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Editorials

“The opinion 

of patients 

is clear: 

paramedics 

remain one 

of the most 

trusted 

health care 

professions”

The question, posed to me by the Journal’s editorial 
staff, “Are paramedics exceeding the evidence?”, 
is a very global one that implies a dichotomous 

response. However, nothing in our complex health sys-
tem can be so simply evaluated, so the question gets an 
equally global (if vague and unhelpful) answer: “Yes, 
probably, but no more or less than the rest of health care”.

My professional obsession with objective analysis must 
necessarily be tempered in this instance by my experi-
ence in contributing to the professional transformation 
of the ambulance service, particularly in the 1990s. This 
transformation resulted in considerable expansion of the 
scope of practice, underpinned by improved education 
and training — from in-house unstructured training, 
through the vocational training sector to university 
degrees.

The transformation in prehospital care was largely 
driven, not by evidence, but by the enthusiasm of pro-
ponents (mostly doctors) and by emerging international 
experience. The intellectual foundation was not usually 
evidence, but rather a defensible and logical rationale. 
Innovation is often so, because we cannot test sys-
tem-wide effectiveness without introducing system-wide 
changes. However, sometimes that rationale is flawed 
when we make the “conclusional” jump that if anything 
is worth doing, then doing it earlier will always be better. 
However the logistical, training, equipment and safety 
impediments of working in an uncontrolled environ-
ment must necessarily influence the clinical cost–benefit 
analysis.

The problem we confront is both a lack of evidence and 
the influence of individual, professional, social and eco-
nomic factors that then influence the scope of clinical 
practice. These may act contrary to science and its appli-
cation. Traditionally, paramedics were poorly paid and 
relied on special allowances and penalty rates to reach 
incomes that could sustain them. As the scope of practice 
expanded, the industrial drive was for additional skills 
to be recognised financially, thus creating an incentive 
to undertake training and to value competence. There 
was thus some reluctance in certain quarters to rely on 
evidence or even a defensible rationale. In 2008, the then 
Queensland Minister for Emergency Services responded 
to pressure from staff and ordered the scrapping of a 
National Health and Medical Research Council-funded 
randomised controlled trial that aimed to test adrenaline 
against placebo in managing asystolic cardiac arrest.

Relating evidence to practice in uncontrolled 
environments

Next, while we recognise the capacity of evidence-based 
care to reduce costs and improve outcomes,1 the real 
challenge is to find evidence that can inform practice. 
A study in 2007 of almost 20 000 candidate articles found 
only 400 that were relevant to prehospital care, and that 
there were only 13 reviews.2 The Cochrane Library also 
demonstrates the limited utility of the evidence to inform 
practice. A review of the use of aminophylline for cardiac 
arrest found five trials with no survivors.3 A report on 
prehospital thrombolysis showed a reduction in time 
to thrombolysis, but limited evidence of its safety or 
on its long-term outcomes.4 Finally, a report on the use 
of oxygen for patients with chronic obstructive pulmo-
nary disease noted that, of 741 abstracts reviewed, only 
two were of randomised controlled trials, both of which 
were ongoing and lacking outcome data.5 Much of the 
literature lacks an understanding of how its findings 
apply in the uncontrolled environment that characterises 
prehospital care. There are interventions for which the 
evidence is more clear-cut. Prehospital defibrillation 
improves survival (patients walk out of hospital).

The real value of highly-skilled paramedics

I am reminded of the international debate about prehos-
pital management of trauma, which critics reduced to a 
simplified dichotomy — scoop and run, or stay and play. 
I wish I could draw, for I would design ambulances as 
modified garbage trucks or casinos to demonstrate the 
absurdity of either proposition. Surely what we expect 
is safe extrication, stabilisation, initiation of care and 
then securing appropriate ongoing care for the patient.
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It is this last aspect which, to me, represents most value 
for the massive investments in professional development 
of paramedics. They are at the sharp end of the patient 
journey, and best placed to initiate a pathway of care 
most likely to achieve optimal outcomes. Paramedics’ 
judgement is necessary to bypass to trauma centres, take 
patients directly to catheter laboratories, or reduce the 
burden on emergency departments by treating patients 
in situ or directing them to more appropriate and cost-ef-
fective care options.6

For relatively smart people, we seem to struggle with 
complexity, and we try to reduce complex issues into 
binary thinking — on or off. The reality is always more 

complicated. The opinion of patients is clear: paramedics 
remain one of the most trusted health care professions. 
However, to retain that trust there is a professional 
imperative for research into prehospital care to seek 
the evidence or, at least, a defensible rationale so that 
the patient’s best interest retains its primacy.
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