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National Remote Health Workforce Safety & Security Project
Project Background
• Tragic murder of Gayle Woodford, other assaults
• CRANAplus project proposal
• Commonwealth DoH funding
Activities & Outputs:
1

Literature Review & National consultation >
National Report on Remote Health Workforce Safety and Security

2

Develop Safety & Security Guidelines for Remote & Isolated Health

3

Develop an easy to use Staff Self Risk Assessment tool

4

Contribute Safety & Security Content to the CRANAplus App

5

Develop a Remote Health Workforce Safety & Security Handbook

6

Develop an E-Remote Safety & Security Training module

Safety & Security Report: Findings and Conclusions
• the need for hazard identification and risk assessment, event reporting, and
workplace review of significant events and near-misses;
• the need for staff to be accompanied on-call & when risks are identified;
• the need for more comprehensive and timely orientation of new staff;
• the need to promote individual resilience and manage fatigue;
• high workforce turnover and issues relating to bullying and harassment;
• the need for reliable, accessible transport and emergency after-hours
communication systems, supported by staff training in equipment use;
• access to patient information and data in staff accommodation;
• the need for staff training and practice in communication & de-escalation
techniques, to reduce the risk of conflict leading to violence
Additionally:
• New staff & solo clinician clinics were not necessarily at greatest risk

Characteristics of severe traumatic events, Remote Area Nurses, 2015-2016
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Three types of workplace violence:
Criminal (External); Workplace (Patient/Family); and Internal (Bullying).
Different types of violence involve different risks and require different interventions.

HIERARCHY OF WORKPLACE HEALTH & SAFETY CONTROLS
INTERVENTION EFFECTIVENESS
L1. Eliminate hazard = 100% effective

L2. Effectiveness = substitute dependent

Not possible in remote health setting
Clinic, Accommodation crime prevention
through environmental design = 70-80%
effective
L3. Procedures, Guidelines and Training are
only 10-50% effective & most expensive long
term as training needs to be repeated for
incoming staff.
PPE = less than 20% effective

Start interventions at L1 or L2! Training & alarms have limited protective effect.

LENSES
GUIDELINES
ALWAYS
ACCOMPANIED
(NOT ALONE)

PREPARATION for
REMOTE PRACTICE

STAFF RESILIENCE
and FATIGUE
MANAGEMENT

WORKFORCE
STABILITY

ENVIRONMENT

CULTURE and
COMMUNITY

Transport &
communication. Reliable
communication with oncall support worker.

Zero tolerance to
violence.

Community
partnerships and
support. After Hours
service for emergency
only.

Comprehensive orientation
to be provided. Embed a
culture of safety &
reporting.

Secure buildings,
adequate lighting, and
preventive maintenance.
Monitoring & review of
systems.

Hazard & Risk
assessment training.
Work Health & Safety
Hierarchy of responses.
Industry culture of
safety.

Orientation. Cultural
Safety Education.
Community emergency
plan.

Engage in clinical
supervision, mentoring
and self-care practices

Equitable
distribution of
workload. Pro-active
response to critical
events.

Management training.
Supportive staff
supervision. Proactive
response to
fatigue/wellbeing issues.
Service fully staffed

Fit for purpose and well
maintained equipment
and infrastructure.

Service response to
manage climate & major
events. Limited
work/travel hours.
Manage team tensions.

Improve communities’
health literacy and
capacity to reduce
burden on after-hours
services.

Career goals and plans.
Community
participation.

Supportive
workplace culture.
Share workload and
clinical interests

Professional development.
remote staff recreation. Exit
interviews, support and
counselling. Leave
entitlements

Safe, secure, adequately
equipped and maintained
accommodation. Good
internet access. Vehicle
use for recreational
activities.

Supportive
organisational culture.
Pro-active response to
bullying.

Community education &
processes to attract
staff & limit attrition.
Exit interview feedback.

Emergency
communication and
transport plan.

Health service &
community meetings.
Problem resolution
process.

INDIVIDUAL

TEAM

EMPLOYER

INFRASTRUCTURE

Adhere to workplace
safety guidelines.

Clinic practices
prevent excessive
on-call.

On-call guidelines reflect
‘always accompanied’ Full
complement of skilled staff.

Be prepared for the
workplace, undertake
orientation.

Provide local
orientation. Early
hazard identification
and prevention.

Log all on-call work and
location. Establish and
maintain own
communication
networks.

Team development
and support. On-call
staff movements
monitored by
objective provider.

Business hours & afterhours communication
systems. Proactive response
to possible hazards.

Voice, data
communication within &
outside community.
Power back-up system.
Clinic &
mobile/emergency
communication &
transport.

PREVENTION & DEESCALATION

Communication & deescalation skills and
experience.

In-service training.
Alert system for
high-risk patients.
Monitoring and
review events. Peer
support.

Maintain safety priorities.
Support communication &
de-escalation for staff.

Ability to control clinic
access. Good access &
egress. Safe room. No
service provision at staff
accommodation.

Cultural safety
education. Positive
community/staff
relations.

Local employed staff.
Community/Health
Service partnerships.
Community alert staff to
hazards.

HAZARD
IDENTIFICATION
and RISK
MANAGEMENT

Orientation. Safety
prioritised. Workplace
Safety Guidelines. Audit
& Risk Assessment
tools.

Ongoing Hazard
identification &
response. Team
response to safety &
security issues.

Work Health & Safety
requirements. Workplace
safety guidelines
developed, resourced,
monitored and reviewed.

Programmed
maintenance.
Infrastructure and
equipment audit.
Prioritised response
process for acute hazards.

Reduce impact of
isolation. Emergency
response plans.

Local cultural safety
education. Community
alert staff about hazards
and participate in
response.

COMMUNICATION
and CONNECTIVITY

Rapid Risk Assessment Tool basics:
1.
2.
3.
4.
5.
6.
7.
8.

Health Service Safety guidelines are being followed
YES / NO
People present are not behaving in a way that increases risk
YES / NO
There is another reliable/responsible adult to go with you
YES / NO
You know and trust at least some of the people present
YES / NO
People present are willing to get help to fulfil safety guidelines YES / NO
You know the location you’ve been asked to attend
YES / NO
The Health vehicle is adequately prepared for required travel YES / NO
A reliable person knows your location and will respond if you are late
returning
YES / NO
9. Other issues E.g. You will be accompanied if entering a house YES / NO
10. Synthesis. Significant safety concerns have been resolved
YES / NO
RESPONSE: If you have answered NO to any of the above questions, there are
unresolved hazards that need to be responded to.

You are not declining to respond. Your initial action is to identify the outstanding
hazard and risks, and seek assistance from within the community or Health
Service to resolve them so you can initiate a safe clinical response.

RESPONSE TO CRITICAL EVENT
EVENT

IMMEDIATE RESPONSES
(PER WORKPLACE SAFETY
GUIDELINES)

SAFETY PRIORITISED. Evacuate
if possible or group
staff/others together in most
safe location (safe room,
vehicle)
SEVERE
IMMEDIATE
THREAT TO
SAFETY OF
STAFF, PUBLIC
AND PROPERTY

OUTCOME

THREAT TO
SAFETY REMAINS
HIGH.

SECONDARY
RESPONSE

AWAIT
ASSISTANCE.
Safety prioritised.
Do not engage till
safe

COMMUNICATION AND DEESCALATION only if it appears
safe and likely to have a
positive outcome

EVENT SETTLED OR
PERSON CONTAINED
WITH POLICE /
OTHER ASSISTANCE.

FIRST-AID OR
MEDICAL FOLLOWUP, PSYCHOLOGICAL
SUPPORT.

SEEK ASSISTANCE. Trigger
Alarms, Call 000 for Police or
contact local support services.
SITUATION
SOMEWHAT
SETTLED. SAFE
TO ENGAGE

FOLLOW-UP

COMMUNICATION
AND DEESCALATION.

DOCUMENT EVENTS.
INFORM MANAGER.
ARRANGE TEAM /
COMMUNITY
DEBRIEFING

The way forward:
•
•
•
•

Sustaining interventions and promoting a culture of safety
Improving orientation and staff preparation
Logging on-call times, activities, and location
Developing National Standards for Remote Health Safety &
Security
• Challenging bullying, supporting resilience, and improved
fatigue management to reduce staff mobility/churn
• Do what is possible to reduce the risks from known hazards.
Reducing the frequency and severity of aggression and
violence in the remote health sector is feasible. It’s to
everyone’s benefit, and its everyone’s responsibility.

It’s also vital that we keep a balanced perspective. Safety and
security of remote health staff is a critical issue. However, it does
not and should not define our perception of remote health
practice.
The provision of health services to remote and isolated
populations is an exciting, professionally satisfying and personally
rewarding role. We should foster clinician interest and
enthusiasm in this area of work, as well as promoting the
provision of safe, effective health services in remote and
geographically isolated communities.

crana.org.au/uploads/pdfs/2017-SSGuidelines-for-Remote-Isolated-Health.pdf

