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Abstract

Objective:
¶

¶

¶

This study aims to investigate the experiences of individuals involved in implementing and delivering commu-

nity paramedicine programmes across several different regions internationally, in order to identify key themes that can
inform ongoing development and introduction of community paramedicine programmes.

Methods: In this study, participants were enlisted through convenience sampling and a snowballing method. They responded

to a custom survey emphasising open-ended responses. We employed a qualitative reflexive thematic analysis, utilising an
inductive coding technique at the semantic/explicit level. This approach allowed us to discern themes from the participants’

accounts of the programme’s implementation and delivery, along with their perceptions of its strengths and challenges.

Results: Data was collected from 29 participants engaged in the development or delivery of community paramedicine pro-
grammes spanning seven countries. Five themes were created: (1) community drives the need, which emphasises the import-

ance of community engagement and flexible response to health needs; (2) working with others, which underscores the

necessity of collaboration with stakeholders for integration and relationship maintenance; (3) promotion and communication,
focusing on clarifying roles and countering misconceptions; (4) recruitment and support of community paramedics, highlighting

the significance of experienced paramedic recruitment and providing support for staff retention; and (5) research and evalu-

ation, stressing the importance of data sharing for patient care and programme evaluation. These themes demonstrate the
significance of community-centred approaches, interprofessional practice, and programme evaluation in community paramedi-

cine.
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Conclusion: This study highlights the significance of community-centred approaches, interprofessional practice, and pro-

gramme evaluation in community paramedicine. These findings can inform policymakers and practitioners in the development

and implementation of community paramedicine programmes, ultimately improving the health and well-being of communities
across different regions internationally.
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Introduction

Community paramedicine is a novel model of care in
which paramedics provide person-centred primary health
care, health promotion, disease management, clinical
assessment, and needs-based interventions to serve a
broader set of healthcare needs.1 Within the United
Kingdom, paramedics were provided with extended skills
to treat more patients in the community from 2002.2 This
has since led to the expansion of the paramedic role
outside of emergency ambulance services, with paramedics
now also working more broadly as part of multidisciplinary
care teams and within primary care clinics.3 Over the same
time, similar community paramedicine models of care
initiatives were established in Canada,4 Australia,5 and
the United States of America.6Now, community paramedi-
cine programmes are widely implemented across different
healthcare systems in Australia, New Zealand, Canada,
Finland, the UK, and the USA.7

The adoption of the community paramedicine care
model is primarily spurred by shifts in paramedic service
workloads, which echo the rise in ageing demographics
and decreasing availability of alternative health services.7

Owing to escalating pressures, such as aging populations,
the rise of chronic diseases, health inequities, and resource
limitations, healthcare systems worldwide are experiencing
a shift towards a more fragmented approach to care.
This fragmentation often manifests as a lack of coordin-
ation and integration in a patient’s healthcare journey,
resulting in potential gaps in care, missed opportunities
for early intervention, and suboptimal health outcomes.8

Community paramedicine developments have provided
an opportunity for paramedics to be more widely employed
across the health system in ‘non-traditional’ roles such as
community paramedic programme roles. Community para-
medicine programmes are models of care which may use
paramedics to provide various approaches, including com-
munity assessment and referral, paramedic-led clinics for
health promotion and preventative care, home visit pro-
grammes for high-risk individuals, and remote patient
monitoring for chronic conditions.9 Other models of care
include integration within existing primary care centres
working alongside general practice specialists, specialist
response in collaboration with ambulance services,

hospital discharge and transitional care support, mental
health and addiction support, palliative care provision,
and public health activities such as mass testing, vaccin-
ation clinics, and logistical support for public health
partners.7,10 These diverse strategies aim to improve health-
care access, quality, and outcomes for various populations
while addressing both medical and social needs. These pro-
grammes may offer a range of benefits for both patients and
healthcare services as they improve access to healthcare for
under-served communities, enhance patient outcomes
through more frequent and longer patient visits, and
increase patient satisfaction through the option of receiving
care in the comfort of their own homes.11,12 From the per-
spective of healthcare services, community paramedicine
programmes have been shown to be economically advanta-
geous,13 reduce acute healthcare utilisation and decrease the
need for hospital admissions,14 emergency department
visits, ambulance service requests, and transport.15

While the benefits of community paramedicine models
of care are evident, their implementation is not without sig-
nificant hurdles. One major factor is funding; securing suf-
ficient permanent funding is essential for the success of any
new programme, and this is especially true for community
paramedicine programmes, which have often been estab-
lished with seed funding or other funding that is not per-
manent in nature.16 In addition to funding, community
paramedicine programmes may be subject to different
regulatory frameworks than traditional paramedic ser-
vices.17 Community paramedics typically require extra
training that goes beyond the standard requirements for
traditional paramedic roles. However, the extent of this
additional training can vary, as it largely depends on the
specific requirements of each programme.1,17 Finally, suc-
cessful interprofessional collaboration with other health-
care providers, such as primary care physicians, nursing,
and allied health staff is also essential for the successful
integration of community paramedicine programmes into
the wider healthcare system.1,7

Despite the numerous insights gained from previous
research, there is no comprehensive guidance document
or ‘road-map’ that addresses all the key strengths and chal-
lenges faced by healthcare services when implementing com-
munity paramedicine programmes. With the establishment
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of community paramedicine in Ireland in recent years18 the
Pre-Hospital Emergency Care Council sought to explore
the experiences of other countries in establishing and deli-
vering community paramedicine programmes. This was the
principal driver of this research study. However, the neces-
sity for this study extends beyond merely providing a
‘how-to’ guide for any agent aspiring to implement commu-
nity paramedicine programmes. It aims to delve deeper into
the complex interplay of various factors such as cultural,
professional, organisational, and systemic that either facili-
tate or hinder the successful implementation of community
paramedicine programmes. In this context, this research
study is designed to understand the lived experiences of
representatives from community paramedicine programmes
from different countries and healthcare systems, thereby
allowing a detailed exploration of the real-world advantages
and challenges of implementing and delivering such
programmes.

Methods

Qualitative approach

A reflexive thematic analysis approach, developed by
Braun and Clarke19 was chosen as the framework for our
study because of its adaptability and theoretical flexibility.
This method is a qualitative approach that aims to identify
patterns and understand different participants’ experiences,
perceptions, and understanding of a phenomenon. This
approach was suitable for our research design due to the
authors’ relativist/contextualist position. The ‘relativist/
contextualist position’ is the belief that understanding of
any concept or event is shaped by individual perspectives
and specific circumstances, emphasizing that truth can
vary based on these different contexts and viewpoints.
An inductive approach to data analysis was used and
through detailed accounts from participants of their experi-
ences of community paramedicine programmes, we sought
to identify experiences, strengths, and challenges faced by
community paramedicine programmes across several dif-
ferent regions internationally.

Researcher characteristics and reflexivity

As a paramedic and university course coordinator, the lead
researcher’s experiences in both clinical practice and aca-
demia have informed their understanding of the challenges
and opportunities faced by community paramedicine pro-
grammes. The researcher’s background as a practitioner
provided them with firsthand knowledge of the complex-
ities involved in delivering healthcare in diverse settings,
which has shaped their perspectives on community para-
medicine as a novel model of care. The wider research
team is composed of paramedics, a general practitioner,
and university course coordinators who collectively

possess a wealth of knowledge and experience in clinical
practice, community paramedicine programme develop-
ment, education, and research. The team’s experiences
have informed their understanding of the challenges and
opportunities faced by community paramedicine pro-
grammes and have shaped their perspectives on this
novel model of care. Throughout the research process,
the team maintained an open and reflexive stance to com-
peting ideas from other researchers and participants. We
were mindful of potential biases that may have arisen
from our experiences and preconceptions. We acknowl-
edged the importance of reflexivity in research, seeking
to deepen our understanding of the research context and
enhance the trustworthiness and credibility of our findings.
The team’s diverse backgrounds, expertise in community
paramedicine, and perspectives were instrumental in ensur-
ing a comprehensive and nuanced analysis of the data.
Both prior to data collection and again during data ana-
lysis, we drew on our collective experiences in clinical
practice, education, and research, in order to collect and
identify key insights and opportunities to enhance commu-
nity paramedicine programmes. Our unique perspectives
and reflexivity helped to broaden the scope of the research
and ensure that the findings were relevant and applicable to
a range of stakeholders.

Research paradigm

In conducting this research, the lead researcher adopted a
critical realist approach20 as well as a complexity theory
lens21 to guide the analysis of qualitative data. Complexity
theory recognises that healthcare systems are complex,
adaptive systems characterised by interrelated and inter-
dependent components, non-linear relationships, and emer-
gent behaviours.19 In the context of this research,
complexity theory helps to understand, predict, and
manage the dynamic interactions between various elements,
such as patients, healthcare providers, organisations, and
policies. By applying complexity theory to healthcare,
researchers and practitioners aim to develop more effective
strategies for patient care, resource allocation, and health-
care system design and the impact community paramedicine
programmes have on these healthcare components. This the-
oretical approach acknowledges that simple, linear solutions
may not always be sufficient to address the multifaceted
challenges in healthcare and that embracing the inherent
complexity can lead to more resilient and adaptive solu-
tions.22 This epistemological stance was coupled with a crit-
ical realist approach. The ‘critical realist approach’ is a
philosophical perspective that is underpinned by the belief
that while there is a reality that exists independently of
our perceptions, our understanding of that reality is shaped
by our social, cultural, and personal lenses. This approach
allowed the researchers to acknowledge the existence of
multiple layers of reality while recognising the intricate
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interplay between individual, social, and systemic factors
that influence the implementation and delivery of commu-
nity paramedicine programmes.

Study participants and setting

Participants who were designated as representatives for
their individual community paramedicine programme
were eligible to be included in the study. It is important
to note that community paramedicine programmes and
models of care vary across the world and these differing
models are described in the introduction. As such the par-
ticipants setting varied as we collected international experi-
ences that encompassed a broad range of community
paramedicine programmes.

Recruitment process

Community paramedicine programmes across seven coun-
tries known by the research group to have implemented
community paramedicine programmes in health service
delivery were targeted for recruitment. The countries were
Australia, Canada, Finland, Ireland, New Zealand, the
UK, and the USA. We sought to elicit responses from a
diverse range of programmes across multiple countries
while acknowledging that it would not be possible within
the scope of this study to identify or describe every imple-
mentation of community paramedicine that exists. Thus,
this approach was predominantly stakeholder-led, which
enabled the identification of target programmes across the
countries that have well-established community paramedi-
cine programmes. To achieve recruitment first, we estab-
lished a team with experience in community paramedicine
with lived experience across five countries: Australia

AQ4
¶

[removed for blind review], Canada [removed for blind
review], Ireland [removed for blind review], the UK
[removed for blind review], and the USA [removed for
blind review]. We contacted colleagues with expertise in
community paramedicine in these jurisdictions, as well as
Finland and New Zealand. This approach harnessed the
expertise and network of the team to identify potential
study participants.

Participant selection

Convenience sampling, supplemented with a snowballing
technique, was used to recruit participants. The study
team identified potential participants for the study by first
collating a list of community paramedicine programmes
through their prior knowledge and research. Within each
programme, the team identified potential participants
based on their roles and responsibilities within the pro-
gramme. In instances where the correct person to engage
with was unclear, the team sought assistance from key per-
sonnel in the respective services to identify the most

appropriate contact person. Once identified, the team con-
tacted potential participants via email and invited them to
participate in the study. Potential participants were
recruited until enough data were collected to enable the
research team to ‘answer the question’ in a way considered
to be a diverse representation of the experience of commu-
nity paramedicine programmes across the globe. At the end
of recruitment, there were 34 potential community parame-
dicine programme representatives invited and 29
responded meeting the eligibility criteria and provided
consent to participate. Participants were given numbered
identifiers and any specific identifying information from
quotes used in the results was redacted.

Data collection

We used Qualtrics software to conduct an online survey to
gather the experiences of community paramedicine pro-
gramme representatives. The survey was custom-designed to
align with our research questions. To create the survey
items, we first thoroughly reviewed existing literature on com-
munity paramedicine programmes.7 This was done to under-
stand the key areas of interest in the field. Additionally, we
consulted with experts on our research team to make sure
the questions were relevant and would cover the research
aim to gather a diverse range of experiences, exploring both
the benefits and challenges of implementing and delivering
community paramedicine programmes. The final survey con-
sisted of amix of question types.We had 14 primary questions,
all of which were solely, or had the option of, open-ended
responses designed to allow respondents the freedom to
express their experiences and insights in their own words.
Questions that used a structured format, such as multiple-
choice format, also were designed to have the option for open-
ended responses to allow for straightforward numerical ana-
lysis and comparison of responses (see Appendix 1).

Before administering the survey, we conducted a pilot
test within the research team to assess the content and
clarity of the survey questions. While this pilot provided
valuable feedback for improving the survey, we acknow-
ledge it as a limitation of our study. The pilot test was
done within the research team, which may not fully
represent the diverse perspectives of our target respondents,
possibly affecting the validity of our survey. Following the
pilot, the survey was disseminated and data collection
occurred from November 2021 to February 2022. We sent
a reminder three weeks after the initial invite to potential
participants to optimise participation.

Analysis

Data analytic strategies

Braun and Clarke’s approach to thematic analysis was used
as a framework within our reflexive thematic analysis
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methodology.19 One author [removed for blind review]
undertook the initial data analysis which were recorded
using Dedoose software.23 Data analysis used an inductive
approach to coding and theme development and due to the
specific nature of the research question, we identified
themes at the semantic/explicit level.24 All authors met
during step 5 and beyond to ensure the definition and
scope of the themes answered the research questions and
were plausible and coherent. Trustworthiness in this
approach encompassing credibility, confirmability, depend-
ability, and transferability as detailed by Graneheim and
Lundman25 is presented in Table 1. This article adheres to
the Standards for Reporting Qualitative Research (SRQR).26

Ethics

Ethical approval was granted by [removed for blind
review] ([removed for blind review] Project ID: 36383).
All participants provided informed and signed consent.

Results

A total of 29 individual responses were received represent-
ing 7 countries. Participants and their respective pro-
grammes were from Australia (n= 6), Canada (n= 7),
Finland (n= 2), Ireland (n= 1), New Zealand (n= 1), the
UK (n= 4), and the USA (n= 8). The participants included
represented programmes that utilise a diverse range of
service delivery models. Fourteen (48%) of the pro-
grammes operate under a proactive model of service deliv-
ery, actively providing health monitoring and follow-up
care to patients referred from sources outside of emergency
call-taking systems, or primary paramedic crew requests.
On the other hand, five (17%) of programmes adopt a
reactive model, focusing on responding to immediate
needs presented by emergency calls or requests from
primary paramedic crews. Ten (34%) of the represented

programmes use a mixed model of care, combining both
proactive and reactive strategies. This mixed approach
aims to balance the benefits of preventive, ongoing care
with the necessity of being able to react quickly to emer-
gencies and immediate needs. The counts of the specific
scope of the role of the community paramedics in the
included participants’ programmes are outlined in Table 2.

Tables 3 and 4 provide an overview of the response
counts to the individual key enablers and barriers to commu-
nity paramedicine programmes recorded by participants.

Overall, five themes with subsequent subthemes were
produced from the data-rich open-ended survey responses
which explored the participants’ experiences of the advan-
tages and challenges of community paramedicine pro-
grammes. The five themes produced and presented below
are: ‘community drives the need’, ‘working with others’,
‘promotion and communication’, ‘effective recruitment
and support of community paramedics’, and ‘research
and evaluation’. These themes encompass aspects such
as community engagement, collaboration, role communi-
cation, paramedic recruitment and support, and data-driven
evaluation, respectively. Figure 1 provides an overview of
the five themes and their associated subthemes.

Theme 1: Community drives the need

This theme encompasses data that highlights the predispos-
ing factors influencing the development of community para-
medicine programmes. It included subthemes that showed
the importance of engaging the community, filling system
gaps, and being flexible to meet the needs of the community.
The unifying theme was that the community drives the need
for community paramedicine programmes.

ID 19 –Decide where the community is best served, design the

programme geared towards that with plenty of room for flexi-

bility and/or growth.

Table 1. Trustworthiness criteria.

Criteria

Credibility The thematic analysis’ reliability was achieved through the diverse range of participants involved, which is documented. The

use of representative quotes from free-text responses for each major theme demonstrates the analysis’ reliability.

Confirmability The line-by-line data coding was carried out by one author (BS), who employed an inductive approach for coding and

theme development, following the guidelines provided by Braun and Clarke. All authors collaborated during step 5

and beyond to ensure that the themes’ definitions and scopes were relevant to the research questions and presented

a logical and coherent interpretation. To further improve confirmability this study adheres to the Standards for

Reporting Qualitative Research.

Dependability A clear audit trail of line-by-line coding of all responses as well as collapsing into early and final refined themes were

recorded via Dedoose software. After completing each phase of reflexive thematic analysis, researchers convened to

review the free-text responses and thematic findings. Researchers acknowledged any biases, and the primary author

produced a reflexivity statement.

Transferability The research method is thoroughly described and documented to ensure the applicability of the results. The

international scope of the study and the reported participant demographics allow readers to assess the applicability of

the content analysis to their specific contexts.

Shannon et al. 5



Table 2. Community paramedic scope of role within programmes.

Community Paramedic scope of role within programmes Count %

Refer patients to social care services 27 93

Enhanced (beyond non specialist role) physical examination and history taking 26 90

Referrals to other specialties (medical, social or otherwise) 26 90

Multiple system assessments including home assessments, Activity of Daily Living (ADL), mobility, falls, and

cognitive assessments

25 86

Assisting local medical facilities in fulfilling community demand for services as required by the health department on

a location-by-location basis

25 86

Interface with primary care physicians, homeless service agencies, street outreach teams, hospital social workers,

case managers, and adult protective services personnel

23 79

Health promotion activities 22 76

Administer medications (beyond non specialist role) including analgesics, antibiotics, antihistamines, topical

medications, and vaccinations

21 72

Health monitoring 21 72

Urinalysis 20 69

Wound care and wound closure (glue, staple, suture) 20 69

Chronic disease assessment and monitoring (CCF, Diabetes, COPD) 19 66

Phlebotomy 18 62

Investigate factors underlying the excessive use of acute care resources for primary care conditions (lack of

transportation, social support, and health literacy)

18 62

Palliative care management 17 59

Assisting hospital staff at particular times or with specific skills in the absence of other appropriate medical staff 15 52

Providing health ‘cover’ in a location when other health resources (e.g., local physicians and nurses) are unavailable 14 48

Carry out and interpret diagnostic tests (beyond non specialist role) 14 48

Urinary Catheterisation (indwelling catheter/suprapubic catheter) 13 45

Otoscopy 13 45

Peak flow 11 38

Dislocation assessment/management 10 34

Local and regional anaesthesia 9 31

Arterial or venous blood gas sampling 7 24

Ear Nose and Throat (ENT) foreign body removal 7 24

Spirometry 5 17

Directly admit patients to specialist units 4 14

Splinting and plastering 2 7

Sonography 2 7

Radiology interpretation 1 3

Non-medical prescribing 1 3

Table 3. Reported barriers to community paramedicine

programmes.

Barriers to community paramedicine

programmes Count %

Staffing issues 25 86

Reporting issues 12 41

Funding issues 22 76

Relationship building (other professions

and/or services)

21 72

Information sharing 19 66

Legislation 14 48

Clinical governance 15 52

Education 21 72

Research 15 52

Union or workplace issues 15 52

Other 10 34

Table 4. Reported enablers to community paramedicine

programmes.

Enabling factors to community

paramedicine programmes Count %

Relationship building (other professions

and/or services)

18 62

Funding 16 55

Staffing 13 45

Education 13 45

Information sharing 10 34

Clinical governance 9 31

Research 8 28

Other 7 24

Legislation 5 17

Union or workplace drivers 3 10
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ID 2 – Most importantly it needs to be responsive to the local

community needs.

A consistent observation revealed that the presence of
underlying unmet community health and social needs
served as a driving force behind the establishment and exe-
cution of many of these programmes. These health and
social needs were often interlinked, and social needs
included addressing homelessness and housing, loneliness,
substance abuse, and elder abuse.

ID20 – Most of what exists now [in our programme] is well

managed and coordinated on the back of a coronial inquest

that was set up after 6 indigenous deaths of 33–43-year-olds

between [redacted] and [redacted]. These were from the itin-

erant population, sleeping rough in and around the town.

The unmet needs were frequently experienced by the
most underserved and vulnerable population groups
within communities, who subsequently became the
primary targets of numerous initiatives. These pro-
grammes targeted a broad scope of patient care, with a
primary focus on vulnerable populations, such as
indigenous groups, patients from lower socioeconomic

backgrounds, and those requiring specialised care in
remote or regional areas. Episodes of care were typically
geared towards patients at risk of readmission or repeat
callers and increasing access to timely primary care for
rural and remote populations.

ID 12 – Our service area has a large population of persons

living at or below the poverty level, a large population of

persons of Hispanic descent. Some of these individuals are

here legally, while many are here illegally, often deterring

them from accessing the traditional healthcare system. Our

programme focuses on elderly populations, which are also a

prevalent demographic in the area, but we also engage any

person in the community who requires access to healthcare

outside of traditional mechanisms.

Engaging the community. Community-driven needs played
a critical role in the development and implementation of
community paramedicine programmes. As addressed
above, these programmes primarily focus on addressing
the unmet health needs of vulnerable population groups.
Direct engagement with the community in the early stages
of programme development allowed for the identification

Figure 1. Themes and subthemes¶

¶

.

Shannon et al. 7



of underlying issues and the adaptation of programmes to
changing needs.

ID 6 – Liaise with stakeholders from the outset and understand

thoroughly what they would need to see from the programme

for them to regard this as something they wish to support.

Participants reported that multidisciplinary steering com-
mittees, including patient members, should be involved
in governance structures.

ID 3 – make the steering group broad and multi-professional

added with a patient member.

Filling system gaps. Community paramedicine programmes
were often found to have emerged in response to healthcare
system failures that reduced the accessibility of care for
patients in the communities they served. Adjusting trad-
itional paramedic services to offer more nuanced and appro-
priate alternatives was a key aspect of these programmes.

ID 5 – Patient need. A great majority of calls for service are for

low acuity and complex calls. This has been driving the case for

new models of paramedic care. The Community Paramedic pro-

gramme is but one of a number of organizational approaches to

better connect patients to more appropriate care.

Participants highlighted the need for paramedicine systems
to adjust to meet the needs of patients with lower acuity yet
higher complexity care as a driving factor of development,
choosing to engage in care considered non-traditional for
paramedicine services. This was not only driven by com-
munity needs but also system needs.

ID 3 – Increased financial pressure led to looking at alterna-

tive models of care with economic benefit. The Community

Paramedicine programme provided more nuanced care and

was cheaper than an emergency dispatch.

Being flexible to meet the need. Programme flexibility was
found to be crucial in addressing the unique health needs
of communities. Service delivery models were designed
in response to these needs, and the importance of remain-
ing flexible and adaptable over time was emphasised.
Continual assessment of community needs and adjust-
ments to service delivery models and patient cohorts
were found to be necessary for successful community para-
medicine programmes.

ID 8 – Routinely (annually or 6 monthly) review your proce-

dures and scope of practice to identify and adapt to changing

community needs. Don’t be closed off, it is an ever-evolving

role and processes.

A patient-centred approach, where the needs and prefer-
ences of the community were prioritised, was essential in
programme design and implementation. The COVID-19

pandemic demonstrated the importance of flexibility in
community paramedicine programmes. Some programmes
adapted to fill gaps in service provision, while others
experienced system failures that became more evident
during the pandemic.

ID 17 – Paramedics were able to assist with controlling out-

breaks in the County by providing community swabbing and

vaccination clinics in convenient, accessible locations. The

Service worked collaboratively with our partners (Public

Health, Family Health Teams, Community Services, hospitals,

retirement homes, and Long-term Care facilities) to assess the

needs of residents. Some residents who are vulnerable had

challenges related to transportation, mobility, marginaliza-

tion, and social isolation which created barriers to accessing

the mass vaccination clinics.

Theme 2: Working with others

This theme highlights the importance of collaboration for
the success of community paramedicine programmes.
Effective cooperation with internal and external stake-
holders, integration within the wider healthcare system,
and interprofessional practice were found to contribute to
the long-term viability of these programmes.

Integration within the wider healthcare system. Avoiding
siloed operations and being integrated within the wider
healthcare system was critical for community paramedi-
cine programmes, as their purpose is to address gaps in
healthcare delivery. Participants suggested situating these
programmes externally to existing ambulance services to
prevent being contained within service silos.

ID 22 – If at all possible, build a programme that is outside

both EMS and the regional health service but is comprised

of members of each. This will enable staff to own the pro-

gramme and not be beholden to their respective silos.

Involving programme members from diverse areas was
found to also help the creation of an integrated programme.
Integrated programmes assisted with continuity of care and
involved multiple care providers and referral pathways.

ID 11 – Building relationships with other services, alterna-

tives to transport pathways to other services in primary and

secondary care [are key].

ID16 – We also have data to support that the creation of

Community Paramedicine programmes without buy-in and

collaboration with primary care will not work, as we do not

have a means to arrange the follow up care patients will

require. Therefore, these partnerships are key in our provin-

cial implementation plan.

Interprofessional practice. Participants expressed that inter-
professional conflict can be a challenge that may arise,
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and as such working with community members and other
healthcare professionals was deemed essential for success-
ful community paramedicine programmes that bridge the
gap between community, paramedic services, and hospital-
based health services.

ID 5 – Our programmes have had a tremendous challenge

integrating into the existing system of healthcare (toe’s

feeling stepped on), and a general lack of understanding

about the role and value of a Community Paramedic.

Navigating interprofessional conflicts and demonstrating the
added value of the programme were key to fostering a truly
collaborative practice and ensuring care delivery to patients
in need. Participants emphasised that clarifying that commu-
nity paramedicine programmes are a collaborative effort, not
an attempt to take away patients. They suggested strategies
such as inviting health professionals to do ride-alongs or pla-
cements, so they can firsthand observe and understand the
work of Community Paramedics, thereby making the role
seem less encroaching on professional boundaries.

ID 8 – Promotion of the programme to other external health pro-

fessionals is important and the messaging of how I can support

you to help with your workload – that it’s a collaborative

approach not about taking away patients. Get health profes-

sionals to do ride-alongs or placements so they can understand

and see what Community Paramedics do. It makes the role

seem less threatening to professional boundaries.

ID 18 – It can be viewed by other professionals as stepping on

their turf and the communication of how we can help you do

your role really helps.

Maintaining healthy relationships. Maintaining healthy rela-
tionships underpinned collaborative approaches and inter-
professional practice. These relationships were vital for
providing integrated care, as community paramedicine pro-
grammes need to work alongside primary care experts to
facilitate patient access across both services.

ID 19 – Primary care providers are a vital tool for the success

for the patients. It provides better continuity of care for the

patient overall.

Open communication, consistency in approach, and
addressing concerns were also key components of main-
taining relationships. Failing to do so compromised the
longevity of community paramedicine programmes.

ID 2 – Many happy moments are easily forgotten, and some

stressful connections can easily destroy a lot.

ID 7 – Relationship building has required attention and

engagement. Concerns from primary health care providers

have needed additional attention.

This theme showed that collaboration was essential for the
success of community paramedicine programmes. This

involved integrating within the wider healthcare system,
fostering interprofessional practice, and maintaining
healthy relationships within the healthcare system. These
factors contributed to the long-term viability and effective-
ness of such programmes.

Theme 3: Promotion and communication

This theme encompasses the data showing participants’
perspectives on the importance of articulating the role
and benefits of community paramedicine programmes.
Addressing role clarity, countering internal and external
misconceptions through promoting a programme’s objec-
tives, advantages, and its complementary nature to existing
healthcare roles was found to be critical for success.

ID 8 – Issues with overall paramedic workforce in under-

standing that not every patient needs to be transported and

understanding, Community Paramedics can overcome this

by leading the role and selling the idea by making the scope

of practice freely available so that standard paramedics can

know what Community Paramedics can do and offer to their

patients helps to overcome this barrier.

Addressing role clarity and misunderstandings. A noteworthy
subtheme indicated that community paramedicine models
of care can be misinterpreted by both internal paramedic
services and external stakeholders within the broader
healthcare system. This confusion stemmed from the chal-
lenge these models pose to conventional understandings of
paramedics’ roles within the healthcare system and their
capacity to address the community needs.

ID 18 – Management needs to understand what value add the

Community Paramedicine programme brings as it challenges

key performance indicators. Ambulance services are about the

race to the emergency. [With] management, and the higher up

you go, the more this idea is enhanced and can limit manage-

ment and governance systems getting on board with the idea.

Countering misconceptions through explanation of benefits.

Participants noted their early identification of this barrier
and discovered that elucidating the programme’s contribu-
tions to the wider healthcare system, patient outcomes, and
enhancement of existing services facilitated stakeholder
buy-in and improved the acceptability and integration of
community paramedicine models of care.

ID14 – Develop guidelines and communication of standard

points so all teams are sharing a common message. Be

clear of what the Community Paramedic can and cannot do

to support care teams.

ID 18 – Showing value to other professions has been a real

driver which pushed the establishment of the programme.

Outreach promotion has helped to build relationships with

other professions about what value add they can bring. Sell
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yourselves by promoting what value you can add and remem-

ber that you are part of a system not isolated on your own.

Leveraging change agents for promotion and support.

Participants underscored the importance of engaging with
key decision-makers, communicating the programme’s
benefits, and securing their support as crucial elements
for long-term success. Employing social media and pro-
gramme champions, particularly within paramedic ser-
vices, proved to be an effective method for promoting
the value of community paramedicine models of care.

ID14 – Start with early adopters, people interested in starting

the programme that will become champions.

ID 13 – Word of mouth and twitter have been useful, espe-

cially since the pandemic prevented me from dropping in to

services to introduce myself. General Practitioners are very

supportive too, and integrated me into their team from our

first meeting.

This approach aided in resolving interprofessional conflicts
arising from initial barriers to engagement due to concerns
about crossing professional boundaries, particularly among
nursing colleagues, and bolstered confidence in the care
provided by paramedics among medical professionals.

ID12 – Having excellent success building relationships from

an interdisciplinary standpoint, as well as throughout the

healthcare continuum. We run into some instances of

Registered Nurses in particular telling us to ‘stick to driving

the ambulance and leave the medicine to people who know

what they are doing’, I attribute these to a lack of education

about what our teams are capable of and failure to under-

stand the training and education that our teams possess.

Theme 4: Effective recruitment and support

for community paramedics

This theme emphasises the importance of recruiting and
retaining suitable staff for community paramedicine pro-
grammes and providing them with the necessary support
and resources to ensure successful service delivery.

Identifying appropriate candidates. Participants highlighted
the need for experienced paramedics with specific person-
ality traits and key attributes, such as patient advocacy,
compassion, and leadership.

ID 8 – Need the right person for the job-recruitment need to

identify the right personality and [they] must be passionate

about patient advocacy.

Participants emphasised that staff members in these pro-
grammes must possess appropriate prior experience, as the
role may not be suitable for inexperienced or entry-level
paramedics. In doing so, they serve as positive role

models for the programme, whether it is integrated within
an existing paramedic service or situated within the
broader healthcare system. Participants also discussed
the need for specialised education for these paramedics.
There was a general agreement that paramedics in these
roles require additional training in areas not covered by
standard entry-to-practice paramedic education pro-
grammes. It is important to note that this varied across coun-
tries, particularly between those adopting entry-to-practice
degrees based on other health disciplines and those utilising
a public safety model. Where post-graduate courses were
not available, in-service education was utilised.

ID 29 – Ideally, the paramedics should be well experienced;5

years with post-graduate university qualifications in commu-

nity paramedicine/extended care/paramedic practitioner. An

in-service education programme should be focused on devel-

oping good physical examination and diagnostic skills as well

as sound clinical decision making and reasoning abilities (this

is something I teach and emphasize in our programme).

Appropriate equipment e.g., Istat should be provided to

allow for adequate assessment and safe decisions to be

made at the point of care. Practice guidelines/protocols

should be robust and allow for adjustment based on clinician

judgement. They should also be evidenced-based and para-

medic led with advice from medicine, but not dictated by medi-

cine. Clinical governance should be provided by trained and

experienced Community Paramedics.

Addressing staff retention and attrition. Retaining staff was
found to be challenging due to workforce shortages, and
there was the risk of skilled paramedics being recruited
by other employers and increasing service demands.

ID14 – We have concerns based on available paramedics

(shortage provincially), COVID staffing issues due to isola-

tion/illness, and not everyone is suited to a Community

Paramedic role but overall, most are receptive.

ID 9 – A concern is the length of time to train and attrition rate

when leaving to work elsewhere in the NHS.

Offering competitive remuneration and ongoing continuing
professional development (CPD) opportunities was found to
help mitigate these challenges and improve staff retention.

ID13 – We currently have no contracts for our roles (first

cohort of staff), and no additional pay. During the project

we had difficulties with local management however this is

not an issue for me now. It was a factor in my decision not

to stay in the project beyond my initial contract though.

ID19 – There is no ongoing education/professional develop-

ment of the role, which is also a barrier for staff retainment.

Support and investment in staff. Recruiting the appropriate
staff involved providing them with robust practice
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systems, flexible work environments, and clinical govern-
ance structures. Clinical supervision and 24/7 medical con-
sultation for escalation when necessary were crucial
support mechanisms for community paramedics, who
often work in isolated contexts.

ID 3 – Local district level and bigger regions – Clinical super-

vision undertaken by local experienced equivalent. 24/7 con-

sultations with emergency physicians as required.

Programmes were found to benefit from collaborative,
team-based case reviews and CPD that facilitate multidis-
ciplinary learning.

ID 13 – [Community Paramedics] spend half day per fort-

night in general practice working under supervision.

General Practitioners also provide mentorship, allowing me

to discuss recent patients I have attended.

Implementing rotational work models between community
and emergency paramedic roles helped to maintain emer-
gency care skills while exposing the broader paramedicine
system to the value of community-based care.

ID 8 – Time in Community Paramedic role (single crew), time

in communications and dispatch used to identify Community

Paramedic cases and dispatching them, and then time on

emergency crew (double crew). I feel mixed models are very

important for staff.

Theme 5: Research and evaluation

This theme underscores participants’ experiences with data
sharing, which was used for patient care updates, pro-
gramme evaluation, and quality improvement. They also
tackled the importance of addressing system-level chal-
lenges that come with data collection and dissemination.
One significant subtheme that was created, which will be
further discussed, is the use of data to justify funding.
Participants expressed this as a crucial aspect in securing
continuous programme funding. Participants emphasised
the need for data collection from the planning phase to
drive development and support other programmes in
their growth. Formal research provided dependability and
negotiation power with key stakeholders for continued
funding.

ID17 – Data Collection is very important for many reasons

including quality assurance and improvement purposes.

While not all participants or the programmes they repre-
sented contributed to published research, the continuous
need for data collection and sharing was seen as crucial
for internal programme evaluations and adapting to chan-
ging community needs. Action research methodology
was cited as particularly valuable in these instances.

ID 14 – Lack of human resources to do research; we collect a

lot of data but no means to move it forward.

ID 15 – Action research – always reflect on current practices

and make needed adjustments along the way. Ask for help –

research to find best practices.

ID 4 – Evaluation of the community paramedicine programme

must be constant and the programme should be flexible when

reformation needs appear.

However, participants faced difficulties in collecting and
sharing data, with community paramedicine programmes
encountering access barriers to patient data due to a lack
of data sharing agreements within and between healthcare
organisations. This led to inefficiencies and, in some cases,
affected the delivery of integrated multidisciplinary care.

ID 9 – Navigation of data between services remains challen-

ging, a ‘joined up’ longitudinal review of care is still not

simple to report.

ID 20 – Poorly managed by our organisation from the start!

Community Paramedics have developed their own data col-

lecting application by working with the Department of

Human Services. They have provided the expertise and hard-

ware to enable a comprehensive point of care ‘client contact’

data collection means (via a cloud-based system and iPad)

that has an online dashboard for real-time data observation.

Using data to justify funding. Overcoming data-sharing dif-
ficulties proved beneficial for programme evaluation and
timely patient care. Data collection was vital for securing
ongoing funding. Participants acknowledged that funding
arrangements were often ad hoc and different from stand-
ard paramedic service funding allocations. They encour-
aged exploring non-traditional funding mechanisms and
emphasised that using research and data to demonstrate
programme impact was essential for communicating with
current or potential funding bodies, despite challenges in
data sharing.

ID 23 – data gathering and management is absolutely essen-

tial for not just justification of budget items but overall

support both from the service and other community leaders,

but even all the way to the state levels or even insurers.

ID 16 – Funding has been our biggest barrier to date. We

have implemented all our programmes to date with 3rd

party funding and finding sustainability through the govern-

ment and the [health authorities] has been challenging. We

have limited our expansion because we do not know if the

work will be financially supported moving forward.

Discussion

The findings from this study provide valuable insights into
the strengths and challenges of implementing community
paramedicine programmes worldwide. Based on the
themes identified, several key points of discussion
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emerge, providing a comprehensive understanding of the
complexities involved in successfully integrating these
programmes into existing healthcare systems.

The first theme identified the importance of community
engagement and needs identification for community para-
medicine programmes to be effective, as well as continual
reassessments. This is in line with previous studies that
emphasised the importance of accurately identifying com-
munity needs to create effective community paramedicine
programmes.27However, there is ambiguity around the ter-
minology, with some confusion between assessing the
health and social care needs of a population versus under-
standing community resource capacity. From a community
paramedicine perspective, it is critical to assess the health
and social care needs of the population using a standar-
dised approach.27 This is important to ensure that commu-
nity paramedicine programmes are designed to address
individual care needs, such as high chronic disease
burden compounded by social isolation and mental
health concerns, while fostering inter-agency collaboration
with other health or social care partners.27 Community
needs assessments are mentioned within the Canadian
Standards Association framework for community parame-
dicine programmes28 and instruments like the interRAI
Community Paramedicine Contact Assessment29 are emer-
ging to assist programmes in identifying these needs.30

While individual health services may internally recognise
the importance of community needs assessments, a stan-
dardised and uniform approach could provide increased
clarity regarding the most suitable methods and is an
area of further research required.

Identifying and resolving interprofessional conflicts,
which can lead to significant breakdowns in health service
delivery, is crucial.31 The success of community paramedi-
cine programmes hinges on the creation and preservation of
solid partnerships with various healthcare providers and
organisations, promoting integration with the larger health-
care system.32 Participants underscored the need to cultivate
relationships with general practitioners, primary care clinics,
and other allied health professionals so that community
paramedicine programmes can enhance and complement,
rather than conflict with existing services. Our findings cor-
roborate earlier studies that highlight the significance of
positive interprofessional relationships for the successful
operation of community paramedicine programmes.31

Challenges often arise within interprofessional practice in
healthcare, even though it is a well-documented phenom-
enon.33 While some cases of interprofessional practice
have brought about substantial benefits to the coordination
of patient care,34 it can also obstruct team performance.35

Interprofessional conflicts can arise from threats to profes-
sional identity, perceived disparities in treatment, values,
and assimilation, or when team members experience
insults, humiliation, and friction.36 In community paramedi-
cine programmes, avoiding potential interprofessional

conflict arising from the duplication or perceived duplica-
tion of existing services is important. To ensure the
success and smooth integration of these programmes into
the broader healthcare system, proactively mitigating con-
flicts rather than merely addressing them as they occur can
be important. To achieve this, it is recommended to
involve care partners in the planning stages of programme
development.37 This collaborative approach will foster an
environment of cooperation and mutual understanding.38

Another vital aspect of effective community paramedi-
cine programmes is the promotion and communication of
the programme’s objectives and benefits. Previous litera-
ture has shown that addressing misconceptions and clarify-
ing the role of community paramedics is crucial for
securing buy-in from stakeholders and facilitating integra-
tion within the healthcare system.1,39 Leveraging change
agents, such as programme champions, and utilising
social media platforms were found to help promote the
value of community paramedicine models of care, dispel
misconceptions, and build trust among other healthcare
professionals40 and the community. Prior studies in pallia-
tive care41 and hospital-based readmission risk pro-
grammes42,43 have revealed that common misconceptions
regarding the programmes’ roles can be hindered by per-
sistent miscommunication. Overcoming these issues may
be achieved through clear purpose statements and the use
of change agents to dispel misconceptions. Programme
developers and managers should be aware of this when
integrating community paramedicine programmes, as it
highlights the importance of effective communication
and collaboration in ensuring a successful implementation.

The success of community paramedicine programmes
may necessitate a distinct governance and clinical supervi-
sion structure compared to traditional paramedic services.
Medical oversight in community paramedicine pro-
grammes varies, where some studies describe remote
medical oversight or physician support15,44,45 but the
exact roles undertaken by physicians are often unclear.46

While some researchers argue that robust clinical supervi-
sion is required in jurisdictions with limited legislation
supporting professional roles,47 others emphasise that
medical supervision should not hinder the development
of community paramedics’ professional practice.48

Governance structures that facilitate the integration and
utilisation of community paramedics are essential.
Existing protocols may not always be followed or may
not cover all aspects of the community paramedicine
role, such as social assessments.14 Thus, as community
paramedicine programmes continue to develop and
expand, it becomes increasingly important to re-evaluate
and adapt clinical supervision and governance structures
to ensure the effective delivery of patient-centred care.
This may involve refining medical oversight roles,
strengthening standard operating procedures, and addres-
sing potential gaps in legislation to support community
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paramedics in their potentially expanded scope of practice
or the transition to true autonomous, yet team based,
practice.17

The study highlights research and evaluation of pro-
grammes as a critical theme, emphasising the importance
of data collection and sharing for programme flexibility
and adaptation and to ensure sustained funding.
Participants faced challenges in data collection and
sharing; however, overcoming these obstacles can signifi-
cantly enhance programme outcomes and facilitate the
development of best practices. Moreover, a recent system-
atic review suggested that electronic mobile recording
devices could potentially standardise the collection of com-
prehensive, timely, and accurate health data for field-based
research.49 Similarly, gathering data and evaluating the
improvement in quality-adjusted life years for programmes
can demonstrate not only individual-level outcomes but
also contribute to a robust economic evaluation. This
approach provides the solid foundation needed for
decision-makers to commit to continuous funding.50

While traditional medical research primarily focuses on
biopsychosocial outcomes, it is crucial for future health-
care studies of community paramedicine programmes to
address aspects such as treatment costs and economic
evaluations.

In our interpretation of participants’ responses, we
heavily leaned on complexity theory and a critical realist
approach, as referenced in the methods. Complexity
theory has been recognised as a useful tool in health ser-
vices research, particularly in areas like knowledge transla-
tion and interprofessional collaboration, due to its potential
to capture and understand intricate dynamics within health-
care systems.51 We employed this theory to unravel the
challenges faced by community paramedicine pro-
grammes, viewing them not as isolated elements, but as
components of a complex, interdependent healthcare deliv-
ery system. This approach extended our understanding of
the impact of these programmes beyond individual
patient outcomes, considering wider implications such as
resource allocation and healthcare system design.
Simultaneously, our critical realist stance, increasingly
adopted in the study of health and social care systems,
allowed us to delve into the multiple layers of reality that
influence the implementation and delivery of community
paramedicine programmes.52 This stance guided our inves-
tigation of the interplay between individual, social, and
systemic factors shaping the experiences and perceptions
of those involved in community paramedicine.

This framework, serving as a lens through which we
conducted our research, influenced our data collection,
analysis, and discussion of findings. Moreover, these
approaches hold promise for future research in community
paramedicine. They provide a blueprint for systematically
exploring the complex dynamics at play in the implemen-
tation of such programmes, thus enabling researchers to

deepen their understanding of these initiatives and their
implications for healthcare delivery.

Limitations

When interpreting the results, several limitations should be
considered. First, participants self-identified as representa-
tives of their community paramedicine programmes, which
may not fully capture the range of experiences within these
programmes, and their perspectives may not represent the
entire team or organisation. Second, the study’s geograph-
ical scope was limited to seven countries, possibly exclud-
ing programmes in other countries that may encounter
different experiences and challenges. Nevertheless, to the
research team’s knowledge, this is the first true inter-
national synthesis of community paramedicine programme
experiences, encompassing all countries that have pub-
lished peer-reviewed evidence of existing programmes.
The research team comprised a diverse group of inter-
national community paramedicine experts, which
enhanced the understanding of existing community para-
medicine programmes. An additional limitation is the use
of survey data to collect experiences from the representa-
tives. This method may not provide information as rich
or detailed as face-to-face interviews or focus groups,
and the survey questions might not address all relevant
aspects of community paramedicine programme imple-
mentation and challenges. The development of our
survey, while comprehensive and guided by literature
and field expertise, may still contain potential biases.
These biases might stem from the subjective selection of
literature or unconscious predispositions of the expert con-
sultants. This could have influenced the framing of ques-
tions, leading to unintended skewing of responses. The
pilot testing of our survey was conducted within the
research team. While this approach provided initial feed-
back on content and clarity, it also presents a limitation.
The research team may not fully represent the diversity
of perspectives in the larger pool of community paramedi-
cine programme representatives. This limitation could
impact the external validity of our survey, restricting the
applicability of our findings to wider contexts. However,
the surveys offered flexibility and open-ended questions,
allowing participants to express themselves and reveal
areas not already included in the survey design. Despite
these limitations, the study offers valuable insights into
the experiences, strengths, and challenges faced by com-
munity paramedicine programmes across several different
regions internationally, which can inform the development
and implementation of future programmes.

Conclusion

Community paramedicine programmes hold great potential
for delivering benefits to patients, healthcare services, and
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the wider community. This study provides a unique,
in-depth exploration of the practical realities of implement-
ing and delivering community paramedicine programmes
across diverse healthcare systems. While the potential ben-
efits and success factors of these programmes have been
reported in other studies, our research contributes to the
existing body of knowledge by offering a consolidated,
cross-cultural perspective based on the lived experiences
of representatives involved in these programmes.
According to study participants, the success of these pro-
grammes hinges on several factors, including addressing
community and healthcare system needs, fostering robust
interprofessional collaboration, promoting effective com-
munication, recruiting and supporting skilled and dedicated
community paramedics, and gathering and analysing data
for quality improvement and funding purposes. By tackling
challenges and capitalising on the strengths of existing com-
munity paramedicine programmes, healthcare systems can
better serve underserved populations, optimise resource
use, and enhance patient outcomes.
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Appendix 1 Survey questions asked

of participants

Q1. What county/state/service, country (jurisdiction)

does this survey relates to?
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Q2. Please outline the population characteristics that

this community paramedicine programme serves (e.g.,
geography, density, social issues such as vulnerability, eth-
nicity, and economic). If you could outline the broad popu-
lation served by the wider service, the programme operates
under (if relevant) and then provide further specific popu-
lations the community paramedicine programme attempts
to target and engage with.

Q3. Please outline the model of service delivery used

(e.g., proactive, reactive).

Please select all that apply or provide further information
in the other textbox.
□ Proactive (responding to patients referred to community

paramedics from sources outside of emergency call-

taking systems. This includes providing health monitor-

ing and follow-up care after referral and enrolment into

a community paramedicine programme). Please also

outline where referrals from the programme primarily

come from

□ Reactive (responding to patients who seek care only if

they use an emergency call-taking and dispatch

system or only if a primary paramedic crew on scene

request community paramedic attendance)

□ Other

Q4. Please outline the scope of role (scope of practice)

undertaken by community paramedics in your

setting. Please select all that apply or provide further

information in the other text box:

□ Enhanced (beyond non-specialist role) physical examin-
ation and history-taking

□ Phlebotomy
□ Arterial or venous blood gas sampling Urinalysis
□ Peak flow
□ Spirometry
□ Wound care and wound closure (glue, staple, suture)
□ Local and regional anaesthesia
□ Urinary Catheterisation (indwelling catheter/suprapubic

catheter)
□ Splinting and plastering
□ Dislocation assessment/management
□ Multiple system assessments including home assess-

ments, Activity of Daily Living (ADL), mobility,
falls, and cognitive assessments.

□ Administer medications (beyond non-specialist role)
including analgesics, antibiotics, antihistamines,
topical medications, and vaccinations.

□Assisting local medical facilities in fulfilling community
demand for services as required by the health depart-
ment on a location-by-location basis.

□ Assisting hospital staff at particular times or with spe-
cific skills in the absence of other appropriate medical
staff

□ Providing health ‘cover’ in a location when other health
resources (e.g., local physicians and nurses) are
unavailable.

□ Chronic disease assessment and monitoring (CCF,
Diabetes, COPD)

□ Health promotion activities Health monitoring
□ Referrals to other specialties (medical, social or

otherwise)
□ Carry out and interpret diagnostic tests (beyond non-

specialist role)
□ Refer patients to social care services.
□ Directly admit patients to specialist units
□ Investigate factors underlying the excessive use of acute

care resources for primary care conditions (lack of trans-
portation, social support, and health literacy)

□ Interface with primary care physicians, homeless
service agencies, street outreach teams, hospital
social workers, case managers, and adult protective
services personnel

□ Palliative care management Radiology interpretation
□ Sonography
□ Otoscopy
□ Ear Nose and Throat (ENT) foreign body removal
□ Other (please detail)

Q5. Please outline:

–Minimum education requirements required to enter a

community paramedic programme

–Minimum experience required to enter a community

paramedic role (if relevant)

–Minimum education requirements to commence prac-

tice as a community paramedic

Please note this response should outline the minimum edu-

cation and experience required to be selected into a com-

munity paramedic role as well as the educational

requirements to practice in a community paramedic role.

If relevant, please provide the nature of the postgraduate

education programmes required.

Q6. Please outline what clinical supervision require-

ments are in place for the community paramedicine role.

Q7. Please outline the clinical governance and other

relevant structural or organisational supports put in

place around the community paramedicine role.

If possible, how is this different from the existing govern-

ance structure if the role operates within an ambulance

service?

Q8. Please outline whether there is integration with

primary care in your programme and to what extent:

Q9. Please outline if the community paramedics in the

programme undertake a rotational* staffing model:
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*Rotational means do your community paramedics rou-

tinely rotate in and out of the community paramedic pro-

gramme role, e.g., rotate through time in a community

paramedic role, then time in a traditional emergency

response role, then perhaps time in dispatch or communi-

cations in a consistent rotational manner)

Q10. What barriers has the programme faced across

implementation and delivery (think ‘warts and all’

summation of your experience in your programme)?

Please select all relevant options below and elaborate on
the points with adequate detail:
□ Staffing issues
□ Reporting issues
□ Funding issues
□ Relationship building (other professions and/or

services)
□ Information sharing
□ Legislation
□ Clinical governance
□ Education
□ Research
□ Union or workplace issues
□ Other

Q11. What have been the key drivers for change in

your programme?

Please select all relevant options below and elaborate on
the points with adequate detail.

□ Staffing issues
□ Reporting issues
□ Funding issues
□ Relationship building (other professions and/or

services)
□ Information sharing
□ Legislation
□ Clinical governance
□ Education
□ Research
□ Union or workplace issues
□ Other

Q12. If available, please outline the outcome data gath-

ered on the community paramedicine role. This can be
internal reports freely available, links to relevant published
literature or expert knowledge. If there are any freely avail-
able internal reports, links to relevant published literature,
or conference pieces that relate to your programme please
provide links below or alternatively request a member of
the research team to get in contact in order to obtain them.

Q13. For an organisation looking to introduce a com-

munity paramedicine programme do you have any

important points from your experience they should

consider?

Q14. Please feel free to also outline any further com-

ments that you feel may be relevant to this exercise.
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