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PRINCIPLES TO GUIDE THE FUTURE OF PARAMEDICINE IN CANADA

W. Tavares, PhD, A. Allana, BSc, L. Beaune, MSW, D. Weiss, MA, I. Blanchard, PhD

ABSTRACT

Objective: Paramedicine in Canada has experienced sig-
nificant growth in recent years, which has resulted in a
misalignment between existing guiding conceptualizations
and how the profession is structured and enacted in prac-
tice. As a result, well-established boundaries, directions,
and priorities may be poorly aligned with existing frame-
works. The objective of this study was to explore emerg-
ing and future states of paramedicine in Canada such that
guiding principles could be derived. We asked: How

should paramedicine be conceptualized and enacted in
Canada going forward, and, what might be the necessary
enablers? Methods: This study involved in-depth one-on-
one semi-structured interviews with Canadian paramedi-
cine thought leaders. We used purposive and snowball
sampling strategies to identify potential participants.
Interview guide questions were used to stimulate discus-
sion about the future of paramedicine in Canada and sug-
gestions for implementation. We used inductive
qualitative content analysis as our analytical approach,
informed by a constructivist and interpretivist orientation.
Results: Thirty-five key informants from across Canada
participated in interviews. Ten themes were identified: (1)
prioritizing patients and their communities; (2) providing
health care along a health and social continuum; (3) practic-
ing within an integrated health care framework, and partner-
ing across sectors; (4) being socially responsive; (5) enacting
professional autonomy; (6) integrating the health of profes-
sionals; (7) using quality-based frameworks; (8) enacting
intelligent access to and distribution of services; (9) enacting
a continuous learning environment; and, (10) being evi-
dence-informed in practice and systems. Six enablers were
also identified: shift professional culture and identity,
enhance knowledge, promote shared understanding of para-
medicine, integrate data environments, leverage advancing
technology, advance policy, regulation and legislation.
Conclusions: Our results provide a conceptual framework
made up of guiding principles and enablers that provide a
consolidated lens to advance the paramedicine profession in
Canada (and elsewhere as appropriate) while ensuring con-
textual and regional needs and differences can be accounted
for. Key words: paramedicine; autonomy; health care;
professional; ambulance; emergency medical services

PREHOSPITAL EMERGENCY CARE 2022;26:728–738

INTRODUCTION

Paramedicine in Canada has experienced significant
changes in recent years, and this has resulted in a mis-
alignment between existing conceptualizations of the
profession and emerging practice (1). For instance, in
contrast to more “traditional” responsibilities (e.g.,
responding to emergencies and providing transport to
emergency departments), paramedics have played a
role in delivering primary care in under-serviced rural
areas, have been integrated into long-term care set-
tings, and support palliative and family health teams
(1–4). Increasingly, paramedicine is becoming recog-
nized as a profession whose unique point of contact
with broad patient groups can be leveraged to better
serve health care needs and meet new policy goals
(5, 6)
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What paramedicine is, how it should be organized,
and what newer roles and conceptualizations mean,
are challenging well-established boundaries and
guiding frameworks are lacking (7–9). The most
recent Canadian national framework was produced
in 2006 by the Emergency Medical Services Chiefs of
Canada (now Paramedic Chiefs of Canada [PCC]),
which included six strategic directions: injury and
prevention; emergency medical response; community
health; training and research; public education; and
emergency preparedness (9). Despite this framework,
some have cautioned that aspects of paramedicine
(e.g., community paramedicine) continue to suffer
from lack of coordination and that without it, there is
risk of paramedicine becoming “piece-meal patches
to a system in crisis” (5). Since 2006, a number of
advances that are not clearly captured in these pillars
have emerged, such as more focused frameworks for
community paramedicine (5), different roles para-
medics are to embody in their work (10), research tar-
gets (11), issues related to physical demands (12),
dimensions of practice (13), the need for case manage-
ment (14), assessment of competence frameworks
(15), insights related to mental health (16) and safety
threats (17, 18). Given how a rapidly shifting health
care system is changing how professions are organiz-
ing and evolving (19, 20), the variable clinical practice
structures, broadening public and health care system
use of paramedicine, and diverse views among stake-
holders about what paramedicine is or should be,
calls for a better understanding of the current and
future state of paramedicine.
In the absence of a guiding framework, the objective

of this study was to explore emerging and future states
of paramedicine in Canada such that a framework
could be derived. Specifically, we asked: how should
paramedicine be conceptualized and enacted in
Canada going forward and what might be necessary to
achieve it? The aim of our study was to offer principles
and enabling factors that could promote a national dir-
ection, discussion, and further study for paramedicine
in Canada and internationallywhere possible.

METHODS

Overview Study Design

This study involved semi-structured interviews with
thought leaders within the Canadian paramedicine
context. We used a peer-nomination process to iden-
tify informants, and used role types in paramedicine
and geography to further inform our sampling. We
analyzed our interviews using qualitative content
analysis, while adopting an inductive, constructivist,
and interpretivist orientation (21, 22). This work

was commissioned and funded by the PCC but con-
ducted independently. Ethical approval was pro-
vided by the University of Toronto.

Context

Within Canada, paramedicine is organized as either
public or private providers that are provincially or
municipally operated. Paramedicine is self-regulated in
some, but not all, provinces. Paramedicine generally
includes the provision of health care services in a pub-
lic safety model, offering mostly out-of-hospital emer-
gency services with an emphasis on resuscitation and
transportation. Numerous alternative models of care
are locally derived in terms of scope, policy, oversight,
education, and quality assurance. There is a relatively
consistent classification of paramedics across Canada,
but scopes of practice vary within these classifications.
There is a national competency profile that at the time
of this study was in transition and not universally
used or accepted (23). Educational models are variable
in length of program, content, credential awarded and
accreditation status. Entry to practice and maintenance
of certification expectations are also variable. Finally,
clinical oversight models include both physician-led
and collaborative paramedic-physician models. Given
this diversity, this study used the term “paramedicine”
broadly and included individuals shaping and provid-
ing services, the organizations within which they
work, and the institutions that guide, regulate, or gov-
ern conduct.

Sampling Strategy and Key Informants

We used purposive and snowball sampling strat-
egies to identify thought leaders in paramedicine to
serve as key informants (24). We began by using
existing national and provincial networks to distrib-
ute a call for nominations for those who were con-
sidered well suited to speak on behalf of or about
paramedicine in Canada. We accepted nominations
between June and November, 2019 and prioritized
our invitations according to frequency of nomina-
tions. We then used stakeholder groups, and geog-
raphy to reach under-represented groups and
promote diversity of views. Our sampling aims
were to consider a relevant and diverse range of
contexts and ideas rather than a strictly representa-
tive sample (24).

Data Collection: Semi-Structured
Interviews

An interview guide was structured to explore the
state of paramedicine today, shifts that may be
necessary, existing and future problems
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paramedicine might be a solution for, changes to
structure and conceptualization, and future prior-
ities. The draft guide was piloted to ensure clarity,
the fostering of open dialogue, and to ensure lead-
ing questions were avoided. The guide evolved over
time as necessary to explore emerging concepts.or
tensions, discuss gaps, etc.
We used semi-structured, in-depth interviews as

our primary source of data collection (24). All inter-
views were conducted one-on-one by telephone by
the primary investigator. Interviews were scheduled
for 60minutes but allowed to end naturally.
Interviews were audio-recorded, transcribed verba-
tim, and reviewed for accuracy prior to analysis. All
memos taken during the interviews were included
as data. We continued data collection until we had
reached saturation and representativeness (24).

Analysis

An inductive qualitative content analysis was con-
ducted (21). This included a process of deriving codes,
abstractions, and preliminary groupings or themes
based on extensive memos taken during and after
each interview, and initial reading and open coding of
the transcripts; organizing and grouping coding while
looking for similarities, differences and redundancies
by three members of the research team (WT, LB, AA);
and frequent team meetings to discuss the guide and
findings. Qualitative rigor was achieved through
ensuring quality and accuracy of the data, prolonged
engagement, constant comparison, and peer debriefing
among the research team. We were diligent in search-
ing for deviant cases in the data set, looking for mean-
ingful variation that might have productively
disrupted our analysis. QSR NVivo (http://www.
qsrinternational.com/) was used to store, manage,
and organize the data.

RESULTS

There were 205 nominations received from 63 nomi-
nators across most of the country’s provinces and
territories, resulting in a pool of 168 potential
informants. Some informants were nominated more
than once. Using the criteria and prioritization out-
lined above, a total of 47 invitations were sent. After
35 interviews, conducted between July, 2019 and
December, 2020, recruitment was closed as satur-
ation of ideas and representativeness was consid-
ered to have been achieved. Most of our sample
identified as male (n¼ 25; 71%). Participants repre-
sented all 10 provinces and one of three territories,
18 stakeholder organizations, 10 stakeholder roles,
and eight clinical roles (see Table 1).

TABLE 1. Demographic characteristics of key-
informants (n¼ 35)

Demographic category Frequency

Sex Female 10
Male 25

Geographic
Area

Alberta 6
British Columbia 4
Manitoba 3
New Brunswick 2
Newfoundland & Labrador 1
Nova Scotia 3
Ontario 5
Prince Edward Island 2
Quebec 2
Saskatchewan 2
Yukon 2
Multiple Provinces 1
National 1
International 1

Stakeholder
Organizations

Base hospital 1
Educational institution 5
Family health team 1
Federal government 1
Health care institution 1
Municipal EMS 2
Municipality 1
Non-profit organization 1
Private organization 2
National professional

organization
1

Provincial government 2
Provincial health authority 7
Provincial health organization 2
Provincial/territorial EMS 7
Public organization 1
Regional health authority 1
Regulatory organization 2
Worker cooperative 1

Stakeholder
Groups

CQI/Standards 2
Directors/chiefs 8
Educator 3
Frontline 2
Management 9
Medical director 5
Professional association 1
Regulator 3
Researcher 6
Primary care physician 1

Practitioner
Level

Advanced care paramedic 12
Critical care paramedic 4
Emergency medical technician 3
International paramedic 1
Nurse 2
Primary care paramedic 3
Physician 6
Other 1
None 3

Clinically
Active

Yes 18
No 8
No but licensed 2
Not applicable 3
Unknown 4

Many aligned with more than one category.
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We identified 10 themes and six cross-cutting ena-
bling factors.When providing supportive quotes, we
identify only the province from which the partici-
pant was situated to ensure confidentiality.

Prioritizing Patients & Their Communities

Participants described that the patient and their
community is at the core of the profession. This
meant understanding the interconnected relation-
ship that patients have within their communities,
and their needs. This includes appreciating emerg-
ing population health trends and the unique cultural
and social community characteristics that subse-
quently shape and influence care delivery and sys-
tem design. The health of a community was
recognized as intrinsically connected to the well-
being of individuals. As one participant noted:

We don’t think about the demographic of patients or
population that’s going to live in that community from
an EMS perspective… let’s get out of the traditional
response technique and let’s start thinking about our
community as a whole that we actually are integrated
with rather than driving and responding to. (AB)

Shifting to a patient and community-centered
approach was identified as a key driver and oppor-
tunity to enhance and adopt a holistic approach to
care. For example, moving from technical and emer-
gency/event-based responses to whole person, rela-
tionship-based care that embraced medical care
alongside empathy, comfort, social health, and qual-
ity of life:

… it’s not just about giving somebody some
analgesia. It’s about taking care of their other needs
and being good communicators and making people
feel comfortable and being empathetic. … we’re not
trained to do that traditionally so it’s about moving
into that more holistic care because that is something
that we can and should be doing (BC)

Intentional patient and community engagement in
evaluation, system redesign, and research initiatives
was strongly recommended. Participants described
a slow uptake to engage patients and their com-
munities into the profession’s decision making and
evaluation of services.

Providing Health Care along a Health and
Social Continuum

Changing health care needs and increasing social
needs of patients in their communities were
described as key drivers. Shifting from a traditional
emergency response model toward a health care

model inclusive of preventative, supportive, urgent
response, and community-based primary and
chronic care was a vision that most participants
agreed on. They talked about how paramedicine
should be conceptualized as “an intersection
between health and social care”(ON), obligating par-
amedicine of the future to include the necessary
infrastructure and knowledge/skills:

…we also are sending them to some of the most
complex, vulnerable patients… and, there’s a big gap
between what they can provide or what they know
they can provide at those scenes and then actually
what we as a system, as an organization, have the
capacity to do for those patients. Frequently, we’ll
still visit patients nine or ten times before somebody
realizes that their needs are more social or more
complex and we have neglected to provide those at
the first or second visit… I hope, in the future… that
every frontline paramedic has the knowledge about
primary health and paramedic’s role in the health care
system will be that every interaction that we have
with the patient, no matter when it started or why it
started, is fulfilled with those abilities to care for them
in a more rounded way. (MB)

Participants were signaling the importance of
shifting from a traditional emergency and medical
response model to one that is inclusive of complex-
ity and holistic notions of community-based pri-
mary and chronic care, and that this become part of
the profession’s core business. The roles of social
determinants of health and social services were
viewed by participants as significant foci in patient
interactions, future service planning, and paramedic
education and research.

Practicing within an Integrated Health
Care Framework and Partnering
across Sectors

Participants agreed that the changing role of para-
medicine is most appropriately suited within health
care, though some disagreed as to what extent the
profession should let go of its public safety roots
and identity. Many described the need to better
integrate and collaborate with other health and
social services across a range of sectors – health
care, government, private industry, education, and
research-based institutions – but with limited agree-
ment on organizational models for achieving this:

If someone calls for help and we’re definitively
managing that care, some people need to go to
hospital, some people might need to go to clinic,
some people might be able to stay in their home and
be managed in some other manner. To me, that’s all
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of our core business. I think we’ve been very
successful, at least, sort of [in] changing the
philosophical view of the health authority, that the
core business of EMS is no longer you call, we haul,
it’s not just the 9-1-1 business, but we’re also there to
support other aspects of the health care system (MB)

Some recommended that the profession recon-
sider and develop an agreed-upon and cohesive
professional identity that is anchored in an inte-
grated health care framework that can be under-
stood relative to other professions, and better allow
for role delineation and collaboration in a variety
of contexts.

Being Socially Responsive

Participants discussed the need to be more attentive
to societal issues, in the overall structure of the profes-
sion (e.g., education, staffing, professional and oper-
ational activities, etc.), in the way care is provided,
and by leveraging the profession’s role in the commu-
nity. This included the professional’s/profession’s
obligation to contribute to their community in a way
that makes the quality of life for the community and
social environment better. We also heard about the
profession’s inadequacy in attending to its own
internal issues of diversity and gender inequality:

I would definitely see a greater emphasis on having
the profession look like the patients they treat, so,
greater indigenous representation, greater international
representation in the profession. Right now, it’s
extremely low on both fronts… it’s important that we
have professionals that look like our patients and that
understand the cultural nuances. (SK)

Being socially responsive meant better attending
to systemic injustices such as indigenous rights, gen-
der and race inequalities, as well as local issues
within the context of the communities the profession
serves.

Enacting Professional Autonomy
If you have someone who is always telling you what
it is that you need to do, then when does the
profession direct itself? (NS)

This quote illustrates participants’ consensus for
professional autonomy. Paramedicine was described
as a maturing profession that is ready and has the
capacity for self-determination, and profession-
directed advancement under its own governance,
regulation, evidence generation, and improvement
processes. Professional autonomy was described as
“an enabler to paramedics being able to fulfill their

professional role and contributions: …” (MB).
Seeking professional autonomy was in part due to
views that advancement has been held back when
decision-making and practice oversight is conducted
by others. A reframing of the relationship with
physicians was often highlighted:

I see paramedicine as part of a health care team, an
equal health care partner, for its knowledge, environment
and specializations… there will always be a need for
physicians as part of the team, but I would like to see
them more consultative versus permissive… an advisor
as opposed to an overseer. (ON)

Participants commented on the value of collabora-
tions with physicians, as well as the challenges doing
so has on moving toward professional autonomy.

Prioritizing the Health of Professionals

Participants expressed a deep concern for how the
health and wellness of people who work within par-
amedicine is being addressed. Wellness or health
was defined broadly, and included integrated phys-
ical, psychological, and social issues. Numerous
threatening factors were identified, including:
degree of safety and inclusiveness in the workplace,
effect of newer roles, outdated organizational struc-
tures and decision making pathways, poorly aligned
psychological supports, the effect of shift-work, and
limited career advancement and fulfillment.

I think that we haven’t even touched the surface on
some of the staffing issues that are out there in the
psychological health and safety environment and in
the violence towards paramedics, in the respectful
workplace behaviours. There’s that whole employee
wellness and safety piece. (AB)

The importance of workplace environments and
culture in fostering wellness were discussed, par-
ticularly in regards to the role leadership plays in
driving a culture that is inclusive and safe for every-
one. Discrimination and harassment in the work-
place was identified as contributing to psychological
stress, and that addressing equity and diversity in
the workplace, particularly with regard to gender in
leadership, is overdue.
Participants acknowledged that the profession has

done well to bring awareness to issues around the
psychological effects of paramedicine, such as
exposure to potentially traumatic events, and that
this is creating legislative change, more research,
and greater diversity of proposed solutions. This
work needs to continue, with self-help, health and
well-being woven into the ethos of the profession.
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Using Quality-Based Frameworks

Participants expressed that paramedicine has been
tethered to outdated, non-evidence-based, or poorly
aligned ways of thinking about and measuring qual-
ity and performance. Response times, for example,
was brought up repeatedly as overemphasized and
an insufficient indicator of quality:

We’ve got to get away from the response time
modelling and we’ve got to get away from call volume
measurements as the sign of the performance of a
system. There is so much evidence that in the vast
majority of EMS responses, response time makes little to
no difference. Yet, we continue to use an eight-minute
yardstick, that is really based on no science (BC).

Many described the need for a conceptual shift in
terms of what matters, to whom and why. Some
wanted to see an increased emphasis on “… the
measuring of clinical performance and the strategies
to improve clinical performance” (AB) while others
said “Quality is more than just clinical patient care,
it’s definitely about the patient experience and it’s
also about cost and efficiency” (MB). Participants
highlighted the difficulty with existing quality mod-
els in detecting meaningful change. This was dis-
cussed in terms of the structural, cultural, or
organizational shifts that would be necessary, such
as a greater investment in technology, improved
access to and analysis of data, overcoming risk aver-
sion, involving patients in setting indicators, and
improved reporting structures that are transparent,
comparable, and consistent:

I think the greater transparency to the public in any
performance metrics that you might design or
implement or that have external validity to other
provinces as well. (BC).

Overall, there was a call for a renewed culture of
performance and quality measurement that better
reflects the priorities of the profession, the public,
and health care broadly.

Enacting Intelligent Access to, and
Distribution of, Services

Participants provided insight into new ways that
paramedic services can be effectively and equitably
accessed, distributed, and informed by patient pref-
erence and needs. Inefficiencies in the ways in
which paramedic expertise has been used and the
limitations of existing dispatch systems were identi-
fied as significant concerns:

The balance for me is I believe the 9-1-1 system, in and
of itself, was set-up for emergencies so it’s that balance
between does 9-1-1 become an access point for all
health care concerns, emergent or non-emergent? (AB).

Participants suggested systems and strategies that
meet the needs of the public, patients, and commun-
ities while accounting for localized health care sys-
tem contexts and resources were required. This
meant some restructuring and better alignment
between demand and the services paramedicine
would offer in the future. Several strategies were
identified including alternative access pathways,
enhanced scopes of practice, caller triage, primary
and secondary triage systems, technologies to iden-
tify/predict emergency responses and to manage
logistics of resource distribution, and directing
patients to non-emergency services, and other alter-
natives to ambulance transport:

We should stop transporting patients for the sake of
transporting patients. We should stop taking patients to
the ED because they don’t have other means to see a
clinician or because they think that getting by ambulance
to the ED will make them skip the line. I think that
from the quality perspective, we call that waste. We
should get rid of that. That’s not adding value to our
service, and certainly not to the system. (BC)

Fostering a Continuous Learning
Environment

Participants described the need for an enhanced
organizational learning culture that supports both
individual and system growth. This also meant
ensuring that the supporting structures necessary to
promote greater responsiveness to health care sys-
tem needs and improving the profession’s perform-
ance on an ongoing basis are in place. This cultural
growth orientation was framed in several ways,
including philosophical shifts, risk and experimenta-
tion aversion, critical review of existing practices,
improving opportunities, and how data (as an
example) are used in the system:

EMS agencies don’t view their data over time… they’re
making all these strategic decisions about things that
perhaps they’re not getting the right information, because
they’re not [using] their data…we could spend some
money on getting some people to support us that know a
lot about data, so we could make better decisions. I
don’t think all of our EMS leadership is equipped to do
that. (MB)

Participants discussed continuous learning as a
mechanism for achieving credibility with health care
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peers, better clinical and system performance, better
data utilization, and fulsome integration of
advanced technologies. The discussions represented
a shift toward better and ongoing readiness and
developmental state.

Being Evidence-Informed in Practice
and Systems

Transforming paramedic practice, systems, behaviors,
and many of the features described above were linked
to the profession’s capacity to generate and use know-
ledge, data, and evidence. Developing a paramedic-
led body of knowledge, in addition to drawing from
literature, was identified by participants as key to the
profession’s practice, growth, credibility, and auton-
omy, describing research “as the foundation for the
way things go forward” (ON). Recognizing existing
limitations within the profession to generate research,
leaders shared experiences of having to reach outside
of the profession for support:

So busy doing, not many of us have been focused on
publishing. Because of the capacity of data we do
have a contract with a health research group affiliated
with the university contracted to provide research
capacity, and they are doing our evaluations. (PEI)

Participants noted ways of being better at having
an evidence informed system. These included: better
access to and sharing of data, overcoming know-
ledge/capacity gaps, and ensuring an infrastructure
that supports research. Others discussed a future
state that was reflective of an organizational com-
mitment and culture that views research as funda-
mental, integrated, embedded, and core business.

Creating a National Vision for
Paramedicine: Enabling Factors

Participants provided several insights into elements
that were identified as necessary activities toward
promoting achievement of several themes. Six ena-
bling factors were identified and are included in
Table 2.

DISCUSSION

In this study, we identified 10 themes and six ena-
bling factors that provide a consolidated conceptual
framework to guide and evaluate emerging and
future states of paramedicine in Canada. Using
these findings, we propose a consolidated list of
principles and definitions in Table 3, with both

TABLE 2. Six cross cutting features that were described as enabling factors to achieve principles guiding the future of
paramedicine in Canada, with their descriptions

Cross cutting enabling factors Description

Shift Professional
Culture and Identity:

Refers to the need for internal conceptual shifts related to what paramedicine is (e.g., identity,
purpose, core business) and how it should be enacted (e.g., emphasis on health care over
public safety, broader social accountabilities, diminishing para-military roots, elevating
professional autonomy, openness to innovation).

Enhance Knowledge: Refers to the need to advance the depth and breadth of knowledge in the system from entry
to practice to leadership, as a means to achieve many future desired states. Advancing
knowledge, skills, competencies, and expertise through higher education across domains
such as clinical care, social sciences, humanities, leadership, economics, quality, research,
technologies, and logistics, were believed to enable bridges to the future goals of
paramedicine.

Promote Shared Understanding
of Paramedicine:

Refers to broad awareness campaigns to educate partners (e.g., the public, academic
institutions, related health professions, health leaders, and government) as to the expanded
roles and services offered by paramedicine. There was consensus among participants that
historical conceptualizations of paramedicine (e.g., resuscitation and transport focused),
contributes to a misunderstanding among the public and policy makers, and further
impedes growth.

Integrate Data Environments: Refers to the structuring of rich data environments across jurisdictions, that serve broad and
yet to be defined quality measurement, research activities, and advances. This includes
working on data sharing internally and externally, and the linking of databases with
relevant partners.

Leverage Advancing Technology Refers to the use and integration of advanced existing and emerging technologies (e.g.,
artificial intelligence) in all aspects of the professionto ensure principles are realized.

Advance Policy, Regulation,
Legislation:

Government and current administrative and stakeholder structures were identified as barriers
to proposed future states. Participants described the need for paramedic involvement in
advocacy and decision-making, and to have organized groups work specifically on
identifying necessary changes and how they can be achieved, and aligning these efforts
across the country.

734 PREHOSPITAL EMERGENCY CARE SEPTEMBER/OCTOBER 2022 VOLUME 26 / NUMBER 5



principles and enabling factors represented in
Figure 1. These principles and enabling factors pro-
vide an opportunity to flexibly shape paramedicine
across a diversity of communities by serving as a
stimulus for a productive bringing together of exist-
ing and future activities for shared progress.
The principles and enablers identified represent

an evolution in paramedicine in Canada, (and

possibly in other settings), but are also consistent
with some earlier visions. For instance, earlier
visioning reports introduced similar transitions to
primary-care-like concepts, integrated care, and
emphasis on research (9). When viewed as princi-
ples and considered against historical and other
more contemporary Canadian national (9, 10, 23,
24), and international frameworks (25, 26), they

TABLE 3. Proposed principles derived from identified themes and definitions to guide the future of paramedicine
in Canada

Patients & Their Communities First
Patients are recognized as full partners in their health care experience, leveraging their unique relationships with their communities.

Services are aligned to meet combined individual and community needs, and are designed to be accessible, equitable, compassionately
delivered, safe, and effective. Working within a whole person framework, encounters with patients are relationship oriented, culturally
sensitive, and attuned to the interconnectedness of patients, and their communities. Patients and communities are well-informed as to
the value and expertise that paramedics provide. Patient-professional partnerships contribute to the profession’s planning, evaluation,
and growth.

Health care Along a Health and Social Continuum
Paramedicine is organized with the infrastructure, knowledge and skills to identify and attend to the health and social needs of patients

using a broad range of health and social systems, and strategies. Paramedicine is a point-of-entry into health and social care systems,
and works with patients and system partners to determine the most appropriate treatment and care pathways that are accountable to
both health and social needs.

Integrated Health care Framework
Paramedicine is a health care profession integrated within and complementary to health care services, shaped by collaborative

partnerships with other health professions, patients and communities, government, regulators, industry, education, and evidence-
informed institutions. Integrated health care frameworks shape overall structure, practice, and evaluation. Paramedicine leverages
accessibility, technology, sustainable funding, and capacity to provide and support care across sectors, in diverse environments,
settings, and geography.

Social Responsiveness
Paramedicine takes an accountable and leadership role in social issues, which includes identifying, designing, implementing, and

evaluating initiatives to address gaps in structure or services for at-risk communities, social change and unmet needs. This leverages
the unique access to, and frequent contact paramedicine has with the community, adds accountability, and provides additional support
to health care, and social services. The profession advocates on behalf of patients, communities, and itself, with a particular focus on
those traditionally underserved, to contribute to addressing social injustices, and health inequities in society.

Professional Autonomy
Paramedicine is a self-determined profession guided by its own governance, regulation, evidence generation and improvement processes,

which are accountable and transparent. The profession demonstrates self-advancement through its leadership and advocacy initiatives,
and engages in formal representation and participation in relevant organizational, educational, health care, scientific, government, and
professional bodies.

Healthy Professionals
The safety and overall wellness of those enacting paramedicine is an integrated and prioritized mandate. This is reflected in the

profession’s determined search for, and solutions to, behaviors, stressors, cultural features, and other threats to safety and wellness.
Decision-making related to the profession is made within a wellness framework, monitored, and systems are held accountable to and
evaluated based on the health of their professionals.

Quality based Framework
Improvements at all levels – patient care, services, operations and systems, education – are measured using evidence-informed and

meaningful indicators of quality. Evidence-informed performance measurement is integrated into the profession’s culture. Measures of
quality reflect the priorities of the profession and system, align with leading quality frameworks, and drive future decisions..

Intelligent Access to and Distribution of Services
Paramedicine exists within a network of services informed by patient preference and need. Services are distributed and allocated to meet

patient needs while making efficient use of resources, and using advanced technologies and data to determine the services required.
Pathways are structured and used to best meet the needs of patients, communities, and health care systems.

Continuous Learning Environment
Paramedicine is growth-oriented, continuously learning, and adapting. The profession promotes knowledge generation, and leverages

advanced technologies, data environments, research, education, and broadening specialty clinical pathways, encouraging ongoing
system progress. Professional and organizational culture is structured to encourage respectful debate, discussion, and discourse that
leads to the generation of new ideas and insights. Formal mechanisms allow new ideas to be implemented, refined, and evaluated.

Evidence-Informed Practice & Systems
Knowledge production and use are inherent and integrated features, used to transform paramedicine practice. Sufficient resources and

infrastructure create a vibrant research community, with support from inter-sectoral partners, to develop a unique body of knowledge
led by the profession. Data environments are organized and shared, including with scholarly communities, to promote discoveries that
guide the direction of the profession.
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present new opportunities and areas of focus. These
can be organized in three broad ways. First is a calling
for the profession to be more accountable to and for
itself. This includes prioritizing the wellness of profes-
sionals, the ability to generate and use evidence
deemed relevant by the profession, and having the
capacity to detect and act on areas in need of change
in all facets of the profession. Second is a greater
accountability to the public and communities served.
The public must have greater involvement in shaping
and structuring access to services, informing perform-
ance and quality indicators, and ensuring social and
health inequities/injustices are not ignored. Third is
accountability related to better aligned services as
solutions to health care challenges. An example might
be positioning paramedicine as a team concept by

minimizing discontinuities in care, ensuring services
are accessible in better ways, and by organizing health
and social services rather than focusing mainly on
transportation, biomedical, or emergent needs.
As an evolution for paramedicine, and in these

three ways in particular, principles are a suitable
structure. They provide the opportunity to consoli-
date efforts and generate expected behavior and
shape decision making, without being overly pre-
scriptive. While holding principles constant, actors
can flexibly study and enact them in unique and
context-specific ways, and yet connect those activ-
ities for shared progress.
The complexity and magnitude of the promise

associated with these principles calls for vigorous
leadership from numerous sectors but also careful

FIGURE 1. The future of paramedicine in Canada: Proposed guiding principles and their enabling factors. The figure represents the
emphasis on health care, and the equal but unique individual contributions of each principle, coming together to inform what
paramedicine is in Canada. Enabling factors supporting the principles are represented in the outer ring and are not aligned with any
particular principle or group of principles.
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examination These principles may be difficult to
enact (especially nationally) without leadership from
governments, policy makers, regulators, accreditors,
community leaders, patient groups, service opera-
tors, and educators to name a few. Scholar-led ini-
tiatives with capacity and funding will need to
assist the profession in knowledge production and
curation. Much of what is included in these princi-
ples will require additional investment, will need to
be developed further over time through experience,
and will require shared data, cross-jurisdictional
talk, and implementation of the enabling factors.
Careful consideration should be given to what we
did not hear in the interviews, where tensions
remain (e.g., whether to deemphasize or abandon
deeply rooted resuscitation and transport identity,
to adopt generalist or specialist models), and toward
a better understanding of potential barriers. These
principles and enablers are proffered as a starting
point for discussion and offer flexibility for local
implementation and interpretation. Provisions must
be made for frequent evaluation, and additional
study to support principle development, correction,
or refinement. While some of these needs are
reflected within the enabling factors, additional
information or strategies may be necessary. At this
vital point the challenges are great, but so too are
the opportunities.

LIMITATIONS

Our sample was weighted heavily on leaders within
the system, thereby minimizing the voices of other
key informants such as frontline paramedics, the air
ambulance community, patients and some other
health care professionals. Asking the public, those
removed from paramedicine but responsible for
health care, and public safety or public health per-
sonnel, and ensuring greater equity, inclusion and
diversity, may have resulted in different outcomes.
Northern and indigenous communities were not
well represented despite our efforts. Future research
should explore the views of these groups. Finally,
some data collection took place prior to and during
the COVID-19 pandemic. The role paramedics
played in the COVID-19 response may have influ-
enced informants’ views and contributions.

CONCLUSIONS

Perspectives from national thought leaders in
Canadian paramedicine revealed a working frame-
work centered on renewed and new accountabilities
within the profession, to the public, and toward

better aligning services within the needs of the pub-
lic and health care system. Our results provide a
conceptual framework made up of 10 guiding prin-
ciples and six enablers that provide a consolidated
lens and pathway to advance the profession while
ensuring contextual and regional needs and differ-
ences can be accounted for. We call on the para-
medic profession and its stakeholders to elaborate
on and where appropriate enact the principles out-
lined while simultaneously leveraging identified
enablers so that a future paramedicine will continue
to evolve for the benefit of the public, its members,
and the health care system.
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