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Abstract

Community paramedicine is a globally evolving model of care where paramedics provide community-based, preventa-
tive and primary healthcare services. With increased global interest and adaptation of the community paramedicine
model, there is a lack of a clear definition of the role of a community paramedic. This study sought to come to an inter-
national consensus on the definition of a community paramedic. A four-phase Delphi methodology was utilised to
achieve a global consensus on the definition of a community paramedic. A systematic approach to expert identification
was performed and reported in line with the Conducting and REporting of DEIphi Studies standard. A total of 94 com-
munity paramedicine experts were identified and 76 experts consented to involvement in this Delphi. Response rate
ranged from 81.6% (Phase |) to 63.1% (Phase 2). Participants expressed the importance of community paramedic def-
inition having components attributed to primary health care, health promotion, chronic disease management and
advanced clinical assessment. Participants expressed that these are essential components of the community paramedic
skill set, which distinguishes the role from other frontline paramedics. A final consensus with 91% agreement on the
definition of a community paramedic was achieved. The four-phase Delphi achieved consensus on the definition of a
community paramedic as follows: A community paramedic provides person-centred care in a diverse range of settings
that address the needs of the community. Their practice may include the provision of primary health care, health pro-
motion, disease management, clinical assessment and needs-based interventions. They should be integrated with inter-
disciplinary healthcare teams which aim to improve patient outcomes through education, advocacy and health system
navigation. The adoption of the global consensus on the definition of a community paramedic will enhance efforts to
promote the value of this specialist role, enabling a better understanding of how a community paramedic contributes
to the wider healthcare system.
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Introduction

Over the past two decades, innovative strategies such as the
development of the extended care paramedics,' paramedic
practitioners® and community paramedic roles,® have been
pioneered by paramedic service providers internationally.
These roles, collectively known as community paramedi-
cine, aim to reduce the burden on overwhelmed health ser-
vices, supplement primary health workforce shortages, and
to improve the patient experience.*® As a globally evolv-
ing model of care,””® community paramedicine programs
provide a bridge between primary healthcare and emer-
gency healthcare, predominantly in rural, remote and
other under-resourced communities.’

Previous research undertaken in Australasia, North
America and Europe, has evaluated outcomes, participant
perspectives and benefits of community paramedic
program implementation.>'%!" While these studies have
generally defined community paramedicine as a ‘non-
traditional’ service delivery model, few have clearly
defined or questioned the role description of a community
paramedic. The International Roundtable of Community
Paramedicine (IRCP) developed a broad definition of a
community paramedic over a decade ago, which suggests
that they practice within an ‘expanded scope’. While this
might include the application of specialised skills,
guidelines and protocols beyond base-level paramedic
education and training, alternately the community para-
medic might engage in an ‘expanded role’ working
in non-traditional roles using existing skills.'> This
current definition, does not clearly identify the skill
set, attributes, knowledge or unique descriptors that
community paramedics from other expanded practice
roles may have.

This lack of clarity affords services employing commu-
nity paramedicine models of care the opportunity to use a
variety of nomenclature to describe community paramedic
roles. This variability in nomenclature may lead to a lack of
consistency in approach and confusion to both internal and
external stakeholders as to the role of a community para-
medic."® Previous research has highlighted that there can
be confusion about what community paramedics do in
their role and this lack of consistent terminology only
further contributes to this.'*

Literature outside of paramedicine has shown the value
of providing evidence-based definitions of practice that
differ from traditional models. Defining the specialist pal-
liative care role has helped to differentiate between what
care should be provided by specialist palliative care ser-
vices versus non-specialists.'> This streamlines services,
clarifies when specialist involvement is required and
defines what care non-specialists should provide in pallia-
tive medicine.'> Similarly, the role of the pharmacists in
disaster response has also been defined and this was
found to help professionalise the role in disaster response

signposting the importance and capacity pharmacists can
bring in a non-traditional role.'®

Likewise, the development of a clear and consistent
global definition of a community paramedic is important.
It will enhance efforts to promote the value of this role,
enabling a better understanding of how a community para-
medic can contribute to a patient’s healthcare journey.
Consistency in definition will provide organisations the
opportunity to move to a standardised position on the essen-
tial qualification, education, regulation and skill set require-
ments for the role. The aim of this study is to determine the
global consensus definition of a community paramedic.

Methods

Theoretical foundation

This study used a Delphi methodology to come to a consensus
on the definition of a community paramedic. While the Delphi
methodology can be described as a method of inquiry'” all
research is embedded in a theoretical foundation or research
paradigm. This study was embedded in the ontological under-
pinnings of interpretivism and informed by the paradigm of
realism. Realism is underpinned by the belief that there is a
single real world and truth, but our interpretation of it will
differ due to an individual’s context.'"® Where the paradigm
of realism departs from the ontological underpinnings of trad-
itional interpretivism approaches is that realism includes the
belief that overtime through enquiry researchers can look to
understand the single real world through the experiential accu-
mulation of knowledge. Realism is expressed in the Delphi
methodology throughout this study as many differing opi-
nions and perspectives are brought together to uncover an
agreed or central truth through the experiential accumulation
of perspectives and knowledge.'®

Delphi methodology overview

A Delphi methodology, informed by the process described by
Delbecq et al.'’® and Okoli and Pawlowski,20 was utilised to
achieve a global consensus on the definition of a community
paramedic.'® This involved a systematic approach to the identi-
fication of key global stakeholders, who would be recruited for
this study, based on their expertise and knowledge of commu-
nity paramedicine. Participants were invited to participate in a
four-phase online Delphi questionnaire, via a Qualtrics
survey. The methods and results are reported using the standard
for Conducting and REporting of DEIphi Studies (CREDES).!

Identification of experts

An important aspect of the Delphi approach is the selection
of experts. Following the guidelines provided by Delbecq
et al.'” the research team identified relevant experts and
invited them to participate in the Delphi. In order to seek
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input from experts across all community paramedicine
domains, the research team sought out representatives from
four key stakeholder groups: (1) Management; (2) Clinical;
(3) Governance; and (4) Academia. Having an equal represen-
tation of participants from each stakeholder group, provided a
diversity of perspectives and experience in community para-
medicine, to inform on the global community paramedic def-
inition. A Knowledge Resource Nomination Worksheet
(KRNW) was utilised to support the identification of key
experts, as described by Okoli and Pawlowski. >

The research team first identified the most prominent
countries and jurisdictions who had implemented a com-
munity paramedic program or similar. This was established
through a review of peer-reviewed and grey literature, to
confirm the existence of these programs. Through the
grey and peer-reviewed literature the research team first
populated experts’ names and contacts.

The representation of experts from all four key stake-
holder groups was recruited as follows:

e Management — The convenor of the international round
table of community paramedics®> was consulted for
contacts of management and governance officials.

e Clinical — Was sought from the Management/Governance
group via a snowballing recruitment technique, to include
community paramedicine, clinical leaders and clinicians.

e Governance — Officials involved in the governance of
community paramedicine initiatives, were recruited
through web searches and via snowballing techniques,
recommended by experts in other groups.

e Academia — Were recruited via review of published lit-
erature of relevance.

To be classified as an expert in each of the categories the
inclusion criterion was applied (Table 1). Where experts
could have been included across multiple categories the
experts’ preferred criterion was applied.

Table . Inclusion criteria.

Category of

expertise Inclusion criteria

Management Current or previous position in managing
community paramedics or community
paramedic programs

Clinical Current clinically working community
paramedics nominated by those experts
identified as management or government
as being clinical experts

Governance Current or previous position in providing
governance to community paramedics or
community paramedic programs

Academic At least one publication listed as the first or

senior author related to community
paramedicine

After the initial population of names occurred in the
KRNW, participants were invited to consent to be involved
in the Delphi study via an electronic survey link.
Participants were also encouraged to invite any other
experts from their network to participate in the study,
with the first round of contact aimed at increasing the
size of the KRNW.

Delphi questionnaire

The Delphi questionnaire was conducted online via the use
of Qualtrics software. The four-phase Delphi process is
described in Figure 1.

Phase |- ranking of attributes related to community
paramedic. The first step towards reaching a global con-
sensus on the definition of a community paramedic
involved critiquing peer-reviewed literature to identify
the key attributes of a community paramedic documented
from previous definitions. Thirty-five (35) studies were
identified which provided a definition of a community
paramedic as well as six (6) association websites, see
Appendix A. The key attributes were extracted from these
definitions and placed into four categories after an inductive
content analysis of the existing definitions. The categories
created were (a) the role of a community paramedic; (b)
the scope of practice; (c) integration within the wider health-
care system and (d) place of practice. Experts were asked at
this phase to rank on a Likert scale of 0 to 5, 0 being not
important at all to 5 being very important, the importance
of that attribute being included in the definition of a commu-
nity paramedic. The attributes with 80% of rankings scoring
4 (important) or 5 (very important) were then included for
ranking in Phase 2. Specific definitions and attributes can
be found in Appendixes A and B.

Phase 2 — the refinement of included attributes. From the list
of attributes included in Phase 1, experts were asked to
identify attributes that they believed should be included
in the definition of a community paramedic (minimum of
5 and maximum of 7). Participants were also asked to iden-
tify attributes that they believed should be excluded from
the definition of a community paramedic (minimum of 0
and maximum of 5). This process of attribute selection
has previously been used in the formulation of the defin-
ition of Paramedicine by Williams et al.>

Phase 3 — ranking of proposed definitions. After analysing
the results from Phase 2, the research team formulated pos-
sible definitions of a community paramedic. The defini-
tions were formulated by the research team via an
iterative process informed by the highest ranked attributes
results as well as the content analysis of the free text
responses and the from Phases 1 and 2. From these
results, the research team created three possible definitions
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® KRNW

« Identification of experts
« 76/94 experts identified attributes
consented to participation

« Invitation to Delphi

Find attributes

+ 39 definitions found and
attributes extracted

+ Attributes categorised into 4
domains

® Questionnaire 1
+ Ranking of identified

* 62/76 experts participated

00 00

Questionnaire 3

+ Ranking of proposed
definitions

« 55/76 experts participated

Questionnaire 4

« Definition confirmation

Questionnaire 2
+ Refinement of ranked
included attributes
« 56/76 experts participated
« 48/76 experts participated

Figure 1. Overview of Delphi process.

Table 2. Trustworthiness criteria.

Criteria

Credibility

Credibility of the content analysis was achieved through the diversity of included participants and is reported. The

inclusion of representative quotes from free text responses at each major theme showcase the credibility of the

analysis.

Confirmability At least two researchers (either BS, SB or AM) performed an inductive content analysis and met to compare findings at
the completion of each phase. Similarities and differences across the responses at each phase resulted in presented
themes. The researchers discussed and prepared a summary of the analysis at each phase.

Dependability  Upon the completion of each phase, a minimum of two researchers met to summarize free-text responses and
quantitative results. Researchers expressed any biases at each phase of the Delphi

Transferability To ensure the transferability of results research method is described and reported. The international inclusion and
reporting of participant demographics enables readers to make judgements on the transferability of the content

analysis to their individual context.

that they felt satisfied the participants responses from
Phases 1 and 2. Experts were then asked to choose a pre-
ferred and non-preferred option from the three community
paramedic definitions put forward.

Phase 4 — definition confirmation. In Phase 4, a final and
singular definition was presented to the experts. The
definition was developed from the results of Phase
3. Experts were asked to confirm or reject the proposed
definition of a community paramedic. Participants were
provided free text responses at each stage of the Delphi
process to comment on attributes and the proposed
definitions.

Analysis

The data was exported from Qualtrics to Microsoft Excel
for analysis. Descriptive statistics were used for summary
statistics. Free-text responses were analysed by the research
team via a descriptive inductive content analysis approach at
each phase’® and recorded in NVivo V.12 software.?’
Author (BS) read through each response thoroughly,

coding responses as they related to the phase the responses
corresponded to. Each participant response was analysed for
meaning units (phrases or sentences expressing an idea).
Meaning units were subsequently organised into codes, cat-
egories and themes.>* This content analysis was used to
identify frequently recurring items from the participants
and where appropriate was used to inform each subsequent
phase or presented as results. Trustworthiness in the content
analysis approach across credibility, confirmability, depend-
ability and transferability as outlined by Graneheim and
Lundman®* is outlined in Table 2.

Convergence of opinion. A minimum of four phases was
designed to reach a consensus on the definition of a com-
munity paramedic and the final definition consensus a
priori was set at 80%. While there is no consensus on the
convergence of opinion, commonly 70% is used,
however, the research team followed that as outlined by
Stewart et al.*® and aimed to achieve 80% consensus on
the final definition provided in Phase 4. Once an agree-
ment of at least 80% was reached, the research team
was satisfied that the final phase of the Delphi was
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Australia
26 (34%) | | 1

New Zealand

UK USA
6 (8%) [ 11 (14%)

Figure 2. Jurisdictions of included experts.

complete. If the agreement was found to be < 80%, the
questionnaire would be recirculated showing the partici-
pant’s answer and the mean score of other participants
for each question along with qualitative answers and
they would then be invited to review their responses. To
have closure on the final definition in Phase 4 in a
timely manner and reduce the burden on participants,
the research team planned to use two stop points as out-
lined in Okoli and Pawlowski*’

1. Consensus reached 80% indicating convergence of
opinion.

2. Iteration of each phase was stopped if the mean rank-
ings for two successive iterations were not significantly
different. This difference was to be measured using the
McNemar’s test (pre—post-test).*

Ethics

This study was provided ethical approval through Monash
University, Human Research Ethics Committee, Project
ID: 31384.

Results

Included experts

A total of 94 community paramedicine experts were iden-
tified and 76 experts consented to involvement in this
Delphi. International experts included were drawn from
Australia, Canada, Finland, Ireland, New Zealand, the
United Kingdom and the United States of America. Raw
numbers can be seen in Figure 2.

The category of expertise of the 76 included experts had
equal representation across all the included areas sought as
shown in Figure 3.

Phase |

The questionnaire for Phase 1 was sent to 76 participants
with a response rate of 81.6% (62/76). The 44 attributes
extracted from currently existing definitions were ranked
on a 5-point Likert scale, see Appendix C for results cate-
gorised by domains. There were 22 attributes, which
included at least one attribute from each domain, which

Academlc
12 (16%

Figure 3. Category of expertise.

were scored by at least 80% of participants with a rank
of 4 (important) or 5 (very important) and were included
in Phase 2.

Content analysis of free text responses — Phase |. Content
analysis of the free text responses in Phase 1 highlighted
three important themes; flexibility, interprofessional prac-
tice and education requirements. Participants expressed
that attributes to be included needed to showcase the flexi-
bility of the role, should highlight the role of interprofes-
sional practice and that there is ambiguity in including
prescriptive education requirements in a definition.

Flexibility. Flexibility as an attribute was commented on fre-
quently, with participants stating that community parame-
dics and the models of delivery they worked in required
flexibility and that this should be reflected in the definition.

It should not be seen as a one size fits all approach,
however. More like a range of possible alternatives that
are selected based on any particular community need.

Interprofessional practice. Interprofessional practice and
integration within the wider healthcare system was noted
to be important attributes especially and that integration
with the wider healthcare system was essential. However,
participants felt that the place of practice did not need to
be overly prescriptive due to the differing models found
internationally and the variability in the focus each com-
munity paramedicine model may have.

It shouldn’t be limited to the patients home, it can be where
ever the patient might be? We run an indigenous focused
program which most participants/patients aren’t in their
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usual homes. It could be on the street, in an ancillary
support agency building, government agency building, etc.

Education requirements. Analysis of responses found that
the education and experience requirements for the commu-
nity paramedic role were a point of contention. These differ-
ences were evidenced by terminology such as certification,
credentialing and competencies, generally associated with
industry standards, and terms such as accreditation, registra-
tion and scope of practice, more often associated with pro-
fessional standards. Most participants agreed that a
consensus was needed for the community paramedic role
to be standardised, however, others indicated that industry
certification was sufficient or that external professional
accreditation standards were an important criterion.

Competency statements are more important as they will
allow clinical experience to be recognised, rather than
requiring further study.

Although not explicitly defined, some respondents also
suggested that experience was an important factor and
should be recognised as part of a legitimate pathway into
a community paramedic role. There was a mix of opinions
over the level of qualification a community paramedic
requires, however, the most common opinion supported a
master’s degree as the most appropriate educational
requirement for a paramedic to work in this role.

Yes of course they need to know more, I feel a Masters
degree in paramedic practitioner or community paramedi-
cine is appropriate as it will take us through low and high
acuity care and give us more credit with other health care
professions. Certificates and diplomas are a thing of the past.

Some responses explicitly linked external, as opposed
to industry, accreditation standards as an aspect of profes-
sional recognition for the community paramedic role as a
specialised position. Many participants commented that
education and competency would likely differ depending
on inherent entry-level requirements and that prescriptive
attributes associated with educational requirements should
not be included in a community paramedic definition.

[Education requirements] is an important part of the role
but does not seem essential for the definition.

Based on analysis of attribute rankings and free text
responses no further attributes were included beyond
those already presented to participants in Phase 1.

Phase 2

Phase 2 received 48 responses (response rate 63.1%). Only
two out of the 22 attributes identified in the first phase were

identified by more than half of the participants as ‘should
be included’ in the definition (Table 3).

Content analysis of free text responses — Phase 2. Limited
free text responses were provided by participants during
this phase. The only pertinent component of the analysis
of the free text showed that the use of the term specialist
could be problematic and should be avoided in the pro-
posed definition:

Community Paramedicine will need leaders (specialists
and consultant paramedics) but the role should not be the
role domain of ‘specialists’.

Phase 3

Phase 3 received 55 responses (response rate 72.4%) where
participants chose a preferred and least preferred option
from three created definitions (Table 4).

Content analysis of free text responses — Phase 3. Free text
responses in Phase 3 were used by the research team to
better refine and provide a proposed final definition in
combination with the quantitative results. Two themes
were created based on the responses provided; avoid
using specialist term and suggestion that no specifics
on scope or skills be included in the definition.
Participants noted that the use of the term specialist in
a proposed definition was problematic and should be
removed:

I just don’t like the ‘specialist paramedic’ element — as this
is a formal level of practice within the UK.

It was further suggested that the inclusion of specifics to
the scope of practice or skill was not required to better
reflect the flexibility in approach undertaken by commu-
nity paramedics across the world:

I don’t like how ‘skillset’ is so prominent. Need to focus on
patient care, not vocational notions such as skillset.

Phase 4

A total of 56 responses (response rate 73.7%) were
received in Phase 4 (final questionnaire). The participants
were presented with the proposed definition formulated
by the research team based on the results from the previous
three rounds. Participants were asked to accept, defer or
reject the proposed definition and had the opportunity to
provide qualitative feedback. Ninety-one percent (n =
51/56, 91.1%) reported that they believed it captured the
definition of a community paramedic satisfactorily and
accepted the proposed definition.
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Table 3. Phase 2 results.

Include Include Exclude Exclude

Attributes (n) (%) (n) (%)

Increases access to primary health services and attempts to reduce the need for 31 65% | 2%
patient transport and hospital readmissions

It involves paramedics applying their training and skills in non-traditional 27 56% 2 4%
environments, often outside the usual emergency response and transportation
model

They have additional knowledge, skills and training in the assessment and management 23 48% | 2%
of patients in chronic disease and primary care

They provide a range of services, including disease management, home assessments, 22 46% 0 0%
and referral to community services

It is a model of healthcare delivery that uses paramedics to deliver person-centred 19 40% 3 6%
care

Involves the provision of health education, clinical assessment and monitoring, point 18 38% | 2%
of care diagnostics.

Focuses on working directly with other health care professionals, to provide 17 35% 4 8%
needs-based on-site urgent and non-urgent care

In patient’s homes and in their community. 14 29% 0 0%

There are partnerships between paramedics, emergency medical services systems, 13 27% | 2%
and interdisciplinary healthcare teams

Uses an expanded set of skills, practices, guidelines or protocols I 23% | 2%

Improves care management through patient education, advocacy and navigation 10 21% 0 0%

They are integrated with other healthcare entities 10 21% | 2%

Address specific healthcare needs of people in their homes or within mobile 8 17% 0 0%
environments

It provides outpatient urgent and primary care-like services for people who might 17 35% 7 15%
otherwise visit or be transported to an ED

Is to identify and treat disease-related symptoms before they escalate to emergency 13 27% 5 10%
health problems

A specialist paramedic who has completed a formal and recognised educational 13 27% 5 10%
program

It can involve health promotion and disease prevention activities 9 19% 3 6%

Uses an expanded scope of clinical practice in patient assessment and treatment 9 19% 3 6%
options

Meet people in their homes or other safe locations, including community clinics or 9 19% 3 6%
emergency departments

Non-urgent mobile resources in the out-of-hospital environment 6 13% 2 4%

A specialist paramedic who has completed a formal and recognised certification 5 10% 5 10%

Underserved rural populations 5 10% 5 10%

community paramedicine/paramedic cannot and does
not live in isolation.

Content analysis of free text responses — Phase 4. Only 11/
56 participants provided further free text responses in
Phase 4. One theme was noted that aided in the refine-
ment of the final definition, the importance of
integration.

Participants noted that the final definition should be
aspirational to say that community paramedics ‘should’
be integrated with interdisciplinary health care teams
rather than they ‘can’ be as originally provided:

Based on these four phases, the global definition of a com-
munity paramedic is described:

A community paramedic provides person-centred care
in a diverse range of settings that address the needs of
the community. Their practice may include provision
of primary health care, health promotion, disease man-

Rather than ‘can be integrated’ I think it ‘should be inte-
grated’. I can’t see how a community paramedic that
lacks this integration can in fact function or provide a
service. The essential nature of the care is its integration
within the broader provision of community care —

agement, clinical assessment and needs based interven-
tions. They should be integrated with interdisciplinary
health care teams which aim to improve patient out-
comes through education, advocacy, and health
system navigation.
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Table 4. Phase 3 results.

Preferred Not preferred

Definitions proposed (%) (%)
A community paramedic is defined as a paramedic who uses an expanded skill set and scope, which 49 51

addresses the health care needs of people in their homes or community. They are integrated within

interdisciplinary healthcare teams with the aim to improve patient care through education,

advocacy, and health system navigation
A community paramedic provides person-centred care, health education, clinical assessment, 38 63

monitoring and point-of-care diagnostics. They focus on working directly with other healthcare

professionals, to provide needs-based, on-site urgent and non-urgent care in the patient’s home and

community
Community paramedic applies their training, skills and knowledge to provide holistic primary health 25 75

care, centred around disease management, home assessment and appropriate referral pathways to

reduce unnecessary hospital attendance.

Discussion

This Delphi has provided an international consensus on the
definition of a community paramedic. This is despite the
significant variation in models of service delivery provided
across international borders and the differences in under-
lying general paramedic qualifications and scope of prac-
tice.” These findings indicate that regardless of education
and paramedic scope of practice, the skill set, knowledge
and aims of community paramedic roles can be universally
adaptable. The community paramedic definition covers a
vast area of practice, and the length of the definition reflects
this while still providing significant key differences
between established and accepted paramedicine defini-
tions.?® This definition concedes that primary health care,
health promotion, chronic disease management and
advanced clinical assessment are core components of the
community paramedic skill set, that distinguishes the role
from other frontline paramedics.

Participants noted in Phase 1 the importance of auton-
omy of practice over direct medical direction by physicians
as a key factor of relevance to the community paramedic
role. It should be noted that this may not be reflective of
common practice internationally and will depend on under-
lying education, clinical supervision, and governance
structures inherent in the underlying paramedic practice
level.?” For example, autonomy in practice, including the
ability to prescribe medication, is integrated within
general practice in some areas in the United Kingdom.*®
However, the medical direction may be a requirement in
some community paramedic programs where governance
structures require it.>” Despite this, the autonomy of prac-
tice is something that paramedics with appropriate training,
qualifications and experience are capable of and is some-
thing to aspire to for those in areas where this is not yet
possible.*°

Throughout the Delphi process content analysis of the
free text, responses were valuable in exploring the

nuance of the community paramedic role and requirements
for the definition. In particular educational requirements
for the community paramedic role were a point of conten-
tion. It was noted that entry-level paramedic education did
not sufficiently address the knowledge needed to work in a
community paramedic role and that experience was also
required. The need for specialist community paramedic
education beyond entry-level education is implied by the
work of the US-based Paramedic Network,>! which has
developed a model curriculum and set up an accreditation
system, while the International Board of Speciality
Certification has also set up a system to certify individual
community paramedic specialists.>> Further work is
required to ascertain the educational requirements for this
role. Now at least with consistency in definition, regulatory
organisations can move to standardise the education, qua-
lifications, and skill set requirements for the role in their
system.

The final phase of the Delphi study revealed that parti-
cipants placed a strong emphasis on the importance of inte-
grating community paramedics into interdisciplinary care
teams. This approach to care delivery has been shown to
be particularly effective for patients with complex needs,
as it allows for a more comprehensive and collaborative
approach to decision making and care.>?3

Limitations

While a robust process was conducted to perform this
Delphi and was reported utilising an established guide-
line for reporting in the CREDES guideline there are
still limitations.>' Only 76 of 94 experts identified, con-
sented to participation. Representation of all experts
came from only western or European countries with a
skew towards Australian-based experts, which may
bias the definition to suit this region. There are estab-
lished variations in models of service delivery and
scope of practice amongst community paramedics
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across the globe so this definition may not be specific
enough to suit all community paramedic roles.
However, the final round of 91% consensus on the def-
inition resulting from this Delphi does highlight that the
definition does satisfy most experts’ opinions, despite
these regional variations.

There was decay in participation rates throughout the
four phases of the Delphi process, with 73.5% of the ori-
ginal participants included participating in the final
phase. Despite this decay, previous research has shown
that stability in consensus is generally achieved with
Delphi participation numbers of at least 20 participants.*’
With 56 participants included in the final phase of
this Delphi the concern with decay in participation is
reduced.

Implications

The importance of this research and attaining a con-
sensus definition of a community paramedic supports
the standardisation of terminology and supports under-
standing and advancement of the international com-
munity paramedicine model of care. Previous
research has highlighted that the non-traditional and
unique aspects of the community paramedic role, are
routinely misunderstood, not only by external stake-
holders but by other Paramedics and direct man-
agers.m’36 With a consistent definition, the role,
scope, and purpose of a community paramedic, could
be better understood by health industry leaders and
program funders. This will support those developing
and implementing community paramedic roles, and
advocate the advantages, explaining how they differ
from traditional Paramedic roles while standardising
the professional view of community paramedic roles.
Additionally, it should be noted that the definition of
paramedicine®® has some overlap with the community
paramedic role and that many aspects of the traditional
paramedic role may be covered in a definition of com-
munity paramedic. As the access to essential primary
care continues to be a challenge across the globe,>’
jurisdictions may choose to incorporate the commu-
nity paramedic role within existing traditional
Paramedic roles in emergency response, however, the
central focus of a community paramedic versus trad-
itional paramedic role will require a core focus on
improving patient outcomes through education, advo-
cacy and health system navigation. A final implication
that must be considered is that strict use of the defin-
ition may limit future flexibility and hinder advance-
ments in the field. To avoid this, it will be important
for clinicians, academics and policy makers to
remain open to ongoing development and the potential
need to redefine the community paramedic role in the
future.

Conclusion

Through the utilisation of a four-phase Delphi process,
with 91% consensus, an international consensus on the def-
inition of a community paramedic has been developed. The
adoption of the global consensus on the definition of a
community paramedic will enhance efforts to promote
the value of this specialist role, enabling a better under-
standing of how a community paramedic contributes to a
patient’s cycle of care and will assist in informing a stan-
dardised position on the qualifications, education, regula-
tion, and skillset the role requires.
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Appendix B. Attributes

Utilising content analysis, common attribute themes were identified, and four domains were developed:

The focus and aim of community paramedicine.
Scope of practice of community paramedics.

Place of practice.

Table BI. Attributes.

The role of community paramedicine within the wider healthcare system.

Scope of practice of community

The focus and aim of community paramedic paramedics

The role of community
paramedics within the
wider healthcare system

Place of practice

Model of healthcare delivery that uses
paramedics to deliver person-centred
care

Paramedic services leveraging their skills
and knowledge to address non-emergent
client presentations

Can involve health promotion
and disease prevention
activities

Point-of-care laboratory testing,
patient education, and disease
prevention

Provision of health education,
clinical assessment and
monitoring, point of care
diagnostics.

Focuses on preventative measures to
support clients in their home
environment.

Focuses on treating minor conditions in the
field or referring patients to
non-emergency health resources

Attempts to expand the reach of health care
services to medically underserved groups

Expanded set of skills, practices,
guidelines or protocols

Providing a range of services,
including disease management,
home assessments, and referral
to community services

Provide outpatient urgent and primary
care-like services for people who might
otherwise visit or be transported to an
emergency department

Reduce emergency department (ED) visits
among high-user groups while making use
of existing paramedic resources

Post-discharge care, social
support networks, and
increasing medical compliance
for a local population

Work under the direction of a
medical director

Work as physician extenders An extension of low acuity
paramedic practice, with new
aspects of patient assessment
required for improved care
integration, care planning and
case management

Providing innovative, preventative
and primary health care
services, in addition to
emergency medical response

Identify and treat disease-related symptoms
before they escalate to emergency health
problems

Is integrated with other
healthcare entities

Provided by EMTs and
paramedics integrated

into the local or regional

health care system and
overseen by emergency
and primary care
physicians

Fill gaps in the primary care

delivery system,
particularly in those
areas with low call
volumes

Involved in social programs

as part of an integrated

healthcare effort
Partnerships between

paramedics, emergency

medical services systems,

and interdisciplinary
healthcare teams

Underserved indigenous
populations

Low socio-economic
areas and homeless
populations

Underserved rural
populations

In patient’s homes and in
their community.

Address specific
healthcare needs of
patients in their homes
or within mobile
environments

Non-urgent mobile
resources in the
out-of-hospital
environment

Meet patients in their
homes or other safe
locations, including
community clinics or
emergency
departments

Community clinics

Emergency department

(continued)
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Table BI. Continued.

The role of community
Scope of practice of community paramedics within the

The focus and aim of community paramedic paramedics wider healthcare system Place of practice
Focuses on working directly with other Leverages well-trained

health care professionals, to provide emergency medical services

needs-based on-site urgent and (EMS) personnel outside of

non-urgent care emergency (91 1) response
Increases access to primary health services Improving care management

and attempts to reduce the need for through patient education,

patient transport and hospital advocacy, and navigation

readmissions
Paramedics applying their training and skills An expanded scope of clinical
in non-traditional environments, often practice in patient assessment
outside the usual emergency response and treatment options
and transportation model
Are trained to manage minor
illness and injury, for example,
Perform simple suturing, order
investigations such as X-rays
and prescribe medications
Use their knowledge and skills
beyond emergency health
response to introduce
preventative and rehabilitative
health

Appendix C. Questionnaire | results

The Role Of A Community Paramedic

To work as physician extenders | 18% 19%

It focuses on treating minor conditions in the
field or referring patients to non-emergency | 43% 7%
health resources

To reduce emergency department (ED) visits among
high user groups while making use of existing | 44% 3%
paramedic resources

It focuses on preventative measures to support
clients in their home environment. | 46% 3%

Itis a paramedic services leveraging their
skills and knowledge to address non-emergent | 49% 3%
client presentations

L Response
Is to identify and treat disease-related symptoms e ITBETERE
before they escalate to emergency health problems | 3% 2% Drmp
Important
'
t provides outpatient urgent and primary Neutral

[
care~like services for people who might otherwise | g1o0 2%
visit or be transported to an emergency ®.
department

Low importance

. Not at all important

It attempts to expand the reach of health care | g00 S0
services to medically underserved groups

It involves paramedics applying their training

and skills in non—traditional environments, often 57%
outside the usual emergency response and
transportation model

Focuses on working directly with other health
care professionals, to provide needs-based | 55% 1%
on-site urgent and non—urgent care

Increases access to primary health services and
attempts to reduce the need for patient transport |  59% 0%
and hospital readmissions

It is a model of healthcare delivery that uses

paramedics to deliver person—centered care | 20% 0%

1
100 50 0 50 100
Percentage

Figure CI. Attribute results — the role of a community paramedic.
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Scope Of Practice

They work under the direction of a medical
director

Involves providing innovative, preventative and
primary health care services, in addition to
emergency medical response

These paramedics are trained to manage minor
illness and injury, e.g. Perform simple suturing,
order investigations such as x-rays and prescribe
medications

Leverages well trained emergency medical services
(EMS) personnel outside of emergency (911)
response

Involves point of-care laboratory testing,
patient education, and disease prevention

They use their knowledge and skills beyond
emergency health response to introduce
preventative and rehabilitative health

Is an extension of low acuity paramedic practice,
with new aspects of patient assessment required
for improved care integration, care planning and

case management

Includes post discharge care, social support
networks, and increasing medical compliance for a
local population

It can involve health promotion and disease
prevention activities

Is an expanded scope of clinical practice in
patient assessment and treatment options

Is an expanded set of skills, practice,
guidelines or protocols

Improves care management through patient
education, advocacy, and navigation

Involves the provision of health education,
clinical assessment and monitoring, point of care
diagnostics.

They provide a range of services, including
disease management, home assessments, and
referral to community services

25% 18%

9%

47%

7%

46%

7%

45%

6%

47%

5%

49%

5%

43%

4%

46%

4%

52%

3%

51%

3%

53%

52%

54%

57% 0%

@
o . ..l.

0 50 100
Percentage

100

Response
. Very important
Important
Neutral
Low importance
. Not at all important

Figure C2. Attribute results — scope of practice of a community paramedic.

Integration within the wider
healthcare system

Is provided by EMT's and paramedics integrated
into the local or regional health care system and
overseen by emergency and primary care physicians

They fill gaps in the primary care delivery

system, particularly in those areas with low call
volumes

They are involved in social programs as part of
an integrated health—care effort

There are partnerships between paramedics,
emergency medical services systems, and
interdisciplinary health care teams

They are integrated with other healthcare
entities

26% 19%

13%

37%

9%

38%

0%

59%

60% 0%

a
3

0 50 100
Percentage

100

Response
. Very important
Important
Neutral
Low importance
. Not at all important

Figure C3. Attribute results — integration within the wider healthcare system.
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Place Of Practice | —
Emergency department | 16% 25%
L
Community clinics ;  33% I 9%
1
Non-urgent mobile resources in the
out-of-hospital environment 51% . 5%
1
Meet people in their homes or other safe
locations, including community clinics or ;| 50% 5%
emergency departments Response
L . Very important
Address specific health care needs of people in 54% 4% Important
their homes or within mobile environments Neutral
| Low importance
. Not at all important
Underserved rural populations ; 52% 3%
1
Low socio—economic areas and homeless populations ;| 47% . 3%
1
Underserved indigenous populations | 47% . 2%
1
In patient's home and in their community. ; 60% - 1%
|
100 50 0 50 100
Percentage

Figure C4. Attribute results — the place of practice of a community paramedic.
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