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United States EMS Model
• The North American EMS model emphasizes rapid transport 

of a casualty to the hospital with minimal care in the field, a 
model known as “Scoop and Run”. 

• Prehospital medical care is routinely provided by emergency 
medicine technicians (EMTs) with certifications ranging from 
basic (EMT-B) to paramedic (EMT-P). 

• Scope of practice for paramedics varies regionally; however, 
most EMTs can perform endotracheal intubation (ETI), 
establish intravenous (IV) access, and administer selected 
pharmacological agents [24]. 

• Though controversial in existing literature, “Scoop and Run” is 
an effective method in urban environments with few victims, 
where short transports to more definitive care may negate 
the benefit of field interventions. 

• One study further suggests that non-EMS “Scoop and Run” 
without onboard medical care (e.g., by police) may be 
effective in selected cases such as penetrating trauma. 
However, “Scoop and Run” may not be suited for MCIs in 
which multiple casualties must be managed in a short time.

European EMS Model

• Integrates the delivery of advanced medical management and 
interventions at the scene, a model aptly known as “Stay and 
Play.” 

• Prehospital care teams are led by advanced trauma-trained 
physicians and supported by nurses and paramedics. 

• In many non-critical cases, the patient may be effectively 
managed in the field and not require transportation to a 
higher level of care at all. 

• For critically injured patients, advanced medical management 
including ETI, cricothyrotomy, escharotomy, needle and chest 
tube thoracostomy, thoracotomy, blood transfusions, 
resuscitative endovascular balloon occlusion (REBOA), and 
extracorporeal membrane oxygenation (ECMO) may be 
initiated in the prehospital setting. 

• Of note, however, based on a study by Hass and Nathens, 
performing advanced interventions in the field may prolong 
on-scene time and possibly result in negative patient 
outcomes.

• Special Medical Response Teams (SMRT) - an Expansion of the 
Current Hospital Emergency Response Team/Training (HERT) 
Model

• Some institutions in Southern California have successfully 
launched a team of physicians and nurses by the same name 
in support of on-scene firefighters and paramedics for 
advanced field resuscitation, often in life-over-limb situations 
requiring field amputations. 

• Of the cases described in the literature, an enhanced hospital-
based medical team led by a trauma surgeon and 
accompanied by a senior emergency medicine resident and a 
trauma nurse were able to implement advanced resuscitation 
on scene while firefighters worked to free a motorist that had 
been entrapped for over two hours. Because of the efforts of 
this enhanced care team (ECT), the motorist survived [27].

• To complement emergency medical protocols for existing 
ECTs, we recommend the implementation of Special Medical 
Response Teams (SMRT) with rapid deployment capabilities.

• SMRT would incorporate advanced, trauma-trained physicians 
and nurses with selected paramedics from local agencies into 
prehospital teams with the ability to provide advanced on-
scene damage control resuscitation and support. 

• The main goal of SMRT would be to enhance survivability in 
the prehospital setting. This would be achieved through the 
initiation of advanced medical care in the field, assistance 
with triage, and acting as an adjunct to the development and 
training of integrated medical preparedness amongst first 
responders (e.g., law enforcement, fire department, 
community members).

• The composition of SMRT would potentially include a trauma 
surgeon, an emergency medicine physician, trauma nurse(s), 
and paramedic(s) trained in advanced trauma management. 
All members of the team would be required to have and 
maintain certifications in trauma life support (i.e., Advanced 
Trauma Life Support (ATLS) for physicians or Trauma Nursing 
Core Course for nurses).

• Each MCI is unique and often requires evolving preparation 
and training to adequately equip providers to handle triage, 
resuscitation, and stabilization appropriately. 

• A significant body of evidence supports prehospital physician 
presence and the benefits of paramedics with advanced 
training during routine emergency care. 

• The SMRT model may offer a solution toward improving MCI 
survivability and overall public safety during disasters. 

• The future of SMRT rests in the integration of its team 
members into a cohesive EMS system. 

• By introducing hospital-based physicians and nurses to the 
prehospital setting, and paramedics to advanced trauma 
techniques in the hospital, SMRT teams have the potential to 
significantly improve disability and mortality rates related to 
MCIs or disasters. 

• The combination of paramedic skills in the prehospital arena 
and the clinical expertise from emergency and trauma-trained 
practicing physicians will improve prehospital care globally, 
especially in mass casualty or similar situations where it is 
most important.

• MCIs such as local, regional, or national disasters, as well as 
mass shootings and bombings in the United States, are a 
persistent threat that mandates healthcare system 
preparedness.

• A major challenge associated with these events is the triage 
and treatment of a large number of critical casualties in a 
short time period. 

• Public initiatives have been established in an effort to reduce 
the preventable loss of life. 
Ø The Hartford Consensus

• Collaboration of more than 35 public and private 
entities that was conceived shortly after the 2012 
Sandy Hook Elementary School tragedy. 

• Called for more rapid on-scene interventions 
addressing preventable deaths through an integrated 
response involving existing emergency medical 
techniques and equipment for law enforcement, fire, 
emergency medical services (EMS), and lay-persons. 

• Provided recommendations for critical actions to 
enable timely access through tiered response zones 
determined by.

Ø Tactical Emergency Casualty Care (TECC) 
• The civilian adaptation of Tactical Combat Casualty 

Care (TCCC) utilized by the US military.
• Emphasizing early hemorrhage control in addition to 

the immediate correction of acute causes of death 
such as tension pneumothorax and airway obstruction.

• Integration of military responses to trauma MCIs into 
the civilian sector has been strongly advocated. 

• We evaluate the current models of civilian medical response 
to MCIs or disaster situations.

• We introduce the concept of Special Medical Response Teams 
(SMRT) with the rapid deployment of medical support 
capabilities in response to civilian MCIs. 

• Act as a scalable adjunct to current prehospital 
emergency care and consist of advanced trauma-
trained physicians, trauma nurses, and paramedics. 

• Seeks to address two key issues associated with 
modern MCIs: increased injury severity and the 
importance of accurate triage. 

• Improve patient outcomes by initiating early damage 
control and lifesaving resuscitation measures led by 
advanced trauma-trained teams in the prehospital 
setting.
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