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The Community Paramedicine Glossary: Freqguently used terms and definitions

Included here are a number of frequently used terms and their definitions used by the
Ontario Community Paramedicine Secretariat (OCPS).

Community paramedicine program: a program that uses paramedics to provide
immediate or scheduled primary, urgent, and/or specialized healthcare to vulnerable
patient populations by focusing on improving equity in healthcare access across the
continuum of care (1).

Community Assessment and Referral Programs: This model of care represents a
case finding strategy employed by front-line paramedics to connect individuals and
patients with other care providers, most often Home and Community Care Services and
local Community Support Services (CSS) Agencies. A specific model of assessment
and referral that has been adopted by many Paramedic Services providers across
Ontario is known as Community Referrals by EMS (CREMS). (2).

Community Paramedic-Led Clinics: This model of care has been established in
areas with an identified need where community paramedics advertise and provide
health promotion and preventative care services in partnership with local health system
partners. Community paramedics in this model may provide flu shots, education about
healthy living, chronic disease prevention education, blood pressure checks, blood
glucose checks, or other services. (2).

Home Visit Programs: This model of care usually sees community paramedics
working in a team with other health care providers to maximize the available “at home”
support through the provision of proactive and preventative home visits for patients that
have either repeatedly called 9-1-1 or who have been identified as high risk of 9-1-1
utilization due to their underlying medical conditions and unmet social needs. Some
models have embedded community paramedics into primary care teams to support
primary care providers in monitoring at-risk patients through more frequent home visits.
Other models have embedded community paramedics into a circle of care led by an
acute care hospital to support the early discharge of admitted patients and smooth the
transition from hospital to home, especially among those patients identified as being at
high-risk for re-admission. (2).

Remote Patient Monitoring Programs: This model of care involves patients with
chronic health conditions like chronic obstructive pulmonary disease (COPD),
congestive heart failure (CHF), and diabetes who are at high-risk of a future emergency
department visit or hospitalization in being enrolled in a home-based patient monitoring
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program that can allow them to live with greater confidence in their own homes. In
these programs, patients enrolled by their primary care providers are provided with
remote monitoring devices that can transmit their vital signs to a 24-hour monitored
communication hub that alerts a community paramedic when their readings fall outside
of expected values. In partnership with their primary care providers, community
paramedics work under pre-determined care protocols customized to each patient.
Patients are contacted by a community paramedic by phone or visited in person to
address any care issues proactively in order to pre-empt 9-1-1 calls or emergency
department visits. (3).

Community Paramedic-Specialist Response Programs: These emerging models of
care operating under names such as Community Paramedicine Response Units
(CPRUSs), Paramedic-Specialist Teams, or Mobile Integrated Health (MIH) Teams
represent a growing level of service coordination and cooperation between traditional
paramedic emergency response and emerging community paramedicine programs so
that access to other health care providers can be better enabled and accessed in real
time through an on-demand system that parallels a traditional 9-1-1 response. (3).

Integrated Care: The delivery of care that focuses on achieving the Quadruple Aim (4)
through a coordinated effort within and between healthcare providers (5).

Case management: Comprehensive assessment and care planning activities that
include combined efforts of other health care providers over a defined period of time,
usually days, weeks, or months (6,7). Case management approaches may be general
or specifically tailored to individual patient needs (8,9).

Transition of care: Also referred to as “discharge,” a transition of care involves a
patient moving from one care provider to another. Typically used in reference to patient
care moving from an in-hospital setting to an out-of-hospital setting. (10)

More information about the Ontario Community Paramedicine Secretariat is available on
our website at: http://www.ontariocpsecretariat.ca .
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