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Abstract 

Aims: Upskilling is crucial to the delivery of patient-centred emergency medicine in rural facilities. The 
Emergency Medicine Education and Training (EMET) Cairns Hub aims to provide high-quality 
emergency medicine education in service-driven rural facilities of Far North Queensland (FNQ). A 
secondary outcome is to cultivate the relationship between each referring facility and the receiving 
regional centre. 

Methods: The federally funded EMET Cairns Hub program commenced in mid-2012 and is overseen 
by the Australasian College for Emergency Medicine (ACEM). Emergency Physicians (FACEMs) from 
the Cairns Hospital are rostered 3 days each week to deliver training targeted to the needs of rural 
practitioners working in eleven rural hospitals that drain to Cairns Hospital. A Program Support Officer 
and FACEM Clinical Lead administer the program. The educational sessions are delivered by the 
Cairns FACEM team. These include outreach workshops, interactive videoconference education, and 
hi-fidelity simulation workshops. Continuous evaluation coupled with yearly service reviews keeps the 
program focused on the individual learning needs of each facility.  

Relevance: Finding ongoing opportunities to update critical emergency medicine skills can be difficult 
for staff in rural facilities. Rural staff face both geographical and professional isolation which is due to 
inadequate backfill for leave, sometimes long and expensive transits to access training and 
inadequate opportunity to network. Busy clinical workloads can also impact on any local upskilling 
opportunities. 

Results: The EMET Cairns Hub has delivered four full years of education to rural/remote facilities in 
FNQ. Overall, participants hold the program in high regard with many reporting that ongoing contact 
with FACEMs reduces the sense of professional isolation and contributes to improved patient 
outcomes. Onsite workshops remain the most valued modality as a method of receiving practical 
hands-on workshops; short, regular videoconference based education remains the best fit for busy 
workloads of facilities; and one-day, hi-fidelity simulations provide an intensive critical skill building 
and networking opportunity. The majority of sites advocate for inclusion of nursing and other allied 
health staff into all initiatives for the purpose of supporting a multi-disciplinary collegiate culture.  

Conclusions: A multi-disciplinary, flexible, multi-modal framework is crucial for the successful 
implementation and sustainability of education initiatives for busy rural/remote facilities. A 
collaborative, grassroots approach ensures the program is customised to the unique needs of each 
individual facility. Furthermore, regular evaluation and adaptation allows the program to remain 
relevant, pitched appropriately, and feasible for participants to attend. Underpinning all is a growing 
network of contacts in a strong collegiate culture to overcome professional isolation.  
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Background 

 

Finding ongoing opportunities to update critical emergency medicine skills can be difficult for staff in 
rural and remote facilities. Challenges include geographical isolation, inadequate backfill for leave, 
lack of time, high clinical loads, and insufficient opportunity to network with Emergency Physicians 
(FACEMs) and other rural/remote staff.1-4 

Continuing professional development (CPD) is recognised as a crucial component of good clinical 
governance and high-quality patient care (Larkins, 2014). It is recognised that rural doctors within 
Australia practise in a setting where access to high-tech facilities and specialist resources are often 
limited and distant.3,5-6 Rural doctors are also expected to provide more advanced care for their 
patients in comparison with their urban counterpart; this advanced care may include higher level of 
management of myocardial infarction or trauma and the need to stabilise a complex patient pending 
retrieval.7-10 In urban areas, CPD is easy to access with regular Grand Rounds, in-house teaching 
sessions, journal clubs, peer support and backfill to attend external meetings. In contrast, it is time 
consuming and expensive for a rural clinician to access urban workshops.2,3,11 

In late 2012, EMET Cairns surveyed medical officers in FNQ to determine barriers to CPD. The top 
five perceived barriers to education were inconvenient timing, hospital too busy to leave, inability to 
use conference leave due to lack of backfill and financial restraint; these findings align with those 
reported elsewhere.2,3,11 Some education is available via the internet; however, online courses cannot 
replace hands-on training which is essential to maintaining procedural skills.  

Furthermore, surveys of rural generalists and physicians highlight that rural clinicians value interactive 
learning methods, case-based and simulation-based learning, ‘hands-on’ procedural training, self-
directed learning, and clinical attachments.1-3,12,13 Of note, they prefer personal contact over internet 
programs.14  

This paper describes the implementation of a grassroots model of outreach training to eleven 
hospitals scattered across two health services in FNQ, covering an area that is larger than Great 
Britain (273 1192 kms).15 It explores strategies for delivering education to time-poor, service-driven 
facilities, including learner-centred education. In particular, this paper demonstrates how building 
relationships between referring and receiving hospitals creates a strong collegiate culture which can 
improve communication, allow staff to maintain currency in emergency medicine and reduce the 
professional isolation of geographically remote staff. These factors lead to improved outcomes in 
patient care.2  
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Emergency Medicine Education and Training (EMET) 

 

Picture 1 Location of facilities receiving Emergency Medicine education in FNQ from the EMET Cairns 
Hub. Size of bubble represents number of emergency department presentations for each 
facility.16 

 

EMET is a federally funded program designed to deliver training to rural doctors who provide 
emergency care for patients in rural and remote areas of Australia. The EMET Cairns program 
commenced in mid-2012 and is overseen by the Australasian College for Emergency Medicine 
(ACEM). Cairns Hospital was established as a Hub to deliver EMET to eleven peripheral health 
facilities located across two health services: Cairns and Hinterland Hospital and Health Services 
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(CHHHS) and the Torres and Cape Hospital and Health Service (TCHHS). There are no FACEMs 
working outside of Cairns Hospital in these two districts.  

The following eleven hospitals transfer patients, including critically ill patients, to Cairns Hospital for 
further care: Atherton, Babinda, Bamaga, Cooktown, Innisfail, Mareeba, Mossman, Thursday Island, 
Tully, Weipa and Yarrabah. Doctors and nurses from these hospitals form the core recipients of the 
program. Targeted participants also include General Practitioners (GPs) of private clinics in each of 
these towns and nurse-run only healthcare facilities in surrounding areas.  

The purpose of this program was to establish the Cairns Hospital as an emergency medicine 
education hub for FNQ. The primary goal was to take education to the rural facilities and create new 
opportunities for staff to access skills training and review practise utilising various educational formats. 
A secondary aim was to cultivate the relationship between each referring facility and the receiving 
regional centre.  

A Program Support Officer (PSO) and FACEM Clinical Lead administer the program. The program 
also utilises the expertise and time of over 20 FACEMs. Each FACEM develops and delivers material 
based on their portfolio. For example, three consultants are toxicologists, one is an EMERGO disaster 
instructor and other portfolios include ultrasound, paediatrics, mental health, simulation, research, and 
patient safety. The FACEMs are rostered 3 days each week to deliver EMET. All sessions are rural-
specific. 

To ensure equitable service delivery, EMET Cairns allocates sessions based on emergency 
presentations. Mareeba, Atherton and Innisfail hospitals record the highest number of emergency 
presentations in the CHHHS area; therefore, they are offered more education sessions in comparison 
with smaller facilities. Furthermore, EMET Cairns tailors the frequency of sessions to fit the capacity 
and preference of each site. For example, Yarrabah (smaller facility) prefers monthly videoconference 
case-based discussions in contrast to Atherton (larger facility) which opts for quarterly. 
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Multi-disciplinary, multi-modal framework 

Picture 2 The EMET Cairns Hub delivers education via a multi-modal framework. It offers a range of 
sessions that include onsite workshops, hi-fidelity simulation, VideoConference (VC) case-
based discussions and expert tutorials, audits and clinical immersions.  
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The motto of EMET Cairns is to add value through education. The emphasis being on “add value” in 
that EMET aims to provide educational sessions that complement what already exists, are targeted at 
the learners’ needs and ‘fit’ local service requirements and staffing structures. Adopting a multi-modal 
framework has enabled EMET Cairns to remain flexible and tailor delivery of education to the unique 
needs of each hospital.  

In the initial set-up phase, EMET Cairns consulted with each facility for input on program design. As a 
part of ongoing evaluation, the Clinical Lead follows-up with each facility once a year. Specifically, the 
hospitals are asked to consider what their educational requirements for emergency medicine are and 
how they believed access to a FACEM could best add value to their service. Specific needs vary from 
hospital to hospital; however, requests fall broadly under five modalities: onsite workshops, 
videoconference sessions, hi-fidelity simulation, audits and clinical placements. 

Onsite workshops 

• 2-hour interactive workshops. A FACEM travels via car, plane or ferry to each rural site to 
deliver multiple 2-hour interactive workshops. On average, the Cairns FACEMs travel 3 
000kms/month to deliver EMET. Seven out of the eleven sites are accessible via vehicle with a 
45-minute to 2-hour drive. Trips to closer sites are delivered in one day. To make the most of the 
travel time, visits to remote sites are held over 2-3 days. For example, Thursday Island is located 
over 800kms north of Cairns. To make the most of a trip to the Torres Straits, the FACEM flies 
first into Bamaga to deliver workshops then catches a ferry to Thursday Island for a further two 
days of back-to-back workshops before returning to Cairns.  

Onsite workshops form the backbone of EMET Cairns and they are delivered via a mix of didactic 
and practical skill sessions. All clinical staff are encouraged to attend which includes medical 
officers, GPs, nurses, local ambulance officers, Indigenous health workers, students and other 
allied health practitioners. These workshops are often delivered once in the morning and then 
repeated in the afternoon or evening to enable staff from multiple shifts to attend. Repeating the 
workshop allows staff to tag-team attendance whilst still treating patients.  

To make the workshops interactive and relevant, facilitators incorporate case-based discussions 
and skills sessions into their material. For example, participants may be expected to demonstrate 
a practical application of oxygen delivery through the hands-on use of a portable ventilator or may 
be expected to demonstrate a practical approach to managing common neonatal problems as a 
component of a case-based discussion.  
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To date, over 2 200 doctors, nurses, and other staff have participated in nearly 200 onsite 
workshops between August 2012 and October 2016. Hospital medical officers make up the 
majority of attendance at 40% followed by Nurses (34%), other attendees (20%) and GPs (6%). 
The average attendance at onsite workshops has remained strong over a four-year period with a 
consistent increase; this demonstrates a sustained reach of the program into rural facilities.  

 

VideoConference education 

• 1-hour clinical case-based-discussions. These discussions focus on critical review of 
management of emergency presentations. Senior medical or nursing staff of the rural facilities 
identify 1-3 patient presentations that they wish to discuss. Cases are usually high acuity patients 
that were referred to Cairns for further treatment. The FACEM reviews the management of the 
patient and prepares feedback for the referring hospital clinical staff. Regularity of sessions is 
determined by each facility with most sites holding a discussion every second, third or fourth 
month. In general, sites that receive less onsite visits receive more regular case-based 
discussions to maintain personal contact with the FACEMs and ensure ongoing access to 
education. Over the last four years, EMET Cairns has facilitated over 200 videoconference case-
based discussions. 

Short videoconference sessions have proven to be an effective way to engage with staff working 
in busy service driven facilities. This is due to staff being able to slot these discussions into 
regular teaching sessions. Over the last year, methods for case selection have expanded with a 
number of cases being identified by the local retrieval service FACEMs. This external 
identification of significant cases has been welcomed by the rural facilities. EMET Cairns believes 
this highlights the trust placed in the EMET process and an ongoing open and collaborative 
approach to reflective practice.  
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• 1-hour expert tutorials. Each tutorial is delivered via VC three times over the course of one 
week to enable access to as many facilities as possible. Most sessions are recorded by 
Telehealth Queensland and provided for download. The Cairns ED has a strong team of three 
toxicologists with a vast wealth of knowledge and experience; thus, the initial Expert Tutorial 
Series was born from a desire to tap into this wealth of knowledge and make it readily available 
for a large audience. The initial series covered a range of topics including management of the 
poisoned patient, paracetamol poisoning, diabetic drug poisoning, agrochemicals and central 
nervous system toxicity. 

From May 2013 to October 2016, over 930 clinicians from 20 different facilities have attended. 
Participation from 20 facilities demonstrates that this particular modality has an extended reach 
beyond the original 11 hospitals. The Expert Tutorial Series has been continued with five new 
topics delivered a year. Recent topics include gastrointestinal emergencies, anaphylaxis, 
amphetamine toxicity and behavioural emergencies.  

Hi-fidelity simulation courses 

• 1-day hi-fidelity simulation workshops. These sessions are held once a month at the Cairns 
Skills Centre. Enrolments are kept to an even combination of SMOs and senior nursing staff with 
a maximum of eight participants. An emphasis is given to mixing staff from different facilities for 
the purpose of networking and ‘cross-pollination’. To enable attendance, EMET Cairns organises 
and pays for remote staff travel. 

Two of the Cairns FACEM group spear-head the development and delivery of the Simulation for 
Rural Teams series. The demand for each course is approximately nine sessions; this extended 
delivery time enables staff time to attend during a month that is suitable for their schedule and 
that of their hospital. The first part of the day focuses on updates from the literature, followed by 
skills stations and four-five simulation scenarios. Topics covered include paediatrics, trauma and 
complex critical resuscitations—all with a rural-specific focus. Once enrolments start to taper off, 
the facilitators return to the drawing board and spend two days evaluating participant feedback 
and developing a new iteration of the course.  

Over four years, 322 senior doctors and nurses have attended 40 workshops. Attendance has 
remained strong with most workshops booking out two months in advance. No workshops have 
been cancelled due to lack of attendance. The series has a strong following with many SMOs and 



 

9
 

nurses returning each year when EMET Cairns launches a new course. In the early phases of the 
program, advertising was championed by the PSO via flyers, emails and cold-calling. Due to 
popularity, advertising is now mostly via word of mouth. 

Clinical Immersions 

• EMET Cairns encourages and coordinates clinical immersions in the Cairns Hospital emergency 
department for SMOs and GPs. These immersions usually last between 2-5 days with many 
doctors returning once a year as a regular ‘catch-up’. Immersions focus around upskilling; 
however, they also provide an important opportunity to network.  

Lessons Learned 

• Building rapport between rural staff and FACEMs reduces sense of professional isolation. 
EMET creates an opportunity for regular contact between FACEMs and rural practitioners; this 
face-to-face interaction puts a ‘face to the voice on the other end of the phone’. Further to this, the 
recipients of EMET are a discerning audience. They are experienced practitioners working in a 
challenging rural generalist context. EMET invests time in facilitator preparation to ensure 
resources are evidence-based, current, thought-provoking and relevant to the demands of rural 
medicine. A number of doctors have reported that EMET decreases their sense of professional 
isolation and that knowing who they are talking to on the phone makes them ‘less reticent to call 
up for advice’. 

 

• Onsite visits enable two-way education. Placing FACEMs on the ground in rural facilities has 
created an opportunity to appreciate the conditions that rural staff face in their everyday practice. 
One senior medical officer described that it is valuable to discuss patient care with ‘ED specialists 
who are fully aware of our staffing, isolation, strengths and limitations’.  

• Regular evaluation is crucial to enable learner-centred education. Learner-centred education 
defines methods of teaching that shifts the focus of instruction from the teacher to the recipient. 
EMET Cairns found that continuous evaluation coupled with yearly service reviews keeps the 
program focused on the individual learning needs of each facility. Regular evaluation is gathered 
from the facilitators, the participants and executives of each facility. EMET credits the ongoing 
high engagement from facilities is due to this tailored and personal approach. For example, at 
times EMET has become the ‘go to’ for educational delivery across the region. Not all requests 
were suitable as EMET topics, and in those cases, EMET has made every attempt to advocate 
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and refer to other education providers. EMET Cairns has been able to respond to the following 
requests: 

– Develop and deliver Sepsis and Recognition of the Deteriorating Patient workshops in 
response to a Coroner’s recommendation 

– Provide a Ravenshoe Incident debrief and corresponding disaster planning session 

– Update current practice guidelines for Invasive Vascular Access 

– Develop a protocol and workshop for Acute Behaviour Disturbance 

– Provide Expert Tutorials on: 
 Amphetamine Toxicity 
 Headaches/Intracranial bleeds 
 Behavioural Emergencies 

– Provide a Teaching on the Run workshop in collaboration with the Cairns Medical Education 
Unit. 

• PSO is crucial to delivery of the program as the behind-the-scenes coordinator and central 
point of contact. EMET Cairns involves over 20 FACEMs, 11 facilities, and numerous internal 
and external stakeholders for the delivery of various education sessions every week. The PSO is 
responsible for the timetabling, promoting and scheduling of these sessions. This role includes 
negotiating schedules, problem-solving logistics, arranging travel arrangements, sourcing 
equipment, evaluating program impact, re-scheduling, and making sure everyone knows what 
they are doing. In short, the PSO is the ‘glue’ that facilitates communication between this large 
network of stakeholders to ensure smooth implementation of the program, allowing FACEM time 
to focus on education preparation and delivery.  

• Rural Grants and Continuing Professional Development (CPD) points enhance ongoing 
engagement. EMET Cairns has found that facilitating access to CPD points and raising 
awareness of grant funding has increased engagement of medical staff. For example, multiple 
SMOs and GPs have successfully claimed the federal government’s Rural Procedural Grants 
Program for both hi-fidelity simulations and clinical immersion days. Further to this, all onsite and 
hi-fidelity workshops are registered for CPD points with the Australian College of Rural and 
Remote Medicine (ACRRM).  

• Catering leads to increased attendance. EMET Cairns has found that providing catering at 
onsite workshops acknowledges the time restraints that are often an everyday part of rural 
medicine. Providing lunch has increased attendance as it encourages practitioners to attend 
during their lunch break which may be the only time they have to step away from treating patients.  

Challenges 

• Providing training to service-driven facilities that may not have protected educational time.  

• Adjusting the pitch to suit the audience on the day as the variety of participants at many onsite 
workshops include senior and junior medical officers, nursing staff and students.  
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• High turnover of management in some facilities with the associated loss of corporate knowledge. 
This confirmed how important it is for EMET Cairns to have a central point of contact whose main 
focus it is to initiate and maintain extensive networks to ensure smooth program delivery. 

• Accessing the program’s federal funding for facilitators’ and participants’ travel during periods of 
institutional limits and state-wide bans. 

Conclusion 

The EMET Cairns Hub has delivered four full years of emergency medicine training to eleven 
rural/remote facilities in FNQ. EMET Cairns has focused on a grassroots approach tailoring education 
to the needs of each facility through regular evaluation. The rolling nature of EMET over an extended 
period, multiple sites and a suite of delivery modalities has allowed the program to adapt to the 
individual needs of each unique site. In particular, facilities value three modalities over others for the 
following reasons:  

• Onsite workshops for delivery of practical skills training;  

• Short, regular videoconference-based education as a time-efficient fit for busy workloads; 

• One-day, hi-fidelity simulation as an intensive critical skills building and networking opportunity.  

The majority of sites have advocated for inclusion of nursing and other allied health staff into all 
initiatives for the purpose of supporting a multi-disciplinary team culture. Overall, participants hold the 
program in high regard. Many report that ongoing contact with FACEMs puts a ‘face to the voice on 
the other end of the phone’ which helps to break down barriers when ringing to consult on complex 
patient management. This rapport has in turn built a strong collegiate network that bridges 
geographical isolation leading to improved patient outcomes. 

 

Recommendations for policy and program makers 

• Emphasise the centrality of peer networks in the development of rural education programs to 
reduce professional isolation and improve patient outcomes. 

• Allow scope to support a multi-disciplinary, flexible, multi-modal framework that can adapt to 
the specific educational needs of service-driven rural facilities. 
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• Embed regular evaluation into programs and allow the feedback to generate solutions to 
arising challenges. 
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