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This first issue is jam packed with articles, news and special features to keep you up to date 
with what is happening in the world of Emergency Care in South Africa and beyond.

Hi EMSSA Members and welcome to 
volume 1, issue 1 of the new monthly EMSSA 
newsletter.  We aim to provide you with a lot of 
interesting information about what is 
happening in the world of Emergency Care in 
South Africa.  The Newsletter will have certain 
regular slots including nursing, prehospital and 
emergency centre related news.  Every month 
we will be featuring a Clinical Pearl, a Website 
and a What’s On section.  We also have guest 
contributors who will provide some fascinating 
reading in each issue.  Undoubtedly the 
highlight of the EMSSA calendar this year is 
the 2012 EMSSA Symposium which is being 
held at Birchwood Conference Centre, 
Kempton Park from 24 - 25 November 2012 
(with pre- and postconference workshops on 
the 23 and 26 of November 2012).  There is an 
excellent line-up of speakers and topics that 
will be covered over the two days of the 
Symposium.  Topics such as “Stress and 
Burnout in emergency medicine” to “Approach 
to the breathless child” will be explored.  

Another highlight is the exciting EMS 
Challenge where EMS providers will be 
required to compete against their colleagues to 
see which team will be crowned the winners!

The Local Organising Committee are to 
be commended in all their hard work in putting  
such an innovative and spectacular 
programme together.  Make sure you visit the 
symposium website www.2012.emssa.org.za 

and register before the 30 September 
2012 to take advantage of the discounted 
registration fees offered to early birds.

Please send any comments or feedback 
you may have about the Newsletter.  We want 
to know about the specific content that you 
would like to see covered.  Send your emails to 
chair@emssa.org.za

Yours in emergency care

Dr Melanie Stander
President,  Emergency Medicine Society 

of South Africa

Welcome to the launch 
issue of the revised EMSSA 

Newsletter

http://www.2012emssa.co.za
http://www.2012emssa.co.za
http://www.2012emssa.co.za
http://www.2012emssa.co.za
mailto:chair@emssa.org.za
mailto:chair@emssa.org.za
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Emergency Nurses Society of South 
Africa

ENSSA is continuing to assist with the 
further development of emergency 
nursing in SA by finalising the scope of 
practice, skills and competencies of the 
emergency nurse in SA. ENSSA was also 
involved in the African Federation for 
Emergency Medicine Nursing Committee 
regarding DEVELOPING A FRAMEWORK 
FOR EMERGENCY NURSING PRACTICE 
IN AFRICA. Regional meetings are taking 
place with CME and community outreach 
programmes regarding injury prevention 
are scheduled for the Emergency Nurses 
week in October. ENSSA is also involved 
in the planning of the EMSSA 2012 
symposium.
For more information take a look at the 
ENSSA website www.emssa.org.za/
enssa/

Petra Brysiewicz
President of ENSSA

Nursing News
International Nurses’ Day is held annually 
on 12 May and it serves to honour the 
work of iconic nurse, Florence Nightingale 
while acknowledging the selfless work of 
nurses worldwide.  Following the success 
of last year’s Florence Nightingale 
Awards, they were again awarded this 
year to some of South Africa’s dedicated 
nurses.

The awards, which are sponsored by Bio-
Oil, recognise nurses that have gone 
beyond the call of duty to provide 
excellent care to their patients.  Fellow 
nurses and staff at various hospitals 
nationally were able to nominate 
colleagues who they believed reflected 
the values of dedication, compassion and 
commitment but more importantly they 
had to provide quality care with a positive 

attitude.  There are currently six 
participating regions countrywide.
We want to salute the following nurses 
who go about their job with excellence 
and selflessness:

- Tilana Louw, from Universitas 
Hospital in the Free State.

- Strini Mark Naidoo, from Addington 
Hospital in Kwa-Zulu Natal.

- Mandisa Nkoso, from Greenacres 
Hospital in the Eastern Cape.

- Fahwaa Samodien, from New 
Somerset Hospital in the Western 
Cape.

- Collette Strydom, from Wilgeheuwel 
Hospital in Gauteng.

- Christa Weyers, from Montana 
Private Hospital in Mpumalanga.

The College of Emergency 
Medicine of south Africa  

 

The College of Emergency Medicine of 
South Africa [CEM(SA)] is the entity 
designated by the Health Professionals 
Council of South Africa [HPCSA] 
responsible for the examination of 
Medical Specialists in Emergency 
Medicine in South Africa. The CEM(SA) 
currently offers the following 
examinations: Diploma in Primary 
Emergency Care of the College of 
Emergency Medicine of South Africa [Dip 
PEC (SA)]; and Primary and Final 
examinations for the Fellowship of the 
College of Emergency Medicine of South 
Africa [FCEM (SA)]. Under the auspices of 
the Critical Care Society of South Africa 
and the Inter-collegiate Committee on 
Critical Care, the CEM (SA) also offers the 
Sub-speciality Certificate in Critical Care 
[Cert Critical Care (SA) Emer Med]. 

Proposals on a new Higher Diploma in 
Emergency Medicine and a Sub-
speciality Certificate in Paediatric 
Emergency Medicine are far advanced, 
and are awaiting approval by the HPCSA 

COMPETITION
We are looking for a name for the 
new Newsletter.  If you think that 
you have a catchy, quirky or 
pertinent name then email 
chair@emssa.org.za by 5 November 
2012 and you could win an EMSSA 
goodie hamper!  Please include 
your name, address, email, contact 
number and EMSSA member 
number in your email.

TWITTER
EMSSA is now on twitter.  Follow us 
@emssaorgza

http://www.emssa.org.za/enssa/
http://www.emssa.org.za/enssa/
http://www.emssa.org.za/enssa/
http://www.emssa.org.za/enssa/
mailto:chair@emssa.org.za
mailto:chair@emssa.org.za
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and the National Department of Health.  
The College is currently looking at 
proposals to establish two new diplomas 
- one in Emergency Ultrasound and a 
second in Toxicology.

The CEM (SA) works very closely with the 
Emergency Medicine Society of South 
Africa (EMSSA) to provide a united 
approach to the training of Emergency 
Medicine Specialists and the provision of 
quality Emergency Care within South 
Africa.

Prof Roger Dickerson
President of the College of  Emergency 

Medicine & Vice-president EMSSA

Quality assurance (QA) and Safety 
in Emergency Centres, 
implementation of interventions -  
a model to measure and improve 
care 

“Plan, Do, Study, Act” PDSA 

Quality assurance is an essential 
component in the management of an 
Emergency department to improve 
outcomes and reduce morbidity; this 
essential element allows for the 
assessment of the unit’s principals and 
levels of care against established care 
guidelines.

All Emergency departments should have 
a structured approach to assess amongst 
others medical records, nursing records, 
x-rays, ECG, laboratory reports, and   
adverse events to identify discrepancies 
in clinical interventions.

The implementation of the PDSA (Plan, 
Do, Study, Act) cycles is a simple quality 
and service tool and a tested and 
effective strategy that can immediately be 
implemented,   and enables the testing of 
proposed changes before implementation 
and allows all to test the proposed 
change to see if it will work.

This is a relatively new concept in 
medicine as changes are often 

implemented as a knee jerk reaction to 
problems without stakeholder 
involvement and any scientific process 
behind the decision.

The PDSA cycle consists of 4 steps

Plan - the change to be tested or 
implemented 
Do - carry out the test or change 
Study - data before and after the change 
and reflect on what was learned 
Act - plan the next change cycle or full 
implementation

Testing a change on a small scale before 
implementation is essential to reduce risk, 
save costs and reduces time.

Here are some clinical quality indicators 
you can measure in your department and 
then PDSA to improve

• Door to Triage Time set the time 
benchmark and then measure

• Percentage over and under 
triage

• Door to doctor time, set a 
benchmark such  as 95% of 
patients arriving by ambulance 
should be seen within 15 
minutes of arrival, test the theory 
if all are seen in 10 minutes set a 
new goal

• Door to decision to admit

• Door to discharge

• Patients who left the Ed without 
being seen

• Number of unexplained return 
visits within 7 days of the initial 
visits including referrals back to 
the ED this rate should be below 
5% of total visits for the month

• Number of missed fractures 

The NHS introduced a basket of eight 
mandatory clinical quality indicators for 
the management of their emergency 
departments in 2011.

Website of the Month 
EMSSA is proud to be a recognised 
supporter of World Sepsis Day 
which falls on Thursday 13 
September 2012.  This is an 
initiative of the Global Sepsis 
Alliance to raise the profile of 
Sepsis diagnosis, management and 
treatment.The launch of World 
Sepsis Day aims to nurture a global 
decrease in incidence and adverse 
outcome, working to educate and 
engage both the general public and 
political powers in the steps 
required to achieve this.  A patient 
with sepsis is around five times 
more likely to die than a patient 
who has suffered a heart attack or 
stroke, yet the recognition of sepsis  
and interventions delivered are 
haphazard with fewer than one in 
five patients receiving care 
according to international 
guidelines.
Recognition of this global medical 
emergency is required to improve 
the economic, medical and 
emotional burden of sepsis; 
however, it is needed on a world-
wide scale.

Visit www.world-sepsis-day.org for 
further information and access to 
valuable resources.

Dr Melanie Stander

http://www.world-sepsis-day.org
http://www.world-sepsis-day.org
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They have 5 headline quality indicators 
and 3 support indicators.

The 5 headline measures are:
Indicator 2: Unplanned re-attendance 
rate
Indicator 3: Total time in the emergency 
department
Indicator 4: Left without being seen rate
Indicator 6: Time to initial assessment
Indicator 7: Time to treatment 

The three supporting indicators are:
Indicator 1: Ambulatory care  

Indicator 5: Service experience 

Indicator 8: Consultant sign-off 

Herewith an example of some quality 
measures  from South African Hospitals 
hospital names have been removed and 
replaced with numbering

Mande	  Toubkin

EMSSA	  Secretary

On the Road…..
Have you been following the Centrum 
Guardian Project 2012 which is 
currently been shown on SABC 3?

The competition focuses on members 
of the South African Emergency 
Services, including Fire Fighters, 

Rescue Technicians, Paramedics, 
Lifeguards, Off-Road and Sea Rescue 
volunteers who risk their lives on daily 
basis to save the lives of others.  16 
semi-finalists have been chosen and now 
it is up to the public to vote for the team 
or individual who inspires them the most. 
Proceeds from SMS votes will be 
donated to the base station of the 
Guardian voted for.
Voting closes on the 30 September 2012.

Episodes are shown on Thursdays after 
22h00, with repeats on Friday mornings 
and Saturday afternoon.  Make sure to 
check you TV guide for the exact listed 
times.

Also check out the website http://
www.centrumguardian.com/index.php

Clinical Pearl
Title: Chest Pain and Predictors of 
ACS   

Author: Amal Mattu

For patients presenting to the ED with 
chest pain, we've been taught that 
“classic” or “typical” presentations for 
ACS (chest pressure with radiation to the 
left neck/jaw/shoulder/arm, dyspnea, 
diaphoresis, nausea, vomiting, 
lightheadedness) are most worrisome. 
Yet, many of the patients that present 
with typical symptoms end up having 
negative workups for ACS. What are the 
symptoms that truly predict ACS?  Three 
major studies have demonstrated that the 
best predictors of ACS in patients 
presenting to the ED with chest pain are 
(not necessarily ranked in order):

1. chest pain that radiates to the arms, 
especially if the pain radiates bilaterally or 
to the right arm

2. chest pain associated with diaphoresis

3. chest pain associated with vomiting

4. chest pain associated with exertion

The description of the chest pain (e.g. 
"pressure" or "squeezing," etc.), the 
dyspnea, nausea, lightheadedness, and 
pain at rest were, surprisingly, not helpful 
at predicting ACS.

The simple take home point is the 
following: always ask your patient with 
chest pain if the pain radiates, if there 
was associated diaphoresis, if there was 
associated vomiting, and if the pain is 
associated with exertion. If the answers 
to any of these 4 questions is "yes," think 
twice before labeling the patient with a 
non-ACS diagnosis.

References:

1. Swap CJ, Nagurney JT. Value and 
limitations of chest pain history in the 
evaluation of patients with suspected 
acute coronary syndromes. JAMA 
2005;294:2623-2629.

2. Body R, Carley S, Wibberley C, et al. 
The value of symptoms and signs in the 
emergent diagnosis of acute coronary 
syndromes. Resuscitation 
2010;81:281-286.

3. Panju AA, Hemmelgarn BR, Guyatt 
GH, et al. Is this patient having a 
myocardial infarction? JAMA 
1998;280:1256-1263.

Watch this Space

In next month’s Newsletter we will be 
giving your more details about 3 new 
exciting sub groups that are starting 
under the EMSSA banner.

http://www.centrumguardian.com/index.php
http://www.centrumguardian.com/index.php
http://www.centrumguardian.com/index.php
http://www.centrumguardian.com/index.php
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Medical Technology
As the end of 2012 rapidly approaches 
(and perhaps, if the Mayan’s are correct, 
the world itself!),  more and more people 
are realising  the benefits of using health 
technology in their clinical practice. 

With most development occurring in the 
US or Europe, many African emergency 
practitioners think that the technology 
available is either too expensive to obtain, 
or irrelevant for the type of work we do on 
the continent. In many cases, this may be 
true, but fortunately,  Africa is catching up 
and with better penetration of broadband 
and mobile internet as well as increasing 
t e c h n o l o g i c a l l i t e r a c y a m o n g s t 
practitioners, the divide between the 
developed and developing  world is 
narrowing.

Every month, we will aim to provide you 
with a clinically relevant gadget or 
software application that can assist you in 
integrating  health technology into your 
lives. It can be difficult to navigate the 
quagmire of good and bad apps,  so let 
EMSSA do it for you!

This month, we will introduce you to the 
wonderful world of iMedicalApps (http://
www.imedicalapps.com ). This site is 
updated very regularly  and looks at 
mobile health applications in medicine. 
Whilst not bespoke for emergency 
medicine,  there is a fairly robust search 
function on the page allowing you to look 
for these and you can sort out apps 
according to operating system, such as 
IOS, Android and Blackberry. This link 
( http://www.imedicalapps.com/2012/08/
heart-ecg-handbook-app-andro id/
#more-37386 ) gives you an example of 
how their reviews can help you decide on 
using an app or not.

Please write to us with comments and 
suggestions for incorporation into this 
monthly feature – let us know how you 
would like it to take shape and we will do 
our best to ensure it covers your needs.

Dr Julian Fleming

http://www.imedicalapps.com
http://www.imedicalapps.com
http://www.imedicalapps.com
http://www.imedicalapps.com
http://www.imedicalapps.com/2012/08/heart-ecg-handbook-app-android/
http://www.imedicalapps.com/2012/08/heart-ecg-handbook-app-android/
http://www.imedicalapps.com/2012/08/heart-ecg-handbook-app-android/
http://www.imedicalapps.com/2012/08/heart-ecg-handbook-app-android/
http://www.imedicalapps.com/2012/08/heart-ecg-handbook-app-android/
http://www.imedicalapps.com/2012/08/heart-ecg-handbook-app-android/
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AfJEM, what the cool kids are 
reading....
I am still amazed at how well the African 
Journal of Emergency Medicine has been 
doing.  September will be our 7th issue.  
So far we have been Scopus listed and 
are in the process of being assessed for 
Medline listing (the big one).  This is an 
exciting time as a successful listing will 
mean that AfJEM will become even more 
accessible- with an almost certain 
associated increase in submissions from 
all over the African region and further.  
Presently we already enjoy a healthy 
monthly submission rate, and 
September’s issue is no different; jam-
packed with great academic emergency 
medicine material from our very own 
continent. But before I start taunting you 
with the contents of the September issue, 
I’d like to put a plug in for two very novel 
AfJEM projects.  

Author Assist connects novice authors 
with very capable and experienced 
authors to help develop a research idea 
into an international standard manuscript, 
ready for peer review.   In fact, that’s not 
all.  An Author Assistant can also help 
improve an existing manuscript that failed 
peer review up to scratch so the authors 
can have another go.  It’s really the best 
thing since Milo was put into chocolate 
bars.  Another great project is our Co-
authorship project: you can enrol as a co-
author to help shape a commissioned 

review paper.  This is an ideal project for 
an author who has written before but 
would like to gain more confidence by 
signing up for a co-authorship.  You can 
post an interest in any of these projects 
by simply following the instructions on 
our website.

Our country profile for the September 
issue is Tanzania.  Tanzania is of course 
one of a handful of African states that has 
embraced emergency medicine and this 
article gives a very clear picture of both 
the path	  behind and the challenges 
ahead.  Be sure not to miss the review on 
crush syndrome.  It was written 
specifically for Africa and contains the 
latest on caring for patients with this 
condition.  Original articles include more 
about triage using the South African 
Triage Scale, first aid training for 
commercial inter-city drivers and an 
unusual case report on a fractured 
tracheostomy tube in a three year old.  If 
you haven’t been to our website, then 
please do yourself a favour and point 
your browser to www.afjem.com.  It’s 
what the cool kids are reading and so 
should you.

Writers wishes!

Dr Stevan Bruijns, Editor in Chief of 
AfJEM

The Cool Kids!

What’s On      Dr Heike  Geduld

New in EM – 
Rob Rogers, one of the guru’s of 
Emergency Medicine Education 
has a new blog called 
iteachem.net . With contributions 
by some of the biggest names in 
EM, the site focuses on practical 
teaching tips, faculty development 
and educational resources.

Courses and events:
7-9 September  	
FCEM II Exam prep Workshop, 
Cape Town.  Aimed at final year EM 
registrars preparing for the clinical 
exam 
(Kim.Claasen@westerncape.gov.za)

8 September	 	
Trauma and Emergency Update,
The Bay Hospital in Richards Bay
08h00- 16h00.  KZN Emergency
Consortium
(Brysiewiczp@ukzn.ac.za) 	

13 September
World Sepsis Day

17-21 September	
Disaster Medicine Course, Cape 
Town
 Dr Wayne Smith
(info@eci-sa.org)

26-27 September	
Prehospital Medical Rescue 
Symposium, Cape Town ,METRO 
EMS
(kerri.davids@westerncape.gov.za)

Upcoming Conferences:
 17-19 September	
World Congress in Emergency 
Medicine, Mayan Riviera, Mexico

19-22 September	
Third Eurasian Congress on 
Emergency Medicine, Antalya, 
Turkey

3-6 October	 	
EUSEM – European Society on 
Emergency Medicine, Antalya, 
Turkey

8-11 October	 	
ACEP – American College of 
Emergency Physicians, Denver, 
USA

30 Oct- 2 Nov	 	
AfCEM- African Federation for 
Emergency Medicine, Accra, 
Ghana

http://www.afjem.com
http://www.afjem.com
mailto:Kim.Claasen@westerncape.gov.za
mailto:Kim.Claasen@westerncape.gov.za
mailto:Brysiewiczp@ukzn.ac.za
mailto:Brysiewiczp@ukzn.ac.za
mailto:info@eci-sa.org
mailto:info@eci-sa.org
mailto:kerri.davids@westerncape.gov.za
mailto:kerri.davids@westerncape.gov.za
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Adult BLS for Healthcare Providers

30 compressions

2 breathsADULT: Position hands middle of chest

Disclaimer: This Resuscitation Council of Southern Africa algorithm is designed 

for Healthcare Providers who have been trained in basic life support. 

For the sake of clarity, rescuers depicted in this algorithm 

are not wearing gloves or using other personal protective equipment. 

These are recommended in actual emergencies.

Resuscitation Council of Southern Africa – BLS Algorithms – 2011

Visit www.resuscitationcouncil.co.za for further information 

Anyone can save a life! 
It’s so simple!     112         10177

www.statmedical.co.za
info@statmedical.co.za
+27 (0)11 708 6363

SUPPORTED BY:

SOLE SUPPLIERS OF  
TM

INCORPORATING    realCPRhelp
TM

and    see-thruCPR TECHNOLOGYAEDs

(Continue CPR if two rescuers)
 - Switch ON
 - Attach pads / paddles

Continue cycles of 30:2 for 2 min
Push hard

Push fast (at least 100 per minute)

Resume CPR immediately
Starting with chest compressions

Give 1 Shock

Shock advised No Shock advised

ANALYSE RHYTHM

AS SOON AS 
AED / DEFIBRILLATOR ARRIVES:

Hazards? 
Personal protective equipment. Continue only once environment is safe

Hello!  

If patient is unresponsive and not breathing normally or only gasping

Help!       112        10177   In-hospital resus team:
Call the appropriate Emergency Services

Check Circulation 
If no carotid pulse is present after a 5 second check then

begin cycles CPR   

starting with 30 chest compressions
followed by 2 breaths
.L[�HU�(,+���KLÄ�IYPSSH[VY�VY�ZLUK�ZVTLVUL�PM�H]HPSHISL

RESUSCITATION COUNCIL
OF SOUTHERN AFRICA

EARLY AWARENESS | EARLY ACCESS  
EARLY CPR | EARLY DEFIB 

EARLY ADVANCED CARE | EARLY ANALYSIS

1. Push hard – at least 5 cm deep
2. Push fast – at least 100 per minute
3. Allow complete chest recoil after each compression
4. Minimise interruptions in chest compressions
5. 0UÅ�H[L�\U[PS�JOLZ[�YPZLZ�¶�VUS`���]LU[PSH[PVU�H[[LTW[Z�
 allowed after every 30 compressions 
6. Avoid excessive ventilation

A2 posters sponsor layout.indd   1 2011/10/21   4:15 PM
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Paediatric BLS for Healthcare Providers

30 compressions

2 breaths
CHILD: Use 1 or 2 hands

Disclaimer: This Resuscitation Council of Southern Africa algorithm is designed 

for Healthcare Providers who have been trained in basic life support. 

For the sake of clarity, rescuers depicted in this algorithm 

are not wearing gloves or using other personal protective equipment. 

These are recommended in actual emergencies.

Resuscitation Council of Southern Africa – BLS Algorithms – 2011

Visit www.resuscitationcouncil.co.za for further information 

Anyone can save a life! 
It’s so simple!     112         10177

www.statmedical.co.za
info@statmedical.co.za
+27 (0)11 708 6363

SUPPORTED BY:

SOLE SUPPLIERS OF  
TM

INCORPORATING    realCPRhelp
TM

and    see-thruCPR TECHNOLOGYAEDs

RESUSCITATION COUNCIL
OF SOUTHERN AFRICA

EARLY AWARENESS | EARLY ACCESS  
EARLY CPR | EARLY DEFIB 

EARLY ADVANCED CARE | EARLY ANALYSIS

Hazards? 
Personal protective equipment. Continue only once environment is safe

Hello!  

If patient is unresponsive and not breathing normally or only gasping

Help!       112        10177   In-hospital resus team:
Call the appropriate Emergency Services

Check Circulation 
If no carotid pulse is present after a 5 second check then

begin cycles CPR   

starting with 30 chest compressions
followed by 2 breaths
.L[�HU�(,+���KLÄ�IYPSSH[VY�VY�ZLUK�ZVTLVUL�PM�H]HPSHISL

excludes newborn

1. Push hard – at least ѿ of the anterior - 
posterior diameter of chest
(depth to about 5 cm in children, 4 cm in infants)

2. Push fast – at least 100 / min
3. Allow complete chest recoil after each compression
4. Minimise interruptions in chest compressions
5. 0UÅ�H[L�\U[PS�JOLZ[�YPZLZ��^P[O�H�TH_PT\T�VM���]LU[PSH[PVU�

attempts allowed to achieve 2 effective breaths 
6. Avoid excessive ventilation

(Continue CPR if two rescuers)
 - Switch ON
 - Attach pads / paddles

Continue cycles of 30:2 for 2 min
Push hard

Push fast (about 2 compressions per second)
If two rescuers switch to 

15 compressions : 2 breaths

Resume CPR immediately
Starting with chest compressions

Give 1 Shock

Shock advised No Shock advised

ANALYSE RHYTHM

AS SOON AS 
AED / DEFIBRILLATOR ARRIVES:

A2 posters sponsor layout.indd   2 2011/10/21   4:15 PM


