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When a patient calls 911, their pathway to emergency care 
begins. In most Canadian emergency medical services 
(EMS) systems, what ensues is a choreography of caller 
screening, triage, and paramedic deployment, followed by 
paramedic response, on-scene assessment, and care and most 
often transport to the emergency department (ED). Almost 
all Canadian EMS Medical Communications Centres 
(MCCs) are engineered to triage and dispatch resources, but 
not necessarily to provide patient care, or clinical support to 
responders. Several EMS systems in Canada and elsewhere 
are shifting away from the paradigm that all 911 calls require 
a paramedic response and/or ambulance transport to an ED. 
With the correct structures and processes, such as the MCC 
paramedic specialist teleconsultation role, there is opportu-
nity to ensure that the right patient gets the right resource at 
the right time for the right reason.

In this issue of CJEM, Armour et al. present an interesting 
qualitative study exploring the emerging role of paramedic 
specialist online teleconsultant, in addition to traditional 
online medical oversight physician (OLMOP) [1]. This study 
explored the perceptions of British Columbia Emergency 
Health Services (EHS) paramedics on their clinical con-
sults with paramedic specialists, compared to the traditional 
OLMOP consult. This study was novel and the findings are 
important for EMS systems considering adding an MCC par-
amedic specialist, as a few other publications describe such a 
role. The Nova Scotia EHS system has a similar program in 
which an advanced care paramedic works in the provincial 
EHS MCC, termed the Clinical Support Paramedic (CSP). 

This role was in addition to traditional OLMOP consults. 
The CSP provides clinical support to paramedics for a pre-
specified set of call situations, rather than these calls going 
to OLMOP. We found a decrease in the number of calls 
which required EHS OLMOP consult with the introduc-
tion of the CSP role, and the relapse rate of non-transported 
patients was similar before and after the CSP implementa-
tion. Interestingly, the total number of requests for consulta-
tion increased after CSP implementation. These results give 
an indication that the advice provided by the CSP is as safe 
as that provided by OLMOP, and paramedics are supportive 
of this “phone a friend” option [2].

Most recently, in November 2021, EHS transitioned the 
OLMOP from on-call to a 24/7 on-site position in the MCC. 
This role, termed the Medical Communications Centre Phy-
sician (MCCP), works in close partnership with the CSP, 
medical communication officers, and operations leadership 
to provide more enhanced clinical support to front-line para-
medics and to support patient flow and system navigation, 
such as this model of on-site physician decision support used 
in Ontario [3]. The evidence on the role of on-site physi-
cians as part of a multi-disciplinary MCC team is limited 
but emerging [4]. This role along with an MCC nurse who 
can provide secondary triage of low acuity EMS callers and 
the paramedic specialist round out the concept of a robust, 
multi-disciplinary MCC clinical team.

Armour’s finding that participants reported an increased 
number of consultations for non-mandatory topics is an indi-
cator that the peer paramedic consultation service had also 
become culturally accepted among ground ambulance para-
medics in the BC EHS system. If paramedics feel more com-
fortable asking their peers for non-mandatory advice, then 
this should we welcomed, as prehospital calls can be highly 
complex, as the authors noted in relation to the opioid crisis 
in the BC setting. As they say, ‘when up poop creek, load the 
boat’, or more eloquently stated, more heads are better than 
one. Currently, in a typical Canadian paramedic service, 
an OLMOP, sometimes referred to as “medical control”, 
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provides advice or direction to attending paramedic crews. 
Paramedics may be required by protocol to contact OLMOP 
or may elect to consult with them for clinical advice for vari-
ous reasons, including to manage the clinical risk associated 
with some EMS calls, such as supporting transport decisions 
when patients are refusing transport or lack capacity to make 
such a decision, or to provide clinical approval to exceed 
or deviate from clinical protocols (such as medication dos-
ing). As the paramedic profession continues to evolve, more 
options should be built into paramedic care guidelines and 
shift away from a “mother may I” approach towards more 
independent paramedic clinical practice. The paramedic spe-
cialist provision of peer clinical support to paramedics for 
clinical decision-making is a key aspect of this evolution. 
However, we note and agree with the gap identified by the 
authors that clinical governance and structured reportable 
outcomes are necessary to continue to advance the evidence 
base on the impact and effect of clinical paramedic special-
ists and to build the foundation needed to continue to safely 
add paramedic peer consult [5].

The paramedic specialist role also has potential to provide 
protective benefit to paramedics through real-time post-call 
debriefings. Paramedic specialists may be able to provide 
post-call clinical debrief feedback and real-time learning 
opportunities. Through these post-call consults, paramedic 
specialists may be in a unique position to identify the need 
for leadership, and peer or mental health supports for the 
ground ambulance paramedics, which potentially could 
reduce the risk of occupational stress injury.

In MCCs integrated with the larger health system, the 
paramedic specialist can play a much needed role in patient 
navigation through EMS-supported virtual care and tel-
emedicine. For example, paramedic specialists can support 
improved diagnoses of certain conditions and trip destina-
tion decision-making, such as stroke or myocardial infarc-
tion cases. MCC paramedic specialists can also provide 
clinical support to front-line paramedics for treat-in-place 
cases, which may be of great value in COVID-19 situations, 

and serve a function in community paramedic programs. 
In Nova Scotia, this role serves an important function in 
clinical prioritization of inter-facility transfers to enable 
improved prioritization and patient flow.

The MCC of the future will likely evolve to include 
multi-disciplinary roles. EMS MCCs can and should go 
well beyond screening, triage, and dispatch, as care begins 
when 911 is called. There are relevant roles for a physi-
cian, nurse, and advanced level paramedic to provide more 
options for EMS callers and to provide robust clinical sup-
ports for responders and clinicians. The MCC paramedic 
specialist is a growing area of paramedic practice with future 
opportunities ripe for more research and evaluation.
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