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Abstract 

 

Background: ‘Community Paramedicine’ (CP) is an emerging model of community-based 

healthcare delivered across the world by Paramedics with additional skills, education and 

training. Previous research has highlighted a lack of qualitative research regarding patient 

‘perceptions and experiences’ of this phenomenon (Proctor 2019). 

 

Aims: Explore patient ‘perceptions and experiences’ of CP, delivered by ‘Specialist Paramedics’ 

(SP) in a Scottish urban general practice home-visit setting, gauging patient acceptance and CP 

primary-care strategic value. 

  

Methods: An explorative qualitative study implementing purposive sampling, semi-structured 

interviews and thematic analysis.  

 

Findings: Five main themes were identified: 

  

1. Provide a well communicated, professional, knowledgeable & comprehensive home-

visit consultation;  

2. SP-patient-relationship & continuity-of-care; 

3. Acceptance of SP home-visits in place of GP home-visits; 

4. Quicker response & increased possibility of home-visit; 

5. Limitations of the SP role. 
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Conclusion: This research demonstrates a better understanding of patient ‘perceptions and 

experiences’ of CP, implemented via a home-visit model in a Scottish urban general practice 

setting, increasing a previously highlighted shortfall in qualitative related research. 

 

Key words: Specialist Paramedic; Paramedic Practitioner; General Practice; General 

Practitioner; home visit; primary care. 

 

Introduction 

From its beginnings the Paramedicine model of healthcare was built on the conventional 

emergency response model (Martin, O'Meara and Farmer 2016). A model where an emergency 

response with protocol driven healthcare was implemented with transportation to secondary 

care (Martin, O'Meara and Farmer 2016). For over a decade now Paramedic roles have been 

evolving and expanding, moving away from the conventional emergency response model in 

order to meet the changing healthcare requirements of communities across the world (Martin, 

O'Meara and Farmer 2016). An example of this is Community Paramedicine (CP), a model of 

community-based healthcare, implemented via a range of differing models to suit the 

community need across the world (Kizer, Shore and Moulin 2013). CP enables the delivery of 

community-based healthcare via Paramedics such as SPs with additional knowledge, skills and 

training in the assessment and management of patients in primary care environments (Martin, 

O'Meara and Farmer 2016). This shift in paramedic role from a conventional pre-hospital 

emergency care orientated role to a CP orientated role has been influenced and driven by a 

range of factors. For example, in Canada there was heavy reliance on EMS utilisation to enable 
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chronic disease healthcare management of ageing rural communities because of limited 

community healthcare systems (Dainty et al. 2018), and in England, a shortage of GPs 

threatened primary care sustainability (Proctor 2019). Proctor (2019) found positive patient 

perceptions of CP delivered healthcare in primary care and highlighted a shortfall in related 

large-scale research.  

 

The researcher is part of a CP home-visiting scheme established in November 2018 involving 

three SPs, which assists in reducing the urgent unscheduled care workload within primary care. 

Home-visits account for 6% of the GP workload (Baird et al. 2016). The Scottish GMS contract 

recommended that ‘Advanced Practitioners’ including ‘Specialist Paramedics’ should undertake 

home-visits to assist in reducing the GP workload (The Scottish Government 2017).  

 

Aims & objectives 

The main aim of this research was to ascertain ‘patient perspectives and experiences of SP 

delivered home-visits’, achieved via implementation of the following objectives: 

 

• Explore and understand patient experiences and perceptions of CP; 

• Perceptions of the SP role; 

• Assess patient acceptance of CP; 

• Ensure applicability by establishing common themes regarding patient perceptions and 

experiences of CP, which offer transferability to other similar contents (Ryan, Coughlan 

and Cronin 2007).   
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Literature review 

The researcher utilised the ‘Spider Search Strategy’ (Methley et al. 2014) for related literature 

database searches with limited results found globally regarding Paramedic home-visits. The 

Martin, O’Meara and Farmer (2018), Dainty et al. (2018) and Proctor (2019) were the only 

articles found with CP home-visit specific content. 

 

Design and methods 

This qualitative research used an explorative phenomenological design, which collected data via 

semi-structured interviews (Griffiths and Mooney 2012). Research positioning via a single 

phenomenologist philosophical stance was found too inflexible with the researcher adopting 

the ‘3 + 1’ framework, enabling more dimensional flexibility (Hopkins, Regehr and Pratt 2017). 

 

Setting  

The research took place in an urban general practice home-visit setting and involved four GP 

practices in the Scottish city of Dundee, which has a population of around 148,750 (NRS 2018). 

 

Sampling frame, sampling strategy and sample 

The sampling frame of forty patients was constructed over a two-month period and consisted 

of patients who met the inclusion criteria (Table 1). 

 

 



 

 5 

(Table 1) Research Inclusion & Exclusion Criteria 

Inclusion criteria Exclusion criteria 

Patients aged 18 or older Patients below the age of 18 

Patients who have received at least one SP 

home-visit on behalf of their GP practice  

Learning disability 

Have capacity and not have any cognitive 

impairment/dementia   

 

An exploratory sample size of between fourteen and sixteen patients was constructed through 

purposive sampling and estimated as the likely number required to achieve data saturation 

(Denscombe 2017). 

 

Recruitment 

Participation was voluntary with each participant posted a ‘study information sheet’ and 

‘informed consent form’. Eighteen patients responded and provided written consent to take 

part in the research. The researcher opted to set the age criterion to >=18, as it was felt that 

this would better reflect a wider cross-sectional age group spread. 

 

Initially the student researcher gained ethical approval from ‘Glasgow Caledonian University 

(GCU) Ethics Committee’ and patient access permissions via the associated general practice 

surgeries. 
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Data collection 

Data saturation was achieved after sixteen patient Interviews undertaken over two days at the 

patient’s home addresses (Denscombe 2017). Interviews were arranged at a mutually 

agreeable time and undertaken by an Advanced Nurse Practitioner (ANP) with CP phenomenon 

experience. This enhanced data capture and reduced researcher bias, assisting with credibility 

(Proctor 2019). Each interview lasted between 15-20 minutes and was recorded on a password 

protected digital dictaphone device. Because the researcher was implementing the 

phenomenology methodology with the purpose of capturing patient ‘perceptions and 

experiences’ of the CP phenomenon, semi-structured interviews were chosen for data 

collection (Austin and Sutton 2014). The semi-structured interview schedule (Figure 1) was 

constructed with open-ended conversational-type questions (Patton 1990) and adapted 

questions from the Dainty et al. (2019) interview schedule. 

 

(Figure 1) Interview Schedule 
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Data analysis  

The semi-structured interviews were anonymised and transcribed verbatim into related word 

documents. The transcriptions were verified with patient participants for accuracy. The 

transcripts underwent thematic analysis via the Braun and Clarke (2006) ‘six step’ theoretical 

approach. Initial coding was undertaken with a number of descriptive and some analytical 

codes created, which were linked to a number of proposed sub-themes and themes. After 

further clarification and consolidation of sub-themes and themes, a consensus was achieved 

with confirmation ascertained via the researcher’s academic tutor (Braun and Clarke 2006).  

 

Results 

Participants 

The sixteen patient participants consisted of seven males and nine females, aged from forty-

nine to ninety-four years old and were all of white Scottish ethnicity (Table 2). All patients 

resided in urban environments. 
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(Table 2) Patient characteristic table 

Patient characteristics 

Interviews (n = 16) 

Gender: 

Male 

Female 

 

7 (43.75%) 

9 (56.25%) 

Age (years): 

40-49 

50-59 

60-69 

70-79 

80-89 

90-99 

 

1 (6.25%) 

1 (6.25%) 

3 (18.75%) 

1 (6.25%) 

8 (50%) 

2 (12.50%) 

Living Situation: 

Extra care living i.e. care home, nursing home 

etc. 

 

Independent senior living i.e. including 

community alarm and carer support etc. 

 

Private/rented house or flatted property 

 

0 

 

 

4 (25%) 

 

 

12 (75%) 

Co-morbidities: 

>4 

 

8 (50%) 
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Thematic analysis 

The following five themes were constructed from the patient interview data:   

 

1. Provide a well communicated, professional, knowledgeable & comprehensive home-

visit consultation.   

2. SP-patient relationship & continuity-of-care.  

3. Acceptance of SP home-visits in place of GP home-visits.  

4. Quicker response & increased possibility of home-visit.  

5. Limitations of SP role. 

 

The established themes were linked to the following patient participants: 

 

Patient 

number 

Theme 1 Theme 2 Theme 3 Theme 4 Theme 5 

1 x x x x x 

3 x  x x  

4 x x x x x 

5 x x x x x 

6 x x x   

7 x   x x 

8 x  x   

9 x  x   
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10 x  x  x 

10a x  x x x 

11 x  x  x 

12 x  x   

13 x x x x  

14 x  x   

15 x  x x  

16 x x x x  

 

Theme 1: Provide a well communicated, professional, knowledgeable & comprehensive home-

visit consultation.   

 

A number of sub-themes linked to the main theme. 

 

Good communication sub-theme 

 

A common aspect highlighted by patients was that the SP had time to listen to them and 

listened more than a GP:   

 

Patient 3: “Well as I say, they examine you and all that and they listen to what you’re 

saying. And they take on what you’re saying, right. Accept for what the doctors ‘dinnae’ 

[do not] take nothing. Because you ‘ken’ [know] your own body.”   
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The patient 3 experience was that the SP listens more than a GP. One of the contributing 

factors known to influence this is that SP’s have lesser workloads than GPs, causing less GP time 

for patient consultations. This a potential side-effect of escalating GP workloads and 

recruitment difficulties (NHS England 2016). 

 

Thorough patient history and assessment sub-theme   

 

A thorough assessment and patient history was experienced by a number of patients:   

 

Patient 16: “well he’s been twice to me and he was very good, very thorough and he 

sounded me…and took my temperatures and what not and I thought he was very 

good…” 

 

Patient 16 implying that thoroughness equals competence, which is not always the case. Some 

of the patient experiences fed-back that SPs undertake a more thorough assessment than a GP, 

potentially a lack-of-time side-effect caused by reduced GP resources (NHS England 2016):    

 

Interviewer: “…do they do something very similar to the GPs?    

 

Patient 9: well more, well one of the doctors came out to me and he just ‘thingied’ 

[listened] my chest and that was it, he didn’t take my, he took my….what’s the..   
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Interviewer: oxygen levels?    

 

Patient 9: …the finger, but didn’t take my blood pressure or anything like that and I 

thought that’s funny that he’s never done, done that you know, because that I mean if 

they come out well you want to make sure that everything’s alright.” 

 

The patient 9 data implies that there is an opportunity for ‘improved health monitoring’ 

because SPs appear more inclined to undertake a comprehensive physical assessment with the 

potential to discover abnormal findings. ‘Improved health monitoring’ is part of theme 1, 

highlighted in the Martin, O’Meara and Farmer (2016) CP study, albeit the study was in a 

different rural setting delivering a different CP model.   

 

Well trained and educated sub-theme   

 

Some patients experienced the same level of assessment and advice provided by a GP:   

 

Patient 14: “just assess [and say] what they think could be wrong with you or give you 

advice just the same as the doctor would really…” 

 

This aspect was highlighted by the Dainty et al. (2018) study, where patients found that the PP 

[SP] examination was the same as a GP. 
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One patient perceived that SPs have more knowledge than a GP:   

 

Patient 11: “Well they may have a bit more knowledge actually with…I don’t mean that 

detrimental to a GP but you know GPs general, maybe the paramedic because they 

know all the time and they see I don’t know, maybe maybe there’s a bit of a knowledge 

gain…” 

 

Experienced sub-theme   

 

One patient perceived SP’s as being more community experienced at dealing with patients than 

a GP:   

 

Patient 1: “… I think your paramedic sees it a bit more in the community and dealing 

with things as emergencies, plus again listens to you, so maybe he’s taking in more than 

what a GP can…” 

 

Collaborate with GP sub-theme   

 

This aspect was highlighted by five patients in the respect that the SP consulted with the GP 

regarding consultation findings and a management plan:    
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Patient 11: “I got my home visit, you know examined, given a wee bit of advice and 

then, he liaised with the GP and got my prescription...” 

 

GP [Doctor] collaboration was also highlighted in the Dainty et al. 2018 CP study, as a common 

factor. GP collaboration is perceived as a positive aspect by the patients, interpreted as the SP 

updating information regarding their condition, tapping into the GP knowledge and utilising 

their prescribing capability. 

 

Professionalism sub-theme   

 

Martin, O’Meara and Farmer (2016) highlighted that professionalism was an aspect that was 

pivotal in the success and acceptance of the associated CP program in Canada. The patient 8 

data captured this aspect:   

 

Patient 8: “no I don’t think so, he covered everything yeh, and he was nice as well you 

know, as if he was interested.”  

 

As a healthcare professional, ‘professionalism’ encompasses a number of aspects such as a 

good bedside manner, which is something experienced by patients in this research (HEE 2020). 

Another well-documented aspect of professionalism is appearance with SP’s in this study 

undertaking home-visits in uniform. Uniforms contribute to professional identity (Timmons and 

East 2011) with SP uniformity perhaps subconsciously affecting patient perception positively 



 

 15 

regarding capability and trustworthiness. This subconscious perception then reaffirmed by a 

positively experienced consultation, assisting with SP home-visit acceptability.    

 

Theme 2: SP-patient-relationship & continuity-of-care 

 

Two created sub-themes linked to the main theme. 

 

Relationship sub-theme 

 

There were a number of linked relationship attributes highlighted by patients:    

 

Patient 4: “but I’ve found no problems with them, that gentleman that was in here, he 

seen my husband as well as me...”   

 

Patient 4 highlighting familiarity between the SP, patient and patient’s spouse, reflecting a 

professional relationship and the opportunity for continuity-of-care via on-going contact and 

quality of care over time. This professional relationship aspect also highlighted by the Dainty et 

al. (2018) theme 4. 
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Patient 6 highlighted the ‘trust’ element of the relationship: 

 

Patient 6: “Thought I’d say it first, oh yeah because you can offload can’t you, and you 

can talk.”  

 

The Martin, O’Meara and Farmer (2016) CP study highlighted the importance of the patient 

relationship formed with paramedics. This enables paramedics to cater for the patient’s on-

going care because of the established relationship, which was also reflected in this research. 

This aspect also enabling and linking with the ‘continuity-of-care’ aspect of theme 2.   

 

Continuity-of-care sub-theme   

 

Continuity-of-care means the on-going patient care experience with a clinician (Hill and 

Freeman 2011). ‘Continuity-of-care’ was linked to the data of two patients:    

 

Patient 16: “well he’s been twice to me and he was very good, very thorough and he 

sounded me…and took my temperatures and what not and I thought he was very good…    

 

Interviewer: Was it nice seeing the same person again?    

 

Patient 16: yes”  
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The patient 16 quotation illustrating familiarity between the SP and patients, due to a number 

of home-visits, which enables continuity-of-care (Hill and Freeman 2011). This was also 

highlighted by Dainty et al. (2018) with community paramedics able to take a more holistic care 

perspective because of patient familiarity factors. GPs have difficulty delivering continuity-of-

care, partly due to increasing and changing workloads (NHS England 2016). This highlighted by 

patient 1: 

 

Patient 1: “because yeah but it’s true that I’ve never seen the same GP twice and I don’t 

even know the names of all the GPs in the practice…”   

 

Theme 3: Acceptance of Specialist Paramedic (SP) home-visits in place of GP home-visits 

 

Two created sub-themes linked to the main theme 

 

Acceptance of SP home-visits sub-theme 

 

This sub-theme was linked to the majority of patients:  

 

Interviewer: “is there anything you would change about the specialist paramedics home 

visits?    

 

Patient 12: no…    



 

 18 

 

Interviewer: you quite happy?    

 

Patient 12: [nods]    

 

Interviewer: would you be happy for **** or his colleagues to come in and see you 

again?    

 

Patient 12: yeah” 

 

Acceptance of SP home-visits in place of GP home-visit sub-theme 

 

This sub-theme was not unanimous, potentially due to some patients being accepting of SP 

home-visits in certain circumstances and GP attendance being more appropriate in other 

circumstances: 

 

Patient 14: “it could be a good thing I would imagine, er, at least you’re actually seeing 

somebody when you don’t know what to do yourself, and I’m sure if there’s anything 

really wrong with you they would get a GP out to you as soon as possible…” 

 

Overall there was an ‘Acceptance of SP home-visits in place of GP home-visit’, when considering 

all the data. A small number of patients found it preferable for a GP to attend a home-visit in 
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specific circumstances, which is why there were two sub-themes. The aspect of a GP attending 

was also found in Proctor (2019), Theme 2, which was identical to this main theme.   

 

Theme 4: Quicker response & increased possibility of home-visit theme 

 

Two created sub-themes linked to the main theme. 

 

Quicker response sub-theme 

 

A number of patients were under the perception that the GPs had clinics to attend to first 

before home-visiting: 

 

Patient 5:  “well I  don’t  know  probably a  quicker  response time,  you know  as  I say 

because  I  know  that  they are  tied to  a surgery  or maybe a couple of surgeries, erm  

it’s a  case of it,  if you  could do the doctor  can’t  be there maybe because of some 

other case or whatever then the paramedics, as I say, they are mobile and if it is 

something that’s a bit more serious, you know they’re trained to cover it…” 

 

The experience of the researcher involved in this CP scheme is that the practice duty GP 

normally doesn’t have scheduled clinic responsibility but has other patient workload 

commitments, which could delay them undertaking home-visits.   
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Increased possibility of home-visit sub-theme 

 

Proctor (2018), highlighted that practitioner type was insignificant if there was improved 

patient ‘speed-of-access’, which is also interpreted in the patient 4 data:    

 

Patient 4: “I had very few doctors come to the house anyway, but just as we’ve got older 

we’ve got more need, and when ***** [daughter] isn’t off, we’ve got to get a taxi, or so 

we could get the paramedic to come to save us going out.” 

 

 

Theme 5:  Limitations of Specialist Paramedic (SP) role 

 

Seven patients provided the data for this theme. Firstly, ‘no prescribing capability’ was 

highlighted:  

 

Patient 11: “I mean, examined me and gave advice as per I thought the GP would. Then 

they phoned the GP to discuss and the GP then advised what medication, and then the 

GP actually faxed a prescription to the chemist in…” 

 

This limitation is in the process of being addressed with paramedics in advanced roles 

undergoing non-medical prescribing education after legislation changes in 2018. 
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Secondly, the ‘less knowledge than GP’ aspect was highlighted: 

 

Patient 7: “well obviously the doctors got more qualifications, but you could only give 

these guys, obviously they’re not as qualified as doctors are, but they’re qualified up to 

a certain standard obviously to be able pass judgement on what my situation was...” 

 

This perception is correct with SPs educated to PGCert level and GPs educated to PHD level. 

 

Finally, the ‘lack of patient history knowledge’ aspect was highlighted:  

 

Patient 5: “Maybe not knowing the person’s history.” 

 

This was a valid point that this patient raised and worth highlighting. It was also surprising the 

point was not highlighted by other patients. Generally, patients that have a named GP, who 

normally has comprehensive knowledge of their medical history, and are not seen by that GP 

regularly. A home-visiting SP will not normally have full patient history knowledge. Albeit this SP 

home-visiting scheme model was undertaken by the same SPs over a period of time with SPs 

gaining comprehensive knowledge of patient histories via continuity-of-care. 
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Discussion 

The main research findings, illustrated via the created themes, assisted in achieving the main 

research aim and related objectives. The majority of patient Interview data provided SP 

consultation aspects, illustrated via theme 1. This theme was not essentially linked or similar to 

any of the highlighted CP article underlying themes. This possibly due to differing interview 

schedule content and CP settings. Although, Proctor (2019) did highlight the ‘Variation in 

understanding of the role of the PP in general practice’ theme, which was the polar opposite to 

the theme 1 findings. As patient participants in this research seemed to have a clear 

understanding of the SP role, illustrated by the data linked to theme 1.  

 

Theme 2 had a part similarity to the Dainty et al. (2018) ‘Patient bond with paramedics’ theme 

via the word ‘bond’. Although it only described one aspect of the ‘patient-paramedic 

relationship’ with ‘continuity-of-care’ not linked to the theme.  

 

Patent acceptance was illustrated in theme 3 with the data provided by 2 sub-themes. Both 

sub-themes provided data relating to ‘patient acceptance of CP’. Patient acceptance of CP is an 

important factor to consider, due to CP schemes being part of the strategic solution to meet 

increasing community healthcare need (The Scottish Government 2017). Proctor (2019) 

established a similar theme, ‘Willingness to see the PP in place of the GP’ theme, which 

confirmed a number of patients were content with a PP [SP] attending on a home-visit. 

Although, some patients preferred GP attendance for more complex complaints. This aspect 

mirrored to a slightly lesser extent in this research. Acceptance was also most likely influenced 
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via speed of access illustrated via the ‘Quicker response & increased possibility of home-visit’ 

theme 4. Dill et al. (2013) and Proctor (2019) highlighted that patients are content to see a 

different practitioner, as it appears to increase consultation availability with previous reduced 

availability caused by GP shortages. This implies that access is more important to patients than 

GP continuity-of-care. On reflection theme 3 reaffirmed the Proctor (2019) theme 2, clarifying 

transferability to a similar context (Yilmaz 2013). With the public acceptability of replacing one 

role for another confirmed, a recommendation made by both Evans (2016) and Halter et al. 

(2017). 

 

Seven patients provided the data for theme 5. The non-medical prescribing limitation is 

currently being addressed and GPs are more educated than SPs, due to differing role and 

educational requirements. Home-visits undertaken by the same SPs over a period of time can 

achieve comprehensive knowledge of patient histories via continuity-of-care. 

 

There were no other clear theme similarities found in relation to the previously highlighted 

articles. This potentially due to differing interview schedules and the additional observation 

data collection tools utilised in the highlighted articles. The Martin, O’Meara and Farmer (2018) 

and Dainty et al. (2018) articles also had differing CP models and contexts. Albeit the theme 1 

‘Thorough patient history and assessment’ sub-theme in this research was linked to the 

‘Improved health monitoring’ aspect highlighted in the Martin, O’Meara and Farmer (2016) CP 

study. This because SPs were more inclined to undertake a comprehensive physical assessment, 
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discovering abnormal findings i.e. high blood pressure etc, highlighting the hidden aspect of 

‘improved health monitoring’.    

 

Limitations  

It’s likely that these research findings are transferrable to a similar CP home-visit context. This 

due to the sufficiency of data collected from a well-informed patient population, enabling the 

achievement of credibility, transferability and dependability. Although, it is acknowledged that 

all participants were the same ethnicity and of a similar age, potentially affecting 

trustworthiness (Yilmaz 2013). Also, it was not possible to implement a number of aspects, such 

as independent auditing of findings, conformation of transcript accuracy, data triangulation and 

thematic analysis process accuracy, due to research time constraints (Yilmaz 2013). These 

outstanding tasks could inadvertently reduce both credibility and trustworthiness (Yilmaz 2013) 

 

 

Conclusion 

CP models are being implemented across the world to assist with the changing healthcare 

requirements of communities (Dainty et al. 2018). Measuring acceptance of community 

healthcare delivered by the new and novel CP roles is vital. This research reaffirmed and 

supported the patient acceptance aspect of SP delivered CP, which was similarly reflected in the 

highlighted articles. These research findings and those of Proctor (2019) are potentially more 

significant because the SP [PP] role was specifically a substitute for GP delivered healthcare. 

Whereas, PP role implementation in the Dainty et al. (2018) and Martin, O’Meara and Farmer 
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(2016) studies was utilised to improve limited patient healthcare access and in some cases no 

healthcare access.  

 

Implications and recommendations 

This research confirms the positive patient ‘perceptions and experience’ of CP and overall 

acceptance as a community healthcare model in a UK primary care setting. These findings can 

assist with strategic CP implementation (The Scottish Government 2017). This research also 

highlights a number of associated healthcare opportunities, such as continuity-of-care and 

improved healthcare monitoring. It’s acknowledged that patient experiences raised issues 

around SP prescribing capability and the perception that GPs should still home-visit for more 

complex patient presentations.  

 

It is recommended that more research is undertaken to measure how successful CP delivered 

patient healthcare is and to what extent there is patient GP follow-up after SP intervention. This 

way SP delivered healthcare can be measured for its effectiveness.  (3875) 

 

Conflict of interest: None identified. 
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Key points: 

 

• General practice will have to rely on multidisciplinary working to ensure primary care 

sustainability 

• The Scottish GMS contract recommends that ‘Advanced Practitioners’ including 

‘Specialist Paramedics’ should undertake home-visits to assist in reducing the GP 

workload (The Scottish Government 2017) 

• This research confirms the positive patient ‘perceptions and experience’ of CP and its 

overall acceptance, as a community healthcare model in a UK primary care setting 

• Patient participants experienced a number of positive elements of SP delivered home-

visits, such as good communication and knowledge, professionalism, comprehensive 

assessment and history taking, continuity-of-care, quicker home-visit response. A 

number of limitations were also highlighted, such as a lack of SP prescribing capability 

and the perception that GPs should still home-visit for more complex patient 

presentations 

• This research identifies a number of associated healthcare opportunities, such as 

continuity-of-care and improved healthcare monitoring 
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CPD Reflection Questions 

 

• Do current UK paramedic science degree programmes provide paramedics with the 

necessary building blocks to progress to advanced practice roles such as Specialist 

Paramedic, Paramedic Practitioner and Advanced Paramedic? 

 

• How do we decide what the specialist paramedic, paramedic practitioner and advanced 

paramedic scope of practice is? 

 

• On consideration of the independent nurse prescriber formulary, how do we decide 

what the independent paramedic prescriber formulary should look like? 
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