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Introduction
Originally designed to transport the most
critically ill and injured patients to the hospital,
paramedic services across the country are evolving to address the nature of the ever-changing
healthcare landscape. Frequently paramedics
attend low-acuity, non-emergency calls. As the
number of non-emergency calls increases, the
burden on paramedic services will continue
to increase as well. This strain on the system
is compounded by increased times to offload
patients to emergency room beds at the hospital. Many paramedic services in Ontario are
struggling to meet these challenges with “no
paramedics available” occurrences on the rise
throughout the province.(1,2,3,4)
Older adults, individuals over 65 years of
age, account for a large portion of paramedic
service use.(5) In 2013, older adults accounted
for 17% of the Canadian population. Census
data estimates an increase to almost 24-28%
by 2030.(6,7) With an increasing number of
older adults, the pressure on the health care
system will increase consequently placing
added demand on paramedic services —
especially through the growing number of
non-emergent calls.
Forty percent of older adults are expected
to fall at least once annually, and 21% of fallers
attended to by paramedics visit the emergency

room within two weeks of their fall.(8) The
risk of falls presents a serious cause of complications, mortality, and increased demand
on the healthcare system. However, some of
these falls result in a growing non-emergent
call type referred to as a “Lift Assist.”. A Lift
Assist (LA) is defined as an event whereby a
patient calls paramedic services and requests
assistance to get up or mobilize, receives no
treatment on scene, and refuses transport to
the emergency department for further medical
attention.(9,10) Data from Middlesex-London Paramedic service (MLPS), a mediumsized urban paramedic service in Ontario
demonstrated that lift-assists were the second
highest source of repeat 9-1-1 callers. These
calls accounted for 62 days’ worth of service
usage at an operational cost of approximately
$300,000.(8) Similar data exists for moderate
size paramedic services internationally and
it can be inferred that this trend continues
throughout Canada.(11) As the number of
LA calls increases, the impact both financially and operationally on paramedic services
will continue to cause significant stresses. We
suggest a system change approach to the care
we provide for older adults who fall, to help
decrease the impact on services, and improve
the safety and health of our patients.
Current Approach At the time of writing,
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the authors are unaware of any unique response
modalities for LA calls in Canada. When
an individual calls for a fall, and it is deemed
non-emergent, it is generally flagged as a low
priority in the response cue. Occasionally,
these calls may be held for up to one hour
if the minimal level of ambulance coverage
is not available. This can potentially lead to
“long-lays”, where patients remain on the
ground for greater than 60 minutes.(5) As
the number of calls for service increases, there
is a risk that the frequency of long-lays will
increase. When paramedics arrive at these calls,
they will reposition or lift the patient, have the
patient sign a refusal of service, and leave the
patient at home. Falls can be benign, but can
also be indicative of frailty and a decline in the
health of the older adult.
Without adequate assessment there is a
significant risk of missing warning signs of
frailty in patients. (12) Leggatt et al. found a
14-day mortality of 1.1% in a LA population
from an urban Paramedic service in Ontario.
(10) These LA calls also had a higher reported
rate of missed vital signs or refused vital
signs from these patients compared to typical
ambulance call report (ACR) documentation.
(9) Cone et al. found that the average time out of
service for LA calls was 21.5 minute, although
data from MLPS suggests that this number
could be closer to 45 minutes per lift assist call.
(8, 13) They also found that two-thirds of these
LA calls were for repeat callers, and 55% of
repeat calls resulted in a transport to the hospital within 30 days. These data suggest that the
current response model is ineffective at reducing subsequent calls for service, or at identifying
functional decline in older adults. A paradigm
shift is required to better serve these patients.
We suggest that this paradigm shift could be
accomplished through the use of Community
Paramedicine (CP) interventions including
remote patient monitoring.

Community Paramedicine Falls
Programs
Community Paramedicine (CP) has become
a growing trend in Paramedic care throughout
North America. O’Meara et al. suggest that CP
models are effective if they are able to address
alternate care pathways appropriate to local
needs, and work with and integrate with health,
social, and community resources.(14) Falls
are multifactorial in nature and often require
interventions from a multi-disciplinary team
including occupational therapy, physiotherapy,
physicians, and community nursing. For an
individual patient, a multi-factorial intervention is effective in reducing falls in older adults.
(15) These interventions need to be targeted at
the appropriate patients and these patients need
to be identified. Community Paramedics are
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well positioned to integrate into these health
care teams to assist in identifying, referring,
referring and intervening to reduce patient falls.
One approach is to empower paramedics to
make community referrals to connect patients
to additional health care resources. Similar
programs have been successful in working with
chronic conditions such as diabetes, cardiovascular disease, and congestive heart failure.(16)
Kue et al. found that paramedic referrals were
more likely to be accepted by patients, but that
paramedics were not likely to make a referral for
older adults who have had falls.(17) A randomized control trial of additional education in
falls and the development of a falls referral
pathway was conducted in the UK. The authors
found a significant reduction in ED visits and
calls for paramedic services at six months for
patients who were not transported to the hospital between groups.(18) The cost of the intervention was an average of $23 per patient that
was seen. Importantly, the falls referral pathway
was introduced with no evidence of harm to
patients and only a small increase in cost and
paramedic workload.(18) By connecting with a
multi-disciplinary team, paramedics can possibly make referrals for patients who fall but are
not transported to the hospital. These referrals
can allow for the team to create individualized
fall prevention recommendations for these
patients.
Community Paramedics can also be tasked
with a chart review of all refusal of service lift
assist calls to identify patients that may be
eligible for falls referrals. Kue et al. saw that a
chart review by an EMS physician increased
falls referrals by approximately 20%.(17) It is
entirely possible that CP-led chart review could
have similar results. CP chart reviews could also
ensure that patients who are not initially referred
to a falls service by front-line paramedics are
still captured and potentially referred. Sach and
colleagues referred non-transported patients
in the UK to a falls prevention team.(19) The
patients then had in home interventions from
physiotherapists, nurses, and occupational
therapists. The program resulted in significant
reduction in falls, paramedic service use, ED
visits, and health care costs compared to a control
group.(19) Mikolaizak and colleagues demonstrated similar results from a multi-disciplinary
falls prevention strategy.(20) They found no
significant difference between fall team home
visits and written patient advice.(21) CPs are
positioned to not only perform these referrals
but complete additional patient follow-up as
well. Patient adherence to recommendations is
the largest predictor of fall decrease and injury
reduction.(21) The additional follow-up from a
CP can ensure that patients are empowered to
adhere to the recommendations and ensure that
additional questions and concerns that arise are
dealt with.

By leveraging the expertise of a multi-disciplinary falls team with the expertise and mobility of a strong CP program, paramedic services
can have a significant impact on the operational
and financial impact associated with responding to older adults who fall.

Remote Patient Monitoring
A new potential adjunct to CP falls prevention teams is the growing field of remote
patient monitoring. Remote patient monitoring (RPM) uses the increased availability of
wearable biometric sensors to facilitate the
sharing of real time health data trends between
patients and their health care provider.(22)
As RPM has become more prevalent novel
sensors have been developed specifically for
remote patient monitoring. Trials are currently
ongoing combining the principles of RPM with
CP. Community Paramedic Remote Patient
Monitoring (CPRPM) programs add Paramedics to the patient’s circle of care by connecting
the GP, the patient and the paramedic with the
RPM data. CPs are able to work with a rostered
list of clients and track daily changes in biometric data and intervene early when deviations
occur.
CPRPM is currently being used to address
chronic conditions such as diabetes (DM),
congestive heart failure (CHF), and chronic
obstructive pulmonary disease (COPD). These
programs allow CP to connect patients to
education, early assistance, and coordination
with their GP.(8) These programs could easily be
expanded to include falls. In addition to assisting with the referral processes discussed above,
CPRPM could help provide early assessment of
risk in patients who fall. CPRPM patients are
visited by the Paramedics that they work with
regularly for follow-up. Less than half of older
adults who fall seek medical attention or report
falls to their GP.(23) The increased contact
and potential patient-paramedic relationship
that CPRPM patients have with the paramedics they work with can potentially increase
reporting of these falls by either the paramedic
or by the patient. As stated, falls are generally
multi-factorial in nature; if CPRPM paramedics have access to patient biometric data trends,
they likely able to identify when patients may
require additional assessment either from the
GP or in the emergency department.
RPM is an emerging trend in healthcare.
CPRPM is a new use of these tools to help
ensure that patients are closely monitored and
remained well connected with the health-care
team. By combining CPRPM with CP falls
prevention screening and referrals, it is possible
to reduce the number and the impact of falls on
patients in the community.

Conclusion
Falls in older adults can be an early indicator of frailty and health decline. Unfortunately,
these can often go unreported to patient’s health
care teams. Paramedics interact with these
patient’s through non-emergency lift assists. In
often overstretched paramedic services, these
lift assist calls can have significant impacts,
both operationally and financially. By evolving
the current model incorporating falls referrals,
community paramedicine, and remote patient
monitoring principles, paramedic services can
help to reduce the number of falls and impact
on the healthcare system paramedic services,
and ultimately, on patients.

Take Home Points
• Lift assist calls can have significant impact
on paramedic services financially and operationally, an impact which will become even
larger as the Canadian population continues
to age.
• The current model of addressing lift assist
calls in the community does not allow for
adequate assessment of frailty and health
decline with in older adults. Approximately
1% of these patients die within 14-days.
• Creating paramedic referral pathways to
community fall prevention teams through
Community Paramedic programs and
remote patient monitoring can potentially
decrease falls and the impact that frequent
fallers have on paramedic services
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