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Abstract 

Background General practice in the UK is under substantial pressure and practices are increasingly including para-
medics as part of their workforce. Little is known about how different models of paramedic working may affect 
successful implementation of the role, as viewed from patient, clinician and system perspectives. This realist synthesis 
developed theories about ‘models of paramedic working in general practice’ in different UK contexts to understand 
their impact.

Methods The rapid realist synthesis comprised data from: (1) empirical and grey literature searches; (2) semi-
structured realist interviews with system leaders involved with the implementation of the role; and (3) a stakeholder 
event with healthcare professionals and the public, to develop initial programme theories that can be tested in future 
work. Sources were analysed using a realist approach that explored the data for novel or causal insights to generate 
initial programme theories.

Results Empirical sources (n = 32), grey sources (n = 95), transcripts from system leader interviews (n = 7) and audio 
summaries from the stakeholder event (n = 22 participants) were synthesised into a single narrative document. The 
findings confirmed the presence of a wide variety of models of paramedic working in UK general practice. The per-
ceived success of models was influenced by the extent to which the paramedic service was mature and embedded 
in practice, and according to four theory areas: (1) Primary care staff understanding and acceptance of the paramedic 
role; (2) Paramedic induction process, including access to training, supervision and development opportunities; (3) 
Patient understanding and acceptance of the role; (4) Variations in paramedic employment models.

Conclusions Variability in how the paramedic role is operating and embedding into general practice across the UK 
affects the success of the role. These findings provide a theoretical foundation for future research to investigate vari-
ous ‘models of paramedic working’ in different contexts.
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Background
General Practice (GP) services are under increasing pres-
sure due to a growing and ageing population and increas-
ing healthcare demand [1–3]. Many GP services are also 
providing alternative access to urgent care to alleviate 
demand on Emergency Departments and move care 
closer to home [4]. However, such services are struggling 
to meet these demands due to a shortage of GPs and a 
lack of funding [5, 6]. As a result, GP services are evolv-
ing to increase the non-medical workforce supporting 
front-line service delivery [5], and additional funding is 
being allocated for these roles [7].

Paramedics are one group of allied health profession-
als working in general practice in increasing numbers [8], 
whose generalist skillset may be well-suited to this set-
ting. Previous research indicates that paramedics carry 
out a range of tasks in general practice including home 
visits, routine appointments, same-day clinics and tel-
ephone triage. There is significant variation in the types 
of condition and patient groups that paramedics are 
employed to manage [9] and in the model of contractual 
engagement, including rotational schemes where some 
clinical time in the ambulance service is retained [10].

Practice service requirements and patient populations 
create further variation in how the paramedic role is uti-
lised, as will the qualification and experience of the para-
medic entering the role. For example, in 2018 legislation 
to permit paramedic prescribing was enacted, enabling 
them to potentially manage more patients autonomously.

Paramedics have been working in general practice 
since at least 2002 [11], but there are few studies which 
describe how the role operates and in what ways it con-
tributes clinically (and otherwise) in this setting. Whilst 
patient acceptance of the role has been explored [12], 
much of the remaining literature focuses on which 
extended skills are needed by paramedics in order to 
work autonomously or safely in primary care [13–16]. 
This research is largely descriptive and includes many 
assumptions, such as paramedics reducing GP workload 
and costs, which have not been tested empirically. A fur-
ther assumption is that it is cost effective to employ para-
medics; however, they may need substantially more time 
than GPs to assess and treat patients, require consider-
able support in terms of induction and supervision and 
may make different clinical decisions which may affect 
subsequent health resource use.

A recent realist review [17] to understand the role of 
paramedics in primary care focusses on the perspective 
of the paramedic, discussing role boundaries and profes-
sional identity. This review concludes that formal edu-
cation and clinical supervision are key to the successful 
transition of paramedics into general practice. However, 
to date, no literature review examines the variation in 

paramedic models of working in general practice and the 
associated impacts on patient safety, clinical or cost effec-
tiveness. Implementation guidance struggles to reflect 
this variation, making it difficult for practices to make 
informed decisions around how to successfully imple-
ment the paramedic role in their specific context. The 
aim of this rapid realist synthesis is to describe the dif-
ferent ways paramedics are working in general practice in 
the UK and explain how variation may impact on clinical 
and cost effectiveness of the role.

Methods
Realist methodology provided a suitable approach for 
understanding the complexity of the paramedic role in 
general practice, and its associated outcomes. Due to 
the variation in working arrangements for paramedics in 
general practice, it was not appropriate to conduct a tra-
ditional systematic review to determine if their involve-
ment was effective or not. Instead, the realist approach 
was used to ask: “What it is about models of paramedic 
working in general practice that works, for whom, in 
what circumstances and how?” [18]. Realist methodol-
ogy answers these questions by developing theories to 
illustrate how an intervention can lead to a variety of 
intended and unintended outcomes. These theories clar-
ify how active mechanisms are affected by the context in 
which they are introduced, and these relationships pro-
vide causal explanations for observed outcomes, illus-
trated as context-mechanism-outcome configurations 
[19]. Mechanisms can be separated into resources (pro-
vided by the intervention) and reasoning (the ways in 
which this changes the response of stakeholders) [20].

In order to produce findings that are responsive to a 
rapidly changing NHS workforce, we opted to conduct 
a rapid realist review and supplement data from the lit-
erature with interviews conducted with key stakeholders. 
Rapid realist reviews are designed so that researchers can 
engage with key stakeholders and knowledge experts on 
the research questions; this enables the review process to 
be streamlined. [21]. This review was written to RAME-
SES publication standards [22].

The synthesis was designed and conducted in collabo-
ration with a realist methods expert (JJ), a large interdis-
ciplinary team (n = 19) and a group of public contributors 
(n = 7) who were trained in realist methodology.

The realist approach permitted the inclusion of empiri-
cal and non-empirical literature (see Table  1 for data 
sources), reflecting the most up-to-date information 
describing different models of paramedics’ work. Data 
collection and analysis contributed insights into how and 
why these models achieve different outcomes in different 
settings, as listed below.
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Empirical literature
An empirical literature search was completed in 
July 2021 in 8 databases: Medline, AMED, CINAHL 
Plus, PsychINFO, British Nursing Database, Embase, 
Cochrane Library (CCRCT & CDSR), and Scopus. 
These databases were selected in consultation with an 
information specialist in health research and agreed by 
the study team to be a sufficient number of databases 
to minimise selection bias. To ensure a broad and com-
prehensive search, the search terms linked synonyms of 
the term ‘general practice’ and ‘paramedic’ (Additional 
File 1). Where possible the date limiter ‘after 2002’ was 
utilised as this is when the paramedic role in general 
practice was first established in the UK [23]. Papers 
were included if they mentioned in the title or abstract 
synonyms of ‘paramedic’ and ‘general practice’.

Records were initially screened on title and abstract 
by one of three authors (HS, JJ, SV). A second author 
(NH) dual screened 55% of these papers. Exclusion cri-
teria were iteratively refined as more was understood 
about the literature, which led to a two-phase screening 
process.

In phase one, papers were excluded if they were 
published before 2002 and if they focused on a non-
UK setting as we wanted to develop theory relevant 
to the unique NHS context. In phase two, papers were 
excluded if they focused on paramedic roles outside of 
general practice (e.g. in community, out of hours and 
emergency settings), or if they primarily focused on 
other allied health professions. Initial included papers 
were re-examined in the second phase of screening on 
title, abstract and, where necessary, full text.

Records identified in the searches were exported into 
Covidence software for screening and duplicates were 
removed automatically. A subgroup of excluded papers, 
termed ‘transferable findings’, were earmarked for later 
consideration because they described other roles in 
general practice which may provide relevant insights to 
the paramedic role in a UK general practice setting.

Grey literature
Grey literature searches were completed between Dec 
2021 and Jan 2022 in: two social media platforms (Twit-
ter and Facebook); one video-sharing website (YouTube); 
one search engine (Google); and seven health profes-
sional websites using search parameters appropriate to 
the data type (Additional file  2). Searches utilised the 
terms ‘paramedic’ AND ‘primary care’ OR ‘general prac-
tice’. The same exclusion criteria were used as in the 
empirical search. Two researchers (HS, TG) screened 
titles and summaries, and identified eligible sources.

System leader interviews
Semi-structured interviews were conducted with pur-
posively sampled participants with a leadership role on 
the implementation of the role of paramedics in general 
practice between Sept and Nov 2021. The target sample 
size was 8–10 participants in line with the concept of 
information power for a study with expert participants 
investigating a narrow focus (ref ) [24]. Participants were 
employees of four national organisations: The College of 
Paramedics (CoP); The Department of Health and Social 
Care (DHSC) ; Health Education England (HEE) , and 
NHS England   (NHSE). Participant perspectives repre-
sented their personal viewpoints, not those of their affili-
ated organisation.  Potential participants were identified 
via consultation between the study team and Steering 
Committee who identified known contacts or networks 
to approach. Once participants assented to contact, study 
information was shared with them directly and they pro-
vided written informed consent prior to interview. Partic-
ipant information sheets explained that all data would be 
stored and processed in in accordance with General Data 
Protection Regulation (GDPR) along with the Data Pro-
tection Act 2018 (DPA). All data would be anonymised 
and no participant would be personally identifiable from 
any reports or outputs from the research. Participants 
were informed of their right to withdraw from the study 
up until the point that their data had been anonymised 

Table 1 Data sources for rapid realist review

Data source Details

Empirical literature See additional file 1 for details of literature search

See additional file 4 for empirical literature included in review

Grey literature See additional file 2 for search terms

System leader interviews Interviews with leaders involved with the implementation of paramedics in general practice

See additional file 3 for interview schedule

Stakeholder event Involving professional and public stakeholders, to clarify areas of priority and identify any 
gaps in theory development
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and entered into the analysis. Interviews were conducted 
using an online video platform by two interviewers (HS 
and TG). Audio was recorded and transcribed by an 
external provider. The interview schedule is shown in 
Additional file 3.

Stakeholder event
A stakeholder event was held with a group of professional 
and public stakeholders with interest or experience of the 
role of paramedics in general practice. The purpose of the 
event was to present and discuss the findings from the 
literature review and interviews and generate early con-
sensus on the relevance of the emerging insights. Partici-
pants were recruited by promoting details of the event on 
social media, and through directly contacting stakehold-
ers via email who previously expressed an interest in tak-
ing part in the event and had assented to further contact. 
Participants who registered to take part were emailed a 
participant information sheet and consent form. The 
information sheet explained confidentiality, anonymity 
and participants’ right to withdraw from the research. All 
participants provided written informed consent.

The event was hosted using an online video platform. 
Study information and early findings from the review 
were presented in stages and participants had opportuni-
ties to discuss each topic using verbal and instant mes-
sage chat. Participants were also provided with a list of 
statements which focused on the variation between dif-
ferent service models and how this variation may impact 
outcomes, which they discussed and then indicated areas 
they perceived to be important. A public engagement 
facilitator (AG) facilitated balanced discussion between 
professional and public stakeholders.  The discussions 
were noted throughout the meeting and presented back 
to stakeholders on slides at the end of the session, to 
ensure agreement of the points discussed.

Analysis and synthesis
All data were analysed using a realist technique called 
‘appraisal journaling’. This technique appraised evidence 
by highlighting and then expanding on highly relevant 
passages that provided key causal insight into contexts or 
mechanisms operating in the programme of interest [18]. 
The researchers familiarised themselves with the data 
and then captured insights by providing a brief summary, 
followed by journaling their evidence-inspired reflections 
on the concepts of interest and realist context-mech-
anism-outcome configurations. This process provided 
space to record well-evidenced theory alongside novel 
concepts, consider the plausibility of these new ideas, 
and identify gaps in theory [25].

The full text of the empirical papers, abstracts and arti-
cles were analysed in reverse chronological order, starting 

with the most recently published papers. Five members 
of the research team (JJ, HS, TG, SV, MB) engaged in the 
‘appraisal journaling’ process. Reflections on each paper 
were captured in order, using one Word document to 
capture and share ideas. Five of these papers were also 
analysed by the team of public contributors to provide a 
public perspective on the role [Additional File 4: Papers 
2, 3, 11, 22, 27]. The excluded papers with transferable 
findings were reviewed by one team member (JJ) and rel-
evant insights were noted.

Following this, the remaining data sources were 
explored. Each data type was analysed individually, and 
as the data was extracted into each Word document, it 
was filed or grouped inductively into concepts of inter-
est or themes, using headings in Word. The data under 
each of these topic themes across the three remain-
ing data sources were then explored using the ‘appraisal 
journaling’ process. The grey literature was examined by 
two authors (HS, TG), and relevant data extracted into a 
separate Word document. Then, the system leader inter-
view transcripts were read, analysed thematically and 
initial themes were discussed as a team (JJ, HS, TG, SV, 
MB, BS). Relevant data were directly extracted into a fur-
ther Word document by one author (HS), in the order in 
which the interviews were conducted (CoP, DHSC, HEE, 
NHSE). Finally, the audio recording from the stakeholder 
event appraised by two authors (HS, TG) and relevant 
insights were transcribed and extracted into a final Word 
document.

To synthesise the findings, one author with extensive 
experience in realist methodology (JJ) reviewed the anal-
ysis documents and drew together the key insights into 
a single narrative document. Analysis of the empirical 
literature provided a framework of ideas around which 
to build the synthesis, and reflections on the grey lit-
erature, system leader interviews and stakeholder event 
were incorporated into this framework. The process 
was conducted iteratively, in that drafts of the synthesis 
were shared with the study team and Patient and Public 
Involvement (PPI) contributors (who were not research 
participants or respondents) during development to 
allow feedback and discussion among the team about the 
concepts being highlighted and to ensure the synthesis 
accurately reflected the data.

Realist methods encompass subjective reasoning to 
draw causal links between claims, which allows research-
ers to theorise more deeply as to how mechanisms of 
paramedics working in general practice are influenced 
by different contexts to create varied outcomes. In this 
review any subjective reasoning was discussed within the 
research team to understand the issues from a variety of 
perspectives and to ensure the most plausible theory was 
selected. It should be noted that whilst these theoretical 
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claims are derived from data, they were not lifted verba-
tim from single sources, but rather synthesised from a 
variety of sources to develop theories.

Results
Empirical and grey literature
The empirical literature search returned n = 3001 
papers. Duplicates (n = 766) were removed. Records 
for n = 2235 papers were screened on title and abstract 
and n = 105 papers were included after initial screen-
ing. Consensus on exclusion for 55% of the records that 
were dual screened was 100%. During the second phase 
of screening n = 73 were excluded, leaving n = 32 papers 
for analysis (Fig.  1. PRISMA; Additional File 4). There 
were n = 11 papers in the subgroup of excluded papers 
termed ‘transferable findings’. One particularly insight-
ful article [17] which reviewed 205 papers on the role of 
paramedics in general practice was searched to identify 
any additional sources. One additional empirical source 
was identified [26] and included within this subgroup of 
transferable findings (n = 12; Additional file 4). The grey 
literature search identified n = 431 eligible sources and 

after screening, n = 95 were included in the analysis. 
Papers were included based on richness and relevance of 
the data to the research questions. [22]

System leader interviews
Seven semi-structured interviews were conducted with 
8 participants (one interview included two participants). 
Interviews lasted between 32 and 59 min and the mean 
interview length was 39 min.

Stakeholder event
The stakeholder event was two hours long and was 
attended by 22 participants, made up of 14 professionals 
(including paramedics in general practice, GPs, and pro-
fessionals with leadership roles in the delivery of urgent 
and primary care) and 8 public contributors.

Synthesis
The synthesis encompassed four theory areas, as illus-
trated in Table 2. The data sources which contributed to 
the development of these areas are shown in Additional 
file 5. Findings indicated there was considerable variation 

Fig. 1 PRISMA Empirical document selection and appraisal flow diagram
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amongst the models of implementation of the paramedic 
role: paramedics were working under different employ-
ment models; in new or more mature and embedded 
roles; and there was wide variation in qualifications and 
types of patients and conditions seen. These concepts 
were evident across the four theory areas. Each theory 
area is discussed below with key literature references 
or stakeholder quotes, followed by provisional CMO 
configurations.

[1] Primary care staff understanding of the para-
medic role in general practice

Paramedics are attractive to general practice because 
of their professional culture of innovating and problem 
solving and there is an expectation that they can provide 
autonomous generalist care [27]. There was a lack of clar-
ity amongst both paramedic staff and general practice 
about the meaning of the term ‘advanced practice’ (level 
7) in general practice [28], “which generates huge amounts 
of  challenges because people say ‘I’m an advanced para-
medic’ and they’ve got no level seven study at all.” (System 
leader interview 3). However, paramedic skillsets were 
developed to meet the requirements of urgent and emer-
gency contexts; the misperception of the role by staff in 
general practice led to difficulties matching paramedic 
skillsets to the patient population.

“Primary Care don’t get it. They think that para-
medics can work in the same way that nurses can, 
[but] they’re not trained to do minor illnesses, to 
manage frailty… there’s litigation cases, across the 
country, for unsafe practice… they [GPs] are not 
understanding what a paramedic can bring, I think 
that maybe paramedics are being put into the wrong 
space sometimes” [System leader interview, No.4]

CMO 1 Understanding advanced paramedic practice 
and ensuring ‘right fit’.

Context:
Lack of consistency in the understanding of the term “Advanced Practi-
tioner” by paramedics and general practice staff

Mechanism:
Paramedics are asked to see patients (resource) whose problems may be 
outside their skillset, and they are unprepared to deal with the clinical 
challenges they see (response)

Outcome:
for the paramedic: uncertainty about role, remit and capabilities
for the patient: suboptimal care
for the practice: risk of unsafe practice, medical error, and litigation

Paramedics required support when transitioning from 
urgent to primary care as they developed more complex 
and autonomous clinical reasoning skills, in contrast to 
a reliance on protocol-driven decision-making in the 
ambulance service [29].

“When employing junior paramedics in a primary 
care setting it is important for both parties to under-
stand and appreciate that exposure to the complex-
ity and intensity of primary care should be under-
taken gradually and at a rate which is comfortable 
for both parties as well as safe for patients” [30], 
p24].

There was consensus that when entering general prac-
tice, paramedics needed to clarify the scope of their role, 
in terms of the types of patients and conditions they are 
able to manage.

“there’s probably a bell curve distribution of practice 
for paramedics… Some are providing excellent care 
that is in line with advanced level clinicians within 
primary care, most are providing safe care with sup-
port and supervision from GPs, but I imagine there 
will be a section of the paramedics out there that are 
providing care that is probably unknowingly out of 
their scope or might not be safe, or as safe as it could 
be if they had more education and qualifications” 
(Paramedic, Stakeholder event).

Paramedics’ capacity to conduct home visits provided 
a beneficial extension of general practice services to 
patients’ homes [17]. This model suited GPs and para-
medics, because home visits were considered time con-
suming, and paramedics were considered experts in 
community health care [31]. Reducing the GP role in 

Table 2 Summary of provisional theory areas

Heading Provisional Theory Area

Primary Care Staff Understanding of the role of the paramedic in gen-
eral practice

1. Understanding “Advanced Paramedic Practice”

2. Ensuring the “right fit” for home visits

Paramedic Induction Process, and access to training and development 
opportunities

3. Education and Training at Induction

4. Ongoing supervision and training of paramedics in general practice

Patient Understanding and Acceptance of the paramedic role in general 
practice

5. Patient Perceptions of paramedic role

Variation in Paramedic Employment Models 6. Benefits of Rotational Models for paramedics working in primary care
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home visits was thought to free up time and increase GP 
appointment capacity in practice [32], although supervis-
ing home visits for less experienced paramedics to ensure 
safe provision of care by staff unfamiliar with the man-
agement of frailty or complex co-morbidity did generate 
a workload burden for GPs (GP, Stakeholder event; [9]). 
Concern was also expressed that altering role boundaries 
may lead to GPs losing home visiting skills (GP, Stake-
holder event), or compromising continuity of care [33].

CMO 2 Ensuring paramedic ‘right fit’ for home visits.

Context:
Home visits are time consuming for GPs, but inexperienced paramed-
ics or those with fewer post-registration qualifications may be unable 
to manage some home visits autonomously

Mechanism:
Provision of remote support and supervision from the GP (resource) sup-
ports safe practice and provides the paramedic, GP and patient with reas-
surance (response) about standards of care provided

Outcome:
For patient: Timely home visit
For paramedic: Supervision whilst gaining experience and developing 
skills
For GP: Saving time. Initially any time saved by not doing visits may 
be consumed by supervision whilst a paramedic home visit service 
is embedding, but supervision requirements should reduce over time

Paramedic home visiting improved timely access to 
care for patients by increasing the capacity for morning 
appointments (NHS England, Beacon Medical case study 
[34]) creating potential benefits for patient outcomes, 
patient satisfaction and reduced conveyance to hospital.

“Utilising specialist paramedics to undertake home visits 
earlier in the day will smooth the flow of primary care 
home visiting activity which typically occurs around 
lunchtime when GPs finish morning surgery” [35].

[2] Paramedic Induction Process, including access to 
training, supervision and development opportunities

The transition from working in ambulance roles to 
working safely and autonomously in general practice was 
more successful when paramedics had access to training 
and development opportunities from the outset. This was 
because specific skills required for general practice roles 
were beyond the scope of ambulance paramedics’ core 
capabilities, such as “the routine management of multi-
morbidity and chronic disease, a shift towards preven-
tative care, and a mastery of more nebulous concepts as 
‘continuity’ and ‘the therapeutic consultation.’” [28].

Access to training was also a key driver in attracting 
paramedics to the role, and in retaining them by ensuring 
their role was challenging and varied.

“More training, prescribing for example, because they 
are also given protected time to do that learning… 

what we have seen is Paramedics starting to go back 
to Ambulance Trusts because after a while, if the prac-
tice don’t utilise them to their maximum potential, 
they get bored” [System leader interview 5].

Requirements for paramedics in general practice to 
attain ‘Advanced practice’ qualifications via Health Edu-
cation England accreditation were becoming accepted as 
a standard, though academically demanding, part of par-
amedic development in general practice [Social media, 
2021].

General practice highlighted the need for development 
of specific paramedic skills, such as interpretation of 
blood tests which would support paramedic knowledge 
around prescribing [30, 36]. Yet it was also acknowledged 
that paramedics brought new skills to general practice for 
example in triage, minor injury treatment, catheter man-
agement and emergency care which reduced pressure on 
duty doctors and other primary care staff [37, 38].

CMO 3 Education and training mechanisms at para-
medic induction into general practice.

Context:
Paramedic formal training typically does not include routine man-
agement of many medical conditions, or managing multimorbidity 
or chronic illness, but paramedics in general practice may need to diag-
nose and treat patients experiencing these conditions

Mechanism:
Providing the time, resources and support for paramedics to undertake 
training allows paramedics to gain critical pathophysiological knowledge 
to treat patients in general practice (resource) which develops paramedic 
clinical skills and confidence to manage these patients autonomously 
(response)

Outcome:
For patient: improved safety and standards of care
For paramedic: Improved clinical decision-making; reduced need 
for intensive, time-consuming supervision
For practice: Improved retention of paramedics in primary care

There was wide variation in the degree to which para-
medics could practice autonomously and confidently 
(e.g. conducting advanced clinical decision making and 
using skills such as prescribing) within a general practice 
patient population. This affected the scope of paramedic 
workload and the workload of other general practice staff. 
For example, some paramedics were “consulting with GPs 
on almost a case-by-case daily basis, to use them as con-
sultants and prescribers” (Paramedic, stakeholder event), 
whereas other paramedics were “leading on frailty… will 
help run the emergency clinic, they’ll have their own con-
sulting room and actually go through the patients on the 
emergency list in the morning alongside the GP”. (Educa-
tion provider, stakeholder event).

Quality supervision was considered key to successful 
and safe implementation of the role [36], however the 
addition of supervisory tasks added to the workload of 
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GPs and other staff responsible for this role and matching 
the skillsets of supervisors to paramedics was a challenge.

“for a lot of the PCNs (Primary Care Networks), 
(supervision) is also an issue, because they don’t know 
how best to support the roles. You can’t have this 
brand new, huge new workforce, and expect the GPs to 
do all the supervision because that just adds to their 
workload and they’re not necessarily the right people 
to be doing it either…”. (System leader interview 6)

CMO 4 Routine supervision of the paramedic role.

Context:
Paramedics entering general practice roles have a variety of skillsets 
and experience which affect their ability to work autonomously

Mechanism:
Routine supervision of paramedics by appropriate practice staff, espe-
cially at the outset of the role, offers the opportunity to have enhanced 
discussions about patient care (resource), which will help to inform 
practice staff about paramedic scope, and will clarify appropriate ways 
for the paramedic to manage patient care (response)

Outcome:
For patients: Improved patient outcomes and safety
For paramedics: Improved staff satisfaction
For practice: Increased GP supervision workload whilst embedding 
the role
Over time, the paramedics general practice skillset and ability to work 
autonomously should develop, and the supervisory burden may reduce

[3] Patient acceptance and understanding of the role

Patients generally appeared to be satisfied with the 
paramedic role in primary care. A small-scale survey of 
n = 80 patients who were treated by a general practice 
paramedic reported being happy (73%) or very happy 
(18%) with their experience [39]. Whilst GP home visits 
typically occurred after morning surgery, introducing 
paramedics enabled patients to receive home visits ear-
lier in the day [40].

However, a qualitative study with six patients reported 
a lack of patient clarity about who was conducting the 
home visit: “At all times, the participants were expect-
ing a GP. Despite being told that they were seeing a PP 
[paramedic practitioner], participants repeatedly said 
‘thank you doctor’ at the end of the consultation.” [12]. 
This confusion about the role may have implications for 
patients who primarily associate paramedics with urgent 
responses to serious conditions.

“Patients held preconceived ideas about the role of 
ambulance service staff, and that the arrival of an 
ECP [emergency care practitioner] meant they were 
sufficiently unwell to require hospitalisation. Recep-
tion staff aimed to explain to patients that the home 
visit may be performed by an ECP. However, many 
patients reported being unaware that an ECP would 
arrive.” [41], p71.]

CMO 5 Patient perceptions of the general practice par-
amedic role.

Context:
Patients and the public have a traditional view of the paramedic being 
solely involved in emergency care

Mechanism:
Patients have opportunities to see paramedics in non-emergency roles 
during home visits and booked appointments (resource), and opportuni-
ties to discuss questions about the nature of this role with reception staff 
(resource), leading to a revised view of the role of paramedics (response) 
and increased clarity and confidence about their role in general practice

Outcome:
For patients: Timely, effective clinical care; increasing exposure to para-
medic-led care normalises the role for patients
For paramedics: Increasing levels of patient acceptance
For practice: GPs have more time to attend to more complex patients, 
and the practice deals with fewer patient concerns about “not seeing 
a GP”

Patients showed some concern that paramedics’ skills 
were not equivalent to a GP’s skill, but this was less of a 
problem if they felt their symptoms fitted within their 
perception of the paramedic scope or if it was not an 
ongoing condition. “I would prefer to be seen by a GP 
obviously, but it depends on the reason, if I had anything 
that a paramedic could deal with, then that would be 
absolutely fine.’ [12, p 119]. However, patients had limited 
understanding of what the paramedic skillset and scope 
involved [12]. Two participants in the stakeholder event 
stated that they would prefer to see a paramedic for cer-
tain conditions because “they have more experience in 
crisis management… they are less judgmental.” [Public 
contributor 1].

Many patients were supportive of the need to lessen 
the load on GP staff by utilising the paramedic workforce: 
‘I would be quite happy to see the PP [paramedic prac-
titioner] than waiting longer to see the GP, as I see it, it’s 
obviously a way of reducing the pressure on the surgeries 
which I can understand.’ [12, p 118].

[4] Variations in paramedic employment models in 
general practice

Paramedics were employed in general practice under 
a variety of employment models depending on location, 
cost or general practice requirements, which had impli-
cations for how the role operated in different settings.

“across the country we have  rotational  models and 
we have substantively employed models…Primary 
care quite like that [substantive] model because… 
they own that person and they’re part of that family 
and they can help and  support  and develop them.” 
[System leader, interview 3].

Rotational models involved paramedics working in pri-
mary care at regular intervals while retaining their role 
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in emergency services. Paramedics in these roles were 
likely employed by ambulance trusts or Primary Care 
Networks.

“Paramedics on a rotational model worked really 
well in some parts of the country…they are look-
ing at it as a sustainable business model, whereas 
in other parts they’ve looked at it purely as a staff 
retention model. So, they haven’t made money  out 
of it but they’ve retained staff.” [System leader, inter-
view 3]

The variety of tasks associated with a rotational 
employment model (managing the diverse needs of both 
patients who require Emergency Medical Services and 
those who contact general practice) were thought to 
be beneficial for the development of clinical skills and 
autonomy, and paramedic staff retention [42]. This is 
seen as advantageous to both general practice and ambu-
lance services [43].

CMO 6 Benefits of Rotational Models of paramedic 
working.

Context:
Paramedics working in traditional ambulance roles defer to guidelines 
to determine whether a patient should be admitted to hospital or not, 
and transfer care to other clinicians to make decisions around ongo-
ing management. Decision-making and risk management is a more 
binary and immediate process, unlike longer-term management options 
in primary care

Mechanism:
Rotational employment which includes work in the home visit setting 
provides exposure to a wider array of presentations in the primary care 
patient population compared to attendance for emergencies (resource). 
Supervision by GPs (resource) allows paramedics to develop clinical 
autonomy and an awareness of longer-term management options 
that are alternatives to hospital admission (response)

Outcome:
For patient: Care can be personalised rather than protocol-driven, poten-
tially reducing hospital admission
For paramedic: Improved decision-making and confidence to suggest 
patient management options that do not include hospital transfer, 
knowledge that can be applied to general practice visits or emergency 
ambulance attendances
For practice and health service more widely: Broader skillset and respon-
sibilities improve staff retention

There was agreement in the literature and interviews 
that rotational models were essential to avoid losing 
paramedics from ambulance roles; “these posts should 
be rotational… because the Ambulance Trusts are haem-
orrhaging” (System leader, interview 5). Yet despite the 
introduction of rotational roles, there were not enough 
paramedics to meet demand in all areas of the system 
(System leader, interview 6).

“Right now I have no idea whether moving more par-
amedics into primary care, or taking all of the para-
medics out of primary care and putting them back 

on the DCA [double crewed ambulance] is the right 
route… how do you get deployment right in a system 
that is in meltdown?” (System leader, interview 7).

The logistics of employing paramedics via the rota-
tional model appeared administratively more complex 
and time-consuming [32] than substantive employment 
and a source of risk for general practice:

“there’s the contractual stuff around that [the rota-
tional model], which kind of puts people off… the 
Practice Managers, suddenly getting a one hundred 
and sixty-page, national contract to have a member 
of staff, that’s quite scary and they’re not used to it 
…” [System leader, interview 6].

Paramedics reported the experience of working across 
general practice and ambulance roles brought both ben-
efits and challenges. Being employed in general practice 
for shorter periods of time inhibited the development of 
relationships between paramedics and general practice 
staff and made it harder to learn local systems and proto-
cols [32]. Maintaining competencies and training across 
two settings was complex for paramedics [32] which had 
implications for retention [Social media, 2021]. There 
were potential risks for general practices if they invested 
in the development and accreditation of rotating para-
medic staff who then moved on to a different organi-
sation offering a higher band or salary [32]. However, 
paramedics who maintained both roles were reported to 
benefit from clinical development, support and improved 
shift patterns of general practice whilst also retaining the 
sense of a paramedic identity from working in urgent 
care (System leader interviews 1,2, 3 and 5).

Discussion
This realist synthesis explored the role of the paramedic 
in UK general practice using a variety of empirical, grey 
and primary data sources to develop initial programme 
theories. The data highlighted that although the role of 
the paramedic in UK general practice has been intro-
duced over a period of 20 years, it is still developing and 
there is a lack of clarity, for general practices, paramed-
ics and patients, about what the role involves. This may 
lead to paramedics inadvertently working outside of their 
scope or requiring extensive supervision when transi-
tioning into the role to ensure safe practice. Appropri-
ate levels of support and professional development were 
important to help paramedics switch from ambulance to 
general practice settings, embed the role in practices and 
ensure paramedic satisfaction. Patients were generally 
accepting of the role, though they expressed uncertainty 
about who they were being seen by and whether the par-
amedic skillset was appropriate to general practice. The 
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variable models of work and employment for paramed-
ics had implications for how these roles were maintained 
across ambulance and general practice settings, and how 
the role worked for practices, paramedics and patients.

When employing a paramedic in general practice, role 
clarity has been highlighted as a key area of importance 
[44–46]. This research provides insights into the range 
of skillsets amongst paramedics entering general prac-
tice; not all paramedics in general practice are advanced 
paramedics. Historically, the wide variety of terms used 
to describe the role might have contributed to the lack 
of clarity in general practice and public understanding of 
the paramedic skillset. More recently the College of Para-
medics has differentiated the terms ‘Specialist paramedic’ 
and ‘Advanced paramedic’ to refer to practitioners work-
ing at post-graduate diploma or a Masters level respec-
tively [45]. Health Education England commissioned the 
College of Paramedics to detail the core clinical skills and 
presentations that an advanced paramedic is expected to 
manage [44]. Implementation guidance tends to put the 
onus on the paramedic to share their level of competency 
with general practice, but our review demonstrates that 
this may be challenging for paramedics working in a new 
setting with a new patient population, as they may have 
limited awareness of the range of clinical situations they 
may encounter.

Expectations and perceptions of the role may differ 
between general practice staff and paramedics result-
ing in dissatisfaction for both groups. Expectations need 
to be accurate to enable effective collaboration and to 
ensure appropriate supervision, and to match paramedics 
to appropriate patient groups. Working closely with gen-
eral practice teams to test the boundaries of paramedic 
scope of practice across an array of presentations may be 
key to embedding the role successfully. As the roadmap 
to paramedic practice [47] becomes more embedded, and 
as paramedic and other first contact practitioner roles 
become more established in primary care, it is likely that 
general practice teams will become more aware of the 
distinctions between different paramedic skillsets and 
what this means for collaborative working and patient 
safety. However, in this interim period practice staff may 
require additional support to ensure appropriate under-
standing of paramedic skills and how to utilise these to 
ensure safe care and optimal practice.

Appropriate supervision of paramedics as they develop 
and become embedded in general practice was consid-
ered fundamental to the success of the role. The need for 
quality supervision is becoming more widely recognised; 
paramedics are advised to be guided by a named physi-
cian, particularly when completing certain advanced 
practice modules [45]. However, the supervision work-
load on GPs or other advanced practice staff is difficult to 

quantify. It is important to understand how the GP role 
is evolving, considering their ongoing responsibility for 
patient care, supervision of multiple allied health profes-
sional roles, and the high workload for GPs in the NHS. It 
might be that outsourcing paramedic supervision to edu-
cational institutions could relieve some of this burden on 
GPs and other practice staff.

Rotational models of employment may appear to be 
the solution to ensuring the paramedic workforce is not 
permanently displaced from ambulance trusts to primary 
care, and for achieving role variation and professional 
development that retains paramedic staff in post. How-
ever, the longer-term consequences of rotational working 
require further attention. For example, it is not clear how 
different shift patterns across primary and secondary 
services impact on paramedic integration into general 
practice teams and if this in turn may influence role sat-
isfaction, professional development or patient outcomes 
[32]. Communication and collaboration with colleagues 
are considered benchmarks of multidisciplinary work-
ing which improve patient care [44], and inconsistent or 
temporary working patterns are likely to disrupt these 
processes. Practices may also be unclear about the ben-
efits or challenges associated with employing paramed-
ics directly or outsourcing this responsibility to PCNs 
or ambulance trusts. Each of these models will affect the 
practice administrative burden (e.g. training, employ-
ment processes, covering absence, indemnity issues and 
costs) in different ways. Understanding these models is 
vital to explain what makes the role successful in different 
contexts.

Strengths and limitations
This rapid realist synthesis was conducted by a multidis-
ciplinary research team, including researchers, academ-
ics, GPs, ambulance paramedics and paramedics working 
in general practice, and utilised public consultation at all 
stages. It considered a variety of data including empiri-
cal literature, interviews and social media sources, and 
included a wide range of stakeholder perspectives.

In accordance with realist methodology, data were not 
appraised or weighted based on hierarchies of methodol-
ogy or source, but selected based on the relevance, rigour 
and richness of detail to address the research question. It 
was examined consistently for content to understand the 
point being communicated and what this might reveal 
about how the paramedic role works in general prac-
tice. Furthermore, as outlined in the methods section, 
subjective reasoning was used to theorise how context 
and mechanisms lead to a variety of outcomes. Conse-
quently, the theories put forward should be treated cau-
tiously at this stage and they will be tested empirically in 
the next stage of work.
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Conclusions
There is significant variation in the ways in which para-
medics are working and becoming embedded in general 
practice settings across England. Furthermore, variation 
in paramedic skillsets and development requirements 
when entering general practice mean it is often difficult 
to determine how paramedics fit best into the workforce, 
and which patients and conditions they should manage. 
The understanding of the role by general practice staff 
does not always reflect what can be safely and efficiently 
delivered; equally, paramedics moving into general prac-
tice experience a sudden shift in expectations around 
their role, which may prove undesirable for some. Lack of 
clarity regarding the paramedic role may be compounded 
by variation in role titles and the novelty of the role in 
general practice; this is likely to improve as paramedics 
become embedded and normalised into teams over time. 
Rotational models of employment may bring practical 
benefits to paramedics and patients, but appear to be 
more complicated for general practice to operationalise, 
and may counter the advantages afforded by embedding 
paramedics into practice teams longer-term. The theo-
ries presented in this paper are derived from review and 
consultation activity and should be refined and tested in 
future prospective and observational studies.

Abbreviation
PCN  Primary Care Network
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