get down and have a good look.’

I bend over to inspect the surgical sites, fighting the urge to avert my eyes. Irv is not wearing any underwear, and his withered junk, like a hairless cat suspended by the scruff of its wrinkly neck, hangs dangerously close to my face. The wounds are fine – no sign of infection or bleeding. I pass this information on to Irv, who thanks us for our time and dismisses us.

Adam chuckles as we make our way outside, finding Glen still in the driveway. I’m in disbelief that this job was a lights-and-sirens response from the intensive care paramedics. I’m also stunned at how close a stranger’s genitals were to my face. And how comfortable he was with the whole situation.

‘People don’t have to die for us to have a good day; my wife made me realise that,’ Adam says on the way back to station. ‘We often wish for big jobs because they’re interesting, but she’s right – most of the time an enjoyable shift comes down to having a good partner.’

‘And having a laugh here and there,’ says Glen.

We’re assigned our next job, a 31-year-old male with chest pain and a history of pancreatitis, before we reach station, and I mentally rehearse on the short drive there: probably more likely to be upper abdominal pain rather than chest pain, tenderness on palpation, maybe some vomiting – a cannula, some morphine, an antiemetic and a trip to the hospital. I slide open the side door and my eyes lock onto a woman frantically flapping around on an overgrown verandah and screaming hysterically, ‘Nathan!’ It’s still early in our day shift, and I’m not ready for this much drama, especially after the tone of our previous job. Adam and Glen move at their customarily controlled pace and as we approach, I see our patient lying on his back. His son, maybe seven or eight years old, stands watching on. Adam directs me to take a blood pressure, but before I even have my stethoscope out, Adam announces he’s lost a pulse. Nathan’s heart has stopped.

I hear Glen’s firm instruction to the woman to take the child inside. Adam is straight on with the defibrillation pads – ventricular fibrillation.

‘See one, do one, teach one,’ Adam declares. ‘Sal, deliver the shock.’

I charge the machine as I’ve seen him do, and after making sure everyone is clear, I push the shock button. Nathan’s shoulders lurch upwards as the electricity rips across his chest. We all stare at the monitor. Asystole stretches across the screen, a few funky-looking beats appear, and then the glorious sight of sinus rhythm. Glen confirms he has a pulse back.

The magnitude of these mere minutes has my mind reeling, which only intensifies when Nathan tries to sit up and rip off the oxygen mask. The man I essentially electrocuted, whose heart I watched stop on my monitor, now argues with us about why we’re carting him off to hospital. He’s more bewildered than I am. I guess a short bout of hypoxia will do that. Adam tells Nathan that we have shocked him with the defib.

‘You’re joking!’ he almost laughs. His thoughts then quickly turn to his son and he begins repeatedly chanting, ‘I don’t want him seeing this, don’t let him see, tell him I love him.’

I gather from Adam’s purposeful movements that Nathan isn’t out of the woods yet, but I’m silently optimistic he’ll get to see his son again and tell him how much he loves him.

‘See one, do one, teach one,’ Adam repeats cheekily after the job.

I smile, embarrassed and totally chuffed. Only last week, I was seeing a patient being defibrillated for the first time. Despite the fear, I know it’s a surefire way to get a skill under my belt, performing it on a patient in a time-critical situation. I’m grateful Adam is so willing to teach me, but I can’t find a way to put it into words that don’t sound cheesy or rehearsed.

Thankfully Glen halts my conversational angst. ‘I was sure he was just a dying swan,’ he says, meaning someone who is overly dramatic about a minor ailment. He continues, ‘And that’s why we can never get too comfy and, most importantly, can never trust the information on the MDT.’

I’m realising that this job demands a diverse set of skills. To be a good paramedic, you need to be able to process and act quickly, carry heavy gear, have the right words to comfort people, think outside the square, communicate well with kids and the elderly and everyone in between, understand the human body and dozens of medications, keep calm when the shit hits the fan, be a good driver and navigator, and have the resilience to just brush it off when someone dies. You needn’t be the smartest, fittest or most cynical person, but you do have to possess a moderate dose of all these traits, plus a healthy dollop of humour. I’m also realising that there’s no other career for me.

A new program at uni offers me a chance at securing early employment with the ambulance service, provided I meet the requirements of their psychometric testing, pass the interview, and achieve sufficient grades in all my subjects. Additionally, it means I’ll be completing my studies while in my first probationary year as a paramedic, an ambitious undertaking.

High school had fine-tuned my drive for perfection, my desire to leave no room for failure. From early on I’d been used as the yardstick for success by my classmates, who would expect me to score a hundred per cent on everything, or if not, the highest mark in the year by a decent margin. If I fell short of the top spot they would loudly proclaim my failure, which meant that before long I didn’t need their mocking to send me into a spiral of shame and self-loathing, one that fuelled my determination to make sure it never happened again.



Halfway through my ride-along with Adam, I feel like I’m getting the hang of it, especially bread-and-butter jobs like chest pains, falls, and people who are short of breath. Adam’s mentorship is incredible and he has allowed me to run jobs from start to finish, and practise my patient-assessment skills, which must be painful for him to watch. Three weeks doesn’t feel like nearly enough, and I’m not looking forward to returning to uni, away from the road’s on-the-job learning.

Another chest-pain job drops onto our MDT, and I plan my approach: assessment of the pain, medical history, observations, aspirin and glyceryl trinitrate (GTN – both medications are used to treat heart attacks), and a cannula for morphine. I’m prepared. We take our kits in and I confidently introduce myself, Adam and Kate.

‘So, Margaret, what’s happening today?’

‘I’ve got palpitations,’ she informs me, motioning to her chest.

‘Okay, and do you have any chest pain associated with that?’

‘No, no pain,’ she responds.

Glen’s words from yesterday pop into my head: never trust the information on the MDT. And then nothing. I have nothing. My brain goes blank, and I can’t for the life of me concoct a follow-up question to continue the assessment. The awkward pause stretches out. A deer in headlights, I shoot Adam a panicked look and he smoothly picks up the questioning. While I kneel to take Margaret’s blood pressure, I kick myself hearing the questions I should be asking. Time of onset? What were you doing when they came on? Do you have a history of palpitations? Any shortness of breath? Does it feel irregular?

My mother always taught me that honesty is the best policy, but when I tell Adam I’m unable to hear the blood pressure, I wonder if it would have been better to make one up. First I freeze while questioning and now I’ve failed to perform a basic paramedic skill, which I’ve practised so many times at university. Kate steps in to take the blood pressure. I can’t look at Adam long enough to work out if he is annoyed or disappointed. Either way, I’m convinced I’ve undone any progress at looking like a half-competent ride-along. This job is a wake-up call. I have a lot to learn. I can’t get complacent, and arrogance has no place in the repertoire of a ride-along. The only way to become better is through a whole lot of discomfort.

Neither Adam nor Kate mentions it when we leave – I assume they know I’m beating myself up about it more than enough.

The next call-out requires a helicopter. As if Adam’s skill set isn’t impressive enough, he is also trained to respond by air, and although I’m not afraid of heights, the thought of emergency medicine at 10 000 feet raises the stakes significantly. I’m powerless against the adrenaline, excitement and fear that surge through my body and refuse to dissipate. I barely register Kate reading the job notes: someone has activated their emergency position-indicating radio beacon (EPIRB). As we head to the helicopter base, Adam explains that, once activated as a distress signal, the beacon provides location information to emergency services utilising satellites. I add the acronym to a growing list to memorise.

Not yet adept at controlling my nerves, I fumble with my helmet strap in the changeroom. Thankfully Adam’s hands are steady, and he fastens it in seconds after fitting his own. Out on the helipad, I stick close to him. He gets the thumbs-up from the pilot, and we board the aircraft. I hastily fasten my seatbelt, trying to recall every step demonstrated during the previous week’s ten-minute orientation. Adam clicks my headphones in, and an instant flood of chatter pummels my eardrums – the ambulance and police radio channels, and the conversation inside the aircraft. I can’t understand most of it – it’s overwhelming and difficult to decipher. Instead, I tune out and take in the view of the sun setting over the city. I’ve been at work for almost ten hours, but the thrill has washed away any hint of weariness. This is a highlight that John will be able to appreciate, and I can’t wait to also tell my uni friends, who will be particularly jealous.

We’ve stopped travelling. As we hover, I pay more attention to the discussion inside the helicopter amongst the pilot, crewman Danny and Adam. In the densely vegetated mountain ranges, the crew have located a stranded couple, but it will be a challenging winch – 90 feet, in a decent wind and fading light. Carefully backing out of the chopper door, Adam lowers himself on the line as the pilot does his best to steady the aircraft in the strong, sporadic gusts and Danny spots the winch descent. My stomach flips at the thought of hanging midair on that piece of wire, with nothing but a massive drop below, and I begin to question whether I am in fact scared of heights. But after a nervous wait Adam reappears, safe, with a middle-aged woman in tow. She’s extremely distressed, presumably from the ascent. Besides her crying and shaking, though, she’s okay. It’s impossible to hear anything in the chopper above the roaring engine and rotors, so I smile in an attempt to reassure her. The scariest day of her life has turned mine into one of the best. Adam retrieves the woman’s partner, who is faring better than her, and I wonder if he’s responsible for getting them lost right on dusk and if he’ll be in big trouble when they get home.

As we head inside the hangar back at the base, Adam is chatting with Danny. ‘Maybe you’d know Sal’s dad,’ he mentions, ‘you would have been in the area when he worked here.’

Danny’s eyes widen. He turns to me with an incredulous look across his face as the dots connect. ‘No way! I knew your dad. Actually, I was there when you were born!’

Now it’s my turn to look incredulous.

‘Your dad and I were in the training school together when your mum went into labour,’ he says. ‘I offered to do the long drive home to keep him company. Well, and also escape a couple of days in the classroom. I dropped him at the hospital just in time to see you delivered.’

What a small ambulance world it is.

‘And now look at you,’ Danny adds. ‘Makes me feel old, but it’s awesome to see you following in your dad’s footsteps. He was a great operator.’

Due to a significant workplace injury in a service very different from what it is today, Dad had been forced to leave before his natural retirement date. I’m only now beginning to appreciate the loss it would have been for him, to give up this job he adored, the identity and culture that came with it. Not to mention all the stress it would have placed on our family at the time. The significance of this life-altering incident eluded me as a child, when it all unfolded, but now I can respect why Dad’s happiness for my experiences seems tarnished by something. Grief maybe. Or dread.



I’m glad I’m already awake – it’s not as hard to chuck off the blanket and pull on my boots. We’re halfway through a night shift, and another crew need urgent backup for a gunshot wound. We plan to meet them en route to the hospital, so Adam radios with instructions to rendezvous at an iconic landmark that all the locals know. Glen does a U-turn, and as we pull up I see the other ambulance is already here. Adam slides open their side door, revealing one of the ambulance station managers at the patient’s head and another paramedic performing chest compressions. Adam dives in but motions that there isn’t enough room for me, so I get into the front seat and crane my neck around to look.

Bright fluorescents illuminate the spattering of small pellet holes across the patient’s neck and the left side of his chest. Blood and vomit pour out of his mouth with every compression. As we pull back onto the road, Adam is attempting to suction the copious amounts of fluid, and I listen in on the discussion. ‘There’s no output on the monitor, and this spray of bullets… I mean, there’s gotta be some major damage in there.’ With a nod from both paramedics, Adam calls it. He withdraws the suction device with a shake of his head. The patient is dead. His injuries are, as paramedics say, incompatible with life.

With nothing more to be done, an odd calm settles inside the ambulance. An incredibly distinctive smell, thick in the closed space, clouds my nostrils, a mixture of alcohol-ladened vomit and the steely scent of blood. The radio is on, and now that the chaos of resuscitation is over, I can hear a pop song that’s been playing constantly of late. I softly sing along, then catch myself and stop. The paramedic who’s driving hasn’t noticed. He’s in his own world, yawning and tapping the steering wheel to the catchy beat. Surely our nonchalance is disrespectful, or at the very least inappropriate, when a man the same age as me lies lifeless in the back. Or maybe we are subconsciously grasping at a sense of control over this horrendous situation.

At the hospital’s ambulance bay, a couple of police cars are waiting for us, anticipating some drama from the patient
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