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Unprecedented events force us to look at “the way we’ve
always done it” and reconsider how we might better
leverage underutilized resources. This could not be truer
of our paramedic services as we embark into unchartered
territory around the COVID-19 pandemic. As frontline
providers, advanced life support paramedics and emer-
gency medical technicians (EMTs) comprise a significant
component of the nation’s health system. Paramedic ser-
vices provide both a point of entry and clinical care for pa-
tients. In 2018, there were over 400,000 nationally certi-
fied EMS personnel in the United States, with more than
100,000 being highly skilled paramedics.1

Changes to paramedic scopes of practice related to air-
way and ventilator management are urgently needed
across rural America, where existing limited resources
are challenged for the coming months. Changes to
paramedic scopes of practice need to be supported
through local regulatory changes, access to education
and mentoring, consideration of health professional and
patient safety, and ongoing monitoring of these and
other emerging issues. For instance, basic life support
providers (including rural volunteers) need to take more
of the advanced life support paramedic load in the
event of paramedics moving into the hospital domain,
and this may require regulatory changes and training
programs.

Paramedics in the United States work within a National
Scope of Practice Model that ensures patient safety and
influences educational standards and paramedic roles. In
common with other health disciplines, safety concerns
related to paramedic care are managed through regu-
lation, education, and quality improvement. One unin-
tended consequence of the National Scope of Practice is
that it can stifle innovation and flexibility during times
of crisis. The COVID-19 crisis is a prime example of
this, where paramedics are unable to fully engage in the
health care system at a time when their skills and expe-
rience are most needed. Crises dictate that health disci-
plines should not compete over scopes of practice bound-
aries. Reports from other parts of the world have demon-
strated the magnitude of catastrophic outcomes when
human or technology resources are limited, and health
systems overwhelmed and characterized by poor agility.2

While the utility of paramedics to aid in managing
patients at home is being increasingly realized with the
implementation of community paramedic programs, the
health care system and the nation are missing the oppor-
tunity to leverage the skills and knowledge of nationally
registered paramedics to carry out more advanced skills
related to airway and ventilation management as mem-
bers of interdisciplinary teams during the current pan-
demic. This view is based on the demonstrated capacity
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of paramedics to learn new skills and adapt to challeng-
ing practice environments, combined with demonstrated
evidence that manual ventilation practices can be detri-
mental to patient outcomes.3-6 Mechanically ventilated
patients have better outcomes with a 1:1 patient to staff
member ratio.7,8

Surge prediction models for pandemic response and
global experiences to date indicate that tens of thou-
sands of ventilators are needed in the coming weeks and
months. While governments and corporations can fund
and mass-produce the equipment required, the supply of
a professional and competent workforce needed to oper-
ate the equipment is of equal concern.

Critical care concepts should be applied as part of the
continuum of care and not just as a resource offered
within the walls of a hospital. Multiple studies have
demonstrated that the earlier low-volume ventilation is
initiated, the more likely it is to be maintained through
to the ICU.9-11 Known as ventilator inertia, paramedics
could have a real impact on the care and management of
critically ill patients by initiating these principles on the
first contact. While the complexity of critical care patients
requires the resources and knowledge that a highly expe-
rienced interdisciplinary critical care team brings to the
bedside, experienced paramedics could be better utilized
as members of these teams in both the out-of-hospital
and hospital settings.

In the out-of-hospital setting, from a resource manage-
ment standpoint, utilizing a ventilator could free up valu-
able human assets during transports.12 Transport is one of
the most dangerous times in patient care and particularly
important to those in rural America that have limited crit-
ical care resources. Adverse events have been reported to
occur in 68% of in-hospital transports with serious ad-
verse events occurring in 4.2% to 8.9% of cases.13,14 Re-
ducing the drain on limited rural hospital resources and
minimizing the risk of moving intubated patients to ter-
tiary care centers is a significant value of paramedic ven-
tilator management.

Ventilator use in the out-of-hospital environment has
generally been limited to the realm of interfacility trans-
fers, with many already managed by nationally registered
paramedics who may not have had specialized critical
care training.15 In other cases, critical care paramedics
and certified flight paramedics with additional train-
ing play critical roles in managing the critically ill pa-
tients as members of interdisciplinary transport teams.16

With a robust training and quality assurance program,
non-critical-care paramedics could be trained to safely
initiate and manage ventilators in the transport and
non-transport settings. As such, paramedics would be-
come valuable team members and experienced resources

within hospitals17 during times of extreme need, such as
the current global pandemic.

The need for specific changes to the paramedic Scope
of Practice is urgent as the ability of in-hospital staff
to manage vented patients is becoming overwhelmed
through exponential growth in demand and an increas-
ingly stressed workforce.18 Now is time that we must re-
consider the restrictions on paramedic scope of practice
related to ventilator management.

While the standard paramedic is not a replacement for
highly trained critical care health professionals (doctors,
respiratory therapists, nurses, and paramedics), there is
utility in widening practice capacity—both in hospital and
out—of ventilator use by paramedics during the current
pandemic. Creative and nimble solutions should be em-
braced to leverage the paramedic profession in these dif-
ficult times. Our health care system(s) are bursting at the
seams, and paramedics are an untapped resource.
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