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Tasman Patient Pathways
Dear clinicians,

Contained within this folder are the patient pathways available within your district. Please 
make yourself familiar with each pathway and its supporting information.

Referral pathways for low acuity patients (also known as Safe and Well) are important 
in ensuring that we are delivering the right care at the right time. Due to an ageing and 
bulging population and an increase in chronic illness, the vast majority (81%) of our patients 
are classified as minor or moderate (status 3 and 4) and thus developing efficient and 
effective ways of managing patients in the community (where appropriate) is crucial.

Patient pathways are also vital in ensuring we provide appropriate care for high acuity 
patients with STEMI, stroke, major trauma, spinal cord injury and other life-threatening 
conditions.

If you have questions relating to any pathways, or wish to suggest a new pathway, please 
speak with your line manager and/or Territory Manager.

Thank you for everything you do for our patients.

Yours sincerely,

James McMeekin

District Operations Manager 
Tasman District 
South Island Region

Curt Ward

Clinical Practice Manager 
South Island Region

Kris Gagliardi

National Patient Pathways 
Manager
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Look for new onset of unilateral facial weakness

Look for new onset of unilateral arm or leg weakness

Look for new onset of abnormal speech

Note the time of onset of symptoms*.

Can the patient be delivered to a hospital with  
CT and thrombolysis capability within 4 hours  

of onset of symptoms?

Perform FAST assessment as per comprehensive CPGs, Section 10.8.

Patients with new onset of abnormalities as detected by the 
FAST assessment are having a stroke until proven otherwise.

* This is defined as the time that the patient was last seen to be normal.

Tasman stroke pathway
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 > Treat as per CPGs

 > Consider transport under lights  

 > Transmit R-40 at earliest opportunity

 > Advise FAST positive and pass on the 
following info: age, sex, status, chief 
complaint, time of onset, NHI (if known).

STATUS 3

STATUS 2

Does the receiving 
hospital have 

thrombolysis and  
CT capabilities?

Able to arrive at 
hospital within  

4 hours of  
symptom onset?

FAST positive?  > Treat as per CPGs

 > Transport at normal 
road speed.
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Revising stroke
Stroke is characterised by the sudden loss of circulation to an area of the brain, resulting in a corresponding 
loss of neurological function. Strokes are classified as either ischaemic or haemorrhagic, of which 
approximately 87% are ischaemic.

An ischaemic stroke refers to stroke caused by thrombosis or embolism occluding cerebral blood flow 
resulting in cell death. Haemorrhagic stroke is caused when a cerebral blood vessel ruptures, which reduces 
cerebral blood flow and causes bleeding into brain tissue. This rupture may be caused by aneurysm (abnormal 
ballooning of blood vessel wall), congenital weakness of the blood vessel or hypertension.

Signs and symptoms

Ischaemic stroke
Patients with an ischaemic stroke have signs and symptoms that relate to the part of the brain that has lost its 
blood supply. Most commonly, these include a new onset of any combination of the following:

 > unilateral face weakness or

 > unilateral arm weakness or

 > unilateral leg weakness or

 > speech disturbance or

 > visual disturbance.

Patients with an ischaemic stroke are usually able to obey commands on their ‘good side’. If they cannot, it is 
unlikely they have had an ischaemic stroke.

Haemorrhagic stroke
Patients with a haemorrhagic stroke typically present with sudden onset of headache with signs and 
symptoms – including all of those listed above – that relate to the part of the brain in which the bleed has 
occurred. Patients with a haemorrhagic stroke are less likely to be able to obey commands than a patient with 
an ischaemic stroke.

It is not possible to clinically distinguish between an ischaemic stroke and a haemorrhagic stroke with a high 
degree of confidence without a CT scan.

FAST assessment
Perform a FAST assessment on all conscious patients with suspected stroke. Patients with new onset of 
abnormalities, as detected by the FAST assessment, are having a stroke until proven otherwise.

Face Look for new onset of unilateral facial weakness. Ask the patient to smile and show all of their 
teeth/gums.

Arms Look for new onset of unilateral arm or leg weakness:

 > Ask the patient to raise their arms (to 90 degrees from the body) with their palms facing 
upward. Then ask them to close their eyes and hold their arms there for 5 seconds while 
you count aloud. Look for one arm that drifts downwards.

 > Ask the patient to walk. Look for abnormal gait.

Speech Look for new onset of abnormal speech:

 > Ask the patient to repeat a sentence. Look for slurring of words. 

 > Show the patient several common objects and ask them to name them. Look for difficulty 
or inability to name objects.
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Time Note the time of onset of symptoms. This is defined as the time that the patient was last seen 
to be normal. If the patient has woken up with the signs or symptoms, then the time of onset of 
symptoms is the time that the patient went to sleep.

Referral
Patients with an ischaemic stroke who can be transported to a hospital with a CT scanner and thrombolysis 
capabilities (dedicated stroke hospital) within 4 hours of symptom onset are potential candidates for 
treatment with thrombolysis and are classified as status 2. The earlier patients are thrombolysed, the better the 
outcome. Hospitals in Tasman District with a CT scanner and thrombolysis capabilities include Nelson Hospital, 
Wairau Hospital and Grey Base Hospital.

Transport patients to hospital in accordance with the CPGs (Section 10.8), noting that transport should usually 
be by road.

Consider helicopter transport if:
 > the patient is independent and without severe comorbidities and

 > the diagnosis is clear and

 > the patient has severe weakness and

 > the patient will clearly reach a designated stroke hospital within 4 hours of the onset of symptoms and

 > helicopter transport will clearly save more than 30 minutes compared with road transport

Advice regarding transport (helicopter vs. road) can be obtained from the Clinical Support Officer on the 
Clinical Desk within the Clinical Control Centre.

Transient ischaemic attack (TIA)
TIA is defined as stroke signs or symptoms that completely resolve within 24 hours. Patients who have had a 
TIA are at increased risk of subsequently suffering a stroke.

The ABCD2 score is used to determine the level of risk associated with a specific TIA. This table is contained 
within Section 10.9 of the CPGs. Patients with TIA should usually be transported to an ED. However, transport 
may be to a GP (or community hospital) if:

 > they have had a TIA that is low risk and

 > the GP is spoken to by ambulance staff and

 > an appointment is confirmed for the same day
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Spinal cord injury destination policy
Flowchart for prehospital personnel

Does the patient have acute spinal cord 
injury with signs of paraplegia  

or quadriplegia?

Does the patient have signs of  
major trauma in addition to spinal cord 

injury?

Does the patient have inadequate 
breathing or shock?

Is it feasible to transport the patient 
directly to a SCI centre* by road?

Is it feasible to fly the patient directly to a 
SCI centre*?

Transport the patient to the most 
appropriate major trauma hospital

This policy does not apply. See the 
District Destination Policy.

Transport the patient to the most 
appropriate major trauma hospital

Transport the patient directly to a  
SCI centre* by road

Fly the patient directly to the most 
appropriate SCI centre*

 > Middlemore Hospital (adults)

 > Christchurch Hospital (adults and children)

 > Starship Children’s Hospital (children)

* Spinal Cord Impairment (SCI) centres



TASMAN PATIENT PATHWAYS    | 9Version: 6
Date issued: February 2017

Spinal cord injury destination policy
Additional information

Introduction 
This information complements the spinal cord injury destination policy flowchart for prehospital personnel 
and should be read in conjunction with it. This policy describes the process for prehospital personnel to 
determine which hospital patients with spinal cord injury should be transported to.

One of the main principles within the National Spinal Cord Impairment Action Plan is that patients with spinal 
cord impairment (SCI) following trauma should be treated in a designated SCI centre as soon as possible after 
their injury. Patient outcomes are optimised when surgery (if indicated) to decompress the spinal cord is 
performed urgently and this is usually only feasible when patients are transported directly to a designated SCI 
centre. From a prehospital perspective this means that:

 > Patients with spinal cord injury and no other signs of major trauma will be transported directly from 
the scene to a SCI centre, whenever this is feasible. This means that even in a metropolitan setting that is 
close to another major hospital, patients will be transported directly to a SCI centre even if that SCI centre 
is a significant distance away.

 > Patients with other signs of major trauma in addition to spinal cord injury will be transported to the 
most appropriate major trauma hospital and then secondarily referred to a SCI centre when clinically 
appropriate.

Patients not covered by this policy 
 > Patients with non-traumatic spinal cord impairment are not covered by this policy. They will be 

transported to the most appropriate hospital and then secondarily referred to a SCI centre when clinically 
appropriate.  

 > Inter-hospital referrals and inter-hospital transfers are not covered by this policy. 

Defining spinal cord injury in the prehospital setting  
 > For the purposes of this policy, signs of spinal cord injury require the patient to have signs of paralysis 

with either paraplegia or quadriplegia. 

 > Altered sensation and/or weakness (without paralysis) are not sufficient because it is relatively common 
for patients in the prehospital setting to have these symptoms in the absence of spinal cord injury. 
Transporting such patients directly to a SCI centre risks large numbers of patients being inappropriately 
transported to a SCI centre that do not require it.  

Mechanism of injury 
 > The decision to transport a patient directly to a SCI centre is not affected by the mechanism of injury. 

 > However, if the mechanism involves high velocity (for example a high speed road crash) and another 
major trauma hospital is significantly closer to the scene than a SCI centre, it is vital to exclude other signs 
of major trauma prior to making a decision to transport the patient directly to a SCI centre.      

Other signs of major trauma in addition to spinal cord injury  
 > The patient must be transported to the most appropriate major trauma hospital (and then secondarily 

referred to a SCI centre when clinically appropriate) if there are any signs of major trauma in addition to 
that of spinal cord injury.   

 > Personnel must seek clinical advice if they are uncertain.   
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 > All of the SCI centres are within hospitals that are also designated as major trauma hospitals and thus 
patients with additional injuries will receive appropriate treatment at the SCI centres.      

 > See the major trauma destination policy for further details.  

The adequacy of breathing   
 > If breathing is clinically inadequate the patient must be transported to the most appropriate major 

trauma hospital and then secondarily referred to a SCI centre when clinically appropriate.    

 > Clinically inadequate breathing is uncommon in the prehospital setting following spinal cord injury and 
usually only occurs with a high cervical cord injury.  

 > Most patients with diaphragmatic breathing following spinal cord injury have clinically adequate 
breathing but an inadequate cough. In this setting the patient should be transported directly to a SCI 
centre provided this is feasible, the patient has adequate oxygenation with supplemental oxygen and 
their breathing is not deteriorating.   

Shock 
 > If shock is present the patient should be transported to the most appropriate major trauma hospital 

(and then secondarily referred to a SCI centre when clinically appropriate) because the patient should be 
presumed to have hypovolaemic shock until proven otherwise.    

 > Loss of sympathetic outflow from the spinal cord following spinal cord injury can cause shock and 
in this setting the patient is usually vasodilated below the site of injury. It is appropriate to consider 
transporting the patient directly to a SCI centre if personnel are confident the patient has spinal shock 
(particularly if the mechanism of injury involved low velocity) and the patient is clearly not deteriorating, 
but personnel must seek clinical advice in this setting.  

Transport to a SCI centre by road 
 > It is usually only feasible to transport a patient directly to a SCI centre by road when the patient is injured 

in, or around the fringes of, the Auckland district and the Canterbury district.  

 > In the Auckland district: 

 – adults should be transported to Middlemore Hospital unless there is a compelling clinical reason to 
transport them to Auckland City Hospital instead. 

 – children should be transported to Starship Hospital unless there is a compelling clinical reason to 
transport them to Middlemore Hospital instead.  

 > On the fringes of the Auckland district (for example the southern area of Northland and the northern 
area of Waikato and Hauraki), if helicopter transport is not indicated (or is not available), it is preferable to 
transport the patient directly to a SCI centre by road, rather than transporting to Whangarei Hospital or 
Waikato Hospital. This is because a secondary transfer incurs a clinically significant delay that may worsen 
the patient’s outcome.    

 > In the Canterbury district the only hospital suitable for patients with major trauma is Christchurch 
Hospital and all patients should be transported there directly.  

Transport to a SCI centre by helicopter 
 > If it is not feasible to transport a patient directly to a SCI centre by road, the patient should be transported 

directly to a SCI centre by helicopter, provided a helicopter is available and it is feasible to do so. This will 
occur even if another major hospital is substantially closer. In many metropolitan areas of New Zealand 
this will involve the patient being driven to a helicopter base (or rendezvous point) that may be very 
close to (or onsite at), a major hospital and then flying the patient directly to a SCI centre, without the 
patient entering that major hospital. Provided a helicopter is available and it is feasible to fly to the SCI 
centre, this is preferable to the patient being transported to that major hospital and then secondarily 
transferred. This is because such a secondary transfer incurs a clinically significant delay that may worsen 
the patient’s outcome.
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 > If the flight involves the patient ‘overflying’ another major trauma hospital, it is essential that helicopter 
personnel re-evaluate the patient prior to flight, in order to ensure that there are no other signs of major 
trauma in addition to spinal cord injury. Personnel must have a very low threshold for seeking clinical 
advice if they are uncertain. 

 > If a helicopter is not available within a suitable time frame, or it is not feasible (for example due to 
weather) to fly to a SCI centre, the patient will be transported to the most appropriate major trauma 
hospital and then secondarily referred to a SCI centre when clinically appropriate. A ‘suitable time frame’ 
cannot be tightly defined and requires clinical judgement. If a helicopter is not immediately available 
personnel should seek clinical advice regarding the options for transport and the destination.           

 > Refueling may be required en route to a SCI centre. This is preferable to flying to another major trauma 
hospital and the patient being secondarily transferred.    

 > It is not usually feasible to transport a patient by fixed wing aircraft. In very unusual circumstances a fixed 
wing aircraft may be used, but in this setting personnel must seek clinical advice.

 > The patient must be removed from extrication devices (such as a spine board, scoop stretcher or combi-
carrier) and transported directly on the stretcher, unless the total time on the extrication device is going 
to be less than thirty minutes. 

 > Additional care must be taken to ensure the patient is kept warm. 

 > Urinary catheterisation is not required.

Seeking clinical advice 
 > Personnel requiring advice will contact the doctor on call for the ambulance service via the Clinical Desk 

within the Ambulance Clinical Control Centre. 

 > In the event that further advice is required, the doctor on call for the ambulance service will contact the 
on call spinal consultant within the appropriate SCI centre. 

Communication with receiving hospital staff  
 > No specific additional communication is required with receiving hospital staff other than the usual 

notification process for a patient with major trauma, however this notification should occur with as much 
advance warning as possible.

SCI centre catchment areas and transport destination
 > New Zealand has three designated SCI centres and each has an associated catchment area. They are:

 – Middlemore Hospital for adults (15 years or older) from the upper two thirds of the North Island 
(orange area on the map on page 13).   

 – Christchurch Hospital for adults (15 years or older) from the lower third of the North Island (yellow 
area on the map on page 13) and all of the South Island. 

 – Starship Hospital for children (younger than 15 years) from all areas of New Zealand. 

 > Patients will be preferably transported to the catchment area SCI centre, provided it is feasible to do 
so. This means that some patients will be flown to a SCI centre that is not the closest SCI centre to the 
scene, particularly when the scene is in the upper part of the area marked in yellow on the map. This is 
preferable to always flying to the closest SCI because it is important to balance the patient load between 
the SCI centres and this reduces secondary inter-hospital transfers. 

 > It will not always be feasible to fly the patient to the catchment area SCI centre. In particular, it is not 
always feasible to fly an adult from the lower third of the North Island to Christchurch Hospital and it is 
rarely feasible to fly a child from the South Island directly to Starship Hospital. Thus, for the purposes of 
prehospital decision making, the patient will be transported to the most appropriate SCI centre and then 
referred (if required) to the catchment area SCI centre.  
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The following will be taken into account when determining which SCI centre the patient is transported to: 

 – the catchment area boundaries and the location of the scene

 – the location and availability of helicopters

 – the weather

 – where the patient lives. 

 > Examples:    

 – An adult in the orange area will usually be flown to Middlemore Hospital. 

 – An adult in the yellow area will usually be flown to Christchurch Hospital.  

 – An adult in the South Island will usually be flown to Christchurch Hospital. 

 – A child in the North Island will usually be flown to Starship Hospital.

 – A child in the South Island will usually be flown to Christchurch Hospital and then secondarily 
referred to Starship Hospital when clinically appropriate. This is because Christchurch Hospital is a SCI 
centre with the staff and facilities to provide urgent decompressive surgery if required.  

 > Personnel must seek clinical advice if they are uncertain which SCI centre the patient should be 
transported to. 
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Spinal cord injury destination policy
Catchment area boundaries

Key

Middlemore Hospital

Christchurch Hospital

Starship Hospital (all of NZ)
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Pathway Quick Guide: Phase Two

Nelson Marlborough Code STEMI

Clear evidence of STEMI

Complete PCI/thrombolysis  
contraindications checklist

Administer appropriate treatment and  
initiate transport (as advised)

STEP 1

STEP 2

STEP 3

STEP 4

Transmit ECG
 > Nelson Bays: SI02 (LP15) or NELSON ED (MRx)

 > Marlborough: SI05 (LP15)

Phone 0800 CARDIAC (227 3422) and ask  
for “on-call Cardiologist”

 > Advise: patient’s age, time of symptom onset, co-morbidities and 
any contraindications to PCI/thrombolysis

 > Discuss: treatment pathway (PCI or thrombolysis) and destination 
hospital with Cardiologist
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Guide for EMT & First Reponder Stations: Phase Two

Nelson Marlborough Code STEMI

Defibrillator confirms patient has STEMI

Transmit ECG to Clinical Desk and phone  
Clinical Desk for advice

STEMI confirmed by Clinical Support Officer? Treat patient as per CPGs

Community Hospitals

Defibrillator diagnostic software
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With guidance from Clinical Support Officer:

 > Treat patient as per CPGs

 > Focus on prompt extrication and transport towards backup/helicopter landing site

 > If time permits, start completing the STEMI Pathway Booklet, but do not delay transport to 
achieve this

Do not routinely transport to a community hospital unless:
 > the community hospital can be reached significantly faster than the nearest backup, e.g. a 

helicopter is delayed/unavailable or you are very close to the community hospital or
 > the community hospital has the most appropriate helicopter landing site.

Depending on the model of defibrillator, wording used by the defibrillator to confirm STEMI will differ:
 > MRx = “acute MI”
 > Lifepak 12 = “acute MI suspected”
 > Lifepak 15 = “meets ST elevation MI criteria”
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Nelson Marlborough Code STEMI
Pathway overview: Phase Two

What is STEMI?

Pathophysiology
ST-elevation myocardial infarction (STEMI) is a life-threatening form of myocardial ischaemia characterised by 
complete occlusion of a coronary artery due to platelet plugging and thrombus formation. Myocardial injury is 
the result of an imbalance between oxygen demand and oxygen supply and only by unblocking the occluded 
artery can tissue be saved. Time elapsed between symptom onset and reperfusion is a crucial determinant of 
myocardial salvage, long-term survival and ongoing health complications from STEMI.

STEMI Criteria
To diagnose STEMI, there must be clear evidence, including:

 > a clinical presentation that is consistent with STEMI and

 > ECG diagnostic software that confirms STEMI on a good quality 12-lead ECG, noting that the wording 
used by all defibrillators is different (MRx = “acute MI”, Lifepak 12 = “acute MI suspected” and Lifepak 15 = 
“meets ST elevation MI criteria”) and

 > staff have looked at the ECG and confirm it shows STEMI, as per the ECG criteria below and

 > staff have looked at the ECG and considered common STEMI mimics.

12-lead ECG criteria for STEMI:
 > ≥2mm ST elevation in two or more leads V1-V3, or ≥1mm in any two other contiguous leads or

 > Significant ST depression in V1-V4 (suggestive of posterior MI, especially if there is also a dominant R 
wave in V1) or

 > Left bundle branch block (LBBB) or paced rhythm with concordant ST elevation ≥ 1mm in leads with a 
positive QRS complex

 > Plus onset of symptoms within 12 hours.

Note: this STEMI Pathway uses slightly different ECG criteria for diagnosing STEMI than the St John CPGs. These 
differences are not clinically significant.

What does Phase Two of Code STEMI involve?

STEP 1: Identify STEMI & transmit 12-lead ECG
 > Transmit the 12-lead ECG if there is clear evidence of STEMI. In Nelson Bays, transmit to SI02 (LP15) or 

NELSON ED (MRx); in Marlborough, transmit to SI05 (LP15)

 > The ECG will go to the receiving ED and to Cardiologists’ smart phones

 > If unable to transmit after two attempts, immediately move on to step 2; do not spend significant time 
trying to troubleshoot failed transmission.
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STEP 2: Complete primary PCI/thrombolysis contraindications checklist
 > After transmitting the ECG, complete the PCI/thrombolysis contraindications checklist on page 2 of the 

STEMI Pathway Booklet

 > If the answer to any questions in the contraindications checklist is “YES” or you are unsure, you must 
inform the Cardiologist.

STEP 3: Liaise with Cardiologist on 0800 CARDIAC (2273422)
3-5 minutes after transmitting the ECG, phone 0800 CARDIAC (2273422) and ask for the “on-call Cardiologist”. 
Provide a verbal handover, including:

 – patient’s age

 – time of symptom onset

 – comorbidities and level of independence

 – any contraindications to PCI/thrombolysis.

The Cardiologist will advise the patient’s treatment pathway (PCI or thrombolysis) and destination hospital in 
discussion with ambulance staff.

If the on-call Cardiologist cannot be contacted, staff should ring the Clinical Desk and ask to speak to the on-
call doctor for St John. The on-call doctor can authorise thrombolysis if indicated and will attempt to contact 
the Cardiologist on behalf of the ambulance crew.

STEP 4: Administer appropriate treatment and initiate transport
The patient will be treated with primary PCI if:

 > the Nelson Catheter Lab is immediately available and

 > the patient can be transported to Nelson Hospital within 60 minutes of the diagnosis being made.

The patient will be treated with thrombolysis if:

 > the Nelson Catheter Lab is unavailable (irrespective of distance to hospital) or

 > the patient cannot be transported to Nelson Hospital within 60 minutes of the diagnosis being made.

Distance to hospital
If the Nelson Catheter Lab is unavailable, the Cardiologist will ask staff to administer thrombolysis irrespective 
of the distance to hospital. This is because the median door-to-needle (D2N) time within NMDHB is 25 minutes; 
therefore if the patient is 15 minutes from hospital, they will not receive thrombolysis for approximately 40 
minutes. Pre-hospital thrombolysis therefore offers significant time savings, even when the patient is close to 
hospital. There is unequivocal evidence that when PCI is not immediately available, early thrombolysis saves 
lives and reduces long-term disability.

Note:

 > In patients with a high risk of bleeding (e.g. have one or more contraindications) or where thrombolysis 
may not be in their best interests (e.g. cardiogenic shock, non-recent symptom onset, very elderly) a 
decision may be made by the Cardiologist for the patient to receive primary PCI instead of immediate 
thrombolysis, even if the patient cannot be transported to the catheter lab within 60 minutes

 > Similarly, for patients with a very short time period from the onset of symptoms to the diagnosis of 
STEMI, a decision may be made for the patient to receive immediate thrombolysis even if they can be 
transported to the catheter lab within 60 minutes.
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Transporting the patient to a PCI capable hospital
If the nearest hospital does not have an available catheter lab, the Cardiologist may request that the patient is 
transported to a PCI capable hospital (hospital with a cardiac catheter lab) after thrombolysis is administered, 
if rescue PCI would be considered in the event of failed thrombolysis. A patient’s eligibility for rescue PCI is 
determined by the Cardiologist in discussion with ambulance staff, taking into account the patient’s age, co-
morbidities, level of independence and time of symptom onset.

If the Cardiologist requests that the patient is transported to a PCI capable hospital, the crew should 
immediately initiate transport via the most appropriate means, which may include requesting a helicopter 
through the CCC (via radio) and arranging a suitable rendezvous point, taking into account:

 – location

 – availability of a helicopter

 – estimated ETA of a helicopter.

Helicopter rendezvous points
 > For patients in urban Nelson, the rendezvous point is the rescue helicopter hangar at Nelson Airport

 > For patients in urban Blenheim, the rendezvous point is the Wairau Hospital helicopter pad

 > For patients in rural areas, staff should utilise their judgement to determine an appropriate rendezvous 
point. If it is anticipated that a helicopter will be delayed, crews should start transporting towards the 
destination hospital (PCI centre) by road (if feasible) and meet the helicopter en route to hospital.

If the helicopter rendezvous point is at a hospital, the patient should be transported directly to the helicopter 
pad. The patient should only be taken into the emergency department if:

(a) there is a very urgent clinical reason, e.g. the patient is under CPR or ultrasound guidance is required to 
obtain IV access or

(b) a helicopter is significantly delayed (by at least 20 minutes)

If the patient is being staged in ED, the patient should be left on the ambulance stretcher wherever possible to 
reduce time spent in ED.

If a helicopter is unavailable
In the event that a helicopter is unavailable (e.g. due to adverse weather), staff should immediately initiate 
road transport to the destination hospital (if feasible), bypassing non-PCI capable hospitals (e.g. Wairau ED) 
unless there is a very urgent clinical reason as specified above. In the interests of time savings and continuity of 
care, another ambulance should not be routinely met, unless there is a specific reason such as driver tiredness 
(e.g. volunteer crew) or ICP back up is required.

If the patient is being transported over a long distance by road because a helicopter is unavailable, the on-call 
Cardiologist should be updated as to the revised ETA at the destination hospital. If the patient’s condition 
changes and/or further clinical advice is required, the on-call Cardiologist should be contacted. 

Example 1: An ambulance crew is treating a normally healthy 55-year-old male with STEMI in central Blenheim, 
10 minutes from Wairau ED. Because Wairau hospital is not PCI capable, the Cardiologist directs the crew 
to administer thrombolysis and fly the patient to Nelson. The crew immediately request a helicopter via 
the CCC and the patient is transported to the Wairau Hospital helicopter pad, where the helicopter is met 
approximately 10 minutes later.

Example 2: An ambulance crew is treating a normally healthy 69-year-old female with STEMI in Picton, 
approximately 35 minutes from Wairau ED. After liaising with the Cardiologist, the crew is advised to 
administer thrombolysis and transport the patient to the Nelson Catheter Lab. The crew then request a 
helicopter via the CCC - hearing that the helicopter is en route with an ETA of 16 minutes, the crew transport to 
a nearby park and not to Wairau ED.
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Example 3: An ambulance crew is treating a normally well 79-year-old-male with STEMI in Stoke, 10 minutes 
from Nelson Hospital. The Cardiologist advises that the Nelson Catheter Lab is unavailable and requests that 
the patient is flown to Wellington. In this case, thrombolysis is contraindicated as the patient has had recent 
surgery. Thrombolysis is therefore withheld and the crew immediately request a helicopter via the CCC and 
transport the patient to the rescue helicopter hangar at Nelson Airport.

Example 4: An ambulance crew is treating a normally well 80-year-old female with STEMI in Motueka, 40 
minutes from Nelson Hospital. The Cardiologist informs the crew that the Nelson Catheter Lab is unavailable 
and requests paramedics to administer thrombolysis and fly the patient to Wellington. After requesting a 
helicopter, the crew are informed by CCC that they are still waiting to hear from the pilot as to whether the 
helicopter can fly. With this information, the crew begin transporting towards Nelson ED to avoid staying on 
scene for a prolonged period. While driving past Mapua, the crew are informed that the helicopter cannot fly 
and the crew continue transporting to Nelson Hospital.

Example 5: An ambulance crew is treating a normally well 62-year-old male with STEMI in central Blenheim. 
After liaising with the Cardiologist, the crew is advised to administer thrombolysis and transport the patient 
to Nelson Hospital. The crew then request a helicopter via the CCC, however a few minutes later they are 
informed that a helicopter cannot fly due to adverse weather. Road transport to Nelson is then immediately 
initiated and the the ambulance staff phone the on-call Cardiologist back to give a revised ETA in Nelson.
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RELATIVE

ABSOLUTE

PCI/thrombolysis contraindications checklist

 > Suspected aortic dissection

 – Aortic dissection may involve the coronary arteries and cause STEMI. Aortic 
dissection usually presents with a sudden onset of severe pain that is 
maximal at the time of onset. If the pain started gradually or stutters (comes 
and goes), it is extremely unlikely that the patient has aortic dissection. Pain 
from aortic dissection is often described as sharp, tearing or stabbing and 
may radiate to the back.

 > Previous intracerebral haemorrhage

 – Cerebral haemorrhage is bleeding into brain tissue and may be caused by 
stroke, brain tumour, trauma or other causes.

 > Known cerebral aneurysm, arterio-venous malformation or tumour

 – Cerebral aneurysm is a known weakness in the wall of a cerebral artery, 
causing dilation or ballooning of the blood vessel.

 – Arterio-venous (AV) malformation is an abnormal connection between an 
artery and a vein. The vein is exposed to arterial pressure (because there is 
no capillary bed to reduce the pressure) and the vein dilates, thins and may 
rupture. If the patient has not heard of the term ‘AV malformation’ it is highly 
unlikely they have one.

 – Cerebral tumour is any brain tumour (primary or metastatic).

 > Intracranial surgery within the last 6 months

 – Intracranial surgery includes any operation or procedure involving the brain, 
its supporting structures (e.g. meninges) and blood vessels.

 > Ischaemic stroke within the last 6 months

 – Ischaemic strokes include thrombotic and embolic strokes. It is possible for 
an area of dead brain tissue from a recent ischaemic stroke to be converted 
into a haemorrhagic stroke if thrombolysis is administered.

 > Major trauma or severe brain injury within the last 6 weeks

 – It is difficult to define major trauma and clinical judgement is required. In 
general:

• Major trauma is trauma severe enough to cause an injury which if it 
subsequently bled, could be life threatening. Examples include multiple rib 
fractures, intraabdominal injury and major pelvic fractures.

• Severe brain injury is an injury that was severe enough to result in an injury 
visible on a CT scan.

 > Major surgery within the last 6 weeks

 – Major surgery is any form of surgery that could injure blood vessels, which if 
they subsequently bled, could be life-threatening. Examples include surgery 
within a body cavity (e.g. chest or abdomen), surgery involving the spine and 
any joint replacement.

 > TIA within the last 6 months

 – Similar to previous ischaemic stroke, it is possible for a small cerebral infarct 
to be converted to a haemorrhagic stroke if thrombolysis is administered. 
Some patients may know TIA as a ‘mini stroke’.
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 > Internal bleeding within the last 6 weeks

 – This includes any form of clinically significant internal bleeding:

• GI bleeding is commonly caused by an ulcer (in the stomach or duodenum) 
or a bowel abnormality (such as a tumour) and presents with obvious 
blood loss from the bowel, malaena (dark, tarry faeces) or haematemesis 
(vomiting blood). Coffee-ground vomit however, is very non-specific and is 
not a reliable clinical sign of GI bleeding

• Other examples of internal bleeding include bleeding from the urinary 
tract and bleeding into the lung, characterised by haematuria and 
haemoptysis, respectively.

 > Currently taking warfarin or dabigatran

 – Warfarin’s trade names include Coumadin and Marevan and dabigatrin’s 
trade name is Pradaxa. Patients taking warfarin may know their most recent 
INR, which typically ranges from 2.0-3.0. The higher the INR, the higher the 
risk of bleeding.

 > Known bleeding disorder

 – Known bleeding disorder requires the patient to have a diagnosed bleeding 
disorder such as haemophilia or von Willebrand disease.

 > Systolic BP >180mmHg or diastolic BP >110mmHg

 – High blood pressure increases the risk of bleeding. If systolic BP is >180 
and/or diastolic BP is >110 mmHg when completing the contraindications 
checklist, tick “YES”.

 > More than 10 minutes of CPR

 – The longer the duration and more vigourous chest compressions are, the 
higher the risk of bleeding.

 > Known to be pregnant or less than 2 weeks post-partum

 – For females of child-bearing age, ask whether the patient is pregnant or has 
delivered within the last two weeks.

 > Lumbar puncture or epidural insertion within the last 6 weeks

 – A lumbar puncture is a procedure in which a needle is inserted between two 
lumbar vertebrae, most commonly to collect cerebrospinal fluid (CSF) for 
diagnostic testing. An epidural insertion is a procedure in which a needle 
is inserted between two vertebrae, most commonly for the placement of a 
local anaesthetic agent

 – Following recent lumbar puncture or epidural insertion, the administration 
of thrombolysis may cause bleeding into the spine, resulting in paraplegia.

 > Non-compressible vascular puncture (including organ biopsy) within the 
last 24 hours

 – Non-compressible vascular punctures include any invasive procedure 
involving a noncompressible organ or blood vessel, for example subclavian 
central lines, organ biopsies (e.g. liver or kidney) and spinal biopsies.

RELATIVE
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ECG transmission guidelines
 > When to transmit an ECG to hospital requires clinical judgement

 > Transmitting significant numbers of ECGs that do not show STEMI is very counter-productive as it rarely 
changes in-hospital or pre-hospital treatment and desensitises hospital staff to the ECGs transmitted

 > Only transmit a 12-lead ECG to hospital if there is clear evidence of STEMI. If you are uncertain, wait 10 
minutes and repeat the ECG - if the diagnosis is STEMI, the ECG signs will usually be evolving. If the ECG is 
not evolving, STEMI is less likely

 > If staff remain uncertain they should transmit to the Clinical Desk and not to the hospital. If the Clinical 
Support Officer confirms the ECG shows STEMI, the ECG will be sent directly from the Clinical Desk to the 
on-call Cardiologist

 > Occasionally, a patient may have a true STEMI mimic, but also be having STEMI. In this setting, staff 
should only transmit the ECG if there are very convincing clinical signs of STEMI and evolving ECG 
changes.

Completing the STEMI Pathway Booklet

General principles
The STEMI Pathway Booklet is a multidisciplinary document completed by a variety of health professionals 
including ambulance, medical and nursing staff. The booklet remains with the patient during their entire 
journey through the health system - in the ambulance, ED, catheter lab, ICU and medical ward.

When completing the STEMI Pathway Booklet:

1 Record your name, role (e.g. EMT, Paramedic, ICP), signature and ID number in the Name and Registration 
Details section at the bottom of page 1

2 Complete as much of the booklet as possible en route to ED, but do not delay transport to achieve this

3 Record the time and initial the left-hand column beside the sections that you complete

4 When you arrive at ED, give the booklet to hospital staff who will continue using it.

Completing an electronic patient report form (ePRF)
You are still required to complete an ePRF; however the PRF can be completed after the job and does not have 
to be given to hospital staff unless specifically requested - hospital staff will use the STEMI Pathway Booklet.

When completing ePRF:

 > The ‘History’ section can be limited to typing: “treated as per Nelson Marlborough STEMI Pathway”

 > All treatment/interventions must be recorded

 > The first and last set of vital signs must be recorded. Not all vital signs have to be recorded, but any vital 
signs that are significantly abnormal should be recorded

 > Photograph each page of the STEMI Pathway Booklet that you have completed.

Frequently asked questions (FAQs)
•Q Why are we transporting patients to a PCI capable hospital after giving thrombolysis?

•A An audit of NMDHB STEMI cases from May 2013-May 2015 showed that over half of all patients 
administered thrombolysis required rescue PCI to re-open the occluded artery. Transporting eligible 
patients to a PCI capable hospital immediately after thrombolysis allows rescue PCI (if required) to be 
performed as soon as possible.
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•Q Why are we administering pre-hospital thrombolysis?

•A In cases where the Nelson Catheter Lab is unavailable or transport time is extended, pre-hospital 
thrombolysis allows reperfusion treatment to begin up to one hour earlier than if thrombolysis was 
administered in ED.

•Q What if I’m unsure whether my patient has STEMI?

•A Repeat the 12-lead ECG 5-10 minutes later as ECG changes associated with STEMI will usually evolve. If you 
are still unsure, transmit the ECG to the Clinical Desk for review.

•Q This pathway involves treatment that differs from the CPGs. Is this OK?

•A Yes. The St John Clinical Procedures and Guidelines (CPGs) allow for treatment to be provided that differs 
from the CPGs when taking part in an alternative care pathway that has been formally introduced by 
St John.

•Q Why do we need to complete the STEMI book? Can’t we just use ePRF?

•A The NMDHB STEMI Pathway Booklet contains the approved template for thrombolysis and PCI treatment 
and at this juncture, this template cannot be integrated into ePRF. As soon as a template for STEMI is 
integrated into ePRF, you will not be required to complete the STEMI booklet.

•Q Why do I have to complete an ePRF as well as the STEMI Pathway Booklet?

•A St John operational policies and NZ Standard 8156 require ambulance personnel to complete an ePRF for 
every patient. An ePRF is also required for clinical audit and billing purposes.

•Q What does “PCI” mean?

•A PCI stands for percutaneous coronary intervention. PCI involves a cardiologist inserting a catheter into the 
occluded artery and restoring blood flow, usually with the placement of a stent.

•Q What is thrombolysis?

•A Treatment with clot-busting medicines to break down a thrombus (blood clot) in a coronary artery and 
restore blood flow to myocardial tissue.

•Q Thrombolysis has the potential to cause a lot of harm – are you sure we should be doing this pre 
hospital?

•A There are potential risks associated with thrombolysis, most of which relate to bleeding; however there is 
very good evidence that thrombolysis is more likely to benefit the patient than to harm them, particularly 
when administered early. Be reassured that you are not required to make the decision to thrombolyse a 
patient on your own – patients will only be thrombolysed under the direction of the on-call Cardiologist.

Want to know more?
If you have any questions or would like any more information, feel free to contact us at  
tasman.pathways@stjohn.org.nz or speak to your local clinical pathways person – Matt Wilkinson (Nelson Bays) 
or Mike Norman (Marlborough).
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Clopidogrel
Medicine data sheet

Preparation
Round, reddish brown film-coated tablet containing 75 mg clopidogrel. Each tablet is marked with ‘APO’ on 
one side and ‘CL’ above ‘75’ on the other side.

Indications
Patients with STEMI where the on-call NMDHB Cardiologist asks staff to administer thrombolysis. Clopidogrel is 
only administered in conjunction with thrombolysis.

Contraindications and precautions
Other than known serious allergy, there are no absolute contraindications to administering clopidogrel. 
However, the PCI/thrombolysis contraindications checklist on page two of the STEMI Pathway Booklet must 
be completed prior to phoning the on-call Cardiologist and any contraindications must be discussed prior to 
administration. This is because clopidogrel has significantly more anti-platelet activity than aspirin and will 
increase blood loss if the patient has bleeding or subsequently develops bleeding.

Dose and administration
 > For patients under 75 years, administer 300 mg (4 x 75 mg tablets) orally

 > For patients 75 years and over, administer 75 mg (1 tablet) orally.

Onset of effect
Onset: 15-20 minutes

Maximum anti-platelet effect is one hour.

Mechanism of action
Clopidogrel is an adenosine diphosphate (ADP) antagonist. ADP is a chemical messenger that activates 
proteins on the surface of blood platelets, triggering platelet activation and aggregation. Clopidogrel 
therefore prevents ADP mediated platelet aggregation, which limits growth of a thrombus (clot) and reduces 
infarction size.

Clopidogrel also increases adenosine levels in damaged tissue. Adenosine causes micro vasodilation, platelet 
inhibition and reduces inflammation, possibly contributing to clopidogrel’s clinical effect.

Common adverse effects
 > Bleeding, for example epistaxis, GI bleeding and bruising

 > Procedural site haemorrhage, for example bleeding from IV sites, catheter insertion site during PCI and 
surgical wounds.

Additional information
In the event that the patient is already taking clopidogrel, administer the full dose (based on the patient’s age) 
as described above.
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Tenecteplase
Medicine data sheet

Preparation
Glass ampoule containing 50 mg tenecteplase in powder form, with 1 pre-filled syringe containing 10ml sterile 
water for injection.

Indications
Patients with STEMI where the on-call NMDHB Cardiologist asks staff to administer thrombolysis.

Contraindications and precautions
As per the PCI/thrombolysis contraindications checklist on page two of the STEMI Pathway Booklet. If the 
answer to any questions in the checklist is “YES” or staff are unsure, the on-call Cardiologist must be informed 
prior to administering tenecteplase.

Dose and administration
Identify the patient’s age and weight range, as per the table on page three of the STEMI Pathway Booklet.

 > For patients under 75 years, administer tenecteplase IV based on the weight graduations on the syringe

 > For patients 75 years and over, the tenecteplase dose is halved.

Onset and duration of effect
Onset: 1-2 minutes

Duration: up to 90 minutes.

Mechanism of action
Tenecteplase is a fibrin-specific plasminogen activator / thrombolytic agent. It works by binding to the fibrin 
component of the thrombus (clot) and selectively converting the plasma protein plasminogen into the active 
enzyme plasmin which then degrades the fibrin matrix and breaks down the thrombus.

Adverse effects
 > Tenecteplase commonly causes superficial bleeding, for example epistaxis, bruising, oral bleeding and 

bleeding from surgical wounds, IV sites and catheter insertion site during PCI

 > Tenecteplase uncommonly causes internal bleeding, for example intra-cranial haemorrhage (which may 
be fatal), GI bleeding and bleeding into other body cavities.
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Enoxaparin
Medicine data sheet

Preparation
40 mg/0.4 ml ampoule for IV administration and 100 mg/1 ml pre-filled syringe for subcutaneous injection.

Indications
Patients with STEMI where the on-call NMDHB Cardiologist asks staff to administer thrombolysis.

Contraindications and precautions
As per the PCI/thrombolysis contraindications checklist on page two of the STEMI Pathway Booklet. If the 
answer to any questions in the checklist is “YES” or staff are unsure, the on-call Cardiologist must be informed 
prior to administering enoxaparin.

Dose and administration
 > First administration: 30 mg (0.3 ml) IV bolus for patients under 75 years only

 > Second administration: 1 mg/kg subcutaneous injection into abdomen for patients under 75 years and 
0.75 mg/kg for patients 75 years and over, within 15 minutes of IV tenecteplase. Refer to the dosing table 
on page three of the STEMI Pathway Booklet for further guidance.

Onset and duration of effect
Onset: 1-2 minutes IV; 5-10 minutes SC

Duration: up to 12 hours.

Mechanism of action
Enoxaparin is a low molecular weight heparin (LMWH) anti-coagulant. It produces its anti-coagulant effects by 
binding to and accelerating activity of the naturally occurring enzyme inhibitor anti-thrombin III. This results 
in inhibition of multiple coagulation factors including the conversion of prothrombin to thrombin. Enoxaparin 
also inactivates existing thrombin.

Common adverse effects
 > Bleeding, for example epistaxis, GI bleeding, bruising and haematuria

 > Procedural site haemorrhage, for example bleeding from IV sites, catheter insertion site during PCI and 
surgical wounds
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Ticagrelor
Medicine data sheet

Preparation
Round, yellow film-coated tablet containing 90 mg ticagrelor. Each tablet is marked with ‘90’ above ‘T’ on one 
side and plain on the other.

Indications
Patients with STEMI where the on-call NMDHB Cardiologist asks staff to administer ticagrelor. Ticagrelor is 
indicated prior to the patient being treated with primary PCI in a cardiac catheter lab.

Contraindications and precautions
Other than known serious allergy, there are no absolute contraindications to administering ticagrelor. 
However, the PCI/thrombolysis contraindications checklist on page two of the STEMI Pathway Booklet must 
be completed prior to phoning the on-call Cardiologist and any contraindications must be discussed prior to 
administration.

Dose and administration
Administer 180 mg (2 x 90 mg tablets) orally.

Onset of effect
Onset: 30 minutes.

Maximum anti-platelet effect is 2-4hrs (89% platelet inhibition).

Mechanism of action
Ticagrelor is an adenosine diphosphate (ADP) antagonist. ADP is a chemical messenger that activates proteins 
on the surface of blood platelets, triggering platelet activation and aggregation. Ticagrelor therefore prevents 
ADP mediated platelet aggregation.

Ticagrelor also increases adenosine levels in damaged tissue. Adenosine causes micro vasodilation, platelet 
inhibition and reduces inflammation, possibly contributing to ticagrelor’s clinical effect.

Common adverse effects
 > Bleeding, for example epistaxis, GI bleeding and bruising

 > Procedural site haemorrhage, for example bleeding from IV sites, catheter insertion site during PCI and 
surgical wounds.

Additional information
In the event that the patient is already taking ticagrelor, staff should discuss this with the Cardiologist before 
administering ticagrelor.
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Standing order for Nelson Marlborough STEMI Pathway
This standing order is an addendum to the St John CPGs. It applies to Paramedics and 
Intensive Care Paramedics in the Nelson Marlborough area when treating patients with ST 
elevation myocardial infarction (STEMI).

Thrombolysis treatment
Administer clopidogrel, tenecteplase and enoxaparin in the doses described on page three 
of the Nelson Marlborough District Health Board (NMDHB) STEMI pathway booklet only 
when instructed to administer thrombolysis by the on-call Cardiologist.

Primary percutaneous coronary intervention (primary PCI) pre-treatment
Administer 180 mg of ticagrelor only if instructed to do so by the on-call Cardiologist.

Note
If the on-call Cardiologist cannot be contacted, treat the patient as per the CPGs and contact 
the on-call St John Doctor via the Clinical Desk if possible.

Commentary
In the setting of STEMI, ticagrelor, clopidogrel, enoxaparin and tenecteplase are each 
administered as part of a specific treatment pathway (thrombolysis or primary PCI). These 
medicines must therefore only be administered by staff when instructed to do so by the on-
call Cardiologist or the on-call Doctor for St John.

The medicines ticagrelor, clopidogrel, enoxaparin and tenecteplase will increase blood 
loss if the patient is bleeding, or subsequently develops bleeding. For this reason, if the 
answer to any of the questions in the PCI/thrombolysis contraindications checklist in the 
NMDHB STEMI pathway booklet is “YES”, this must be discussed with the on-call Cardiologist 
(or the on-call St John Doctor if the on-call Cardiologist cannot be contacted) prior to the 
administration of any of these medicines.

Issued 1 February 2016. 
Date for review 1 July 2017.

Tony Smith 
Medical Director 
St John
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Nelson Marlborough COPD pathway
What is COPD?

Pathophysiology
Chronic Obstructive Pulmonary Disease (COPD), also known as Chronic Obstructive Respiratory Disease 
(CORD) is a blanket term used to encompass chronic inflammatory and destructive diseases within the lung, 
including chronic bronchitis and emphysema.

Inhaled irritants cause progressive and irreversible tissue damage including fibrosis, scar-tissue formation and 
airway remodelling which limits airflow and gas exchange. A loss of elasticity within the lung causes small 
airway collapse, air trapping and reduced lung capacity. Enlargement and multiplication of mucous glands 
leads to increased mucous secretion that the lung cannot effectively clear, worsening airflow.

Tobacco smoke is the greatest risk factor for COPD, causing approximately 85% of cases. Other causes include 
occupational dusts and chemicals, air pollution, genetic abnormalities and chronic asthma.

Clinical presentation
COPD is characterised by a chronic cough (often with sputum production) and breathlessness that is worse 
on exertion and worsens over time. In advanced COPD, patients usually feel short of breath all of the time and 
are rarely symptom free between attacks. Breathlesseness is associated with wheezing and decreased breath 
sounds on auscultation.

Due to systemic complications of COPD, patients with advanced disease often present with muscle wasting, a 
‘barrel chest’, pedal oedema, distended jugular veins and finger-clubbing.

Acute COPD exacerbations
Some causes of acute exacerbations include:

 > chest infection

 > chest wall pain

 > environmental pollution

 > temperature changes

 > medication non-compliance.

 > emotions / stress.

Acute exacerbations may present with an increase in sputum production or change in sputum colour, 
increased breathlessness and work of breathing, cyanosis, crackles on auscultation and anxiety.

Partly due to shared risk factors such as tobacco smoking, COPD patients commonly suffer from other co-
morbidities including ischaemic heart disease, diabetes, heart failure, anxiety disorder, depression, lung cancer 
and hypertension. It is therefore important to conduct a thorough clinical assessment and consider other 
causes of the patient’s presentation.

Why have a COPD pathway?
 > The incidence of COPD is increasing. The World Health Organisation (WHO) estimates that approximately 

15% of people over 45 years have COPD.

 > In Nelson Marlborough, COPD is the 3rd leading cause of mortality (death) in patients over 65 years.

 > In Nelson Marlborough, there have been approximately 573 ED presentations for COPD in the last 18 
months. Over 80% of patients seen in ED were admitted to hospital and 25% of patients were  
re-admitted.
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 > Approximately 60% of patients who present to ED with COPD in Nelson Marlborough are transported by 
ambulance.

 > New Zealand has the 2nd highest admission rate for COPD in the OECD. Other countries have 
demonstrated that the majority of mild and moderate COPD can be safely managed in the community.

 > Hospital costs to treat COPD in New Zealand total over $80 million each year.

What does the COPD pathway involve?
1 Assess patient and treat as per CPGs

 – Conduct a thorough clinical assessment, considering differential diagnoses

 – Administer appropriate treatment as per CPGs including salbutamol via MDI, nebulised medicines, 
supplemental oxygen (if indicated) and prednisone

 – Assist the patient to self-administer any prescribed medicines as per their Action Plan Card (if 
available)

2 Determine patient’s severity using the Risk Stratification Framework

 – Use patient’s Action Plan Card (if available) and input from their GP to establish the patient’s ‘normal’ 
baseline

 – Classify the exacerbation as mild, moderate or emergency (severe)

 – If the patient’s condition changes, re-assess using the Risk Stratification Framework. Most patients 
with mild or moderate COPD respond well to treatment

3 Transport/refer the patient for appropriate ongoing care

 > Mild: Transport/refer patient to their GP

 – Phone the patient’s GP or practice nurse (if GP is unavailable) to discuss the patient’s presentation 
and arrange an urgent GP appointment

 – Arrange transport for the patient - either by ambulance, DHB-funded taxi or private car (whichever is 
most appropriate). To book a taxi, see the instruction card accompanying taxi vouchers

 – Provide the patient with a voucher to cover treatment costs.

 > Moderate: Transport to GP or after-hours clinic (if available)

 – Phone the patient’s GP or practice nurse (if GP is unavailable) to discuss the patient’s presentation 
and determine whether the GP can receive the patient

 – If GP is unavailable or transport to a GP Practice is not feasible, contact after-hours clinic (if available 
in your area) and handover patient to a GP or triage nurse

 – Transport the patient to after-hours clinic by ambulance

 – Provide the patient with a voucher to cover treatment costs.

 > Emergency (severe): Transport to Emergency Department

 – Transport to Nelson or Wairau ED by ambulance without delay.

Note:
 > It is important to use clinical judgement in conjunction with the Risk Stratification Framework. For 

example, if the patient’s normal GP is unavailable (e.g. GP practice is closed or unable to see the patient), 
consider transport to another GP or an after-hours clinic if available in your area. If this is not possible, 
transport the patient to ED.

 > If there is doubt regarding where the patient should be transported/referred to, discuss the case with the 
patient’s GP (if available) or the Clinical Support Officer on the Clinical Desk.
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Additional information

Short Action Plan Card
A Short Action Plan Card, otherwise known known as a ‘Blue Card’ is being provided to all patients with COPD 
from 1 July 2015. The Blue Card is designed to be stored on the patient’s fridge and there is a smaller wallet 
version available in case patients have an exacerbation away from their home.

The Blue Card contains advice for patients to follow in the event of an exacerbation and provides basic clinical 
information to help health professionals establish a patient’s ‘normal’ baseline when treating an exacerbation.

Because the Blue Card is very new, most patients with COPD will not have one immediately. If you are 
treating a patient with COPD that does not have a Blue Card, provide them with one (irrespective of whether 
the patient is transported) and advise them to take it to their GP to be completed. Ambulance staff are not 
required to complete Blue Cards.

Consultation Vouchers
Patients with mild or moderate COPD exacerbations that are referred to a GP practice or after-hours clinic 
should be provided with a voucher to cover consultation/treatment costs. Vouchers are funded by NMDHB 
to ensure the patient’s care is cost neutral. Vouchers are one-use only, valid for 24 hours only and must only 
be given to patients treated under the COPD Pathway - at this stage vouchers do not cover other medical 
conditions.

Frequently asked questions (FAQs)
•Q This pathway contains instructions that differ from the CPGs. Is this OK?

•A Yes. The Clinical Procedures and Guidelines allow for treatment to be provided that differs from the CPGs 
when taking part in an alternative care pathway that has been formally introduced by St John.

•Q What if my patient does not clearly fit into one category on the Risk Stratification Framework?

•A Apply clinical judgement and contact the patient’s GP (if available) to discuss the case. Also have a very 
low threshold for contacting the Clinical Support Officer on the Clinical Desk.

•Q Why do I need to phone the patient’s GP or after-hours clinic prior to transport?

•A Discussing the patient’s case with their GP or medical/nursing staff from an after-hours clinic ensures that 
the receiving facility has the capacity to manage the patient and that the referral decision is appropriate.

•Q What if there is no after-hours clinic available in my area?

•A For moderate exacerbations, consider transporting the patient to a GP that knows them well and has the 
capacity to manage the patient. Ensure you phone the GP to discuss the patient’s case prior to initiating 
transport.

•Q What if the patient’s GP will not accept the patient?

•A This will happen from time to time. In this circumstance, consider transporting the patient to another GP 
or an after-hours clinic.

•Q Why are we providing vouchers for COPD patients?

•A In the COPD pathway, we are managing many patients in primary care who would historically have been 
transported to an emergency department. It is important that the patient’s care is cost-neutral and that 
treatment costs associated with this alternative care pathway do not burden the patient. Experience from 
previous pilots illustrated that costs associated with GP consultations and visits to after-hours clinics were 
a major deterrent to managing the patient out of hospital.
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•Q Which patients can I give a voucher to?

•A A voucher for treatment costs should be offered to every patient with COPD whom requires referral to a 
medical facility (by ambulance, private vehicle or DHB-funded taxi) as part of the COPD Pathway. Vouchers 
must not be given to patients who do not have COPD or who do not require referral to a medical facility.

•Q Did I read right? Can I organise a DHB-funded taxi for my patient?

•A Yes. If your patient requires referral to a medical facility but does not require transport via ambulance, 
you can book a DHB-funded taxi for them. Each ambulance has taxi vouchers, accompanied by a small 
instruction card with booking instructions. Taxi vouchers cover transport to/from the medical facility and 
are only available to patients treated under the COPD Pathway.

Want to know more?
If you have any questions or would like any more information, feel free to contact us at  
tasman.pathways@stjohn.org.nz or speak to your local pathways person – Matt Wilkinson/Barney Rennie 
(Nelson Bays) or Mike Norman (Marlborough).
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Single-Point-of-Entry (SPoE) 
pathway

Non-transport OR transport  
to GP or A&M clinic

Patient or another person* within the  
household meets parameters for referral to  

the Single-Point-of-Entry (SPoE)

Explain pathway to patient  
and gain consent

Give client contact/consent card

Complete ePRF, including as much additional 
 info in the Disposition section as possible, e.g. 
social history, family support, trip hazards, use  

of walking aids, etc. 

Transport to hospital

Exit pathway and discuss the  
patient’s referral requirements with the 

receiving medical facility if indicated

 > Ensure patient has no injuries or medical conditions that require transport
 > Complete full set of observations and ePRF

Assess patient

1 Select “Treat and Refer” box

2 Clearly document reason(s) for 
referral in Disposition Notes 
(e.g. falls, smoking cessation, 
etc.)

3 In Disposition Notes, write 
“referral@...” as per options listed

In Disposition section of ePRF

1 Clearly document reason(s) for 
referral in Disposition Notes 
(e.g. falls, smoking cessation, 
etc.)

2 In Disposition Notes, write 
“referral@...” as per options listed

In Disposition section of ePRF

Non-transport Transport to GP or A&M clinic

Referral options:

Referral@falls 
Referral@smoking 
Referral@cardiovascular 
Referral@wellchild 
Referral@maorihealth 
Referral@diabetes 
Referral@respiratory 
Referral@kaiatawhai 
Referral@supportworks 
Referral@mentalhealth 
Referral@other

Once the ePRF has been 
submitted, the ACS will be 
automatically sent to the SPoE. 

* To refer other members of the 
household, select “Add Patient” 
in the Patient Information 
section of ePRF and complete a 
basic ePRF, clearly documenting 
the reason for referral as above. 

�

�

Ensure patient has no injuries or medical 
conditions that require transport
Complete full set of observations and ePRF

Select "Treat and Refer" box

Clearly document reason(s) for 
referral in Disposition Notes (e.g. 
falls, smoking cessation, etc.)

In Disposition Notes, write 
"referral@..." as per options listed

Exit pathway and discuss the patient’s  
referral requirements with the receiving 

medical facility if indicated

Patient or another person* within the 
household meets parameters for referral to the 

Single-Point-of-Entry (SPoE) 

Explain pathway to patient and gain 
consent

Assess patient

In Disposition section of ePRF:

Non-transport OR transport 
to GP or A&M Clinic

Transport to hospital

Single-Point-of-Entry (SPoE) Pathway

CLINICAL PATHWAYS  |  27

2.

1.

*For other members of the household requiring referral, select "Add Patient" in the Patient Information section of ePRF and
complete a basic ePRF, clearly documenting the reason for referral, as above.

Non-transport Transport to GP or A&M Clinic

Clearly document reason(s) for 
referral in Disposition Notes (e.g. 
falls, smoking cessation, etc.)

In Disposition Notes, write 
"referral@..." as per options listed

In Disposition section of ePRF:

1.

Complete ePRF, including as much additional info 
in the Past Medical History and Clinical Impression 

sections as possible, e.g. social history, family 
support, trip hazards, use of walking aids, etc.

Give client contact/consent card

3.

2.

Once the ePRF has been submitted, the ACS will be automatically sent to the SPoE.

Referral options: 
Referral@falls 
Referral@smoking 
Referral@cardiovascular 
Referral@wellchild 
Referral@maorihealth 
Referral@diabetesnurse 
Referral@respiratory 
Referral@kaiatawhai 
Referral@supportworks 
Referral@other 
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Notes
 > Writing “referral@...” in the Disposition Notes of ePRF automatically sends the ACS to the SPoE. 

Referring other members of the household
 > When referring other members of the household, complete a second ePRF by selecting “Add Patient” in 

the Patient Information section of ePRF

 > Write “referral@...” in the disposition notes (as above) and clearly document the reason for referral

 > An ePRF for someone who is not the primary patient can be less detailed, but should include relevant 
background information related to the patient’s referral

Providing additional information to the SPoE
 > When completing the ePRF, it is critically important to include as much additional information in the 

Past Medical History, Clinical Impression and Disposition Sections as possible (relevant to the referral) 
including social history, family support, trip hazards, use of walking aids, etc. Because initial contact from 
SPoE services is usually via phone, including additional information in the ePRF helps link the patient 
with the right services

 > In the event that additional information needs to be sent to the SPoE after the ePRF has been submitted, 
document the additional information in the patient’s ePRF by selecting “Add Note”, then: 

 – Phone the SPoE Clinical Needs Assessor on 0800 345 000 (business hours Mon-Fri) or

 – Email cccc@nbph.org.nz using the patient’s ACS number and DOB as the reference, including the 
additional information in the body of the email.
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Single-Point-of-Entry (SPoE) 
pathway
Overview
While assessing patients in the community, a health need may be identified by ambulance crews that does not 
require transport to a medical facility, but requires follow-up from a clinician. The current criteria for primary 
health referrals is listed below. Remember these pathways may not just be relevant to the person that has 
called the ambulance - any person in the household we are interacting with can be referred.

Referral Parameters

Well Child / Tamariki Ora
Refer any children in the household who meet either of the following criteria:

 > Four years of age (or nearly four) and have not had a B4 School Check and/or

 > Under four years of age and have not had a recent Well Child / Tamariki Ora nurse check (prompts include 
Plunket, nurse or GP appointment, Te Piki Oranga).

For all referrals, advise the parent/caregiver that a registered nurse will be in contact with them.

Smoking ABC
A Ask: “Is there anyone in this household who regularly smokes tobacco?”

B Give Brief advice: “Giving up smoking is one of the best things you can do for you and your family’s health.”

C Offer Cessation support: “Would you like me to refer you for support to quit? By using services you are 
much more likely to quit than if you try to stop on your own.”

Refer anyone wanting cessation support and advise that Quitline will be in contact with them. Also advise that 
the SPoE will inform their GP practice.

Respiratory conditions
Refer anyone in the household that has a chronic respiratory condition (e.g. COPD, asthma) and meets either of 
the following criteria:

 > You are concerned about the management of their respiratory condition and/or

 > They do not have a current management plan for their respiratory condition.

For all referrals, advise that their GP practice or a Respiratory Nurse Educator will be in contact with them. 
Please note: patients presenting with an acute COPD exacerbation should be managed using the COPD 
Pathway.

Cardiovascular/diabetes risk assessment
Refer anyone in the household that meets one of the following criteria and has not been to a doctor or nurse 
recently for a check-up (e.g. blood test or blood pressure check):

 > Male; Māori, Pacific, or Indo-Asian ethnicity and aged 35 or over

 > Female; Māori, Pacific, or Indo-Asian ethnicity and aged 45 or over

 > Male; NZ European or other ethnicity and aged 45 or over

 > Female; NZ European or other ethnicity and aged 55 or over

For all referrals, advise that a nurse will be in contact with them.
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Diabetes nurse specialist
Refer any patient with known diabetes who has a hypoglycaemic event and is not immediately referred to a 
medical facility.

For all referrals, advise that a Diabetes Nurse Specialist will contact them.

Falls prevention
Refer any patient who meets either of the following criteria:

 > has fallen (including a slip or trip) and does not require immediate referral to a medical facility or

 > has not fallen but is deemed to be at risk of a fall, e.g. the patient is unsteady on their feet with or without 
a walking aid, has reduced mobility or lives in an environment with noticeable trips hazards (loose mats, 
cluttered rooms, etc).

For all referrals, advise the client that the Falls Prevention Service will phone them.

Te Piki Oranga / Māori Health Services
Refer any patient who:

 > identifies as Māori, has Māori whanau or would prefer health services with a Māori philosophy and

 > suffers from a health issue or health-related social issue requiring follow-up.

Referral parameters for this category are broad. Available services include, but are not limited to: CVD and 
diabetes risk assessment, respiratory and cancer services, Well Child/Tamariki Ora and mental health, drug/
alcohol and social worker assistance. Include a thorough history on the referral form and in the body of the 
email to allow Te Piki Oranga to arrange appropriate support for the patient.

For all referrals, advise the client that a relevant Māori health provider will contact them.

Kaiatawhai service
Refer any patient who identifies as Māori, Pasifika, or is a migrant or refugee and:

 > requires assistance connecting with a GP or accessing health screenings, e.g. heart/diabetes check

 > requires assistance with transport to a health appointment

 > requires advocacy or interpreting services at a health appointment

 > requires support and/or advice to manage a health condition and maintain a healthy lifestyle.

For all referrals, advise the client that a staff-member from Kaiatawhai will contact them to conduct an initial 
assessment and determine their needs.

Support Works
Refer any patient who does not live with another able-bodied person and:

 > requires assistance managing personal cares or housework as a result of their health or disability or

 > has a carer who is struggling to cope and needs a short break (respite care for the client) or

 > is socially isolated as a result of their health or disability and needs more social support or

 > has deteriorating memory or cognition as a result of a dementia or

 > has a physical or intellectual disability or Autistic Spectrum Disorder who is not connected with support 
services or agencies.

For all referrals, advise the client that a staff member from Support Works will be in contact to arrange a time 
for an assessor to visit and complete a full assessment of their support needs.
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Mental Health
Refer any patient with a mental health issue who is deemed safe to stay at home (as per the CPGs) but requires 
further follow-up care. For additional information relating to the patient’s history and previous involvement 
with mental health services, phone the NMDHB switchboard on 0800 227 3422 and ask for “mental health 
triage.”

For all referrals, advise that the NMDHB mental health team will phone the patient the following working day.

Other
Single-Point-of-Entry (SPoE) referrals can still be made if there are any other health concerns for the family/
household (e.g. alcohol dependence, family violence, etc.) that you do not want to leave unaddressed but do 
not fit in the above categories. When making a referral in the “other” category, clearly document the reason for 
referral in Disposition Notes of ePRF and include as much additional information as possible (e.g. social history, 
past medical history, etc.).
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Cardiovascular / Diabetes risk 
assessment
The Ministry of Health (MOH) has a target in place that 90% of the eligible population will have had their 
cardiovascular risk assessed in the last five years.

This is because long-term conditions, including cardiovascular disease, comprise the major health burden for 
New Zealand now and into the foreseeable future. This group of conditions is the leading cause of mortality 
in New Zealand and disproportionately affects Māori, Pacific and South Asian peoples. As the population ages 
and lifestyles change, the prevalence of cardiovascular disease is likely to further increase.

Cardiovascular disease (CVD) includes heart attacks and strokes – which are both substantially preventable 
with lifestyle advice and treatment for those who are at moderate or high risk. The MOH indicator monitors 
the proportion of the eligible population who have a CVD risk assessment (including blood tests to screen for 
diabetes) in the preceding five year period.

Diabetes is important as a major and increasing cause of disability and premature death and it is also a good 
indicator of the responsiveness of a health service for people in most need. The CVD risk assessment will also 
identify people with prediabetes or diabetes.

The assessment involves working with the patient to identify the things that put them at risk. These include 
age, family history, smoking, high blood pressure and high cholesterol. If high risk (>15% over 5 years) is 
identified, then treatment is initiated. This significantly reduces the patient’s risk of heart attack, diabetes and 
stroke.

Who should be referred?
Refer anyone in the household that meets one of the following criteria and has not been to a doctor or nurse 
recently for a check-up (e.g. blood test or blood pressure check):

 > Male; Māori, Pacific, or Indo-Asian ethnicity; and aged 35 or over or

 > Female; Māori, Pacific, or Indo-Asian ethnicity; and aged 45 or over or

 > Male; NZ European or other ethnicity; and aged 45 or over or

 > Female; NZ European or other ethnicity; and aged 55 or over

Please note: For diabetic hypoglycaemic referrals, see the ‘Diabetes nurse specialist’ information sheet.

What will happen following referral?
Following referral, a health professional will contact the patient to arrange a CVD / diabetes risk assessment 
through their GP or another primary health clinic.

Depending on the patient’s level of cardiovascular and diabetes risk, treatment offered may include any 
combination of lifestyle advice (primarily relating to diet and exercise), smoking cessation and lipid lowering, 
blood pressure lowering and anti-platelet medication.
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Diabetes nurse specialist
Diabetes affects an estimated 240,000 people in New Zealand; around 6,200 of those people live in the Nelson 
Marlborough area. Diabetes is a growing problem, with approximately 50 new cases diagnosed in New 
Zealand each day. Around 10% of people with diabetes have type 1 diabetes, requiring daily insulin injections 
from an early age.

Diabetes (particularly type II) disproportionately affects Māori, Pacific Island, Asian and Middle Eastern peoples 
- Māori and Pacific Island people are three times more likely to have diabetes than other New Zealanders. In 
Nelson Marlborough an estimated 542 Māori and Pacific Island people live with diabetes.

Diabetes can lead to other serious health conditions, including kidney failure, eye disease, foot ulceration and 
is a major risk factor for cardiovascular disease.

Good management of diabetes involves sensible lifestyle choices, specifically relating to diet, exercise and 
medication. When people with diabetes manage their condition well they are able to live long, active and 
healthy lives. When diabetes is not well managed it can become life-threatening.

When a person with diabetes suffers a hypoglycaemic event, this can be an indication that their condition is 
not being well managed. Often their hypoglycaemic event can be managed at home and they may not require 
transport to a medical facility. When this occurs it is important that the patient receives appropriate follow-up 
care, including referral to a Diabetes Nurse Specialist.

Who should be referred?
A referral should be offered to any patient with diabetes who has a hypoglycaemic event and does not require 
immediate referral to a medical facility.

Please note: For diabetes risk assessment referrals, please see the ‘Cardiovascular / Diabetes Risk Assessment’ 
information sheet.

What will happen following referral?
A Diabetes Nurse Specialist from Nelson Hospital will contact the patient to review their diabetes management 
plan and make any necessary adjustments. Services offered to the client may include educational information 
on hypoglycaemic episodes, review of medications and lifestyle advice relating to diet and exercise. The 
Diabetes Nurse can also link the patient with a medical specialist if required.
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Falls prevention
Falls in the elderly population can result in injuries such as fractured neck of femur (NOF) which have huge 
consequences on their quality of life, as well as large financial cost to the health system.

Most older people who sustain a fractured NOF go on to experience a large reduction in mobility and 
independence which may require the person to shift from independent living to rest home care. The financial 
cost of repairing a fractured NOF is $47,000, comprising surgical, inpatient care and treatment costs (excluding 
residential care). The number of falls related injuries is increasing across New Zealand as the population ages.

It is not only older people who are at risk of falls. People across the age spectrum who suffer from day-to-day, 
chronic and acute health issues (such as stroke, muscular dystrophy, urinary tract infections, excessive alcohol 
use etc.) are at greater risk of falls.

In just about every case, an older person has multiple minor falls before they fall and sustain a fractured NOF. 
This is why early intervention for people who suffer a non-injury fall is so important.

Who should be referred?
Somebody who:

 > has fallen (including a slip, trip or stumble) and does not require immediate transport to hospital or

 > has not fallen but is deemed to be at risk of a fall, e.g. the patient is unsteady on their feet with or without 
a walking aid, has reduced mobility or lives in an environment with noticeable trips hazards (loose mats, 
cluttered rooms, etc).

Note: clients transported to a GP practice or after-hours clinic can still be referred.

The importance of extra information in the referral
Because initial contact between the Falls Prevention Service and the patient is by phone, it is important 
that ambulance staff include as much additional information in the Disposition Section of ePRF as possible 
including social history, past falls, trip hazards, whether a walking aid is used, level of family support, etc. This 
helps the Falls Prevention Service to arrange the most appropriate support for the patient.

What will happen following referral?
The patient will be phoned by the Falls Prevention Service usually within one week, following a background 
check of their medical history.

A falls prevention referral will result in an assessment of the individual’s lifestyle, social situation and medical 
needs. This may lead to a combination of interventions such as educational information on avoiding falls, 
referral to a physiotherapist, occupational therapist or GP/pharmacist for a medication review. The Falls 
Prevention Service may also recommended that the client attends group falls prevention sessions such as 
‘Upright and Able’ and contact Support Works to look at arranging more assistance.
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Te Piki Oranga – Māori Health 
Provider
Te Piki Oranga is a primary health provider offering a range of services primarily to Māori people throughout 
Nelson and Marlborough. Te Piki Oranga focuses on prevention and intervention health services to the 
Māori community, using a Whānau Ora framework that encompasses the whole family/whānau. The services 
provided are broad, targeting a range of high-need areas such as cardiovascular disease, diabetes, respiratory 
illness, cancer, as well as offering child and adolescent mental health services and alcohol/drug counselling.

Te Piki Oranga offers the following services:
Ngā Pukenga Atawhai – Cardiovascular disease, diabetes, COPD/asthma and cancer prevention, assessment, 
treatment and referral. Patients will be contacted by a registered nurse.

Tamariki Ora – Support for mothers and babies under 5 years of age, including advice regarding 
immunisation, well-child checks, breast feeding support and help creating smoke free environments. Patients 
will be contacted by a registered nurse.

Ngā Pukenga Manāki – Experienced community support/navigators offering personal and mental health 
facilitation and advocacy. Patients will be contacted by a support worker.

Ngā Pukenga Hauora Hinengaro o nga tamariki me rangatahi – Assistance from child and adolescent 
mental health clinicians, including prevention, assessment, treatment and referral for mental illness. Patients 
will be contacted by a mental health support worker.

Nga Pukenga Toitu Te Ora a Waipiro me Tarutaru kino – Assistance from alcohol and drug counsellors, 
including prevention, assessment, treatment and referral. Patients will be contacted by a support worker.

Whānau Kaimahi-a-iwi – Social Worker – Advocacy with government agencies i.e. WINZ, Ministry of Justice, 
CYF and education agencies. Assistance with budgeting, family violence and child protection. Patients will be 
contacted by a social worker.

When making a referral to Te Piki Oranga you do not need to specify which service you wish to refer to. 
However, a thorough history in ePRF is required to enable Te Piki Oranga to provide the necessary follow-up.

Who should be referred?
Te Piki Oranga will accept referrals from anybody who identifies as Māori, has Māori whanau or would like 
a Māori philosophy service delivery and suffers from a health issue or health-related social issue requiring 
follow-up.

What will happen following referral?
Referrals will result in follow-up from a Māori health professional as detailed above. The intervention offered 
will depend on the reason for referral and the needs of the patient. An idea of what services are available is 
outlined above.
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Respiratory conditions
Respiratory illness covers a range of conditions including asthma, pneumonia and COPD. These conditions are 
a significant cost to individuals, families and the New Zealand health care system.

Respiratory illnesses are a significant cause of ill-heath and hospitalisations. For example:

 > COPD affects an estimated 15% of the adult population over the age of 45 years (at least 200,000 New 
Zealanders). It is estimated that up to 30% of COPD is undiagnosed.

 > 1 in 4 children in New Zealand will have asthma at some time during childhood.

 > Māori are disproportionately affected by respiratory illness. Māori aged 15 – 45 years report an asthma 
prevalence rate almost 1½ times that of non-Māori in the same age group.

Respiratory conditions can be exacerbated by (among other things):
 > smoking / second-hand smoke

 > poor living conditions (cold and/or damp)

 > changes in the weather

 > viral illness

 > house dust-mites, mould, pets

 > seasonal allergens (e.g. pollens)

 > air pollution

 > exercise

 > emotions (such as being upset).

Asthma often runs in families and is associated with other conditions such as eczema, hay fever and allergies. If 
one or both parents has an allergic condition such as asthma, hay fever or eczema, their child is more likely to 
develop asthma.

Ideally a person with a diagnosed respiratory condition will have self-monitoring strategies and a 
management plan. If this is not the case, or the condition seems different or worse than usual, then the person 
should be referred to their GP or a Respiratory Nurse Educator for an assessment/re-assessment of their 
condition.

Who should be referred?
Refer anyone in the household that has a chronic respiratory condition and meets either of the following 
criteria:

 > You are concerned about the management of their respiratory condition and/or

 > They do not have a current management plan for their respiratory condition

Please note: acute COPD exacerbations should be managed using the COPD Pathway. Only refer patients for 
a respiratory assessment following exacerbation of COPD if their condition is very mild and they are safe to 
stay at home or if COPD is not the main reason for their call, e.g. the patient has called after a minor fall but you 
notice that their (or a relative’s) COPD is not well controlled.

What will happen following referral?
The patient will receive a follow-up call from a their GP practice or a Respiratory Nurse Educator to arrange a 
review of their condition.
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Smoking cessation
The New Zealand Guidelines for Helping People to Stop Smoking (2014) provide guidance for all health 
professionals who have contact with people who smoke. The guidelines are structured around an ‘ABC’ 
approach. The ‘ABC’ tool is a memory aid for health care staff to help people to stop smoking. These steps are 
as follows:

A Ask about and document every person’s smoking status.

B Give Brief advice to stop for every person who smokes, regardless of their desire or motivation to quit.

C Strongly encourage every person who smokes to use Cessation support and offer to help them access it. 
Refer everyone who accepts your offer to cessation support.

Ambulance staff are encouraged to complete the Ministry of Health Smoking Cessation e-learning for health 
professionals. Visit www.learnonline.health.nz, click on ‘Course Catalogue’ and select ‘Smoking Cessation’.

Key facts
Tobacco is the leading cause for preventable morbidity in New Zealand, accounting for around 5000 deaths 
every year. Of this total, 350 people die as a result of second-hand smoke. Smoking contributes significantly 
to cardiovascular disease, cancer and COPD and adversely affects child health through its direct effects during 
pregnancy and indirect effects in childhood (e.g. causing respiratory tract infections and asthma).

The societal cost of smoking in New Zealand was recently estimated at $1.685 billion, or about 1.1 per cent 
of GDP. Major components are lost production due to premature mortality – approximately 81,650 quality-
adjusted years of life are lost to smoking each year.

Who should be referred?
Using the ABC approach, offer brief advice and cessation support to all people in the house who smoke. 

Refer anyone wanting cessation support.

If the client declines your offer of cessation support,  document this in the ePRF.

What will happen following referral?
The client will receive a follow-up call from Quitline. Quitline will provide advice and non-judgmental support 
and will work with the person to come up with a plan to quit.

Examples of specific services include:

 > help with developing problem-solving and coping mechanisms for barriers, triggers and cues

 > information about stop smoking medicines and access to subsidised nicotine replacement therapy (NRT) 
including patches, gum and lozenges

 > advice on staying smokefree and dealing with relapses

 > advice on ways to change routines

 > information on ways to enhance motivation and self-belief to stop smoking.

Quitline can also refer the client to other services such as Aukati Kaipaipa, which offers face-to-face services 
including motivational counselling and other assistance.

When a smoking cessation referral is made, the patient’s general practice team will also be informed. This 
enables additional support to be provided (if required) including prescription medicines.
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Well Child / Tamariki Ora
Well Child / Tamariki Ora is a well-defined service all children 0-5 years are entitled to receive. Not all children 
currently receive the services and many of those most at risk miss out. Constant efforts to increase service 
coverage are required.

The early years of life set the foundation for lifelong health and wellbeing. Well Child services help families/
whānau to improve and protect their children’s health. Well Child also serves as an important gateway to 
targeted and specialist health, education and social services for children and families/whānau with additional 
needs.

What is the Well Child programme?
The Well Child programme is a package of 12 free health checks offered to all New Zealand families/whānau 
for children from birth to 5 years. Four checks in the first four weeks of life are provided by the lead maternity 
carer (midwife, GP or obstetrician) followed by eight more checks between four weeks and four years provided 
by a Well Child / Tamariki Ora nurse. There is a general practitioner check at 6 weeks, linked to the 6-week 
immunisations.

The focus of Well Child / Tamariki Ora care is keeping children well, with processes involving clinical assessment 
and screening, health protection, health education, and family/whānau support.

The Well Child services aim to:
 > provide parents / caregivers with the knowledge and skills to respond to their child’s needs at different 

stages of development

 > provide reassurance that their child is developing normally, through growth and development 
assessments

 > inform parents / caregivers about immunisation

 > support and help parents / caregivers to identify their needs as a parent and link them with community 
and other services.

What is the B4 School Check?
The B4 School Check takes place at four years as part of the Well Child programme. The B4 School Check 
incorporates three screening tests, surveillance of the child’s growth and questionnaires about a child’s 
development and behaviour.

 > Hearing screening involves sweep audiometry followed by tympanometry, if indicated.

 > Vision screening involves distance visual acuity using a single optotype (Parr) 4 m letter-matching test.

 > Oral health screening involves the ‘Lift the Lip’ oral health check and oral health promotion.

 > Growth surveillance involves measuring and recording a child’s height and weight and providing advice 
to parents about healthy eating and exercise.

 > Identifying behavioural problems is achieved using the Strengths and Difficulties Questionnaire, which 
is a formal tool the parent and a teacher both complete.

 > Identifying developmental issues is assisted through using the Parents’ Evaluation of Developmental 
Status tool, which ascertains parents’ concerns about their child’s development.

It is important to note that the Well Child / Tamariki Ora programme is also designed to help vulnerable 
parents / families with any needs they may have.
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Who should be referred?
Refer any children in the household who meet either of the following criteria:

 > Under four years of age and have not had a recent Well Child / Tamariki Ora health check (prompts 
include Plunket, nurse or GP appointment, Te Piki Oranga) and/or

 > Four years of age (or nearly four) and have not had a B4 School Check

What will happen following referral?
The parent or guardian will be contacted by a nurse who will arrange enrolment in the Well Child / Tamariki 
Ora programme or a B4 School Check.

For more information visit: http://well-child.book.health.govt.nz
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Kaiatawhai service
The Nelson Bays Primary Health Kaiatawhai service works with general practice to support whānau, fānau and/
or refugee and migrant families connect with primary health care providers. The aim of the service is to remove 
barriers to health care and support families to understand and navigate the health environment.

The Kaiatawhai Service can assist patients and whānau with:
 > accessing health screenings i.e. heart and diabetes checks, breast or cervical screenings and 

immunisations

 > interpreting services to assist understanding of health information and services

 > enrolling or re-enrolling at a general practice

 > transport to health appointments and diagnostic services, e.g. Medlab (blood tests)

 > attending health appointments by providing advocacy services

 > navigating the health system and different community health providers

 > better understanding their health condition(s) to ensure best self-management

 > maintaining healthy lifestyles among the whole family/whānau/fānau.

Who should be referred?
The Kaiatawhai Service has a focus on high needs and at risk whānau with a focus on Māori, Pacific people, 
migrants and refugee whānau.

What will happen following referral?
A staff-member from Kaiatawhai will look at the referral and contact the client to provide an initial assessment 
and determine the client’s needs. Based on this assessment, the client will be referred to the most appropriate 
service(s) and ongoing support will be provided where necessary. Kaiatawhai staff can visit clients in their 
home and provide transport to appointments if needed.
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Support Works
Support Works is the funding agent for health of older people, long term chronic conditions and disability 
services in Nelson Marlborough. Support Works can provide funding to support people to live in and maintain 
independence in the community for as long as possible. When the time comes, Support Works can also 
support people to enter into residential care. Support Works looks at the person’s whole situation, including 
their physical, mental and social needs and will attempt to address those needs by connecting them or their 
family/whānau with a range of support services.

Support Works can connect people to a range of services including:
 > help with personal cares such as showering, dressing and using the toilet

 > help with staying connected, engaging in the community with a range of activities or linking them with 
other agencies such as Age Concern or MS Society that may be able to offer more support

 > providing respite for someone who is caring for a person at home and needs a break occasionally

 > help with heavier housework (note: the person must live alone or with other disabled people)

 > Meals on Wheels.

Support can be for a short time or permanently. A short term package is two visits per week for support with 
personal cares and an extra visit for housework support if the person has a community services card and is not 
living with an able bodied person.

Who to refer:
 > Anyone who is struggling with managing personal cares or housework as a result of their health or 

disability

 > Anyone who has a carer who is struggling to cope

 > Anyone who is socially isolated as a result of their health or disability

 > Anyone with deteriorating memory or cognition as a result of a dementia

 > Anyone with a physical or intellectual disability or Autistic Spectrum Disorder who is not connected with 
support services or agencies.

Who not to refer:
 > People who want support with housework but live with an able-bodied person(s) or don’t have a 

community services card

 > People who have support needs related to an injury that would be covered by ACC

 > People whose needs are related to their mental, rather than physical health.

What will happen following referral?
Support Works will look up the patient’s medical history, review the information on the referral and contact 
the person (if necessary) to prioritise the referral. Someone from Support Works will then contact the person 
to arrange a time for an assessor to visit and complete a full assessment of the person’s support needs. The 
assessor and client then agree on how the person’s needs will be met. The person is either seen within 72 
hours (urgent), two weeks (routine) or four weeks (non-urgent).
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Mental Health
The demand for mental health and addiction services is increasing with 3.5 per cent of the population needing 
these services in the last year – around 164,000 people. Mental health encompasses a wide range of conditions 
including depression, anxiety disorders, addiction, bipolar disorder and schizophrenia. 

In Nelson Bays the number of 111 calls for mental health issues reflects this rising trend. From January 2011 to 
August 2016 the average number of calls per month has increased from 15 to 28 (46% increase).

Suicide rates are also concerning. In 2014/15, 18 people in Nelson Marlborough died by suicide or suspected 
suicide, which is up from 13 people in the previous year. New Zealand has one of the highest rates of youth 
suicide in the OECD and early access to support can help reduce the risk. 

There is still stigma surrounding mental health, meaning that people who are suffering often don’t seek help. 
On average four patients per month with mental health issues in Nelson Bays are deemed safe to stay at home 
by ambulance personnel and do not require immediate transport to a medical facility. Connecting these 
people with services early can prevent an acute mental health crisis. 

Who should be referred?
Offer a referral to any patient with a mental health issue, who is deemed safe to stay at home (as per the CPGs) 
but requires further follow-up care. 

If you are unsure of whether a patient should be referred or you need additional information relating to the 
patient’s history and previous involvement with mental health services, phone the Nelson Marlborough 
District Health Board (NMDHB) switchboard on 0800 227 3422 (24/7) and ask for “mental health triage”. 

What will happen following referral?
The patient will be phoned by the NMDHB mental health team the following working day, where they will be 
offered specialist advice and connected with the most appropriate service. Services may include the patient’s 
GP, an NGO and/or specialist DHB mental health services. It is important for ambulance staff to note that if it is 
during the weekend, the patient’s referral will not be actioned until Monday. If the patient’s referral is urgent 
and cannot wait, staff should seek advice from NMDHB mental health triage as above.

Specialist telehealth support for the patient
 > When leaving a patient with mental health concerns at home, consider linking them with one of the 

national telehealth service helplines below. Helplines are particularly useful if the patient is isolated and 
it is after hours or during the weekend, noting that the patient’s referral will not be actioned until the 
following working day. 

 > All helplines are free, completely confidential and staffed by registered health professionals such as 
registered nurses and counsellors.

 > Leave the patient with a National Telehealth wallet card with helpline numbers, or ring the appropriate 
helpline on behalf of the patient and connect them with a mental health professional, if appropriate

Depression Helpline:  0800 111 757 (available 24/7)
The depression helpline offers brief intervention counselling support to anyone experiencing mental health 
issues. 

A team of trained counsellors offer free anonymous support for a variety of issues, including depression, 
anxiety, psychological and emotional distress, financial and work issues, marriage and family problems and for 
callers who are lonely, ill, depressed or the victims of violence or abuse.

The Alcohol and Drug Helpline: 0800 787 797 or text 8681 (available 24/7)
The Helpline is here to assist anyone with a question or concern about their own or someone else’s drinking or 
other drug use.
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Lowdown Free Text 5626 (available 24/7)
The Lowdown offers text-based counselling support to young people who are experiencing psychological and 
emotional distress including depression, anxiety and other mental health related issues.

The team of trained counsellors are experienced in providing support to youth via text.

The Journal – self-help programme:  www.depression.org.nz
The Journal is a free online programme that will teach the skills to reduce depression.

JK and three of New Zealand’s top mental health experts will take the patient through a series of online lessons 
to cover everything they need to know:

 > How to stay positive

 >  Lifestyle changes that improve mental health

 >  Solving the problems that can cause depression

The Journal has been used by over 40,000 Kiwis and has been shown to help people who have mild to 
moderate depression. It is even used by people with no symptoms to stay well.

Gambling Helpline:   0800 654 655 or text 8006 (available 24/7)
Gambling Helpline is a 24-hour freephone service that a patient can call to receive immediate support, as well 
as referral and information services for gambling problems. Services are provided to people who are, or have 
been, gambling, as well as family and friends concerned about someone else’s gambling. 

In addition to the 24/7 helpline, Gambling Helpline offers specialist lines for Maori, Pasifika, Youth and debt-
related calls.
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The Medical and Injury Centre (MIC) 
referrals
The Nelson Region Medical and Injury Centre is capable of managing a wide range of low acuity problems.

Examples of appropriate cases Examples of inappropriate cases

 > Soft tissue injuries

 > Wounds requiring suturing or dermaplast glue

 > Dehydration (not hypovolaemic shock) 
requiring IV fluid

 > Mild/localised cellulitis

 > Respiratory infections without severe 
respiratory distress

 > Mild to moderate asthma or COPD

 > Lower UTI with mild symptoms and normal vital 
signs

 > Abdominal pain with green or orange flags

 > Headache with green or orange flags

 > Back pain with green or orange flags

 > Concussion without loss of consciousness, 
abnormal GCS or seizure following the injury

 > Minor allergy without signs of systemic 
involvement

 > Isolated simple fractures not involving a long 
bone (e.g. hand, foot, digits, forearm)

 > Seizures, provided the patient has known 
epilepsy, has recovered to their usual post-ictal 
state and no midazolam has been administered

 > Long bone fractures or fractures with significant 
deformity 

 > Dislocations that cannot be reduced 
prehospitally

 > Any form of shock

 > Severe sepsis

 > Myocardial ischaemia

 > Severe shortness of breath

 > Abdominal pain requiring IV analgesia

 > UTI with flank/loin pain and/or dehydration 
requiring IV fluid

Please note this is not an exhaustive list and clinical judgment is required. Consult the ‘referral’ sections of the 
CPGs or contact the Clinical Support Officer on the Clinical Desk for further guidance.

Referral process
 > If it is obvious that the patient has a simple low acuity problem, no pre-notification is required

 > If the patient has a more complex problem and/or you are unsure whether referral to The MIC is 
appropriate, please ring 0800 66 77 90 and speak with the triage nurse or a GP

The MIC hours: 8am – 10pm, 7 days.
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Hospice transfers
Cancer patients requiring end-of-life care or symptom management may be transported to the Nelson Tasman 
Hospice provided the patient is under care of the hospice.

Transfer may be pre-arranged by the patient’s GP or palliative care nurse, or ambulance assistance may be 
requested directly by the patient.

The patient’s Ambulance Response/Transfer sheet and care plan will outline the patient’s wishes in regard to 
resuscitation, treatment and transport. Please also refer to the principles contained within the ‘End of Life Care’ 
section of the St John Clinical Procedures and Guidelines as required.

When transporting a patient to the hospice:

 > ring the hospice on (03) 546 3950 (24/7) to discuss admission

 > if there is no answer, leave a message and your call will be returned within 30 minutes

 > if there is no space available, you may be requested to transport the patient to ED.

Other:

 > Patients whose primary problem is unrelated to their cancer should be treated and referred as per the 
appropriate section of the CPGs.

 > Cancer patients requiring end-of-life-care or symptom management who are not under care of the 
hospice should be transported to ED.
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Caring Caller referrals

Please note: St John Caring Caller is not suitable for patients with severe mental health issues. Caring Callers 
provide a friendship service only and are not trained counsellors. 

Assess and treat patient  
as per CPGs

Is today’s problem  
primarily due to  

loneliness or social isolation?

Seek patient’s permission  
to refer them to St John  

Caring Caller

Note in ePRF that 
patient does not wish 

to be contacted

 > Inform patient they will be contacted by a member of the Caring 
Caller team to discuss arrangements

 > Document referral plan in ePRF

Subject: e.g. Caring 
Caller referral

Member number of 
submission

Description:  
Full name, age, special 

considerations for 
referral, e.g. loneliness, 

family support etc.

Patient/ Customer 
call-back number

Submission type: Patient/ 
Customer Services Request

Job number of 
attending incident
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Caring Caller referrals fact sheet
Sometimes living alone or being house-bound means that people miss out on daily human contact, someone 
to chat to, laugh with and share news with. People become lonely and isolated as friends and family move on 
or have passed away, or physical disabilities prevent them from getting out and about.

It is often said that loneliness is a silent and unnoticed epidemic that runs through our communities. 
Recognising that loneliness is a real issue in our communities, St John established the Caring Caller service. 
This is a free telephone friendship service that aims to reduce the loneliness experienced by some people, by 
providing them with contact and companionship via telephone on a regular basis.

This is not a help line; it is a free friendship service both parties enjoy. Many clients and Callers report genuine 
telephone friendships forming, some lasting many years.

The philosophy of the St John Caring Caller service is to:
 > provide high quality, client-focused, telephone friendship on a regular basis using caring volunteers who 

are friendly, reliable, and good listeners

 > respect and appreciate the value and worth of the volunteers who so freely give their time to assist 
St John and their local community through our service

 > seek further support or assistance using other agencies when it is discovered that one of our clients 
needs help, and that these needs are beyond what our service is able to provide.

The benefits of the Caring Caller service
Both parties benefit from this new friendship. For the Caring Caller, it is very rewarding to be helping someone 
in need, even if that means just talking to them. For the client, it is a break from the social isolation, a new-
found friend, regular contact, and knowledge that someone ‘out there’ cares about them.

The service plays an active role, we believe, in helping many people remain in their own homes rather than 
going into residential care. In times of crisis, the regular phone call can be extremely reassuring for some of the 
clients. They know that if they fail to answer the telephone the Caring Caller will become concerned. The Caller 
will then advise Caring Caller management, and a family member, a neighbour, or someone from St John will 
be asked check on them. In some cases an ambulance may be dispatched if necessary.

Matching clients with a Caring Caller
When people join the Caring Caller service as clients we ask several questions to ascertain their interests and 
preferences. Such things as when they would like to be called, what hobbies they have and so forth. We then 
use this information to match the client with an appropriate Caring Caller.

Telephone conversations
Caring Callers usually call the client 2-3 times per week, for an approximate duration of 5-15 minutes (although 
some pairs chat a lot longer than this once they get to know each other). A range of things are discussed – 
anything from what they have been doing, family, TV programmes, weather, news items to what’s happening 
in the community. Caring Callers do not offer professional help but may suggest the client goes to their doctor, 
solicitor etc.

Anonymity
Caring Callers are volunteers, carefully selected for their kindness and care for people. They are all ages and 
from all walks of life, and all enjoy the company of others. They also go through training to make sure they 
understand their role and know what to do if any issues arise.

There is a high level of anonymity imposed by the service. Caring Callers are only provided with the first name, 
age, telephone number, and a short personal profile of their client. When the Caring Caller telephones the 
client, it is the policy of the service that they do not disclose their surname, address, or telephone number to 
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the client. This prevents the Caring Caller from ever being inadvertently harassed by their client, who is in most 
cases quite lonely throughout the day. As it is the Caring Caller who has the client’s telephone number, and 
not vice versa, the Caring Caller can mentally prepare him or herself before they ring the client. This allows the 
Caring Caller to make sure they are available for the whole of the agreed time and they are being an active 
listener.

Policy on meeting or visiting a client
The Caring Caller service is a telephone friendship service only. There is a no-meeting and no-visiting policy.

Neither Caller nor client is given the personal details of each other. Their personal information is held in a 
secure database. When joining the service both Callers and clients are made aware of the no-meeting and no-
visiting policy and that they are not to share this level of information.

There is a complaints process in place to manage any concerns raised by either clients or Callers.

How to refer someone to the St John Caring Caller service
To refer someone to the Caring Caller service, use the On-Scene Feedback App on the ePRF tablet. Under 
‘Subject’, advise service required (Caring Caller). In ‘Description’, advise patient’s full name, age, address and any 
special considerations, e.g. loneliness, family support, etc. Ensure the patient’s phone number is recorded. 
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St John Medical Alarm referrals

Assess and treat  
patient as per CPGs

Patient meets  
clinical indications for a St John  

medical alarm? 

Patient currently has a medical 
alarm with St John  

or another provider?

Patient consents to 
medical alarm referral

Not eligible to  
be referred

 > Inform patient they will be contacted by a member of the 
St John Medical Alarms team to discuss arrangements

 > Document referral plan in ePRF

Subject: e.g. medical 
alarm referral

Member number of 
submission

Description:  
Full name, age, special 

considerations for 
referral, e.g. loneliness, 

family support etc.

Patient/ Customer 
call-back number

Submission type: Patient/ 
Customer Services Request

Job number of 
attending incident
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St John Medical Alarm referrals
Introduction
St John Medical Alarms are designed to allow the elderly and people with disabilities to live independently 
for longer. In an emergency, when help is delayed, there is a higher risk of mortality, longer stays in hospital 
and potentially avoidable on-going medical care. A St John medical alarm allows our patients to contact 
emergency assistance and receive help quickly.

A St John Medical alarm can be worn when in the garden as well as in the home and there is a wide range of 
alarms available. Because there is a cost associated with a medical alarm, St John offers a free no obligation 
trial for up to one month to allow patients to see if a medical alarm is right for them. Some patients may also 
be eligible for medical alarm funding through the Ministry of Social Development, ACC or other agencies.

As well as increasing the client’s chances of quickly receiving emergency help at home when they need it, the 
cost of a medical alarm covers the ambulance call out fee.

Why a St John Medical Alarm?
The St John medical alarm philosophy is “independent living – providing families with piece of mind”. Medical 
alarms help the elderly and people with disabilities maintain a high quality of life for longer, allowing them to 
feel safer in the home with more confidence to perform daily activities and reduced anxiety for the client and 
their family alike.

Clinical indications for a St John Medical Alarm
The St John medical alarm is ideal for anybody living at home with an increased risk of falling or requiring 
emergency medical assistance. Potential candidates include, but are not limited to:

 > elderly patients, particularly those who are frail and/or live alone

 > people with a physical disability

 > people with impaired vision, balance or hearing

 > people with multiple co-morbidities (medical problems)

 > people who are on multiple medications

 > people whose home has obstacles (e.g. stairs) that may pose a falls risk.

What is a St John Medical Alarm and how does it work?
The St John Medical Alarm is a 2 piece set (base and pendant) that is continuously monitored by St John. 
If at any stage a medical alarm client suddenly feels unwell, falls, or otherwise requires emergency medical 
assistance, they push the button on the medical alarms pendant and St John will automatically call the client 
back through the loud-speaker on the alarms base.

From here St John will assess the client’s condition and arrange the most appropriate assistance. This could 
include an ambulance, a paramedic in an alternative vehicle (e.g. Sierra unit), another emergency service or 
expert advice. Where appropriate, a preferred carer or a family member may be notified.

Ethical practice and our medical alarm service
It is crucial that we maintain a professional image with our patients at all times. When discussing the option of 
a medical alarm with a patient, it is important we do not devalue other medical alarm providers or encourage 
the patient to switch providers to St John.
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Other key principles
 > Never give the patient false or misleading information about the product.

 > If you don’t have the answer, be honest and refer the patient’s question to the St John Medical 
Alarms team.

 > Do not be pushy - your patient has the right to say no to a medical alarm referral. Respect their decision 
and document this accordingly.

How to refer someone for a St John Medical Alarm 
To refer someone for a medical alarm, use the On-Scene Feedback App on the ePRF tablet. Under ‘Subject’, 
advise service required (medical alarm). In ‘Description’, advise patient’s full name, age, address and reason for 
referral e.g. falls, lives alone. Ensure the patient’s phone number is recorded. 

Inform the patient that a St John medical alarms representative will contact them to organise a no obligation 
consultation and a free trial.

Want to know more?
If you have any questions, or would like any more information, feel free to contact us at 
Tasman.Pathways@stjohn.org.nz or see a member of the Tasman District Management Team.






