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Abstract
Introduction: Community paramedics provide care in a diverse range of settings that address the needs of the commu-
nities they serve. Recent developments have resulted in a call for guidance on the education requirements of community
paramedics at a national level in Canada. To inform the development of such guidance, we sought to identify the various
roles that community paramedics in Canada enact.
Methods: This was a three-phase study that combined (1) frameworks describing community paramedicine in Canada,
(2) a review of community paramedicine literature focused within the Canadian setting, and (3) a review of data reported
by a pan-Canadian working group. Elements identified at each phase were extracted and mapped to an existing role
description for paramedics in Canada. Elements central or unique to community paramedic practice were iteratively
identified and highlighted.
Results: Community paramedics perform multiple roles that span a broad continuum of the healthcare system. They
deliver and support person-centred care through expanded assessment, diagnostic and therapeutic interventions
(Clinician). They are situated in and engage with communities in designing programs to meet community needs
(Professional). Through their trusted relationships with people receiving care and care partners, they engage in health
promotion and education activities (Educator). They coordinate care and help patients navigate the care system
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(Health and Social Advocate). As members of interprofessional care teams (Team Member), they both accept referrals
and refer within these teams, as well as support a range of disposition options. They continually assess and maintain their
professional competence and personal wellbeing (Reflective Practitioner).
Discussion and conclusion: Community paramedics share common roles with other paramedics in Canada, but their
enactment of these roles is contextually specific and involves elements that are unique or more prominent. The descrip-
tion of these roles in the community paramedic context will guide future developments in community paramedic
education.
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Introduction
Community paramedicine is a model of care whereby para-
medics apply their knowledge and skills to provide immedi-
ate or scheduled primary, urgent and/or specialised
healthcare often to medically complex and structurally vul-
nerable patient populations. They do so by focusing on
improving equity in healthcare access across the continuum
of care, providing care in place, wherever the patient hap-
pens to be.1 Shannon et al.2 furthered this description, offer-
ing an international consensus-derived definition that ‘a
community paramedic provides person-centred care in a
diverse range of settings that address the needs of the com-
munity. Their practice may include the provision of primary
health care, health promotion, disease management, clinical
assessment, and needs-based interventions. They should be
integrated with interdisciplinary healthcare teams which
aim to improve patient outcomes through education, advo-
cacy, and health system navigation’. Integrating within
interprofessional teams, providing health education, and
helping with system navigation are emerging and evolving
features of paramedic practice across many contexts, but are
readily identifiable features of community paramedic prac-
tice in Canada.

One of the most pressing issues facing community para-
medicine in Canada is the preparation of paramedics to
undertake expanded and constantly evolving roles, due to
a lack of appropriate education programs, shortcomings in
regulatory structures, and poor integration within multidis-
ciplinary teams.3 Those who seek to practice as community
paramedics require a combination of differing clinical
experience from their traditional paramedic roles, supported
by enhanced education and clinical support to successfully
perform the functions of the position. This is supported by
the recent release of the Paramedic Association of Canada’s
Career Framework for Paramedics.4 For example, future
advanced practice roles (Specialist Paramedic and
Paramedic Practitioner) will have contextually specific
advanced knowledge and skills in making complex clinical

and treatment decisions. We argue that some community
paramedics already operate in this advanced practice space
despite lacking the preparation suggested by the framework.
For example, it is recommended in the framework that para-
medics in advanced practice roles hold a post-baccalaureate
qualification in paramedic practice with expertise in a clin-
ical speciality – in this case, in community and/or primary
care. Advanced practice paramedics will possess the knowl-
edge and skill to contribute to high-quality person-centred
clinical care that goes beyond that of a traditional para-
medic, which includes the ability to assess, conduct and
interpret diagnostic tests, make diagnoses and provide inter-
ventions, and in the case of Paramedic Practitioners, inde-
pendently prescribe medications. The use of expanded
assessments, interventions, and alternative care pathways
may carry greater uncertainty and therefore increased risk
and responsibility.5 Given that we know how inconsistent
the current approach to community paramedic education
is Chan et al.,6 we need to ensure that community parame-
dics are provided with additional support to prepare them to
enact their roles, now and as they evolve further into
advanced practice roles.

Unfortunately, unlike advanced practice roles in other
health professions,7–9 community paramedic education
across Canada is not delivered at an adequate level to consist-
ently and safely produce specialist practitioners. Most com-
munity paramedic education programs, with only a handful
of notable exceptions, are developed and delivered through
employer-based (or in-service training) with highly variable
duration, content, and award levels.6 By virtue of such vari-
ability, an opportunity exists to develop pan-Canadian guid-
ance on education requirements for advanced practice in
community care, primary care, and public health.6 In recent
years, several documents have called for guidance related
to the competencies and education of community paramedics
and their evolving practice.1,10–13 To best inform the devel-
opment of such guidance, an understanding of the founda-
tional roles that community paramedics enact in this
specialist context must first be identified and described.
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Aim
We sought to identify both the various roles that community
paramedics in Canada enact, and those that align with or
support the ongoing evolution of this specialist context of
paramedic practice.

Methods

Study overview
This study involved a multi-phased, multiple-methods
approach to identifying the roles enacted by community
paramedics in Canada. We undertook a document analysis
of existing frameworks, reviewed literature on community
paramedicine, and integrated the insights from a national
community paramedicine working group. This approach
was considered by the research team to provide appropriate
depth and scope of data, allowed for the use of multiple
types of data, and, importantly, allowed for authentic and
credible pan-Canadian perspectives to be considered (both
in the data and within the research team) without burden-
some logistics.14 The multiple methods allowed for compli-
mentary perspectives that were not duplicative, and built on
the contributions of the included data.15

To start, we define a ‘role’ using the definition from
Tavares et al.16 – it is more than simply what people do,
or a list of competencies; it is their embodiment of their pro-
fessional capabilities through their competencies. You may
wish to think of roles as a conceptual framework by which
you can group competencies towards the performance of
specific professional activities. For example, providing
care for a person experiencing homelessness requires enact-
ing multiple competencies in clinical practice, communica-
tion, social determinants of health, reflection, and critical
thinking skills, to name just a few. It is these combinations
of competencies, when enacted, that inform these roles.

First, we performed an initial analysis of frameworks that
individually described community paramedicine models of
care. Next, we further expanded on these frameworks through
analysis offindings frompublished community paramedic lit-
erature. Finally, we integrated the publicly available data
reported by a pan-Canadian working group on paramedicine
in primary care, public health, and community care settings.
Given that this role documentwill be used to inform the devel-
opment of a specialist competency framework for community
paramedicine that builds upon the National Competency
Framework forParamedics (NCFP),weelected tonot include
the NCFP document itself in our analysis within this study.

We adapted the Framework Method17 for the deductive
content analysis of extracted data across the three phases
against an existing role description. We approached this
study from a pragmatism perspective,18,19 acknowledging
that the aim of our research required broad ‘real-world’
data, that no singular data set could address it, and that we

wanted to produce a practical and useful answer. We were
aware of several existing projects (developed via diverse
and mixed approaches) that described both the activities of
community paramedics in complex healthcare systems, as
well as features of community paramedicine programs that
could help to explain the underlyingmechanisms of enacting
the community paramedic roles. Through multiple method
approaches, these could be combined in a systematic and
trustworthy manner to provide new insights, while harnes-
sing the expertise of the group to provide additional insight
with the final intent of producing useful (in the context of
community paramedicine) knowledge.20

Context
Within this study, context refers to the ‘context of practice’ of
community paramedicine in Canada. We acknowledge that
community paramedicine is delivered via numerous models
across Canada and internationally. However, we suggest
there are common traits and program features that support
the enactment of various roles of the community paramedic.
We aim to explore this using an existing national role
description, Canadian frameworks that describe community
paramedicine, and pan-Canadian data on community para-
medicine practice.

Positionality and reflexivity
Our research team was composed of individuals with
expertise in community paramedicine, public health, and
primary care, which we defined as ‘practice, research, edu-
cation, policy, and/or lived or living experience with the
context’. Team members represented jurisdictions across
Canada and were joined by colleagues with research expert-
ise in community paramedicine from Australia. CL and AB
led the data collection, analysis, and drafting of the initial
roles framework. We did not have public or patient engage-
ment within the team.

We acknowledge that having a research team of individuals
who are invested in community paramedicine clinical practice,
education, research, leadership and policy means that the team
is somewhat introspectivewhen it comes to the outcome of this
work. Individually and as a group, we are all inherently shaped
by such insider perspectives on the research topic. To provide
balance to this insider perspective, we used multiple external
data sources produced by others and a deductive analytical
framework. We maintained open dialogue as a research team
and engaged in several rounds of clarifying questions and revi-
sion of statements in the article.

Analytical framework
We used the ‘Canadian Paramedic Profile and Roles’21 as a
working analytical framework to develop our community para-
medic roles model by extracting roles, framing concepts, and
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cross-cutting themes (see Table 1). This model describes the
roles that all paramedics enact in practice regardless of context,
including clinician, team-member, health and social advocate,
professional, reflective practitioner, and educator.16 Three fram-
ing concepts emerged in this research: variable context of prac-
tice, embedded relationships, and a health and social continuum.
In addition, four cross-cutting themes were developed: patient
safety, compassion, adaptability, and communication. The
cross-cutting themes were almost always present in what
roles did emerge and thus were not considered unique roles
in themselves. We applied the analytical framework to
each of the frameworks identified in Phase 1. We were
guided by the description of each of the roles to determine
where to map elements from other frameworks, as outlined
in Table 2. We use the term elements in this manuscript as
a ‘catch-all’ phrase for the various individual items that
may have been mapped from other frameworks. Given these
documents were produced for different purposes, by different
means, they contain a mixture of roles, dimensions, compe-
tencies, models, activities, units of work, descriptions and
other terms. An element is thus an overarching concept of
something that was extracted from a data source within the
study that contributed a data point for analysis.

Phase 1 data source – Existing frameworks
Our intent in Phase 1 was to explore existing frameworks that
described community paramedicine in Canada. We searched
for all existing community paramedicine frameworks in use
in Canada by using existing literature review findings, frame-
works identified by a national working group (details of this
group’s work are provided in phase 3), and combined these
with the expertise of the research team. Additionally, several
members of this research team sit on the national Community
Paramedicine Technical Committee and are aware of
context-specific developments of this nature. See Table 3
for details on each of these frameworks.

The RESPIGHT community paramedicine model of care22

was developed in Ontario, Canada and provides a contextually
specific description of community paramedicine as a model of
care. It highlights the unique characteristics of community
paramedicine that distinguish it from other related models of
care, and includes response to emergencies, engaging with
communities, situated practice, and primary health care. This
model of care is facilitated by four enabling factors, which
comprise integration with health, aged care and social

services,23 governance and leadership, higher education, and
treatment and transport options.While the findings are not rep-
resentative of all community paramedic programs, given the
methods used, they are generalisable based on theory.

A pan-Canadian committee developed the Community
Paramedicine Program Development standard in 2017.1

Membership of this committee represented various sectors
within community paramedicine, including service operators,
community paramedics, educators, regulators, researchers, and
others. The standard was developed using the CSA Group
eight-stage development process,24 which offered a defensible
and rigorous project management solution. The standard
describes 24 community paramedicine models of care under
three organising categories – care, coordination, and response.

Two reports on community paramedicine, one from the
Association of Municipalities of Ontario (AMO) and Ontario
Association of Paramedic Chiefs (OAPC),25 and one from
the Ontario Community Paramedicine Secretariat (OCPS),26

were also included. These outlined nine and five models of
community paramedicine program delivery, respectively.

In addition, the ‘Community Paramedic Competency
Profile’ from the Saskatchewan College of Paramedics
was identified and included.27 This profile outlines compe-
tencies of community paramedics across 13 areas.

Finally, we included the Competency Framework for
Community Paramedicine in Ontario, based on an original
framework developed by Middlesex-London Paramedic
Service.28 This document outlined six roles of a community
paramedic, along with 27 core competencies.

Data extraction
We extracted each of the elements from these foundational
frameworks into a spreadsheet. Two researchers (CL and
AB) extracted elements individually and then compared
findings. Any disagreement was resolved via discussion.

Phase 2 data source – Community paramedicine
literature
Two researchers (CL and AB) began by intentionally focus-
ing on literature related to community paramedicine in
Canada. Our team had recently completed two reviews
that identified community paramedicine literature, and we
elected to use those reviews rather than complete a

Table 1. Summary of the elements extracted from the PAC Paramedic Profile to inform the analytical framework.

PAC Paramedic Profile
(2016)16

Six roles Clinician, team-member, health and social advocate, professional, reflective
practitioner, and educator

Three framing
concepts

Variable context of practice, embedded relationships, and a health and social
continuum

Four cross-cutting
themes

Patient safety, compassion, adaptability, and communication

4 Paramedicine
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duplicative review. Both peer-reviewed and grey literature
were included across the two reviews.

First, we used the findings of a recent Canadian parame-
dicine literature review to identify community paramedicine,
public health, and primary care literature.29 This was a
restricted review focused on Canadian paramedicine litera-
ture published from 2011 to 2023 that used multiple data-
bases and grey literature searches. In addition, Bolster et al.
performed a manual review of Canadian Paramedicine maga-
zine issues from 2014 to 2022.10,29

Second, while we initially focused on Canadian litera-
ture, we recognised that international works may have
had an influence on or application to Canadian contexts.
Consequently, we also opted to use a recently published
restricted review of community paramedicine to provide
additional insights from the international literature.13

The full details of the included reviews, search strategies,
and results are reported in their respective manuscripts,
referenced above.

Data extraction
The extraction process for Phase 2 was informed by a series
of elements. These included descriptions, models, expecta-
tions, roles, and attributes. In addition, we extracted data
from included literature that described public health, pallia-
tive care, and other related community paramedic program
models as suggested by the phase 1 results. We extracted
each of the elements from these publications into the
same spreadsheet. Two researchers (CL and AB) extracted
elements individually and then compared findings. Any dis-
agreement was resolved via discussion.

Phase 3 data source – Working group data
Aworking group dedicated to providing expertise on commu-
nity care, primary care, and public health paramedicine sub-
mitted a report to the NCFP development group lead (AB) in
October 2022 as part of the data collection process for devel-
oping the NCFP. This working group comprised 15 experts
in community paramedicine, primary care, and public health
with representation from Ontario, Saskatchewan, Manitoba,
Alberta, Nova Scotia, Prince-Edward Island, and British
Columbia. The group sought to describe and support with evi-
dence what community paramedic units of work comprised
nationally.Theysuggestedcompetencies for communitypara-
medics across eight categories. Severalmembers of thiswork-
ing group are alsomembers of the research team for this study
(AH, RPS, BML, DK, BDA, LH, MSL, and SL). The report
data is available on reasonable request.

Data extraction and analysis
The extraction process for Phase 3 was also informed by
similar elements. These included descriptions, activities,

and competencies. We extracted each of the elements
from this data into a spreadsheet. Two researchers (CL
and AB) extracted elements individually and then compared
findings. Any disagreement was resolved via discussion.

Merging of findings
Two researchers (CL and AB) created an initial set of
merged findings by cross-referencing and collapsing the
mapped elements. This was achieved by seeking at least
one occurrence of a mapped element to a role, cross-cutting
theme, framing concept or enabling factor. Where we iden-
tified multiple mapped elements, we combined like terms
and collapsed to higher-order terms (e.g., ‘referrals to com-
munity services’ was simplified to ‘referral’). This initial
table of mapped and merged findings was brought to the
research team.

The team agreed on unique or central elements to com-
munity paramedic practice through an iterative process of
comparing the mapped results to the existing description
of each role in the profile and highlighted elements that
were more commonly described throughout the findings
of this study (e.g., community based care, equity of access)
or were unique to the mapped findings (e.g., social prescrib-
ing), to inform the final version of the merged findings. The
team then reviewed the final version of the edited table and
provided minor feedback on wording and placement of
elements.

Trustworthiness and rigor
We enactedmeasures to improve the trustworthiness and rigour
of our processes and outputs.30 For example, we ensured a clear
audit trail, capturing all documents, mapping exercises, and
edits throughout multiple drafts. We ensured our team was
composed of members of the profession with expertise in com-
munity paramedicine clinical practice, education, research, pol-
icy, and program development, with representation from across
Canada. We used an analytical framework that describes the
roles of all paramedics in Canada and used it to explore a
context-specific implementation of the roles.

Ethical considerations
This study did not involve human research participants, and
therefore, no ethics approval was required.

Results

Phase 1 findings
Table 3 outlines the elements extracted from the six frame-
works included as Phase 1 data sources. These findings
include various descriptions of community paramedicine
models of care, areas of competency and core

6 Paramedicine



competencies, and proposed roles of community parame-
dics (that differ from the core roles profile).

Phase 2 findings
We identified 110 articles that were related to community
paramedicine, harm reduction, Indigenous community
care, mental health, rural practice, substance use, palliative
care, public health, remote and isolated communities, and
virtual care in the existing Canadian reviews. Proactive
(i.e., scheduled care) and reactive (i.e., unscheduled care)
models of community paramedicine were described, and
described targeted approaches to reduce 911-initiated emer-
gency calls, emergency department visits and hospital

admissions.13,31,32 In addition, the creation of low-acuity
pathways, outreach services, and social prescribing for
community care of structurally marginalised populations
were described in the literature.11,13,33,34 The captured stud-
ies reported the importance of the paramedic role in caring
for people receiving palliative care,35–37 long-term care at
home,38 and primary care in the absence of appropriate
access within the community.13,39,40 In addition, literature
highlighted the ability of paramedic services to collaborate
in the delivery of public health, including conducting mass
testing, home visits, and immunisation clinics.41,42

Community paramedics also play a central role in the deliv-
ery of equitable health care access to incarcerated persons,
people who use drugs, underserved minority populations,

Table 3. Phase 1 data results.

Framework Elements extracted Detail

RESPIGHT model (2015) Four features of
practice

Response to emergencies, engaging with communities, situated
practice, and primary health care

Four enabling factors Integration with health, aged care and social services, governance
and leadership, higher education, and treatment and transport
options

CSA Z1630 Standard (2017) Three categories of
models

Care, Coordination, and Response

24 models of care Diagnostics, Dialysis support, immunisation, intravenous therapy,
Medication administration, Point of care testing, Remote
monitoring, Treatment, Wound care, Care coordination, Early
detection and intervention, Fall prevention, Health promotion,
Health surveillance, Social inclusion, System navigation, Tele/video
assessment, Case finding and referral, Early discharge, Emergency
diversion, Medication management, Palliative care, Reintegration
to home, and Surge capacity

AMO/OAPC Community Paramedic
Policy Framework (2021)

Nine models of care Home and Virtual Visits, Assessment & Referral, Remote Patient
Monitoring, Wellness Clinics, Immunisation Clinics, COVID-19
Testing/Swabbing & Mobile Clinics, Palliative Care Programs,
Mental Health & Addictions Programs, and High Intensity Needs
Programs

OCPS Report on the Status of
Community Paramedicine in
Ontario (2019)

Five models of care Community Assessment and Referral Programs, Community
Paramedic-Led Clinics, Home Visit Programs, Remote Patient
Monitoring Programs, and Community Paramedic-Specialist
Response Programs

Community Paramedic Competency
Profile – SK (2019)

13 areas of competency Professionalism, Communication, Documentation, Assessment,
Pharmacology, Patient care and treatment, Follow-up care,
Immunisations, Geriatric care, Palliative care, Mental health &
addiction care, Chronic care, and Community services

Competency Framework for
Community Paramedicine – ON
(2021)

Six roles of the
community
paramedic

Professional, communicator, team member, empowering patients,
healthcare practitioner, and administration

27 core competencies Values and Ethics, Accountability and Trustworthiness, Continued
Professional Development, Self-awareness, Reflective Practice,
Cultural Competence, Strategies and Techniques,
Interprofessional, Patient-centeredness, Information-Sharing,
Care-Planning, Collaboration, Mutual Respect, Referral, Health
Promotion and Advocacy, Patient Educator, Systems Navigation,
Works Within Scope, Knowledgeable, Skill Proficiency, Patient
Assessment, Patient Management, Patient Safety, Documentation,
Use of Technology, Quality Assurance and Improvement,
Organisation

Lanos et al. 7



and remote and isolated communities – in particular, to
remote Indigenous communities.11,43–47

Bowles et al. highlighted an additional four dimensions
of paramedic practice that were mapped to the existing roles
framework.48 These were (1) Practitioner (who the practi-
tioners are); (2) Practice settings (where they practice);
(3) Care (what type of care they provide); and (4) Patient
disposition (who/where they transition care of the patient
to). Shannon et al. demonstrated a need to develop common
approaches to education and the scope of role while main-
taining flexibility in addressing community needs. They
also observed a lack of standardisation in the implementa-
tion of governance and supervision models.13

Phase 3 findings
The NCFP working group reported a list of 128 competen-
cies organised into eight categories: Professionalism,
Communicator, Team Member/Collaborator, Empowering
Patients/Health Advocate, Health Practitioner/Community
Health Specialist, Physical skills, Administration, and
Miscellaneous. The individual competency items from
each category were mapped against the analytical frame-
work. For simplicity, the mapped and merged findings
(next section) only included the parent categories outlined
in this paragraph, as outlined in Table 4.

Merged findings
The merged findings offer an insight into a model of com-
munity paramedic practice, which is enacted through the
previously described six roles of the paramedic (with
unique or central elements to community paramedic prac-
tice highlighted in the merged results), three framing con-
cepts, four cross-cutting themes, and four enabling
factors. The mapping and merging exercise confirms the
ability of the existing six roles to structure the context-
specific roles that community paramedics enact. Further
details on the community paramedicine roles model that
resulted from the mapping exercise are provided in Table 5.

We offer a visual representation of this roles model in
Figure 1. This model highlights the roles that community
paramedics enact when practicing within their specialist
context. Starting in the centre of the image, each role is pre-
sent, and the italicised writing under each role highlights the
central or unique elements that distinguish community para-
medicine from traditional practice. Moving outwards, these
roles are supported by cross-cutting themes and framing
concepts identical to those described by Tavares et al.
Importantly, moving to the outside of the image, commu-
nity paramedicine is enabled by several factors highlighted
by O’Meara et al., including clear governance and leader-
ship, a need for higher education, integration within the
broader system, and diverse treatment and transport
options.

Discussion
This study aimed to identify the context-specific enactment
of the roles of community paramedics in Canada. Following
a three-phase process that mapped existing frameworks, a
comprehensive review of the literature, and an expert work-
ing group report, we identified the context-specific enact-
ment of six roles. Our findings demonstrate that
community paramedics provide emergency care, primary
care, and public health (Clinician). They are situated in
and engaged with communities in designing programs to
meet community needs (Professional). They deliver and
support direct patient care, often with an expanded clinical
scope (Clinician). Using their trusted relationships with
people receiving care and care partners, they engage in
health promotion and education activities (Educator).
Community Paramedics coordinate person-centred care,
help people to navigate the health and social care system,
and enact social prescribing solutions (Health and Social
Advocate). As members of interprofessional care teams
(Team Member), they both accept referrals from and refer
within these teams, as well as support a range of disposition
options for people receiving care. They also continually
assess and maintain their professional competence and per-
sonal wellbeing (Reflective Practitioner).

Our findings support the utility of the existing roles
description for paramedics16 in describing and understand-
ing the specific roles enacted by community paramedics, or
more broadly, paramedics who practice within community
and primary care settings. Enacting these roles is context-
ually specific and involves elements that are either unique
or more prominent when compared to traditional paramedic
practice. Two examples include practicing within interpro-
fessional care teams, and social prescribing. Paramedics
working within interprofessional care teams is a distinct dif-
ference from the emergency response context, where para-
medics traditionally transfer care of patients directly to
other care team members within hospitals or health cen-
tres.49–51 Evidence from the UK and Ireland demonstrates
that assimilation of paramedics into primary care teams is
complex and may present several challenges.52–54 As
such, issues related to role conflict, communication ability,
shared decision making, clinical governance and integration
must be considered when embedding paramedics in care
teams.53,55 Being embedded within a broader team context
also requires paramedics to improve their understanding of
collaborative practice and relationships with social and
community service providers to help people receiving
care to navigate the healthcare and social system.

Navigating health and social care systems is one
example of the social prescribing interventions that commu-
nity paramedics facilitate.56 Although the nomenclature of
social prescribing is not commonly used within the
Canadian context, it provides a useful perspective that
acknowledges the interdependency of the health-social

8 Paramedicine
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Table 5. Community paramedicine roles model for Canada.

Roles

Clinician Community paramedics provide and coordinate person-centred care in primary care and
public health contexts. This often includes the ability to practice with an expanded
scope of interventions and medications. In addition, they may continue to support the
traditional emergency response clinician role depending on the service delivery model.

Team Member Interprofessional team-based practice is more common in community paramedicine
programs. These may be co-located or dispersed teams. Examples of this include
working within wrap-around initiatives where community paramedics collaborate
with community services to provide comprehensive health and social care for people.

Health and Social Advocate Given their privileged position of entering people’s homes, community paramedics are in
a unique position to assess first-hand the social needs of people receiving care in their
own context. They help people navigate the health and social care systems, referring
them to non-clinical interventions to improve health and wellbeing (social prescribing).
This acknowledges the importance of the health-social continuum.45

Professional Community paramedics are situated in the community, and they engage with the
community to meet needs. Examples of this include community paramedics integrated
within long-term care settings and embedded and connected with Indigenous
communities. They maintain competence in clinical and non-clinical aspects of their
role and undertake interdisciplinary professional development.

Reflective Practitioner Community paramedics undertake reflective practice to professionally develop, maintain
competence, and ensure their own wellbeing. They participate in quality assurance and
improvement, which are system level reflective practices, and use the findings to
improve their own practice.

Educator In addition to facilitating education for learners and peers, community paramedics play a
larger public health and health promotion role when interacting with people receiving
care and their care partners. In addition, they are often requested to facilitate learning
for colleagues and interprofessional team members.

Framing concepts
Variable context of practice While all paramedics operate within variable contexts of practice, community

paramedics have expanded into interprofessional contexts that are novel for
paramedics, including end-of-life care (e.g., palliative care and support during medical
assistance in dying), primary care provision in remote and isolated communities, and
virtual care provision. They also work in diverse physical settings including but not
limited to primary care and walk-in clinics, long-term care settings, pharmacies,
emergency departments, and detention facilities.

Embedded relationships Community paramedics are often integrated into multidisciplinary teams, and this may
include co-location at facilities such as primary care clinics. Community paramedics
can also accept and make referrals to other healthcare professionals, encouraging
relationship building.

Health and social continuum Community paramedics facilitate system navigation and social prescribing, which at their
core acknowledge that health and social care systems are complex, and
interdependent, and not all interventions that support people’s health are clinical in
nature. It also allows community paramedics to address social and structural
determinants of health.

Cross-cutting themes
Patient safety In addition to ensuring patient safety during clinical interventions, community paramedics

provide additional education on risk mitigation and prevention, based on
comprehensive risk assessments. They also ensure psychological safety and culturally
appropriate care.

Compassion Community paramedics provide compassionate care along a health-social continuum for
people, based on trusted therapeutic relationships.

Adaptability Community paramedics, like all paramedics, can adapt their assessment, decision making,
and management decisions to a wide range of contexts.

Communication Community paramedics communicate with diverse communities, and care team
members, in face-to-face, phone, and virtual care settings. In addition, they access and
contribute to medical record documentation.

(continued)
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Table 5. Continued.

Roles

Enabling factors
Integration with health, youth and aged care

and social services
Community paramedic programs must be integrated with local health service delivery to

complement existing service models. Depending on community context, integration
with youth and/or aged care services will be essential in meeting the needs of the
community. In addition, the ability to support system navigation and social prescribing
requires community paramedics to be linked with social services for referral and
delivery.

Governance and leadership Community paramedic programs require thoughtful governance from clinical, social, and
community perspectives. This governance should be paramedic-led and informed by
appropriate governance standards, but collaborative with colleagues in medicine,
nursing, allied health, and social services. In addition, the input of community members
should be sought from the outset, and governance models should be flexible.

Higher education Community paramedic practice is specialist in nature. Acknowledging the specialist
context and need for additional academic, social, and clinical preparation for the role
requires community paramedic education in Canada to move to higher education
models. This will facilitate the introduction of advanced practice roles for paramedics,
including future developments for independent prescribing, and autonomous practice.

Treatment and Transport options Community paramedics have access to an expanded range of treatment and transport
options that include direct care provision models, coordination of care, and responsive
models of care.

Figure 1. The roles of community paramedics in Canada. We combined an existing description of paramedic roles with multiple
community paramedicine frameworks, literature findings, and working group data in Canada to structure our understanding of the
roles of the community paramedic. Image used under a CC-BY 4.0 License.

Lanos et al. 13



continuum. By contrast to the United Kingdom, where
social prescribing is performed by non-clinical staff based
in primary care centres (and not commonly in the patient’s
own context),56,57 community paramedics can support a
range of clinical and non-clinical interventions and referrals
to holistically support the needs of people receiving care.
Research into the role of community paramedicine pro-
grams in supporting health and social needs through social
prescribing is underway,3 and innovative care models are
being developed and evaluated.58

A significant barrier to the further development of com-
munity paramedicine in Canada at present is the absence of
competency and education requirements to prepare profes-
sionals for this specialist contact of practice. While commu-
nity paramedic programs should differ in their design based
on community needs, the preparation of community para-
medics must be based on an agreed-upon standard at pro-
vincial and/or federal levels. Chan et al. supported this
need for formalised training and program frameworks in
2019,6 yet to date there has been little development in this
area in Canada compared to developments in other jurisdic-
tions such as the Republic of Ireland and Australia, for
example. While our study illustrates the new and diverse
paradigms that community paramedics work within, the
findings beg the question – are they adequately prepared
for these roles?

An additional concern that our study highlights as an
enabling factor,22 but which requires further research and
nuanced discussion, is the governance, leadership and infra-
structure required to enable advanced practice in the spe-
cialist context of community paramedicine. In the absence
of clear, coherent, profession-led governance of paramedi-
cine across all jurisdictions, there is a risk that advanced
practice positions are created without the critical infrastruc-
ture required to make them effective, safe, and account-
able.55 While our findings only begin to offer a structure
by which to understand and explore advanced practice by
paramedics, these essential governance issues must be
addressed as equally necessary. As expectations related to
governance and accountability of advanced practice are
established, they may suggest changes to our understanding
of the roles enacted by community paramedics.

Future directions for research to build on this work
include identifying and exploring the competencies
required to enact community paramedic practice and the
required levels of advanced practice on a provincial and/
or federal level in Canada. In addition, research to inform
the education requirements to prepare community parame-
dics for their roles, and indeed the contextual enactment
of those roles in diverse contexts across Canada, is also
required. As we alluded to, the infrastructure, governance,
and accountability of any such positions require careful
consideration and exploration to ensure patient safety and
service efficiency. Finally, we suggest that exploring the
contexts that community paramedicine may expand into

next in Canada would be a worthwhile endeavour to begin
to prepare the system for future change and development.

Limitations
The very nature of community paramedicine programs
means that how practice is enacted varies considerably
across Canada, depending on context. However, we offer
that the use of a pan-Canadian role description as the foun-
dational analytical framework facilitates translation across
such contexts. We did not perform any primary research
in this study with community paramedics to understand
these roles. Their perspectives, however, were captured
within multiple documents that were included in and
formed the data for this study (e.g., working group data,
including literature that used interviews and focus groups
with community paramedics). In addition, all members of
the author team have expertise within community parame-
dicine, including clinical practice, research, education, pol-
icy, and leadership. What we offer here is a conceptual
framework for understanding community paramedicine
practice, that is, subject to change and influence as the
meaning and foundation of community paramedicine itself
evolves.

Conclusion
Community paramedics enact the same roles that are com-
mon for all paramedics in Canada. However, our study
demonstrates that enacting these roles is contextually spe-
cific and involves elements that are either unique or more
prominent when compared to traditional paramedic prac-
tice. Describing and understanding these roles in the com-
munity paramedicine context provides a foundation for
future work to identify program delivery models, profes-
sional competencies, and guide education requirements.
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19. Gillespie A, Glăveanu VP and de Saint-Laurent C. Pragmatism
and Methodology: Doing Research That Matters with Mixed
Methods. Cambridge: Cambridge University Press, 2024.

20. Yvonne Feilzer M. Doing mixed methods research pragmat-
ically: implications for the rediscovery of pragmatism as a
research paradigm. J Mix Methods Res 2010; 4: 6–16.

21. Paramedic Association of Canada. Canadian Paramedic
Profile: Paramedic Roles. Ottawa: Paramedic Association
of Canada, 2016.

22. O’Meara P, Stirling C, Ruest M, et al. Community paramedi-
cine model of care: an observational, ethnographic case
study. BMC Health Serv Res 2016; 16: 39–39.

23. O’Meara P, Ruest M and Martin A. Integrating a community
paramedicine program with local health, aged care and social
services: an observational ethnographic study. Australas J
Paramed 2015; 12: 1–7.

24. CSA Group. CSA Group Standard Development Stages-Fact
Sheet, http://d1lbt4ns9xine0.cloudfront.net/csa_core/ccurl-
zip/958/302/CSAGroup-StandardDevelopmentStages-
FactSheet.pdf (accessed 31 January 2026).

25. Association of Municipalities of Ontario, Ontario Association
of Paramedic Chiefs. Joint Community Paramedic Policy
Framework. Toronto, ON: AMO and OAPC, https://www.
amo.on.ca/sites/default/files/assets/DOCUMENTS/Reports/
2021/MOH-LTCLTRAMO-OAPCCommunityParamedicine
Policy%20Frameworkwjoint%20paper2021-06-28.pdf (2021,
accessed 31 January 2026).

26. Leyenaar M. Report on the Status of Community Paramedicine
in Ontario. Ontario Community Paramedicine Secretariat, 2019.

27. Saskatchewan College of Paramedics. Community
Paramedic Competency Profile, https://collegeofparamedics.
sk.ca/wp-content/uploads/2019/11/Community-Paramedic-
Competency-Profile.pdf (2019, accessed 31 January 2026).

28. Slack M, D’Angelo B and Carter D. Competency Framework
for Community Paramedicine in Ontario 2021. London, ON:
Middlesex-London Paramedic Service Community Paramedic
Education Group, 2021.

29. Bolster J, Pithia P and Batt AM. Emerging concepts in the
paramedicine literature to inform the revision of a
pan-Canadian competency framework for paramedics: a
restricted review. Cureus 2022; 14: 32864.

30. Thomas E and Magilvy JK. Qualitative rigor or research val-
idity in qualitative research. J Spec Pediatr Nurs 2011; 16:
151–155.

31. Agarwal G, Angeles R, Pirrie M, et al. Reducing 9-1-1 emer-
gency medical service calls by implementing a community
paramedicine program for vulnerable older adults in public
housing in Canada: a multi-site cluster randomized controlled
trial. Prehosp Emerg Care 2019. DOI: 10.1080/10903127.
2019.1566421.

32. Brittain M, Michel C, Baranowski L, et al. Community para-
medicine in British Columbia: a virtual response to
COVID-19. Australas J Paramed 2020; 17: 1–3.

33. Health Outreach Mobile Engagement. H.O.M.E Program
Initial Summary of Results: January 2021 – May 2021,
https://www.homeprogram.ca/wp-content/uploads/2021/08/
HOME-Initial-Summary-of-Results.pdf (July 2021, accessed
31 January 2026).

34. Allana A and Pinto A. Paramedics have untapped potential to
address social determinants of health in Canada. Healthc
Policy 2021; 16: 67–75.

35. Downar J, Arya A, LaLumiere G, et al. Practice innovations:
rapid deployment of palliative care in clinical response teams
to support long-term care facilities: the community paramedic
perspective. Can Paramed 2020; 44: 9–13.

36. Carter AJE, Arab M, Cameron C, et al. A national collabora-
tive to spread and scale paramedics providing palliative care
in Canada: breaking down silos is essential to success. Prog
Palliat Care 2021; 29: 59–65.

37. Helmer J, Baranowski L, Armour R, et al. Developing a para-
medic approach to palliative emergencies. Prog Palliat Care
2021; 29: 72–75.

38. Leduc S. Community Paramedicine for Long-Term Care
Patients: Examining Clinical Conditions Manageable by
Paramedics, Avoiding Emergency Department Visits. Thesis,
Université d’Ottawa / University of Ottawa, http://ruor.uottawa.
ca/handle/10393/41817 (2021, accessed 31 January 2026).

39. Renfrew County Virtual Triage and Assessment Centre.
Renfrew County Virtual Triage and Assessment Centre
marks one year since it launched as a pandemic healthcare
service, https://rcvtac.ca/pluginfile.php/672/course/section/
71/VTAC%20anniversary_MediaRelease_Mar262021.pdf
(2021, accessed 31 January 2026).

40. van Vuuren J, Thomas B, Agarwal G, et al. Reshaping health-
care delivery for elderly patients: the role of community para-
medicine; a systematic review. BMC Health Serv Res 2021;
21: 1–15.

41. Paramedic Chiefs of Canada. COVID-19 Webinar – A
National Conversation: Part 5 – Community Paramedicine
During a Pandemic, https://firstwatch.net/paramedic-
chiefs-of-canada-covid-19-webinar-a-national-conversation-
part-5-community-paramedicine-during-a-pandemic/ (2020,
accessed 31 January 2026).

42. Fitzsimon J, Gervais O and Lanos C. COVID-19 Assessment
and testing in rural communities during the pandemic: cross-
sectional analysis. JMIR Public Health Surveill 2022; 8:
e30063.

43. Canadian Frailty Network. CP@clinic: A Community
Paramedicine Program for Indigenous older adults, https://
www.cfn-nce.ca/project/ih-011/ (2021, accessed 31 January
2026).

44. Julota. Community Paramedicine and Harm Reduction for
Substance Abuse, https://www.julota.com/news/community-
paramedicine-and-harm-reduction-for-substance-abuse/ (2022,
accessed 31 January 2026).

16 Paramedicine

http://d1lbt4ns9xine0.cloudfront.net/csa_core/ccurl-zip/958/302/CSAGroup-StandardDevelopmentStages-FactSheet.pdf
http://d1lbt4ns9xine0.cloudfront.net/csa_core/ccurl-zip/958/302/CSAGroup-StandardDevelopmentStages-FactSheet.pdf
http://d1lbt4ns9xine0.cloudfront.net/csa_core/ccurl-zip/958/302/CSAGroup-StandardDevelopmentStages-FactSheet.pdf
https://www.amo.on.ca/sites/default/files/assets/DOCUMENTS/Reports/2021/MOH-LTCLTRAMO-OAPCCommunityParamedicinePolicy%20Frameworkwjoint%20paper2021-06-28.pdf
https://www.amo.on.ca/sites/default/files/assets/DOCUMENTS/Reports/2021/MOH-LTCLTRAMO-OAPCCommunityParamedicinePolicy%20Frameworkwjoint%20paper2021-06-28.pdf
https://www.amo.on.ca/sites/default/files/assets/DOCUMENTS/Reports/2021/MOH-LTCLTRAMO-OAPCCommunityParamedicinePolicy%20Frameworkwjoint%20paper2021-06-28.pdf
https://www.amo.on.ca/sites/default/files/assets/DOCUMENTS/Reports/2021/MOH-LTCLTRAMO-OAPCCommunityParamedicinePolicy%20Frameworkwjoint%20paper2021-06-28.pdf
https://www.amo.on.ca/sites/default/files/assets/DOCUMENTS/Reports/2021/MOH-LTCLTRAMO-OAPCCommunityParamedicinePolicy%20Frameworkwjoint%20paper2021-06-28.pdf
https://collegeofparamedics.sk.ca/wp-content/uploads/2019/11/Community-Paramedic-Competency-Profile.pdf
https://collegeofparamedics.sk.ca/wp-content/uploads/2019/11/Community-Paramedic-Competency-Profile.pdf
https://collegeofparamedics.sk.ca/wp-content/uploads/2019/11/Community-Paramedic-Competency-Profile.pdf
https://collegeofparamedics.sk.ca/wp-content/uploads/2019/11/Community-Paramedic-Competency-Profile.pdf
https://doi.org/10.1080/10903127.2019.1566421
https://doi.org/10.1080/10903127.2019.1566421
https://www.homeprogram.ca/wp-content/uploads/2021/08/HOME-Initial-Summary-of-Results.pdf
https://www.homeprogram.ca/wp-content/uploads/2021/08/HOME-Initial-Summary-of-Results.pdf
https://www.homeprogram.ca/wp-content/uploads/2021/08/HOME-Initial-Summary-of-Results.pdf
http://ruor.uottawa.ca/handle/10393/41817
http://ruor.uottawa.ca/handle/10393/41817
http://ruor.uottawa.ca/handle/10393/41817
https://rcvtac.ca/pluginfile.php/672/course/section/71/VTAC%20anniversary_MediaRelease_Mar262021.pdf
https://rcvtac.ca/pluginfile.php/672/course/section/71/VTAC%20anniversary_MediaRelease_Mar262021.pdf
https://firstwatch.net/paramedic-chiefs-of-canada-covid-19-webinar-a-national-conversation-part-5-community-paramedicine-during-a-pandemic/
https://firstwatch.net/paramedic-chiefs-of-canada-covid-19-webinar-a-national-conversation-part-5-community-paramedicine-during-a-pandemic/
https://firstwatch.net/paramedic-chiefs-of-canada-covid-19-webinar-a-national-conversation-part-5-community-paramedicine-during-a-pandemic/
https://firstwatch.net/paramedic-chiefs-of-canada-covid-19-webinar-a-national-conversation-part-5-community-paramedicine-during-a-pandemic/
https://www.cfn-nce.ca/project/ih-011/
https://www.cfn-nce.ca/project/ih-011/
https://www.cfn-nce.ca/project/ih-011/
https://www.julota.com/news/community-paramedicine-and-harm-reduction-for-substance-abuse/
https://www.julota.com/news/community-paramedicine-and-harm-reduction-for-substance-abuse/
https://www.julota.com/news/community-paramedicine-and-harm-reduction-for-substance-abuse/


45. Ashton C. Health in the North: The Potential for Community
Paramedicine in Remote and/or Isolated Indigenous
Communities. Toronto: CSA Group, 2017.

46. Ashton C and Leyenaar MS.Health Service Needs in the North:
A Case Study on CSA Standard for Community Paramedicine.
Canada: Canadian Standards Association, 2019.

47. Indigenous Services Canada. Indigenous Services Canada’s
wave 2 health preparedness and response to COVID-19,
https://publications.gc.ca/site/eng/9.894773/publication.html
(2020, accessed 31 January 2026).

48. Bowles RR, van Beet C and Anderson GS. Four dimensions
of paramedic practice in Canada: Defining and describing the
profession. Australas J Paramed 2017; 14: 3.

49. Agarwal G, Keenan A, Pirrie M, et al. Integrating community
paramedicine with primary health care: a qualitative study of
community paramedic views. Can Med Assoc Open Access J
2022; 10: E331–E337.

50. Eaton G, Wong G, Williams V, et al. Contribution of parame-
dics in primary and urgent care: a systematic review. Br J
Gen Pract 2020; 70: e421–e426.

51. Eaton G, Wong G, Tierney S, et al. Understanding the role of
the paramedic in primary care: a realist review. BMC Med
2021; 19: 145.

52. Feerick F, Connor CO,Hayes P, et al. Introducing advanced para-
medics into the rural general practice team in Ireland – general
practitioners attitudes. BMC Prim Care 2022; 23: 130.

53. Eaton G, Tierney S, Wong G, et al. Understanding the roles
and work of paramedics in primary care: a national cross-
sectional survey. BMJ Open 2022; 12: e067476.

54. Cunningham C, Masterson S, Batt A, et al. Developing A
Complex intervention to integrate community paramedics
in GP out-of-hours care in Ireland: a qualitative study. HRB
Open Res 2026; 9: 6.

55. Batt A, Leduc S and Bolster J. Scope is not the problem: why
governance is the real risk for advanced practice by parame-
dics in Canada – policy commentary. Zenodo.

56. Chatterjee HJ, Camic PM, Lockyer B, et al. Non-clinical
community interventions: a systematised review of social
prescribing schemes. Arts Health 2018; 10: 97–123.

57. Rothe DH and Raffael. Link workers, activities and target
groups in social prescribing: a literature review. J Integr
Care 2022; 30: 1–11.

58. County of Renfrew. mesa: a collaborative approach to compas-
sionate care. Pembroke, ON: County of Renfrew, https://www.
countyofrenfrew.on.ca/en/resources/Community-Services/mesa/
mesaReport.pdf (2024, accessed 31 January 2026).

Lanos et al. 17

https://publications.gc.ca/site/eng/9.894773/publication.html
https://publications.gc.ca/site/eng/9.894773/publication.html
https://www.countyofrenfrew.on.ca/en/resources/Community-Services/mesa/mesaReport.pdf
https://www.countyofrenfrew.on.ca/en/resources/Community-Services/mesa/mesaReport.pdf
https://www.countyofrenfrew.on.ca/en/resources/Community-Services/mesa/mesaReport.pdf
https://www.countyofrenfrew.on.ca/en/resources/Community-Services/mesa/mesaReport.pdf

	 Introduction
	 Aim

	 Methods
	 Study overview
	 Context
	 Positionality and reflexivity
	 Analytical framework
	 Phase 1 data source – Existing frameworks
	 Data extraction
	 Phase 2 data source – Community paramedicine literature
	 Data extraction
	 Phase 3 data source – Working group data
	 Data extraction and analysis
	 Merging of findings
	 Trustworthiness and rigor
	 Ethical considerations

	 Results
	 Phase 1 findings
	 Phase 2 findings
	 Phase 3 findings
	 Merged findings

	 Discussion
	 Limitations
	 Conclusion
	 Acknowledgements
	 References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile ()
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 5
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFX1a:2003
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    33.84000
    33.84000
    33.84000
    33.84000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    9.00000
    9.00000
    9.00000
    9.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames false
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks true
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo true
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


