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Within the intricate narrative of emergency medical services (EMS), there lies a

rich and evolving history of innovation and strategy, a saga that weaves through

the fabric of prehospital emergency care. At the heart of this narrative is a

compelling dichotomy, often whimsically encapsulated as the “stay and play” vs.

“scoop and run” philosophies. These seemingly polar approaches to emergency

care represent a tapestry of diverse opinions and practices, each tailored to its

unique environmental context, clinical demands, and the relative availability of

prehospital and hospital resources. Our comprehensive review delves into the

historical evolution of these notions, tracing their roots from the ancient world

to the present day. We cast a particular focus on the Frenchmodel of “prehospital

medicalization” and the Anglophone “Scoop and Run” approach, exploring their

distinct trajectories and influences. Additionally, we turn our gaze to the Israeli

system, a unique hybrid shaped by the American prehospital framework yet

distinctively molded by the region’s enduring conflict. By drawing on an array of

interviews, historical records, and scholarly discourse, this document presents

an in-depth exploration of the development of prehospital emergency medicine

and its pivotal role in contemporary healthcare. Through this investigation, we

aim to elucidate the historical tensions surrounding these concepts, shedding

light on their implications for the landscape of modern emergency medical

services and the intricate web of factors that shape their organization.
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Introduction

In the ever-evolving tapestry of emergency medical services (EMS), a striking narrative
unfolds—one of medical advances and the honing of provider skills that have, over time,
reshaped the landscape of prehospital care. This story is marked by a crucial, ongoing
debate: the extent and nature of care to be administered before reaching the hospital.
It’s a dilemma that has persisted since the dawn of the twentieth century, epitomized
by the dichotomy often whimsically dubbed “stay and play” vs. “scoop and run.” This
simplistic binary belies a complex array of strategies deployed worldwide, each reflecting
its unique milieu.

Particularly noteworthy is Israel’s approach, an intriguing adaptation of the American
model, deeply entwined with the region’s tumultuous history. “Scoop and Run,” with its
emphasis on rapid transportation, particularly in trauma cases, stands in stark contrast to
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the philosophy of “field medicalization,” which advocates for
initiating treatment at the scene to prevent prehospital mortality
and to ensure patients are expediently directed to the appropriate
specialized hospital care.

Our manuscript ventures deep into the heart of this
historical conundrum, shedding light on the pivotal role of
emergency medicine in the modern healthcare narrative. Weaving
together threads from both historical and scholarly sources,
we offer a panoramic view of this dynamic field, taking
into account a spectrum of factors—from environmental and
resource considerations to technology, cost, and the potential for
EMS training.

Data sources

The intricate historical debate at the heart of emergency
medical services demands a meticulous dissection, one that
requires an engagement with well-reasoned arguments, a thorough
appraisal of logical reasoning, and a critical examination of the
credibility of contrasting viewpoints. Our endeavor was to immerse
ourselves in a detailed exploration of case studies and a multitude
of interpretations, aiming to probe the certainties and unearth
scientific revelations. Our quest was shaped by a commitment to
neutrality, a principle eloquently outlined by scholars Barnes and
Pestré (1–6).

Because of the nature of our text, our technique was based
on an objective and practical approach that did not adhere to the
established norms (PRISMA). We delved into an array of historical
documents and scholarly works, supplementing this research with
insightful conversations with two key figures: Sarah Salvis (MSc-
EMT) and General René Noto (MD). Sarah Salvis, our initial
guide in navigating the rich history of North American emergency
medical services, provided invaluable primary sources. General
Noto, a pivotal figure in the evolution of emergency medicine in
France, shared his expertise, particularly in his efforts to innovate
and reform first aid training for firefighters.

Moreover, our research journey took us through venerable
archives like the Sapeurs-Pompiers de Paris and the Harvard
Library. We scoured academic platforms such as Pubmed and
Google Scholar, meticulously analyzing articles that discussed the
“scoop and run” and “stay and play” paradigms. Our objective was
not to champion any particular stance but rather to gain a profound
understanding of the historical, social, political, and medical
contexts that frame this vital discourse in emergency medicine.

Actors

The tapestry of emergency healthcare is a mosaic of diverse
professionals, each playing a pivotal role in this critical domain.

• At the forefront are Emergency Physicians, who adeptly
navigate the complexities of life-threatening conditions,
initiating intensive care, stabilizing patients, and striving to
prevent avoidable deaths. In France, these physicians have
been trailblazers in prehospital medicalization. In contrast,

in English-speaking countries, while primarily stationed in
hospitals, they also frequently respond to emergency calls.

• Physician Assistants and Nurses, integral to the medical
team, operate under the guidance of physicians, delivering a
wide range of medical services. Notably, outside the Franco-
Germanic model, their presence in out-of-hospital settings is
rare, yet their contributions within hospitals are indispensable.

• Paramedics, synonymous with out-of-hospital emergency
response, often navigate these high-pressure situations in
ambulances. Their scope and autonomy vary dramatically
across countries, enjoying more independence in Anglo-
American systems, while in others, they support physicians
or nurses. Notably, this role is absent in France where it
is replaced by ambulance drivers, who do not yet play a
caring role.

• Firefighters, skilled in both firefighting and rescue operations,
in certain countries, also provide initial medical assistance, a
role that has grown in prominence as medical emergencies
outpace fire-related calls.

• Emergency Medical Technicians (EMTs) play a versatile role,
executing basic medical procedures, assisting paramedics and
firefighters, and functioning across various organizations,
including public ambulance services and fire departments.

• Military Personnel, trained for high-stress medical scenarios
in challenging environments, are particularly active during
armed conflicts. Their expertise in reducing avoidable deaths
often extends to contributing significantly to the development
of civilian prehospital systems.

• Bystanders, often the first on the scene, serve as crucial initial
links in the emergency care chain, summoning emergency
services and providing basic aid, sometimes under the
guidance of medical advisors.

The roles and expertise of these professionals vary globally, a
reflection of the diverse healthcare models and training standards
that shape the emergency healthcare landscape.

Doctrines

Prehospital medicalization

Sometimes and wrongly described as a “stay and play”
approach, prehospital medicalization aims to begin medical
treatment in the field before or during evacuation. This doctrine’s
goal is to treat the patient right away in order to stop any future
harm or injury. In the American continent, the idea has been
around since pre-Columbian times. In his Codex of Florence,
Book X, which spans the years 1558 to 1577 (7), Bernardino de
Sahagun (1499–1590) discussed the Amerindian use of plants and
incantations to cure war casualties.

Ambroise Paré (1509–1599) promoted the use of analgesics,
the ejection of foreign bodies, the realignment of fractured bones,
the dissection of connective tissues, the suturing of wounds, and
the reduction of fractures in 1537 (8). The “Edit du Roy Portant
creation d’Offices de Médecins and Chirurgiens des Armées du
Roy” was released in 1708 to help armies and military clinics.
Dominique-Jean Larrey (1766–1842) and Pierre-François Percy
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(1754–1825) suggested the use of flying ambulances with physicians
on board during the Mayence war in 1792 (9). The idea of
field hospitals and mobile medical units evolved through time,
culminating in the modern “prehospital medicalization” strategy
that emphasizes giving sick or injured patients prompt medical
assistance before and during transportation.

Emergency medicine underwent more important
advancements in the late 19th and early twentieth century. Amiral
Rigault de Genouilly (1807–1873) and Napoleon III (1808–1873)
are responsible for the establishment of the “Société centrale de
sauvetage des naufragés” in 1865 (10). The Public Health Council
released Avis and directions to follow in the event of a public
roadway accident in 1870. A forward care service that combined
first aid, lifting, and evacuation of the injured was formed during
the Siege of Paris in 1871. Natchel (11) produced the “Oeuvres
des ambulances urbaines de Saint-Louis” in 1884. In 1870, the
International Red Cross and military assistance organizations were
founded. In 1889, the General Inspection of Public Health and
Sanitation established a call center, staffed with doctors and nurses,
which led to the creation of the first six SAMU/SMUR facilities
in Paris. In 1912, Maurice Marcille (1871–1941) and a Schneider
engineer invented the first mobile operating room (or “autochir”)
(12). To help disabled individuals be transported onboard ships or
submarines, Pierre Bellille invented the Bellille stretcher. During
World War I, several innovations were made, one of which was the
“petites Curies” transportable radiological unit (13).

Dr. Cot originally introduced the idea of prehospital medical
transport to the military Parisian Fire Brigade in 1927. Putting
his military experience to benefit the civilian environment, ∗Dr.
Cot made the idea of medical transport understandable to the
wider public (14). Emergency medical treatment underwent a
significant improvement in 1944 when Professor Bourret (1918–
1993) founded the Passive Defense’s mobile surgical ambulance
(15). The concept reached new heights with Lt. Alexis Santini’s
(1914–1997) first helicopter transfer during the Indochina War in
the 1950s (16).

A pivotal moment came in 1957, when A. Ruscoe Clarke (1908–
1959) advocated for this model for road trauma cases at the St. John
Ambulance Brigade Surgeons’ Conference in Harrogate. This was a
period of burgeoning development of rapid medical care in France
during the 1960s and 1970s, emphasizing field care for early life-
saving interventions (17). The establishment of “EMNIR” in 1964
(18) and the evolution of the term SAMU in 1972 and 1986 (19, 20)
further illustrated the growth of this philosophy.

French prehospital medicalization, prioritizing immediate care
and life-saving interventions for critical patients, has continually
adapted over time. In cases of myocardial infarction, for example,
it allows for precise diagnosis, swift initiation of therapy, and
prompt transfer to specialized hospital services, exemplifying the
philosophy’s emphasis on rapid, yet thorough, patient care.

Scoop and run

In the lexicon of emergency medical services, the “Scoop and
Run” approach, a hallmark of English-speaking countries, presents
a striking contrast to its French counterpart. This method is
underpinned by a principle that resonates with urgency: in the

throes of a medical emergency, time is a critical, often elusive ally.
The central tenet here is straightforward yet profound – hasten
the patient’s journey to hospital care, eschewing extensive on-
site advanced medical treatment in favor of rapid transportation.
This philosophy posits that the swifter a patient is delivered
into the capable hands of hospital medical care, the better their
odds of survival. It’s a strategy that places its bets on speed and
efficiency. Within this framework, emergency medical technicians
(EMTs) and paramedics become the linchpins of a system designed
to manage the majority of crises directly in the field, acting
swiftly to stabilize and transport. Countries like the United States,
United Kingdom, and Israel have become strongholds of this
approach. In these nations, the emergency medical systems are
tailored to prioritize rapid response and transit times. This strategy,
in its essence, is a race against time, with the ultimate goal
of delivering patients into the sanctum of hospital care with
the utmost speed, thereby maximizing their chances of recovery
and survival.

The history of emergency medical services (EMS) and the
concept of “scoop and run” has evolved over several centuries.
This concept dates back to the first century BC when Celse
recommended compressing or ligating the vessels to stop
bleeding. The ancient Roman Empire had military hospitals called
valetudinaria with pick-up cavalry for injured soldiers in exchange
for bonuses.

In 1597, Henri IV (1553–1610) built field hospitals for the
wounded and “trained hippomobiles” for combat evacuations. In
the seventeenth century, Stephen Bradwell provided instructions
for addressing a range of medical issues (21). However, it wasn’t
until the nineteenth century that ambulance services really began
to take shape. One European skeptic said, “What difference would
that make?” when asked why the hospital in his city did not
offer ambulance service. Regardless, the patient has to be sent
to the hospital (Leonard, 1885–1989). Most people who needed
emergency treatment and ambulance transfers received their first
aid from a kind bystander or from the “hospitality of a neighboring
store or office” (22). Patients were moved between hospitals
using makeshift transportation methods before there were official
ambulance networks. Others employed litters, pushcarts, delivery
wagons, private vehicles, hire-chairs, gigs, and flys, while some
depended on omnibus drivers. Wheeled litter has proven to be a
highly popular mode of transportation over short distances. Rural
patients had to utilize the company carts, farm carts, wagons,
private or public coaches, and post-chaises for greater distances
(23). Thanks to Dr. Edward Barry Dalton (1834–1872), the first
civil ambulance service was founded in 1866 for the Commercial
Hospital in Cincinnati and the Bellevue Hospital in New York City
(24, 25).

Over the centuries, the concept of “scoop and run” has
evolved in the field of pre-hospital care. The St. John Ambulance
Association, established in England in the nineteenth century,
provided transportation to hospitals for wounded patients (26).
In the United States, the influential White Paper highlighted the
fragmentation and deficiencies in pre-hospital care systems, leading
to the development of EMS reforms (27).

To address physician shortages, physician assistants (PAs)
emerged in the 1970s (28). Mobile critical care units were
introduced in Jerusalem in 1973, and the concept of paramedics was
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TABLE 1 Comparison of actual emergency medical services.

EMS system French English-speaking Israeli

Ground actors BLS: firefighters, private ambulances EMTs, paramedics, physicians EMTs+ paramedics

ALS: SMUR (with a EMT, a nurse+/- a physician)

Emergency numbers 15 for SAMU, 18 for the fire department, and 112
for both

911 in USA, 999 or 111 in UK, 000 in
Australia, 111 in NZ

101

Response time BLS: metropolitan areas in 10min, and rural
locations in 30min at most

8min to12min in urban areas In urban regions within 8min to 12min

ALS (SMUR): in 10 min−30min In rural areas within 20 min

Organization Hybrid: BLS and i f necessary ALS then/at the
same time

ALS and BLS with state-specific utilization
rates

Magen David Adom EMS Team= EMT+

paramedic

brought to Israel by Dr. Nancy Caroline (29). Israeli paramedics
gained more independence in the 1980s, and mobile critical care
units expanded to rural areas in the 1990s (30). In Israel, the
Medical Directorate of the Red Cross began training paramedics
in 2006, and paramedics were granted the authority to certify
fatalities in 2013 (31–33). In 2015, Israeli ambulance services no
longer required a physician on board, and physician assistants were
introduced in 2019 (34).

In conclusion, the concept of “scoop and run” has evolved
throughout history, with adaptations for trauma care supported by
scientific literature (35, 36).

Discussion

Systems description

English-speaking, French and Isareli EMS systems are summed
up into Table 1.

French actual system
The French pre-hospital system operates through 13

regional subdivisions, each with its own EMS organization
called “SAMU,” “SMUR,” and fire departments. The system
is centralized, with national telephone numbers for medical
emergencies (15 for SAMU, 18 for the fire department, and
112 for both) (37). Response times aim for BLS ambulances
to reach metropolitan areas in 10min, medical teams in
10 min−20min, and rural locations in 30min at most.
French EMS providers consist of firefighters/EMT, nurses,
and emergency physicians.

French medical intensive care ambulances are equipped with
advanced life support technology, resembling resuscitation rooms,
and offer pre-hospital treatment and transportation for patients
with specific needs, such as newborns and pediatric patients (37).

The French system follows a hybrid approach, combining
elements of both “scoop and run” and “stay and play” strategies
depending on the patient’s condition, context, and location (38).
The organization includes BLS ambulances (mainly firefighters),
ALS medicalized intensive care ambulances and in some places
nurse vehicles (39). In the intricate ballet of extra-hospital medical
interventions, each movement is gracefully orchestrated under the
vigilant and discerning eye of the regulating physician, ensuring a
harmonious symphony of care (40).

English-speaking actual system
Pre-hospital systems in English-speaking countries exhibit

decentralization and fragmentation, with various EMS providers
operating at the local level (41). Response times vary depending
on the area and type of EMS service, aiming for an arrival time of
8min to 12min in urban areas. Personnel and training levels differ
among English-speaking countries, with EMS teams consisting
of paramedics, emergency medical technicians, and physicians,
each requiring different levels of training. The equipment and
services provided by EMS providers may vary based on location
and business models.

The EMS hierarchy comprises basic life support (BLS) and
advanced life support (ALS) stages, with state-specific utilization
rates. BLS involves simple measures that can be performed by
emergency medical personnel during transportation, while ALS
includes invasive procedures such as endotracheal intubation and
intravenous catheterization for managing complicated patients
and delivering medications and fluids (41). However, EMTs
could actually perform defibrillation, intramuscular injection of
epinephrine and naloxone, and placement of supraglottic airways.
Availability of specialist ALS services may vary, especially in rural
areas, leading to potential delays and coordination challenges (42).

Israeli actual system
The Magen David Adom (MDA) is the sole EMS provider

in the national-level Israeli pre-hospital system. With a single
national phone number (101) for medical emergencies, the system
is centralized. MDA intends to reach the scene of an emergency
in urban regions within 8min to 12min and in rural areas within
20min. Emergency medical technicians and paramedics make up
the MDA EMS team. Between 250 h and a 2-year training program
and a national certification test are requirements for all EMS
providers. Paramedics have a 1-year course or a 3-year Bachelor’s
degree. Modern life support technology and transport trucks are
available at MDA EMS. For patients with unique needs, such as
newborn and pediatric patients, the system also offers pre-hospital
care and transportation.

Systems di�erences

Systems evolution
Technology developments have also had an influence on the

“scoop and run” vs. “stay and play” argument. Indeed, the “scoop
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and run” strategy was helped by French inventions and “stay and
play” was helped by English-speaking ones.

Significant advancements in favor of “advanced field care”
emerged during different historical periods. In World War I,
the “petites Curies” mobile radiology unit was introduced, while
the US Army Medical Service developed accessible transportation
strategies during World War II (13, 43). Portable respirators led
to the establishment of the corps of anesthesiologists-reanimators,
and in 1956, the first inter-hospital transfer of patients on
mechanical ventilation took place during the polio outbreak (44).
Lyophilized plasma transfusion was initiated in 1994 through
regional and national agreements (45, 46). The MORPHEE ICU
unit was introduced in 2006, and in the 2010s, pre-hospital
teams started utilizing Point of Care Ultrasound (POCUS) for
assessments and diagnoses, redirecting patients to appropriate
services (47, 48). New technologies like extracorporeal CPR and
the Mobile Brain Stroke Unit with an onboard CT scanner were
developed, while electrocardiogram became crucial for diagnosing
acute coronary syndrome and Point-of-Care Troponin (POCT) or
ionogram system useful in several pre-hospital situations (49–52).

Conversely, a number of developments have made the “scoop
and run” more popular. Félix Hippolyte Larrey (1808–1895)
continued his father’s legacy by using mobile medical units to treat
injured civilians during the French Revolution in 1830. Lucien
Baudens (1804–1857) introduced the “Baudens’ box” for stabilizing
fractures during transportation (53). Charles Chrétien Henri
Marc (1771–1845) published recommendations for immediate
treatment of drowned and asphyxiated individuals in 1835. In the
Russo-Japanese War of 1904, injured soldiers were transported
using geophysical adaptation and sled evacuation, with Red
Cross workers skiing over the snow (54). The medicalization
of transportation and prompt resuscitation in the 1950s led
to a decrease in the number of patients sent to advanced
medical facilities. Lt. Alexis Santini (1914–1997) conducted the
first helicopter transportation during the Indochina war (16).
Olivier board (1950) provided stabilization during transportation,
and Sauveur Piguillem (1930–2018) developed the Piguillem
stretcher for airlifting in 1954. The VSAB (Emergency Vehicles for
Asphyxiated and Injured) used to be called VSAV and underwent
a name change in 2012. It is also worth highlighting the many
changes that have contributed to the upscaling of rescue teams
such as ECGs teletransmitted to medical regulation, new gestures
(administration by aerosol, oral, intranasal or spraying of medicinal
products, carrying out of electrocardiograms, etc.) authorized by
the law of November 25, 2021, known as the Matras law.

Advancements in technology by 2030, including unmanned
helicopters, pilotless flying ambulances, defibrillator-equipped
support drones, and connected patient devices, will shape the
concept of “EMS without eyes and without hands” (55–57).
While these innovations offer promising possibilities, challenges
like false positives and resource overuse must be addressed
(58). Centralization and resource fusion will be crucial solutions.
Telemedicine and mobile health technology enable remote
patient monitoring and consultation, enhancing on-site treatment
quality. Rapid point-of-care testing aids emergency physicians in
making informed decisions. With these advancements, emergency
physicians can effectively implement a kind of “stay and

play” strategy, providing excellent on-site treatment for several
medical situations.

Aspect of various approaches
In the “scoop and run” vs. “stay and play” argument, cost-

effectiveness of various strategies is another aspect to take into
account. It can be costly to convey patients to the finest hospital,
especially when many cars or air transportation are required. A
rescue helicopter, for example, costs 1.7 million euros a year in
France, according to the French government (IGAS) (59). Further
raising costs is the possibility that patients who are taken to the
top hospital would need longer hospital stays or more intense
care. On the other hand, providing on-site treatment may be more
cost-effective in some cases, particularly for patients who do not
require immediate transport to the hospital. For example, while
costs of either prehospital advanced life support (ALS) and/or
critical care per patient with out-of-hospital cardiac arrest (OHCA)
are relatively low, significant costs are incurred during hospital
treatment and after discharge in patients who survive with after
effects (60). However, there is actually no cost-effectiveness study
to compare “stay and play” and “scoop and run” on the financial
side, but several concerning effectiveness according to indications
for each model.

Both the French “field medicalization” and English-speaking
“Scoop and Run” approaches have their merits and drawbacks. The
French approach has been criticized for potential transfer delays
in time-sensitive situations like severe trauma with uncontrolled
bleeding. On the other hand, the English-speaking approach
has faced criticism for inadequate on-site medical treatment
and potential preventable death during transportation. Choosing
between the two approaches depends on individual patient
needs, prehospital and hospital resources and each specific
emergency situation. The French approach could be preferable
when advanced medical treatment is necessary, while the English-
speaking approach excels in situations where swift transportation
is crucial, especially in metropolitan areas with short travel times
if all hospital resources are immediately available. The ongoing
debate surrounding the “stay and play” vs. “scoop and run” EMS
techniques continues, with differing opinions on which strategy
is superior. The French approach prioritizes thorough on-site
medical care over prompt patient transfer, based on the belief that
immediate attention can improve outcomes, reduce after effects
and sometimes the need for hospitalization. For instance, in the
context of cardiac resuscitation, “stay and treat” must be used
in order to maximize the likelihood of recovery and minimize
the phenomenon of prolonged ischemia (61, 62). In contrast, the
English-speaking “scoop and run” strategy places a higher priority
on swift hospital transfer since it is thought that fast medical
assistance at a hospital is the key to lifesaving (35, 36). With
many American EMS systems switching to this method of first
on-scene medical care of patients in cardiac arrest, international
cardiac arrest literature has demonstrated a benefit from remaining
and treating on site. Indeed, among patients experiencing out-of-
hospital cardiac arrest, intra-arrest transport to hospital compared
with continued on-scene resuscitation was associated with lower
probability of survival to hospital discharge (63).
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However, we have to add a caveat to that, as a study
examining secondary carrying and transportation (to the adapted
hospital/trauma center) found a correlation between increased
mortality and sending badly injured patients to facilities that
cannot provide definitive care (36). Moreover, despite the fact
that the terms “over- and under-sorting of trauma patients” are
frequently used in literature to allude to it, a randomized clinical
trial compared ALS to BLS for penetrating trauma with no
survival rate gain (64, 65). When it comes to specific, targeted
scenarios like advanced airway care and cardiac arrest, ALS shines
(63). The American approach to trauma includes quick off-scene
transfer, basic airway treatment, and bleeding control (61). Medical
expertise, technicality, patient care, and promptness all play a role
in the nature of medical crises. While treating trauma (64, 66)
or more difficult situations, time is invested in the patient’s best
interests by being decreased as far as is practicable by taking the
time to stabilize the patient.

The practices of prehospital care in France and English-
speaking countries, though nuanced in their system characteristics
and outcomes, are not rigidly bifurcated. This landscape of
emergency medical services shows a spectrum of approaches rather
than a clear-cut division, underscoring a shared commitment to
lifesaving care across different linguistic and geographic landscapes
(67). This sweeping generalization fails to capture the rich tapestry
of variation that characterizes the practices among English-
speaking nations. It’s a landscape where diversity in approach
is not just common, but the norm, rendering any broad-brush
characterization woefully inadequate in grasping the nuances of
their medical methodologies (68). For instance, the acute trauma
care systems in the US and Canada differ (69): Canada’s more
unified system ensures that about 80% of its populace is within an
hour of a level I or II center, while the U.S., with its state-specific
verification of trauma centers, presents a tapestry of variability
across the country. In both Canada and the United States, efficient
prehospital care is coupled with the recognition of post-discharge
care as a financial challenge; while population-dense areas benefit
from rapid access to well-developed trauma centers, those in
remote regions face access hurdles, and with trauma centers
ranging from level I (highest capability) to level IV, both systems,
despite having room for improvement, effectively provide quality
care to the vast majority of their injured patients.

Emergency sta� training
In the “scoop and run” vs. “stay and play” argument,

prehospital staff (paramedic or emergency physicians) training is
a crucial consideration. Skilled and experienced caregivers will be
able to initiate appropriate lifesaving interventions without losing
any time.

Many countries are choosing to train their prehospital teams
better and better, both for paramedics and for medical teams.

Since its founding 40 years ago (70), the French centers for
emergency healthcare education (CESU) have helped to train more
than 200,000 healthcare professionals each year. Since 2017 (71, 72),
in France, Emergency Medicine has become a medical specialty
with emergency medicine schools in the faculties of medicine in
each university in France: 4-year training which will increase to 5
years to harmonize with Europe (73).

Moreover, in France, a new job concerning the EMS has
appeared “Infirmier en Pratiques Avancées.” Initially, this job has
been designed in order to delegate the follow-up of chronic diseases,
then the mention “emergencies” on their diploma allows them to
specialize in regulation, pre-hospital and in-hospital emergency
medicine. Unfortunately, in terms of duration, their training (2
years into the emergency domain in addition to their initial 3 years
nurse course) and lower than the English-speaking paramedics (6
months to 3 years according to the State).

In the front line of the emergency medical systems, first
responders and non-medical individuals with medical expertise
and flexibility are crucial and there are no “golden skills” (74).

The synthesis of information reveals the existence of diverse
models within the Anglo-American (the US, Canada, and
Australia. . . ) paramedic system, where metaphorical models
grounded in philosophical underpinnings delineate two novel
subsystems: the professionally autonomous and the directive
paramedic systems, with the latter further divided into rescue
and hospital-managed submodels (75). In spite of this relative
homogenous subdivision into the English-speaking world, inside
the same system, the training could be different leading to various
skills (76).

Physician default and medical demographics
Physician shortages play a significant role in shaping the “scoop

and run” vs. “stay and play” debate. Different countries have
pioneered approaches to address this issue, with Israel influencing
the English-speaking model and France contributing innovations
even to the “scoop and run” approach.

Emergency physicians specialize in acute care and patient
stabilization, and the choice of strategy depends on factors such
as the patient population demographics and the distance between
the incident location and referral hospital. Utilizing helicopters
for transportation to specialized reference hospitals, like trauma
centers or cardiac catheterization facilities, can be efficient in
certain situations. This type of transport triage has been in existence
for trauma patients since at least the mid-1980s and for myocardial
infarction and stroke patients for at least two decades (77).

However, resource scarcity must be considered. The
effectiveness of the “stay and play” approach varies between rural
and urban areas. In rural regions, helicopter transport between
smaller hospitals and major medical centers is feasible, providing
access to appropriate treatments. In contrast, rural areas may lack
adequate technical infrastructure in some hospitals, leading to
secondary transfers that can increase morbidity and mortality.
These challenges emphasize the need for diverse approaches and
innovative thinking in pre-hospital emergency medicine.

Organization and management
In 1927, Dr. Côt introduced medical prehospital care

doctrine to the Parisian military Firefighters brigade, bringing
battlefield principles to civilian emergency care (14). The doctrine
emphasized: (a) Bringing the hospital to the victim, (b) Ensuring
rigorous conditioning before transporting asphyxiated patients,
(c) Implementing proven hospital-based therapeutic processes,
(d) Recognizing the importance of “prompt help” before a
doctor’s arrival, (e) Restoring major physiological functions before
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departure, (f) Providing symptomatic treatment, and (g) Using
appropriate vehicles for the mission.

In 2023, these principles remain completely relevant. In the
80s/90s, to save time, the firefighter VSAB would often depart
with the victims and meet the SMUR team along the way.
Currently in France, due to medical recruitment challenges, there
is an evolving approach that includes the deployment of “Nurse
precursor emergency teams” with graduated departures, inter-
hospital nursing transfers in constant communication with a
regulating doctor, and the development of paramedical regulation
with specialized nurses or “Infirmier en Pratiques Avancées” (IPA)
to provide varying levels of response.

However, the deployment of pre-hospital medical teams has
the advantage of guaranteeing quality care from the first minutes,
including far from the hospital or when the emergency department
is already overloaded. Moreover, It seems important to maintain
the attractiveness of emergency medicine careers among young
students by preserving the medical aspect of pre-hospital treatment
(78, 79).

The optimal level of prehospital care is also debated
internationally for disaster medicine. In 1978, the red plan—a
forerunner of NOVI (Nombreuses Victimes) national plan—was
unveiled, and deployed during the 1995 attacks and hundreds of
situations in France. At the same time, the Advanced Medical
Post (AMP) was described as a place of categorization and care
to assure early life saving interventions and prioritize the most
urgent evacuations (80). Unfortunately, the Parisian attacks in
2015 have led to deploy “the Alpha Red plan” (anticipated since
the 2000s to prepare a damage control response for large multi-
site terrorist attacks), in order to combine rapid evacuation and
prehospital lifesaving interventions (81). Speed and pre-hospital
death avoidance are the cornerstones of the French alpha red plan.
Contrast that with the “scoop and run,” which has drawbacks
in emergency care (82). The goal of priority surgical hemostasis,
which can only be achieved by sophisticated field care and
efficient dispatching, must not be confused with a means, such as
speedy transport. Therefore, a medical system should be adaptable
depending on each unique, local circumstance (74). Recently,
France has witnessed a subtle yet significant shift in its health
policy landscape, marked by the introduction of new legislative
measures like the decree on ORSAN, unveiled in early January
2024. This pivotal document ushers in an era of regionalized crisis
management, moving away from the traditional reliance on zonal
recourse, signaling a nuanced evolution in the country’s approach
to healthcare administration (83).

Worldwide, systems have changed, frequently in reaction to
other developments in their local communities and healthcare
systems. For instance, the US’s trauma and emergency medical
services systems have adjusted to the country’s high rate of non-
accidental penetrating trauma.

Perspectives

In the nuanced realm of emergency medical services (EMS),
the juxtaposition of “field medicalization” and the “scoop and
run” methodologies (74) offers a rich study in contrast. Each
approach, with its distinctive set of pros and cons, is tailored to
fit specific emergency scenarios, hinging significantly on variables

like hospital resources and organizational frameworks. In crafting
this manuscript, we delved into the historical intricacies of three
systems—the Anglo-Saxon, French, and Israeli—territories of our
expertise. Yet, as the tapestry of literature on English-speaking
countries reveals (75), the broader landscape of pre-hospital
systems is increasingly becoming a complex interweaving of the two
models we introduced, each adapting and morphing in response to
the unique demands of varying circumstances.

Notably, there’s an evolving trend among organizations
traditionally inclined toward the “scoop and run” model.
These groups are increasingly emphasizing the enhancement of
prehospital care quality. On the other hand, nations advocating
for prehospital medicalization are intensifying efforts to reduce
dispatch and transport durations, reflecting the dynamic evolution
of EMS strategies. Irrespective of the specific EMS approach,
the overarching priority remains the provision of prompt and
appropriate medical care to patients (74).

Collaboration allows for efficient resource pooling, better
patient preparation, and improved care. Real-time data sharing and
technological advancements benefit from this collaboration (84).
To maintain and advance this collaborative framework, it is crucial
to encourage ongoing interactions between EMS and EDs. This goal
can be realized through collaborative projects, specialized training
programs, and robust communication channels. Additionally, the
continual evolution of emergency medicine requires sustained
research and investment. Comparative analyses of various EMS
strategies and the establishment of shared data registries are vital for
this advancement (84). Hence, international collaboration emerges
as a key component in the enhancement of global healthcare
systems, striving to uphold and elevate the quality of emergency
medical care worldwide.
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