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Principles for Community Paramedicine Programs 

 

A joint position statement of the National Association of EMS Physicians and the National Rural 

Health Association 

 

While not a new concept, community paramedicine programs are increasing in number across 

America and throughout the world. The aim of the programs are to increase access to primary 

and preventive care, provide wellness interventions within the medical home model, decrease 

emergency department utilization, save healthcare dollars and improve patient outcomes using 

emergency medical services (EMS) providers in an expanded role. In order to assure medical 

appropriateness, engaged medical directors are a key component to any successful community 

paramedicine model
1
. 

 

Many emergency medical services agencies have been engaged in public health programs for 

decades. These activities have traditionally included prevention and education, although a 

broader approach was envisioned. In 2001, a memorandum of understanding
2
 was written 

between the American Public Health Association, the National Association of EMS Physicians 

and the National Association of State EMS Officials (then known as the National Association of 

State EMS Directors). This landmark memorandum included 12 principles supporting 

collaboration between EMS and public health to define EMS providers' role in symptom 

identification, surveillance, medication distribution, immunizations, care of casualties and 

providing backup and protection to hospital emergency departments; leadership from public 

health and EMS to develop ways to rapidly assimilate and distribute "best practices" in response 

to terrorism; and, creation of a communication infrastructure connecting public health agencies 

with EMS responders to keep updated on public health alerts or identification of clustered 

illnesses. 

 

The term “community paramedicine” was first used in the United States in 2001 as a potential 

model of improving rural community healthcare
3
, but the concept predates this term reference. 

The idea that emergency medical services providers can be used for public health and primary 

care is described in both the 1996 EMS Agenda for the Future
4
 and the 2004 Rural and Frontier 

                                                      
1
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emergency medical services Agenda for the Future
5
. Many existing programs expand the role of 

emergency medical services personnel while staying within the skill level of their scope of 

practice and the personnel are usually called Community Paramedic
TM

 or Community Health 

Paramedic, while some programs expand the scope of practice and the personnel are called 

Advanced Practice Paramedics. 

 

Australian literature describes community paramedicine as being in three primary models; 

Primary Healthcare, Substitution and Community Coordination
6
. At the current time, primary 

healthcare community paramedicine models generally provide patient education, routine primary 

care services outside the clinic or hospital environment, post discharge care and chronic disease 

monitoring. The aim of the primary healthcare models is generally to prevent admission or 

readmission to hospitals or nursing homes. At the current time there are no known United States 

substitution community paramedicine models. In other countries current substitution models 

include using community paramedicine to place specifically trained emergency medical services 

personnel to operate clinics or emergency departments where geographic isolation leaves no 

other trained medical personnel such as nurses, mid-levels or physicians. The goal of these 

programs is to assure access in isolated areas.  

 

Community coordination models generally use specially trained emergency medical services 

staff to direct patients to the appropriate place of care the first time in order to avoid transport to 

emergency departments when transfer to some other care is certain. 

 

Shifts in payment are creating unique challenges to healthcare systems as well as opportunities to 

use emergency medical services personnel within their scope of practice but in different ways in 

urban, rural and remote locations. Among others, these shifts include a disincentive program for 

hospital readmission
7
, an incentive program for Comprehensive Primary Care programs

8
 

(formerly known as the “medical home” model) and shared saving models by “accountable care 

organizations”
9
.  Emergency medical services personnel trained in community paramedicine can 

be one component of each of these programs in the functions of monitoring patient compliance 

with care plans established by providers that are licensed to create and modify care plans. 

 

The National Emergency Medical Services Scope of Practice Model
10

 describes emergency 

medical services personnel as not licensed for independent practice, but rather dependent on 

physician delegated clinical practice. The practice of emergency medical services personnel is 

dependent on their education, certification of competency by exam, licensed by a state to 

perform restricted activities and credentialed by a medical director to practice in a specific 

setting (e.g., ambulance). Community paramedicine fits squarely in this structure except that 

                                                      
5
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7
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both the credentialed setting and credentialing provider may or may not be different than the 

emergency medical services agency medical director. Only Minnesota has so far established a 

licensing structure for Community Paramedics
11,12

. 

 

The organizers and delegates of the International Roundtable on Community Paramedicine
13

 

have been sharing experiences in planning, developing, implementing and evaluating community 

paramedicine programs worldwide since 2005. The participants have identified as important 

attributes of a program that they are gap filling, resourceful and flexible. Further, anecdotally, 

they describe significant implementation and sustainability issues when the community 

paramedicine services are duplicative of those already provided by other more established 

healthcare providers. 

 

In order to achieve the goal of being gap-filling it is necessary to complete an assessment that 

identifies the gaps to be filled. A Community Paramedicine Evaluation Tool
14

 has been recently 

developed by the Critical Illness and Trauma Foundation and published by the Health Resources 

and Services Administration. This tool is structured in the public health model of benchmarks, 

indicators and scoring and is completed using a multidisciplinary process. The tool provides a 

“snapshot in time” assessment that is useful because the community can use the scores produced 

in each area of evaluation to provide a roadmap of improvement by strategically planning how to 

achieve higher scores in future snapshots. By its nature the tool provides important information 

to the user about what data to collect on an ongoing basis. 

 

The Health Resources and Services Administration tool contains a series of structure, process 

and outcome benchmarks in each of the following areas: 

 

1. Assessment: Regular systematic collection, assembly, analysis, and dissemination of 

information on the health of the community. 

2. Policy Development: Promoting the use of scientific knowledge in decision making that 

includes building constituencies, identifying needs and setting priorities, legislative 

authority and funding to develop plans and policies to address 

3. Assurance: Assurance to constituents that services necessary to achieve agreed-on goals 

are provided by encouraging actions of others (public or private), requiring action 

through regulation, or providing services directly. 

 

In a Frequently Asked Questions document the Community Healthcare and Emergency 

Cooperative
15

 describes the competencies of a Community Paramedic  as competent in the 

knowledge and skill required in defining the boundary of the Community Paramedic position; 

                                                      
11

 Community Paramedic
TM

 is a trademark of the North Central EMS Institute 
12

 Minnesota Statutes 144E.001, subd. 5f 
13
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14

 Health Resources and Services Administration. Community Paramedicine Evaluation Tool. Health Resources and 
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15

 The Community Healthcare and Emergency Cooperative is an international group of agencies, colleges and 
universities that guides the ongoing development of the North Central EMS Institute’s Community Paramedic 
curriculum. http://chec.ncemsi.org. 
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competent in the knowledge and skill required in defining the term “health” and the ability to 

recognize and teach the social determinants of health in their own community; competent in the 

knowledge and skill required to identify services and inform the community on those services 

through various teaching methods and through partnerships; competent in the knowledge and 

skill required to understand and perform community mapping and health assessments; competent 

in the knowledge and skill required to develop strategies to identify community health needs and 

develop strategies to meet those needs and build community capacity; competent in the 

knowledge and skills required to perform a variety of clinical interventions; and, competent in 

the knowledge and skill to share public information that relates to emergency medical services 

and Public Health specific prevention programs. 

 

The Community Healthcare and Emergency Cooperative describes the role competencies of 

Community Paramedics as: 

 A Medical Director, Nurse Practitioner or a Physician Assistant or their international 

counterparts will supervise Community Paramedics; 

 Deliver care that is patient focused; 

 Work in collaboration with the local Public Health agency to ensure the ten essential 

Public Health Services are established and implemented as the core foundation of the 

program; 

 Work with current and future organizational and professionals understanding those 

boundaries and establishing a treat and refer system; 

 Deliver the most appropriate care in the most appropriate place and/or ensure that the 

patient is referred to the most appropriate health and social care professional. Will not 

provide unnecessary transport; 

 When working within an emergency medical services setting will prioritize job to ensure 

emergency response; 

 Provide appropriate healthcare advice and preventative services to both their patients and 

other relevant groups and individuals; 

 Encourage patients to take responsibility for managing their own care and treatment 

where safe and appropriate to do so; 

 Treat minor illness and injury in pre-hospital, primary care and acute and in-patient 

settings; 

 Under physician direction will refer for radiological services; 

 Ensure fewer hands-offs between health care professionals and enhance inter-

professional communication throughout the patient pathway; 

 Assess and map the community to identify services available and gaps in service; 

 Work with the local Public Health agency, where possible, to develop the community’s 

health assessment as it applies to the population’s needs; 

 Develop a method to better serve the community’s health care needs; 

 Increase in community awareness of health prevention and promotion; 

 Design and delivery of a collaborative health approach to the community; 
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 Utilize programs by the community to promote health and wellness to improve the 

overall health of the residents of the community; 

 Develop safe treat and refer programs through policies and protocols; 

 Provide follow-up services according to established care plan developed by supervisor 

and consult and recommend appropriate modifications as needed; 

 Serve on the community multi-discipline team and assist in pandemic preparation for the 

community; and, 

 Aware of the limits of their competence and determined to act within those limits. 

 

The early training programs for community paramedicine have largely been developed internally 

by ambulance services, and thus are limited in content. The two notable exceptions are 

standardized courses developed by the University of Pittsburgh in its proprietary EmedHealth
16

 

program, and a curriculum developed by the Community Healthcare and Emergency Cooperative 

for the North Central EMS Institute
17

. 

 

The EmedHealth courses are organized around health advocacy, prevention and disease 

management and are designed to better utilize emergency medical services system capacity. The 

program has been recognized by several journals
18,19,20,21,22,23

. EmedHealth provides training for 

paramedic health advocates in the areas of prevention, influenza vaccinations, health screenings, 

disease management, chronic disease management, depression management, contract acquisition, 

data collection and analysis, and quality assurance. 

 

The North Central EMS Institute’s curriculum is provided free of charge to accredited colleges 

and universities. Version 3 was released in May 2012 and contains six didactic modules 

covering:  

 Module 1 - Role of the Community Paramedic in the Health Care System: The 

Community Paramedic will understand and analyze their role in the health care system. 

 Module 2 - Social Determinants of Health: The Community Paramedic will understand 

the social determinants of health model. 

 Module 3 - Public Health and Primary Care Role of the Community Paramedic: The 

Community Paramedic will understand their role in public health and primary care. 

                                                      
16

 http://www.emedhealth.com/ 
17

 http://www.communityparamedic.org  
18

 Public Health Perspectives, a supplement to EMS Magazine, October 2008. 
http://www.emedhealth.com/files/Public_Health_Perspectives.pdf 
19

 Emergency Medicine Makes a Housecall, School of Health and Rehabilitation Sciences, University of Pittsburgh. 

http://www.emedhealth.com/files/Emergency_Medicine_Housecall.pdf 
20

 Mosesso, V, Packer, CR, McMahon, J, Auble, T, Paris, P. Influenza Immunizations Provided by EMS 
Agencies: The MEDICVAX Project. PREHOSPITAL EMERGENCY CARE 2003;7:74–78 
21 Paramedics Work to Avert Emergencies. Pittsburgh Post Gazette, September 1, 2005. 
http://www.emedhealth.com/files/Paramedics_Asthma.pdf 
22 Emed Health Provides Disease Management Services. Community Health Challenge, 2007; 1. 
23 Prevention and Disease Management: Future EMS Role? UPMC Trauma Rounds. 
http://www.emedhealth.com/files/Prevention_Management.pdf 
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 Module 4 - Developing Cultural Competence: The Community Paramedic will become 

culturally competent. 

 Module 5 - The Community Paramedic’s Role Within the Community: The Community 

Paramedic will understand their role within the community. 

 Module 6 – The Community Paramedic’s Personal Safety and Wellness: The Community 

Paramedic will understand the importance balancing stress and wellness while ensuring 

their personal safety. 

 

The seventh module is the clinical module which is tailored by each college to fit the care gaps 

identified in community assessment. Topics from the following list are addressed in the 

curriculum, the college chooses topics from within the list that are appropriate to gaps, and may 

supplement it with training and clinical experiences for items not on the list. It is intended that a 

single physician lead the clinical training experience for each EMS agency. 

 

 Patient History/Physical Assessment 

 Adult and Pediatric Weight Checks 

 Well Child Checks 

 Vital Signs 

 Blood Pressure Screening 

 Cholesterol Screening 

 Routine Follow-up 12-Lead Electrocardiogram 

 Blood Glucose Checks 

 Pulse Oximetry Monitoring 

 Setting Up Continuous Positive Airway Pressure devices 

 Ultrasound 

 Lab Specimen Collection 

 Lab Specimen Testing (Inc. I-STAT) 

 Neurological Assessment 

 Post Stroke Assessment 

 Ophthalmoscope Use 

 Chronic Disease Management (heart disease, asthma, COPD, diabetes) 

 Managing Surgical Drains 

 Managing Tracheostomies 

 Managing Catheters 

 Managing PICC lines 

 Peripheral Intravenous Lines 

 IV Catheter Changes 

 Antibiotic Infusions 

 Suture Removal 

 Treatment of Minor Injuries 



 

 7 

 Post Partum Home Visits 

 Infusion Therapies 

 Wound Care 

 Wound Vacuum 

 Medication Monitoring/Reconciliation 

 Immunizations 

 Fluoride Varnish for Children 

 In-Home Lifestyle/Safety Evaluation 

 

In response to a grant announcement by the Center for Medicare and Medicaid Innovation the 

Community Paramedic Innovation Challenge Collaborative was established by the North Central 

EMS Institute. Sixteen communities in nine states signed up to participate in CPICC and 100 

paramedics started pilot training of the 3
rd

 version of North Central EMS Institute’s curriculum 

in early 2012. Each community has agreed to use a common set of outcome measures developed 

by North Central EMS Institute, Eide Bailly and the Emergency Medical Services Performance 

Improvement Center at the University of North Carolina. 

 

Planning for sustainability of a community paramedicine program is an essential beginning 

element for any start-up program. As a new profession with pockets of implementation that vary 

greatly, the financing of community paramedicine so far has been highly local. In the United 

States, existing programs are funded by grants, local taxes, public health departments, ambulance 

services, healthcare insurers and accountable care organizations. Minnesota’s legislature has 

structured a process for Medicaid payment for which reimbursement will follow provided the 

state is successful in a Medicaid waiver application to the federal Centers for Medicare and 

Medicaid Services. 

 

There have recently been both successes and failures in community funding of community 

paramedicine programs. The county commissioners in Wake County (Raleigh, NC) are 

providing ongoing funding to support the Wake County Advanced Practice Paramedic program, 

although the economic downturn saw funding for phases 2 and 3 of program implementation 

withheld (the program is currently funded at the level proposed for the first year of the program). 

In contrast, public health department funding of San Francisco’s community paramedicine 

program, aimed at serving the city of San Francisco’s homeless population, was withdrawn after 

five years due to local political issues. 

 

While there is little published peer reviewed research on the outcome of community 

paramedicine programs there is a growing body of outcome data from North America. In a recent 

filing to Parliament, the Emergency Medical Services Chiefs of Canada reported the following 

results: 

 Nova Scotia’s island nurse practitioner/Community Paramedic run clinic: Reduction in 

Doctor visits by 28% and a decrease in trips to the Emergency Department visits by 40%. 

Direct annual health care cost diminished from $2380 to $1375 per person over the three 

years of the study. 
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 The Community Referrals by Emergency Medical Services program in Toronto reduced 

emergency medical calls by 73.8% in the target population. 

 The nurse practitioner/Community Paramedic Health Bus in Saskatoon saw nearly 6,000 

visits, with 43% being repeat clients over a 2 year period. 

 MedStar in Fort Worth accomplished a $13.5 million reduction in costs and charges over 

a 2 year period, reduced 911 call volume in a target population by 58%, and reduce 

emergency department bed occupancy by 14,334 hours. 

 

The National Association of Emergency Medical Services Physicians (NAEMSP) and the 

National Rural Health Association (NRHA) believe in the following concepts as it relates to the 

ongoing evolution of community paramedicine programs. 

1. Engaged and knowledgeable physician medical directors must guide the program 

2. States must decide whether and how to regulate community paramedicine programs; 

regulation may be necessary to effect reimbursement.  

3. Each program should be tailored to meet local community needs by filling local gaps in 

access or care.  

4. Community paramedicine will evolve over the next decade. Regulations, especially early 

regulations, should not stifle innovation or gap filling during this evolution. Standards 

should not be established until there is sufficient data on performance outcome measures. 

Community paramedicine programs must be engaged in reporting performance based on 

evolving common performance indicators and definitions. 

5. Duplication of existing services by other healthcare providers by a community 

paramedicine program should be avoided. 

6. Assessments followed by data collection and analysis using standardized tools and 

methods are essential building blocks for community paramedicine programs.  

7. Community Paramedics in programs intending to be comprehensive in approach should 

be trained by accredited colleges and universities using standardized curricula. In isolated 

areas with a dominant chronic disease prevalence may be appropriate for modularized 

training specific to the disease process. 

8. State and federal governments should establish reimbursement systems under Medicare 

and Medicaid, and the National Association of EMS Physicians and the National Rural 

Health Association should put such reimbursement on their legislative agendas. 
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