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EXECUTIVE SUMMARY 

 In September 2019, I set forth from the United Kingdom to spend 5 weeks working with, and learning from, the 

Paramedic led Critical Care Teams in Australasia. I spent time working with the Mobile Intensive Care (MICA) Flight 

Paramedics from Ambulance Victoria, the High Acuity Response Unit (HARU) from Queensland Ambulance Service and 

the Intensive Care Paramedics from St John Ambulance, New Zealand. The Fellowship experience was incredible on so 

many levels. The people were fantastic, the places were awesome. Perhaps most importantly, I found some of the best 

examples of pre-hospital critical care practice, underpinned by first class demonstrations of clinical governance, and 

leadership that I have experienced anywhere.  

It was clear there are many similarities in the scope of practice, equipment and infrastructure of the prehospital critical 

care systems of the UK and Australasia. But there were also a number of things observed that I feel we, in the UK, 

could really learn from.  I saw that prehospital critical care can be safely and effectively delivered by Paramedics in a 

well governed, well led system but effective leadership, governance and investment into this service delivery is 

essential. The Paramedic-led pre-hospital critical care I observed allows a visible, achievable career pathway to be in 

place for the entire Paramedic workforce. Not all will want, or be able, to deliver the highest levels of care but all 

Paramedics could have the opportunity of delivering it if they are capable and willing. This, in turn, could have 

significant effects on patient care, morale, staff retention and recruitment. Finally, because critical care is delivered by 

Paramedics and owned by the ambulance service, the ‘trickle down’ effect of knowledge, skills and understanding that 

occurs can elevate the standard of all aspects of patient care delivered by all elements of an entire ambulance service.   

RECOMMENDATIONS  

• Development of a national approved career development pathway for Critical Care Paramedics 

• Protected titles for Specialist, Advanced and Consultant Paramedics in Critical Care 

• Introduction of a Chief Paramedic Officer, to sit alongside the Chief Medical Officer and Chief Nursing Officer in 

government  

• Removal of the restriction placed on Paramedics preventing them prescribing controlled drugs 

• Permit suitably qualified Paramedics to join the national Inter Collegiate Board of Training in Pre-Hospital 

Emergency Medicine Programme and, upon successful completion, fulfil the complete job role of their medical 

equivalents.  
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1.0 ABOUT THE AUTHOR 

 

Currently I am the Specialist Lead in Critical Care for South Western Ambulance Service NHS Trust (SWASFT) working as 

a Critical Care Paramedic and clinical lead for the Helicopter based Critical Care Teams and Hazardous Area Response 

Teams within its borders. One of my roles is the development of a Critical Care Career Development programme for 

the Practitioners working for these teams. Alongside my SWASFT role I also now sit on the College of Paramedics 

Critical Care Special Interest Group in Critical Care which has the purpose of standardising the training, education and 

scope of practice of Critical Care Paramedics across the UK and am proud to be a Royal College of Surgeons Examiner 

on the prestigious Diploma in Immediate Medical Care. 
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2.0 INTRODUCTION AND APPROACH 

 

Prehospital Critical Care concerns the delivery of the highest-level care to patients suffering time life threatening 

injuries or illness as soon as practicably possible, before the patient even reaches hospital. In the UK the last 10 years 

have seen a huge investment and developments in the delivery of pre-hospital critical care (1). Most regions in the UK 

now have access to at least one pre-hospital critical care team, often helicopter based, that can deliver a range of 

interventions and medications additional to and beyond the remit or skillset of road-based ambulance teams.  

I have been involved in developing these prehospital critical care systems in the UK and, for some time now, have been 

aware that whilst we do things a certain way in the UK, other countries have been delivering equivalent levels of 

Paramedic-led critical care for a number of years and have an equally excellent reputation. 

I come from a Paramedic background and work, in the pre-hospital environment, with critical care Doctors, 

Paramedics and Nurses. The majority of the UK based teams operate under a Doctor-led critical care system. This 

report aims to describe what this means, how other services in the world deliver critical care and, primarily, how the 

Paramedic-led critical teams of Australasia compare to the Doctor-led critical care teams of the UK. Finally, I will 

recommend changes to improve patient care and develop the role of the Paramedic in the UK. 

2.1 PRE-HOSPITAL CRITICAL CARE: DEFINITIONS 

Pre-Hospital Critical Care 

Whilst often a poorly defined term, for the purposes of this fellowship report, ‘Prehospital Critical Care’ describes the 

highest levels of care that is deliverable to patients suffering from life threatening injuries or illness which have a 

sudden onset. This level of care includes the complete spectrum of care that can be delivered in the pre-hospital 

environment, including a range of anesthetic, surgical and pharmacological interventions. 

The Royal College of Anesthetists defines Pre-Hospital Critical Care as being: 

“the provision of organ and/or system support in the management of severely ill or injured patients. It is a clinical 

process rather than a physical place and it requires the application of significant knowledge and technical skills to a 

level that is not ordinarily available outside hospital. Hospital-based critical care is typically divided into three levels: 
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Level three (intensive care areas providing multiple organ and system support), level two 

(high dependency medical or surgical care areas providing single organ or system 

support) and level one (acute care areas such as coronary care and medical admission 

units). In the context of PHEM [Pre-Hospital Emergency Medicine], all three levels of 

critical care may be required depending on the needs of the patient” (2) 

 

PRE - HOS PI T AL  EN HAN CED CA RE  

For the purposes of this report ‘Enhanced Care’ includes levels of care above those deliverable by regular registered 

Health Care Professions Paramedics but below full Critical Care. This skill set includes advanced interventions such as 

sedation, paralysis, finger thoracostomy, surgical airways and additional pharmacological interventions. 

‘P AR AMED IC ’  OR ‘DO CT OR ’ -LED  CA RE  

In this report I have described ‘Paramedic led’ or ‘Doctor led’ teams. This describes the grade of clinician that is the 

senior decision maker in the team. It does not mean all ‘advanced’ skills are delivered by this clinical lead or that other 

clinicians are not highly skilled valued members of the team.  

 

2.2 PARAMEDIC VS PRACTITIONER 

 

In the UK the title ‘Paramedic’ is protected, and holders of this title must be registered Professionals with the Health 

Care Professionals Council (3). However, within the South Western Ambulance NHS Trust (hereafter referred to as 

SWASFT), and across the UK, pre-hospital Nurses work alongside 

Paramedics performing the same roles. These roles are described as Pre-

Hospital Critical Care Practitioner roles. I, and my colleagues, feel strongly 

that it doesn’t matter if someone’s Professional registration is Nurse, Paramedic or Doctor. What is important is their 

skill level and scope of practice. However, internationally and across the UK there is little standardisation in this 

language. Certainly, in the areas 

of Australasia where I 

conducted my fellowship, the 

Pre-Hospital Practitioners are primarily Paramedics and their function are clear. 
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In order to find common ground on language and understanding of role, for the purposes of this report, I will use the 

term ‘Paramedic’ to include all Critical Care Practitioners who are not Doctors.  

 

2.3 PREHOSPITAL CARE DELIVERY 

2.4.1 ACROSS THE UK 

Currently, within the UK, full pre-hospital critical care is only deliverable by a Doctor-Led Critical Care Teams and Pre-

Hospital Critical Care is now a GMC (General Medical Council) sub specialty (1). There are several reasons behind this 

but essentially, to date, there has been no mechanism in place to train up non-Doctors to the clinical level required to 

allow them to deliver the full Critical Care scope of practice autonomously. 

The Inter Collegiate Board of Training for Pre-Hospital Emergency Medicine (IBTPHEM) now specifies that in order to 

access this course candidates must be registered with the GMC and be on an Emergency Medicine, Anaesthetic or 

Intensive Care recognised in hospital training programme. Currently no Allied Health Professionals (Nurses or 

Paramedics) have been enrolled on this national programme (4).  

 

 

 

 

 

 

 

 

 

 



 

 9 

2.4.2 IN THE SOUTHWEST 

Within the South 

Western Ambulance 

Service Foundation 

Trust (SWASFT), full 

‘Pre-Hospital Critical 

Care’ is delivered by 

a fully qualified 

Critical Care Doctor 

and Specialist 

Practitioner in 

Critical Care as a 

minimum.  

This Doctor-Practitioner model of prehospital Critical Care is 

mirrored across the UK. If a Doctor is not available on the team, 

then the level of care deliverable by the Practitioners is known in 

the Southwest as ‘Enhanced Care’.  

The notion that Pre-Hospital Critical Care can be safely delivered by Practitioners alone, however, is controversial.  

 

2.4.3 INTERNATIONAL  

 

When exploring Paramedic Led Critical Care Teams, internationally, one particular region stood out, Australasia. The 

Mobile Intensive Care Ambulance (MICA) teams of Ambulance Victoria, Australia have published extensively on the 

Critical Care capabilities of their Paramedics and are one of the most established paramedic-led critical care teams in 

the world having been in operation for over 20 years, longer than many of the UK based pre-hospital critical care 

systems. They have published extensively demonstrating the standards the clinicians are working at, delivering some 

of the higher level skills with impressive and safe results (5-9) 
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This is not to say that there are no other regions in the world delivering the highest level of prehospital critical care 

but, based on the amount Ambulance Victoria has invested into 

‘Intensive Care Paramedics’ over a long period of time, Ambulance 

Victoria seemed the natural place to begin. 

Initially I intended to visit just Ambulance Victoria, but on further 

investigation it became apparent that there are other Paramedic-led 

critical care teams in the region that it would be beneficial to visit. 

These included the High Acuity Response Unit (HARU) in Brisbane 

(Queensland Ambulance Service) and the Intensive Care Paramedics 

in St John Ambulance, New Zealand. It meant extending the remit of 

the fellowship and an element of self-funding but proved to be a 

worthwhile addition. 

 

 

 

 

3.0 RATIONALE AND APPROACH 

The UK currently works under a system of Doctor-Led Pre-Hospital Critical Care. Parts of Australasia and other regions 

across the world utilise a Paramedic-Led Critical Care System. This project is intended to explore alternative models of 

practice whilst ensuring patients continue to receive the consistently high levels of care they currently receive. 

Having Medical (Doctor) Leadership in any Ambulance Service is essential. Doctors have spent years specializing in a 

specific areas of hospital practice and, once they achieve Consultant level, are deemed ‘Expert’ in their practice. Some 

of the most high-performing of these Doctors apply, and are selected, to train and work along-side specialist Pre-

Hospital Critical Care Nurses or Paramedics to make up Critical Care Teams that attend patients suffering from life 

threatening illness or injury, delivering high level skills in the most challenging pre-hospital environments.  
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Whilst the benefits of a Doctor-led service are numerous, there are some drawbacks. There are very few, if any, full-

time pre-hospital Critical Care Doctors within the UK. Pre-Hospital Emergency Medicine is a Sub-specialty. The main 

specialty of these Doctors can be a range of medical disciplines, from Emergency Medicine and Intensive Care to 

Cardiology and Paediatrics. Importantly a Doctor is not always available within teams that claim to offer Critical Care. 

This may be for a number of reasons. It may be because there are not many Pre-Hospital Critical Care Doctors in the 

region or because a hospital crisis has recalled doctors back to their primary roles, but the skill level of the team 

reduces from Critical Care to ‘Enhanced Care’ whenever a Pre-Hospital Critical Care Doctor is not present. As a result, 

patients will not benefit from the additional skills brought to them by a full Critical Care Team. In addition, not all the 

patients will require the full skill set that a Critical Care Doctor can offer. Finally, Doctors, especially Consultants, can be 

very expensive. The investment in training part-time Critical Care Doctors can often supersede the training of full time 

Critical Care Paramedics 

This Fellowship seeks to explore whether there are alternative models of delivering Pre-Hospital Critical Care that 

don’t, exclusively, rely on a Doctor-led model. There are regions in Australasia that have an excellent pre-hospital 

Critical Care reputation. These systems utilize full time, highly trained Critical Care Paramedics who offer an evidence 

based, consistent, equitable and cost-efficient service to all patients across their regions which includes the delivery of 

Pre-Hospital Critical Care. The glass ceilings of care deliverable by Paramedics in these regions don’t exist and 

Paramedics, if trained, educated and skilled, can deliver the highest level of care possible.  

I will be looking to see of the services are as good as they appear to be. What is the clinical governance and leadership 

like? How are they trained and educated but, perhaps more importantly, how do they operate? Does it feel like they 

deliver a similar standard of care that I am used to delivering in Doctor-led critical care models? 

If the Paramedic-Led Pre-Hospital Critical Care models appear robust and of equitable quality, then perhaps an 

alternative model to Doctor-Led prehospital Critical Care could be identified. 
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4.0 CHALLENGES 

4.1 LEGAL 

Currently there is a law in the UK preventing paramedics, even those who have completed a full ‘Independent 

Prescribing’ course from prescribing controlled drugs (10). In a critical care environment that is orientated around the 

management of major trauma, resuscitation and critically unwell patients many require these ‘controlled drugs’ to 

facilitate anaesthesia (a drug induced ‘coma’ which requires a tube to be inserted into a patients airway so they can be 

oxygenated and ventilated).  

It is likely that in the imminent future this restriction will be lifted. 

4.2 GEOGRAPHIC 

Australia is huge. I visited Victoria and Queensland. 

Victoria, as a state, is almost the same size as the entire 

UK. Yet has one ambulance service. This is really 

important. HARU is a small team that is car based and 

covers just one city, Brisbane. New Zealand consists of 2 

islands with one primary ambulance service but also 

important secondary services.  

 

4.2 POPULATION  

There are not 

as many people 

in Australia as the UK. In fact, whilst the entire UK might fit into Victoria, 

one of the smaller states, the population in Victoria is only about 6.5 

million, approximately the same as the South West of the UK (11); in fact 

almost exactly the same as the population with SWASFT. 

Brisbane is a city with an urban landscape, but New Zealand is 
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an exceptionally rural state with a small population and a very challenging and extreme rural environment. 

4.4 FUNDING 

In the UK ambulance services are commissioned and funded to achieve certain objectives. Very few of these objectives 

are based on the requirement to provide the highest level of prehospital critical care possible. This shortfall is provided 

mainly by charities that raise funds to allow the delivery of prehospital critical care in their specific region. Funding 

streams for each of the services in Australasia were different.  

In the UK the Ambulance Services are commissioned by the NHS and are paid for in Taxes by UK residents (12). The 

Ambulance Service offers a free service. UK Air Ambulances receive little or no money from the government to 

operate and are almost exclusively run by charities and paid for by charitable donations. They can cost around 

£4million per year to run. Clinical Staff are either paid for by the Ambulance Service or, if the charity has independent 

Care Quality Commission registration, directly by the charity. 

The commissioning structure is slightly different in Australasia. Ambulance Victoria, for example, is funded through a 

combination of membership fees, money raised through patient transport services, donations and government 

funding. If you live in Victoria you can apply for membership of Ambulance Victoria. The annual membership cost is 

circa $50AUS per person. Ambulances are not free like in the UK and an average emergency ambulance transportation 

can cost more than $1100AUS. If an ambulance attends the Paramedic will ask for your membership details. If you do 

not have membership you will receive an invoice (13). 

The Mobile Intensive Care Ambulance (MICA) service, both land and air, is a part of Ambulance Victoria and fully 

commissioned by them. The MICA service is therefore heavily standardized and centrally governed in its entirety by 

Ambulance Victoria. 
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5.0 FELLOWSHIP OBJECTIVES 

Prior to travelling, on application for the Fellowship Grant, I established 5 objectives that were intended to guide my 

activities in Australasia.  

1. Develop a working knowledge of the clinical governance, training and educational and operational 

deployment systems of MICA Paramedics, Ambulance Victoria. 

 

2. Develop a network of contacts that will support the development of a Critical Care Practitioner career 

development pathway and standardised Critical Care Advanced Practice Framework in the UK  

 

 

3. Work with the UK national College of Paramedics Critical Care Special Interest Group to create a 

national Advanced Practitioner Framework to describe a nationally agreed pathway from Specialist to 

Advanced and Consultant Paramedic in Critical care that is in line with international best practice. 

 

4. Undertake a formal research project to explore the challenges and opportunities of Critical Care 

Paramedic career development internationally. 

 

 

5. Design and develop a training and education curriculum that can allow an allied health professional to 

develop their skills in order to achieve their potential.  

 

The purpose of the fellowship was to spend time working with the pre-hospital critical care Paramedics in Ambulance 

Victoria, the High Acuity Response Unit in Queensland Ambulance Service and the Intensive Care Paramedics in New 

Zealand.  

The goal was to learn about their philosophy as well as their clinical governance and training and education pathways. 

In doing my research I was delighted at how easily and willingly doors were opened. This was possibly partly to do with 

the Winston Churchill Fellowship name (which is widely recognised in Australasia) but also because teams were keen 

to share knowledge and show off their capabilities.  
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This report is not intended to plaudit or criticise any individual service or team but to give an insight into the learning I 

gained about healthcare delivery and identify how to improve systems within the UK. As a result, I will discuss the 

themes that presented themselves as being significant and try to describe why I feel they are important.  

 

 

 

 

 

 

 



 

 16 

6.0 THEMES IDENTIFIED 

6.1 THEME 1: LEADERSHIP AND GOVERNANCE 

Clinical leadership and governance provide the foundations for the delivery of prehospital critical care. Leadership, 

although a rather ambiguous term, describes the forces that guide the direction of service delivery and new ways of 

working. Governance describes the processes and systems that allows this to be achieved in a safe, structured and well 

managed manner. Whilst health systems describe certain elements of well governed system, such as the ‘pillars of 

governance’ described by Health Education England, there is no internationally recognised template for describing 

what a well governed, well led critical care system is.  

It was clear, when I arrived in Melbourne and spent my first day with the Ambulance Victoria clinical governance team 

that quality, safety and evidence-based practice were central philosophical features of their infrastructure. 

6.1.1 CASE STUDY 1: SAFER CARE VICTORIA 

On the 2nd October 2019 I was invited to spend the day with Alan Eade and his team at Safer Care Victoria in 

Melbourne. 

WHAT IS SAFER CARE VICTORIA? 

Established in January 2017, Safer Care Victoria (SCV) is the state’s lead agency for 

improving quality and safety in Victorian healthcare. SCV supports health services to 

monitor performance, guide best practice, and help them identify and respond to 

areas where they can improve (14).  

Alan is a highly experienced and decorated intensive care Paramedic, having worked 

clinically in Australia for more than two decades. He previously held the position of 

Chief Commissioner at St John Ambulance Australia and is a Fellow and past 

Director of the Australasian College of Paramedicine. 

(Associate Professor Alan Eade: Chief Paramedic Officer, Victoria) 
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Alan believes the delivery of great care is all about collaboration and 

cooperation between professions, with recognition 

that great care is always delivered through a multi-

disciplinary partnership. He is focused on strengthening 

relationships between paramedic and other health 

professions in order to ensure integrated, best system 

performance is delivered for the best patient outcomes 

for all Victorians. 

The role of the Chief Paramedic Officer is to provide expert 

advice and leadership to the health sector. He coordinates 

and oversees quality and safety initiatives with a focus on 

the out of hospital setting. He also provides a focal point for 

clinical engagement with paramedic clinicians and promotes 

the interests of Paramedics in Victoria, nationally and 

internationally. 

The Chief Paramedic Officer provides technical advice to Safer 

Care Victoria, the Minister for Health and Ambulance Services, the Minister for Mental Health, the Department of 

Health and Human Services, and to the broader health sector on issues relating to paramedicine (15). 

The day I spent with Alan was arguably the most influential day of my trip. I was treated incredibly well. Despite there 

being an ongoing, large scale incident, at the time of visiting Alan had planned out a comprehensive day of 

presentations and meetings just for my benefit. It was my first glimpse of the value the Australians place on the 

Churchill Fellowship but also reflected the pride and passion that is felt for the service and the importance they place 

on the sharing of knowledge. 
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Safer Care Victoria provides significant leadership and innovation services to Ambulance Victoria. I couldn’t help but 

think, as I sat through the incredibly impressive presentation on the plans for a pre-hospital ECMO service across the 

region from the Intensive Care Clinical Network, that UK ambulance services, currently, have very little extra capacity 

to support the level of innovation and forward-looking clinical leadership that is currently supported in Victoria.  

 

Despite the really interesting and informative day, the 

highlight was most definitely meeting and discussing the 

future of Paramedic progression with Alan. It became 

apparent very early on that Alan’s role is something that 

does not existing the UK. Alan is both a MICA Paramedic and 

the Chief Paramedic Officer for Victoria. He shares an office 

with the Chief Nursing Officer and the Chief Medical Officer. 

The value that is placed in the Paramedic profession and 

respect it is given is tangible.  

 

Throughout my entire fellowship I could not help but think 

that the presence of a Chief Paramedic Officer, and their 

office, is a keystone in the success of the Ambulance Victoria 

and MICA model.  

 

(Safer Care Victoria Agenda: Describing some of the 

impressive Governance Structures and Clinical Development Plans within Victoria) 
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6.1.2 CASE STUDY 2: HARU AND GOVERNANCE 

The Queensland based High Acuity Response Unit (HARU) of Queensland Ambulance 

Service is based out of Brisbane. The system was set up and is run by Dr Stephen 

Rashford, an Emergency Department Consultant. HARU provides the 3rd tier of response 

unit after Paramedics and Advanced Paramedics. They are tasked to the most serious, 

high acuity, medical conditions, usually major trauma and peri cardiac arrest patients. 

Each HARU clinician has worked as an Advanced Paramedic for a number of years.  

Following selection, they are put through a 16-

18 week intensive clinical course that consists of lectures, additional courses 

(such as hospital level ultrasound courses) and includes a lot of high-fidelity 

simulation and cadaveric work. 

The HARU paramedics can deliver the full range of critical care procedures 

skills including rapid sequence of induction of anaesthesia (RSI), blood 

administration (which they have been delivering for almost 10 years), 

ultrasound, thoracostomy and amputation. 

However, they place a significant emphasis 

on mentoring and support of road 

clinicians.  

 

 

(Lachlan Parker: Executive Manager Clinical Policy Development and Andy 

Colen: HARU Paramedic, on their pre-shift brief) 
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After two clinical shifts working out of Brisbane with the Queensland Ambulance Service High Acuity Response Unit 

(HARU), on the 16th October 2019, I was invited to attend one of their two weekly clinical governance days.  

(Interviewing Prof Stephen Rashford, Queensland 

Ambulance Service Medical Director) 

Clinical Governance is something that is an integral 

element of high performing prehospital teams. 

However, the HARU clinical governance system I 

observed was really exceptional. The governance 

system has 3 phases. The first includes a live, or 

‘hot’ debrief on scene or immediately after the 

event with as many resources as possible. The 

second phase that occurs every 24-48 hours 

includes an examination of the database to review 

incidents. This review explores case notes, data 

(such as streaming of ultrasound), clinical observations and can include an interview with the clinician. The third stage 

involves a two weekly Clinical Governance day. All HARU Paramedics are expected to attend where possible as well as 

road staff who have been involved in incidents, hospital physicians and 

even the hospital trauma director. Cases are reviewed from point of 

injury to clinical outcome (whether that is death or current in hospital 

state). It is called a longitudinal case review and closely involves all 

clinicians involved through all aspects of the patients care. 

I was really impressed by the case reviews. There was nowhere to hide 

for the HARU paramedics. They were questioned and challenged, in 

depth, about their decision making and management and showed a 

real depth of understanding about their practice and humility about 

their capabilities which was impressive. 

What really struck me was the ‘normality’ of the clinical governance 

day. It was a high pressure event for the clinicians and one, I suspect, 

most paramedics would not feel comfortable doing but I got the impression this was a normal event. It was clear that 
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despite the paramedics being held in very high regard they were held to account for their actions and required to 

justify their decision making in a very assertive way. Learning was the key goal, for all clinicians, not just the HARU 

Paramedics.  

I left the meeting feeling tired but extremely motivated. HARU Paramedics are held in high regard here. They are 

expected to perform at an incredibly high standard and equally, are expected to be able to justify and stand by their 

actions, whilst recognizing sub optimal care if it occurs and learning from it. To me, this was an outstanding example of 

direct clinical governance. Including education, leadership, clinical evidence based practice (research) and high levels 

of clinical practice. 

6.1.3 WORKING WITH HARU 

HARU Paramedics usually work as solo responders. The following example, although not a demonstration of hard 

clinical skills, is a perfect demonstration of the benefits of having access to highly experienced pre-hospital critical care 

clinicians. 

Working a late shift, we were tasked to the center of 

Brisbane where there were reports of someone 

having fallen from an unknown distance onto a 

building. On arrival in a city centre street it was clear 

we were not the first on scene. There were fire trucks, 

police and several emergency ambulances already on 

scene. The HARU Paramedic went to the back of his 

truck and selected the additional equipment he might 

be able to use that wouldn’t already be on scene, 

namely surgical equipment, blood and ultrasound.  

(Riding out with Andy Colen on a HARU ‘late shift’) 

We walked to the building and up the stairs. It appeared the patient was on the roof and had fallen from a high rise 

apartment alongside the building. It was difficult to know how far they had fallen but it was clear that it had been a big 

fall. 
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There were several paramedics and other emergency personnel on scene working on the roof. The HARU Paramedic 

calmly went up the ladder and had a look around. First aid was being delivered and a plan being made to rapidly 

extricate the patient to somewhere more suitable in order to carry on advanced life support. 

The HARU Paramedic quietly had a chat with the team and identified that the roof was unsafe and that the patient had 

injuries incompatible with life. He coordinated a quick mutual agreement to cease resuscitation and to reduce 

pressure on the roof encouraged all resources to move down to a safer area to work out the subsequent plan. At the 

same time, he deferred incident command to the on scene 

paramedic commander who coordinated the body recovery. 

Whilst it may not immediately appear that this demonstrates 

a high level of critical care skill, I believe it does. The scene 

was rather chaotic, the band width of most personnel was 

significantly reduced, and the resources were task focused 

on providing advanced traumatic life support. By using a vast 

amount of clinical experience and pre-hospital awareness of 

risk, combined with the right amount of emotional 

intelligence the HARU Paramedic demonstrated clear, 

authoritative decision making in a calm and empathetic 

manner before handing over to the appropriate resource and 

making himself available for further tasking. 

 

 

(Night shift with HARU in Brisbane)   

This level of intervention demonstrates how highly skilled individuals can positively affect the clinical decision making 

on scene, with strong leadership in high stress environments based on evidence-based practice. The on scene 

mentorship and empowerment of colleagues further demonstrates the importance of the HARU role, not just on direct 

patient care, but on the governance of the wider clinical workforce.  

In short, the HARU system, to me, exemplified how clinical governance can work and how it can drive forward clinical 

practice as well as being used to empower and support existing practice 
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6.2 THEME 2: CLINICAL CARE 

 

One of the main reasons I went to Australasia was to see the 

level and standard of critical care delivered to patients. It 

sounds like quite a straightforward concept but, in reality, it’s 

complex. If we explore just the clinical and surgical skills that 

are within the scope of practice of these clinicians and the 

drugs, they have access to then that is a reasonable start but, in 

my experience of delivering prehospital care, there are more 

things to consider.  

 

 

 

 

 

6.2.1 CASE STUDY 3: MICA FLIGHT: RESPIRATORY ILLNESS 

 

“I was working with a HEMS (Helicopter Emergency Medical Services) MICA Flight team working out of Essendon, 

Melbourne. The team consisted of a pilot, a Technical crew member and a MICA Flight Paramedic. We were called to an 

incident about 30 minutes flight away (approximately 70 miles) where a road MICA Paramedic was on scene at a rural 

hospital where an elderly gentleman had attended in severe respiratory failure. The MICA Paramedic believed the 

patient was suffering from Acute Pulmonary Oedema (a life-threatening condition whereby the patient is unable to 

adequately self-ventilate as their lungs are so full of fluid). The MICA Paramedic on scene felt the patient needed an RSI 

(Rapid Sequence Induction) which is a drug induced coma whereby drugs are administered that paralyse the patient, 

stopping their breathing and removing consciousness. It’s a big procedure as the paramedic is removing the patient’s 
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ability to breath for themselves and then relies on the Paramedic inserting a tube into the patient’s airway and 

ventilating appropriately for them.  

In this particular case, however, the 

MICA Paramedic recognised he didn’t 

do this particular procedure very often 

(perhaps 3-4 times per year) and 

requested the expertise of the Flight 

MICA team who perform the 

procedure on a much more regular 

basis, perhaps 20-30 times per year. In 

addition, the Flight MICA teams, being 

airborne, are called to the sickest 

patients more often. The fact that this 

MICA Paramedic called up more 

experienced help told me a lot about 

the system and displayed a level of 

maturity and recognition of individual 

capability that I feel sometimes is missing in the UK. 

On scene the MICA Paramedic, not the doctor in the rural Emergency 

Department handed over the patient. The patient was acutely unwell and 

on CPAP (continuous positive air pressure) ventilation. This is a mask that 

is strapped on the patient and forces air into the patient’s airway. Its loud 

and, with the additional stress of the family being on scene and the local 

hospital staff being at the limit of their capability it was a complex 

situation.  

The MICA Flight Paramedic, with over 20 years clinical and around 13 

years MICA experience, immediately took control. However, he didn’t 

actually intervene initially. His Technical Crew Member set up for an RSI 

(a general anaesthetic) in the corner. The MICA Flight Paramedic, 

however, was clearly unwilling to immediately go down this course and very calmly reduced the tension in the room. He 
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took some blood gases and moved the patient onto his own ventilator that had different ventilatory capabilities which 

keeps the airways open but allows for more measured oxygenation and ventilation. In addition, the is new ventilatory 

measure was quieter and calmed the scene and the patient.  

Once this ventilator was on the MICA Flight Paramedic then got in touch with some respiratory specialists in 

Melbourne. They worked out a joint management plan and after 20 minutes or so the patient was on the back of a land 

ambulance on its way to Melbourne. This took longer than the air ambulance but had the capability of stopping and 

escalating care, if required, in a more controlled manner. The patient’s physiological status improved and he was 

handed over to a main Melbourne hospital in a much better state then when we first arrived on scene”. 

6.2.2 THE REFLECTION 

I’m pretty confident that if this patient had received a general anesthetic there would have been a high risk of him 

going into cardiac arrest, he was very unstable. The Paramedic was prepared to perform the procedure if forced but 

was clearly very reluctant. He communicated his plan and thoughts with the clinical leads within the team, seeking 

their opinions and adding them to his own 

decision making. By carefully tweaking 

ventilator settings and actively being 

minimalistic in interventional treatment 

regimens, followed by a very sensible 

decision to drive the patient to hospital (you 

can do a lot more, safely, in the back of an 

ambulance and stop a lot easier, than in the 

back of a helicopter) care for the patient was 

optimised. This is a very brief statement of 

opinion but in reality, the decisions made, 

and how the decisions were made, 

demonstrated to me an incredibly high level of knowledge about pathology as well as optimising the care of time 

critical patients in the pre-hospital environment.  

 

This level of care was delivered by a Paramedic. He had never gone to medical school and spent very little time in 

hospital training. He had, however, spent 20 years working in the prehospital world and approximately 14 of those 
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managing patients who required critical care management. This job demonstrated the levels of care that paramedics 

can deliver and is on par with the levels of critical care delivered by doctor led levels of care in the UK. In short it 

showed what paramedics are capable of and is my reason for undergoing the fellowship. 

6.2.3 TRAINING, EDUCATION AND GOVERNANCE OF MICA PARAMEDICS 

The MICA system is unique in the pre-hospital world. It has been in place in 

Victoria since 1971and the MICA Paramedics have been performing high level, 

interventional care including rapid sequence of induction since 1999. The 

process they use of training, education and clinical governance is based on 

years of refinement.  

Currently it takes approximately 12 years to train to become a MICA Flight 

Paramedic. This includes 3 years as a student on a BSc Paramedic Degree 

followed by 1 year employment with the ambulance service on a graduate 

programme. After a 

minimum of 2-3 years road experience paramedics can apply 

to become a MICA Paramedic. They then embark on Service 

Sponsored, training programme that includes a Graduate 

Diploma in Emergency Health with Monash University which 

evolves being enrolled on an MSc in Paramedic Specialist 

Practice. Paramedics can, and usually do, then self-fund to 

‘top up’ their Post Graduate Diplomas to full master’s 

awards. This process takes about 18 months and includes in 

house training, online learning and university taught 

modules. Potential MICA Paramedics then go on to an 8 – 12 

months ‘on road’ training phase with a MICA mentor. After 

12 months they are eligible to attend a final ‘panel’ 

assessment, like a viva. On completion of this they begin a 12 

month post qualification period where they hold a limited scope of practice and work with a qualified MICA 

paramedic. Finally, they can go through a range of sign offs to perform some of the more advanced procedures 

independently e.g. RSI. On completion of this pathway, the paramedic can then qualify as a full MICA clinician.  



 

 27 

In order to become a MICA Flight Paramedic, 

the MICA paramedic must be in post sign off 

for at least 2 years, usually 4, prior to flight 

application. They must be supported by a 

clinical support officer and team manager. 

Following a selection and assessment phase 

they then can undertake MICA Flight 

Paramedic training.  

MICA Flight Paramedics have an extensive 

scope of practice. Approximately 45-50% of 

their work includes high acuity intra facility 

transfers of complex medical patients, often 

ventilated. The rest is comprised of major 

trauma and acute medical emergencies. It’s a 

strongly governed, highly accountable system. 

Ambulance Victoria has close links with tertiary 

and academic institutions in Victoria and, as 

such, has a significant amount of input into 

research.  

The MICA Flight Paramedics are exceptional 

clinicians. They represent a model of practice 

that is not only well organized and governed 

but is so mature that it is now generating its 

own evidence based research that is practice 

changing. There is a lot to learn from this system and it was a huge privilege working with them.  

   

6.2.4 RESCUE 

Interestingly, in the UK HEMS system, aeronautical medical capabilities and rescue capabilities are separate. The UK 

HEMS teams provide medical cover and rescue cover is provided by a range of different resources, including the HM 
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coastguard service and private rescue providers, most notably Bristow’s. In Australasia however, the air ambulances 

usually provide both the medical and recue capabilities. This is different to the UK. Rather than a pilot (or 2) and a pair 

of medical personnel, as in UK HEMS set ups, the Australasian model, specifically Air Ambulance Victoria is made up of 

a pilot, a technical crewman and a paramedic.  

The Paramedic does not ‘sit up front’ and have a dual medical/aeronautical role as in the UK. Instead the Paramedic is 

the ‘medic’ and ‘rescuer’. The technical crewman acts 

as the navigator and sits up front, but also is a rescue 

specialist, winch operator and medical assistant.  

The team each have very clearly defined roles and 

there is very little crossover, as far as I could see. 

 

 

(Spending the day with MICA Flight Paramedic and author of ‘Life on the 

Line’- Darren Hodge) 

 

 

 

The Paramedic, however, has another significant set of skills that they must remain competent in. These include the 

following; 

o Rescue swimming 

o Winching 

o Remote access capabilities 

o Wilderness medicine 
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(MICA Flight Paramedic and PhD student, Ben Meadley, checking kit prior to a live winch rescue  
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Considering the geography, (the fact that Victoria is about the same size as the UK), the terrain (which includes oceans, 

rivers, tundra’s, mountains and snow ranges) the scope of practice of the 

MICA Flight paramedic is significant. 

The additional equipment required is also significant. It includes water rescue 

equipment, rescue swimming kit and mountaineering equipment. 

 

(MICA Flight Paramedic Rescue Equipment: Shark Deterrent) 

 

 

6.3 THEME 3: CLINICAL CAPABILITIES 

6.3.1 SIMILARITIES 

The skillset of the MICA Flight Paramedics is easily available on-line. There is a publicly available App that holds their 

clinical guidelines and within this is a link to the Clinical Practice Guidelines of Air Ambulance Victoria. This is a brief 

outline of the additional equipment they carry and skills they can offer; 

• Rapid Sequence Intubation (General anaesthesia) 

• Transthoracic pacing 

• Transvenous pacing 

• Extended pain relief (fentanyl, ketamine) 

• Infusions (various) 

• Significant drug formulary including calcium channel blockers, parecoxib sodium, Propofol, a range of paralytics 

• Blood  

• Arterial lines 

• Blood gas analysis 

The purpose of including this list isn’t to demonstrate their full skillset but to identify some of the tools they have at 

their disposal that aren’t held by some UK Critical Care Teams and might provide an interesting discussion point in the 

UK. The guidelines of all of these are available online. 
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There are way more similarities than differences between the level of care delivered in Victoria by the MICA Flight 

Paramedics and the Pre-Hospital Critical Care Teams in the UK. They are, by nature, dispatched to high acuity patients 

requiring high levels of care. The interventions they can provide are very, very similar. The drugs and equipment hold 

way more similarities than differences and their systems of work are similar. The table below compares some of the 

equipment used compared to the skills and kit used by the UK based critical care paramedics I have worked with: 

Kit MICA Flight 

Paramedics 

South West UK 

Critical Care Teams 

 HARU Paramedics St Johns 

Intensive Care 

Paramedics 

Ventilators Hamilton T1 Hamilton 

T1®/Zoll®/Parapac® 

Nil Nil 

Infusion devices  BBraun 

Perfusor® 

 Micrel 

Micropump®  

BBraun 

Perfusor®Space   

Nil 

Fluid replacement  Packed Red 

Cells, Sodium 

chloride 

Packed Red Cells, 

Sodium chloride 

Fresh Frozen 

Plasma, hypertonic 

sodium chloride, 

Lyoplas ®(Some) 

Packed Red Cells, 

Sodium chloride ELP   

Sodium 

Chloride 0.9% 

Haemostatics  QuikClot® Celox® 

QuikClot® Combat 

Gauze    

QuikClot® Combat 

Gauze   

XSTAT12®    

Nil 

Tourniquets  Combat 

Application 

Tourniquet 

(CAT) ® 

 SOF®TT-

W Tourniquets 

SOF®TT-

W   Tourniquets 

Combat 

Application 

Tourniquet 

Chest Seals  Ashermanns 

Chest Seal® 

Russel ® chest seal HyFin® Vent Chest 

Seal  

Nil specific 
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Traction splints  CT-6®  Kendrick Traction 

splints® 

CT-6® (some) 

Carbon Traction-

Emergency Medical 

Services 

Slishman ® Traction 

Splint  

Hare®, 

Kendrick® and  

Sagar ® Traction 

Splints 

Arterial/venous 

access/Intraosseous 

Arrow® 

QuikFlash ® 

ViaValve Safety® 

 EZIO® IV: Instyte™ 

Autoguard  

IO – 

EZIO® FASTResponder  

IV: Instyte™ 

Autoguard 

EZIO® 

FASTResponder 

Blood gas analysis  iStat 1® with CG 

8+ ® cartridge 

 I-STAT® (Some) I-STAT®   Nil 

Pain relief Fentanyl, 

morphine, 

parecoxib 

sodium, 

ketamine, 

methoxyflurane, 

paracetamol 

 Fentanyl (Doctors 

only), Morphine, 

Nitrous Oxide, 

ketamine, 

Paracetamol, 

Ibuprofen 

Paracetamol  

Ibuprofen   

Methoxyflurane  

Fentanyl  

Morphine  

Ketamine  

Paracetamol 

Ibuprofen 

Tramadol 

Methoxyflurane 

Fentanyl 

Ketamine 

Midazolam 

(when used 

with other IV 

analgesia) 

Lignocaine (ring 

blocks, nerve 

blocks) 

Oxycodone 

Codeine 

Induction agents  Ketamine 

Propofol 

Fentanyl 

Ketamine, Propofol 

(Doctors only) 

Ketamine  

Propofol  

Fentanyl 

Ketamine 

Paralytic agents Rocuronium, 

Suxamethonium, 

Vecuronium, 

Atracurium 

Rocuronium (Post 

Return of 

Spontaneous 

Circulation Only) 

Rocuronium  Suxamethonium 

Rocuronium 

(primary) 

Maintenance of 

anaesthesia 

 Ketamine, 

Propofol, 

Propofol 

Ketamine 

Ketamine  

Propofol 

Ketamine 

Fentanyl 
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midazolam, 

morphine, 

fentanyl 

Fentanyl 

Midazolam 

Morphine 

Fentanyl 

Morphine 

Midazolam 

Midazolam 

Seizure control  midazolam 

ketamine 

Diazepam, 

Midazolam 

Levetiracetam  

Midazolam  

Levetiracetam  

Midazolam 

Sodium 

Valproate 

Rewarming devices  Thermoheat 

®Blanket, 

Belmont 

BuddyLite ®Fluid 

Warmer 

Blizzard blanket ® 

Ready Heat ® 

Active rewarming 

blankets, Belmont 

Buddy Light ® or 

Warrior ® Fluid 

rewarmers 

BARRIER® 

EasyWarm® l 

MEQU blood 

warmer ® 

Nil 

 

6.3.2 DIFFERENCES 

In terms of kit and capability, as seen, the similarities stand out more than the differences. The equipment held gives 

an excellent example of the skills and capabilities of the critical care resources. The key difference being the inability of 

the UK based paramedics to facilitate rapid sequence induction of anaesthesia, a skill held by both Australian and New 

Zealand Critical Care Paramedics. 

In Australasia, anecdotally, there is still resistance from some Doctors regarding Paramedics performing Pre-Hospital 

Emergency Anaesthesia, however the risk and benefits have been considered and it has been deemed in the benefit of 

the patient’s best interests to allow highly trained Paramedics to perform the procedure.  

In conclusion, regarding the Paramedic delivery of Pre-Hospital Emergency Anaesthesia, it is clear that this is a 

significant procedure which differentiates Paramedic Led Critical Care in Australasia from the practices of the Critical 

Care Paramedics in the UK. The research is currently inconclusive on the matter, but it is my opinion that the 

procedure is valuable in many critical, life threatening situations. What has been demonstrated is that MICA Flight 

Paramedics can perform the skill, safely, in the absence of a Doctor. More importantly though, if this model was 

transferred to the UK it need not mean replacing Doctors, just upskilling Paramedics to allow them to deliver a higher 

standard of care when a Critical Care Doctor is not present.  
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7.0 KEY FINDINGS 

 

• There are more similarities than differences in the delivery of prehospital critical care between 

UK and Australasian Practice 

 

• Pre-hospital critical care, including Pre-Hospital Emergency Anaesthesia, can be delivered safely 

and effectively delivered by Paramedics in a well governed, well led system 

 

 

• Effective leadership, governance and investment into paramedic led pre-hospital critical care 

delivery is essential 

 

• Paramedic Led Pre-Hospital Critical Care allows a visible, achievable career pathway to be in 

place for the entire paramedic work force. Not all will want to, or be able to, deliver the highest 

levels of care but everyone has the opportunity of delivering it if they are capable and willing.  

 

 

• Because Critical Care is delivered by Paramedics and owned by the ambulance service, the 

‘trickle down’ effect of knowledge and understanding to regular road paramedics is clear.    
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8.0 ACHIEVEMENT OF OBJECTIVES 

Before deploying to Australia, I made some objectives. On revisiting these objectives, many had changed and morphed 

into areas of learning and knowledge I hadn’t anticipated but on review of the original objectives this is what I found; 

1.DEVELOP A WORKING KNOWLEDGE OF THE CLINICAL GOVERNANCE, TRAINING AND EDUCATIONAL 
AND OPERATIONAL DEPLOYMENT SYSTEMS OF MICA PARAMEDICS, AMBULANCE VICTORIA. 

I achieved this completely. I really feel like I developed a good operational insight into Ambulance Victoria and took 

away many things that I could learn. 

2.DEVELOP A NETWORK OF CONTACTS THAT WILL SUPPORT THE DEVELOPMENT OF A CRITICAL CARE 
PRACTITIONER CAREER DEVELOPMENT PATHWAY AND STANDARDISED CRITICAL CARE ADVANCED 
PRACTICE FRAMEWORK IN THE UK  

I have made some lifelong friends and contacts in Australasia, personally and professionally. The network of contacts I 

have made have already proved invaluable in the development of a new system of Advanced, and at some point in the 

future, consultant level pre-hospital critical care delivered by Paramedics 

3.WORK WITH THE UK NATIONAL COLLEGE OF PARAMEDICS CRITICAL CARE SPECIAL INTEREST GROUP 
TO CREATE A NATIONAL ADVANCED PRACTITIONER FRAMEWORK TO DESCRIBE A NATIONALLY AGREED 
PATHWAY FROM SPECIALIST TO ADVANCED AND CONSULTANT PARAMEDIC IN CRITICAL CARE THAT IS 
IN LINE WITH INTERNATIONAL BEST PRACTICE. 

Work is well underway to develop a standardized system which identifies training and education requirements as well 

as minimum scope of practice for Specialist and Advanced Practitioners in Critical Care.  

4.UNDERTAKE A FORMAL RESEARCH PROJECT TO EXPLORE THE CHALLENGES AND OPPORTUNITIES OF 
CRITICAL CARE PARAMEDIC CAREER DEVELOPMENT IN THE UK 

I have written a qualitative research plan to explore the perceived challenges and opportunities of Critical Care 

Paramedics in the United Kingdom. However, this project was intended to primarily explore why Paramedic 

development in critical care was not progressing. However in the last 12 months the developments being made have 

shown that there is an appetite for the development of critical care Paramedics. As such I believe the research questions 
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posed needs to be changed to match this. Rather than exploring barriers, perhaps now is the time to really explore the 

benefit to patients of critical care Paramedics? There is little doubt more research, and evidence, in this area is required. 

5.DESIGN AND DEVELOP A TRAINING AND EDUCATION CURRICULUM THAT CAN ALLOW AN ALLIED 
HEALTH PROFESSIONAL TO DEVELOP THEIR SKILLS IN ORDER TO ACHIEVE THEIR POTENTIAL.  

Perhaps the most important question of all, regarding the fellowship, is ‘so what?’. What have I done with my learning 

and knowledge? Sharing my thoughts and ideas is one thing but putting my learning into practice and implementing 

change is another thing. The following sections describe the implementation of this learning. 

8.1 IMPLEMENTATION OF KNOWLEDGE 

Prior to embarking on the Fellowship was I was working hard on standardizing the practice of UK based Pre-Hospital 

Critical Care Paramedics. Working as the Lead for the 

Enhanced and Critical Care resources within the South 

West my team and I have been working to standardise 

the training, education and scope of practice of Critical 

Care Paramedics for a number of years. Initially we 

developed consensus for change in a Trust wide 

‘Standardisation Document’ which laid the precedent 

for a governance, training and education process and 

clear scope of practice for a standardized role described 

as a ‘Specialist Paramedic – Critical Care’ (Right). This 

was mapped against the College of Paramedics Career 

Framework (Below).  My team developed Training and 

Education Policies, agreed clinical guidelines for practice 

and implemented a Trust wide, agreed, Critical Care 

Strategy in order to establish a structured, measured, 

achievable, realistic and timely plan in which to 

implement the new roles. 

Before being awarded the scholarship, I had also been 

asked, with the Lead Consultant Paramedic with the Scottish Ambulance Service, to set up a College of Paramedics 
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Special Interest Group in Critical Care with the hope of standardising the scope of practice of Critical Care Paramedics 

across the UK. The intent of helping set up this group was to help standardize the training, education and scope of 

practice of Critical Care Paramedics nationwide. We are currently still on the journey, but the end is becoming clearer.  

Looking to the future, and again in line 

with the College of Paramedics Career 

Pathway, I had a vision of a 12-year 

career pathway programme that 

student paramedics could begin and 

continue on a training programme 

until they became Consultant 

Paramedics in Critical Care. The 

endpoint would recognise true 

experts in prehospital care, following 

a training pathway similar to that 

followed by doctors with a 

considerable amount of time being 

spent in hospital. 

 

By travelling to Australasia, I saw first-

hand world leading medics, who were 

not doctors, demonstrating the highest 

level of pre-hospital medical practice that I had seen. On returning I threw myself fully into the development of an 

Advanced Practitioner in Critical Care Function within the South West of England.  
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The pathway developed is in line with Health Educational England standards of advanced practice and also the College 

of Paramedic recommendations. It has also been modified to reflect some of the best practice models from the 

Australasian Critical Care Paramedic models. I’m tremendously proud of this work and I’m delighted to say that the 

first Band 8a Advanced Practitioner in Critical Care completed the final clinical examination in February 2020 and was 

formally recruited in April 2020. This is the first role of its kind in the country and a tremendous step forward towards 

paramedic delivered critical care. The selection process was deemed by one of the faculty, a Professor with Health 

Education England, to demonstrate ‘mastery of 

Practice’. 
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9.0 CONCLUSION 

My Churchill Fellowship to explore the delivery of Paramedic Led Pre-Hospital Critical Care in Australasia is over. 

Personally, I had the opportunity of a lifetime to travel to Australia and New Zealand to spend time working and living 

with some extra ordinary individuals in some extra ordinary surroundings. Professionally I have returned with even 

more motivation to drive forward change in the Ambulance Service and support Paramedic development in order that 

they can deliver the highest standards of pre-hospital Critical Care in a way that is effective, cost-efficient and 

consistent. 

The care currently delivered by the Doctor-Led Pre-Hospital Critical Care Teams in the South West and through-out the 

UK is excellent. This level of care could not, and should not, be delivered without the input and over-sight of specialist 

Medical (Doctor) Practitioners. These Doctors are experts in medicine and will always play a leading role in the delivery 

of care as their global understanding of healthcare is invaluable.  

However there are down sides to having a solely Doctor-Led model. There are limited numbers of doctors trained in 

pre-hospital care. These doctors that are dual-trained to work in this environment are exceptional and often leaders in 

their field in hospital practice. In addition, there are limited numbers of these Pre-Hospital Critical Care Doctors and 

more often than not units cannot guarantee their availability. In addition, we have seen recently, their primary 

responsibility lies in-hospital, in their medical specialty. As the COVID-19 pandemic touched the shores of the UK many 

of these Pre-Hospital Critical Care Doctors returned, quite rightly, to their hospital units in order to do the most for the 

most. Whenever one of these Doctors is not available it relieves the Pre-Hospital teams of their ‘Critical Care’ 

capability, reducing the level of care that patients can expect to receive. 

I have seen that Critical Care Paramedics can be trained to safely and effectively deliver Pre-Hospital Critical Care. 

These Paramedics, who have often worked in the pre-hospital field almost exclusively, full time for 10-20+ years, have 

spent their careers specialising in the unique form of clinical care known as Pre-Hospital Medicine. These clinicians are 

highly selected, professional, cost efficient and are the permanent component of the clinical rotas. They act as clinical 

leaders within their Ambulance services, piloting new procedures and ways of working that are then disseminated 

down to ‘road crews’. They represent the pinnacle of a career development journey that can help retain the best of 

Ambulance Service staff and help motivate a workforce. But most importantly they have the potential to ensure that 

standardised Critical Care is offered consistently and equitably across the region in good times and bad. 

There is a discussion that Paramedics in the UK do not have the clinical expertise to perform the highest standards of 

care that can be delivered by in hospital experts. This may currently be the case for many Paramedics however there is 
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an argument this is changing. In the UK Paramedics are now working alongside their medical colleagues, on ‘doctors’ 

rotas in Emergency Departments and Intensive Care Units; trained, recognised and credentialled by the Royal College 

of Emergency Medicine and Faculty of Intensive Care Medicine respectively. Some of these Paramedics are also 

working in pre-hospital Critical Care Teams. In addition the current training and education system, such as the 

Advanced Paramedic in Critical Care Training Programme in the South West Ambulance Service, demonstrates a 

process very much in line with the Mobile Intensive Care Ambulance Flight Paramedics programme in Australia. The 

difference is that the Advanced Paramedics that are developed, though experienced, capable and knowledgeable, are 

not yet permitted to perform the higher end skills of pre-hospital emergency anaesthesia and interventional surgery 

(such as thoracotomy). 

This report explores the potential opportunities that could be gained by investing in the training and education of Pre-

Hospital Critical Care Paramedics. This report does not recommend replacing Doctors on Pre-Hospital Critical Care 

units, but concentrates on upskilling Paramedics to provide a higher level of care that can be delivered to patients in 

the absence of a Doctor. Having worked with such fantastic and capable Paramedics in Australasia, I have seen that 

some Paramedics are capable of delivering many of the Critical Care the procedures and skills currently delivered only 

by Doctors in UK practice. With the right support, governance and leadership I’m confident the future has the 

potential to see Paramedic, Nurses and Doctors working side by side providing the highest standards of cost effective-

care, consistently, 24/7 across the UK.  
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10.0 RECOMMENDATIONS 

 

Moving forward, in the UK, Paramedics still have a way to go before we can seriously consider full paramedic delivered 

critical care. Below are my recommendations on steps needed to facilitate this development:  

 

• Development of a national approved career development pathway for Critical Care Paramedics 

 

• Protected titles for Specialist, Advanced and Consultant Paramedics in Critical Care 

 

• Introduction of a Chief Paramedic Officer, to sit alongside the Chief Medical Officer and Chief Nursing 

Officer in government 

 

 

• Removal of the restriction placed on paramedics preventing them prescribing controlled drugs  

 

• Permit suitably qualified paramedics to join the national Inter Collegiate Board of Training in Pre -Hospital 

Emergency Medicine Programme and, upon completion, fulfil the complete job role of their medical 

equivalents.  
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11.0 SHARING OF KNOWLEDGE 

Part of the responsibilities of fellows is to share the learning and knowledge gained in their travels. My way of doing 

this was by the use of the following; 

• Vlogs (Video Logs) 

• Twitter 

• LinkedIn 

• College of Paramedics Conference 

• Publications 

11.1 VIDEO LOGS: VLOGS 

I created a series of 8 video logs documenting my travels. They were useful at the time as they helped spread the 

message of what I was doing and opened several doors when I was out there. I posted them on twitter and LinkedIn. 

The Vlogs were designed to be short information snippets and interviews with some of the key stakeholders I worked 

with and remain an excellent memory of my time in Australasia. 

(https://www.youtube.com/channel/UCTrmxau3s6sQqa4U4bIieTg?view_as=subscriber) 

 

 Video Log 1: Introducing the Fellowship. 

Describing my role and the Winston 

Churchill Memorial Trust 

 

 

https://www.youtube.com/channel/UCTrmxau3s6sQqa4U4bIieTg?view_as=subscriber
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VLOG 2: Interviewing James Yates: Specialist 

Paramedic – Critical Care (SP-CC) from Great 

Western Air Ambulance about his role and the 

role of SPCCs within SWASFT. 

 

 

 

 

 

 

VLOG 3: Interviewing Ken Wenman, Chief Executive 

Officer of South Western Ambulance NHS Trust. 

Discussing the opportunities of the Fellowship and 

SWASFTs commitment to Advanced Practice 

 

 

 

VLOG 4: Arriving, jetlagged, in Melbourne contemplating the journey 

ahead 
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VLOG 5: Interviewing Arron Turner, Intensive Care 

Paramedic (ICP) with St John Ambulance, New Zealand. 

Discussing the scope of practice, training and education of 

ICPs in New Zealand 

 

 

 

 

VLOG 6: Waiting for the return of the Ambulance Victoria 

Helicopter after being left prior to a winch rescue in the hills of 

Victoria. Reflecting on the day and my experiences with the 

Mobile Intensive Care Paramedics there. 
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VLOG 7: Interview with Ambulance 

Victoria Mobile Intensive Care 

Ambulance (MICA) Flight Paramedic, 

and PhD student, Ben Meadley about 

the MICA system and how to become 

a MICA Flight Paramedic. 

 

 

 

 

 

 

VLOG 8: Interviewing Professor Stephen 

Rashford, Medical Director of Queensland 

Ambulance Service and founder of the High 

Acuity Response Unit (HARU) in Brisbane. 

Prof Rashford describes the function and 

capabilities of the HARU Paramedics 
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11.2: TWITTER @WIGGS1234 

The machine of Twitter is fantastic. I used it 

as a notice forum, information exchange, 

direct messaging forum and record of my 

trip. My use and understanding of it has 

grown so much that I have since developed a 

Twitter handle for the Critical Care resources 

in the south west of the UK. It’s a great 

information sharing resource and recently 

gained its 1000th follower! 

11.3 LINKEDIN 

LinkedIn, like Twitter, has been a fantastic platform from which to share my travels. It 

allows more words than Twitter and is more geared up at professionals. I liken it to a 

modern day way of keeping a professional diary. 

 

11.4 COLLEGE OF PARAMEDICS CONFERENCE  

On the 13-14th May 2020 I was due to be 

presenting my Fellowship findings with two other 

2019 WCMT fellows to the College of Paramedics 

members at the National Conference in Birmingham. 

Sadly, due to COVID19 the conference has been cancelled. 
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11.5 PARAMEDICS AUSTRALASIA PRESENTATION 

On Thursday 24th October I was invited to present my Fellowship and work in the United 

Kingdom at a Paramedics Australasia CPD event. A superb, and humbling, evening 

presenting alongside 2 other Australian Churchill Fellows with some fantastic networking 

opportunities. 

 

 

 

11.6 PODCAST FOR AMBULANCE VICTORIA 

 

 

I was asked by Bart Creswell, the Lead 

Patient Review Specialist and MICA 

Paramedic from Ambulance Victoria if 

we could do a Podcast on what I 

believe are some of the important 

aspects of being a Critical Care 

Paramedic. The podcast was videoed 

and published and was a great 

example of shared learning and 

experience. 
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