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 FATIGUE MANAGEMENT         HELI.HRS.12  

 

Purpose 
This procedure outlines principles for the shared responsibility for the management of fatigue in the 
aeromedical environment.   
 

The Ambulance Helicopter Retrieval Service is committed to providing a safe working environment and 
to the management of fatigue for medical staff working in aeromedical operations. 
 

Aeromedical missions may run to an extended duration compared to other Ambulance operational 
activities with longer cycle times, extended treatment regimens and greater transport distances being 
covered.  When combined with the complexity of the retrieval environment; aeromedical operations 
carry a potential risk of fatigue that requires identification and mitigation action. 
 

This procedure should be read in conjunction with; ASNSW Factsheet (attached) – Managing Fatigue in the 
Workplace (July 2012) and ASNSW SOP – Work Related Fatigue Mitigation and Management Policy (June 

2012). 

 
Procedure 
Fatigue has often been identified as the 'common denominator' in human factors mishaps because it serves 
as the 'catalyst' for other human factors to occur.  Fatigue can be either acute or chronic.  When fatigued, 
alertness and coordination suffer while performance and judgment become impaired. (ref: U.S.D.O.T. 

Guidelines for Air-Medical Crew Education, 2001.) 

 

1. Guiding Principles 
The literature indicates that the best outcomes for the management of fatigue may result from 
combining multiple strategies; rather than relying on a single strategy.  The following basic guiding 
principles relate to both general and specific environments (ie; road /helo): 
 
▪ Operational staff should always present themselves well rested and fit for duty at the 
commencement of shift. 
▪ AOC staff should consider the clinical urgency of missions when tasking crews on missions that have 
significant chance of causing, or increasing crew fatigue and where reasonable transfers should take 
place during daylight hours. 
 
Consideration of 'I.M.S.A.F.E' which lists all key factors that impact on fatigue;  
  Illness  
  Medication  
  Stress  
  Alcohol  
  Fatigue  
  Eat/Emotion 
 

 
▪ Preventive strategies should be used before and between duty periods.  Try to get the best possible 
sleep before duty time and avoid starting shifts with sleep debt, where possible.  Try to get 8 hours 
sleep per 24-hour period.  “Anchor sleep” during your usual sleep time should be maintained if 
possible. 
▪ Good sleep habits are a second countermeasure strategy.  Develop and practice a pre-sleep 
routine.  If hungry, eat a light snack, but do not eat or drink heavily before sleeping.  Use physical or 
mental relaxation techniques and sleep in a room that is dark, quiet and at comfortable temperature.  If 



 

Approved by: Executive Director, Health Emergency and Aeromedical Services Date Issued: 

10/12/2012  Pg.2 
Maintained by: The Office of Executive Director, Health Emergency and Aeromedical Services                                 
Version: 1.0  

excellence in care 

you don’t fall asleep in 30 minutes, get out of bed.  The use of “white noise” can mask external sounds.  
Exercise regularly, but not too near sleep periods.  
▪ Operational strategies to maintain alertness during duty periods are varied, but may include; 
physical activity and conversation with others.  Balanced nutrition is also necessary for alertness.  The 
brain needs a steady fuel supply to operate.  Avoid simple carbohydrates that cause peaks of insulin 
release.  Instead, consume complex carbohydrates and proteins.  Stay well hydrated, since mental 
functions are the first to be affected by dehydration.  Thirst is not a sensitive indicator of dehydration.  
Urine output and colour is the best indicator of hydration status.  
▪ Strategic napping during duty periods, the 'NASA nap', is another operational strategy.   Extensive 
NASA research clearly demonstrates the effectiveness of brief naps in improving performance.   A 
planned and coordinated brief ‘NASA nap’ up to 45 minutes in duration is helpful if operations permit.  

 
2. Illawarra Specific Guidelines (24hr Doctor roster only): 

Duty commences when a mission is tasked and continues until all mission-related activities are 
completed (including restocking, database entries and mission debrief).  Similarly training missions 
accrue duty from time of mission planning through to completion of debrief.  Morning checks (daily and 
weekly checks), morning brief, and any training (static or flight) all count as duty time. 
Sleeping accommodation: Bedroom at Wollongong Airport base.  
Resting accommodation: other rest areas (hangar and house) at Wollongong Airport base or elsewhere 
(including standby at Sydney Helicopter base). 
 
Operational options 

i. Notwithstanding the fatigue management parameters below, should the duty doctor at any 
stage feel unable to continue to work because of fatigue or illness, they should discuss the 
situation with their fellow crew and the SRC as soon as possible. 

ii. Medical crew can undertake 12 hours of duty in any 24 hour period.  This can be extended to 
16 hours if an uninterrupted 4 hour rest period is taken in suitable sleeping accommodation.  If 
4 hours rest is not taken in sleeping accommodation, but is taken in resting accommodation, 
total duty time can be extended to 14 hours. 

iii. If already on a mission, duty time can be extended beyond the defined time periods above to 
allow completion of the task but only if the crew member involved judges themselves fit to 
complete the mission and the aircraft Captain and other crew members agree. 

iv. Once maximum duty time is reached, or it is apparent that duty time will be exceeded with a 
subsequent mission; the doctor must liaise with the SRC and the Helicopter Duty Supervisor to 
formulate a plan of how to manage the situation.  Options include: 
▪ activating the operational support doctor via the AOC. 
▪ activating a second paramedic to keep the aircraft on-line (but with a two paramedic 
capability), via the HDS. (This paramedic should NOT have worked the same amount of 
hours as the 24hrs doctor they are replacing.) 
▪ taking the aircraft off-line (in discussion with the Ops Manager, via the HDS) 

 
Following a duty period 
Care should be taken when driving a motor vehicle at the end of a shift.  If the 24 hour rostered shift 
period ends without a sleep, or rest period of at least 4 hours duration after midnight, medical crew are 
strongly advised to have a sleep period of at least 4 hours duration prior to driving a motor vehicle 
(especially if returning to Sydney). 
A period free of duty of at least 10 hours duration should follow any rostered shift or duty period.  
Should a late finish mean that there is less than 10 hours free of duty prior to the next rostered shift; 
contact must be made with the SRC or Duty Retrieval Consultant to arrange alternative cover. 
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3. Road Retrieval Specific Guidelines (Sydney): 
Road Retrieval missions differ from standard road missions and are inherently fatiguing.  ‘Cycle times' are 
greater, treatment more prolonged and distances longer.  These factors  combine with the increased 
logistical and clinical complexity of the retrieval environment to create a high probability of fatigue. 

 
In addition to general fatigue guidelines mentioned above, the following should also be considered: 
i. Fatigue based rostering - road day shift should be first out for jobs until 1800hrs (ie; day shift 

protects afternoon shift) & road afternoon shift should be first out for jobs until 2230hrs (ie; 
afternoon shift protects night shift).  This means road crews do not generally take turns for jobs. 

ii. On-call - is available to provide surge capacity and to some extent; relief capacity.  
iii. Secondary tasking notification (night) - after 0000hrs (& doctor not on base), AOC to allow 

doctor to notify paramedic of case on doctor's arrival at Base (or AOC to defer paramedic 
notification until approx 10 mins prior to anticipated doctor arrival). 

iv. Unplanned Extensions of shift - all efforts should be made to prevent any shift being ‘extended’ 
beyond four (4) hours of the rostered shift (exception for an urgent ‘primary’ mission).  If a shift is 
extended beyond 2hrs, the on-call system should be activated and the duty paramedic returned 
to base (at the completion of case).   

v. Planned Extensions of shift - should be limited to a maximum of seven (7) hours post rostered 
shift and only on approval of Station Officer/Helicopter Duty Supervisor.  Consideration for 
approval must include previous duty workload and shifts completed in last/next few days.  
'Double' shifts are not to be worked by paramedics (ie; shifts whose total length ≥ 24hrs). 

vi. Second On-Call - if an afternoon shift paramedic feels particularly fatigued at end of shift, then in 
discussion with the AOC the 2nd on-call can be moved up to 1st on-call. The use of on-call doctors 
where appropriate, should be considered. 

vii. Alternate Driver - if a mission may involve particularly long distances, or extremely poor weather 
conditions, consideration should be given to the use of a supplementary driver.  This may take 
the form of sharing the drive, with the doctor driving to the referring hospital and the paramedic 
driving to the destination, or getting a 2nd paramedic to go on the mission (if available).  This 
practice can also be used for Orange base, where relevant.      

 

4. General Fatigue Management Strategies  
• Staff education and awareness  

• Roster design and staffing (including active use of 'on call') 

• Tasking decisions to be balanced with the need to manage fatigue 

• Use of SCAT ICPs on helicopters (who have completed specialist fatigue management training) 

• Promotion of a healthy workplace  

• Use of Aeromedical guiding principles 
 

5. Reporting: will occur via MyShift fatigue tool.  This is able to rapidly produce staff fatigue reports.  
 

6. Education strategies: staff will be made aware of fatigue management through: 
▪ Dissemination of this procedure 
▪ Discussion at station meetings 
▪ Inclusion in base ‘Comms Books’ 
▪ Discussion at the WHS Committee 
 

7. Special Notes: Personal responsibility is essential.  However, research indicates that fatigued 
individuals are often the last to act on their fatigue and therefore good CRM and systems must be in 
place. 
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