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Abstract 

Purpose.  To determine the processes required for a Community Paramedic home intervention 

24 hours after Emergency Department discharge to reduce 72-hour ED return visits, while 

evaluating patient satisfaction and compliance.  

Methods.   The study took place in a critical access hospital Emergency Department and the 

surrounding service area.  ED providers referred subjects to the study based on suggested criteria 

identifying increased risk of an unplanned 72-hour ED return.  All subjects were discharged 

home from the ED and above the age of 18 years.  Suggested criteria for referral included: no 

primary care provider, insured by Medicaid, Medicare or not insured, had one or more previous 

ED visits within the past two months.  Exclusion criteria include not being discharged home, live 

over 80 miles from the discharging hospital, or were under the age of 18 years. 

A home visit was performed with the participants within 24 hours after discharge to explore the 

processes needed, and the feasibility, of a community paramedic visit to mitigate circumstances 

for a 72-hour unplanned return visit.  Of the twelve patients who were referred to the study, five 

consented to participate.  The home visit was performed utilizing a template for reducing 

unplanned hospital readmissions, the Better Outcomes by Optimizing Safe Transitions (BOOST 

8P’s) Screening Tool.  A post-visit survey explored patient satisfaction and insight to the 

program. 

Results.  Several themes were identified as useful areas of focus for the community paramedic 

home visit.  These include reviewing side effects of home medications, confirming a follow-up 

plan with primary care, the need for a cohesive connection with primary care for order 

clarification, need for mobile medical record applications, and the need for pre-printed health 

education materials catered to the patient diagnosis.  
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Service delivery opportunities include streamlining patient navigation, education, preventative 

health-care maintenance, on-site treatment without transport, identifying and addressing patients 

with high ED utilization, and post-discharge follow-up. 

Through interviews with local and state level representatives, suggestions were created for 

establishing a community paramedic program.  These include state-level changes for education, 

certification and protocol development, legislative changes to allow EMS reimbursement for 

non-transport services, alignment with regional health systems for a cohesive approach to care, 

and funding options for program startup.  

Discussion.  System hurdles in program development include limitations in reimbursement 

opportunities in the Commonwealth of Virginia, lack of detailed community paramedic role and 

education through the State Office of EMS.   Potential solutions include partnerships with 

regional health systems for medical direction and potential Accountable Care Organization 

contractual relationships for reimbursement. 

Further research is needed to understand the implications of a community paramedic process in 

the rural health setting.  Existing data has primarily surrounded urban communities with a 

minimal focus on the ED 72-hour return rates.  However, the limited data that does exist shows 

promise for the potential impact of these programs in a broader sense of healthcare quality.  

With grant funding, limiting the financial risk for health system guidance, a pilot community 

paramedic program can offer the prime opportunity for outcomes research in a rural setting.  

With simultaneous efforts at the legislative level, the ability to expand EMS reimbursement for 

such services can help ensure the continuation of the program for years to come.  

Next Steps.  The qualitative data collected during this study concludes that a community 

paramedic program, in a broader sense of healthcare delivery, is very feasible.  As a result of this 
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study, numerous conversations and relationships were developed at the local and State level, 

attracting interest from a non-profit organization with a desire to fund the development of a rural 

community healthcare worker program.  A committee of stakeholders has been organized and is 

actively planning for development of a home-health initiative with the financial backing of a 

non-profit grant-making organization.  Currently, this organization funds a full-time social 

worker position for a rural county in the research hospitals service area.  Conversations are in 

place to propose that the local health system becomes the clinical leader for this endeavor, 

offering oversight and human resources, while the financial risk is absorbed by the grant funding 

organization.  

Keywords: community paramedic, rural health, emergency department return visits, 

logic model, mobile integrated health paramedic, care coordination 
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The Feasibility of a Community Paramedicine Intervention for the Reduction in  

Emergency Department 72-Hour Return Visits 

Introduction 

Community paramedicine (CP) programs, rendering preventative healthcare in the home 

setting, are gaining popularity in rural settings.  Existing literature shows promising results with 

such programs in improving patient satisfaction, compliance, and reducing unnecessary 

emergency service utilization.  The purpose of this project is to examine the literature to 

implement a paramedic intervention in the community setting as a tool to reduce Emergency 

Department (ED) 72-hour return visits, also known as bounce-back, in a rural Virginia critical 

access area. 

As a Doctorate in Nursing Practice project, it demonstrates the potential of collaborative 

practice between nursing leadership and community resources to improve access to care and 

prevent ER bounce back in rural communities.  The project goals align with the Healthy People 

2020 initiatives to: “attain high-quality, longer lives free of preventable disease, disability, 

injury, and premature death; achieve health equity, eliminate disparities, and improve the health 

of all groups; create social and physical environments that promote good health for all; and 

promote quality of life, healthy development, and healthy behaviors across all life stages” (CDC, 

2014). 

Background 

The Page Memorial Hospital (PMH) Community includes four rural mountainous 

counties in Virginia: Page, Rappahannock, Shenandoah, and Warren.  The total population of 

this area in 2015 was 112,084, with a projected 7.4% increase by the year 2020.  Page Memorial 

Hospital had 94.8% of inpatient discharges, and 90.3% of emergency department visits 
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originated from the four-county community and 2.8% of inpatient discharges were from outside 

of the community.  In 2014, the community population reported that 7.8% of the population is 

65+ and 93.5% White (Valley Health System, 2016). 

Key findings in the 2016 community health assessment include numerous primary care 

concerns.  The PMH community is experiencing lower ratio rates when it comes to the number 

of primary care physicians per 100,000 populations in Page County, and the number of dentists 

available within the region for Page, Shenandoah and Warren Counties with an additional great 

need for mental health providers. The PMH community is below the Virginia ratio for these 

types of providers, according to the County Health Rankings report (Valley Health System, 

2016).  The counties in the PMH community ranked in the bottom half of all counties in Virginia 

on “access to care” in the County Health Rankings. The 2016 County Health Rankings measures 

have changed slightly for the Access to Care indicator to include the ratio of population to 

mental health providers.  Rappahannock and Warren Counties have higher percentages of 

uninsured residents than Virginia overall, according to the U.S. Census. Page County has a 

higher percentage (15.3 percent) of uninsured residents than the U.S. average of 14.2 percent.  

Concerns about access to care were the most frequently mentioned factor contributing to poor 

health in key informant interviews.  Lack of accessible or reliable transportation to health care 

and a lack of providers who accept new Medicaid, and even Medicare, patients were the most 

frequently mentioned specific access to care issues in interviews, especially for low-income 

individuals and senior citizens (Valley Health System, 2016).   

The health systems review of community financial hardship and basic financial insecurity 

showed that Page and Shenandoah Counties had a higher percentage of households with incomes 

under $25,000 in 2014 than the Virginia state average of 18.2 percent.  In the PMH community 

https://paperpile.com/c/IyP2gG/zwfyW
https://paperpile.com/c/IyP2gG/zwfyW
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in 2014, 2 of the four counties were above the state average for percent of households that had 

incomes below $25,000, an approximation of the federal poverty level (FPL) for a family of four 

(U.S. Census Bureau, 2014).  According to 2016 data, within the PMH Community, 

unemployment rates have increased in Warren and Page Counties since 2013. The Page County 

unemployment rate is the highest among the counties represented at 11.0 percent, higher than the 

state and national averages. Unemployment in Page County increased by 1.7 percent from the 

previous year.   

The 72-Hour Return Visit.  A 2015 study, released by the University of California and 

Philip R. Lee Institute for Health Policy Studies, reports that return visits to the ED are twice as 

frequent as was previously reported in 1998 literature; with nearly one in 12 patients returning to 

an acute care setting within three days increasing to one in five patients in 30 days (Duseja et al., 

2015 and Gordon et al., 1998).  In many cases, return visits can be prevented with appropriate 

follow-up and education.  However, there are some cases which do warrant an ED return visit for 

additional diagnostics on a complex complaint.  In either situation, appropriate follow-up can 

both reduce unwarranted return visits and also catch potential life-threatening complications 

which were not apparent to the provider upon initial ED discharge. Too often the ED is seen as a 

bridge for the gap in community healthcare resources.  Utilizing a community paramedic 

program for home follow-up care can potentially help ameliorate gaps in care that can occur after 

ED discharge.   

Although controversial, ED quality care indicators highest in concern are the 72-hour 

return visits and patient complaints.  On average, most hospitals have return rates from 3-7%, 

with 2014 Centers for Disease Control and Prevention National Hospital Ambulatory Medical 

Care Survey data showing 5.7 percent of ED visits were made by patients who had been seen in 

https://paperpile.com/c/IyP2gG/oRShx
https://paperpile.com/c/IyP2gG/JYKs5
https://paperpile.com/c/IyP2gG/JYKs5
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the same emergency department in the preceding 72-hours (Rui, 2015).  Arguably, this statistic 

includes confounding variables such as patient population, the rate of uninsured patients, and 

availability of follow up services, such as family practice.   

Community Paramedic Concept.  Paramedics have an opportunity to bridge gaps in 

rural healthcare.  The concept of community paramedicine is an evolving trend in the United 

States.  These programs have community health worker agencies partnering with Emergency 

Medical Service (EMS) providers to help deliver much-needed health services.  They connect 

patients with community-based resources while increasing access to medical management, 

decreasing emergency 911 calls and decreasing unnecessary ED visits.  Existing programs show 

promise by directing EMS patients to more appropriate destinations other than the ED while 

increasing access to primary care.  Programs also allow increased EMS staff utilization for 

agencies in areas of low call-volume areas, thus increasing the number of patient contacts and 

assessments while developing much-needed skills through experience. Additionally, a better 

utilization of staff downtime and working hours aids in justification for funding staff positions 

(Bennett, Yuen, & Merrell, 2017). 

An unfortunate pitfall in reimbursement processes hinders EMS ability to be reimbursed 

for CP home visits.  Most state’s Medicaid laws require transport for reimbursement. Options to 

bill for service would include restructuring billing practices to represent CP services as an 

extension of a hospital service line or to present legislation to the state for Medicaid law 

revisions to accommodate such services, such as Minnesota in 2012 (Erich, 2013).  As in 

Minnesota, covered activities would include health assessments, immunizations and 

vaccinations, chronic disease monitoring and education, collection of lab specimens, medication 

compliance checks, and hospital discharge follow-up care.  The scope of practice is variable 

https://paperpile.com/c/IyP2gG/Kq0Ap
https://paperpile.com/c/IyP2gG/QMKjn
https://paperpile.com/c/IyP2gG/Rne8C
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from state to state as well in regards to the CP role.  Additional work may be required at the level 

for the State Office of EMS to be more specific on educational requirements and role 

expectations of a paramedic working in a community health/preventative role.  There are 

templates available that have been successful in other states.  

A CP based healthcare program would have similarities to both Home Health and Public 

Health sectors.  However, utilizing paramedics in this capacity can offer solutions to gaps in both 

EMS and home-based care with one entity, thus offering a more financially responsible service 

with a broad spectrum of care.  Traditionally, the paramedic scope of practice is focused on 

emergent complaints with rapid stabilization and transport.  This training offers a foundational 

education with the ability to easily expand into preventative healthcare maintenance directives.  

Expanding this scope can offer a more versatile clinician to meet multiple needs in rural 

underserved communities.  

The Community Paramedic Education 

 New to the profession, the Board for Critical Care Transport Paramedic Certification 

(BCCTPC) has developed a competency exam for a newly refined CP curriculum.  Over the 

years, various curriculum designs have been created and are now merged into a more 

comprehensive and cohesive outline.  To enter into a CP training program, the candidate must 

first be certified as a paramedic.  The CP curriculum outlines four main areas of content: 

community-based needs assessment, interdisciplinary collaboration, patient-centered care, and 

preventative care and education. Several community colleges and universities across the country 

conduct such educational programs in two phases.  The first phase includes approximately 100 

hours of education in foundational skills covering the four main content areas.  The second phase 

includes didactic, clinical skills training which may range from 15 to 146 hours depending on the 
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student's previous knowledge and background (Paranjape, 2017).  The Commonwealth of 

Virginia has yet to identify education and curriculum needs for a CP process.  However, other 

states, such as Montana and Minnesota, have followed the BCCTPC outline.  Montana, for 

example, has adapted the BCCTPC curriculum to a state led educational and certification 

program for their paramedics to offer preventative health services in rural communities.  Many 

states have offer such educational programs through community college or university settings, 

such as University of New Mexico, University of Minnesota, University of North Texas, and 

University of Tennessee (NAEMT, 2016).  (See Appendix A) 

Project Purpose 

The purpose of the project is to determine the feasibility of a Community Paramedic 

home visit intervention 24 hours after Emergency Department discharge to reduce 72-hour ED 

return visits.  This project will also identify and report on local barriers to practice.  Additional 

aims include improving patient satisfaction and discharge instruction compliance. 

Analytical Framework: Logic Model 

 The Logic Model is a framework for the evaluation and planning of a process 

improvement project.  The framework includes a graphical representation with textual 

assumptions of each step within the program as it depicts the specific goals to be accomplished. 

The model is a series of “if and then” relationships intended to reach the desired outcomes.  It 

describes the relationship between available resources, project activities and how they interact to 

reach a common goal.  It is a common-sense format to implementing a project based on the 

planning, implementation, and evaluation of program success.  One of the most important 

features of the Logic Model is that it is flexible and evolving.  It begins based on our current 

understanding of an issue and evolves as more information is gathered.  It helps us determine 

https://paperpile.com/c/IyP2gG/vd2Eu
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what data we need, how we can collect it and what it should tell us.  Through identifying short 

and long term goals, it helps us identify gaps in information and to create a plan to help fill in 

these gaps. 

This model is successfully used in strategic planning, project management, and during the 

allocation of resources.  The model has three key steps: agree on the mission and target audience, 

identify and describe assumptions, inputs, and activities, and lastly identify outputs, outcomes, 

and outcome indicators (Knowlton & Phillips, 2012).  The Logic Model has been previously 

used in the design of a Community Paramedic program utilized in Chicago, IL, Fort Worth, TX, 

and Raleigh, NC (Healthcare, 2014).  (See Figure 1).  

Community Health Needs.  The Logic Model begins with an overall understanding of 

the community. Community Health Needs Assessment (CHNA) surveys are performed to insure 

hospital and public health agencies gather the necessary information to efficiently allocate 

resources to meet a given community’s health needs.  Such surveys are conducted every three 

years and the associated implementation strategies to address these needs are required of tax-

exempt hospitals as a result of the Patient Protection and Affordable Care Act. The Virginia 

Hospital & Healthcare Association in collaboration with the Virginia Health Care Foundation 

conducted a survey of the data obtained in 73 CHNAs performed in the Commonwealth of 

Virginia to identify the five most frequently reported health issues and critical service gaps 

(VHHA, 2016).   The top five leading health issues were obesity, behavioral health concerns, 

heart disease, diabetes and substance abuse.  The top 5 service gaps were Behavioral Health, 

Health education, promotion and preventive services, health care coverage, aging services, and 

oral health.  In this survey, many CHNAs identified gaps in the local health care workforce.  The 

https://paperpile.com/c/IyP2gG/nyikp
https://paperpile.com/c/IyP2gG/87urB
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shortages most frequently cited were behavioral health (85%), primary care (85%) specialty 

physicians (75%) and dentists (67%) (VHHA, 2016). 

The 2016 CHNA for Warren Memorial Hospital (performed on the counties of Warren, 

Shenandoah, Page, and Rappahannock) and the 2017 CHNA for Fauquier Hospital (Fauquier and 

Rappahannock) indicated similar needs (Valley Health System, 2016).  Most recently, the 2018 

County Health Rankings & RoadMaps Program, an annual report put out by the Robert Wood 

Johnson Foundation and the University of Wisconsin Population Health Institutes ranked 

Rappahannock County 110th and Page County 63rd out of the 133 counties in the 

Commonwealth of Virginia for Clinical Care (R.W. Johnson Foundation, 2018).  This ranking 

reflects access to doctors, dentists and mental health professionals.  It also takes into 

consideration the number of people without health insurance.   It is not surprising that the Health 

Resources and Services Administration (HRSA), a federal agency that designates communities 

as Medically Underserved Areas (MUA) and Health Professional Shortage Areas (HPSA), have 

identified Rappahannock County as a MUA (initially designated in 1978 with latest update in 

2016) and as a geographic HPSA in primary care (designated in 12/29/2017) and mental health 

(designated in 2012 with latest update 10/28/2017). 

Literature Review 

A literature review was performed utilizing electronic databases PubMed, CINAHL, 

Cochrane, and Google Scholar, from 2003 to 2018, for the terms “community paramedicine” and 

“community paramedic.”  Inclusion criteria and search terms were kept as broad as possible to 

ensure a comprehensive review of the literature.  All levels of evidence were included except for 

expert opinion.  Inclusion criteria included reference to the topic of community paramedic 

utilization, rural community focus, Canadian or the United States, written in the English 
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language.  Exclusion criteria included written in a language other than English, setting outside of 

Canada or the United States, written before 2003, and urban-focused.  

PubMed resulted in 135 titles, Cochrane zero, and CINAHL resulted in 58 titles, in all 

totaling 193 titles.  Google scholar resulted in an infinite number of titles that could not be easily 

filtered.  The abstract for each result was reviewed for specific content: rural community 

application, community health workers, program startup, program results, funding options, and 

financial impact.  Additional applicable material was found through an ancestry search in these 

articles, adding fifteen more articles for review. After duplicates being removed, 163 titles 

remained to require additional abstract review, excluding 136 with non-applicable material, 

leaving twenty-seven for full-text assessment.  After a full-text assessment of the remaining, 

thirteen were excluded for non-applicable material, leaving 14 titles utilized in this literature 

review.  Of the fourteen titles, four are quantitative, and ten are qualitative (See figure 2). 

Limited Knowledge Within-Subject 

Very few quantitative research studies were found on this subject, with only four being 

utilized in this literature review.  One of the key findings included a 2017 University of South 

Carolina study which evaluated the implementation of a rural CP in Abbeville, South Carolina.  

Beginning in 2013, 193 patients were enrolled (68 enrollees and 125 comparisons), resulting in a 

58.7% decrease in ED usage and a 68.8% decrease in inpatient stays.  The control group had an 

increase in both ED visits and inpatient stays.  Within the study group, patients diagnosed with 

hypertension saw a decrease in their blood pressure by an average of 7.2 mmHg (P < .0001), and 

diabetics had lower blood glucose levels by an average of 33.7 mmol/L (P = .0013).  The goals 

of the South Carolina program were to address the social determinants of health, reduce system 
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fragmentation, have a biophysical approach, promote adherence, and increase the utilization of 

Emergency Medical Services (EMS) services (Bennett et al., 2017). 

In an urban setting, a 2005 San Francisco Fire Department pilot project for community 

paramedicine reported a reduction in ambulance activity for high users and a decrease in ED 

diversion rates at local hospitals during an 18-month time-frame studied.  Unfortunately, funding 

was rescinded due to departmental budget priorities and the project could not continue.  The pilot 

study reported that after the first contact with a community paramedic team member, individual's 

utilization of the 911 system dropped 8.6%  (Tangherlini et al., 2016).  

.  In a 2009 San Diego, the EMS data collection system was made available for 

partnerships with law enforcement, court systems, homeless outreach teams, social workers, and 

housing providers.  Through the use of the data system, frequent utilizers of the 911 system were 

identified, and contact was facilitated with the appropriate service needed.  The study enrolled 51 

participants over a 31-month time frame; EMS encounters were decreased by 38%, patient 

billing charges decreased by 32% and ED encounters decreased by 28%.  Across all of the 

services, charges decreased by over $314,000 (Jensen & Dunford, 2013).  Even though the 

literature review was performed to exclude urban studies, there was one, however, that is felt to 

offer an important finding for cost savings that could be applicable to rural communities.  

A University of Washington systematic review examined eight community paramedicine 

programs resulting with all programs indicating improved health outcomes or anecdotal evidence 

of positive impact on their community.  The reviewers showed that the most successful programs 

incorporated community participation in the development of the program (Condino, 2016).  

Studies show that patients who bounce back to the ED within 72-hours do have shared 

characteristics.  Some studies show that there are increase bounce-back rates with minority 

https://paperpile.com/c/IyP2gG/QMKjn
https://paperpile.com/c/IyP2gG/n23bX
https://paperpile.com/c/IyP2gG/QQupu
https://paperpile.com/c/IyP2gG/7KC06
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populations, insured with Medicare or Medicaid, not insured, or lack a primary care provider 

(Bech, Brabrand, Mikkelsen, & Lassen, 2018; Gabayan et al., 2013; Moskovitz & Ginsberg, 

2015). 

Impact of the Proposed Project 

 Findings from this literature review were used to construct a feasibility project that 

utilized a community paramedic intervention to explore program development to reduce 

emergency department readmissions.  The role of community paramedicine is relatively new, 

defined to address local problems, such as lack of healthcare access, limited transportation, and 

marginal compliance, while utilizing local resources of other health care and social service 

entities (Smith-Houskamp, Balik, & Hauser, 2017).  EMS is a historically expensive venture due 

to high associated fixed costs.  With financial strain evident, community EMS agencies are 

seeking additional sources of financial support while optimizing the use of personnel, assets, and 

skill (Flomenbaum, 2017).  Under the Affordable Care Act, there is an increasing demand for 

access to healthcare.  Hospitals are increasingly filled, with a higher demand for home-health 

nurses and overcrowding in the ED (Rawal, 2016).  Demand for healthcare services is expected 

to continue to rise as the Baby Boomer generation continues to age.  According to the U.S. 

Census Bureau (2014), there are over 76 million Baby Boomers who are approaching an age that 

will require more healthcare resources.  

Even though literature cites positive outcomes for CP programs, Medicare and other 

payors offer no financial reimbursement for EMS services unless the patient is transported to a 

facility or ED.  It is reported that between 7% and 34% of Medicare patients transported by 

ambulance to an ED could have been treated in an out of hospital setting.  Due to reimbursement 

https://paperpile.com/c/IyP2gG/8tujt+l6FRm+GWL4r
https://paperpile.com/c/IyP2gG/8tujt+l6FRm+GWL4r
https://paperpile.com/c/IyP2gG/uWSHy
https://paperpile.com/c/IyP2gG/zuX6J
https://paperpile.com/c/IyP2gG/oA4br
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requirements, there is a perceived incentive for EMS agencies to provide ED transport, even if 

not warranted or requested, despite more cost-effective alternatives (Munjal & Carr, 2013).   

 Funding.  With healthcare costs high, government-mandated changes are enforcing 

value-based payments which are designed to improve the experience of healthcare, improve the 

health of the overall population, and reduce costs (Rawal, 2016).  The opportunity exists for the 

community paramedic to have an impact on the homebound population (O’Meara, Stirling, 

Ruest, & Martin, 2015).  Through home-based assessment, intervention, and follow-up, the 

community paramedic can help improve patient education, satisfaction and reduce unnecessary 

return ED visits.  

 Scope of Project.  A traditional model of community paramedicine would have a broad 

scope of coverage for a variety of patients based on a community needs assessment.  The model 

would increase access to essential health care services using EMS personnel in an expanded role. 

The care is provided in a non-urgent setting, consistent with the Medical Home Model.  The 

Medical Home Model is described as patient-centered medical care led by a physician or 

advanced practice provider coordinating all aspects of preventive, acute, and chronic care 

(Farnsworth, 2017).  CP programs can be utilized in a multitude of ways.  For this feasibility 

study, the CP role will be utilized strictly for identifying and evaluating the potential to reduce 

the 72 hour ED return visit.  

Provider Shortages.  With one-quarter of the U.S. population living in rural and remote 

areas, only ten percent of the physicians in the United States reside in these areas. This leads to 

the identification of Health Professional Shortage Areas (HPSA). A region which meets the 

Health Services and Resources Administration (HSRA) shortage designation criteria as having a 

shortage of primary medical care, dental or mental health providers.  These regions may be urban 

https://paperpile.com/c/IyP2gG/iP9BW
https://paperpile.com/c/IyP2gG/cIN33
https://paperpile.com/c/IyP2gG/cIN33
https://paperpile.com/c/IyP2gG/Vl72m
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or rural, a specific population group, or may be identified as a specific medical facility. HPSA, 

also known as Medically Underserved Areas (MUA’s), may also be a whole county, or census 

tracts meeting criteria.  These areas usually include groups of people who face economic, 

cultural or linguistic barriers to healthcare (Peters, Gupta, Stoller, & Mueller, 2009).  In such 

communities, the use of advanced practice providers, such as nurse practitioners and physician 

assistants, are strategically utilized to extend coverage in areas with limited physician resources. 

The community paramedic model offers a similar approach by utilizing EMS personnel already 

residing in such rural communities as an option to augment limited community health services.  

The setting of this feasibility study is in the service area of the research hospital.  This 

service area includes 4 counties in the Shenandoah Valley area, most of which are identified as 

HPSA’s by the Health Services and Resources Administration.  

 The purpose of this project was to examine a rural community paramedic home visit 

intervention offered to patients within 24 hours of discharge from the Emergency Department.  

The primary objective of the project was to explore requirements for a CP program developed to 

reduce the 72-hour ED readmission rate, and improve patient satisfaction and clinical 

compliance.  

Feasibility of a Community Paramedic Program 

 A nationally recognized method for determining feasibility is through the Six Sigma 

approach.  This approach has been utilized in may corporate settings since its development by 

the Motorola Corporation in the 1980s as a process to measure and improve product quality.  It 

has been adapted to healthcare quality improvement projects over the past two decades.  The Six 

Sigma process focuses on defects per million opportunities, basing on its theory of a quality 

https://paperpile.com/c/IyP2gG/fN3Mj
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statistic that reveals 3.4 defects per million opportunities being a target level of performance for 

a process (Truscott, 2012).   

According to Six Sigma guidelines, there are five areas of a feasibility study.  The 

products of this feasibility study are intended to help decide to move forward with the proposed 

project being determined as a wise investment. There are two main criteria for judging 

feasibility:  cost required and value to be delivered.  According to Six Sigma, a well-planned 

feasibility study should offer a historical background of the opportunity, a description of the 

proposed service, financial details of the operation, market research, and legal requirements 

(Truscott, 2012).  

 Soft Savings.  Six Sigma equates soft savings to that of “cost savings.”  Soft savings are 

the financial benefits that may occur as a result of the proposed project.  Soft savings are 

calculated by using a rational assessment of the expected benefits and the probability of their 

occurrence (Truscott, 2012).  Financial data offered by the research site hospital offered insight 

into potential cost savings in the event of reduced length of stays and readmissions. 

● One day of admission per patient costs an average of $5,217.  To reduce one-day 

length of stay for a patient requiring observation per month, could save $62,604 

per year.  Earlier patient discharge may be more appropriate in settings where a 

CP home visit is ensured either the same day or the next day of discharge. 

● The average cost of emergency ALS ambulance transport to the hospital is 

$546.21 (“2019 Ambulance Fee Schedule - Medicaid,” 2019).  To reduce five 

ambulance transports per month can save $2,366.91 monthly, totaling an annual 

savings of $28,402.92. 

https://paperpile.com/c/IyP2gG/f0IH
https://paperpile.com/c/IyP2gG/f0IH


 

COMMUNITY PARAMEDICINE AND ED RETURN VISITS        23 

               

 

● The average cost of a clinic visit is $181.  To reduce three clinic visits per week 

for follow up procedures saves $2,353 monthly, totaling an annual savings of 

$28,236. 

● Data over the past two years report overall hospital readmission rates to range 

from 1.8% to 11.8%, with the target to be less than 9.75%.  Key behaviors 

identified the hospital to improve this metric include improving compliance with 

a seven day follow-up appointment, patient education utilizing the teach-back 

method, and post-discharge phone calls to clarify questions (Page Memorial 

Hospital, Valley Health System, 2019).  These behaviors coincide with the 

findings from the paramedic intervention site visits. 

Hard Savings.  Hard savings is the occurrence of reduced costs or expenses resulting in 

improved financial performance.  Examples of this would be cost reduction projects and revenue 

enhancement projects.  

• In a local county with career EMS staff coverage, there are reported to be four 

EMS employees on duty at all times.  During times of low call volume, there is 

significant downtime without billable activities. Adding community paramedic 

services can maximize full-time employee (FTE) utilization and maximize the 

return on investment for existing human resource expenses will reimbursable 

activities.  Reimbursement can be obtained through contractual relationships with 

the local health system or through accountable care organizations.  

● In a neighboring county, there are no career EMS staff.  Response times vary and 

can be lengthy depending on the availability of volunteers.  Continuous Advanced 

Life Support coverage cannot be guaranteed. Offering community paramedic 

https://paperpile.com/c/IyP2gG/R26x
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services could provide the platform with at least one daytime coverage paramedic 

to help supplement volunteers.  The career community paramedic can detour from 

home health visits to respond to an emergency if necessary. This program can 

potentially offer revenue to offset tax dollars required to establish career staff 

coverage.  Thus, alleviating the burden to volunteers, improving delayed response 

times, and improving ALS availability. 

● The salary for a paramedic in the region is $46,641 (Salary.com, 2019).  The 

program startup may initiate through non-profit grant funding, the local health 

system, the local EMS system, or through a combination any combination of 

those mentioned.   

● Potential revenue return could include: 

○ Reimbursement for one home health visit averages $135 (“Help Paying for 

Senior Home Care | Elderly Home Care Costs & Pricing,” 2013).  With an 

average of 10 home health visits per week, expected revenue would 

approximate $1,350, and $70,200 annually.  

○ Even though reducing ambulance transports are a cost savings, they are 

also a potential revenue opportunity as well.  Ambulance transports 

completed by the paramedic are reimbursable by Medicaid.  According to 

the 2019 Medicare Ambulance Fee Schedule, the lower quartile of 

ambulance transports with Advanced Life Support (paramedic level) care, 

in rural Virginia are reimbursed $546.21 (“2019 Ambulance Fee Schedule - 

Medicaid,” 2019).  

○ Utilizing a CP service for follow up immediately after ED discharge offers a 

realistically achievable timeline of service delivery rather than seeking a 

https://paperpile.com/c/IyP2gG/1bln
https://paperpile.com/c/IyP2gG/f7qE
https://paperpile.com/c/IyP2gG/f7qE
https://paperpile.com/c/IyP2gG/cxbI
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home health referral.  Utilization of an existing EMS system offers a more 

timely response upon discharge with direct communication and oversight 

from the ED.  Utilizing existing home health agencies takes time, and may 

not be effective in reducing ED returns within a 72 hour window. 

● Utilization of existing local EMS equipment and technology would offset the 

startup expense.  

 Hurdles in Revenue Return.  According to the Virginia Office of EMS, for an EMS 

agency to be reimbursed for home health activities, it would require licensure as a home health 

agency with the Virginia Department of Health Office of Licensure and Certification.  If services 

were to be provided by an EMS division operated by a health system, contractual relationships 

within the health system with oversight by the existing home health division may be possible to 

provide an opportunity for reimbursement.  The community paramedic on site delivering care 

would require appropriate licensure under the home health division’s oversight which may 

include dual certification such as Certified Nurses Aid (CNA) or Home Health Aid (HHA).  

However, a stand-alone EMS agency, currently in Virginia, is not able to bill for home health 

services.  Any billing for such services would need to be done by the appropriately licensed 

home health agency (Perkins 2019).   

 The State Office of EMS reports that there is a movement towards a system where EMS 

agencies could be reimbursed for home health specific services. However the current dynamic in 

the state equates “treat, no transport” to “refusal.”  To change this will require changes in State 

guidelines, law, and pre-hospital provider scope of practice (Perkins 2019).  

 Valley Home Health leadership reports that home health services are reimbursed in 

various ways.  The Outcome and Assessment Information Set (OASIS) is a patient-specific, 

standardized assessment tool used in Medicare home health care to plan care, determine 

https://paperpile.com/c/IyP2gG/tR6C
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reimbursement, and measure quality (Dalton, 2000). For patients covered by Medicare - Tricare, 

services are reimbursed per episode.  The initiation of the home health services begins with an 

OASIS assessment, a risk stratification tool, completed by a registered nurse or physical therapist 

at the home location.  A financial reimbursement code is then created, which will identify the 

cost of services for sixty days.  This timeframe is considered to be one episode.  After the initial 

on-site assessment, continued services throughout the episode may be completed by a variety of 

healthcare providers licensed for home healthcare delivery, including Registered Nurse,  

Physical Therapist, Certified Nursing Assistant (CNA), and Certified Home Health Aide 

(CHHA) (St. Jacques, 2019).  Currently, paramedic certification does not fall under the proper 

care provided for Medicaid reimbursement.  However, it would not be unreasonable for a 

paramedic to obtain certification as a CNA or CHHA for reimbursement purposes.  Of course, 

this would limit their services on site to be within the scope of practice of a CNA or CHHA and 

require the services to be rendered under the auspices of a licensed home health entity.  

Current Efforts 

 State EMS Officials report that a workgroup made up of healthcare stakeholders are 

addressing this very topic.  Currently, there is no detailed plan available as the discussion is 

relatively new.  

 Centra Health.  Considering the current inability for EMS to be reimbursed for home 

health services, there are some EMS agencies in Virginia offering such services without 

reimbursement.  One of these is the EMS division for Centra Healthcare.  They have initiated a 

pilot program offering community paramedic services, to include home health follow up visits, 

free of charge.  Leadership for the Centra program reports that their primary goal is to “make the 

patients health and life better long term,” with “reducing readmissions, reducing ER utilization 

https://paperpile.com/c/IyP2gG/vJum
https://paperpile.com/c/IyP2gG/AFXh
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and visits and in turn, cutting down on EMS systems resources utilization” (Mitchell, 2019).  

However, an alternative option for reimbursement of services could be a contractual relationship 

directly with private insurance companies while not charging the individual insurance plan on 

the patient.  The EMS division would be a contracted service provider for individual's under a 

specific health plan (Mitchell, 2019).  

 Valley Health.   Valley Health System, in Winchester, is in the process of developing a 

pilot community paramedic program that will operate through its two West Virginia critical 

access hospitals.  According to their home health division leadership, his pilot program will 

utilize their existing EMS division stationed at those hospitals, Valley Medical Transport, and 

partner with the home health services within the system.  Together, these two hospital divisions 

will devise a protocol for follow up services that improve quality care indicators for their patient 

population, while maximizing utilization of the existing EMS staff (St. Jacques, 2019).   

Methods 

Design 

 This project was designed as an evidence-based CP program using a convenience sample 

of patients in a rural setting to guide establishing a CP program while attempting to establish 

validity of such a program to reduce 72-hour ED readmission rates.  The ground work of the 

program was developed with guidance of the Logic Model by identifying:  population needs 

assessment, inputs and resources needed, outputs and activities expected, and evaluation of 

actual outcomes.  Much of the population needs assessment for the Page County region was 

provided through an existing assessment provided by Valley Health System, and is documented 

throughout this paper.  However, the information available for Rappahannock County was 

marginal.  Through participating in a steering committee in rural health initiatives in 

https://paperpile.com/c/IyP2gG/PN3p
https://paperpile.com/c/IyP2gG/PN3p
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Rappahannock, a needs assessment specific to that county was created. (See Appendix G)  The 

following pages will cover the resources required for a CP program, outputs and activities 

expected, and outcome evaluation (results).  See Figure 1. 

Description of the Sample 

 Study participants were selected based on the ED providers assessment and judgment to 

refer to the study.  Following suggested criteria, providers referred patients based on their risk 

for returning to the ED within 72-hours of discharge.  Subjects were selected on convenience 

secondary to the preselected, intermittent available days for home visits.  During the 24 hours 

before each preselected date, the ED provider on duty referred up to 4 patients per shift based on 

his or her judgement while following suggested criteria for guidance described below. A 

telephone-based translation service, through the hospital, was made available if a non-English 

speaking subject were enrolled.  All subjects enrolled, however, were English speaking. 

Inclusion Criteria 

Inclusion criteria included patients who were discharged home from the ED, consented to 

home visit follow-up within the following 72-hours and were over the age of 18 years.  

Additional suggested criteria included components which would make the patient a high risk for 

ED return within the next 72-hours.  These risk factors included one or more of the following: no 

primary care provider, insured by Medicaid or Medicare or are not insured, had one or more 

previous ED visits within the past two months.  The ED provider considered the suggested 

criteria when making their decision to include a patient in the study.  

Exclusion Criteria 
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Exclusion criteria included patients that were not discharged home from the ED, refused 

participation, lived over 80 miles from the discharging hospital and were under the age of 18 

years.  

Setting 

 This project took place at Page Memorial Hospital, a Valley Health System Critical 

Access Hospital, located in Page County, Virginia and its surrounding service area.  Support was 

obtained from the health system and hospital leadership. (See Appendix C)  Internal Review 

Board support was obtained through Valley Health System, the parent health system for Page 

Memorial Hospital, VH IRB File #:  20180908.  The University of Virginia IRB is also tracked 

this project, UVA Study Tracking #: 21046. 

Intervention 

 The intervention for this feasibility study was the home visit made to the patient within 

72 hours of ED discharge.  The visit was done explicitly by a licensed paramedic trained in the 

process of preventive and chronic disease assessment and care, and post-discharge follow-up 

assessment and support.  In full disclosure, in this study, the paramedic was also licensed as a 

registered nurse and a nurse practitioner.  For this feasibility project, the paramedic performing 

the intervention did not provide patient transport in any fashion and performed a fundamental 

evaluation of needs at the home.  The paramedic did not render any specific clinical care 

requiring specific protocols.  If care was necessary, the paramedic on site communicated this 

need to additional home health, social work and hospital resources that had been pre-aligned in 

supporting this study.  Additional resources were sought in the event that emergent or non-

emergent transport was required. The intervention time period occurred during a four week 

period in October and November of 2018.  The intervention was strictly designed to study the 
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processes required to initiate a community paramedic program and not specific clinical 

outcomes. 

 BOOST 8P’s Screening Tool.  The intervention itself, the home visit and patient 

interaction, was based on a screening tool developed by the Society of Hospital Medicine, the 

Better Outcomes by Optimizing Safe Transitions (BOOST) toolkit. This eight point screening 

tool examined the risk for adverse events among eight themes: medications, psychological, 

primary diagnosis, physical limitations, health literacy, support, prior hospitalizations, and 

palliative care (See Figure 3) (Hansen et al., 2013).  It was initially designed to be a risk 

assessment tool completed at admission to identify patients who have an increased risk of 

adverse events post-hospitalization and utilizing the duration of the hospitalization to mitigate 

these risks as much as possible.  The identified risks and treatment plans should then be 

communicated with the patient’s post-hospitalization providers.  Even though designed as a tool 

to be initiated during a patient admission, the BOOST 8P tool covers all critical aspects of 

patient follow up and has applicability to the post-discharge setting.  

The BOOST 8P’s Screening Tool was utilized in a 2013 CP study in rural South 

Carolina.  The program reported a successful reduction in patient blood pressures, decreased 

blood glucose in diabetics, and decreased overall ED and inpatient visits (Bennett et al., 2017).  

With the BOOST toolkit as the template for the home visit, the CP evaluated any potential issues 

which needed further assistance from additional outpatient resources and helped bridge access of 

these resources to the patient if necessary.    

Satisfaction Survey.  A satisfaction survey for the site visit was conducted using 

returning a prepaid postage return mailed survey. (See Appendix B) The survey gathered 

feedback and overall satisfaction of the site visit. The survey was left with the study participant 

https://paperpile.com/c/IyP2gG/ztBI3
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after the site visit with a prepaid stamped envelope for return.  The survey was designed on a 

five-point Likert scale covering seven questions.  The questions explored the patients perspective 

of timing, clarity, and usefulness.  

 Paramedic Journal.  The paramedic kept a journal entry of each visit summarizing 

thoughts, concerns, suggestions, and potential implications of the intervention.  No identifying 

data was placed in the journal entry or the survey. 

Procedures 

 Before the study period, meetings were with ED providers, in both group and individual 

settings, to inform them of the study purpose and design. Providers were encouraged to refer up 

to 4 patients per shift on preselected dates based on the convenience of scheduling for the follow-

up intervention.  The researcher was available on site during the days of enrollment and obtained 

consent from the subject before discharge from the ED.  Before the end of the shift of the 

preselected subject enrollment date, the paramedic was provided patient information on each 

follow-up visit to be performed.  The paramedic had access to a digital format of chart review 

provided by the hospital on a secure iPad through a remote Epic log-in.  The information 

provided to the paramedic included demographics, home address, most recent history and 

physical if available, ED chart, ED discharge summary, and a copy of the patient’s discharge 

instructions. Information given to the paramedic was provided based on a confidentiality 

agreement with the facility and consent provided by the study participant.  The medical record 

was reviewed upon the completion of the study timeframe to evaluate if the patient returned to 

the ER for additional care within 72 hours of their initial discharge.  
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 All processes in which the patient identified the need for assistance, was managed on-site 

at the residence through phone calls to the available resources at the hospital. If further follows 

up was needed after the site visit, the hospital case coordinator would continue contact.  

Measures 

Quantitative data retrieved for the study included: study participant number, date and 

time of ED visit, age, diagnosis from ED discharge, race, gender, marital status, patient residence 

miles from the ED, number of chronic conditions, date and time of return visit if done within 72-

hours, number of ED visits in the past 12 months, number of hospitalizations in the past 12 

months, health insurance status, number of referrals to community resources. 

Qualitative data included: any major sentinel event presented or prevented, the paramedic 

suggestions and interpretative journal of each visit along with the patient's responses to the 

follow-up satisfaction survey. 

Data Collection 

Descriptive statistics analysis was conducted to identify the demographic characteristics 

of participants.  The following feasibility measures were determined and reported: the proportion 

of ED providers who agreed to participate by referring patients, the proportion of ED providers 

who referred patients, the proportion of referred patients who consented to a visit, and the 

average length of time, including travel time, of each visit.       

Patient satisfaction with the visits was measured by the Satisfaction Survey.  Means and 

standard deviations were reported for the scores for each item in the survey.  Responses to the 

open-ended questions were summarized. 

The cost of the 72-hour ED return visits was evaluated through the hospital’s Quality 

Improvement Department and offer insight into the potential cost savings of reducing such 
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events.  With the potential of cost savings, a descriptive analysis was performed to determine the 

feasibility of utilizing paramedic services in the setting of a community paramedic for patient 

discharge follow up purposes.   

Additionally, the rate of the 72-hour return within the study participants was determined.  

It was compared to the rate for the same calendar period in the preceding year, using an exact 

chi-square test.               

Satisfaction Survey.  Additional data evaluated included patient responses from a 

follow-up survey conducted through a mailed return.  The survey was a 7-item survey utilizing a 

5-point Likert scale, with two open-ended additional questions.  No identifying data was 

recorded with the patients’ interview responses.  This survey was designed specifically for this 

particular project. (See Appendix B.) 

Cost Savings Potential.  The cost of 72-hour ED return visits were evaluated through the 

hospital’s Quality Improvement department and offered insight into the potential cost savings of 

reducing ED return visits.  With the potential of cost savings, a descriptive analysis was 

performed to determine the feasibility of a community paramedic position funding.  A variety of 

funding possibilities were explored and outlined.  

Protection of Human Subjects 

 Institutional Review Board (IRB) approval was obtained from the Valley Health System 

Internal Review Board.  Project support was obtained from ED providers and leadership at the 

health system (See Appendix C).  A study information flyer was given to patients chosen as 

potential study participants (See Appendix D).  For those subjects who agreed to participate, 

consent was obtained from the patient upon discharge from the ED by the primary researcher on 

site (See Appendix E). 
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Confidentiality and Data Security.  Data security was maintained through data storage 

utilizing the University of Virginia secure data portal and Identity Token.  The UVA Identity 

Token is a secure USB authentication device.  Using the Identity Token, two-factor 

authentication is established through both the hardware in possession and password protection.  

No printed hospital records were necessary for any of the visits.  All data was recorded onsite 

and entered into Qualtrics Research Software, through a dedicated iPad.  All data entry required 

from the chart was done at the hospital.  No data entry from the medical record was completed 

on a personal use computer.  The researcher funded the expense of this dedicated laptop while 

the UVA School of Nursing IT department set up the device security requirements.  

Strengths of the design 

 This feasibility project utilized the partnership of local EMS, a critical access hospital, 

and community resources to defragment healthcare in a rural community covering nearly 314 

square miles identified as a Health Provider Shortage Area.   

Design Weakness 

 The project was staged strictly as an exploration of required resources to provide CP 

services in this community, performed over a limited time-frame with a limited number of 

participants.  There was only one community paramedic performing the intervention limiting the 

time to capture a larger sample size.  Thus, the small sample size limited the generalizability of 

this project and did not show statistical significance amongst the participants’ ED 72 hour return 

rates.   

Research Team Safety 

 Homesite visits offer an excellent opportunity to evaluate the socioeconomic dynamic in 

the patient's overall health.  However, the safety of the researcher(s) was a paramount concern.  
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To ensure safety, home site visits were not done alone.  At all times, the community paramedic 

was accompanied by local EMS staff member while utilizing transportation through official 

EMS vehicles provided by the locality. 

Results 

 The study was conducted during the Fall of 2018.  Patients consented on five different 

days through the specified procedures.  A total of 12 patients were referred by physicians as 

potential participants, and 5 of the 12 consented to participate.  Of those that consented, the ages 

ranged from 65 to 85 years, with a mean of 77 years.  The ED discharge diagnosis included 

community-acquired pneumonia, chronic obstructive pulmonary disease (COPD) exacerbation, 

bilateral leg cellulitis, congestive heart failure, acute urinary tract infection, essential 

hypertension, and hyponatremia.  All participants were Caucasian, three were female, two were 

male, three were married, and two were widowed.  All participants lived within 25 miles or less 

from the discharging hospital.  The number of chronic conditions for the participants ranged 

from 3 to 28.  The majority of participants had between 3 and eight chronic conditions, with one 

participant having 28.  All of the participants had at least one ED visit within the past year, 

before their current visit.  The number of previous ED visits, within the past year, ranged from 1 

to 2.  All participants had one hospitalization within the previous 12-month time frame.  All of 

the participants were insured by Medicaid.  During the visits, there were no required referrals to 

community resources.  All of the follow-up visits took place within 24 hours of ED discharge.  

The time visiting with each patient ranged from 20 to 36 minutes, with an average of 26 minutes.  

The average drive time, one way, to each residence ranged from 4 minutes to 32 minutes, with an 

average of 17.6 minutes.  
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 Of the 5 participants, three patient satisfaction surveys were returned.  The survey 

responses for all of the questions resulted in either excellent (a rating of 5/5), or very good (a 

rating of 4/5).  All of the responses reported that they would recommend such a service to others.  

Comments made by the participants included, “discussion was clear and to the point,” “I think it 

would help people be healthier and have a better quality of life, longer and [help our] own bodies 

move,” and mentioned the most helpful aspect of the visit to be “linking the elderly with other 

community resources.”   

 The journal completed by the community paramedic had identified important areas of 

discussion with the subjects.  They include: reviewing side effects of home medications, 

confirming a follow-up plan with primary care, the need to have a more cohesive connection 

with primary care providers to clarify home health orders, the importance of mobile medical 

record applications, and the need for pre-printed health education materials catered to each 

patients diagnosis. 

Interpretation 

 As a result of completing the actual home follow-up process, the community paramedic 

and the researcher identified six themes for possible service delivery through patient interviews 

and process journal reflection.  These themes were identified with a qualitative review of the 

documented journal entries for each visit.  Journal entries included a reflection of thoughts and 

insights of useful aspects to the CP follow up process.  These include, 1) streamline patient 

navigation, 2) patient education, 3) preventative health care maintenance, 4) on-site treatment 

without transport, 5) identifying and addressing patients with high ED utilization, and 6) post-

discharge follow up care. 
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 Within those categories, a multifaceted approach was utilized to create potential solutions 

and process development for each.  These conclusions were derived from existing literature 

review, local EMS protocols, policies and procedures, interviews with State and local officials, 

and interviews with hospital and home health leadership.  

1.  Streamline Patient Navigation. The study participants shared a common theme of 

exposure to fragmented healthcare.  They all have a variety of healthcare encounter needs that 

include:  home health, wound care, behavioral health management, primary care, urgent care, 

specialist consultation, and transportation needs to all of these various entities.  Participants 

express the lack of a dedicated resource that streamlines access to all of these areas as they tend 

to occur in different health systems.  Fragmented access and delivery of care are confusing and 

frustrating to patients, negatively impacting compliance.   

2.  Patient Education.  The participants all received a variety of education during their 

healthcare exposure.  They had a variety of educational backgrounds, literacy levels, and deficits 

in healthcare knowledge.  Many cannot understand some of the materials presented to them 

during their ED discharge.  During the site visits, the participants reported feelings of being 

rushed out of the clinical setting with minimal insight into their healthcare plan.  Some presented 

discharge paperwork which lack clear diagnosis and plan for follow-up.  In some instances, there 

were discharge materials with a diagnosis and prescriptions listed related to that diagnosis, but 

with no identified follow up instructions.  An opportunity exists for home follow up visits to 

provide more in-depth, cohesive and customized education delivery. 

3.  Preventative Health Care Maintenance.  Regardless of the frequency of primary 

care follow up, all of the participants had outstanding health maintenance screening.  
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Outstanding screenings included vaccinations, such as influenza, pneumonia, and tetanus; lipid 

screening, and diabetes quality indicators such as urine microalbumin and hemoglobin A1C.   

4.  Non-Transport On-site Treatment.  There appears to be potential for on-site 

treatment for those patients who have difficulty in finding transportation for acute visits, thus 

delaying care until the situation requires EMS transport and ED utilization.   

5.  High ED Utilization:  None of the patients who participated in the visits were 

considered to overutilize the Emergency Department.  There were none with over 3 ED visits in 

the past year.  However, the follow up visits offer an opportunity to guide patients with high ED 

utilization into primary care settings and follow up to help alleviate unnecessary ED returns.   

6.  Post-Discharge Follow Up Care.  None of the participants for this project had a 

return visit to the ED within 72 hours.  However, the hospital reports overall hospitalization 

return rates ranging from 1.8% to 11.8% over the past two years.  An opportunity exists for post-

discharge follow up to prevent readmissions in all areas including ED and inpatient. 

Recommendations 

 State Level.  As health systems move into the community paramedic process, it would 

be beneficial for smaller community entities to have the ability to offer such services as well.  To 

do this, State statute would need to be modified to allow the Virginia Office of EMS to have the 

oversight ability to create new training and certification processes, protocols, rules, and 

regulations.  This may include a partnership with the existing State home health oversight board.  

The skill set and scope of practice for the Community Paramedic will need to be clearly defined 

and educational requirements for such certification to be outlined.  A nationally recognized 

paramedic training and certification board, the Board for Critical Care Transport Certification 
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(BCCTC) have created a community paramedic curriculum and certification exam that can be 

used as a template for initiating a State-level program.   

 Local Level.  Local EMS programs will need to educate the public on the role of the 

community paramedic to ensure appropriate utilization of services.  For increased safety and 

cohesiveness, it is highly recommended that any local level service develop a partnership with 

the regions primary health system.  Partnerships with the local health system can offer required 

physician medical direction oversight, access to electronic medical records, and a seamless 

transition of services to defragment existing systems.  The community paramedic, partnered with 

the regional health system, can be the solution to gaps in health care that have previously been 

difficult to fill.  It will be beneficial to determine the potential financial impact on rural physician 

practices while making every attempt to minimize any negative impact that could threaten their 

existence.   

 Funding.  Funding for a community paramedic program with the State’s current 

dynamics will be difficult.  It will require either grant funding, private health insurance contracts, 

or financial support through a larger health system serving the region.  Regardless of the way a 

program is created, from the beginning, there must be a forward movement to develop incentives 

for EMS agencies to modify their service delivery models to offer care for patients not being 

transported to an ED.  Additionally, efforts should be made to obtain reimbursement for services 

delivered eventually.  For a program to be successful long term, it must not only show improved 

healthcare outcomes and cost savings but must also be financially self-sustaining.  EMS agencies 

should be reimbursed for treatments on site in the home and treatment to alternative care 

environments while expanding the current fee for service model, or integrate pre-hospital EMS 
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into a shared savings model through an Accountable Care Organization, such as done by Central 

Health.   

Limitations  

Through research on the state and local level, accompanied with the health system and 

regional leadership interviews, a reasonable conclusion can be made for the next steps in creating 

a program that would be self-sustaining.  Specifically, to the reduction of ED 72-hour returns, the 

limited number of study participants restricts this studies ability to offer any analysis to identify 

effectiveness, as it was not intended to do so.  However, through the processes of identifying, 

interviewing and exploring the roles of key players within the system, feasibility for the 

establishment of a community paramedic program can be assumed.  This assumption is based on 

the development of a broader scope of community paramedic role in the overall healthcare 

process without a specific focus on the reduction of ED 72-hour returns.  ED return reduction 

would be one of the many potential benefits of the program.   

The Logic Model offered a flexible framework to guide changing dynamics within the 

project.  Future investigations into the CP process should include a more in depth look at the 

Lean Six Sigma methodology which would explore roles and insights of key individuals within 

the process while summarizing their input to create a streamlined proposal.   

Discussion 

Nursing Practice Implications 

 This project was dedicated to the overall improvement of the quality of care, compliance, 

and utilization of healthcare resources, all fundamental principles for leadership as a Doctor of 

Nursing Practice.  The project underscored collaboration with nursing and a multitude of other 

healthcare professionals while not only have the potential for reducing Emergency Department 
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returns but allowed the potential for information sharing across specialties including EMS, 

nursing, discharge planners, and medical providers.  This project highlights nursing leadership in 

its reaches to the overall success of the healthcare system as a whole.  

Products of the DNP Project 

 The products of this feasibility study offer practical insight into the potential of 

supporting a Community Paramedic position in a critical access community while offering 

patient follow up to reduce 72-hour ED return visits.  This initiative can have implications of 

improving clinical compliance, patient satisfaction while reducing overall costs. The final report 

of this project has the potential for submission for publication to the Journal of Rural Health, the 

Journal of Emergency Medical Services, and to the Emergency Medicine journal.  

Conclusion and Next Steps 

The qualitative data collected during this study concludes that a community paramedic 

program, in a broader sense of healthcare delivery, is feasible and could help fill current gaps in 

care for high risk ED discharge patients.  As a result of this study, numerous conversations and 

relationships were developed at the local and State level, attracting interest from a non-profit 

organization with desire to fund the development of a rural community healthcare worker 

program. A committee of stakeholders has been organized and is actively planning for 

development of a home health initiative with the financial backing of a non-profit grant-making 

organization.  Currently, the grant organization funds a full-time social worker position for a 

rural county in the area and wishes to expand this to a healthcare delivery process at home.  

Conversations are in place to involve the local health system in hopes that they become a leader 

for the project, offering oversight and human resource guidance, while the financial risk is 
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absorbed by the funding grant organization.  Additionally, the program can be funded as a 

Quality Improvement initiative, thus not requiring consent as a research study. 

Further research is needed to understand the implications of a community paramedic 

process in the rural health setting.  Existing data is primarily surrounded urban communities with 

a minimal focus on ED 72-hour return rates.  However, the limited data that does exist shows 

promise to the potential impact for community paramedicine in a broader sense of healthcare 

quality.  With grant funding, limiting the financial risk for health systems guidance, a pilot 

community paramedic program can offer the prime opportunity for outcomes research in a rural 

setting.  With simultaneous efforts at the legislative level, the ability to expand EMS 

reimbursements for such services can help ensure the continuation of the program for years to 

come.  

 The role of the DNP Advanced Practice Registered Nurse and Clinical Nurse Leader, 

uniquely qualified to assess system opportunities for improvement, promote interprofessional 

collaboration, maximize appropriate use of existing resources, and navigation of health systems, 

offer excellent leadership directives to champion improvements. 
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Table 1 

Summaries of Articles on Lack of Knowledge in Community Paramedicine (n = 4) 

Author, Year, and 

Overall Design 

Subjects & Setting/ Period of 

Data collection 

Outcomes based on stated aims Limitations 

Bennett et al., 2017 

 

A pre/posttest with a 

comparison group 

Abbeville, SC 

Univ. S. Carolina  

 

Jan 2011 to Aug 2015 

 

193 patients (68 enrollees, 125 

comparison) 

 

Subjects eligible if visited ED 

more than 2 times in a 1 month 

period. 

 

Recruited from local ED, 

primary care office and free 

clinic. 

 

Required to have 1 chronic 

disease. 

 

Utilized BOOST screening.  

Better Outcomes by Optimizing 

Safe Transitions.  8P screening 

tool: medications, 

psychological, primary 

diagnosis, physical limitations, 

health literacy, support, prior 

hospitalizations, and palliative 

care. 

 

Satisfaction interviews on exit. 

58.7% decrease in ER usage, 

68.8% decrease in inpatient stays. 

the comparison group increased 

ED visits by 4.0% and inpatient 

visits by 187.5%. 

 

Those with HTN, had average 

systolic decrease of 7.2 mmHg (P < 

.0001) 

 

Those with DM, had lower BG 

levels by 33.7 mmol/L (P = .0013) 

 

Goals to address social 

determinants of health, reduce 

system fragmentation, have a 

biophysical approach, promote 

adherence, increase EMS 

utilization. 

Recruitment of 

participants seemed 

complicated and unclear 

 

Tangherlini et al., 

2016 

 

Pilot Study 

 

18 month timeframe 

San Francisco Fire Dept 

Reduction in ambulance use for 

high users 

 

ED diversion rates decreased 

 

Utilization of 911 system dropped 

8.6% 

Study ended early due to 

budget collapse 

Jensen, Dunford, 

2013 

San Diego  

 

Frequent users of 911 identified 

EMS encounters decreased by 

38%, charges decreased by 32%, 

ED visits by 28%. 

Inner city population, not 

rural community based.   
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and contacted for study. 

 

51 participants over 31 months 

 

Savings of $314,000. 

Study remains in review 

due to importance of 

financial impact findings 

Omera et al., 2015 

 

Ethnographic case 

study 

Renfrew County, Ontario 

 

direct observation of practice, 

informal discussions, interviews 

and focus groups  

 

four researchers during the 

summers of 2012 and 2013 

 

34 semi-structured interviews 

Opportunity exists for the 

“community paramedic” to have a 

high impact on areas of need with 

the homebound population 

 

Observational ethnographic 

approach to describe and analyse a 

CP program in rural Canada 

 

Discussed RESPIGHT community 

paramedicine model of care (not 

applicable in this analysis) 

Canadian 

 

Qualitative  
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Table 2 

Summaries of Additional Supporting Literature on Community Paramedicine (n = 7) 

Author, Year and  

Type of document 

Summary of relevant material 

 

Valley Health System Total population of PMH service area in 2015 was 112,084, with a 

projected 7.4% increase by the year 2020.   

 

Page Memorial Hospital had 94.8% of inpatient discharges and 90.3% of 

ED visits originated from the four county community and  2.8% of 

inpatient discharges were from outside of the community.   

 

In 2014, the community population reports that 7.8% of population are 

65+ and 93.5% White 

 

The counties in the PMH community ranked in the bottom half of all 

counties in Virginia on “access to care” in the County Health Rankings. 

 

Codino, 2016 

 

University of Washington 

 

Systematic literature review of 8 community paramedic programs 

 

All reported improved health outcomes or anecdotal evidence of positive 

community impact.    

Rawal, 2016 

 

Literature Review 

ACA contributed to hospitals filled to capacity 

 

Higher demand for home-health nurses 

 

Overcrowding ED’s 

American Academy of Orthopaedic 

Surgeons, 2017 

 

Curriculum Outline 

 

Overview of community paramedic curriculum 

 

Weak content to the extent beyond normal paramedic care  

   

Flomenbaum, 2017 

 

Journal Article 

EMS historically a very expensive, high fixed costs 

 

Financial strain on agencies, seeking additional sources of financial 

support  

 

optimizing the use of personnel, assets, and skill  
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Munjal, Carr, 2013 

 

Journal Article 

little consideration has been given to how fee-for-service reimbursement 

in out-of-hospital care limits the ability of emergency medical services 

(EMS) to provide more patient-centered care and reduce downstream 

health care cost 

 

7% and 34% of Medicare patients transported by ambulance to an 

emergency department could have been safely treated in an alternate 

environment 

 

Medicare provides no reimbursement for out-of-hospital care unless the 

patient is transported to an ED 

 

perceived incentive for agencies to transport patients to the ED, event if 

it is not warranted or requested, despite more cost effective alternative 

Smith-Houskamp et al, 2017 

 

Journal Article  

role of community paramedicine is fairly new, defined to address local 

problems while utilizing local resources of other health care and social 

service entities 
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Figure 1. Community Paramedic Intervention Logic Model  
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Figure 2. Literature Search Procedure. 
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Figure 3.  BOOST 8P’s Screening Tool.  Reprinted from Society of Hospital Medicine. 2018, 

Retrieved from https://www.hospitalmedicine.org/globalassets/clinical-topics/clinical-

pdf/8ps_riskassess-1.pdf.  Copyright 2017 by The Society of Hospital Medicine. Reprinted with 

permission. 

  

https://www.hospitalmedicine.org/globalassets/clinical-topics/clinical-pdf/8ps_riskassess-1.pdf
https://www.hospitalmedicine.org/globalassets/clinical-topics/clinical-pdf/8ps_riskassess-1.pdf
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Appendix A 

Community Paramedic Curriculum Outline 
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Community Paramedic Curriculum Outline.  Reprinted from The Community Paramedic Board.  

Retrieved from http://communityparamedic.org/Portals/CP/Documents/CP-

C%20DCO%202016%20for%20public%20release.pdf?ver=2016-01-04-155410-000.  Copyright 

2016 by The Board for Critical Care Transport Certification.  Reprinted with permission.  

  

http://communityparamedic.org/Portals/CP/Documents/CP-C%20DCO%202016%20for%20public%20release.pdf?ver=2016-01-04-155410-000
http://communityparamedic.org/Portals/CP/Documents/CP-C%20DCO%202016%20for%20public%20release.pdf?ver=2016-01-04-155410-000
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Appendix B 

COMMUNITY PARAMEDIC PATIENT SATISFACTION SURVEY 

  

YOUR VISIT WITH THE CP:    

EXCELLENT(5)   VERY GOOD(4)     GOOD(3)     FAIR(2)      POOR(1) 

 

1. Willingness to listen carefully to you                           5       4       3       2       1  

  

2. Taking time to answer your questions                          5       4       3       2       1   

  

3. Amount of time spent with you                                    5       4       3       2       1   

  

4. Explaining things in a way you could understand          5       4       3   2       1   

                                                                                       

5. Instructions regarding medication                                5       4       3       2       1 

  

6. Instructions regarding follow-up care                          5       4       3       2       1   

  

7. Advice given to you on ways to stay healthy               5       4       3       2       1  

          

WOULD YOU RECOMMEND THE SERVICE TO OTHERS?        Yes       No  

  

PLEASE EXPLAIN FURTHER WHY: 

_______________________________________________________________________ 

______________________________________________________________________________

_________________________________________________________________________ 

  

IF THERE IS ANY WAY WE CAN IMPROVE OUR SERVICES TO YOU, PLEASE 

TELL US ABOUT IT: 

______________________________________________________________________________

__________________________________________________________________________ 

____________________________________________________________________________ 
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Appendix C 

Letters of Support 
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Appendix D 

Information Flyer 
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Appendix E 

Consent Form 

Participant’s Name______________________________  

  

  

RESEARCH CONSENT FORM 

--CONSENT TO PARTICIPATE IN A RESEARCH STUDY-- 

  

What is this study about? 

Students at the University of Virginia in the United States are trying to learn more about the 

feasibility of a Community Paramedic home visit for the reduction of Emergency Department 

72-hour return visits.  This is called a research study.  

  

The reason to do this research study is improve healthcare processes. 

  

You are asked to be in this research study because you meet the criteria suggested to the 

Emergency Department Provider taking care of you today. 

  

The researcher in charge of this study is Matthew Payne and Dr. Kathryn Reid at The 

University of Virginia School of Nursing. 

  

This study will take place at Page Memorial Hospital in Luray, Virginia and will last for four 

weeks.  However, your participation in this study will only require one home-visit, lasting 

approximately 45 minutes within 24 hours of your discharge from the Emergency Department. 

  

What will happen during the study? 

The procedure of this study will include a paramedic trained in community health, to visit with 

you at your home, or other location of your choice, to evaluate your care after discharge from 

the Emergency Department.  The paramedic will ask you questions regarding your Emergency 

Department visit and answer any questions you have regarding diagnosis, medications, and 

treatment plan.  If there are additional resources needed for your care, the paramedic can help 

obtain those for you through the hospital. If you require additional information regarding your 

care that the paramedic can not provide, additional resources will be sought through the 

hospital as well. 
 
VH IRB File #:  20180908  
WMC Version 1 dated 09/05/18 
UVA Study Tracking #21046 
Approved on:  __09/26/2018______ 
 
Expires on:  ___09/26/2019_______ 
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Could the research hurt me? 

Sometimes things happen to people in research studies that may hurt them or make them feel 

bad.  These are called risks.  The risks of this study are minimal to none.  Any changes in your 

plan of care will be made by your primary care physician or the Emergency Department 

physician on call for that day. 

  

Could the research help me? 

People also might have good things happen to them because they are in research studies.  

These are called benefits.  The benefits to you of being in this study might be understanding 

your diagnosis and care plan more clearly, and you helping obtain additional healthcare 

services at home. 

  

The benefits of this research to your community might be an improved understanding of the 

effects of a paramedic follow up to reduce unnecessary Emergency Department returns, and 

improving the way hospitals provide patient-centered care. 

  

The doctor and/or the researcher will inform you of any relevant information found from the 

conduct of this study that is important to your personal medical care or situation. 

  

How will my privacy be protected?   

Study records that identify you will be kept confidential as required by United States privacy 

regulations.  You agree to allow Page Memorial Hospital, Researcher Matthew Payne and their 

staff (researchers associated with their staffs and the University of Virginia) to use and disclose 

health information about you to conduct this study.  These individuals, or the University of 

Virginia on their behalf, may also release your medical records, the consent form associated 

with this study, this authorization and the information about you created by this study to the 

Researcher Matthew Payne or their designates.  In addition, the information created about you 

may be shared with other institutions doing this study.  Other persons who may have access to 

your records include groups such as data and safety monitoring boards which oversee the 

safety of a study including accrediting agencies, United States federal, state and local agencies 

having oversight over this research, for example, the United States Department of Health and 

Human Services (DHHS); and the University of Virginia Research Compliance staff and 

Institutional Review Board (IRB) members or designates. 

  
VH IRB File #:  20180908 
WMC Version 1 dated 09/05/18 
UVA Study Tracking #21046 
Approved on:  __09/26/2018______ 
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Expires on:  ___09/26/2019_______ 
If you sign this form, you have given us permission to release information to these other 

people.  There is no expiration date to this permission.  If you decided to withdraw your 

permission and end this agreement to release the information collected about you, please 

contact Researcher Matthew Payne at (804) 641-9462, mpp3c@virginia.edu.  He will help you 

document in writing your decision to withdraw this permission.  Please note that any 

information already obtained will continue to be used. 

  

Your participation in this research study is voluntary.  However, you will not be allowed to 

participate in this research if you do not sign this form. 

  

Do I have to participate? 

You do not have to be in this study if you do not want to.  This means your participation is 

voluntary. 

It is up to you to decide whether or not being in the study is in your best interest.  

You can also stop participating in this study at any time.  Any information gathered about you 

before you decide to stop this study will continue to be used.  If you decide to stop, no one will 

be angry or upset with you.   No one will treat you differently if you decide not to be in this 

study. 

  

Who can I contact with questions about this study? 
  

Matthew Payne, Researcher 

Email:  mpp3c@virignia.edu 

Cell:  (804) 641-9462 

 

Signatures 

Please ask as many questions as you need to make sure you understand the study before you 

sign this form. Signing this document means that the research study, including the above 

information, has been explained to you, and that you voluntarily agree to participate. 

  
 
 
VH IRB File #:  20180908 
WMC Version 1 dated 09/05/18 
UVA Study Tracking #21046 
Approved on:  __09/26/2018______ 
 
Expires on:  ___09/26/2019_______ 
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Consent From Adult 

  

______________________ 

PARTICIPANT 

(SIGNATURE) 

  ________________________ 

PARTICIPANT 

(PRINT) 

  _______ 

DATE 

    

To be completed by participant if 18 years of age or older. 

  

If an interpreter is involved in the consent process because the potential subject does not 

speak English well or at all, the participant should NOT sign on the line above – leave this line 

blank.  Instead, the participant should sign the Short Form written in the language they can 

understand. 

  

Consent From Impartial Witness 

If this consent form is read to the subject because the subject is blind or illiterate, an 

impartial witness not affiliated with the research or study doctor must be present for the 

consenting process and sign the following statement.  The subject may place an X on the 

Participant Signature line above. 

  

I agree the information in this informed consent form was presented orally in my presence to 

the subject and the subject had the opportunity to ask any questions he/she had about the 

study.   I also agree that the subject freely gave their informed consent to participate in this 

trial. 

  

  

_______________________________ 

IMPARTIAL WITNESS 

(SIGNATURE) 

  _____________________________ 

IMPARTIAL WITNESS 

(PRINT) 

  ________ 

DATE 

  
 
 
VH IRB File #:  20180908 
WMC Version 1 dated 09/05/18 
UVA Study Tracking #21046 
Approved on:  __09/26/2018______ 
 
Expires on:  ___09/26/2019_______ 
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Person Obtaining Consent 

By signing below you confirm that you have fully explained this study to the potential subject, 

allowed them time to read the consent or have the consent read to them, and have answered 

all their questions. 

  

_______________________________ 

PERSON OBTAINING CONSENT 

(SIGNATURE) 

  _____________________________ 

PERSON OBTAINING CONSENT 

(PRINT) 

  ________ 

DATE 

 

 

VH IRB File #:  20180908 
WMC Version 1 dated 09/05/18 
UVA Study Tracking #21046 
Approved on:  __09/26/2018______ 
 
Expires on:  ___09/26/2019_______  
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Appendix F 

 

 

Definition of Terms 

Community Paramedicine: One or more services provided by Emergency Medical 

Services (EMS) agencies and practitioners that are administratively or clinically integrated with 

other healthcare entities. 

Mobile Integrated Healthcare - Community Paramedic (MIH-CP): Care provided by 

an array of healthcare entities and practitioners that are administratively or clinically integrated 

with EMS agencies. 

○ MIH-CP may include, but not be limited to, services such as: 

■ Increasing access to care in underserved areas 

■ Providing telephone advice to 9-1-1 callers without requisite dispatch of 

response units 

■ Using community paramedics or other specially trained EMS practitioners 

for the management of patients who utilize the system with high 

frequency, patients who are at high risk for hospital readmission, for 

monitoring patient compliance and achievement of prescribed patient 

outcomes in their discharge plans, advocating for healthy choices and 

preventive care, and encouraging post-hospital discharge follow-up visits. 

■ Transport or referral of patients to a broad spectrum of appropriate 

healthcare resources, not limited to only hospital ED’s. (NAEMT et al, 

2016) 

Unplanned Return to ER w/in 72-Hrs – Rate %:  Percentage of patients that returned 

to the ER within 72-hours.  

https://paperpile.com/c/IyP2gG/LqK6o
https://paperpile.com/c/IyP2gG/LqK6o
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BOOST 8 P’s:  A screening tool developed by the Society of Hospital Medicine, the 

Better Outcomes by Optimizing Safe Transitions (BOOST) covering evaluation of eight themes: 

medications, psychological, primary diagnosis, physical limitations, health literacy, support, 

prior hospitalizations, and palliative care. 

Health Professional Shortage Area (HPSA):  A region which meets the HSRA shortage 

designation criteria as having a shortage of primary medical care, dental or mental health 

providers.  These regions may be urban or rural, a specific population group, or may be 

identified as a specific medical facility. An HPSA, also known as Medically Underserved Areas 

(MUA’s), may also be a whole county, or census tracts meeting criteria.  These areas usually 

include groups of people who face economic, cultural or linguistic barriers to healthcare (Peters 

et al., 2009). 

  

https://paperpile.com/c/IyP2gG/fN3Mj
https://paperpile.com/c/IyP2gG/fN3Mj
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Appendix G 

Rappahannock County Virginia Needs Assessment, January 2019 

Authored by:  Rappahannock Benevolent Fund Rural Health Committee 

Introduction 
It is well known from surveys and newspaper articles that the people of Rappahannock love their 
county.  Because we live in a rural setting, we are resilient, self-sufficient, and independent in nature.  In 
general, the current demographics indicate the people of the county are older with a larger population 
of people in need compared to the counties that surround us.  Community Health Needs Assessment 
Surveys have documented that access to healthcare is one area that needs improvement.  This 
document was put together to identify the people that reside in Rappahannock County as well as the 
specific healthcare needs and resources that are currently available.  The data contained within come 
from statistical analyses obtained online from Community Health Needs Assessment Surveys, 
newspaper articles published either online or in print in Rapp News, some of which were provided by 
the Foothills Forum, Government agencies, and face to face interviews or phone calls.    The purpose of 
this document is to evaluate the need/desire for a community paramedic/nurse to assist with home 
health care.  
 
Geography: 
Rappahannock County, located in the Commonwealth of Virginia, is 
266 square miles.  The County is part of the Northern Piedmont 
Region of the Commonwealth and is considered to be part of the 
Washington DC metropolitan area. Rappahannock is surrounded by 
Warren County to the Northwest, Fauquier County to the Northeast, 
Culpeper County to the Southeast, Madison County to the Southwest 
and Page County to the West.  
   
Demographics: 
The population of Rappahannock County is 73881 with a population 
density of 28 people per square mile.   The community is generally older with a median age of 49.1 
years.1  The median age in Rappahannock is  significantly older than  the median age in Culpeper County, 
38.9 years, or median age in Fauquier County, 41.6 years.1  The age breakdown of the population within 
the County is:  23.4% 65 years of age and older, 38%  40-64 years of age, 17.6% are 22-29 years of age, 
18.4% are 0-17 years of age and 2.58% are 18-21 years of age.1  Rappahannock County is not ethnically 
or racially diverse:  92.18% of the population are white, 4.19% are black, 3.47% are Hispanic with the 
remaining percentages being mixed (2.54%), Asian (0.65%), and other (0.26%). 1  
 
 
 
 
 
 
 
 
 
 

 

Figure 1. Map of Rappahannock County 
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There are 3247 households within Rappahannock County.  Of these households, 58.8 % are married, 
5.7% are single female households, 4.9% are single male households and 26.6% are single person (living 
alone) households.2  Non-family households, defined by households living with other people that are not 
family members, make up 4%.   Of those families with children, 77.5% are married, 10.3% are single 
Moms and 12.3% are single Dads.  20.4% of families with children contain children under the age of 18.2 
 
Socioeconomics:  Rappahannock County has one of the highest rates of income inequality in the United 
States, having the 64th highest rate among the entire 3064 jurisdictions (counties and county 
equivalents) .3     In comparison, Fauquier county ranked 857th and Culpeper County ranked 2750th.3  To 
further  illustrate this point, Rappahannock households in the top 1% income bracket earn 33x that of 
households in the bottom 1%.    Median household income is $58, 026 which is below the state median 
of $65,011 but is skewed given the wealthy sector of the county’s population.4 
 
Of the counties making up the Northern Piedmont Region (Fauquier, Culpeper and Rappahannock), 
Rappahannock County has the highest poverty rate at 9.2% (2016), although this is below the state 
poverty rate (11.4%).4  The poverty rate is higher for children (16%), racial minorities, and women.  
Standardized poverty levels determine eligibility for state and federal assistance, including Medicaid, 
Affordable Housing vouchers, Head Start, Supplemental Nutrition Assistance Program (SNAP), free and 
reduced lunch and weatherization assistance.   Public assistance benefits received in Rappahannock 
County were $4170, above both the state ($2980) and national ($3490) averages.4    It should be noted, 
Federal Poverty levels (FPL) are far below the living wage, meaning that individuals and families who live 
at the FPL but below a living wage may need assistance but are ineligible for safety net programs.  The 
United Way has labeled these individuals as “ALICE” (asset limited, income constrained, employed).  In 
2015,  32% of the people living below the poverty threshold in Rappahannock County were below the 
ALICE level while 52% was above the ALICE level.1 
  
The food insecurity rate for the total population of the county is 9%. Food insecurity is higher for 
children (19%), but even higher for children who are food insecure but ineligible for assistance (37%).  
SNAP is the primary means of supporting food insecure families and it is provided to 6% of 
Rappahannock households.  Only one grocery store in the county is authorized to accept SNAP benefits 
and there are no grocery stores accepting Women, Infants, and Children (WIC) benefits.    The 
percentage of students eligible for free and reduced lunches is another indicator of poverty and 
economic need.  According to the Virginia Department of Education, 22.95% of Rappahannock County 
High School students and 35.59% Rappahannock Elementary School students were eligible for the free 
lunch program during the 2017-2018 school year.5   
 
Community Health Needs: Community Health Needs Assessment (CHNA) surveys are performed to 
insure that hospital and public health agencies gather the necessary information to efficiently allocate 
resources to meet a given community’s health needs.    These needs assessment surveys, conducted 
every three years, and the associated implementation strategies to address these needs are required of 
tax-exempt hospitals as a result of the Patient Protection and Affordable Care Act. The Virginia Hospital 
& Healthcare Association in collaboration with the Virginia Health Care Foundation conducted a survey 
of the data obtained in 73 CHNAs performed in the Commonwealth of Virginia to identify the five most 
frequently reported health issues and critical service gaps.6   The top five leading health issues were 

Figure 2 Age distribution of Rappahannock County Figure 3 Race/Ethnic Distribution of Rappahannock 

County 
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obesity, behavioral health concerns, heart disease, diabetes and substance abuse.  The top 5 service 
gaps were Behavioral Health, Health education, promotion and preventive services, health care 
coverage, aging services, and oral health.  In this survey, many CHNAs identified gaps in the local health 
care workforce.  The shortages most frequently cited were behavioral health (85%), primary care (85%) 
specialty physicians (75%) and dentists (67%).6 
 
The 2016 CHNA for Warren Memorial Hospital (performed on the counties of Warren, Shenandoah, 
Page, and Rappahannock)7 and the 2017 CHNA for Fauquier Hospital (Fauquier and Rappahannock) 8 
indicated similar needs.  Most recently, the 2018 County Health Rankings & RoadMaps Program9, an 
annual report put out by the Robert Wood Johnson Foundation and the University of Wisconsin 
Population Health Institutes ranked Rappahannock County 110th out of the 133 counties in the 
Commonwealth of Virginia for Clinical Care.  This ranking reflects access to doctors, dentists and mental 
health professionals.  It also takes into consideration the number of people without health insurance.   It 
is not surprising that the Health Resources and Services Administration (HRSA), a federal agency that 
designates communities as Medically Underserved Areas (MUA) and Health Professional Shortage Areas 
(HPSA), have identified Rappahannock County as a MUA (initially designated in 1978 with latest update 
in 2016) and as a geographic HPSA in primary care (designated in 12/29/2017) and mental health 
(designated in 2012 with latest update 10/28/2017).10  
 
Rappahannock County Healthcare Resources (See Appendix: Table 1 for Summary) 
Primary Care: There are currently three primary care physicians that reside in the county.  Dr. John 
McCue sees patients 3-4 days a week.  Dr. Brooke Miller at the Valley Health Clinic sees patients 6 times 
a month.  The Valley Health Clinic also employs a Nurse Practitioner, Ann Miller, who sees patients 4 
days a week.  Together the Valley Health Clinic sees approximately 175-200 patients a month, with most 
of these patients residing in Rappahannock County.   As of May 2018, the Valley Health Clinic has 
available the telemedicine program RevUp, a service available to Medicare patients who have 2 chronic 
conditions.11  Patients enrolled in this program have contact with a nurse navigator once a month to see 
how a patient is doing with their treatment plan.  To date, only 10% of eligible patients have signed up 
for this service.11  The third primary care physician in the county is Dr. Christopher Nagle.  Dr. Nagle has 
his practice, Wilderness Medicine, in the Mountainside Physical Therapy Building.  Currently, he is not 
open for primary care services, but has plans to do so in the near future.  He is a preventive medicine 
physician who’s specialty is Public Health and Preventive Medicine.  He currently does not accept 
Medicare and some private insurers.11   The most recent addition to the primary care doctors caring for 
people in the county is Dr. William Simpson.  Dr Simpson recently created “Doc at your Door” a service 
that provides acute, chronic and preventive mobile care in Rappahannock, Fauquier and surrounding 
counties.12  He is based in Warrenton, has no office, and works from his car.  He does not take insurance 
and patients only pay for the actual time he spends with them. 
 
Other Health Care Services: Other sources for health care in the county include the Rappahannock 
County Public Health Department and the Fauquier Free Clinic.  The Rappahannock County Public Health 
Department provides nutritional counseling for Women, Infant and Children (WIC) mothers, 
immunizations, family planning assistance, sexually transmitted disease (STD) screenings, and nursing 
home screenings to support the Rappahannock County Department of Social Services.  A nurse is 
present 2 days a week.  Costs for the health care provided are dependent on income.  It should be noted 
that the Public Health Department does not provide chronic illness follow-up care or home visits for 
elder care.   Current patient workload according to Ruth Partlow, nurse at the Rappahannock County 
Public Health Department is:  12-16 people per month for WIC services and car seat safety education, 6 
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people per month for family planning, the majority of which are women, and 3 people/month  both for 
sexually transmitted disease investigation and nursing home pre-screening.      
 
The Fauquier Free Clinic helps people who cannot afford health insurance or health care.  Requirements 
for service include proof of residency, meeting the household income requirements, and confirmation of 
Medicaid coverage.    A total of 2000 patients are seen at all locations of the Fauquier Free clinic, of 
these XXXX are seen in the Rappahannock county site.   The Rappahannock Clinic for the Fauquier Free 
clinic provides only medical care to the community and is open the 3rd Wednesday evening of each 
month.  The doors of the clinic open at 5pm for walk-ins and no appointment is required.  The Free Clinic 
provides preventive screenings, lab work, flu shots, medications, referrals, follow-up care for hospital 
visits and sick visits.  It does not provide immunizations, HIV and STD testing, pregnancy testing, TB 
testing or maternity and prenatal care. 
 
Emergency Medical Services: Rappahannock County relies solely on volunteers to respond to 
emergencies.  There are seven fire and rescue companies within the county: Washington, Amissville, 
Castleton, Chester Gap, Sperryville (fire) Sperryville (rescue) and Flint Hill.  At the end of 2017, there 
were a total of 220 volunteers.  These volunteers responded to 1217 calls (Jan-Nov 2018) consisting of 
282 fire, 280 advanced life support, and 655 basic life support.13   The demographic makeup of the fire 
and rescue volunteers reflects the county’s demographics:  25% are older than 60 years of age and 46% 
are at least 50 years of age. Concerns have been raised regarding the rising age of these volunteers and 
the inadequate number of young volunteer firefighters due to the low number of young people in the 
county as well as the lack of employment opportunities to keep them in the county.14,,15  To insure that 
the quality of emergency services remains high, the county instituted the following guidelines.  Fire and 
rescue must:  1)respond to a call within 8 minutes 90% of the time;2) be at the scene within 25 minutes 
and 3) be able to respond to 2 emergency events in the county and administer first aid and medical 
transport to the hospital.12   It should be noted, response report times for the first six months of 2018, 
indicate the  county’s fire and rescue companies respond to a scene within 24 minutes 99% of the time 
suggesting for now, these companies are providing exceptional service to the community.14 

 
Transportation:   Many medical services for county residents can be obtained out of the county.  In 
these instances, transportation can often be an issue.   Transportation services in the county depend on 
small networks of volunteer drivers.  The Rappahannock Senior Center schedules drivers for county 
residents that are 60+ years of age: RappMedRides are used to transport individuals to doctor 
appointments and medical treatments; RappRides are used for shopping trips.16   From January to  
November of 2018, there were 144 requests for rides, of which 108 were for RappMed Rides.  In 
addition to the Rappahannock Senior Center, The Foothills Area Mobility Center (FAMS), based in 
Culpeper, operates a call center that helps finds rides for people in a 5 county area, which includes 
Rappahannock County.  Rappahannock County had 174 ride requests in 2017 and 266 ride requests until 
October 2018 from FAMS.16   VolTran provides free transportation services to Fauquier, Rappahannock 
and North Culpeper counties.  They provide services for the elderly (60+ years), legally bind (any age), 
wheelchair bound (any age), disabled (any age), and others in serious need for medical appointments 
and social needs.   Last year, VolTran had 579 requests as of October, of which 116 (20%) originated 
from Rappahannock county.16  Most of the ride requests were for medical purposes.  They are open 
Monday through Friday from 9am to 3pm.  A 2 day notice is required for normal transport services, a 5 
day notice is required for a handicap van.  Unfortunately, 1 in 5 requests are not met due to the lack of 
volunteer drivers.  The Rappahannock Rapidan Community Services in Culpeper provides transportation 
services for the elderly and disabled individuals in Culpeper, Fauquier, Madison, Orange and 
Rappahannock Counties.  Transportation is provided to individuals to and from rehabilitation programs, 
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out-patient services, nutrition programs and other services operated by Rappahannock Rapidan Social 
Services and private providers.   Rapp at Home, a member-volunteer “community village” organization 
provides rides to members for doctor visits, therapy, shopping, and social events using volunteer drivers.  
They have a comprehensive data base for other transportation options available to their members.  A 3 
day notice for transportation services is required. 
 
Hospitals: There are no hospitals within the county.  Individuals who require hospital services need to 
travel a significant distance to nearby hospitals located in adjacent counties.  These include Warren 
Memorial Hospital in Front Royal, Fauquier Health in Warrenton, Novant/UVA/Culpeper Regional 
Hospital in Culpeper and Page Memorial Hospital in Luray.   
 
Pharmacies Urgent Care Centers, Mental Health Clinics: The county has no pharmacy, urgent care 
center or Mental Health Clinic.    The lack of a local pharmacy is a major problem for those who need 
medications for their health.  This has lead to the Valley Health Clinic to consider putting in a limited 
pharmacy. 
   
Dentists: There are 2 dentists in the county.  Dr. Stella Liong operates a dental clinic in Flint Hill which is 
open from 11:30am to 5pm every weekday but Wednesday.  A second dental clinic is run by Basiony 
Hagar in Washington, but is only open one day a week, Friday, from 9am to 2pm.  
 
Physical Therapy:  Physical Therapy services can be found in the Mountainside Physical Therapy 
building.  Mountainside Physical Therapy sees approximately 500 patients a month, but could see more 
if additional certified physical therapists could be found.11  
 
Adult Medical Education: Rapp U is a nonprofit adult education and training school located in 
Sperryville.  They have courses leading to certification as a nurse’s aid, home healthcare aid or medical 
assistant.  In the last two years, there have been 52 people that have enrolled in these programs.11  
However, the number of enrollees that complete the course, obtain the certification, and remain in the 
county to work is currently unknown.    In addition to Rapp U, 14  Rappahannock High School students 
have taken nurses aide certification classes at the high school.  
  
Home Health Care: There are no home health care agencies based in the county.  Care Perfections is 
based in Warrenton and can provide education and instruction for a family care provider.  Open Home 
Care is based in Culpeper.  Home Instead is private paid service based out of Winchester, Virginia.  Rapid 
Home is a friendly visitor program that provides companionship only. 
 
Resources to Identify and Aid Individuals in need (See Appendix, Table 2 for Summary):   
Department of Social Services: The Department of Social Services (DSS) is responsible for administering 
federal, state and local public assistance and social work service programs.  These services include fuel 
and energy assistance, Virginia Initiative for Employment, adult and child protective services as well as 
medical assistance (Medicaid), medical needs after hospital discharge, and assessments for the need of 
nursing home level of care.  Referrals to DSS can come from the local Fire and Rescue Squads, the 
Rappahannock Food Pantry, the Rappahannock Senior Center, the Benevolent Fund, the Public School 
System, faith based organizations, the Public Health Department, as well as the nearby hospitals. 
 
Recent changes in Medicaid eligibility have increased the number of people eligible for this health 
insurance.  It is estimated that 300-400 additional Rappahannock residents will now be eligible for 
coverage.11   Individuals who have Medicaid and who have seen a doctor are covered for physical 
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therapy, occupational therapy and nursing assessments for a period of 30 days. Extensions are given 
based on need and assessment.   Unfortunately, many individuals identified by DSS for health care 
needs often do not have Medicaid and need to apply for this social service benefit.  According to Joseph 
Kimpflen, Family Services specialist at the Rappahannock DSS, this is approximately 1 of every 4 calls.  
Once identified, these individuals often need assistance filling out the application due to physical (sight 
and hearing) or mental limitations and require follow-ups to ensure that all of the paperwork has been 
completed, submitted, and verified to minimize denials.  Unfortunately, health care services are urgently 
needed for these individuals during the transition period from applying to Medicaid to Medicaid 
approval, a period of approximately 45 days.  During that time period, the health care status of these 
individuals must be checked on a day to day basis.  Once Medicaid has been approved, advocates are 
needed to ensure that the care provided is adequate to the health care needs of the patient.  
 
Existing staffing at DSS is not adequate to insure that all individuals that need assistance will receive 
attention and care in a timely manner.  For instance, Joseph Kimpflen has a caseload of 30 
people/month.   90% of home visits performed by DSS are dependent on need.  50% of these home 
visits identify an urgent need that must be addressed.  70% of the urgent needs identified address:  the 
care given in the home, unreliable home health care visits, problems with heating or electricity, 
substandard housing, or need for a new doctor and medication refills.  Only 1 of every 15-20 calls come 
from individuals with no change in status.  Another unmet need is to identify those individuals that need 
help but do not make contact with DSS. This is difficult since 40% of the people reside in villages, while 
60% live in the county’s often remote outskirts. 
 
Rappahannock Food Pantry:  The Rappahannock Food Pantry is a volunteer non-profit organization 
which assists Rappahannock County residents who are in need of food and other related services. Need 
is based on household size, income, the amount of other assistance received, and housing expenses. 
The Food Pantry provides fresh fruit and vegetables, canned and non-perishable foods, deli items, 
breads and baked goods, frozen food and pet food. Food donations are received from local donors 
(farmers, orchardists, and gardeners), the U.S. Department of Agriculture, Regional supermarkets and 
other retail outlets.  They are open three days a week:  Tuesdays and Thursdays 9:00am-11:30am (food 
drop off), 12:00pm (noon)-4:00pm (food pick up) and Saturdays 9:00am-10:00am (food drop off) and 
10am-2pm (food pick up). 
 
The Benevolent Fund: The Benevolent Fund was started in 2008 by three local churches, the 
Department of Social Services with assistance of the William and Mary Grieve Foundation.   The Fund 
provides assistance to Rappahannock County individuals and families facing emergency situations for 
whom there is no public assistance available.  In 2018, the fund assisted 150 local families with 190 
grants.  These included 88 for rent and utilities, 58 for housing, 30 for transportation, 10 miscellaneous, 
and 4 for children. Grant recipients are directed to financial counseling and are encouraged to volunteer 
for community service.   “Safe and Healthy Homes” is the newest initiative of the Benevolent Fund.  This 
new initiative assists county residents in home repairs to enable families and the elderly to remain in 
their homes.    In addition, with funding assistance from local churches, the Benevolent Fund provides a 
part-time Community Coordinator who works with the Rappahannock Benevolent Fund clients to 
identify services and behaviors that can help them improve their situations. The Benevolent Fund meets 
at noon the second Wednesday of the month at the Washington Baptist Church and is open to the 
public. 
 
The Rappahannock County Senior Center:  The Rappahannock County Senior Center provides a 
nutritious meal and fellowship for eligible seniors aged 60 and over.   Eligible seniors need to be active 
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and self sufficient or are present with a caregiver.  In addition, the Center offers a wide variety of 
opportunities that include the opportunity to socialize, meet new friends, participate in educational 
opportunities and wellness programs as well as enjoy interesting and fun activities.  Door to door 
transportation can be provided in most cases.  The Senior Center is open Monday through Thursday 
from 10:00am to 2:00pm.  
 
Medical Loan Closet: The Medical Loan closet is a Sperryville-based service which loans wheelchairs, 
walkers, crutches, canes, hospital beds, raised toilet seats and other medical equipment without charge 
to Rappahannock County residents.  According to Bud Corder, one volunteer and current president of 
the organization, the loan closet fills the needs for approximately 20-25 people per month, with its 
greatest need for hospital beds, bedside commodes, transport chairs and wheelchairs. 
 
Thrift Store: Firehouse Treasures is a thrift store that is manned by the Ladies Auxiliary of the 
Washington Fire and Rescue Squad.  The store provides clothing, shoes, and limited houseware items at 
minimal cost.  The store is open Tuesdays and Wednesdays from 10am to 5pm and Saturdays from 
10am to 1pm. 
 
Rapp at Home:   Rapp at Home is a member organization of seniors in Rappahannock County who form 
a “village” organization of members and volunteers dedicated to helping the county’s seniors stay in 
their homes as they age. Membership is open to individuals 50 years and older in Rappahannock and 
surrounding counties for a modest annual membership fee (reduced or free for those with financial 
need).  The organization coordinates and centralizes access to information, services and social activities.  
The organization contains a list of service professionals, social service agencies and organizations to 
provide assistance.  Volunteers help with jobs around the house, and provide rides to members to 
doctors and therapy visits, arrange prescriptions pick ups and provide respite for caregivers. Office hours 
are Monday through Thursday from 10:00am to 5:00pm and Fridays from 10:00am to 2:00pm.   
 
The Community Paramedic 
 The Community Paramedic is a new and evolving healthcare model that allows paramedics to assist 
with public health, primary healthcare and preventive services to underserved populations in the 
community.  This model has been seen as a way to address the needs of rural residents in a more 
efficient and productive way.  The Joint Committee on Rural Emergency Care has the following working 
definition of a community paramedic: “ a state licensed EMS professional that has completed an 
appropriate education program and has demonstrated competence in the provisions of health 
education, monitoring, and services beyond the role of the traditional emergency care and transport 
and in conjunction with medical direction”.  In this model of healthcare, the specific roles and services 
are determined by community health needs in collaboration with public health and medical direction.  
Common roles include: 
 

• Providing and connecting patients to primary care services 

• Completing post-hospital follow-up care 

• Integration with local public health agencies, home health agencies, health systems and other 
providers 

• Providing education and health promotion programs 

• No duplication of the available services within the county 
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 90.3% of paramedicine programs have the common goal of managing chronic diseases.17  Other goals 
include reducing emergency department visits (83.9%) and reducing costs (83.9%).17   Target populations 
include the chronically ill (90.3%), post hospital discharge patients (80.6%) and frequent EMS users 
(64.5%).17  
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Appendix 

Table 1. Healthcare Resources in Rappahannock County 

 Resources Notable Characteristics 

Hospitals In County: None 
 
Out of County: 
Warren Memorial Hospital 
Fauquier County Hospital 
Page Memorial Hospital 
Novant/UVA/Culpeper Memorial 
Hospital 

 

Primary Care Physicians Dr. Brooke Miller: Valley Health 
Clinic 

6 days/month: approximately 
175-200 patients/month 

http://www.doe.virginia.gov/
http://www.vhha.com/
http://www.valleyhealthlink.com/
http://www.fauquierhealth.org/
http://www.countyhealthrankings.org/app/virginia/2018/overview
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Dr. John McCue 
 
Dr. Christopher Nagle: Wilderness 
Medicine 
 
Dr. William Simpson: “Doc at your 
Door” 

RevUp program- 10% of eligible 
patients have enrolled 
 
3-4 days per week 
 
Currently does not take medicare 
and some private insurances 
 
Warrenton based service that 
provides for acute, chronic and 
preventive mobile primary care; 
does not accept insurance, pay 
only for time actually spent with 
the doctor 

Nurse Practitioner Ann Miller: Valley Health Clinic 4 days a week 

Urgent Care Centers In county: none  

Clinics Fauquier Free Clinic Open 3rd Wednesday evening of 
each month. Opens at 5pm for 
walk ins.  Medical services only 
Need to meet household income 
requirements, verify residency 
and confirm Medicaid coverage 

Physical Therapy Mountainside Physical Therapy 500 patients a month; could 
increase that amount if certified 
physical therapist can be found in 
the area 

Transportation In County: 
Rappahannock Senior Center 
     Rapp Med Rides 
     
 
     Rapp Rides 
 
RappatHome 
 
 
 
 
 
 
Out of County: 
Foothills Area Mobility Center 
(Culpeper based) 
 
 
 
VolTran 

 
 
Transportation to medical 
treatments and doctors 
appointments 
Shopping  
 
Provides rides to members for 
doctor visits, therapy, shopping, 
social events using volunteer 
drivers;  has comprehensive data 
base for other transportation 
options available; 3 day notice 
required 
 
Call center based in Culpeper that 
finds rides for people in a 5 
county area that includes 
Rappahannock County 
 
Free transportation services to 
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Rappahannock-Rapidan Community 
Services: Culpeper Based 

Fauquier, Rappahannock and N. 
Culpeper Counties; services for 
elderly, legally blind, wheelchair 
bound and disabled 
 
Transportation to elderly and 
disabled persons to and from 
rehabilitation programs, out 
patient services, nutrition 
programs  

Fire and Rescue (911) Washington Volunteer Fire and 
Rescue 
Amissville Volunteer Fire and 
Rescue 
Castleton Community Volunteer 
Fire Company 
Sperryville Volunteer Fire 
Department 
Flint Hill Volunteer Fire and Rescue 
Sperryville Volunteer Rescue Squad 

All Volunteers 
Total amount 214 as of Jan 1, 
2018 
46% of the volunteers are 50 and 
older 
Response time report indicates 
that ambulances and fire trucks  
get to the scene within 24 
minutes of fire or emergency calls 
99 % of the time 
 

Mental Health Providers None  

Dentists Stella M  Liong: Flint Hill 
Basiony Hagar: Washington 

Open every weekday except Wed 
Open on Friday only 

Pharmacies None  

Public Health Department Nurse: Ruth Pantlow 2 days a week 
Nutritional  Counseling for WIC 
mothers 
Immunizations 
Family planning assistance 
STD screening 
Nursing home Screening in 
support of Department of Social 
Services 
 

Heath  Care Training/ 
Education 

Rapp U Enrolled 52 individuals over the 
last 2 years to become certified 
for health care jobs (nurses aide 
or clinical medical assistant) 
Unknown how many  received 
the certifications and stay in the 
county to work 

Adult Home Health Care:  
 

None based in the County Out of County 
Care Perfections Health Services:  
Warrenton 
Open Home Care 
Home Instead: Winchester 
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Rapid Home: Companion only; no 
medical services 

 
 
Table 2.   Resources to identify/assist Individuals in Need 

Resources Characteristics 

Rappahannock Food Pantry 
rappahannockpantry.org 

 Volunteer non profit organization which assists 
residents who are in need of food  
Hours:  Tuesdays and Thursdays 9-11:30 (food 
dropoff); Noon-4pm (food pickup); Saturdays 9-10 
(food dropoff) 10-2 (food pickup) 

Benevolent Fund 
rappbenevolentfund.org 

Provides assistance  to individuals and families 
facing emergency situations for whom there is no 
public assistance available:  Includes grants for  
rent, utilities, medical costs, transportation 
Public meeting: Noon second Wednesday of the 
month at Washington Baptist Church 

Department of Social Services 
financialhelpresources.com/details 
Rappahannock_county_department_of_social-
services 

Administers federal, state and local public 
assistance and social services programs.  This 
includes Medicaid, SNAP, WIC, and TANF. 

Rappahannock Senior Center 
rrcsb.org/senior-services/senior-centers/ 

Provides a meal (lunch) and fellowship for eligible 
seniors. Focuses on nutrition, education, 
socialization and improved well being. 

Rapp at Home 
www.rappathome.org 
 
 

Member and volunteer organization dedicated to 
help the county’s seniors remain in their home as 
they age 
Coordinates and centralizes access to information 
services and social activities 
Office hours: Monday-Thurs 10-5; Friday 10-2 

Medical Equipment Loan Closet Volunteer non-profit that supplies medical 
equipment free of charge to Rappahannock 
County Residents 

 

 

 

 

 

  

http://www.rappathome.org/
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Appendix H 

Journal Author Guidelines 

 

Emergency Medicine Journal 

Website http://emj.bmj.com/pages/authors/ 

 

Emergency Medicine Journal is committed to the publication of high quality research, 

educational material, and perspective that will be of interest to a broad audience of emergency 

practitioners, including physicians, nurses and paramedics, within different settings and in 

different countries. Our scope includes emergency department care, urgent care, pre-hospital care 

and the interface of emergency medicine with colleagues in other specialties and public policy.  

Our priorities are to: 

● Publish high quality and cutting edge research in clinical care, education, and health 

services deliver 

● Provide context for the reader on the contribution of the research we publish to our 

overall knowledge base 

● Provide educational material on practice and teaching that is evidence-based 

● Provide innovative methods of delivering information including both print, web-based 

and mobile technology 

● Provide a forum for discussion and controversy 

● Ensure that a fair, independent and respectful peer review system is in place 

● Adhere to the highest ethical standards of research conduct. 

 

We receive far more papers than we can publish; thus all papers are reviewed by the Editor in 

Chief on submission but only some will be sent on for external peer review. Our goal is to give 

you a decision within one week for submissions we are not sending on for further review. The 

editors have provided some guidance on how to create a paper with the best chance of being 

accepted. 

Read these instructions here. 

Watch the videos: our Editor Ellen Weber explains how to get your paper published. 

• Editorial policy 

• Reporting guidelines 

• Article publishing charges 

• Submission guidelines 

Editorial policy 

Emergency Medicine Journal adheres to the highest standards concerning its editorial policies on 

publication ethics, scientific misconduct, consent and peer review criteria. To view all BMJ 

Journal policies please refer to the BMJ Author Hub policies page. 

Articles are published under an exclusive license (or non-exclusive license for UK Crown and 
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US Federal Government employees) and authors retain copyright. Articles can also be published 

under a Creative Commons license to facilitate reuse of the content; please refer to the 

Emergency Medicine Journal Copyright Author License Statement. 

 

Reporting guidelines 

BMJ requires compliance with the following reporting guidelines; please upload your completed 

checklist with your submission and label it “Research Checklist”. Below is a list of the most 

commonly used research checklists which should be selected based on the type of study you are 

reporting. If your study’s methodology does not have a suitable research checklist you may 

submit the paper, but must state in the cover letter why no checklist is attached. 

CONSORT Statement - Required for all randomized controlled trials 

PRISMA Statement - Required for all systematic reviews 

EVEREST statement - Required for all economic evaluations 

STARD Statement - Required for all diagnostic research papers 

STROBE Statement - Required for all observational studies 

MOOSE Statement - Required for all meta-analyses of observational studies 

 

Article publishing charges 

During submission, authors can choose to have their article published open access for 1,950 GBP 

(exclusive of VAT for UK and EU authors). Authors can also choose to publish their article in 

color for the print edition – instead of the default option of black and white – for 250 GBP. There 

are no submission, page or online-only color figure charges. 

For more information on open access, funder compliance and institutional programs please refer 

to the BMJ Author Hub open access page. 

 

Submission guidelines 

Please review the below article type specifications including the required article lengths, 

illustrations, table limits and reference counts. The word count excludes the title page, abstract, 

tables, acknowledgements, contributions and references. Manuscripts should be as succinct as 

possible. 

 

For further support when making your submission please refer to the resources available on the 

BMJ Author Hub. Here you can also find general formatting guidelines across BMJ and a 

formatting checklist. 

• Original articles 

• Short reports 

• Review 

• BETs 

• Top ten 

• Editorials 
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• Commentary 

• The view from here 

• Letters / Rapid responses 

• Image challenge 

• Swing shift: innovations in emergency medicine 

• Supplements 

 

Original articles 

Full length articles reporting research. Authors of original articles and systematic reviews are 

required to comply with one of the appropriate reporting guidelines endorsed by the EQUATOR 

Network. A completed guideline checklist must be included with the submission. 

All clinical trials require prospective registration. 

Abstract: 300 words 

Word count: up to 3000 words 

Illustrations and tables: up to 6 

References: 25 

 

Additional information (such as data collection tools, surveys, etc) may be placed on the web site 

as a data supplement. In some cases, we may ask to publish the abstract in print and the full-

length article on the website only. You also have the option to publish the abstract of your paper 

in your local language. If you wish to do this, please upload a Word copy of your abstract to your 

manuscript on Scholar One and save it as ‘supplementary material’. We have specific 

requirements for before and after (pre-post) studies. Please see Goodacre, March 2015 

‘Uncontrolled before-after studies: discouraged by Cochrane and the EMJ‘. 

 

Journal of Emergency Medical Services 

 

HTTPS://WWW.JEMS.COM/ABOUT/AUTHOR-GUIDELINES.HTML 

The Journal of Emergency Medical Services (JEMS) is an award-winning publication and a 

leading voice in emergency medicine and prehospital care. Our readers consist of EMTs, 

paramedics, nurses, physicians, EMS managers, administrators and educators. 

We seek articles about the EMS industry of direct relevance to field providers, including: 

● discussions of clinical developments and controversies in prehospital care; 

● "how-to" stories that offer practical and innovative tips and strategies; 

● reviews of the latest in EMS equipment and technology; and 

● news and commentary about the industry. 

How to Submit Your Story Idea 

All story ideas must be submitted to Managing Editor Ryan Kelley. Please provide the following 

information: 

mailto:rkelley@pennwell.com
http://ees.elsevier.com/jems
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● your contact information; 

● suggested title of your manuscript; 

● manuscript document (which can also be simply an outline of your article); 

● a summary; 

● a general manuscript classifications (i.e., trauma, pediatrics, product or case review); and 
● photos or figures to be considered with the manuscript. 

We prefer to receive cover letters and outlines on the initial submission, but we also review full 

manuscripts. Your cover letter should include your qualifications as well as answer these 

questions: 

● What specifically are you going to tell JEMS readers? 

● Why do JEMS readers need to know this? 

● How will you support your discussion (e.g., original case studies, literature 

review, interviews, etc.) 

Manuscript Review Process 

All articles undergo a review process to assess accuracy and relevance. You may be contacted 

during the review process to discuss any concerns or questions about your completed manuscript. 

Rewrites often are requested at this time to accommodate editors' or reviewers’ concerns. 

Writing & Formatting Guidelines 

Please download our article writing & formatting guidelines, "So You're Writing a JEMS Article 

..." and follow them closely. 

Tips on Getting Published 

● Read back issues of the magazine to learn our style. 

● Review back issues to ensure we haven’t covered your topic within the past three years. 

You can purchase back issues here. 

● Ask a colleague or your medical director to review your outline or manuscript to ensure 

it's timely and valuable to a national audience. 

● Consider using case studies or scenarios to illustrate your points. 

● Be sure you're qualified to write on the topic you're proposing. We prefer articles written 

by individuals with current EMS experience, either in the field or as a medical director. 

● If you're writing a clinical article, be sure to include references (endnotes) to current 

scientific literature. 

● Be open to the idea of online publication on JEMS.com. We often have limited space in 

the journal and may offer online-only publication. 

● Do not send manuscripts that are under consideration by other publishers. 

● Read and follow the guidance on this page. 

FAQs 

● Where do I send my story idea? Submit your cover letter and outline/manuscript to 

Managing Editor Ryan Kelley. Click here to send him an email. 

https://www.jems.com/content/dam/jems/PDFs/WritingforJEMS.pdf
https://www.jems.com/content/dam/jems/PDFs/WritingforJEMS.pdf
https://www.jems.com/about/subscriptions
http://www.jems.com/about/subscriptions.html
mailto:rkelley@pennwell.com
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● How will I know you received my manuscript? Due to the volume of submissions 

received, we are unable to send an email confirming receipt of your manuscript. 

However, feel free to request one. 
● How long does it take to review my story idea? We review unsolicited 

outlines/manuscripts as time permits. Please allow us at least six months to review your 

manuscript. 
● Why do you want to know the manuscript classification? The classification helps us 
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