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Aeromedical settings increase risk due to uneven 

terrain, weather and unfamiliar teams. 

36,000 reported clinical incidents in WA in 2022–23; falls were 

among the most frequent (Department of Health WA, 2023).

52% report patient falls during transfers (Brusco et al., 2023).

Manual Handling is the leading cause of injury among 

healthcare workers (Safe Work Australia, 2023).

20% of stretcher incidents in Incident Management Systems involve 

a patient fall or near miss (Wang et al., 2010).

Background | Why Transfer Safety Matters



Background | Why This Matters in Aeromedical Care

High risk of adverse events during 

patient handling.

Austere environments amplify 

risk (heat, uneven terrain, 

limited staff, no privacy).

Deliberate teamwork improves 

safety for both employees and 

the patient.



Why Shared Language Matters

Understanding 

across 

organisations

Reduces 

communication 

errors​

Fosters mutual 

respect



Team Time Out | Teamwork Under Pressure

Crew Resource Management (CRM): communication, 

situational awareness, role clarity.​

Checklists build shared mental model.

Supports psychological safety.



Team Time Out | Origins and Principles

Developed to reduce surgical complications.​

Pause before critical task: confirm patient,

plan, roles, risks.

Retrieval is high-stakes - checklist supports

Safety (World Health Organization, 2009).





T.R.E.E.S | Adapted Process

•Team Time out

•Risks 

•Equipment 

•Execute Move

•Safe to Go





T.R.E.E.S | Implementation Challenges

Dispersed Workforce

Multi-Agency Complexity

Role Ambiguity

Inability to drill as combined workforce

Initial 

Compliance 

Gaps

Supporting literature: Russ et al. (2015); Gillespie et al. (2013); Braithwaite et al. (2009)



Education across the state

Different scope of practice

Competing priority and focus 

area  for safety

Example medical transport 

specialist training

T.R.E.E.S | Implementation

RFDS BASES



T.R.E.E.S | Continuous Education at SJWA & RFDSWA

Completed by both career staff and volunteers over 12 

months

 

Awareness of tool and video 

explanation

Record of course completions

Inclusion in Standard Operating 

Procedures- RFDS Engagement



T.R.E.E.S | Using Champions to Embed Practice

Why they work

How to 

implement them

• Trusted peer influencers.

• Most effective when embedded in 

each base or crew.

• Supported with tools, recognition, 

and training.

• Identify and support Time Out 

Champions at each site.​

• Include in training and simulation.​

• Share success stories that 

highlight impact.



T.R.E.E.S | Recommendations

Executive endorsement & commitment 

for resources.

Formalise Time Out in SOPs.

Champions

Use laminated cue cards.

Include in simulation training.

Cross functional team drills

Debrief and share lessons.



T.R.E.E.S | Summary

Transfers are critical moments.

TREES is simple, effective.

Improves safety in austere settings.



T.R.E.E.S | Q & A

Have you had a challenging 

stretcher transfer ?

What made it safe or unsafe?
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