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Abstract
Background: Emergency medical services (EMS) are often patients’ first point of contact for urgent 
and emergency care needs. Patients are triaged over the phone and may receive an ambulance 
response, with potential conveyance to the hospital. A recent scoping review suggested disparities 
in EMS patient care in the United States. However, it is unknown how health inequalities impact 
EMS care in other developed countries and how inequalities are being addressed.

Objectives: This rapid evidence map of published literature aims to map known health inequalities 
in EMS patients and describe interventions reducing health inequalities in EMS patient care.

Methods: The search strategy consisted of EMS synonyms and health inequality synonyms. The 
MEDLINE/PubMed database was searched from 1 January 2010 to 26 July 2022. Studies were 
included if they described empirical research exploring health inequalities within ambulance 
service patient care. Studies were mapped on to the EMS care interventions framework and 
Core20PLUS5 framework. Studies evaluating interventions were synthesised using the United 
Kingdom Allied Health Professions Public Health Strategic Framework.

Results: The search strategy yielded 771 articles, excluding duplicates, with two more studies 
added from hand searches. One hundred studies met the inclusion criteria after full-text review. 
Inequalities in EMS patient care were predominantly situated in assessment, treatment and 
conveyance, although triage and response performance were also represented. Studies mostly 
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explored EMS health inequalities within ethnic minority populations, populations with protected 
characteristics and the core issue of social deprivation. Studies evaluating interventions reducing 
health inequalities (n = 5) were from outside the United Kingdom and focused on older patients, 
ethnic minorities and those with limited English proficiency. Interventions included community 
paramedics, awareness campaigns, dedicated language lines and changes to EMS protocols.

Conclusions: Further UK-based research exploring health inequalities of EMS patients would 
support ambulance service policy and intervention development to reduce health inequality in 
urgent and emergency care delivery.
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continuity, annual mental health checks, cancer diagnosis 

and hypertension management).

A recent scoping review suggested that disparities exist 

in patient care from ambulance services in the United 

States (US) (Farcas et al., 2022). However, it is unknown 

how health inequalities impact the care provided by 

ambulance services in other countries, such as the UK, 

and how health inequalities are being addressed in line 

with the Core20PLUS5 framework. The objective of this 

study is to map out and highlight gaps in the published lit-

erature regarding health inequalities of EMS patients and 

interventions that have sought to reduce health inequali-

ties within EMS.

Methods

Due to the paucity of evidence on health inequalities 

within EMS and a desire to inform policy, an evidence 

gap and map study design was chosen. Evidence and gap 

maps involve systematically searching a field of pub-

lished evidence to identify gaps in knowledge and future 

research needs (Miake-Lye et al., 2016) and to support 

commissioners or decision-makers by providing a visual 

overview of interventions and outcomes relevant to a par-

ticular topic (Saran & White, 2018; Snilstveit et al., 2016). 

The protocol for this study was not published. Relevant 

items of the Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses (PRISMA) equity checklist 

were used to guide study reporting (Welch et al., 2012).

Search strategy

Two authors, experienced in ambulance service research 

(FB) and public health (RC), developed the search strat-

egy. The search addressed two facets (ambulance services 

and health inequalities). It involved searching titles and 

abstracts for the following keywords:

(paramedic* OR ambulance* OR EMS OR ‘Emergency 

Medical Service*’ OR ‘Emergency Medical Technician*’ 

OR ‘Emergency Nurse*’) AND (inequal* OR inequit* 

OR disparit* OR depriv*).

Introduction

Emergency medical services (EMS) are often patients’ 

first point of contact for urgent and emergency care needs. 

Eleven NHS ambulance services provide EMS in England 

and can be accessed free at the point of care by calling 

the 999 emergency number. Callers to 999 are initially tri-

aged by one of two dispatch systems, with lower acuity 

calls potentially receiving telephone advice only (‘hear-

and-treat’) (Carter, 2018). In 2021/2022, over 10.5 million 

calls to the 999 emergency number were answered, with 

7.8 million patients receiving a face-to-face response from 

an ambulance crew, only 58% of which resulted in con-

veyance to an emergency department (NHS Digital, 2023).

Alongside several organisational and system factors, 

O’Cathain et al. (2018) found that patients living in an 

area of social deprivation were more likely to receive 

‘hear-and-treat’ telephone advice and, if attended by an 

ambulance crew, more likely to be conveyed to the hos-

pital. Evidence from other areas of healthcare supports 

the notion that certain groups in society may experience 

differences in health and healthcare provision, known 

as health inequalities, which are unfair, avoidable and 

not wholly attributable to clinical criteria (e.g. present-

ing complaint, severity) or organisational pressures (e.g. 

available resources, ability to make own way to the hos-

pital) (NHS England, 2023a).

The COVID-19 pandemic highlighted the impact of 

health inequalities on health outcomes (NHS Confedera-

tion, 2022; Suleman et al., 2021). To prioritise the most 

deprived and at-risk populations, NHS England (2021) 

developed the Core20PLUS5 framework, which seeks 

to inform action to reduce healthcare inequalities at both 

national and system level. The ‘Core20’ are the most 

deprived 20% of the national population and ‘PLUS’ 

population groups, which should be identified at a local 

level but may include ethnic minority communities, peo-

ple with learning disabilities and those with shared pro-

tected characteristics. The framework focuses on five key 

clinical areas requiring accelerated improvement. The 

nuances of the five key clinical areas are not necessar-

ily applicable to EMS patient care (e.g. maternity care 



Bell, F et al. British Paramedic Journal 2024, vol. 9(1) 47–57

Bell, F et al.� 49

Searches were conducted in the MEDLINE/PubMed 

database and last updated on 26 July 2022. Studies 

that the authors were already aware of but were not 

retrieved through the database searches were also added 

manually.

Study inclusion and exclusion criteria

English-language primary studies of qualitative, quantita-

tive and mixed-methods methodology were included if 

they described health inequalities within ambulance ser-

vice care (Table 1). Studies from low- or middle-income 

countries were excluded, as ambulance services in these 

countries were considered conceptually different from 

those in developed countries. We further excluded grey 

literature, evidence reviews and conceptual papers. The 

search was limited to studies published after 1 January 

2010 for pragmatic reasons to reduce the number of 

retrieved articles and screening time, and out of a desire 

to synthesise contemporary evidence.

Study selection and data extraction

All titles and abstracts generated by the database search 

and added from other sources were downloaded and 

exported into Microsoft Excel (Version 365, Microsoft 

Corporation). Duplicate studies were removed manually. 

Study selection followed the conventional two-step pro-

cess involving title and abstract screening and full-text 

review. The screening was undertaken independently on 

all studies by two reviewers (EM, RB) following the eligi-

bility criteria. Any reviewer disagreements were resolved 

by consulting a third reviewer (FB). Two reviewers (FB, 

CW) jointly undertook data extraction of the included 

studies. The extracted items included descriptive informa-

tion about the study (author, year, title, country, data col-

lection period, study type), participants (demographics) 

and studied intervention, if applicable. As this study 

aimed to map evidence and gaps, no attempt to assess 

risk of bias, assess quality or undertake critical appraisal 

was made.

Data synthesis

The reviewers drew upon several established frame-

works within EMS and health inequalities literature 

to structure the map in line with recommendations for 

evidence and gap maps (Snilstveit et al., 2016). Stud-

ies that described health inequalities within EMS were 

mapped to the framework of EMS care interventions 

and CORE20PLUS5 outcomes. FB developed the list of 

EMS care interventions from the WHO emergency care 

system framework (World Health Organization, 2018): 

activation of EMS (call and triage); response perfor-

mance (dispatch); and assessment, treatment and trans-

port to ED or other facilities (telephone or face-to-face 

care). The visual map was constructed using the frame-

work categories, with bubbles representing the number 

of studies within each category. Studies that described a 

specific intervention to reduce health inequalities were 

mapped separately against the activities in the UK Allied 

Health Professionals Public Health Strategic Framework 

(Hindle & Charlesworth, 2019).

Results

Our database search identified 771 records; the authors 

included two additional records. Of this total, 671 were 

excluded due to not fulfilling the inclusion criteria, and 

100 studies were included in the evidence map (Figure 1). 

The most frequent types of study included were retrospec-

tive cross-sectional or cohort studies (n = 77). Only nine 

studies used prospectively collected data, either from a 

trial intervention or a secondary analysis of trial data, with 

eight studies identified as modelling studies. Four qualita-

tive studies were included, and one study was described 

as mixed methods.

The included studies were from the US (n = 63), UK  

(n = 13), Australia (n = 7), Canada (n = 7), New Zealand  

(n = 7), Ireland (n = 2) and Portugal (n = 1). The main clinical 

topic was out-of-hospital cardiac arrest (OHCA) (n = 25),  

with others focusing on trauma (n = 16), cardiac condi-

tions (n = 14) and stroke (n = 11). Fewer studies involved 

Table 1. Criteria for study inclusion.

Inclusion criteria

Date Evidence published from 1 January 2010 to 26 July 2022

Setting Direct involvement by the ambulance service in the study

Population No restrictions on population – included both adult and paediatric studies

Study type No restrictions on study design

Model of care Delivered directly by the ambulance sector
Other Studies undertaken in developed countries, published in the English language

Exclusion criteria

Study type Papers that only describe systematic reviews, or reviews of other types; conceptual papers and 
projected possible future developments

Other Studies conducted in low- or middle-income countries
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health and diabetes, which were not represented in the 

non-UK literature.

The evidence and gap map in Figure 2 visually dem-

onstrates that most of the evidence is located within 

PLUS populations, with deprived populations and inclu-

sion health groups receiving much less attention from a 

research perspective. Interestingly, UK studies focused 

more on the most deprived 20% of the national population 

overdose (n = 3), acute pain (n = 3), falls (n = 1) and preg-

nancy (n = 1). Some had no particular clinical focus. Most 

studies focused on adults but n = 9 involved paediatrics.

Similar to the clinical topics represented in the stud-

ies overall, UK-based studies predominantly focused on 

OHCA (n = 3) and trauma (n = 4), with a smaller number 

of studies exploring cardiac conditions (n = 1) and acute 

pain (n = 2). In addition, two papers related to mental 

Figure 1. PRISMA flow diagram.

Figure 2. Evidence and gap map framework describing the availability of evidence for EMS care interventions and  
Core20PLUS5 outcomes, with the circle size signifying the number of studies by study type.
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over-represented by indigenous people indicating an 

accessibility imbalance (Clark et al., 2012). Modelling 

of geospatial access showed lower provision of EMS in 

areas with low population density in New Zealand (Lilley 

et al., 2019) and socio-economic deprivation in Portugal 

(Silva & Padeiro, 2020). Arrival at the emergency depart-

ment by transport methods other than emergency ambu-

lance for patients with chest pain in the US and New 

Zealand was more likely for younger patients, Latino or 

other ethnic minorities and those living with a signifi-

cant other (Garofalo et al., 2012; Neil et al., 2015; Zègre-

Hemsey et al., 2016).

Response performance

Studies describing ambulance response performance 

represented dispatch disposition and time to ambulance 

arrival (n = 12). The only UK study looking at response 

performance concluded that older people with traumatic 

injuries were less likely to be triaged for dispatch of heli-

copter EMS, despite requiring interventions provided by 

helicopter EMS (Griggs et al., 2021). Similarly, lower 

access to trauma care within an hour was reported for areas 

with lower income and rurality in a geospatial modelling 

study from the US (Carr et al., 2017). Longer response 

times across clinical conditions for areas of high depriva-

tion and rurality were also described in other studies from 

the US, New Zealand and Ireland (Ashburn et al., 2022; 

Byrne et al., 2019; Cui et al., 2020, 2021; Garofalo et al., 

2012; He et al., 2019; Masterson et al., 2015).

Alongside poorer EMS response performance for 

low-income areas, Hsia et al. (2018) noted that in the US 

these areas had fewer white patients, suggesting patients 

from black and ethnic minority groups were experienc-

ing longer waits for ambulances. However, in another US 

study, Rao et al. (2021) suggested that rather than a racial 

bias in EMS performance, variation was due to spatial 

distributions by race. Similarly, Zachrison et al. (2021) 

in their US study found no difference in ambulance time 

performance for patients with non-English language 

preferences. In a further US study, David and Harrington 

(2010) reported little or no evidence of race-related dis-

parities in EMS response time; however, the authors 

noted that African Americans with cardiac problems were 

more likely to die before EMS arrival.

Ambulance assessment and treatment

Once attended by an ambulance, longer on-scene times 

were reported for older people and for females in the 

US (Aguilar et al., 2012; Ordoobadi et al., 2022). There 

also appeared to be disparities in analgesia administra-

tion based on age and ethnicity in the US and Australia 

(Kennel et al., 2019; Lord et al., 2016), with a UK study 

suggesting high deprivation as a factor predicting poor 

pain management in children (Whitley et al., 2020). 

Female patients were also found to be less likely to 

receive the required EMS care package when presenting 

(n = 10) and less on specific PLUS populations, e.g. 

minoritised ethnic groups (n = 2) and older adults (n = 1),  

with no UK studies looking at inclusion health groups.

EMS accessibility, triage and utilisation

The accessibility, triage and utilisation intervention 

group included a broad range of studies (n = 38). Vogel 

et al. (2022) identified higher rates of EMS calls in the 

US in deprived areas and those with high ethnic minor-

ity populations. Using the example of stroke in the US, 

a large registry study found that time from onset of the 

first stroke symptom to an emergency call was independ-

ent of racial, ethnic or sex differences (Gardener et al., 

2019), whereas a survey of suspected stroke patients 

indicated higher rates of EMS calls in African Americans 

(Malek et al., 2014), with a different survey specifically 

of African Americans indicating several barriers in the 

activation of EMS for stroke symptoms, despite higher 

rates of calls (Skolarus et al., 2011).

Studies related to the links in the OHCA chain of sur-

vival (Nolan et al., 2006) predominated in this group  

(n = 11), including bystander cardiopulmonary resus-

citation (CPR) and community defibrillator access and 

application. Studies from the US showed that emer-

gency call-takers took longer to recognise OHCA in non-

English speakers (Bradley et al., 2011) and that people in 

predominantly Hispanic neighbourhoods (Blewer et al., 

2020) and women (Souers et al., 2021) were less likely 

to receive bystander CPR. In the UK, patients in more 

deprived areas were less likely to receive bystander CPR 

(Barnard et al., 2019) or have access to automated exter-

nal defibrillators (Brown et al., 2022; Leung et al., 2021). 

This reduced availability of automated external defibril-

lators was reflected in rural areas in the US (Jadhav & 

Gaddam, 2021), with the odds of surviving an OHCA 

being lower in rural areas (Gul et al., 2020; Hanchate et al., 

2019; Jarman et al., 2019). Another US study found that 

female patients experience a lower chance of bystander 

defibrillator usage, potentially due to bystander fears of it 

being viewed as sexual assault and public embarrassment 

(Jadhav & Gaddam, 2021).

This category also contained studies that explored 

the likelihood of patients calling or requiring an ambu-

lance. The risk of different types of traumatic injury in 

one area of Australia varied by urban and rural location, 

with increasing rates of injury in the most disadvan-

taged areas (Beck et al., 2022). Across the UK, Canada 

and Australia, living in more deprived areas was linked 

with higher reported incidences of chest pain (Dawson  

et al., 2022), children with traumatic injuries (Wohlgemut  

et al., 2013), stabbings in males (Vulliamy et al., 2018) 

and violent injury (Cusimano et al., 2010). Depriva-

tion, along with other factors such as ethnicity, sex and 

age, was linked to OHCA incidence in a Canadian study 

(Allan et al., 2020), as well as to overall EMS call rates 

in the US (Vogel et al., 2022). In one Canadian study, 

areas without ambulance provision were shown to be 
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However, the study focusing on age also addressed smok-

ing status, hypertension and cancer risk, key clinical areas 

within the CORE20PLUS5 framework.

Studies incorporated population healthcare (n = 3), 

health protection (n = 1) and health improvement (n = 2)  

interventions, with Agarwal et al. (2019) being allocated 

to multiple categories due to being multi-faceted. Popu-

lation healthcare interventions involved implementing a 

new telephone CPR strategy (Sanko et al., 2021), using 

a dedicated Spanish language line for enrolment in a 

research trial (Sanossian et al., 2017) and a community- 

engaged approach to stroke preparedness targeted to 

under-served black communities (Boden-Albala et al., 

2014). Results from these studies were an improve-

ment in the performance of telephone CPR (Sanko et al., 

2021), greater enrolment of Hispanics in a research trial 

(Sanossian et al., 2017) and an increase in stroke cases 

arriving at the hospital within 4.5 hours of symptom onset 

(Boden-Albala et al., 2014). The Agarwal et al. (2019) 

study in the health protection category involved commu-

nity paramedics leading risk assessments, disease pre-

vention and health promotion sessions, which resulted 

in improved participant blood pressure readings. Other 

facets from the Agarwal et al. (2019) study were classed 

as health improvement because community paramedics 

led sessions counselling attendees on specific lifestyle 

changes and relevant, accessible community resources, 

which resulted in a decrease in EMS calls, alongside gains 

to quality-adjusted life years and health-related quality of 

life for the participants. The remaining study within the 

health improvement category was a stroke campaign with 

‘boosters’ for the Maori and Pasifika population, which 

improved the identification of speech and arm weakness 

as a stroke sign from 71.7% (774 of 1079 participants) to 

75.9% (943 of 1242 participants) (Gordon et al., 2019).

Discussion

Our evidence and gap map suggests that most of the cur-

rent published evidence on EMS health inequalities is 

located within PLUS populations, with deprived popu-

lations and inclusion health groups receiving much less 

attention from a research perspective. The prevalence and 

presentation of some health conditions may be different 

for deprived populations and inclusion health groups pre-

senting to EMS, who may be using the service as a last 

resort to access healthcare (Noulas et al., 2018; Peacock &  

Peacock, 2006; Peconi et al., 2017). A concern that the 

five key clinical areas from the Core20PLUS5 frame-

work may not be entirely applicable to the ambulance 

service setting appear to be corroborated, as they are not 

represented particularly well in the published literature 

here.

Although our synthesis is broken down into catego-

ries representing EMS access, response and treatment, it 

should be recognised that these categories are not stan-

dalone but are part of the whole patient journey. Patients 

at risk of health inequalities are probably experiencing 

with acute myocardial infarction compared to their male 

counterparts in several US and Canadian studies (Bush 

et  al., 2013; Johnson et al., 2014; Safdar et al., 2014; 

Tataris et al., 2015).

One study from the US indicated that pre-hospital 

provider recognition of stroke was lower in females and 

non-white populations when compared to the gold stand-

ard of the emergency department diagnosis (Govindarajan 

et al., 2015); although Zachrison et al. (2021) reported 

no difference in stroke symptom recognition for patients 

with non-English language preference in their US study.

In the scope of OHCA care, EMS providers in the US 

were found to be less likely to use defibrillation or give 

CPR to patients of black ethnicity (Wilde et al., 2012), 

whereas in the UK, patients were less likely to receive 

bystander CPR in more deprived areas (Barnard et al., 

2019). With regard to transportation in OHCA without 

return of spontaneous circulation, males in the US were 

more likely to be transported to a hospital than females 

(David & Harrington, 2010).

In relation to non-conveyance decisions, patients with 

high levels of deprivation were more likely to be con-

veyed to a hospital following ambulance attendance for 

lower acuity presentation in the US (Riney et al., 2019) 

and UK (O’Cathain et al., 2018; van Woerden et al., 

2021). A sample of diabetic emergencies in the UK sug-

gested that patients of male sex and facing high levels 

of deprivation experienced a higher rate of (potentially 

avoidable) conveyance (van Woerden et al., 2021). Sev-

eral studies from the US, Canada and New Zealand found 

a lower likelihood of transport to a specialist receiving 

facility with increased age, ethnic minority and female 

sex, such as, for example, trauma centres (Escobar et al., 

2022; Gomez et al., 2012; Ryb & Dischinger, 2011; 

Scheetz & Orazem, 2020) or primary percutaneous coro-

nary intervention services (Dicker et al., 2019; Shen & 

Hsia, 2016). Hanchate et al. (2019) supported this by 

identifying that patients were transported to different 

US hospitals depending on their racial groups, with a 

UK study similarly indicating that patients from ethnic 

minorities presenting with pain were less likely to be 

conveyed to hospital (Asghar et al., 2016).

Activities that reduce health 
inequalities

Our searches retrieved five studies that reported on activ-

ities aiming to reduce health inequalities within ambu-

lance service settings. Studies were from the US (n = 3),  

Canada (n = 1) and New Zealand (n = 1), with the data 

collection period varying in duration from one to seven 

years (median three years). No studies were identified 

from the UK. Study types were randomised controlled 

trials (n = 2), a pilot study (n = 1) and cohort studies  

(n = 2), with the clinical topic being stroke (n = 3), OHCA 

(n = 1) or no particular clinical topic (n = 1). All studies 

focused on ‘PLUS populations’, such as limited English 

proficiency (n = 2), ethnicity (n = 2) and age (n = 1). 
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Response Framework and Statement on information 

on health inequalities (duty under section 13SA of the 

National Health Service Act 2006) place a requirement 

on all NHS organisations, including ambulance services, 

to proactively reduce the health inequalities that exist 

within their populations.

Our evidence and gap map indicates that more 

UK-based research exploring health inequalities of EMS 

patients is needed to support ambulance service policy 

and intervention development to reduce health inequal-

ity in urgent and emergency care delivery. An exam-

ple of this may be to use modelling studies to show 

where best to place EMS resources to reduce rural or 

socio-economic deprivation inequity of accessibility. 

Further examples may include community paramedics 

or community-engaged targeted approaches for specific 

conditions such as stroke, OHCA or cardiac chest pain to 

improve population healthcare and address health protec-

tion and improvement overall.

Strengths and limitations

This study is inherently limited by the quality of the 

reviewed literature and its evidence and gap map method-

ology. Our review sought to identify where the published 

knowledge sits rather than the quality of the evidence; 

therefore, we did not assess the quality of included stud-

ies and cannot draw any conclusions about the quality of 

the existing literature in this area. As with all reviews of 

published evidence, our review is subject to publication 

bias, as indicated by all five interventional studies dem-

onstrating positive effects. Our review involved search-

ing one electronic database only. It addressed a broad 

topic area (i.e. health inequalities) poorly indexed in 

electronic databases, so our systematic search may not 

have identified all relevant articles. We did not record 

reasons for exclusion during the full-text review phase 

and were unable to include this in the PRISMA flowchart. 

One reason for exclusion was manuscripts not written in 

English, due to a lack of resources for translation, which 

we acknowledge may have biased our findings. Although 

exploring a patient issue, the review team did not under-

take any patient and public involvement and engagement 

in the design and conduct of this study, which is a limi-

tation. During dissemination and planning of subsequent 

research studies building on this work, we have planned 

to include diverse representation in the study team, not 

just from ambulance staff and public health experts (as 

was the case for this review) but also from patients and 

the public, particularly from those who are at risk or have 

first-hand experience of health inequalities within ambu-

lance service care.

Conclusions

In summary, this review demonstrated that more 

UK-based research to explore health inequalities of EMS 

patients is needed to support ambulance service policy 

poorer EMS care across all these categories in a cumu-

lative fashion. Similarly, characteristics that put patients 

at risk of health inequalities within EMS care may be 

cumulative if we believe studies from other settings that 

suggest cumulative inequality in early childhood adver-

sity and later-life academic achievement, socio-economic 

status and job security (Jackson, 2015; Shi & Wu, 2020).

A study of routine ambulance data exploring variation 

in EMS non-conveyance in English ambulance services 

identified age, sex and social deprivation as influencing 

rates of non-conveyance at a statistically significant level 

(O’Cathain et al., 2018). The authors summarised that 

patient factors are unmodifiable, which is true. However, 

we postulate that policy informed by ambulance data and 

knowledge may change the health inequalities experi-

enced by patients due to age, sex, social deprivation and 

other characteristics discussed in this review.

Rural/urban was a key area of inequality in our included 

studies but does not explicitly feature in the Core25PLUS 

framework. This may be an EMS-specific category that 

requires further investigation, although we should note 

that rurality as discussed in many of the US and Austral-

ian studies (Clark et al., 2012; He et al., 2019) is probably 

not directly applicable to the UK context given our differ-

ent geography and population density. Similarly, there is 

a need to assess the relevance of some of the other find-

ings to the UK population, where the healthcare system, 

in contrast to the US, is free at the point of access, and 

there is no indigenous population. Overall, there were 

fewer UK studies than those from the US, which could 

be a limitation of the search terms used or reflective of 

limited UK research in this area.

The clinical focus of included studies was mainly 

OHCA, trauma and acute myocardial infarction, which 

only represent a small volume of the work of emergency 

ambulance staff in the UK. The recent US-focused scop-

ing review by Farcas et al. (2022) also identified an 

over-representation of OHCA studies, which is tradition-

ally seen as the core role of EMS. Approaches such as the 

Canadian paramedicine model may be suitable for build-

ing capacity to respond to the urgent care workload, while 

also addressing identified health inequalities.

Implications and recommendations

The Health and Care Act 2022 (UK Government, 2022) 

requires NHS organisations to consider the effects of 

their decision-making concerning population health and 

wellbeing, the quality of health services for all indi-

viduals and the sustainable use of NHS resources. The 

NHS Operational Planning Guidance for 2023/24 (NHS 

England, 2023b) builds on the priorities of the Health and 

Care Act 2022 by highlighting the importance of reflect-

ing the Core20PLUS5 approaches for adults, children 

and young people in plans and taking a quality improve-

ment approach to addressing health inequalities. Along-
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and intervention development to reduce health inequal-

ity in urgent and emergency care delivery. The limited 

published evidence of activities that aim to reduce health 

inequalities within ambulance service care is promising 

and invites further innovative ideas that should include 

community engagement at the forefront to tackle this 

critical issue of health inequalities.
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