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Executive Summary

Poland has a formal emergency medical services structure, a legally regulated paramedic profession, and a national
State Emergency Medical Services system. Formal qualification and statutory continuing professional development are
necessary, but they do not automatically prove measurable operational readiness at the workplace level.

MOST Clinical Consulting Group prepared this report to examine the operational layer between formal professional
qualification and reliable high-risk performance. The report focuses on Polish EMS and the prehospital environment,
with emphasis on workforce development, structured mentorship, competency validation, critical care transport logic,
pathway management, human factors, and clinical performance measurement.

Formal Operational High-risk skills EMS-hospital
qualification readiness Validate repeatedly handoff
Entry standard Workplace reliability Measure the interface
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SECTION 1

Why this report matters

Emergency medical systems are often assessed by visible activity: response times, dispatch volume, staffing coverage,
credentialing, compliance, and equipment availability. These indicators matter. They do not fully answer the harder
operational question:

The leadership question

Can the system operate reliably under pressure when the patient is unstable, the diagnosis is time-
sensitive, the handoff is complex, and multiple institutions must function as one pathway?

MOST Clinical argues that EMS readiness should be measured not only by formal qualification, but also by documented
workplace transition, supervised role progression, validation of high-risk skills, protocol reliability, structured handoff,
clinical KPI tracking, and feedback loops between EMS and receiving hospitals.

This report is not a critique of Polish EMS personnel. It is a system-improvement framework designed to support EMS
executives, medical directors, regional authorities, hospitals, academic partners, and policy leaders who want to
increase reliability in high-risk clinical environments.

SECTION 2

Main domains of operational focus

The report examines several operational domains that are relevant to the continued development of Polish EMS and the
prehospital-to-hospital interface.

Structured mentorship / FTO-style Documented transition from school, license, or employment into supervised operational
onboarding practice.

Employer-level competency validation =~ Annual validation beyond statutory continuing professional development; targeted
checks for high-risk, low-frequency procedures.

Clinical KPI dashboards Measurement tied to OHCA, STEMI, stroke, trauma, shock, pediatric deterioration,
transport delay, and handoff quality.

Critical care transport staffing Risk-based transport categories and physician-versus-nurse/paramedic decision logic.

Role rotation and exposure balance Documented exposure to patient care roles, high-acuity calls, and decision-making
responsibilities.

Pathway and handoff management Structured dispatch, escalation, transfer, and EMS-to-hospital handoff processes.

Human factors and retention Fatigue, workload, psychological safety, team communication, and clinical workforce
sustainability.

Data infrastructure ePCR, registry linkage, feedback from receiving hospitals, and executive-level

performance reporting.

SECTION 3
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Key position

The core finding is straightforward: Polish EMS does not need a copied American operating model. It needs a locally
adapted operational readiness layer that converts education, regulation, and legal scope into measurable workplace
performance.

That operational layer should reflect Polish law, workforce realities, NFZ contracting structures, regional geography,
medical oversight, hospital receiving patterns, and the actual availability of transport and specialty care resources.

In practical terms, the issue is not whether a clinician is formally qualified. The issue is whether the organization can
demonstrate that the clinician, team, and pathway remain ready for rare but consequential events.

¢ Documented onboarding and supervised progression from entry to independent practice.

e  Formal mentor/FTO-equivalent roles with clear criteria and accountability.

e  Competency attestation for high-risk, low-frequency skills.

e Simulation-based validation, not only classroom education.

e High-risk pathway triggers for OHCA, STEM]I, stroke, trauma, shock, sepsis, and pediatric deterioration.
e  Structured handoff, escalation scripts, and receiving-hospital feedback loops.

e  Clinical KPI dashboards visible to operational and medical leadership.

e Casereview and executive governance for repeated delays, failed escalation, or preventable variation.
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SECTION 4

From formal qualification to operational readiness

Formal qualification establishes the legal and educational basis for practice. Operational readiness requires a second
layer: workplace-based evidence that the clinician can perform reliably in the actual environment in which care is
delivered.

Formal qualification Completion of education, license, or Credential documented. Necessary entry condition; not
statutory credentialing requirements. sufficient as proof of ongoing
readiness.
Orientation Equipment familiarization, policies, Completed onboarding Creates a standard baseline for all
station workflow, handoff process, and  checklist. new clinicians.

supervised observation.

Supervised practice Observed patient contacts, structured Role exposure log and mentor = Reduces variation between new
feedback, and progressive role sign-off. employees and teams.
exposure.

Competency validation Observed high-risk skills, scenario- Pass/fail criteria with Provides defensible evidence of
based decision-making, and protocol remediation plan. readiness.
use.

Ongoing readiness Annual revalidation, mid-year checks Revalidation record and Turns training into a measurable
for critical skills, case review, and KPI performance trend. management system.
feedback.

Operating principle

A certificate proves that a standard was met at a point in time. Operational readiness proves that the
skill, decision, team behavior, and pathway remain reliable under pressure.

SECTION 5

Recommended measurement architecture

MOST Clinical recommends that EMS organizations and regional partners use a layered measurement architecture. The
objective is not to create administrative burden. The objective is to identify where formal structure fails to convert into
reliable execution.

Workforce transition Onboarding completion, mentor assignment, Confirms that new clinicians move
supervised contacts, role exposure balance. through a documented progression.
Competency validation Airway, shock recognition, medication safety, Identifies drift in high-risk, low-frequency
pediatric deterioration, transport preparation, device  skills.
use.
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Clinical pathway KPIs Recognition-to-action, scene-to-physician contact, Measures time-sensitive performance
STEMI activation, stroke notification, shock rather than only response volume.
escalation.

Handoff reliability Completeness of structured handoff, missing critical Reduces loss of ownership at the EMS-
information, receiving-hospital feedback. hospital interface.

Transport readiness Transfer delay, team category, physician utilization, Aligns transport staffing with patient
adverse events during transport. acuity and operational risk.

Human factors NASA-TLX workload, TeamSTEPPS communication Connects performance variation to
markers, SART situational awareness, fatigue workload, communication, and decision
indicators. environment.

SECTION 6

Scope and limitations

This report focuses primarily on EMS, paramedic workforce development, prehospital operations, and the EMS-to-
hospital interface. It does not yet represent a full operational assessment of hospital-based systems such as emergency
department throughput, ICU escalation, cath lab activation, inpatient bed flow, interfacility transfer command structure,
or complete in-hospital pathway execution.

Those areas require direct hospital-side review, including interviews, document analysis, case audits, operational
observation, pathway mapping, and KPI validation. Once hospital-side assessment is available, MOST Clinical intends to
extend this work into a broader EMS-to-hospital operational readiness framework.

Evidence boundary

This document should be used as a strategic discussion paper and implementation framework. It is
not a legal opinion, regulatory audit, clinical guideline, or assessment of any individual clinician or
organization.
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SECTION 7

Target audience

The report was prepared for leaders who are responsible for converting formal EMS structure into reliable performance
in high-risk clinical conditions.

¢ EMS executives and regional EMS leaders.

e  Medical directors and clinical governance leaders.

e  Hospital executives and receiving-facility leadership.

e Emergency department, ICU, cardiology, stroke neurology, trauma, and cath lab leaders.
e Regional and voivodeship health authorities.

e NFZ stakeholders and policy leaders.

e Medical universities and paramedic education programs.

e Health innovation and MedTech partners.

SECTION 8

Why MOST Clinical

MOST Clinical Consulting Group works at the interface of clinical care, operational readiness, simulation, workforce
development, critical care transport, and health system performance.

Our role is not to replace local leadership or impose a foreign model. Our role is to help healthcare organizations
identify where formal systems do not reliably convert into execution, especially in high-risk pathways where delay,
unclear ownership, weak handoff, or competency drift can affect patient outcomes.

MOST Clinical brings practical experience from U.S. critical care transport, EMS, hospital operations, simulation, clinical
education, and operational consulting, then adapts that experience to the realities of Polish and Central European
healthcare systems.
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Recommended next step

The report is designed as a discussion document and implementation framework. Organizations interested in applying
this model should begin with a focused local pilot rather than a broad system redesign.

Pilot component Output

EMS workforce readiness assessment

Mentorship / FTO pathway design

High-risk skill validation

Critical care transport staffing analysis

EMS-to-hospital handoff review

KPI dashboard design

Simulation-based operational testing

Practical invitation

Baseline profile of onboarding, role exposure, competency validation, and
supervision.

Structured progression model with criteria, sign-offs, and accountability.

Scenario-based assessment for low-frequency, high-consequence skills.

Patient-acuity categories and decision logic for team composition and physician use.

Escalation and handoff failure map with corrective actions.

Initial operational dashboard for executive review.

Report identifying hidden system failures before they appear in real patient care.

Organizations interested in applying this framework to a local EMS service, hospital interface,
academic system, MedTech implementation, or regional readiness program are invited to contact
MOST Clinical Consulting Group.

DISCLAIMER

This report is informational and strategic. It does not constitute legal advice, a regulatory audit, clinical guidance, or an
evaluation of any individual clinician or organization. Any implementation in Poland should be reviewed against
applicable Polish law, NFZ contracting requirements, medical direction requirements, professional scope of practice,
labor regulations, insurance requirements, and local governance structures.

CONTACT

MOST Clinical Consulting Group | MostClinical.com | contact@mostclinical.com
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