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BUILDING CAPACITY IN HEALTHCARE BY RE-EXAMINING CLINICAL SERVICES IN

PARAMEDICINE

Walter Tavares, PhD , Ian Drennan, PhD(c) , Kelly Van Diepen, MD, Michael Abanil, ACP,
Natalie Kedzierski, BSc, Chris Spearen, BSc.N, Norm Barrette, MA, Mathew Mercuri, PhD

ABSTRACT

Objectives: Emergency departments (ED) continue to be
overburdened, leading to crowding and elevated risk of
negative clinical outcomes. Extending clinical services to
paramedics may support efforts to improve ED burdens
by promoting health care access and capacity during times
of patient crisis. The objective of this study was to iden-
tify the clinical course and most responsible diagnosis of
patients transported by paramedic services to local EDs to
then evaluate impact of various augmented 9-1-1/paramedic
clinical service models on the need for additional ED ser-
vices. Methods: Aretrospective cohort and model-simulation
based study. We retrieved clinical data from hospital records
for a random selection of 3,000 patients who engaged 9-1-
1/paramedic services and were transported to a regional ED
to identify their clinical course (interventions, diagnostics)
disposition and most responsible admitting/discharge diag-
nosis. We used this data to establish, simulate and test numer-
ous paramedic service models on the need for ED services.
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Results: A random selection of 3,000 patients was reviewed
across 3 hospitals. The majority were female (57.2%) with
a mean age of 65 (SD = 21.3). The majority (n = 1954;
65.1%) were discharged directly from ED of which 3.6% (n
= 108) received no intervention or diagnostic, 20.4% (n =
611) received only a diagnostic, 4.8% (n = 143) received
only an intervention and 36.4% (n = 1092) received both
an intervention and diagnostic. The proportion of nonad-
mitted patients rose to 82.2% and 77.2% when considering
lower priority patients and age greater than 65, respectively.
Patient types were identified based on frequency and associa-
tion with discharge directly from ED. Twelve simulated aug-
mented paramedic clinical service models are reported with
estimated gains in the number of patients who may no longer
require ED services ranging from 7.5% (n = 146) to 35.4%
(n = 691). Conclusions: This study suggests a reduction in
need for ED services may be achieved through innovative
models of paramedic services at the time of crisis. Identify-
ing and confirming patient types/events to target and clinical
services to include in the model requires ongoing investiga-
tion. Future research will be needed to evaluate the accuracy
and impact of the models presented. Keywords: Paramedic;
EMS; Community Paramedicine; Healthcare Service Deliv-
ery; ED Crowding; primary care

PREHOSPITAL EMERGENCY CARE 2017;21:652–661

INTRODUCTION

Health care resources are scarce and as such, it is
important that resources be allocated in a way that
optimizes health care outcomes. In considering use
of resources, some have suggested that it may be
more clinically appropriate and resource efficient if
many patients who access care directly through the
emergency department (ED) were to instead do so
through primary or ambulatory care providers.1 How-
ever, many patients who might otherwise be cared for
appropriately in these settings continue to access the
ED often due to limited options and despite (a) efforts
to reduce need through more access to these services,
or (b) misuse through patient education.2 This may
result in ED crowding, raising the risk for negative
clinical outcomes.1,3-5 For those who access care (or the
ED) using paramedic services, care options are lim-
ited and paramedics are obligated to convey patients
to the ED regardless of need,6,7 contributing further
to an overburdening of the system. As such, simply
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increasing the capacity of EDs may not be a sustainable
solution and increasing primary and/or ambulatory
care resources does not necessarily address the chal-
lenge of providing opportunities to obtain care outside
of the ED setting at the time of the emergent problem.8

This suggests alternative strategies are required, which
may include reexamining the scope of care available in
the system and/or expanding capacity by providing
more access to clinical services outside of the ED by
using and redesigning paramedic services.9

The current scope of care provided by paramedics
may be too narrowly focused to support goals of capac-
ity growth and access when considering the spectrum
of patients they and EDs encounter. As such, this rep-
resents an underutilized health care service especially
when considering the opportunity paramedics have
to offer more in the community as a function of their
context of practice. For instance, until recently,10,11

paramedicine has traditionally focused on resuscita-
tive, acute and/or emergent care. Early interventions
for emergent conditions (e.g., early defibrillation,
STEMI care) and rapid transport to more definitive
care have been the mainstay and even catalyst for
whatever system developments that have emerged.
There have been advances, with paramedic services
providing more care for acutely ill cardiac, trauma,
obstetrical, neurological, and pediatric patients and
triaging them directly to specialized centers, not just
the nearest ED.12-14 What can be learned from these
enhancements is that paramedics are able to provide
increasingly complex levels of care in place, in the
community, and more meaningful dispositions for
those accessing care in this way, at least for those
experiencing high acuity events. These advances are
examples of how paramedicine can advance, trans-
form and be leveraged and integrated to optimize care
and outcomes safely.15,16

In the event that paramedic services can serve as a
means of bolstering capacity and access to care and
thus mitigate overburdened EDs, changes to what
paramedics can offer are required. However, there are
uncertainties regarding what other clinical services,
dispositions or even specific patient types, conditions
or events would be most appropriately targeted toward
optimizing services, specifically during times of crisis.
An opportunity exists to augment “out of hospital”
care by leveraging paramedic services if we can bet-
ter understand the most appropriate clinical services
to offer and for whom (as a method and outcome) as
a means of effecting gains in health resource capacity
and access.17 Evidence supporting programs designed
to implement care outside of the ED, specifically at the
time of the emergent problem, remains limited.

Therefore this study aimed to identify types of
patient presentations that might be suitable to take
advantage of changes in the scopes of clinical services

offered by paramedic services, such that patients not
requiring ED services can obtain care in the commu-
nity (out of hospital). We asked, of patients transported
by paramedic services, what is their course of clinical
care, disposition and most responsible diagnosis once
transported to the ED? Then based on this informa-
tion, we asked what additional clinical services pro-
vided by paramedics (in a 9-1-1 model) may result in
the least need for additional ED services? The results
may help inform educational and practice models
in paramedicine toward supporting larger healthcare
policy goals.

METHODS

Study Design

Overview

We designed a retrospective cohort and simulation
based study. For patients who engaged 911-paramedic
services and were transported to a regional ED, we
retrieved clinical data from hospital records retrospec-
tively to identify clinical course and disposition. We
used this data to (a) describe the patient population
transported by paramedic services; (b) identify spe-
cific interventions, diagnostics, disease classifications
and disposition; and (c) simulate the impact of vari-
ous paramedic service delivery models on these patient
groups and need for additional ED services. This study
received ethics approval by McMaster University (REB
0399-C) Southlake Regional Heath Centre (REB 0046-
1516), MacKenzie Health and Markham Stouffville
Hospital.

Study Setting

We selected a paramedic service located in southern
Ontario, Canada for this study. This region has pop-
ulation of 1.1 million with a mix of urban, subur-
ban and rural residential, industrial and commercial
communities, and responds to approximately 77,000
emergency/9-1-1 calls per year with 35% of staff at
the Advanced Care Paramedic (ACP) level.18,19 All
patient contacts are documented and maintained in an
electronic patient care record (ePCR) database. Medi-
cal oversight and scope or practice are provided and
defined by an external base hospital program.

Study Subjects – Inclusion / Exclusion Criteria

Patients were identified using an ePCR database and
were included if they were a resident who contacted
9-1-1 between January 1, 2014 and December 31, 2014,
were transported to one of the 3 regional/study hospi-
tals, and were assigned a Canadian Triage Acuity Scale
(CTAS)20 score of 2, 3, 4, or 5 by paramedics. Patients
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who were less than 18 years old at the time of contact-
ing paramedic services were excluded from the study
because of the known low rate of pediatric popula-
tions and interest in targeting an adult scope of practice
and growing aging population first. We also excluded
those patients whose ePCR did not match with hospital
records (e.g., those transported out of the region), those
who used paramedic services specifically for transport
between facilities, and those who were part of a by-
pass protocol (e.g., stroke by-pass). This allowed us to
identify an adult patient population that self-identified
as being in need of 911 services and patient types that
were potentially suitable for some sort of out of hospi-
tal/ ED based intervention.

Data Collection

We required two different databases, accessed in
sequence. First we retrieved all paramedic service
ePCRs based on the criteria above and assigned unique
identifiers for each. Duplicate records for the same
patient (e.g., completed by more than one paramedic
crew), were merged. We then screened all records for
inclusion criteria and stratified the records by CTAS
within hospital destination. We then randomly (using
a random number generator) selected 1,000 patients
per hospital using the CTAS stratification weights for
all data. This ensured our sample was representative
of our population in at least CTAS level distributions
across 3 hospitals.

Next we abstracted clinical data from each ePCR
including identifiers to facilitate matching with hospi-
tal records. We used name, date of birth and healthcare
number, to match the records then manually abstracted
clinical data, removing identifiers at that point. To
ensure accuracy we verified all matches and randomly
verified all data abstracted for 20% of the records at
each of the 3 hospitals. See Supplemental Material
Section 1 (Supplementary Material Available Online)
for details regarding data abstracted. Not all data
listed was relevant to or reported in this study, but was
collected as part of a larger program of research.

We were interested in (a) admission status, (b)
discharge or admission diagnosis, and (c) diagnostics
and interventions performed. Admission status was
captured either as admitted (including those trans-
ferred to another facility), not admitted, left against
medical advice (AMA) or deceased in ED (“trans-
ferred” to another hospital was treated as admit-
ted). For each hospital record we abstracted either a
discharge or admission diagnosis, which were listed
according to the International Statistical Classifica-
tion of Diseases and Related Health Problems Tenth
Ed. Canada (ICD-10-CA) at the four-to-five charac-
ter category level. Where multiple ICD codes were
assigned we retained the first or most responsible

code and cross-referenced it with the health record to
ensure it was the main reason for the visit. We then
organized the raw ICD-10-CA codes into more clini-
cally meaningful categories using an existing Clinical
Classifications Software (CCS) (https://www.hcup-
us.ahrq.gov/toolssoftware/ccs10/ccs10.jsp). Where e-
xact matches could not be made (e.g., due to small
variations is descriptions), members of the research
team (MA, WT) met to discuss possible matches. We
manually screened all remaining codes and assigned
them to the closest most appropriate clinically relevant
grouping. We only entered the code into the database
once consensus was reached, involving a third (ID)
team member only if needed. Finally, for all diagnos-
tics and interventions documented at the individual
patient level, we abstracted and entered these verba-
tim.

Primary Outcomes and Analysis Plan

Our analysis plan aimed to triangulate findings
toward identifying patient types / medical condi-
tions whose dispositions may potentially be improved
by paramedic intervention. In doing so we avoided
any preconceived limitations associated with existing
scopes of practice, feasibility or supposed barriers as
they might exist in this context at the time of the study
(e.g., legislative barriers). Our intention was to be aspi-
rational and suggestive of directions for future study.

First we established a classification system based on
clinical services documented and admission status. For
instance, following 9-1-1 activation, care and transport
by paramedics to an ED, those in group 1 met the fol-
lowing criteria: (a) received no further interventions;
(b) received no further diagnostics; and (c) were not
admitted. Those in group 2 also received no further
interventions and were not admitted, but received fur-
ther diagnostics. Various combinations led to a total
of 10 classifications (reported below). We deduced that
those that were not admitted and specifically did not
receive any further intervention or diagnostics in ED,
as a result of paramedic service innovations, might be
a group of patients that potentially could be cared for
by paramedics without the need to occupy emergency
department resources.

For this cohort of transported but nonadmitted
patients, we then explored and listed patient types,
diagnostics and interventions for their frequency as
well as association with discharge directly from ED.
We used this information to conduct a number of sim-
ulations manipulating combinations of interventions
and diagnostics with a primary outcome of maximiz-
ing the number of patients requiring no additional
services (i.e., group 1). These simulations involved cre-
ating models based on statistical data (frequency x
association with discharge rate) to establish an index

https://www.hcup-us.ahrq.gov/toolssoftware/ccs10/ccs10.jsp
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that could then be ranked. “Frequency” was based on
the nonadmission group only, since it was this group
that we were interested in. However, for “association
with discharge,” we considered all patients since it was
important to determine for a patient type, their admis-
sion and nonadmission rates. This allowed us to ulti-
mately formulate recommendations regarding mean-
ingful shifts in paramedic services that might build
capacity in the system.

RESULTS

A total of 76,996 ePCRs were retrieved. After screen-
ing for inclusion criteria and cleaning (e.g., remov-
ing duplicates) 32,009 eligible records remained (see
Figure 1 for details). Our sample distribution by CTAS
within hospital resulted in similar distributions to our
“population,” which meant no further manipulation
or stratification was required. Ensuring we distributed
the sample equally across the 3 hospitals rather than
proportionately to each hospital, meant other factors
(e.g., various community demographics) could be rep-
resented in our data. Of the 3000 patients, the major-
ity (57.2%) were female (population mean = 57.5%)
and the mean age was 65 (SD = 21.3; min = 19, max
= 105) (population mean = 64) with 23 of 41 regional
communities represented. Paramedics recorded assess-
ments for all 3,000 records and provided treatment
(defined as controlled delegated medical acts) for 12%
(n = 367) of patients. See Table 1 for a summary of the
demographics.

Of the 3,000 patients reviewed, a total of 65.1% of
patients (n = 1954) were not admitted. Of the nonad-
mitted patients this included 3.6% (n = 108) receiving
no intervention or diagnostic, 20.4% (n = 611) receiv-
ing only a diagnostic, 4.8% (n = 143) receiving only an
intervention and 36.4% (n = 1092) receiving both an
intervention and diagnostic. The proportion of nonad-
mitted patients rose to 82.2% and 77.2% when consider-
ing lower priority patients (i.e., CTAS 4 and 5 only) and
lower priority patients over the age of 65, respectively
(see Table 2 for details).

When considering all patients (n = 3000), a total
of 675 unique conditions/patient types, 258 unique
interventions and 187 unique diagnostics (44 were
listed as consultations) were recorded. Of all the ICD-
10-CA codes recorded 73% occur within groups 1-4. At
the patient level, this represented 87% of all patients,
meaning only 13% have unique ICD codes exclusive to
groups 5–10 (e.g., ICD Codes A41.9 sepsis-unspecified
and K92.2 gastrointestinal hemorrhage exist only in
groups 5–10) indicating patient types not suitable for
prehospital diversions.

It was at this point that we converted the raw ICD-10
codes using CCS (as described above). Following CCS
grouping, the top 10 patient types / conditions based
on frequency and association with discharge directly

FIGURE 1. Illustration of data cleaning prior to random selection
of 3,000 patients for analysis. Note: Nonresidents were eliminated
because (a) we felt that the population immediately outside of the
Region’s boundaries was not sufficiently different in any meaning-
ful way as to threaten the representativeness of our sample popu-
lation; and (b) as a condition of our internal and external research
review.

from ED are reported in Table 3. See Supplemental
Material Section 2 (Supplementary Material Available
Online) for the individual ICD-10 codes that make up
each of the “patient types” listed in Table 3.

Simulated Paramedic Service Models and
Impact on Group Assignment

Next we evaluated group assignment for the cohort
of 1954 nonadmitted patients after simulating various
paramedic service models. We asked what would
happen to group assignment if paramedic services
were equipped (e.g., in resources, clinical reasoning)
with various clinical services, simulating reductions
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Table 1. Demographic data comparing sample to “population” data

Sample N = 3000 Population
∗

N = 76,996

Gender 57.2% Female; 42.8% Male 57.5% Female; 42.5% Male
Age 65 (SD = 21.3); Min = 19, Max = 105 64
Age Distribution and Discharge Rate

(does not include those who left
against medical advice)

55.7% discharged directly from ED; Age 18–64 = 1,311;
1,013 or 77.3% discharged directly from ED

n/a (see NACRS ref)

Communities 23 41
Treatment Rendered by Paramedics n = 367; 12.2% n/a
CTAS Distribution1 2 = 28.4%; 3 = 57.5%; 4 = 10.9%; 5 = 3.3% 2 = 29.2%; 3 = 55%; 4 = 10.6%;

5 = 3.6%
CTAS (determined by triage nurse)

Distribution by Hospital
MSH – 2 = 26.8%; 3 = 58.3%; 4 = 10.7%; 5 = 4.2% Unable to determine hospital

distributions.Southlake – 2 = 25.9%; 3 = 58.6%’ 4 = 12.3%; 5 = 3.3%
MacKenzie – 2 = 31.5%; 3 = 56%; 4 = 9.7%; 5 = 2.8%

CTAS (determined by paramedics) and
rate of discharge directly from ED

CTAS 2 = 46.76% (397/849) 3 = 69.97% (1207/1725); 4 =
82.57% (270/327); 5 = 80.81% (80/99)

Unable to determine hospital
distributions.

∗Population values obtained by filtering 76,996 rows with those that had the “response outcome” of “Treatment and/or transport” from January 1, 2014 to December
31, 2014.

in the need for ED services. We used 4 approaches.
First, we considered the interventions and diagnos-
tics performed most frequently and with the highest
association with nonadmission (creating an index
ranking for each, see Supplemental Material Section 3
for details; Supplementary Material Available Online).
Next, we removed diagnostics and interventions that
exist in broad classification as part of an ACP skill
set (e.g., pain medication) and replaced the top 10
list with the next highest-ranking (based on index)
diagnostics / interventions. Then we removed the
diagnostics/interventions that may be threatened by
feasibility (e.g., CT Scans). Lastly we report the statis-
tical and selected combinations (based on a number
of simulations) that resulted in the greatest number
of patients requiring no further clinical services in
ED. See Table 4 for the best performing model and
Supplemental Material Sections 3–6 for details (Sup-
plementary Material Available Online) regarding some
additional sample models and model results including
effects on patient types.

DISCUSSION

Overburdening EDs risks negative clinical outcomes
and strategies to mitigate system pressures continue
to be explored.21 Increasingly paramedic services are
recognized as well positioned to offer more in clinical
contributions to better meet the needs of patients they
encounter in the community, potentially reducing the
need for ED services.11 The aim of this study was to
identify patient types, conditions, or groups that might
benefit from expanded paramedic services as a way
of improving health care resource utilization, access,
patient disposition, and outcomes. The results of this
study suggest that with paramedic service innovations,
which are responsive to the population it serves, signif-
icant reductions in the need for additional ED services
may be reduced. Furthermore, the methods we pre-

sented serves both as a needs-analysis for considering
efficient service innovations, but also as a mechanism
to consider risk in doing so. Re-examining clinical ser-
vices in paramedicine, including offering and integrat-
ing more clinical services in the community (especially
at times of crisis) may promote access and capacity in
the healthcare system, particularly for nonlife threaten-
ing events where primary care may not be positioned
to handle urgent care needs. While other studies
have explored use of paramedics in other healthcare
contexts,22 this study has implications for those respon-
sible for education and practice changes to 9-1-1
systems in paramedicine..

For care to be further extended from the ED to
paramedic services, education, guidelines, and practice
models must be aligned with those most appropriately
cared for in this context, aiming for safe clinical and
socially responsive care.23 While programs are already
in place, evidence in support of them has been lim-
ited.23 One of the challenges continues to be how best to
structure these programs/clinical services. Forecasting
the types of patients that would be most appropriate
for shifts in clinical services during times of crisis, and
the clinical services that would be needed to do so,
remains fundamental to promoting program success.

This study suggests that focusing on specific patient
types and augmenting paramedic clinical services can
result in expanded access to and capacity within out
of hospital systems, ultimately reducing the need for
(some) ED services. Successful ED crowding programs
have targeted capacity growth in areas other than the
ED. For example, Scandinavian countries with robust
systems to manage acute care outside the ED do not
report crowding as a major problem.1 These programs
involve engaging a number of “prehospital care sys-
tems” before accessing the ED. These include contact
with general practitioners, primary care, or outpatient
specialty physicians. Ambulance services (as they are
referred to) are also engaged for emergency and none-
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Table 4. Summary of paramedic service model (intervention and diagnostics) having the greatest impact on reductions for
the need for additional services in EDs

All nonadmitted patients
(Groups 1–4) Baseline (Group 1) Model 12

∗

No Diagnostics in ED Diagnostics Model 4 CBC/Differential Chem7
Creatine Kinase Troponin
Urinalysis INR
GEM Consult PTT
Crisis Consult X-ray

No interventions in ED Interventions Model 8 Hydromorphone Pink Lady
Zofran Ativan
Metoclopramide Tylenol 3
Percocet TD
Ceftriaxone Sutures

(N = 1954) Baseline n = 108 (5.53%) — Predicted n = 691 in total in Group 1 (35.36%)

∗Model that resulted in the greatest number of patients who would not require additional ED services (i.e., group 1), if available in the prehospital setting and
requiring the least amount of diagnostics and interventions (see Supplemental Sections 4 and 5 for additional details regarding all other models; Supplementary
Material Available Online).

mergency events but are staffed with nontraditional
clinical services when compared to most North Amer-
ican models.1 These “prehospital” programs facilitate
direct admission as well as treat and release programs.
Our study contributes to the growing discussion and
evolution of “prehospital care systems” by providing
specific foundational data by which to structure, but
also study further shifts in education, practice, policy,
and oversight into an existing service.

Guiding model development, particularly those that
involve selected combinations of interventions and
diagnostics, were aims to shift patients to instances in
which no further ED services would (theoretically) be
needed. We developed and tested numerous models
using different combinations of interventions and
diagnostics while taking into consideration the con-
ditions most associated with discharge directly from
ED with variable results. While future research would
need to provide support for the models, deriving them
involved both empirical (frequency and association
with discharge) and analytical approaches (judgment
in selecting combinations). Feasibility, training require-
ments, costs and other local factors should be addition-
ally considered, However, research exploring patient
perspectives on related topics, suggests the public is
increasingly in favor of these types of changes.24,25,

Regardless of the model, extending ED clinical ser-
vices to prehospital settings requires caution. For
example, while we assumed that nonadmitted patients
represented the most likely to be suitable for care in
the community, in exploring these by patient types
we found that none of the groupings were exclusively
discharged directly from ED. This suggests that while
an opportunity exists to support these patients in the
community, there is still risk in doing so, particu-
larly if paramedics were to continue to be challenged
with decisions on working diagnoses and predictions
regarding admission.26,27 Other conditions were asso-

ciated with discharge directly form the ED exclu-
sively, but were so infrequent, (leading to a low index
score) that shifting policies on these conditions may
be ineffectual. Still, service delivery model simulations
that assume an existing ACP skill set in addition to
legislative freedom to avoid conveyance to the ED
and selected diagnostics and interventions for specific
patient types, suggest that the proportion of patients
that may be cared for in the community by paramedics
can be increased significantly.

Appropriate clinical reasoning and quality assur-
ance must support consideration of these models. For
example, while the discharge diagnosis (patient types)
may appear benign, the clinical reasoning to get there
is complicated. Our results and any applicability they
may have in practice assumes a level of clinical rea-
soning and expertise intended to support interaction
with any of these patient types and/or the selection,
application and interpretation of any of the listed
interventions and diagnostics. Also, these results have
the benefit of hindsight and confirmed diagnoses. Sim-
ply transferring these results into paramedic clinical
settings is not likely to be helpful. Further, the hetero-
geneity that may exist within each patient type or even
decisions associated with selection and interpretation
of diagnostics and interventions cannot be overstated.
As such, these grouped patient conditions, interven-
tions and diagnostics must be carefully interpreted,
translated and assembled to support and be responsive
to actual clinical encounters, context, practice and fea-
sibility. Our intention is to provide data and a model
by which to support decisions toward capacity growth
and expansions in the scope of available care in the
community. However, doing so must be accompanied
by robust education, clinical acumen, policy, quality
assurance, and medical oversight, practice guidelines
and medical legal considerations where appropriate
and further research.
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Limitations

There are limitations associated with this study. To
avoid being overly granular and facilitate meaningful
and clinical relevant analysis and reporting of results,
we grouped ICD codes using CCS. Aggregating meth-
ods of this kind reduces some of the detail to gain in
interpretation. While we provide all raw data for each
grouping, the grouping themselves may skew some
of the results and lead to difficulty in interpretation.
For our grouping and eventual analysis, we used the
first and/or most responsible diagnosis. The challenges
with using ICD codes are well documented. There may
have been other conditions (at times many ICD codes
were documented) that may have been clinically rele-
vant and yet were not captured in our analysis. How-
ever, in each of the study clinical sites, policy was to use
the first ICD code as the most responsible diagnosis.
The range of possible service delivery models are not
quite infinite, but large. Despite assembling and con-
ducting multiple analyses, we limited our reporting to
12 models. There may be other models that were not
considered that may have led to other equally, if not
more meaningful, results. Also, while we did take into
consideration the clinical relatedness and appropriate-
ness of the interventions and diagnostics in most mod-
els, this is not what dictated our models. Instead we
looked for models that led to the largest reductions in
need for ED services. Other drivers may have yielded
different results. Our models are necessarily specula-
tive and it is difficult if not impossible in this study to
determine whether our results are over or under esti-
mated. Future prospective research will need to test
these predictions and modify models as necessary, but
we have been able to provide educators and policy
makers with a database by which to make informed
decisions for pursuing this issue further. Lastly, we
limited our lists to top ten based mainly on factors
influencing our composite index scores. Other patient
types may be relevant to policy makers and educators,
however, including additional diagnostics and inter-
ventions led to limited gains or began to reach a
point where feasibility may have been significantly
threatened.

CONCLUSIONS

As health care resources become increasingly scarce,
resources must be optimized in a way that promotes
health care outcomes. By exploring the clinical course
and disposition of patients transported by paramedic
services to local EDs, there may be patient types or
groups appropriate for care in the community by
paramedics at the time of crisis (i.e., 9-1-1 response). To
support doing so, clinical services including diagnos-
tics and interventions that best support these patient
types and reduce the need for ED services would

need to be made available as part of a new model of
paramedic services. Doing so may be a way of cor-
recting an underservicing/underutilization that exists
in paramedic services currently while simultaneously
reducing the burden on EDs and promoting health
care capacity and access. We have proposed a num-
ber of service delivery models that may achieve these
goals assuming robust education, clinical acumen, pol-
icy, quality assurance and medical oversight, practice
guidelines, and medical legal considerations where
appropriate. Indeed, re-examining and ultimately inte-
grating augmented paramedic clinical services, as part
of larger out of hospital programs, should be consid-
ered further. Future research will be needed to evaluate
the accuracy and impact of the models presented.

ORCID
Walter Tavares http://orcid.org/0000-0001-8267-
9448
Ian Drennan http://orcid.org/0000-0001-8033-4382
Mathew Mercuri http://orcid.org/0000-0001-8070-
9615

References

1. Pines JM, Hilton JA, Weber EJ, et al. International perspec-
tives on emergency department crowding. Acad Emerg Med.
2011;18(12):1358–70.

2. Foley ME, Legome E, Raven M. Reducing emergency depart-
ment utilization: is this the answer? Acad Emerg Med.
2013;20(10):1062–3.

3. Trzeciak S, Rivers E. Emergency department overcrowding in
the United States: an emerging threat to patient safety and pub-
lic health. Emerg Med J. 2003;20(5):402–5.

4. Hoot NR, Aronsky D. Systematic review of emergency depart-
ment crowding: causes, effects, and solutions. Annals of Emerg
Med 2008;52(2):126–136.

5. Singer AJ, Thode HC, Viccellio P, Pines JM. The association
between length of emergency department boarding and mor-
tality. Acad Emerg Med. 2011;18(12):1324–9.

6. Hjälte L, Suserud BO, Herlitz J, Karlberg I. Why are people
without medical needs transported by ambulance? A study of
indications for pre-hospital care. Eur Jounal of Emerg Med.
2007;14(3):151–6.

7. Weaver MD, Moor CG, Patterson PD, Yealy DM. Medical neces-
sity in emergency medical services transports. Am J Med Qual.
2012;27(3):250–5.

8. Gruneir A, Silver MJ, Rochon PA. Emergency department use
by older adults: a literature review on trends, appropriateness,
and consequences of unmet health care needs. Med Care Res
Rev. 2011;68(2):13–155.

9. Iezzoni LI, Dorner SC, Ajayi T. Community paramedicine—
addressing questions as programs expand. N Engl J Med.
2016;374(12):1107–9.

10. Jensen JL, Marshal EG, Carter AJE, Boudreau M, Burge F,
Travers AH. Impact of a novel collaborative long-term care–
EMS model: a before-and-after cohort analysis of an extended
care paramedic program. Prehosp Emerg Care. 2016;20(1):
1–6.

http://orcid.org/0000-0001-8267-9448
http://orcid.org/0000-0001-8033-4382
http://orcid.org/0000-0001-8070-9615


W. Tavares et al. RE-EXAMINING CLINICAL SERVICES IN PARAMEDICINE 661

11. Hill H, McMeekin P, Price C. A systematic review of the activity
and impact of emergency care practioners in the NHS. Emerg
Med J. 2013;31:753–860.

12. Hsiao KY, Lin LC, Chou MH, et al. Outcomes of trauma
patients: direct transport versus transfer after stabilisation at
another hospital. Injury. 2012;43(9):1575–9.

13. Jauch EC, Cucchiara B, Adeoye O, et al. Part 11: adult stroke
2010 American Heart Association Guidelines for cardiopul-
monary resuscitation and emergency cardiovascular care. Cir-
culation. 2010;122(18 suppl 3):S818–28.

14. O’Connor RE, Brady W, Brooks SC, et al. Part 10: Acute
Coronary Syndromes 2010 American Heart Association Guide-
lines for Cardiopulmonary Resuscitation and Emergency Car-
diovascular Care. Circulation. 2010;122(18 suppl 3):S787–
817.

15. Hill AD, Fowler RA, Nathens AB. Impact of interhospital trans-
fer on outcomes for trauma patients: a systematic review. J
Trauma Acute Care Surg. 2011;71(6):1885–901.

16. Ross G, Alsayed, T, Turner L, Olynyk C, Thurston A,
Verbeek R. Assessment of the safety and effectiveness of
emergency department STEMI bypass by defibrillation-only
emergency medical technicians/primary care paramedics. Pre-
hosp Emerg Care. 2015;19(2):191–201.

17. Turner J, Coster J, Chambers D, et al. What evidence is there on
the effectiveness of different models of delivering urgent care?
A rapid review Project Report. Southampton, UK: NIHR Jour-
nals Library.

18. Lakeridge Health, Centre for Prehospital Care Pro-
grams (CEPCP). Advacnced Care Paramedic and
Primary Care Paramedic Medical Directive 2016 Available at:
https://www.lakeridgehealth.on.ca/en/ourservices/acppcp-
directives.asp. Accessed July 22, 2016.

19. Paramedic Association of Canada. National Occupational
Competency Profile. Available at: http://paramedic.ca/
site/nocp?nav=02. Accessed July 22, 2016.

20. Canadian Association of Emergency Physicians. Canadian
Triage and Acuity Scale (CTAS) / Prehospital CTAS (Pre-
CTAS). Available at: http://caep.ca/resources/ctas. Accessed
August 13, 2016.

21. Morgan SR, Chang AM, Alqatari M, Pines JM. Non–emergency
department interventions to reduce ed utilization: a systematic
review. Acad Emerg Med. 2013;20(10):969–85.

22. Heinelt M, Drennan IR, Jinbaek K, et al. Prehospital iden-
tification of underlying coronary artery disease by com-
munity paramedics. Prehosp Emerg Care. 2015;19(4):548–
53.

23. Choi BY, Blumberg C, Williams, K. Mobile integrated health
care and community paramedicine: an emerging emergency
medical services concept. Ann Emerg Med. 2016;67(3):361–6.

24. Cora Jones CM, Wasserman EB, Li T, Shah MN. Acceptability of
alternatives to traditional emergency care: patient characteris-
tics, alternate transport modes, and alternate destinations. Pre-
hosp Emerg Care. 2015;19(4):516–523.

25. Munjal KG, Shastry S, Loo GT, et al. Patient perspectives
on EMS alternate destination models. Prehosp Emerg Care.
2016;20(6):705–711.

26. Cummins NM, Dixon M, Garavan C, Landymore E,
Mulligan N, O’Donnell C. Can advanced paramedics in
the field diagnose patients and predict hospital admission?
Emerg Med J. 2013;30:1043–7.

27. Christie A, Cosat-Scorse B, Nicholls M, Jones P, Howie, G.
Accuracy of working diagnosis by paramedics for patients
presenting with dyspnoea. Emerg Med Aus. 2016;28(5):
525–530.

https://www.lakeridgehealth.on.ca/en/ourservices/acppcpdirectives.asp
http://paramedic.ca/site/nocp?nav=02
http://caep.ca/resources/ctas

	Abstract
	References

