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Health Care Emergency Preparedness  ::  The Health Care Human Responder 

Presented by Bruce Irvine CHPA — Director - BravoZulu Fire Safety and Security Pty Ltd 

We are focused on teaching the humans what to do. 

Thank you for the opportunity to speak with you today regarding the issues surrounding Healthcare Emergency 

Preparedness that directly affects Healthcare Security Officers and other human responders. I welcome this 

opportunity to give you my opinion on these significant risks that you all face, so that all of you can better 

protect yourself, your colleagues, your organization, your clients, and your profession. 

 

As we investigate the regulatory obligation of having to emergency plan and develop procedures we will 

analyse the human responder within healthcare and other settings. I will bring to your attention some gaping 

deficiencies within our approach, understanding and obligations. 

 

At the end of our time together you will have a more informed and unbiased understanding of how emergency 

preparedness became an obligation, and how in reality we should be approaching delivering the requirements so 

they are effective, so they work and so they do what they are meant to do. Save Lives! 

 

I hailed from the Royal Australian Navy where emergency preparedness at sea was a part of normal life and 

years later I have finally joined the dots on why we have laws, standards and codes in regards to these events, 

why the building are designed to assist with evacuating, why there is first response fire safety equipment 

installed and why we seem to have mostly failed to communicate all this to the humans that dwell within these 

structures. 

 

I hope to create debate, initiate ideas, deliver a concept and motivate you into action.  

 

Before I start I‘d like to remember some Healthcare Security Officers who were killed in the line of duty. 

 The first, Monty Ruby from the Cox North Hospital, Missouri, USA (61) was unfortunately 

killed in the process of a restraint.   

 The second, James Angello from Mercy Hospital, Portland, Ohio (27), was killed (they 

suspect) as part of a gang-related shooting.  He was just out having his lunch.   

Collectively, I‘d like us to recognise all Healthcare staff in general who have suffered physical and/or 

psychological injuries whilst performing their duties. 

HEALTH CARE EMERGENCY PREPAREDNESS 

What we do right and what we do wrong. 

I was lucky enough to be at the International Association for Health Care Security and Safety‘s Annual General 

Meeting in Toronto this year where I saw a speaker by the name of Gordon Graham.  He started off as a 

Motorcycle Policeman and went through various studies and became a Risk Manager and finally a Lawyer and 

he now travels the country as a professional speaker and he gave a great speech that relates partly to what I‘m 

talking about today.  He mentioned in the presentation that I saw what we do right and what we wrong, and I‘d 

like to apply that my Health Care Emergency Preparedness presentation today. 
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What we do right 

What we do right are evidence and traceability.  We are extremely good at this.  Sometimes we seem to be 

focused on this rather than looking at how we‘d go about dealing with an emergency if it actually happened. 

Evidence and traceability ............... What do they consist of? 

To start off with the highest level of obligation is the various State‘s Legislation (Health Care Legislation within 

each State; Mental Health Legislation within each State, and for those who aren‘t aware Workplace Health and 

Safety Legislation will be going national as of 1 January 2012.  Other obligations that you need to be aware will 

be mentioned during my presentation. 

Of course there‘s each State‘s Building Fire Legislation as well as Standards and Codes.  Some of the Standards 

that apply to Health Care Facilities are: 

AS 4083—2010 Planning for Emergencies in Health Care Facilities 

AS 3745—2010 Emergencies in Facilities 

AS 4485.1—Security for Health Care Facilities, Part 1 General Requirements 

AS 4485.2—Security for Health Care Facilities, Part 2 Procedures and Guidelines 

AS 2220.1 Emergency Warning and Communication Systems in Buildings (I‘ll mention this 

further on and the confusion that‘s attached to this piece of equipment) 

Risk Management Standards 

Fire Emergency Response Codes and Risk Management Principles that also come under the various Guidelines 

referred to as Australian Standards.   

The Building Code of Australia, and, more importantly, what healthcare concentrate on is Accreditation.  For 

those of you who remember Equip 4, well Equip 5 is now out and there are the same 3 requirements that relate 

to what we‘re covering today: 

3.2.1—Safety Management Systems Ensure Safety and Wellbeing of Consumers, Patients, 

Staff, Visitors, and Contractors 

3.2.4—Emergencies and Disaster Management Support Safe Practices in a safe environment 

3.2.5—Security Management Supports Safe Practices in a safe environment 

For those who are not familiar with accreditation, it means most if not all hospitals get through their emergency 

preparedness part of accreditation without too many problems and gets a nice big poster to put up on the wall to 

say they passed.   

I‘m not by any means saying that accreditation is not a good thing, quite the opposite in fact. It is an audit of 

how the organisation stacks up against a whole lot of criteria mostly clinical, but I do have issue with the 

emergency preparedness part and I will explain why in this presentation. 
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In short I find that we end up with the evidence and traceability but the people working within the building have 

a limited-to-zero understanding of firstly why they need to learn it and secondly what they need to have 

prepared to be able to function in an emergency preparedness event.   

So what we end up with is what I like to refer to as the Paper Plan Syndrome and it was mentioned by Ernest 

Steinberg from the University of Buffalo when he wrote in his article Planning for Resilience Hospital Internal 

Disaster:  The written emergency plans are important but they are not enough by themselves to ensure 

preparedness.  In fact they can be an illusion of preparedness if they are: 

 not tied to training programmes 

 not accepted by the intended users 

 not tied to the necessary resources or  

 not based on valid assumptions 

And:  the illusion is called the Paper Plan Syndrome:  the illusion of preparedness based on having a written 

document when most staff have never read it.   

That rang true to me as I‘m sure it will ring true to you.  We do the evidence and traceability but it‘s the piece of 

paper sitting on the shelf ‗The Paper Plan‘ that doesn‘t appear to have as much importance attached to it as it 

should do. It is the plan that we have laid out taking our obligations into account to deal with disasters. 

So what is a disaster?   

A disaster has been defined as many people trying to do quickly what they would not ordinarily do in an 

environment and/or event in which they are not familiar.   

As a result we can have interruption to services and mere interruption of services can be harmful. Hospitals or 

Health Care Facilities contain complex combinations of utilities, surgical and diagnostic equipment and 

hazardous materials along with ever-changing visitors and patients of varied conditions of physical and mental 

health.  A health care facility is more susceptible to hazardous events than all other types of facilities.   

Video presentation is about a tornado that occurred over a town called Joplin in Missouri.  In that town was a 

large hospital called St John‘s Medical Centre. 

The video begins by showing an event that starts off in a service station within the striking range of the tornado 

— it was a narrow corridor that went through the town and included the hospital. 

The video‘s intent is to show how distressing it can be and as we move through the presentation it demonstrates 

the alarm phase of an emergency and how we feel and react.  There‘s not much lighting in the video and you 

can hear children being upset and parents being concerned and people trying to organise and some confusion as 

it builds up to the event itself.  Then whilst the event happens, the audience will feel something happening to 

them in unison with what‘s happening on the video and we‘ll go through those things as we progress through 

this presentation. 
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What we do wrong 

We don‘t understand that we need to give: 

 appropriate attention to instruction (as in the written word, signage, and the like)  

 physical training and  

 practise drills 

This is my description of the types of events we are talking about: 

There is a matrix that Gordon Graham developed in regards to risk and the type of risk we are talking about in 

emergency preparedness is HIGH RISK/LOW FREQUENCY events.   

In a hospital on the security side we always deal with High Risk/High Frequency events:  aggressive patients; 

being called to conflict resolution; false alarms for fire alarms.  And because they are high frequency events the 

likelihood of paying more attention and making sure the policies and procedures are working properly is quite 

high because it‘s always happening.  We become quite good at dealing with high-risk patients because we‘re 

always doing it; conflict resolution because we‘re always doing it.   

The issue of emergency preparedness is where we‘re looking at HIGH RISK/LOW FREQUENCY events and 

more dangerously a HIGH RISK/LOW FREQUENCY EVENT WITH NON-DISCRETIONARY TIME (we 

don‘t have time to think about it).  For example:  fire, floods, an active shooter (Code Black).  It could be all 

sorts of things:  a tornado (in the case of Joplin) something that we don‘t have the time to think to react. 

For those of you who are familiar with the General Adaption Syndrome (what happens to humans when under 

stress) you will know what happens to the body in these types of situations, but I‘ll go through it for those who 

aren‘t familiar with the syndrome. 

When the General Adaption Syndrome kicks in, the first phase of it—the Alarm Phase—is where you have an 

adrenaline dump and that‘s referred to as the flight, fight or freeze response.  For people who aren‘t familiar 

with what happens in a flight, fight or freeze response, lots of things happen to the body to be able to protect 

itself but in short we lose our fine complicated motor skills; we get auditory exclusion; we get tunnel vision; our 

heart rate goes faster; we breathe faster; we lose a fair majority of our cognitive skills; and a part of the brain 

kicks in that looks after us in these types of high-stress situations called the amygdala  and it just lets us do the 

basics:  fight to get out of it; flight to get away or hide to avoid what‘s happening; this is the automatic reaction 

in humans, you can‘t avoid it. 

Let‘s dig a bit further:  remember this is relating to a severe incident (a fire; a tornado; a tsunami) so the first 

part of it is the Alarm Phase—your first reaction to stress; you recognise there‘s a danger and your body 

prepares to deal with the threat like the fight, flight, or freeze response.  Activation of the sympathetic nervous 

system and the adrenal glands takes place.  During this phase the main stress hormones (cortisol, adrenaline, and 

noradrenaline) are released to provide instant energy.   

At this stage everything is working as it should do.  If you experience a stress event your body arms you with a 

sudden jolt of hormonal changes and you are now immediately equipped with enough energy to handle it.   

Too much adrenaline will result in a surge of blood pressure that can damage blood vessels of the heart and 

brain—a risk factor in heart attack/stroke.  That‘s when you hear there‘s been a big event happen; an active 

shooter; or there‘s been a fire and someone dies of a heart attack at that event.  This is something that you‘d 
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have to take into consideration—and if we‘re not told, we‘re not to know—the same as what happens to 

everyone involved in the event.   

The next phase of the General Adaption Syndrome is the Resistance Phase:   

What happens is that the body shifts into the second phase with the source of the stress possibly being resolved.  

Homeostasis begins restoring balance and a period of recovery for repair/renewal takes place.  The stress 

hormone level may return to normal but you may have reduced defences and adaptive energy left.   

If that stressful condition persists your body adapts by continued effort in resistance and remains in a state of 

arousal.  Problems begin to manifest when you begin to find yourself repeating this process too often with little 

or no recovery.  Ultimately this moves into the final stage. 

The Final Phase is the Exhaustion Phase:  I‘m mentioning this because if we don‘t plan; if we don‘t have 

systems in place to be able to function in emergency preparedness; if our first responders aren‘t familiar with 

what happens to their bodies so we can put systems in place to be able to avoid it, we could end up with 

problems, people off work, and people injured or psychologically injured if we haven‘t dealt with it prior.  This 

is what they would have faced in Japan where the tsunami was a protracted event.  

Gordon Graham explains these as HIGH RISK/LOW FREQUENCY events with non-discretionary time (we 

haven‘t got time to stop and think; we don‘t do these things all the time) so we need to have a system of how to 

react during an event whilst having an adrenalin dump. This can be done with the appropriate emergency 

preparedness philosophy of education, training and drills in place for there to be the possibility of a reasonable-

to-good outcome in the case of one of these events.   

The Exhaustion Phase is when the stress has continued for some time; your body‘s ability to resist is lost 

because its adaption energy supply has gone.  Often referred to as overload, burnout, adrenal fatigue, 

maladaptation or dysfunction:  This is where the stress levels go up and stay up!  The Adaption Process is over 

and not surprisingly at this stage the General Adaption Syndrome is the most hazardous to your health.   

Chronic stress can damage nerve cells in tissues and organs.  Particularly vulnerable is the hippocampus section 

of the brain.  Thinking and memory are likely to become impaired, with tendency towards anxiety and 

depression.  There can also be adverse function of the autonomic nervous system that contributes to high blood 

pressure, heart disease, rheumatoid arthritis, and other stress-related illness. 

Basically what‘s being said is that the body has this normal reaction to stress.  We need to be able to understand 

that is what‘s happened and give some preparedness for the Human Healthcare First Responders to be able to 

manage their stress levels—and in doing so, manage others‘ stress levels. 

Why do we have to do that?  Is there any obligation to do it?   

There are legal obligations, especially in the new model Workplace Health and Safety Act and Regulation that 

come in 1 January 2012.  What this legislation says is that anyone working within a structure where there are 

people, are obliged to look after the safety of those people.  So the duty falls now to the Person Conducting a 

Business or Undertaking (PCBU) who is involved in the management or control of a workplace.  a structure can 

be a workplace and can be pretty well anything:  building, mast, framework, tower, pipeline, transport 

infrastructure, underground works, etc.) 

Now what‘s a profession that‘s within a structure, that has these HIGH RISK/LOW FREQUENCY events, let‘s 

use the best one I can think of that is not healthcare:  AN AIRCRAFT: 
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The aircraft being the workplace is subject HIGH RISK/LOW FREQUENCY events (they fall out of the sky 

and crash; they could have a fire on board and then crash).  Over the years they have adapted to having to get 

out of the structure safely and quickly.  They need an effective system so that when the General Adaption 

Syndrome (Fight, Flight, Freeze) kicks in with (adrenaline dump), humans (especially the responsible humans—

emergency officers in Health Care Facilities, the Wardens in other institutions), in our scenario:  the aircrew, 

can respond appropriately and immediately (on auto pilot if you‘ll excuse the pun).   

How many people think about the safety demonstration when they get on an aircraft (where the safety 

equipment is, and how we get out of the aircraft)? 

Whose benefit do you think it‘s for? 

 Is it the passengers?  Highly unlikely—most of them are looking elsewhere or reading—

although a few including me do concentrate on ensuring they know how/where they can get 

out   

 The pilots are up the front and have their own training régime 

 So the people who actually benefit from this demonstration are the aircrew—by practising 

what it is they will have to do in the unlikely event of an emergency each time a flight takes 

off. The aircrew are the people who will have to manage the emergency.   

They are like the Emergency Officers in Health Care Facilities; the Wardens within other types of facilities.  It‘s 

the aircrew (the people who are going to manage the emergency) who are practising it every day; every day is a 

training day for them; every flight is a training session for them for Emergency Preparedness on an Aircraft. 

Let‘s move that scenario over to hospitals.  What types of additional risk do we have in hospitals? 

We have people who can‘t get out by themselves.   

They might be in Theatre or ICU; they might have dementia; they might have had a baby; they 

might be in the process of being born or dying.  

So, what are we doing in hospitals to meet the obligation to be able to look after people in an emergency? 

Going back to the model Workplace Health and Safety Legislation coming out 1 January 2012 and what is says 

(some of you might have already seen it) 

Division IV refers to Emergency Plans and it says: there is a duty to prepare and maintain and 

implement Emergency Plans.  A person conducting a business at a workplace must ensure that 

an Emergency Plan is prepared for the workplace and provides the following: 

Emergency Procedures to include:   

 an effective response to an emergency, and  

 evacuation procedures, and  

 notifying emergency services organisations at the earliest opportunity, and 

 medical treatment and assistance, and  
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 effective communication between persons authorised by the person conducting a business 

or undertaking to coordinate the emergency and all persons at the workplace 

There is an obligation to test these emergency procedures including frequencies of testing.   

Let‘s refer to Part 3.2. of the General Workplace Management: 

 39 Provision of information, training and instruction  

  (1) This regulation applies for the purposes of section 19 of the Act to a person conducting 

a business or undertaking.  

  (2) The person must ensure that information, training and instruction provided to a worker 

is suitable and adequate having regard to: the nature of the work being carried out by the 

worker (so, we need to look at what we‘re doing in the Health Care Facility and who we are 

looking after), and 

 the nature of the risk associated with the work at the time the information training or 

instruction is provided, and  

 the control measures implemented, and 

 the person must ensure so far as is practicable that the information, training or instruction 

provided under these Regulations, is provided in a way that is readily understandable by 

any person to whom it is provided 

What is being said is that under the Legislation we have to look at what we‘re doing and the environment that 

we‘re in.  In a hospital environment we‘ve got people at various types of risks so we need to analyse as the 

emergency arises.  

Let‘s look at a fire in ICU:  it would be reacted to differently to how it would be reacted to in Theatres; how it 

would be reacted to in the Emergency Department or on a ward.   

Gordon Graham, the Risk Manager I‘ve been referring to, came up with some safety rules that were originally 

developed by Admiral Hyman G. Rickover and they are called Seven Rules of Safety.  Admiral Rickover was in 

the United States Navy and was in charge of the nuclear fleet.  In the early days they had a lot of incidents so 

these Seven Rules were adopted.  Gordon Graham adapted them for Risk Management and I‘m adapting them 

for Emergency Preparedness for those who are the First Responders in Emergency Preparedness. 

1. Practice continuous improvement—just because something has been done the same way forever, it 

doesn‘t mean that we can‘t look at it and see if we can make it better.  If we don‘t have the money to be 

able to do it we can put an obligation on the organisation to put it on the Risk Register and see if it can 

be implemented when the funds become available. 

2. Hire smart people—look for people who are going to be right for the job; people who want to do it.  If 

you‘re making it the responsibility of a position instead of a person, make sure that‘s the appropriate 

position for the risk.  The person needs to be able to make decisions and delegate. 

3. Establish quality supervision—ensure that First Responders have good back up and support; that their 

training is appropriate and consistent, and most importantly, practiced so they gain confidence in their 

abilities. Foster an environment of open communication with access to relevant information. 
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4. Have a healthy respect for the dangers you face—for those who haven‘t ever faced a fire or a flood 

or that type of emergency and the associated adrenaline dump that goes with it, it‘s a bit hard to 

envisage.  So our training needs to give a demonstration and opportunities to be able to understand 

what those risks are and how dangerous they can in fact be because we‘re not just looking after 

ourselves and our colleagues, but we‘re looking after all the patients and/or visitors who may be in the 

facility at the time. 

5. Training must be constant and rigorous “Every day is a Training day”—every day is a training 

day to deal with Emergency Preparedness.  People say how can we train every day?  Well, if we 

mention one thing to do with emergency preparedness, we can tack things on something to do with our 

shift handovers, for example if we‘ve got a shift handover why not check that our emergency egress is 

clear?  That the fire exits are clear?  And if they‘re not clear and there‘s someone storing wheelchairs 

there, find the person and explain why this can‘t happen.  Check that emergency lighting is working 

because you need emergency lighting to get out of the facility safely.  Make sure the extinguishers are 

there and that they‘ve got a charge in them.  Find out if they‘re Chemical Powder or CO2 extinguishers 

and ensure they‘re appropriate for the risk in that area.  So this education doesn‘t really take much to 

do.  Every day is a training day can be implemented by including some quick checks that everyone can 

do.  In staff meetings we can attach a two-minute talk at the start or end of a meeting.  Remember that 

these are HIGH RISK/LOW FREQUENCY events that don‘t happen every day but if we do encounter 

them there could be serious injury and death.  So we need to raise the level of preparedness for these 

HIGH RISK/LOW FREQUENCY events.  Every day is a training day to do with Emergency 

Preparedness.  Some examples of how we can emphasise this is understanding 

 What an exit door is 

 Why we have fire compartmentation 

 Why housekeeping is important 

 What is stairwell pressurisation?  Smoke and Heat Ventilation?  

 What is a critical defect? 

 Why do we have fire and evacuation instructions 

 What is an extinguisher?  For those who don‘t know … an extinguisher doesn‘t actually put 

out a fire—the only one that does is a water extinguisher because it physically takes away 

an element; it takes away heat.  But Dry Chemical and C02 extinguishers interrupt the chain 

reaction of combustion.  There‘s still heat and smoke but there are no flames—it‘s slowed 

the generation of smoke and slowed the progression of heat allowing us time to get out.  

For those unfamiliar with fires, it‘s the toxins within the smoke along with the associated 

heat of the fire that are the risks.  If we interrupt the chain reaction, in other words we get 

rid of the flames—it‘s just sitting there smouldering—it allows us more time to get out.  If 

we compartmentise by closing the door, it allows even more time to be able to get out.   

 I often enter into debate with Health Care Facilities in regards to Emergency Warning 

Intercom System (EWIS) and the associated Fire Alarm.   

What tends to happen is the Fire Alarm that incorporates an EWIS in a normal building has 

an Alert Tone and an Evacuation Tone (without getting into specifics, the Alert Tone 

allows time for the Warden (in a non-health care building) to delegate, look for signs of fire 

and smoke.  If the Evacuation Tone goes off in that compartment that means time’s up, and 
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we need to start moving out of that compartment.  They can then move from compartment 

to compartment, using each compartment as a staging area for what to do next as they 

evacuate the building. Each compartment has an Alert Tone; Evacuation Tone; Alert Tone; 

Evacuation Tone, and they get out of the building. 

In a Health Care Building, say, the alarm goes off in NICU.  If the Alert Tone goes off and 

if you‘re not familiar with what you need to do (if it‘s not been explained what to do when 

you hear the Alert Tone—look for fire and smoke; Evacuation Tone—start looking at 

getting out) it can cause concern (especially if you‘re a member of the public with a sick 

baby).   

My argument is that once you‘ve identified whether or not there‘s a risk, the alarm should 

be shut down.  My reasoning behind that is we need to be able to communicate—not cause 

confusion—and if you look at the alarms going off especially in the modern building when 

it gets to the Evacuation Tone and the digital voice goes Evacuate, Evacuate Now 

(recording) people think the voice is a real person providing direction (and that includes 

staff who haven‘t been inducted properly to what the tones mean). Staff are unable to 

follow the cascading effect of the alarms in healthcare facilities due to the variable risks 

within departments.  e.g. if you‘re in ICU you‘re going to have to triage; if you‘re in 

Theatre you‘re going to have to stabilise and triage; and if you‘re in the dementia ward 

you‘re going to have to get more people around to manage an evacuation.  So, in my 

opinion—and I know it‘s not in a lot of other responsible people‘s opinion (because for 

some reason they believe it‘s a legal obligation to leave it going)—I believe that we should 

use the EWIS, the evacuation tool, to be able to manage the risk, e.g. the alarms go off … 

there‘s sign of fire and/or smoke … we turn the alarms off and we start communicating 

using the Public Address (PA) system and the Warden Intercom phone or two-way radios 

which are more effective. 

We should understand  

o Why are these systems installed in our buildings? 

o Why are Assembly Areas there?   

o Which is my Assembly Area?  If I evacuate over the other side of the 

building using Progressive Parallel Evacuation (moving between the fire 

compartments and using the fire compartments as a staging area for what to 

do next) my Assembly Area might be on the other side of the building and 

that‘s where I‘m going to report to the Emergency Coordinator. 

o What are Colour Codes?  Colour Codes are prompts for all emergencies.  I 

mentioned before that the cognitive side of our brain shuts down during an 

emergency when the flight, fight or freeze kicks in—the heart rate‘s going 

faster and all we want to do is get away, fight or hide. You all have flip 

charts or a similar colour coded prompt if your hospital complies to the 

standard for emergencies in healthcare facilities. You can refer to these 

prompts for guidance.  That‘s what they are there for.  Unless you are told 

that‘s why they are there and why they are necessary it‘s unlikely that you‘d 

know (they usually have fallen down behind your desk and are brought out 

for accreditation).  There are prompts for all emergencies for when the 

General Adaption Syndrome kicks in.  So when you get the flight, fight or 

freeze response the cognitive side of your brain has closed down. 

Remembering that each of these Emergency Colour Codes (prompts for all 
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emergencies) should be appropriate for the response required for each 

department e.g. ED, ICU, and Theatre etc. 

6. Audit, control, and inspect - Rules without enforcement are useless, as are safety systems without 

implementation. The most advanced fall protection system will not work if workers fail to wear it. 

7. Learn from past mistakes – "There are no new ways to get in trouble, only new ways to stay out of 

trouble. Most organizations keep repeating the same mistakes," Graham says. "A basic rule is 'there's 

always a better way'" and organizations should learn from errors to avoid repeating them. "Predictable 

is preventable. If it's identifiable, it is manageable," according to Graham.  

Accidents don't just happen; they are either a lack of a system to prevent the occurrence or a system failure. 

Taking Rickover's seven steps, which with some minor modifications are still in use in today's nuclear Navy, 

organizations can work toward a culture of zero accidents and injuries. 

Don’t be surprised:  Be prepared.  This is not a hard thing to do as an organisation and we can see why each 

section is important.  These things can be stitched together properly so we understand why there‘s an obligation; 

what we need to do; what happens to the body; how the building‘s constructed; and how we interact between all 

those areas. 

On top of all of that there seems to be some confusion about two Australian Standards that relate to facilities: 

 AS 4083–2010 Planning for Emergencies in Health Care Facilities and  

 AS 3745–2010 Emergencies in Facilities. 

AS 4083–2010 Planning for Emergencies in Health Care Facilities is built off AS 3745–2010 Emergencies in 

Facilities and some organisations have chosen to stick with the latter standard.   

AS 4083–2010 says:   

This standard is based on AS 3745 Emergencies in Facilities but deals specifically with 

emergencies in Health Care Facilities that are usually attended in the first instance by facility 

staff.  This standard differs from standard AS 3745 as it describes the internal and external 

procedures for the Health Care Facilities.  Facilities need to consider the level of dependence 

placed on staff and the patients’ acuity when developing plans.  The patient-to-staff ratio 

makes the initial response to an emergency even more critical.  Facilities may also be 

requested and be prepared to supply resources to an event external to their site.   

So we can see why the standard Emergencies in Health Care Facilities was developed. 

It‘s further mentioned that the information contained herein provides the framework for emergency planning 

and management in Health Facilities, which includes residential cares to enhance the safety of occupants in 

these facilities and their visitors during an emergency.   

However, the size, function and location of the facilities will impact upon how the standard will be 

implemented.  The objective of the standard therefore is to assist facilities in effectively planning for both 

internal and external emergencies.  Emergency management for facilities incorporates the elements of 

prevention including mitigation, preparedness, response and recovery.  Planning occurs at facility, local, state, 

territory, and national levels.  An all-hazard all-agency comprehensive approach to emergency management 

requires facilities to plan in cooperation with other agencies and their community and should recognise the 

scope of the emergency management including mass casualty, public health, mental health, and recovery plan.   
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Emergencies relate to a large range of potential and actual situations of varying scales requiring immediate 

action.  The term ‗emergency‘ is used in the standard in preference to the term ‗disaster‘.  For the purpose of this 

standard ‗disaster‘ is regarded as a subset of emergency. 

To recap, we‘ll see that we have evidence and traceability as far as our emergency preparedness.  We recognise 

that there is an obligation, but don‘t understand the actual human response issues, or don‘t comprehend the 

importance of; 

 What actually happens to the people on duty (physically and mentally)? 

 How does the building design assist us in an emergency? 

 Understanding the purpose and operation of emergency and first response equipment  

 What actually happens when the fire starts and the smoke and heat is generating?   

 What happens when there is an aggressive person, or one with a weapon?   

 What happens when there‘s cyclone, mass contamination, major flood or a combination of 

disasters?   

 What happens when the General Adaption Syndrome (flight, fight, freeze reaction) kicks 

in?   

We need systems in place!  They can be: 

 Colour Codes or  

 Knowing how to use an extinguisher or  

 Knowing the process of being able to move through the building and  

 Knowing what‘s installed in the building for us to use to be able to effect an evacuation. 

So what can we do? … Let‘s take these propositions back to our organisation: 

 Change the way we do business! 

 Get in with the Nurses – Clinicians are the power base of the healthcare system. 

 Get in with Information Technology – Almost everything needs IT nowadays and that 

includes your infrastructure. 

 Get Smart – Backup your practical knowledge up with qualifications, remember OHS, 

Security, Fire Safety and emergency preparedness are intrinsically related. 

 Business Plans – Learn how to plan, or learn better how to plan, for what you want. 

 Network – Think outside the box. – ―Every Day Is A Training Day‖ for Security 

Management. You have the most Important job in the Security industry ! 
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 Organise – Join the IAHSS and other professional associations that will give you a 

knowledge base, but more importantly you give them your knowledge (remember the 

collective always holds more than a silo). 

 Best Practice – Look forward to what is possible and plan for it, rather than survive day to 

day. 

 Have Vision – Ask yourself why am I doing this job and if the answers are to better protect 

and serve; to self improve and educate; to leave a legacy and motivate, then half the battle 

is won! 

 And most importantly DO NOT BECOME FULL OF YOUR OWN SELF 

IMPORTANCE! As everyone is replaceable! 

 

In summary, I discussed this presentation with one of my colleagues, Gregory Lawson. He emailed me later  

stating it reminded him of why we expend great enthusiasm for the common good; reaching for a goal 

undaunted by those who say it can‘t be done; leaving the day better than we did yesterday; and spurred on by 

positive colleagues who will stick with you to the end.   

What I believe Gregory was saying was that we need, as an organisation, and as a profession, to understand that 

you will be the first responders along with clinical staff and other professional healthcare staff in these types of 

emergency situations whether it be an aged-care facility or whether it‘s a hospital or an out-source clinic.   

You are going to be the ones—especially as Healthcare Security develops in Australia—that will be depended 

on more and more as emergency responders.    

 

 I am going to finish my presentation with this statement:   

 

―Five frogs are sitting on a log. Four decide to jump off. How many are left? 

There are still five - because there's a difference between deciding and doing.‖ 

 

 

Thank you everyone. 

 

 

 


