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‘SPARKLERs’ is a pioneering service 
that helps East Midlands health 
organisations synthesise research 
from multiple sources, providing the 
evidence on which to build rapid service 
improvements. 

The project is funded by the East 
Midlands Academic Health Science 
Network (EMAHSN) and coordinated 
by the EMAHSN Translating Research 
into Practice workstream, which is 
hosted by Nottingham University 
Business School’s Centre for Health 
Innovation, Leadership and Learning 
(CHILL). The aim of the SPARKLER 
service is to provide support where 
member organisations need to compile 
evidence based reviews but don’t have 
capacity to pull together and summarise 
research from the many available 
sources. 

In addition to the commissioning 
agency, SPARKLERs are available 
to all our East Midlands member 
organisations – helping the EMAHSN 
in its key aim of translating proven 
research into practice, spreading 
innovation widely and quickly and 
underpinning rapid improvements in 
healthcare for the East Midlands’ 4.6m 
residents. 

SPARKLERs – which stands for 
‘SPreading Applied Research and 
Knowledge – Longer Evidence 
Reviews’ provide fuller reports on 
a particular and detailed element of 
healthcare. They are created using 
rigorous academic methodology and 
are written for practice audiences with 
the aim of synthesising key evidence 
for impact and evidence based decision 
making. 

SPARKLERs are not a systematic review 
and are not written for an expert 
academic audience or to advance 
theory development, instead they are 
an independent presentation of the 
evidence that exists designed for the 
managers and clinicians responsible 
for making the decisions on a day to 
day basis in our health and social care 
systems. They provide a summary of 
“what is out there” which may be 
sufficient or may trigger a further 
investigation using the information 
in the SPARKLER as a start. At all 
times we advise that these are read 
in conjunction with the relevant NICE 
guidance at www.nice.org.uk/ 
Sitting alongside SPARKLERs, ‘SPARKs’ 
– shorter ‘at a glance’ digest summaries 
of research evidence intended to 
improve and enhance practice. 

We are happy to take commissions 
from all organisations providing NHS 
funded care for both formats. To find 
out more contact the EMAHSN Project 
Team at emahsn@nottingham. ac.uk 
The SPARKLER remains the property of 
EMAHSN and will be widely circulated 
and available to download from the 
EMAHSN website:
www.emahsn.org.uk

Authors: Sue Rowley and Lucy Sitton-Kent
and thank you to Niro Siriwardena for his 
expert input. 

SPreading Applied Research and Knowledge - 
Longer Evidence Review (SPARKLERs)

https://www.nice.org.uk/
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Background

Following discussion with Rachna Vyas, Deputy Director of Strategy & 
Implementation at NHS Leicester City Clinical Commissioning Group, EMAHSN 
was asked to produce a SPARKLER based on the learning about whether in-car 
Emergency Care Practitioner (ECP) led services are effective in reducing demand 
across local health and social care systems in terms of reducing emergency 
admissions, with a particular focus on evidence surrounding clinical response teams 
working in care homes. The scope of the review was agreed on 7th December 
2015, and work commenced immediately. Summary updates were sent at regular 
intervals, to provide an update on the work being undertaken. The final report was 
delivered on 16 February 2016. The turn-around time (from commencement of 
review to SPARKLER delivery) was 9 weeks (excluding Christmas week). 

Our approach 

Since receiving the brief, in order to locate the relevant literature, AHMED, 
EMBASE, Medline, Psyching, CINAHL and NHS Evidence database searches were 
conducted using the following search terms:

• Emergency Care Practitioner 

• Care homes or residential care or nursing homes AND Emergency

• Care homes or residential care or nursing homes AND Emergency Care 
Practitioner

• Paramedic AND care homes or residential care or nursing homes 

• Community Paramedic AND Evaluation

• Community Paramedic AND RCT or Random Controlled Trial 

• Acute visiting service 

Following more detailed reading of documents a further 13 references were 
‘snowballed’ and these studies retrieved.

Selection Criteria

Searches were limited to: Boolean phrase, International papers, Academic Journals 
published in English, Date range 2004 - 2015 (This was a wider time span than 
usually used in SPARKLERs as approximately 50% of the evidence comes from the 
period between 2004-2009 when the ECP role was first introduced).  
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Search results

To the 58 references found through the two database searches an additional 6 
general emergency services reports were added bringing the number of documents 
to 64.

With the inclusion of Health and Social Care Information Centre (HSCIC) data and 
additional web based resources the final number of sources of evidence included 
in the SPARKLER is 92.

This SPARKLER reviews the available evidence on in-car Emergency Care 
Practitioner (ECP) led services and whether they are effective in reducing demand 
across local health and social care systems.  The headline results are provided in the 
summary that follows.  
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Historically the role of ambulance personnel had been to take people to hospital, 
however their role now is increasingly one of non-conveyance and the Association 
of Ambulance Chief Executives (AACE) are keen to promote that ambulance 
services are not only viewed as a central coordinating hub for provision of clinical 
advice but also as a mobile healthcare provider. However the first theme that 
emerges in this review is that Emergency Care Practitioner (ECPs) represent a 
very small percentage of the emergency services capacity but there are heavy 
expectations on their ability to significantly influence overall hospital attendance 
and admissions rates. Although national figures are not available showing how 
many health care professionals are currently qualified and working as ECPs, 
there are currently less than 400 employed by Ambulance Trusts.  This number 
potentially rises to around 700, if all forms of specialist paramedic are included. 
These figures also reveal a second theme, the lack of consistency around the 
definition and use of the term ECP, both of which make examination of the 
evidence around the role challenging.

If the underlying question behind this SPARKLER is: Are ECPs, working as sole 
responders to 999 calls in cars, effective at reducing Emergency Department 
(ED) attendance rates? Then yes, the evidence supports this - ECPs are effective. 
They are fulfilling their designated role as a half-way house between ambulance 
paramedic and GP, a health professional with enhanced skills but not qualified to 
the level where they could be seen as duplicating the role of a doctor.  

However, if they are working with another ambulance crew member in a double 
crewed ambulance or if the patient requires conveyance to hospital due to 
clinical need, e.g. x-ray then the evidence is that they are more expensive, as 
there is doubling up of the use of resources (more staff, more vehicles, longer 
time). Therefore clarity is required about how they are being deployed and what 
outcomes ECPs will be measured against.

ECPs can also be used in Acute Visiting Services (AVS), originally designed to be 
provided by GPs.  However, ECPs have been brought in to provide cover but if ECPs 
are being used there is the risk that a) they might not have required skills sets or 
b) they are simply duplicating work that could be done or has been done by GPs.  
One important issue concerning the more conventional AVS aspect, is the issue of 
prescribing rights for ECPs, for if they are to be, or are to be seen as, responsible 
for the clinical care (including decision making) of patients but do not have full 
prescribing rights, then patients are still going to with be referred back to GP or 
else sent to ED where they can access the medical authority to prescribe.  Currently 
paramedics can only issue prescriptions under Patient Group Directions (PGDs) 
– these are written instructions for the supply or administration of medicines to 
groups of patients who may not be individually identified before presentation for 
treatment (http://www.medicinesresources.nhs.uk/en/Communities/NHS/PGDs/). 
At the last meeting of the Commission for Human Medicine in 2015, the decision 
was made not to give additional prescribing rights to paramedics. 

Executive summary
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Executive summary

When exploring the evidence that forward planning does reduce ED attendance 
and or emergency admissions - the complexity of the situations and the 
consequent decision making processes also needs to be recognised.  ED 
attendance may be for diagnostic testing and then transport back if no injury 
found.  This is a different scenario to attendance and subsequent admission for an 
older person living in the community who repeatedly falls, is on their own, or is 
someone whom the ambulance service repeatedly visit and in the end they convey 
to hospital because they believe it is the only way for that person to access the 
required community support as a priority.  

Additional considerations concern whether these types of service are part of Out 
of Hours (OOH) cover, whether it is an In-Hours AVS (IHAVS) or whether it is an 
IHAVS that includes an additional non-crisis dependent visiting element, plus a 
care planning element that requires a routine presence in residential homes for the 
elderly.

Focusing specifically on the elderly residential care aspects of an IHAVS scheme, 
this group of patients are likely to be amongst the oldest and sickest and 
potentially one of the most vulnerable in society. There are differences between 
those homes that are well supported by GPs and those that are not, and this 
seems to be closely related to what and when ambulances and OOH AVS providers 
are called out.  The sometimes competing pressures faced by NHS health providers 
are difficult to reconcile with the equally pressing needs of care home providers to 
ensure that residents are not put at risk through not accessing appropriate care. 
Yet caught in the middle are the patients and their needs - of being conveyed to 
hospital on their own, scared and vulnerable when potentially they could have 
been cared for in their rooms. Equally there is the argument that care homes use 
emergency services because they don’t have nursing cover in place, however a 
blame culture is not conducive to bridge building nor positive experiences for older 
residents. 

From the patient perspective research has shown that proactive pre-crisis care 
planning by ECPs offers the greatest benefit when working closely with residential 
home staff as it is possible to build up a clear picture of what is normal health for 
an individual and what is not i.e. when it becomes an appropriate time to call for 
an ambulance.

Further complexity is revealed on the examination of the safety aspects of ECPs in 
terms of non-conveyance rates and 24hr recontact rates.  The trend over the last 
few years has been for non-conveyance rates to increase, however two Trusts that 
are worthy of further note, East Midlands Ambulance Service NHS Trust (EMAS) 
and East of England Ambulance Service NHS Trust (EEAS), have decreasing non-
conveyance rates - the paramedics are taking more patients to hospital. This could 
potentially be for any number of reasons, for example, there could be a lack of 
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community resources i.e. other referrals’ options don’t exist or because the options 
that do exist are not well signed therefore navigating a pathway is confusing or 
it could be that ambulance staff lack a clear understanding of the full range of 
referral pathways that are open to them. 

In addition, a further consideration, although not included in the remit of this 
review, is whether ECPs work for providers other than Ambulance Trusts and 
how this impacts upon their effectiveness in terms of adding yet another layer of 
relationships to be built and maintained with other existing service providers plus 
issues around contracting out of the NHS.

Producing this review was challenging, due to the size of the group of staff and 
also the complexity of the situation in which they work, where the outcome is 
often dependent on more than their actions alone. However from the published 
evidence this review can conclude that although a small number of ECPs are 
routinely deployed across the English NHS, whether employed by ambulance 
Trusts or by other contracted non-NHS providers, there is insufficient evidence in 
the literature, to show that commissioning an ECP service is more effective than 
commissioning an alternative service. 

However, Leicester City (LC) CCG, the commissioners of this SPARKLER, report 
that their ECP scheme is working well and reducing emergency admissions. 
Therefore a recommendation would be that LC CCG should either conduct a 
comparative service evaluation or, if this has already been carried out, then, ensure 
that all data that has been collected is interrogated fully.  Only then is it possible to 
decide whether ECPs are their best option in terms of ECPs audited effectiveness 
at reducing emergency admissions, the cost of providing full cover (to include 
additional costs when other ambulance resources or GP input is still required), that 
patient satisfaction and confidence in service provided is maintained and lastly but 
most importantly that patient safety is not compromised. 

Having the potential to challenge and further contribute to the existing evidence 
base, it would be of great value to other commissioners if LC CCG were to share 
their evidence that; 

• the service does succeed in reducing emergency admissions and 

• that ECPs are the most effective providers 

Executive summary
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The scale and breadth of the issues surrounding the use of ECPs in cars to be 
covered is vast.  This is not because there is a significant amount of definitive 
evidence but more due to a lack of evidence specifically looking at this aspect of 
the ECP role. It has therefore been necessary to consider a broad range of issues 
hence this review is wide, and where possible is presented in note form for speed 
of reading. The main body of this review examines the evidence base surrounding 
the effectiveness of ECPs in reducing emergency admissions however details 
from the Leicester City Clinical Commissioning Group (LC CCG) local context and 
evidence concerning targeted patient groups are also referred to. 

ECPs have been described as the bridge between Acute and Primary Care (1) with 
a commonly understood definition of an ECP being;

What is an ECP?

“A healthcare professional who works to a medical model, with 
the attitude, skills and knowledge base to deliver holistic care and 
treatment within the pre-hospital, primary and acute care settings 
with a broadly defined level of autonomy.”

(Source: 2)

The role occupies a space between GP, nurse and paramedic, and the Masters level 
training reflects this as it aims to develop a working understanding of social care 
and other NHS services (3) and is complementary to that of GPs and nurses rather 
than replace like with like (4).

Job titles vary around the country and this is discussed further below, however 
the view from organisations working with paramedics appears to be a preference 
for the term ‘Specialist Paramedic’, for example the NHS Allied Health Professions 
Career Framework,  the College of Paramedics, and also the Health Professions 
Council (HPC). The HPC is the UK statutory regulator and prefers to see those with 
an extended scope of practice to continue to use a designation which contains 
the professional title ‘paramedic’ that is protected by law (5). Therefore whilst it 
might seem more appropriate within this SPARKLER to refer to ECPs as Specialist 
paramedics, on the basis that the term ECP tends to dominate the literature, where 
the terms of reference used in the original reference cited refer to other forms of 
specialist paramedic, and where these have been reviewed and assessed as being 
directly ‘comparable’ to an ECP their name has been maintained in this review.
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The emergent ECP model, reflects a move away from the tradition of taking the 
patients to the hospital, towards the Franco /German model, of taking the hospital 
to the patient. However the trend towards deploying higher skilled ambulance 
staff is a mixing of traditions for unlike the Anglo/American model, in the Franco/
German model, pre-hospital care tends to be dominated by emergency physicians 
supported by paramedics as opposed to the Anglo/American model, in which 
paramedics dominate pre-hospital care, supported as necessary by physicians. 
There is potential here for tension and complications to arise.  However the view 
from the literature is that the behaviours and skills of the emergency services 
workforce need to change, in order that staff are comfortable and safe when 
treating and leaving more people at home or in the community

What is an ECP?
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The idea was introduced into the NHS a little over a decade ago, as growing 
demand for emergency and urgent care and changes in availability of GPs to 
provide OOHs care (6), meant that new ways of working had to be found. The 
development of extended paramedic roles in the emergency services of countries 
such as Canada and Australia influenced how the role of an ECP was developed 
in the NHS. At policy level it was anticipated that the numbers of ECPs would 
grow and make a sizeable contribution to the reduction in numbers of patients 
attending ED (7 and 8) see Graph 1.  

The introduction of ECPs

“There is a consensus view that the development of ECPs will 
dramatically improve the provision of unscheduled and emergency 
care services. ECPs will ensure that patients receive the most 
appropriate care at the most appropriate time and in the most 
appropriate place.”

(Source: 9:8/9)

However the projections were not accurate, for in terms of numbers even at 
September 2006 there were only 438 ECPs nationally and current figures show 
that as at September 2014 there were only 688 ECPs employed by NHS ambulance 
Trust and the ECP numbers which peaked five years ago are now declining (10).
Overall, there were 16,176 qualified ambulance staff in 2006 and 18,673 in 2014 
(11).

(Source: 8)

Graph 1 Projected ECP numbers
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The introduction of ECPs

Declining numbers of ECPs could be a reflection of the difficulty ambulance Trusts 
across the NHS are facing in recruiting and retaining skilled ambulance staff per 
se, however it perhaps more realistically reflects changes in the further ‘up-skilling’ 
of the paramedic workforce.  The shortage of paramedics is projected to last 
another three to five years (12). However increasing consensus is that barriers to 
implementation of ECPs are as much of a problem as lack of skilled ECPs (13).

As illustrated in the figure above, the current paramedic career framework sets 
out the recommended titles against the Agenda for Change pay scales.  However, 
there is evidence that the framework is neither well understood nor used 
consistently, particularly with regard to use of the titles Paramedic Practitioner 
and Emergency Care Practitioner (14). It is also not reflected in the regular reports 
on ambulance service performance (15). The implications that can arise from this 
‘messiness’ in nomenclature extend into both workforce planning and the research 
literature.

In addition to examining HSCIC data, in order to gain as up to date information as 
possible, all ten English mainland NHS Ambulance Trusts were contacted and asked 
via Freedom of Information Requests, how many ECPs were currently employed 
within their Trust. The responses make interesting reading not least because they 
differ quite noticeably from the official figures as provided earlier. 

Figure 1 Paramedic Career Framework
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As of December 2015, only half of the Trusts employ ECPs (total head count=381)

• One employs no ECPs but reports employing 42 specialist paramedics which 
the Trust states were formerly known as ECPs

• One employs no ECPs but reports employing 52 Critical Care paramedics 
(CCPs) plus 129 Paramedic Practitioners (PPS) 

• Three Trusts no longer employ ECPs but report employing Advanced Paramedic  
Practitioners (APPs). Of these Trusts only one trust supplied numbers, stating 
that there were 8 Advanced  Practitioners (APs) in post, some of whom are 
nurses as opposed to paramedics

• Of the two remaining Trusts, LAS replied that no ECPs had been employed 
since April 2012.  Elsewhere the decision to no longer employ ECPs as part 
of the workforce was reported as being in response to requests made by 
commissioners in favour of up-skilling paramedics with advanced assessment 
skills (16). Information from LAS News Archive (17) describes how in  
May 2014 the first 12 strong team of Advanced Paramedics with Masters level 
training were introduced

• The final Trust, NWAS said that they no longer have specific ECP positions.  
Staff holding the qualification could be Paramedics, Senior Paramedics 
(including frontline Senior roles and Urgent care desk) or Advanced Paramedics. 
NWAS Advanced Paramedics have, or are working towards, post-graduate 
Masters qualifications in Advanced Practice. No details of how many Advanced 
Paramedics were provided in response to the FOI request however, according to 
NWAS website information; “The Trust employs approximately 50 advanced  
paramedics” (18)

The introduction of ECPs
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Tools, protocols and training

The employment of additionally trained practitioners was proposed due in part to 
the mixed outcomes from the use of tools and protocols.  Research had indicated 
that an alternative to training ECPs could be the use of tools and protocols (19). 
However, the literature revealed mixed results of their use. For example, Treat 
and Refer protocols for ambulance crews, did not reduce conveyance rates but 
evidence showed that where it was judged that transportation to hospital should 
have occurred but did not, this was found to have been related to suboptimal use 
of the protocols rather than the protocols themselves. It has been found that;  

“Crews use protocols to justify current practice rather than to inform 
decisions: they decide to leave the patient at home and then use the 
protocol to justify this decision.”

(Source: 20:13)

The SAFER research programme using a Computerised Clinical Decision Support 
(CCDS) for paramedics attending older people who fall, demonstrated safety and 
effectiveness as it led to a modest increase in numbers left at home (65% not-
conveyed versus 38% not conveyed in control group) and allowed paramedics to 
refer twice as many patients to falls services with no difference in safety (20). The 
rationale behind the use of the CCDS was that whilst previous research had not 
found rigid protocols to be effective, being an online interactive support tool, once 
trained in its use paramedics would feel confident to decide not to convey patients 
to ED and would be able to do so without the need to undertake the lengthy, 
and expensive training that is required to enable them to act as fully autonomous 
practitioners such as ECPs (21). 

Paramedic Pathfinder is another protocol that is promoted as assisting with clinical 
decision making. Despite a lack of large scale evaluation, Paramedic Pathfinder 
is in use across NHS Ambulance Trusts (22).  The use of Paramedic Pathfinder is 
described as the following: 

“Using a flow chart of specific symptoms, paramedics determine the 
most appropriate care pathway for that patient.  Depending on the 
assessment, the next step for the patient could be taken to either a 
community based specialist service, an Urgent Care Centre or to an 
Emergency Department. If they are not in need of medical treatment, 
they will instead be instructed on any self-care they may need.”

(Source: 23:1) 
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Service level evaluation of the Paramedic Pathfinder tool found that its 
effectiveness was dependent on context and how joined up community referral 
systems were. Results from this evaluation highlighted the idea that; “the 
improved levels of sensitivity compared with existing evidence, suggests that the 
use of reductive triage methodology based on symptom recognition, is preferable 
to diagnostic-based decision making” (24:e33) In so saying, the implication is 
that, it is the system and the tools required to navigate it, that might influence the 
effectiveness of a service rather than the qualification level of paramedics.

Whilst the evidence regarding whether a particular type of tool is more effective 
than another remains inconclusive, the potential need for such tools is supported 
by further evidence from research examining the decision making processes of 
ambulance staff, (contributors included solo rapid response, dual crew member, 
ECPs, and critical care paramedics). It was found that the decision to leave or 
convey was rarely based solely on clinical need but on assessment of other 
influences or risk factors. These were identified as: demand; performance priorities; 
access to care options; risk tolerance; training and development; communication 
and feedback and resources (25).

Tools, protocols and training
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Expanded scope versus expanded roles

There is an issue of whether ECPs should be considered as paramedics with 
an expanded scope or supported to take on expanded roles, leading to better 
integration of services. The subtle difference, between expanded scope versus 
expanded role, has implications for how to determine whether there is evidence to 
support ECPs in cars; for the question then becomes, is it because they are ECPs as 
opposed to paramedics, district nurses or GPs, that the service is effective or, is it 
that simply providing the service is what is necessary and whether it is provided by 
ECPs or other healthcare providers is of secondary importance. 

Expanded scope implies extending the skills that paramedics have, hence services 
they can provide, into tasks normally associated with other health professionals 
such as nurses and doctors. This can either be viewed positively as increased 
capacity or as a threat to existing roles.  The effects of different power relationships 
between roles (managers and doctors or doctors and other health professionals), is 
well evidenced (26 and 27). Similar reservations exist about ECPs as a ’professional 
group’, for example during early development of the ECP role because the training 
curriculum was similar to that of nurse practitioners, there was a view that if 
ECPs were to be recognised as a separate profession, this could lead to ‘turf wars 
breaking out’ (28). There is some evidence to show that this is an ongoing issue. 
In a recent audit of ECP call outs, with reference to why 4% of referrals had been 
declined for non-clinical reasons,  the authors describe the following as a typical 
comment they had received from doctors, ‘we don’t take referrals from ambulance 
drivers’  (29:36). Similarly a study examining ECPs’ training placements in GP 
practices found that GPs were not 100% positive in their feedback regarding the 
value of whether having ECPs in their practice had been of any service value (30). 

Negatives aside, the above acknowledgement that the expanded roles conducted 
by community paramedics can break down some of these barriers by blurring 
professional boundaries is an interesting one, particularly in light of the push 
towards better integration of services. 
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This is because expanded roles emphasise the idea that a variety of professionals 
may have particular skill sets, but in certain settings there are no other health care 
professionals available to provide the service required and that this is more a case 
of expanding the role into public health or increasingly into primary care.  A large 
body of literature exists arguing that expanding the scope of ECPs necessitates 
up-skilling the workforce, which brings into question the training and education 
needs of ECPs (31). The literature provides a wide array of evidence concerning 
the education and training requirements for ECPs plus there is evidence examining 
whether the additional training costs are justifiable. Practical aspects to whether 
or not ECPs scope of practice should be expanded include for example, the 
prescribing rights of ECPs and which is explored in the box below. 

Expanded scope versus expanded roles

ECPs and prescribing rights 

Under current legislation paramedics can issue prescriptions as Patient group 
directions (PGDs), see page 8. They take a significant amount of time and 
resource to develop and implement.

The purpose of paramedic independent prescribing is to support and 
enhance the delivery of urgent and emergency care for patients in a way 
that is safe and promotes choice. Paramedic independent prescribers will be 
central to supporting multi-professional working, and providing increased 
workforce flexibility. However, this should be done in context to core 
competency, and not simply to prescribe for patients to make up for short-
falls in other professional prescribing groups (32:5). 

In 2015 the Commission for Human Medicines (CHM) decided that 
paramedics should not be given full prescribing rights. The following is a 
summary of their decision. 

There was lack of clarity as to what constituted an advanced paramedic 
practitioner and how such a practitioner would be trained in the assessment 
and diagnosis of the conditions that they may encounter. With regard to the 
wide range of conditions that they might encounter Commissioners were 
concerned that there was no definition of what an advanced practitioner 
was. Some of the examples cited to demonstrate a need for independent 
prescribing did not seem logical. Commissioners were uncertain how 
prescribing could help in the case of someone at high risk of falls where the 
emphasis was likely to be on reviewing which drugs might be discontinued. 
Because of this Commissioners felt that independent prescribing might 
represent a risk to patient safety for example if the wrong diagnosis was 
made and an inappropriate treatment was prescribed.

(Source: 33)
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The urgent care context in numbers

It is helpful to put the need for ECPs in urgent care into context through looking at 
the demand for ED services. 

• Nationally, around 40 per cent of patients who attend ED are discharged 
without requiring treatment. Therefore the assumption is that they did not 
need to have attended. Estimates vary but a survey of 3,000 patients in 12 ED 
units conducted for the Royal College of Emergency Medicine found that 15 
per cent of patients could have been treated in the community (34)

• For year 2012/2013, the national admission rate for all ages from all 
ED attendances was 20.7% and patients aged 65+ years accounted for 
approximately 19% of all A&E attendances (15)

• The table below shows figures for Leicester, Leicestershire and Rutland (LLR) 
CCGs, their ‘local’ hospital, Leicester Royal Infirmary provides Leicestershire’s 
only accident and emergency service. It is one of the busiest EDs in the country: 
at the end of 2014/15, ED attendance figures for the year were 152,227 (35) 

Table 1: Attendance and admission rates in the LLR region.

Measure
West 

Leicestershire
CCG

East 
Leicestershire  

& Rutland 
CCG

Leicester
City 
CCG

LLR’s CCGs 
ranking 

nationally

National 
range

Rate of ED attendance per 
1,000 population

180.4 193.7 256.0
In lowest 

20%
822.6 - 
188.8

% of ED attendance that 
resulted in an emergency 
admission

22.0% 20.4 19.8
In middle 

20%
36.3% - 
10.7%

Rate of Emergency admission 
to hospital per 100,000 
population  aged 75+ years 
with LOS < 24 hours

4,325.1 4,362.6 5,457.1
In lowest 

40%
11,010.9 
- 1,186.5

Rate of admission to hospital 
for people aged 75+ years from 
nursing/residential homes per 
1,000 population.

32.4 38.4 59.2
Within the 
top 5 CCGs 
nationally

61.5 - 0.1 

As the above table illustrates, within the LLR region attendance rates across 
all ages are relatively low and admission rates are average. Whilst over half of 
the emergency admissions for patients aged 75+ years stay less than 24 hours, 
compared to other CCGs nationally, these figures are below average. However 
when comparing admission rates for nursing/residential home patients the figures 
are not so positive.

(Source: 36)
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What is the impact of ECPs? 

Some of the barriers to understanding the impact of ECPs is the complexity around 
definition and context already discussed and the lack of high quality, generalisable 
research evidence (37 and 38) this makes it much harder to fit the evidence 
into the bigger, whole system research picture yet this is what is required when 
determining the effectiveness or not of the ECP role (39 and 22).

The outcomes to 999 calls (see Table 2) and the ability to respond to them have 
had a direct impact on the types of roles and skills ambulance crews have been 
required to develop (40). Much of the research into the effectiveness of ECPs has 
focused on non-conveyance rates or avoided ED attendance, as the main outcome 
measure, however from a structural perspective, there need to be adequate 
services available to enable efficient referrals and from a personal perspective, 
confidence in the certainty that another professional will take over where 
appropriate (41).

The following is a brief chronology of the evidence found in the available research 
literature pertaining to the impact of the generic role of ECP.

Type of response received by a 999 call (disposal)

Hear and treat telephone triage without face to face response

See and 
convey

a face to face response by either a single responder (paramedic or 
ECPs) or traditional Double Crewed Ambulance (DCA) response 
with conveyance to ED or other urgent care facility

See and treat potentially with onward referral (into either hospital or the 
community) or discharge at the scene, patient left at home

“Although there is good evidence that paramedics can safely 
manage people in the community, the implications for scaling up 
interventions for ambulance services and associated primary and 
community care services (particularly as the desired proportion of 
patients managed in this way increases) and the impact on, for 
example, ED crowding, are unknown.” 

(Source: 22:102)

Table 2: Outcome of 999 calls
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• Secondary analysis of national ECP audit data, found that 40% of patients 
seen were 75 years or over and only 30% were seen out of hours. 76% 
accessed ECP care via 999 system. On scene averaged 47 minutes. ECP’s non-
conveyance rates were 62% versus 32% for Trust averages. Acknowledged 
that patient diagnosis affected transportation/conveyance needs/rates i.e. 
cardiac patients more likely to be transported than minor trauma patients but  
that more ECP cases were lower acuity patients (42)

• Analysis of three years’ retrospective data from the emergency ambulance 
setting indicated that ECPs convey fewer patients to ED than APs ~ ECPs = 
57% versus APs = 79% (43)

• Research looking at call outs to patients with Difficulty Breathing (A) and Elderly 
Fallers (B) found that when compared to standard non-ECP care in study (A) 
ECPs reduced admission rates from 76% to 36% and in study B) ECPs reduced 
admission rates from 51% to 26% (3)

• Evidence that patients aged 65+ years who dialled 999 and were seen by ECPs 
were less likely to attend ED or require hospital admission within 28 days (44)

• Evidence from community paramedic scheme serving ‘targeted’ elderly 
people, showed that patients in Paramedic Practicioner (PP) / ECPs group, 
53.3% attended ED versus control group where figure was 84%. Emergency 
admissions were also lower at 28.1% versus control group 38.2% (45). This 
was one of the earliest schemes in which extended skills paramedics worked 
specifically with older people, the authors concluded that; “Several changes in 
resource use are associated with the use of PP. Given these economic results 
in tandem with the clinical, operational and patient-related benefits, the wider 
implementation and evaluation of similar schemes should be considered” 
(45:450)

• Review evidence found that role of community paramedics remains unclear and 
that outcomes require clarification (37)

• Review evidence found that support for ECPs services from patients and other 
staff considered as equivalent if not better care than traditional role (38)

• ECPs have a positive effect on the experiences of long term care patients 
during acute medical events. ECPs have a novel role to play in end-of-life care 
and find this new role rewarding (47)

• Audit of five years of consecutive emergency calls attended by an ECP, found 
that 8.3% of patients were referred to specialist pathways, 6.9% referred to 
Minor injuries unit (MIU)/Walk in Centre (WIC), 2.6% subsequently sent to 
hospital by GP, 53% of patients were treated  and discharged at scene, and 
only 29.3% of calls were sent to ED. Study claimed that an  ECP service works 
at even greater efficiency than was proposed in the founding years when  the 
Department of Health  suggested that 45% of patients would be transported 
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to ED (29)

• Linked to the study above this paper compares two years of the same ECP data 
with that of a paramedic working in a standard double crewed ambulance. 
For the paramedic 8.8% of patients were listed under ‘other disposal’ (referral 
to hospital or inter-hospital transfers), 2.3% were sent to MIU/WIC, 9.9% 
recorded as admissions via GP, 27% of patients were treated and discharged at 
scene and 52% of calls conveyed to ED (48)

• Systematic review evidence shows that prehospital professionals (in most 
instances paramedics with enhanced clinical skills) can successfully reduce 
the number of patients transported to EDs, through providing autonomous 
care and appropriate referral in the community setting (22). However the 
review concludes that; “although there is good evidence that paramedics 
can safely manage people in the community, the implications for scaling up 
interventions for ambulance services and associated primary and community 
care services (particularly as the desired proportion of patients managed in this 
way increases) and the impact on, for example, ED crowding, are unknown” 
(22:102)

• A further systematic review concluded that since there has been no new 
research studies published post 2007, possibly this indicated that the roles 
have been accepted widely by patients and healthcare professionals and that 
no immediate further evaluation is thought necessary (49). This comment 
appears justified in that surprisingly few empirical studies have taken place 
since 2007 although the majority of these have been small scale studies where 
the generalisability has been questioned by later systematic reviewers (37, 
38, and 22). Importantly it should be noted that although there are examples 
above where research has a later publication date, in many instances the data 
collection occurred around 2007. For example one particular study, (registered 
as trial ISRCTN22085282), to evaluate ECP schemes, produced a number of 
much quoted/cited papers each of which reports the findings of different 
aspects from the study (46, 50, 51, 52 and 53)

• Ten years on from the introduction of ECPs and a recent review by LC CCG of 
999 activity in their area found that despite changes in how emergency services 
responded to 999 calls, it was still thought to be the case that up to 20% of 
999 activity could have been safely kept at home rather than conveyed to 
the acute site. Evidence from service reviews suggests that in many instances 
ED becomes the default setting not because of patient acuity or Emergency 
Medical Services (EMS) staff skill level in terms of ability to treat but due to 
system level limitations (35). For example, because the system is overly complex 
hence difficult to navigate (for both patients and clinicians) or because the 
community connections simply do not exist in the format required, irrespective 
of the skills of the ECP the patient would still be conveyed to hospital. 
Therefore impact of the ECP role is dependent on the operational service 
setting

What is the impact of ECPs? 
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The quality of care provided by ECPs

A retrospective case note review was conducted to evaluate the ‘quality’ and 
‘safety’ of patient care provided by ECPs with that of non-ECPs. Assessment was 
by senior clinicians reviewing case notes to determine quality. Being part of the 
large RCT conducted by a team from Sheffield, the evaluation also included an 
analysis of ECPs versus non-ECP across three different types of emergency care 
settings. These were; ED, WiC and MIU (The static acute settings); ambulance/
care home services (mobile responses) and primary care, OOH services.  The 
evaluation covered 5 categories of quality: overall care, assessment, investigation, 
management and quality of records kept. Reviewers (7 specialist registrars in 
emergency medicine) rated each of the categories on a 1-6 scale (1=unsatisfactory, 
6=excellent/very best care). The mean of the scores given to individual case notes/
records were recorded and used as the basis of the comparisons described. Inter-
rater reliability and intra-rater consistency between and within scores for the 
reviewers were tested statistically and shown to be reliable. 

According to the study authors; 

“Results show that ECP services, scored significantly higher 
than non-ECPs across three aspects of care (assessment, overall 
care and quality of records). The differences detected, although 
statistically significant, are small and may not reflect clinical 
significance. However, the finding is important. It indicates that 
ECPs are providing a slightly better level of care than their control 
counterparts for the pairs of services involved in this study.”

(Source: 46:331)

This is a bold statement albeit a slightly misleading one, for whilst as the table 
below demonstrates (see data in the shaded column), it is clear that when the 
means for all the different settings are combined, ECPs perform better than non-
ECPs across each of the 5 categories. However when broken down by category/site 
the figures shows that actually whereas ECPs were assessed as having performed 
better in the static/acute settings and OOH services, in the mobile services - 
ambulance response and work within care homes, the figures were not as good as 
for usual care.
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Category All Settings

Acute/  
Static settings 

(ED, WIC & 
MIU)

Primary care 
OOH services

Ambulance/ 
care homes

(Mobile 
settings)

ECP Control ECP Control ECP Control ECP Control

Overall Care 4.4 4.1 4.6 4.2 4.4 3.8 3.7 4.2

Assessment 4.4 4.0 4.5 4.1 4.4 3.7 3.8 4.3

Investigation 4.9 4.7 5.1 4.9 5.0 4.5 4.1 4.4

Management 4.5 4.3 4.7 4.3 4.4 4.0 3.8 4.3

Quality of 
records 4.3 4.0 4.5 4.0 4.3 3.7 4.0 4.2

Table 3 showing quality of care provided by ECPs compared with that of non-ECPs 
across three different settings.

(Source: 46)

The quality of care provided by ECPs

The authors point out that when data from all three sites are combined, the mean 
scores for overall care, assessment and quality of records were significantly 
higher for ECPs compared with non-ECPs (p<0.01) but note that for the mobile 
services, there were no significant differences observed between the scores for 
the ECPs and controls.  However, whether observed differences reached  statistical 
significance is not the issue, rather that when presented as a table, as the above 
clearly illustrates, in the Ambulance/care homes (Mobile settings) for each of the 
five categories, scores for ECPs are lower than those for controls. Therefore 
this review suggests that O’Hara et al’s conclusion that, overall care provided by 
ECPs is at least as equally safe as the care provided by non-ECPs in similar settings, 
should be accepted with some caution.
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Category A (Red) Category C (Green)

Red 1
Life 

threatening 
(respiratory 
or cardiac 

arrest)

Red 2
Immediately 

life 
threatening 

(all over)

Green 1
Serious but 

non-life 
threatening.

Serious 
clinical need

Green 2
Serious but 

non-life 
threatening.
Less serious 
clinical need

Green 3 
Non-life 

threatening.
Non-

emergency

Green 4 
Non-life 

threatening.
Non-

emergency

Within 8 minutes of call 
recieved (19 minutes 
transport standard)

Within 20 
minutes of 

call received

Within 30 
minutes of 

call received

Telephone 
assessment 
within 20 
minutes
 of call 

received

Telephone 
assessment 
within 60 
minutes.

Two resources should 
be dispatched to these 
incidents where possible

Blue lights 
and sirens

Blue lights 
and sirens

If face 
to face 

necessary 
then 

response 
within one 
hour (no 

blue lights 
required)

If face 
to face 

necessary 
then 

response 
within one 
hour (no 

blue lights 
required)

Safety and reliability

Through examination of dispatch codes (see Figure 2) research has shown that 
ECPs are usually tasked to less urgent or critical calls mainly Category Cs (Code 
Green) on the basis that because they are non-life threatening and the assumption 
is that patients are less likely to require conveyance to ED. Looking at where 
there were differences between reported conditions, ECP diagnoses and 24 hour 
later medical diagnosis, there is evidence that the initial patient conditions that 
determined the dispatch codes bore little relationship to the ECPs’ diagnosis, but 
that the ECPs’ diagnosis was closely related to the medical diagnosis after 24 hours 
(42).

Figure 2 Ambulance call categories

Further evidence shows these categories are not a good indicator of need to 
convey/admit, for example ECPs utilised or referred to pathways other than ED in 
36% of Category A calls, 52% Category B calls and 44% of Category C calls (56). 
(Note that call system codes changed since this research was conducted, new code 
details are shown above).

(Sources: 54 and 55)
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The chronology below gives some indication of the evidence base surrounding the 
safety and reliability of ECPs decision making.

• Advanced paramedics’ decisions not to convey shown to be safe and 
appropriate and did not lead to a significant increase in re-attendance rates or 
death of these patients (44)

• There is evidence suggesting that paramedics cannot safely or accurately 
identify those patients who require conveyance to ED but that ECPs can (6)

• Qualitative evidence shows that when working with elderly fallers, paramedics 
have expressed the need for additional training and support to aid safe decision 
making - sometimes voiced as ‘the need to cover their backs’ (57)

• The overall care provided by ECPs is at least equally as safe as the care provided 
by the usual providers in similar settings (46) 

• When ambulance crew decision making is investigated a balance is found 
between formal decision making based on procedure and protocols and 
informal decision making based upon  experience and intuition (57)

• There is evidence that in order for decision making to be safe it requires 
increased training and education for ambulance staff (25)

• The involvement by ECPs in the care planning for the management of long 
term conditions in long term care residents has a positive effect on patient 
experiences during acute medical events however this role requires additional 
paramedic training (47)

• Emergency services have been described as risk averse; “Disproportionate risk 
aversion was associated with a combination of limited confidence, limited care 
options and a culture in  which paramedics felt at risk professionally should they 
make a mistake.” (25:49)

• From an ambulance service perspective, the findings of clinical studies 
undertaken in secondary care are not necessarily applicable to the pre-hospital 
environment. For example recent ambulance service documentation review 
considered that bypassing ED was not  found to have been conclusively proven 
as safe for all conditions. There was evidence to support the operational 
effectiveness of the ‘hear and treat’ approach but very little for ‘see and treat’ 
at the scene. As a result they make the point that as ambulance services further 
develop and increased numbers of staff are to be working as solo/single mobile 
responders there is need to ensure that safety issues specifically related to the 
ambulance service are given further consideration (58)

Safety and reliability



28

Satisfaction with ECP services

There is evidence showing that levels of patient satisfaction were more influenced 
by non-conveyance per se rather than type of practitioner (59). Some survey data 
shows patients thought ECPs were more thorough in their assessment and were 
better at explaining what would happen next (60). While review evidence shows 
that extended role paramedics can assess and manage patients autonomously, 
thus reducing conveyance and this patients find acceptable (61). This is further 
supported by the finding that patients treated by ECPs were much more likely to 
be satisfied with care than patients receiving care from usual providers, irrespective 
of whether an ambulance response, GP OOH, or AVS in Care homes (53). Details 
are shown in the following table.
 
Table 4 Extent of differences between satisfaction with ECP and usual provider 
across three settings. (Source 53:673)

Ambulance GP OOH Care Home

ECP Control ECP Control ECP Control

Overall care 
recieved % highly 
satisfied

84.3% 67.7% 78.8% 56.1% 91.9% 40.9%

Where staff’s perceptions were gathered they too believed that patient benefits 
existed when ECPs work directly with nursing homes, for example if elderly pa-
tients can stay at home they are not only grateful but less likely to become upset 
or confused and this has a positive impact not only on patients but the staff and 
resources in these services (62).
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Costs and cost effectiveness

There is evidence from national ECP audit to suggest that ECPs may be more 
effective for some call types, than others (lower urgency) and if effectively targeted 
could have a higher safe See & Treat rate with less use of other resources. However 
the overall conclusion was that whilst there is evidence of improved patient care, 
as a result of difficulties with measuring or demonstrating financial savings in 
operational costs, not least due to variation in activity rates, it is only possible 
to claim that ECPs are cost neutral (63). The following evidence appears to be 
equivocal and whilst the actual cost data will be out of date, it does reveal the 
relative cost of the services.

• Cost of an ECP 999 response £101 versus £138 for Double Crewed Ambulance 
response = ECP 999 response cheaper than usual provider (9)

• At £24 the cost of an ECP ‘see and treat’ contact is lower than cost of ED 
attendance at £55 (64)

• ECPs appear less costly than paramedics, due to lower staff costs at incident, 
avoided ED attendances, and lower use of non-inpatient follow-up services. 
However, ECP-treated individuals are more costly in terms of hospital 
admissions due to duplication of a service therefore ECPs relatively expensive 
input should be researched from a cost benefit perspective comparing costs 
associated with those patients who do require conveyance with those that do 
not (65)

• ECPs are expensive to train and expensive to deploy. ECPs only deliver a return 
on investment to the extent that they are used to replace more expensive 
resources for the same activity, or reduce the cost of the patient journey 
compared to what it currently costs delivering more effectively and efficiency 
(63)

• Significant initial investment is required to train an ECP workforce and equip 
them appropriately for their role. Backfill costs for operational staff to maintain 
normal service provision during training period also need to be factored in. 
Therefore in many organisations it will take considerable time to realise the full 
potential of ECPs (3)

• Evidence that when patients referred by their GP to an in-hours ECP run service 
and as a result ED attendance is avoided there was a cost saving.  However in 
the majority of cases (90%) ECPs did not use skills outside of a GPs skill set, 
therefore they acted as GP substitutions hence it was not cost effective as there 
had been a double cost for the service, GP had already been paid for under the 
GP contract plus the additional cost of the ECP (66)

• The clinical benefit and cost effectiveness of ED care, and alternate programs to 
reduce ED transfer, cannot be confidently compared from published work (67)

• The cost of employing ECPs is greater than the cost of employing paramedics, 
but compensated for by reduction in conveyance rate (31)

• Few studies have examined costs but where they have, they seem to suggest 
lower costs are produced by referring on into the community (22)
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Costs and cost effectiveness

Despite being probably the most frequently cited example used in subsequent 
reviews of evidence to support the cost effectiveness of PPs or ECPs, a paper 
reporting on the findings of a large research project concludes with the following 
cautionary note: 

“Lower costs in the intervention group should not be equated to 
‘cost savings’; it is almost inconceivable that expenditure will be 
released by the introduction of PPs. However, in operational terms, 
the additional investment required is offset by generating additional 
capacity throughout the system, thereby increasing its ability to meet 
response time performance targets.”

(Source: 45:450) 

This statement seems to support the earlier claim that the introduction of ECPs 
was more driven by policy (the ability to meet response times) than clinical need, 
the original ECP evaluation (65) was unable to find evidence from all sites to show 
that all versions of the ECP role were necessarily cost effective. The box below is an 
illustration, by using the example of ECPs working in OOH services, of how back in 
2004 the DH originally saw the ECP role.

“ECPs are supporting GPs in Out of Hours (OOH) services by carrying 
out home visits and increasing workforce capacity in Drop-in Centres. 
Data from current ECPs undertaking home visits suggest that only 
15% of home visits require an OOH GP. Typical response times for 
home visits are 1 hour 10 minutes for ECPs compared with 3 hours 7 
minutes for GPs. ECPs are also being used to increase capacity for in-
hours home visits, and in rural sites they may be involved in Chronic 
Disease Management Programmes; this typically does not affect their 
availability to respond to 999 calls.”

(Source: 9:5)
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Costs and cost effectiveness

Ten years on and this is how DH describe OOH services:

“It is thought that ambulance trusts hold in the region of 20% of 
OOH contracts, 49% held by social enterprise ventures such as GP 
cooperatives and the remaining 31% are commercial organisations 
such as Care UK. Whilst demographic and geographic factors will 
have influenced costs, across the three main types of provider, 
NHS bodies had the highest cost-per-head (£8.90) and commercial 
organisations had the lowest (£6.40). Social enterprises had a cost-
per-head of £7.70. However because commercial providers dealt 
with the fewest cases per head and NHS bodies the most, the 
average cost-per-case was virtually the same irrespective of provider.” 

(Source: 68)

The information above tells us little specifically about the cost effectiveness of 
employing ECPs in OOH services, for the report contains no details showing 
who is employed i.e. GP, ECP, nurse practitioners etc. However whilst the report 
acknowledges that little by way of assessment is conducted to ensure value for 
money in these services, it continues by describing how the information routinely 
collected by NHS England means that is not possible to assess the relative riskiness 
or adequacy of different out-of-hours GP services either. The report concludes 
that; “Some clinical commissioning groups are achieving value for money for 
their spending on out-of-hours GP services. We cannot, however, reach the same 
conclusion about the commissioning of out-of-hours GP services across the board” 
(68:48). 

Similarly a recent report by the Primary Care Work Commission describes the 
finding that although ECPs were thought to be safe and effective working in OOH 
services it was not known how often a visit by a GP was still required, or the cost-
effectiveness of employing them compared to using other practice staff. As such 
the report makes the explicit recommendation that further evaluation would be of 
benefit in order for policy makers to better defend use of resources (69).

From a review of the details included in this section, it would appear that there is 
not yet conclusive evidence that the ECP role is always cost effective as costs are 
influenced by the design of the system they work within (5). Systematic review 
evidence also suggests that further research is needed to establish whether or not 
apparent cost savings associated with ECPs apply across all operational settings 
and patient groups (38).  
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Subsequent use of ‘other’ health services

Cost effectiveness in terms of value for money has been shown to vary according 
to setting and so too has ECPs effectiveness at reducing ED attendance. But there 
may be factors that might lead to differences in subsequent health resources usage 
which are dependent on context or setting.

There is evidence that category of call alone is not a reliable indicator of 
whether or not ECPs make a difference, for benefits have been seen when 
ECPs operate across the full spectrum of 999 calls (70 and 39) with specialist 
paramedics changing the care pathway irrespective of acuity of 999 calls, for 
example the greatest proportion of patients with ‘altered’ care pathways is for 
high priority callouts (Category A) and medium priority (B) categories (24% and 
22%, respectively, v 17% in the lowest priority (C) category).  There is also the 
suggestion that in the OOHs environment, most patients treated at home by ECPs 
are satisfied with their care however in one study almost 15% of patients were 
unclear about the assessments their ECP had provided therefore it was concluded 
that this could have an impact on subsequent health and later use of hospital-
based health services (60). In addition some evidence that irrespective of setting 
or service in which they were operating, there were neither overall differences in 
the healthcare contacts made by patients in the subsequent 28-day period nor 
difference in health status according to whether patients were treated by ECPs or 
other providers (71). 

There is also evidence available showing that for certain specific groups of patients, 
there are differences in subsequent health service usage according to whether or 
not patients are attended by specialist paramedics or not (43). The evidence in this 
area appears to remain somewhat confusing not least due to conflicting messages 
even within the same paper. For example; one group of authors state that; 

“Patients in the intervention group were less likely to have attended 
an emergency department either during the initial episode (day 0) 
or in the next 28 days (62.6% v 87.5%, P<0.001). They were also 
less likely to have required a hospital admission during the same 
time period (40.4% v 46.5%, P<0.001)” in a later paragraph they 
appear to disregard their previous statement by describing how this 
group of patients; “were more likely to have subsequent unplanned 
contact with secondary care services, such as the ambulance service, 
emergency department, or hospital admission, in the 28 days after 
their initial episode (excluding the initial contact on day 0) (21.3% v 
17.6%, P<0.01).”

(Source: 50:4)
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New ambulance quality indicators were introduced in April 2011, one of these 
was re-contact rates within 24 hours for patients treated and discharged at scene 
by ambulance services. Data on this indicator from research reviewing two 24 
hour periods (24th October 2011 and 24 October 2012) for all re-contact cases 
following non-conveyance is given for general information as the detail to link to 
ECPs is unavailable.

Table 5 Non-conveyance rates and 24hr. recontact rates for 24/10/2012.

Non-conveyance 24hr recontact

Ambulance 
Trust

Rate on 
24/10/2012

Change +/- 
to 2011

Rate on 
24/10/2012

Change +/-
to 2011

SWAST 48.5 +8.5 9.3 +3.0

EEAS 42.2 +0.2 10.1 +2.2

SCAS 41.0 +1.0 5.7 +3.3

SECamb 39.0 +3.0 6.0 +1.8

WMAS 37.7 +3.7 2.8 -1.5

EMAS 29.7 -3.3 4.8 No change

LAS 23.9 +0.1 3.6 +0.5

NEAS 20.2 -1.8 4.9 +1.3

YAS 19.7 +2.3 5.6 +3.9

NWAS 17.5 -0.5 3.9 +1.5

(Shaded columns show change or size of difference in rates between 
24/10/2011 and 24/10/2011. Source: 72).

Subsequent use of ‘other’ health services

There is no published evidence available for review that could be used to examine 
whether there is a relationship between 24 hr. recontact rates, qualification level 
of attending paramedic and context or setting. However there is evidence showing 
that for the 10.8% patients aged 65+ years who dialed 999, were seen by ECPs 
but were not admitted, who went on to have an unplanned ED attendance in the 
following 7 days, 75.2% presented with a clinical condition that related to their 
index episode; for the control groups the 7 day recontact rate was 72.1%. The 
study’s authors expressly state that the difference was not statistically significant 
(44). However, although only a small difference, the ECP 7 day recontact rate was 
worse than that of usual provider.
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Support for Care Homes

The figures for admission rates for nursing/residential home patients are part of the 
prompt for this SPARKLER and therefore attention will now be paid to exploring 
whether ECPs working in a community role by visiting residential homes and 
working on advanced care planning help reduce admissions? Whilst this patient 
group is amongst the oldest and sickest in any local population the aim remains 
for services to manage their health as effectively as possible in the community.  
The CCG which commissioned this review, (LC CCG), will not be alone in facing 
this challenge. Where LC CCG have been innovative however, is that they have 
implemented an ECP in car scheme which in addition to responding to urgent care 
call outs is linked not only to 999 calls, but also covers GP Out of Hours (OOH) and 
an Acute Visiting Service (AVS) working into residential homes. ECPs are working 
proactively collaborating with residential home staff to develop care planning for 
residents before their health needs reach crisis point and the need for admission. 
Amongst other elements, the scheme includes, care homes having dedicated 
pharmacy support, direct access to the crisis response team and to the heath 
professionals’ OOH telephone advice line (35).  It is recognised that in England 
residential care and nursing homes are different institutions catering for elderly 
people with different care needs however for ease of reading, the collective term, 
Care Home is used here.

In Leicester the support for care homes service is contracted out to the Soldiers 
Sailors and Airforce Families Association (SSAFA). The model is based on the service 
developed by SSAFA, the Doncaster Admissions Avoidance Service. In addition 
to providing an urgent visiting service, ECPs create emergency health care plans 
designed to reduce future admissions whilst involving patients in their care (73). As 
a result, the final service is a type of cross over between being an AVS combined 
with features of an OOH service that also incorporates aspects of a community 
paramedic role. Set within this context LC CCG have piloted and subsequently 
implemented an ECP in a car service. Based on positive evaluation results the ECP 
service took over from the earlier GP in a car service, described as the first of its 
kind in the UK, it was originally formed as an Emergency Response GP Service (73). 
Later restructuring led to the inclusion of referrals from 999 calls to the ambulance 
service. Originally ‘designed’ to take Green 3 and Green 4 calls, but mirroring the 
situation occurring across the NHS it is likely that the service will also take higher 
category calls, up to and including Red 2 calls. 
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Amongst the many issues regarding the provision of care for elderly residents 
of care homes that exist within the literature and how they may relate to ED 
attendance and emergency admission rates, two key ideas that have been 
identified as particularly relevant to this review are that;

• Primary care services can be supplemented by employing paramedics or nurse 
practitioners to provide care to residents in Care Homes and

• Better use of advanced care planning can assist in reducing inappropriate 
admissions

Hospitals have been urged to work with care homes to ensure that residents 
receive expert care and support before their conditions deteriorate (74). The 
literature contains many examples of good practice showing where admissions 
have been prevented as a result of new interventions.

• In Greenwich, the local council and NHS have set up a multidisciplinary health 
and social work team to respond to emergencies in care homes, and in its first 
two and a half years more than 2,000 admissions have been considered as 
having been prevented (75)

• Ambulance services are also implementing new pathways of care for older 
people (76) and an integrated ambulance and urgent care service model for 
example has been set up in Nottingham (77) the aim of which is specifically to 
reduce the number of falls transported to ED by increasing the number of falls 
patients treated at home

• NHS Sheffield have seen a 10% reduction in ED attendances and 9% reduction 
in emergency admissions in care homes since implementing weekly medical 
visits by GPs to review residents staff are concerned about or that have recently 
accessed urgent care services (78)

These initiatives/services/schemes are being implemented across the NHS and 
appear to contribute to reducing ED attendance and subsequent emergency 
admissions however, as suggested earlier there is inadequate evidence to 
determine whether it is the provision of the service that is having an impact or the 
role of an ECP.

Support for Care Homes
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Admissions from Care Homes

There is widespread concern that elderly frail people are conveyed to hospital and 
either discharged or admitted where it would have been better for them to be 
cared for in their Care Homes.  There is research evidence showing that at least 
15% of admissions from Care Homes are preventable (78).  An NHS Trust audit 
carried out on all emergency attendances, during a two-month period, from 
patients who resided in Nursing and Residential care homes found that 46% of 
patients admitted into secondary care had a length of stay of less than 12 hours, 
and that there was some care homes that appeared to be significant outliers in 
terms of the numbers of patients admitted to hospitals (80).

Studies have shown that up to 40% of elderly patients could have been cared 
for in their care home as opposed to attending ED (81).  For example, a study 
of ambulance usage by residents with dementia across 6 care homes in the East 
of England found that on average less than half of the face to face ambulance 
responses resulted in an emergency admittance to hospital. However admission 
rates varied between the homes.  In those homes which frequently called on the 
GP service, emergency ambulance service use was also high. The study concluded 
that; “homes who frequently call on GPs may be more likely to find that on a 
given occasion, a GP cannot meet their needs and therefore call on an ambulance 
instead” (82:5).  



37

SP11V1

Table 6 Differences in ED attendance between older patients living in residential 
care and those living in their own homes

Care Home Patients Own Home Patients

Mean age 84.7 years 76.0 years

Night conveyance to ED 35.4% 32.5%

Died in hospital 7.8% 3.5%

Admitted to hospital 65.0% 54.5%

Admission 24hr or less 17.1% 22.8%

ED attendance related to injury 23.8% 19.6%

Diagnosed with disease of circulatory 
system 12.5% 17.2%

Diagnosed with disease of respiratory 
system 11.5% 7.5%

Further:

• A project run by Ashford and St Peter’s NHS Foundation Trust found that 
regular geriatrician input into nursing homes had a significant impact on 
admissions (86)

Admissions from Care Homes

(Source: 85:316)

Further there is evidence showing that when elderly patients from care homes are 
transported to hospital written information provided by the care home is often 
lacking, and patients often arrive in ED either alone or with a carer who does not 
know them (83). Care Home patients were likely to present with more serious 
symptoms but also with a greater number of symptoms/diagnoses.  

Average number of diagnoses for those admitted = 5.76 versus 1.88 for those not 
admitted - again the difference was significant at p <0.01 (84). Yet this situation is 
not limited to the UK.  The results of a quantitative analysis of 4 years’ worth of ED 
records linked to hospital and ambulance data in Western Australia shows that for 
elderly patients (65+ years) upon arrival at ED, 17.2% triaged to receive immediate 
resuscitation, 80.3% were triaged as urgent or semi-urgent and the remaining 
3.7% were triaged to be a less urgent category (85). 



38

• A qualitative study looking at Extended Care paramedics involvement in End 
Of Life (EOL) care, for elderly residents of care homes described how they 
aimed at ‘Slowing the pace’, instead of conveyance to hospital ECPs provided 
wound management and other care in the RACF but if necessary facilitated 
ED transfers at times when the patient could have testing done or be seen 
quicker, for example when ED was quieter. Where attendance or admission 
was necessary ECP presence/support was found to make the experience 
less ‘stressful’ for the elderly residents. Additionally the study found ECP 
involvement led to increased communication between all parties, particularly in 
EOL care planning and the delivery of comfort care (47)

• A medical record and care notes review examining frequency and reasons for 
potentially avoidable admissions from Care Homes showed that over 65% of 
hospitalisations were found to be potentially avoidable and that lack of on-
site availability of primary care clinicians, inability to obtain timely laboratory 
tests, problems with quality of care in assessing acute changes, and uncertain 
benefits of hospitalisation were all cited as causes of these potentially 
avoidable, hospitalisations (79)

• The idea that having a routine ECP presence in residential homes provides an 
opportunity to assess what constitutes normal health for an older patient is 
important. Research shows that the paramedics’ process of decision-making 
began with information retrieved from the control room and was followed by 
patient assessment. Assessment included looking for clues about what was 
normal or abnormal for the patient, what was needed in that situation and 
whether this perceived need could be reconciled with what the patient wanted 
(25:52)

• The rate of admissions from care homes OOH is no greater than the admissions 
rate during GP hours. However there is evidence that there are significant 
differences in pre-admission visiting rates by GPs compared with OOH staff. 
Patients who had been visited tended to have longer hospital stays, of the  
patients admitted who had not been visited by doctor 47% had a hospital stay 
of <24hours (87)

• A review of OOH patient records, confirmed reports given by care home staff 
that if trigger words such as ‘collapse’ or ‘breathless’ had been used to describe 
the acute symptom during an OOH triage phone call, it was more likely that 
care home staff would be instructed to dial 999 (87) 

• 10% of the 999 workload is made up of older people who have fallen, up to 
40% of these calls result in attendance but non-conveyance.  Evaluation of 
paramedic practitioners targeted to 999 calls for older people suggested that 
significant reduction in hospital admissions could be achieved (21) The final 
report from the second stage of this study (SAFER 2), to evaluate the clinical 
and cost effectiveness of paramedics (to include ECPs and other advanced 
paramedics) using protocols to assess and refer older people who have fallen to 
community based care, is to be published in April 2016 

Admissions from Care Homes



39

SP11V1

Research that examines the extent of differences in hospital utilisation between 
elderly people living in their own home compared to those living in nursing or 
care homes is not comprehensive. A much cited review synthesising evidence 
from research conducted in seven countries across four continents, found many 
similarities between systems (67). For example for volume of ED attendances by 
patients from Care Homes, globally the range was shown to be between 0.4 - 
2.4%. When examining the impact of implementing additional specialist care 
(not ECPs) into Care Homes and whether this affected rates of ED attendance the 
findings were inconclusive as some studies showed significant reduction in ED 
referrals whilst others showed non-significant or no reductions. Overall however it 
was shown that incidence of transfers to ED was >30 transfers/100 Care Homes 
beds/year and that of those transfers just under 60% resulted in admission.

Some additional data from USA is also provided here to give an indication of the 
possible extent of differences that might exist between community and residential 
care dwelling older people. An analysis of three years of NHAMCS national public-
use data for ED presentations in USA showed that nursing home residents had 
accounted for 1.9% of all ED attendances plus found the following differences to 
exist. 

Compared with non-nursing home residents, nursing home residents; 

• were more likely to receive diagnostic test, imaging and procedures in the ED

• were more likely have been discharged from the hospital in the prior seven days 

• were twice as likely to be admitted to the hospital

• were more than twice as likely to die in the hospital and 

• were over 13 times more likely to arrive by ambulance (88)

Evidence exists showing that decisions about whether or not to take an older 
person to hospital are influenced as much by level of confidence that a GP or nurse 
visit would occur within the next 24 hours as it was by clinical need (89).

A comparison can be drawn from evidence regarding nurse practitioners as 
opposed to ECPs, the authors of a large systematic review examining the evidence 
around practitioners working into residential aged care, ED attendance and 
subsequent admissions, provide evidence to show how GP availability, and the 
skills level and mix of the interdisciplinary team support all affect the likelihood of 
ED attendance or emergency admission (67). What this review adds however is 
the acknowledgement that the decision to transfer can be ‘distorted’ by financial 
considerations, for example cost shifting from one provider to another. This 
appears to corroborate evidence shown elsewhere in this SPARKLER that non-
clinical factors may influence whether or not an emergency admission is avoided. 
A well-known model of supplementary care for elderly people living in Care Homes 

The residential care factor
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The residential care factor

is the Evercare model from the USA. Evercare began as a program of United Health 
Care back in 1986 to address the special needs of elderly nursing home residents. 
Currently it offers a package of services with more intensive primary care provided 
by nurse practitioners (NPs) that supplement usual medical care. Evercare provides 
customized care planning, care coordination, and care delivery for frail and 
chronically ill elderly people.

The rationale behind using NPs in the Evercare Model is that NPs routinely visit care 
homes anyway, and can provide care for urgent acute problems both either during 
regular visits or in response to a special request to visit a home. Because they see 
patients routinely, as well as during the recovery phase after hospitalization, NPs 
may develop better working relationships with care home staff, and ultimately 
this might facilitate earlier identification of changes in the care home residents’ 
health status. Unfortunately when piloted in NHS the Evercare system resulted in 
emergency admission rates actually increasing by 16.5%. It was suggested that the 
failure to identify the most appropriate patients and a lack of follow on nursing 
care, both of which had been elements of the US trial, were absent in the UK. 
Although the Evercare model was not shown to be as effective as hoped, when 
staff were questioned about the approach, they very strongly expressed the belief 
that it had been of benefit to their patients in terms of quality of life, functional 
abilities and that it had avoided hospital admissions (90). 
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• Care Home staff skills levels and competency, particularly the ability to 
assess and manage residents’ with deteriorating conditions thought to be 
problematic. An issue aggravated by high use of casual or agency nurses who 
had limited knowledge of residents’ usual health status (84). Thus knowing the 
patients, and being able to make judgements about their clinical status or care 
requirements (whether it was stable or was in fact worsening) (47) is important

• A lack of or limited availability of GPs (difficult to contact, not ‘on call’ or 
unavailable at all times) specifically when medical review or investigations were 
needed led to staff referring residents to EDs for investigation (84)

• Lack of equipment and access to diagnostics in Care Homes (i.e. X-ray, 
ECGs, blood tests), consequently residents were referred to EDs for further 
investigations (84)

• Communication difficulties, poor documentation, lack of telephone access and 
rarely person-to person handovers have all been documented in the literature 
(84 and 83) Similarly the implications in terms of potential deterioration when 
for example, no GP available ED becomes default…irrespective of cause but 
just because the patients are elderly and can deteriorate very quickly (82)

• The influence of expectations, for example evidence that in some instances 
residents or their families have requested (insisted) that care staff refer to 
ED for assessment and treatment, in the belief that care received would be 
better in ED (84). This again highlights the value of advance planning in that it 
facilitates frank discussion between care home workers, relatives and patients 
about what might actually be achieved by an ED attendance (81)

The final barrier is perhaps the evidence base itself, either its lack of information, 
the lack of ‘powerful enough’ studies, or the ambiguity and conflicting evidence 
found within some of the papers.  Services have either not been independently 
evaluated and reported on, or, if they have, it is all too often the case that method-
ological issues have let down the reliability or generalisability of any findings. 

The last statement above is worth exploring further. For example, evidence sur-
rounding the effectiveness of screening and referral programmes for older pa-
tients,  a recent systematic review tested the assumption that prehospital emer-
gency services are uniquely suited to screen and refer high-risk older adults to 
fall prevention programmes. Even though one study was able to show that EMS 
referral of non-transported fallers to a multifactorial fall prevention programme 
was associated with a reduction in both risk and rate of participants falling, there 
were no differences in hospital admissions and due to problems with research 
bias the review team were unable to accept this particular study as representing 
strong evidence (91). The review’s overall conclusion was therefore that there was 
no evidence to suggest that prehospital emergency services screening and referral 
significantly reduce falls in community-dwelling older adults. 

What have been shown to be barriers to 
achieving lower admissions from Care Homes?
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Concluding remarks

ECPs working in pre-hospital practitioner roles appear to be less likely to convey 
patients to ED and more likely to discharge patients at the scene than conventional 
ambulance crews however evidence on how appropriate decisions were, or the 
safety of patients, is not so clear and therefore the view from the literature is that 
more evidence is needed regarding the appropriateness and safety of conveyance 
decisions by staff in specialist roles (92 and 25). However, it is worth noting that 
the proportion of ECPs (or other specialist paramedics) varies tremendously within 
ambulance Trusts therefore this review concurs with the view from the literature 
(37 and 38) that the magnitude of the ‘ECP effect’ is unclear. 

The consensus from the literature is that there is valuable evidence showing that 
paramedics with extended skills working as emergency response can assess and 
manage patients autonomously to reduce conveyances to ED (61). However, 
although ECPs are routinely deployed across the English NHS, whether employed 
by ambulance Trusts or by other contracted non-NHS providers, there is insufficient 
evidence in the literature, showing that commissioning a non-emergency response 
ECP service, is more effective than alternatives such as GP visits or paramedic 
treatment. This conclusion is further supported by agreement within the literature 
that differences in study populations and research methods used means that 
conclusions cannot be reliably drawn about the cost-effectiveness of ECP services. 
Thus, the suggestion that where improvements occur following introduction of an 
ECP service this could be the result of new investment rather than implementation 
of the ECP role, appears to be well founded.

This review closes with quotations from two sources, the first from the influential 
team at Sheffield whose work has dominated the field for more than a decade and 
the second which provides more of a human approach that recognises the needs 
of patients. That there is an ECP effect  is perhaps acknowledged below, described 
by themselves as a highly experienced research team who have collaborated on 
successful and influential studies in this area (76), the team summarised the ECP 
effect as follows;

“ECP working is not a panacea and a beneficial impact of the 
role on patients may not transfer equally across all settings or 
health professionals. ECP training and skills are intended to equip 
practitioners to see a selected but limited range of clinical complaints 
and patient groups. The extended role should be considered a 
way of supplementing existing roles by releasing doctor and other 
resource time, (such as unnecessary ambulance journeys, or ED 
attendances) for more appropriate targeting of these services to 
patient need.”

(Source: 52:52)
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Rather than focus on the service, the final quotation seems to focus more on the 
role of an ECP, suggesting that; it isn’t what you do; it’s the way that you do it.

“ECP calls often take much more time than traditional EMS calls, 
in which paramedics will often go directly to the bedside and 
move swiftly to minimize on-scene time. ECPs described how their 
standard practice has become to stop at the nursing station and 
discuss the situation with staff and/or family and review charts 
before making patient contact. Paramedics and ECPs all strongly 
spoke of the importance of time on ECP calls. Ample scene time is 
key to gathering as much information as possible, so as to develop 
plans that best suit the patient’s current circumstances.”

(Source: 47:89)

Concluding remarks
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