
Rethinking Paramedicine

Guided by Compassion. Enhanced by Experience.

Navigating Healthcare for a Better Wellbeing
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Introduce 

Re-thinking paramedicine to better support the community, improve access to care, and reduce impact on Toronto’s health care system. 



Presentation Overview

• Toronto Paramedic Services Introduction
• Community Paramedicine Overview & Objectives
• Partnered Street Outreach 
• Home Visit Program 
• Community Paramedic Led Wellness Clinic 
• Situation Tables 
• Post-Fall Pathway Pilot 
• Key Take Aways 
• Questions 



• Largest municipal paramedic service in 
Canada that serves approximately 2.8 
million residents

• In 2024, Toronto Paramedic Services 
responded to over 313 000 calls for service 
and on average a 5% growth in call volume 
occurs year to year

• Ever growing demand for services and 
increased pressures on emergency 
departments and overall health care system

Toronto Paramedic Services
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-This population number grows significantly for people who commute daily into the city for work as well as visitors to the city 
Offload delays 
Are there different innovative collaborative approaches to take in an effort to reduce this impact instead of just continuing to add additional ambulances and paramedics on the road 




Community Paramedicine

• Program began in Toronto in 1999 and has steadily 
grown and evolved since

• Designed to support the City’s most vulnerable 
residents and those who frequently use 911 and 
emergency departments

• Community Paramedics (CPs) work to 
- identify and address gaps in health & social care 
- connect clients to appropriate resources
- work with partner agencies & primary care

• Provincially and Municipally funded 
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- Community Paramedicine is a shift away from 911 operations response and a model to enhance access to care for vulnerable individuals. 911 is often viewed as the social safety net and with that when all else fails people will turn to 911 even when it may not be what we would call a true emergency. So with that Community Paramedicine aims to provide a wholesome assessment and view of an individual’s circumstances and then work to provide and ensure service connection with the goal of reducing that frequent and/or unnecessary 911 use. This also helps with ensuring clients are better supported 
Use multiple strategies to accomplish this including collaborations and partnerships which have proven to be imperative to successfully supported a large number of clients 

Community Paramedics are a specialized certified Toronto Paramedic trained to assist client in managing their health & social challenges . They are system navigators for clients and their families to provide connections and access to care & services 



Community Paramedicine Objectives

• 911 call mitigation 
- analysis of frequent 911 use
- Community Referrals by EMS (CREMS)
- FOCUS/SPIDER

• ED diversion & System Navigation
- home visiting
- short term case management

• Community Outreach
- street outreach 
- wellness clinics
- health education presentations & events 

• Improved community-based care



Community Paramedicine Programs

• Partnered Street Outreach 
• Home visits 
• Community Paramedic Led Clinics 
• Situation Tables – FOCUS/SPIDER 
• Post-Fall Pathway Pilot 
• Community Referral by EMS (CREMS) 
• Frequent Caller Program 
• Homebound Vaccinations 
• Complex Care Program
• Chronic Disease Management
• Palliative (in development)
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Programs in bold will be the ones we talk about today 



• Weekly targeted outreach

• Targeting encampment sites and other 
known areas identified by S2H & check-
in at COT Central Intake

• Provide health education, advice, 
system navigation, first aid kits, topical 
antibiotic ointment, and naloxone kits

• Building relationships for better access 
to care and services

Partnered Street Outreach
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Prior to the COVID-19 pandemic, Community Paramedics would ride out with Streets to Homes outreach workers once a month to target individuals requiring medical and/or social support. Outreach occurred with the Streets to Homes team, targeting individuals they had identified in the days and weeks prior. With the COVID-19 pandemic and the reduction of client facing/in-person services, this work was expanded to weekly targeted outreach, every Wednesday with the goal of reaching more clients and better serving this population. 

The joint Community Paramedic and outreach team visits different encampment sites across the city. The Community Paramedic offers medical assistance, health education, first aid supplies, as well as short term case management for clients wishing to receive additional support. 

It also provides an opportunity to build and maintain positive relationships and connections between clients, Paramedics, and the larger healthcare system. 

This was expanded in coordination with other city divisions and stakeholders to increase responsiveness in the downtown east action plan to the increasing opioid crisis as well – where the team proceeds on foot through alleyways and known hotspots all based on 911 call data 

Offer naloxone kit training and distribution, first aid kits, and topical antibiotic ointment 



Home Visit Program

• CPs perform in-home and virtual visits to support vulnerable 
clients in the community as a result of referrals from frontline 
paramedics, other health care providers, and third parties as well
 

• What do CPs assess at a home visit:
- living and housing conditions
- socioeconomic and psychosocial challenges 
- medical history 
- vital signs including blood glucose & ECGs if required 
- medications and medication compliance 
- hazards in the home 
- current services in place 
-unmet needs

• After the home visit and assessment, CPs will then make 
referrals to community services to help eliminate any gaps in their 
care and conduct follow-up as necessary
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- Speak about 2022 analysis of 688 unique clients where we saw a 53% reduction in their 911 use 6 months post home visit 



Community Paramedic Led Clinic (CPLC)

• CPCL offered bi-weekly in 9 TCHC seniors buildings 
and 1 shelter. 

• Monthly clinics at 5 NORC buildings and 1 UHN Social 
Medicine Housing location

• Focus on residential buildings with high 911 use

• Provides medical support, vital signs assessments, 
EQ5D interviews, education on medication use and 
frequent safety checks

• Over 8200 clinic interactions in 2024
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Subsidized seniors housing residents were identified as being less connected with primary and community care services, often leading to increased use of 911 and local emergency departments. 
The (CPLC) are run by CPs to support seniors and other at risk demographics with biweekly wellness clinics. Clinics are typically located in building community rooms, and provide patient assessments, vital sign checks, health teaching, as well as referrals to community programs and services. Clients are supported by one-on-one clinic visits, health and wellness educational presentations, as well as home visiting. 
As an additional outreach strategy at clinic locations, recent 911 use for Paramedic Services data is pulled for the locations and an each one is followed up to ensure additional services are not required 
The main goals of the program are to provide health education and connect clients with services geared towards improving their health and wellbeing. 


** In client surverys clients who regularly attended clinic saw improved daily activity, decreased pain, better mobility, better self care, and we less depressed and anxious 



Situation Tables

SPIDER- Specialized Program for 
Interdivisional Enhanced Responsiveness

• Bi-Weekly meetings to bring forth at risk 
individuals who meet the SPIDER 
threshold criteria of health & safety 
concerns

• If left unattended such situations will 
require a variety of emergency responses 
including Paramedics, Police, Fire, Mental 
Health, Children’s Aid and others. 

FOCUS-Furthering Our Community by 
Uniting Services

• A multi-agency team that identify 
individuals, groups and places that are at 
a high risk of anti-social and/or criminal 
behaviour as either perpetrators or 
victims. 

• Provide the community with the best 
possible interventions to respond to 
safety risks, within 48 hours.
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Community Paramedics attend weekly meetings with public services and health agencies for both SPIDER and FOCUS tables.

The mandate of SPIDER is to reduce acutely elevated health and safety risks involving vulnerable residents, their homes or property and their neighbours by: a) Coordinating front-line responses across City of Toronto divisions and agencies; b) Building effective linkages to relevant health care and social services; and c) Driving policy reforms related to vulnerability. 

FOCUS model brings together the most appropriate community agencies at a weekly situation table to provide a targeted, wrap around approach to the most vulnerable individuals, families and places that are experiencing heightened levels of risk in a specific geographic location. Co-led by the City of Toronto, United Way Toronto, and Toronto Police Service. 






Post Falls Pathways Pilot

• Partnership with Rehabilitative Care Alliance, GTA Rehab Network, and North West 
Toronto OHT

• Supports individuals with recent 911 calls 
       for falls with care pathways 

• Aims to reduce recurrence of falls and 
       subsequent 911 calls and ED visits
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Pilot program focuses on patients over the age of 65 who called 911 for a fall but remained at home after paramedic assessment �
CP follows up with each of these patients to complete specialized fall risk and frailty assessments. From those assessments CPs complete referrals to outpatient rehab care or specialized geriatric services. In the future the pilot will include adding direct referrals to in-patient rehab�
Currently only running in Northwest Toronto with the NW Toronto Ontario Health Team 



Key Take Aways 

1. Partnerships & collaboration are key to ensuring 
clients are well supported and safe in their 
communities 

2. Investing in routine care and services reduces the 
need for acute care in both social and health 
contexts 

3. Paramedics play a vital role in health and well-being 
outside of the traditional 911 system 
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Questions?

Ashley Barber 
Superintendent 
Community Paramedicine
Ashley.Barber@toronto.ca
416-276-3849

Community Paramedicine 
416-397-4322

cphome@toronto.ca
homevaccination@toronto.ca 

Erin Stankevicius 
Superintendent 
Community Paramedicine
Erin.Stankevicius@toronto.ca 
437-224-3763
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