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The Honorable Robert D. Ray
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SPs

It is with pleasure that we submit for your review the Comprehensive Emergency Medi-
cal Services Plan for lowa. The Plan was developed in accordance with the require-
ments of Standard Eleven of the National Highway Safety Program and the Emergency
Medical Services Act of 1973 through the joint efforts of the Governor's Emergency
Medical Services Advisory Council and the lowa State Department of Health. We be- -

lieve it provides a basic framework for the development of the State's Emergency
Medical Services System,

The Plan will be revised annually as the State develops its emergency medical ser-
vice capabilities.

We wish to express our appreciation to you for the assistance rendered by your of-
fice during the development of the Plan. We look forward to continuing this rela-
tionship as we seek to improve emergency medical care in lowa.

Very truly yours,
L,- {_) ,.L_,..i._ .k\",r__,.(_ﬂ__‘__, —_ r\ {- -

William R. Bliss, M.D., Chairman
Governor's Emergency Medical Services Advisory Council
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Norman L. Pawlewski
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FREFEFAGLGE

In 1975 highway accidents in lowa took the lives of 670 persons.
Thirty-three thousand more persons were injured--3000 of them being
permanently disabled. Major cardiovascular diseases will predictably
kill an additional 16,200 persons, in 1975, 50 percent of whom will
die before reaching a hospital.® Statistics further indicate that 20
percent of the accidental and coronary deaths could have been pre-
vented if proper emergency medical services had been immediately
available to the victims.

The agony and suffering that such tragedies inflict each year upon
families across the State are compounded by the knowledge that
prompt and adequate emergency care might have enabled many who per-
ished or were permanently disabled to instead lead long and produc-
tive lives. Productivity lost annually in lowa from deaths and per-
manent disabilities caused by accidents or sudden, acute illnesses
amounts to thousands of man-years. The lost of these lives to the
victims' families and communities is incalculable.

The State of lowa is addressing this problem through the Comprehen-
sive Emengency Medical Senvices PLan for the State of Iowa, pre-
sented in this publication. The basic purpose of the Plan is to
provide guidelines for the establishment of regional Emergency Med-
ical Services (EMS) Systems throughout the State. The Plan takes
into consideration the technical and consultative assistance best
provided by the State and provides a framework for the creation of
effective EMS systems at the regional and local levels. The Plan
identifies EMS needs and assists state and local government in EMS
planning and development activities.

EMS planning is a continuous process that engages providers and con-
sumers of emergency services in coordinated action to develop sound
Emergency Medical Services. The Plan will be revised periodically
to respond to current state and local EMS needs. Its ultimate goal
is to stimulate establishment of a system capable of delivering com-

prehensive emergency services in an effective manner throughout the
State.

The PLan was developed by the Governor's Emergency Medical Services
Advisory Council in collaboration with the lowa State Department of
Health with the help of a grant from the lowa Regional Medical Pro-
gram. The document is based upon the belief that planning for com-
prehensive emergency medical services must be a cooperative process
in which the primary responsibility for operations rests at the lo-
cal level and involves both providers and consumers of the services.

e 2dd upon 1974 data - 16,129 fatalities (EMS estimate).
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BACKGROUND AND INTRODUCTION

Emergency medical service has been designated as one of the nation's top health prior-
ities. Several federal agencies have individually increased their efforts to assist
in developing or improving local and regional emergency medical service (EMS) systems
throughout the nation. National concern regarding EMS has prompted passage of feder-
al legislation to deal on a long-term basis with the complex matter.

In lowa, the importance of having an effective emergency medical service system has
been well documented as illustrated in the February 1974 Report of the Hospital Emer-
gency Facilities Task Force of the Governor's EMS Advisory Council.

Nationally, accidents are the leading cause of death among per-
sons of ages one through 37; and overall, the fourth leading
cause of death. Motor vehicle accidents lead all other acciden-
tal causes of death among persons in the U.S. under age 75. In
fact, of slightly more than 6.5 million accidental deaths that
have occurred in the U.S. since 1903, motor vehicles were re-
sponsible for 1,690,000--26 percent.

Out of the 117,000 U.S. accidental death toll in 1973, motor vehicles caused 55,000
of the deaths compared to only 14,200 caused by work accidents. Until recently,
deaths from traffic accidents have shown a steady upward trend. Of all accidental
deaths in the United States, nearly half result from motor vehicle injuries.

Each year one of every four Americans suffers some form of accident or injury. Chil-
dren are especially vulnerable to traumatic injury and death. Each year, more than
15 million children are injured and 16,000 die in accidents, the highest incidence of
mortality reaching its peak between two and three years. The Task Force report ad-
dressed itself to the appalling emotional and economic consequences of trauma result-
ing from accidental death and injury in the following manner.

Compounding the tragedy for which accidental deaths are responsi-
ble is the knowledge that trauma kills thousands of the victims
who otherwise might survive to enjoy long and productive lives.
The productivity lost annually due to accidental deaths amounts

to millions of man-years. The labor loss from disabilities caused
by accidents each year adds up to a similarly awesome statistic.
Preventing the human suffering and financial loss that accidental
death and disability cause together poses a staggering public
health problem. Permanent impairment was caused by 400,000 of
10.5 million disabling injuries suffered in the U.S. in 1965. Ag-
gregating the $18 billion total cost of accidents in that year
were the following expenses expressed in billions: wage losses,
$5.3; medical expenses, $1.8; administrative and claim settlement
costs, $3.6; property loss in fires, $1.4; property loss caused

by motor vehicles, $3.1; indirect costs of work accidents, $2.8.1

' REPORT ON A PROGRAM to CATEGORIZE Emergency Medical Service Facilities «n Towa Hos-

pifals, Facilities Task Force of the Governor's Emergency Medical Service Advisory
Council for The State of lowa, February 15, 1974.

2 ibid.




In lowa, accidents are the leading cause of death from age one through age 44 while
heart disease is the leading cause after age 44. Accidents account for approximately
40 % of all deaths in children aged 1 to 4, 50% of all deaths in children aged 5-14,
50% of all deaths in the 15-24 year age group, and 25% of deaths in the 25-44 year
age group. Heart disease accounts for approximately 23% of all deaths in the 25-44
year age group, 34% of all deaths in the 45-54 year age group, 50% of all deaths in
the 55-64 year age group, and 60% of all deaths in the 65-84 year age group. These
figures illustrate the importance of developing comprehensive emergency medical ser-
vice systems throughout the State capable of providing immediate care to the acutely
i1l or injured. Seventy-one percent of the State's population reside in non-metro-
politan areas, illustrating the importance of developing emergency medical service
capacity in the rural areas of the State.

lowa EMS Activities

Many health-related groups in lowa have for the past four years been cooperatively
studying and endeavoring to improve emergency medical services in the State. A two-
day statewide conference on EMS was held in October 1971. The conference was planned
and conducted by the lowa Regional Medical Program, the lowa Office for Comprehensive
Health Planning, the lowa State Health Department, and the University of lowa Program
in Health Occupations Education. Several health-related organizations--including the
lowa Medical Society and the lowa Hospital Association--participated in the confer-
ence and have contributed greatly to progress that has since been achieved.

The objectives of the conference were as follows:

1. To underscore EMS needs (or concerns) in lowa;
To make recommendations for planned action;

3. To nominate persons for the Governor's consideration as appointees
to a Statewide EMS Advisory Council.

Governor Robert Ray's appointment of members to comprise the Advisory Council in De-

cember of 1971 represented achievement of an objective set forth at the EMS confer-
ence. The Council was charged to:

1. Survey emergency medical resources available in lowa.

2. Make recommendations regarding ambulance services, EMS manpower
training programs, EMS facilities, communications systems and
supportive legislation.

3. Serve the State Health Department and Office of Comprehensive
Health Planning (OCHP) in an advisory role in the development
of a statewide EMS program.

4. Provide review and comment on Hill-Burton requests pertaining
to emergency facility improvements.

5. Serve as a catalyst in effecting cooperative arrangements to
improve and best utilize emergency medical resources in lowa.

Representatives from the following organizations and interests comprised the 15-mem-
ber EMS Advisory Council: lowa Medical Society, lowa Nurses Association, lowa Depart-
ment of Public Safety, Division of Civil Defense, hospital administration, academic
community, consumers, Trauma Committee-lowa Chapter of the American College of Sur-
geons, ambulance services, State Department of Health, State Department of General
Services, lowa Hospital Association, and the Fire Service Extension Program.

The EMS Advisory Council initially established the following task forces to address
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specific problem areas and to respond to recommendations made at the October 1371 |
conference: Ambulance Service Operations, Emergency Personnel and Training, Communi- }
cations, and Hospital Emergency Facilities.

The Ambulance Service Organization and Operations Task Force has drafted and promoted
legislation to regulate ambulance services. Such legislation has not been passed by

the lowa General Assembly, but the outlook for the next session is favorable. The

Task Force has also devoted attention to consideration of ambulance vehicle design |
and equipment and is experimenting with a standard ambulance patient form.

The Task Force on Emergency Personnel and Training undertook to develop standards fix-
ing the level of competency that should be required of personnel staffing ambulances
and hospital emergency rooms. The Task Force has examined the adequacy of existing
curricula designed to teach competencies to EMS personnel. The Task Force reviews and

comments on curricula and course content developed through the Statewide EMS Training
Program.

The Communications Task Force undertook the complex and challenging task of studying
and making recommendations regarding the emergency communications system in lowa. The
lowa State Department of Health received a grant from the U.S. Department of Trans-
portation to conduct a statewide emergency communications study in cooperation with
the Communications Task Force. The study was contracted to Spectra Associates of
Cedar Rapids. The final product, ""An Emergency Medical Services Communications Plan
for the State of lowa,' was submitted to the State Health Department by Spectra Asso-

ciates in February 1973. The Plan was subsequently adopted by the State EMS Advisory
Council.

The Communications Plan is intended as a guide for the development of an emergency
medical services communications system for the State. Central to this proposed sys-
tem is the development of regional emergency communications networks. The regional

focus of the Plan emphasizes direct radio communications among hospitals, ambulances,
and law enforcement agencies.

The Hospital Emergency Facilities Task Force was assisted by the lowa Hospital Asso-

ciation and the State Health Department in the development of a mechanism for catego-
rizing emergency medical facilities in lowa. The lowa Regional Medical Program pro-

vided funds and staff assistance for the actual categorization of emergency facili-

ties, which was completed in the fall of 1973. The final report was made by the Task
Force in February 1974.

A second statewide EMS conference was held in March 1974 to report to lowans inter-
ested in EMS specific progress and problems experienced by the EMS Advisory Council

and the many health organizations cooperating in the efforts of the Council. As a
result of that meeting, it became readily apparent that certain kinds of EMS activi-
ties are best conducted at the state level. Technical assistance in developing pro-

grams is most effectively and efficiently offered to local or regional groups through |
a statewide program.

In October 1974, the lowa Regional Medical Advisory Group approved for funding Compo-
nent | of a Statewide Emergency Medical Services Program sponsored by the Advisory
Council in cooperation with the lowa State Department of Health. The Council uti-
lized the funds to hire an EMS planner to develop a comprehensive state EMS plan, to
assist areawide health planning agencies with EMS planning activities, and to provide
administrative staff services to the Council and its task forces. A second component,
sponsored by the IHA, was approved by the lowa Regional Advisory Group in December
1974 and provided funds to explore the possibility of collecting, processing, and dis-
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seminating information pertaining to emergency outpatients and facilities, utilizing
techniques developed by the lowa Hospital Association in establishing its Health Ser-
vices Data System. '

In February 1975 two additional task forces were established by the Advisory Council.
A Public Information and Education Task Force was organized to increase public aware-
ness of the magnitude of the problem resulting from trauma or acute illness. A Proj-
ect Review and Program Evaluation Task Force was organized to review projects and de-
velop ongoing evaluation techniques for measuring the impact of state and regional EMS
programs in reducing morbidity and mortality resulting from trauma or acute illness.
An Operations and Procedures Committee was also organized to assist the Council in re-
viewing its internal organization and administration so that it can better serve the
people of lowa in upgrading the State's emergency medical care delivery system. Fi-
nally, a Steering Committee for Plan Development consisting of the Advisory Council
Chairman, Vice-Chairman, and the six task force Chairmen was formed to coordinate
Council EMS planning and development activities.

The lowa State Department of Health has a multi-faceted EMS Program funded primarily
by the Governor's Highway Safety Program. Through this program, over 3400 students
have completed EMT-A training, all lowa Highway Patrol troopers and some local police-
men have completed an emergency care course for law enforcement personnel, and a basic
emergency rescue technician course has been developed and field tested. Over 65 ambu-
lances have been purchased for local jurisdictions with funding assistance from this
program, and many additional jurisdictions have had guidance in the purchase of ambu-
lance vehicles and equipment. Over 55 ambulance radios have been purchased for ex-
isting ambulances with funding assistance. Many communities, counties, and regions

have been assisted in planning their ambulance services, rescue services and communi-
cations systems.

Progress has been made at both the state and local level in improving emergency medi-
cal services. Statewide activities are being coordinated through the Section of Emer-
gency Medical Services with policy recommendations from the EMS Advisory Council. Lo-
cal and regional activities are being planned and coordinated in several areas of the
State by committees of local comprehensive health planning councils. Two of the coun-
cils, the Health Planning Council of Central lowa (Des Moines area) and the Hoover
Health Planning Council (Cedar Rapids-lowa City area), have received funding assistance,
from the Robert Wood Johnson Foundation and the lowa Regional Medical Program respec-
tively, to develop regional EMS communications systems. In addition, the Siouxland

and Lakes Area Health Planning Councils have received a grant from the Department of
Health, Education, and Welfare to plan for the establishment of an EMS Region in North-
west lowa. The Health Planning Council of the Midlands has also received funds from
DHEW for the establishment of a State EMS region serving western lowa and eastern
Nebraska.

Grant funds have also been received from the U.S. Department of Health, Education, and
Welfare by the lowa State Department of Heal th to develop and conduct training programs
for physicians and nurses, and to purchase equipment to use as training aids in EMS
training programs. In addition, a planning grant has been awarded to the lowa State
Department of Health by DHEW to conduct feasibility studies for the deve lopment of a
statewide EMS program. For the msot part regional EMS efforts to date have been con-
cerned with generating local interest and cooperation with initial EMS planning activ-
ities. A significant problem for local groups has been that of finding ways to orga-
nize and finance comprehensive programs that meet the emergency medical service needs
of its resident and transient populations. Local attempts at developing emergency med-
ical service systems to serve the needs of area residents have often been concentrated
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on only a few of the EMS system components rather than on a total systems approach.
Often the financial resources of the areas have been insufficient to develop and sus-
tain a total EMS systems operation.

It has become apparent that the EMS Section of the lowa State Department of Health in |
conjunction with the Governor's EMS Advisory Council must provide the leadership and 1
technical assistance in developing EMS regions throughout the State capable of utiliz- '
ing total systems resources to meet the total EMS needs of the area. There is a need

for the State Program to assist regions in coordinating the EMS system with the total
health care delivery system for the region in order to maximize available medical re-
sources for total emergency medical care, and to assist in developing mutual aid agree-
ments for care of critically ill or injured patients entering the system. There is a
need for the State Program to provide technical assistance to regions in training,
communications fiscal management, and data processing. Finally, the State Program

must concern itself with developing standards for EMS care and assigning priorities

for funding to regions in accordance with the demonstrated capacities at addressing

a total emergency medical service systems approach, utilizing all system components
with emphasis on delivery of services to those critically ill or injured patients suf-
fering the initial effects of acute illness or injury.

——

- e, e —— —
e e = S

There is in essence a need to establish viable EMS regions in lowa capable of provid-
ing essentially all definitive emergency medical care for most critically ill or in- |
jured patients. There is also a need to plan and implement state coordinative ser- |
vices to these regions. |




I. STATE ORGANIZATION FOR EMS PLAN DEVELOPMENT AND PROGRAM IMPLEMENTATION

A. AUTHORITY

The Governor is responsible for the development of lowa's EMS System and has ap-
pointed the State EMS Advisory Council to recommend policy for the State's EMS
Program. Operational responsibility for this program has been assigned to the
Commissioner of Public Health. The Commissioner established the Section of Emer-
gency Medical Services within the State Department of Health's Division of Commu-
nity Health Service in April 1971 to conduct the State's Emergency Medical Ser-
vices Program.

The Director of the Section of Emergency Medical Services is responsible for the
administration and operational functions of the State's EMS Program. The Direc-
tor reports to the Chief of the Division of Community Health who provides overall
medical and administrative supervision to the Section of Emergency Medical Services.

B, STAFF STRUCTURE

An organizational chart illustrating functional relationships for the State EMS
Program is enclosed as Appendix |-A.

C. FUNCTIONAL IDENTIFICATION AND DESCRIPTION

The Governor has assigned responsibility for the development, coordination, im-
plementation, and evaluation of the State's EMS Program to the Commissioner of
Public Health. The Director of the Section of Emergency Medical Services has
been delegated these responsibilities through the Chief of the Division of Com-
munity Health. The Director supervises the activities of the Section of Emer-
gency Medical Services and acts as lead staff member for the Governor's Emergen-
cy Medical Services Advisory Council.

The lowa State Department of Health through its Section of Emergency Medical Ser-
vices is responsible for the establishment of a statewide system that will expe-
dite and facilitate delivery of emergency medical services within the State. The
Governor's EMS Advisory Council serves in an advisory capacity to the lowa State
Department of Health in the development of the State's emergency medical service
system.

D. EMERGENCY MEDICAL SERVICES PLANNING AREA IDENTIFICATION

The lowa State Office for Planning and Programming initially divided the State
into sixteen regions for planning purposes. The boundaries established for
areawide health planning by the Comprehensive Health Planning Agencies generally
coincided with those established by the Office of Planning and Programming.
Initial planning for emergency medical services in lowa was developed in con-
junction with the areawide Health Planning Councils. At the present time, all
but one of the areawide Health Planning Councils have functioning EMS Councils.
With the passage of the EMS Act of 1973 (Public Law 93-154) federal guidelines
were established for the creation of EMS regions geographically delineated by
existing patterns of patient flow, and having sufficient resources and finan-
cial support to maintain an EMS system capable of handling 95% of the emergency
medical service needs of the region. At the same time, practical considerations
make it imperative that the EMS regions approximate, wherever possible, the
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boundaries created by the readjustment of health planning areas created in accor-
with implementation of the National Health Planning and Resources Act (Public Law
93-641). The Governor's EMS Advisory Council developed preliminary alternatives
for the delineation of emergency medical service regions for lowa based on geo-
graphic patterns of patient flow, natural catchment, referral and treatment pat-
terns, and location of primary, secondary, and tertiary treatment facilities.
Resource materials reviewed included a patient origin study sponsored by the lowa
Hospital Association and a treatise entitled, A Proposed Onganizationak Sthuctune
Fon Providing Health Services and Medical Care 4n the State o4 Iowa, by John C.
MacQueen, M.D., Associate Dean of the College of Medicine, University of lowa,
and Eber Eldridge, Ph.D., Professor, Department of Economics, lowa State Univer-
sity. The lowa Hospital Association study was an in-depth analysis of patient
referral and flow patterns undertaken in September 1373. Data on residence of
hospitalized patients was obtained both from hospitals in lowa and neighboring
hospitals in adjacent states. The MacQueen-Eldridge report resulted from a de-
tailed demographic study of the population of lowa in terms of a proposed health
care delivery system designed to provide comprehensive health care. The proposed
organization structure provides a basis for planning health services for lowa
citizens, utilizing a stratified health care delivery system in which care is
provided at the primary, secondary, and tertiary level. The latter study has
been approved as a concept by the Health Manpower Committee of the lowa Compre-

hensive Health Planning Council.

All of the alternative proposals for emergency medical service regions developed
by the Council essentially met criteria for referral and treatment patterns as
illustrated by natural patient flow to primary, secondary, and tertiary levels
of care provided in the respective regions. Natural patient flow as illustrated
by the lowa Hospital Association study is both intra- and inter-state and occurs
predominantly in a north to south pattern for those areas of the State north of
centers providing secondary and tertiary services and, conversely, south to
north for those areas south of such centers.

Natural catchment, referral, and treatment patterns for the general emergent and
critically ill or injured EMS patient would appear to follow lines of patient
flow established by the lowa Hospital Association study and the MacQueen-Eldridge
report. However, an exact indication of EMS patient flow will not be possible
until a statewide emergency medical service data system is established.

Utilizing available patient flow studies and natural catchment and referral pat-
terns, the Governor's EMS Advisory Council developed six EMS administrative
planning regions as illustrated in Appendix |-B. The boundaries established by
the Governor's EMS Advisory Council generally coincide with those being estab-
lished by the proposed Health Systems Agencies. Where differences do occur,
joint planning by the affected subareas will be required.

ADV|SORY GROUPS

Established in December of 1971, the Governor's EMS Advisory Council conducted
its organizational meeting on February 22, 1972. Four regular meetings are
conducted every year. In addition, special meet ings are conducted at the call
of the Chair. The six Task Forces and three related subcommi ttees meet approx-
imately once every other month to study problems and make policy recommendations
concerning manpower and training, public information and education, ambulance
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service organization and operation, communications, program evaluation, hospital

emergency facilities, legislation, and administrative procedures. (See Byl aws ,
Appendix I-C.)

The members of the Council and its Task Forces represent governmental, medical,

and paramedical disciplines as well as the business community and the consumer.
Current membership is representative of the following agencies and/or groups.

lowa Medical Society

American College of Surgeons, Committee on Trauma - lowa Chapter
American College of Emergency Physicians - lowa Chapter
Emergency Department Nurses Association
University Hospitals and Clinics - State University of lowa
lowa Hospital Association
lowa Ambulance and Rescue Association
lowa Fireman's Association
Area College Health Occupations Coordinators
Consumers
Areawide Health Planning Council representation
State Agencies:
Department of General Services, Division of Communications
Department of Public Safety
Department of Public Instruction
Department of Public Defense, Division of Civil Defense
Office for Planning and Programming
Office of Comprehensive Health Planning

lowa State University, Fire Service Extension
Department of Health

As illustrated previously, the Advisory Council together with Task Forces and
related subcommittees become involved in many EMS activities including:

a. Recommendations for and review and approval of State's Comprehensive EMS
Plan

b. Development of EMS legislation
c. Guiding the develoment of the State EMS Communications Plan

d. Review of grant proposals for DOT, HEW, | RMP, and Robert Wood Johnson
Foundation

e. Review and comment regarding EMS Training Program

f. Development and Implementation of the Emergency Department Categorization
Plan

g. Co-sponsoring Statewide EMS Conferences

h. Development of Statewide EMS Standards.

Areawide EMS Advisory Councils have been active in the development of areawide
EMS program activities. Members of existing areawide EMS Councils will play
an integral role in coordinating emergency medical services within their re-
spective regions. The Governor's EMS Advisory Council will provide guidance
to its EMS regions in the development of EMS Systems.

To provide effective liaison between the State EMS Advisory Council and the
areawide EMS Councils, a sixteen person committee was created. Known as the EMS
Development Group, this organization consists of an appointed representative

from each of the 16 areawide health planning councils. A copy of the organiza-
tion's bylaws is enclosed as Appendix I-D. Meeting approximately every two months,
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this group had as its initial purposes the following items:

a. ldentification and appointment of a local resource person to assist
statewide agencies in the planning and implementation of the State EMS Plan.

b. Provide appropriate input to the Governor's EMS Advisory Council's Task
Forces

c. Provide a forum for education of the members through sharing of ideas and
information.

d. Promote the development of areawide EMS Councils and the design of area-
wide EMS Plans.

e. Provide liaison between the areawide EMS Councils, OCHP, and the Governor's
EMS Advisory Council.

f. Promote standardization of EMS Systems.

g. Promote the development of appropriate EMS legislation.

h. Provide community education.

With the recent changes in health planning format, it is anticipated that this
group will continue to provide a vital function in serving in a liaison capacity
with the State EMS Program on behalf of the Regional EMS Advisory Councils.

LEGISLATION

lowa does not have comprehensive legislation covering emergency medical service.
systems. With the exception of general legislation covering the operation of
all emergency vehicles (fire, police, ambulance and other emergency vehicles)
the only current legislation provides for:

1. A good Samaritan act which covers only those rendering ''emergency care
or assistance without compensation..."

2. Authorization for cities, counties, or county hospitals to operate or
contract for ambulance services.

3. Authorization for the use of National Guard helicopters as ambulances.

Several different versions of a bill to provide for the establishment of stan-
dards for ambulance services have been introduced in the lowa Legislature since
1971. A bill to provide for an amendment in the Medical Practices Act to allow
specially trained EMT-A's to perform certain advanced emergency care techniques
under the direction of a physician has also been prepared. |t is anticipated that
both of these measures will be considered by the current legislature during its
1976 session.

The pertinent sections of the lowa Code pertaining to existing legislation are
listed below:

Authorization for Cities to Operate Ambulance Services 368.74 (Repealed)
Authorization for Counties to Operate Ambulance Services 332.3(23)

W N =

Authorization for National Guard to Provide Emergency Helicopter Ambulance

29A.79
5. Good Samaritan 613.17.

All legislation now existing or currently proposed is contained in Appendix |-E.

Authorization for County Hospitals to Operate Ambulance Services 347.16(13)

-

__:-‘_"I-_.-'._-'




-‘IO_

I'l.  PLANNING INFORMATION
A. EMERGNECY MEDICAL SERVICES - RESOURCES

Ambulance Services. As of September 1, 1975 there was a total of 316 ambulance
services in the State operating at 339 sites. This included 37 county-wide sys-
tems. Ambulance services are currently provided by 42 hospitals, 30 funeral
homes, 32 private operators, 93 fire departments, 113 ambulance departments, and
6 police departments. Excluding hospital-based and private units there are 166
volunteer services, 29 services provided by county governmental units, and 17
services provided by other governmental units. From 1968 through August 1975
there was a decrease of 133 ambulance service operations. Two hundred forty fu-
neral homes left the ambulance business during the seven-year interval. During
that same time period, increases were observed for volunteer ambulance services
separate from volunteer fire departments and hospital-based ambulance services.
Appendix 11-A illustrates the changes in the types of ambulance service since 1968.

Most private hospital and government-operated ambulance services charge for their
services. Volunteer units quite frequently do not charge but accept donations
and have annual fund drives. Almost all private operators operate under a con-
tract with one or more governmental agencies for which a monthly or yearly subsi-
dy is paid. While fees for service vary greatly, the average charges across the
State appear to be $30 per patient plus $1 per mile outside the immediate area.
Additional charges for oxygen, dressings, and other supplies are sometimes made.

Ambulances and Equipment. Since 1970, 185 ambulances meeting DOT specifications
have been purchased throughout the State. Sixty-eight of these ambulances were
purchased with the assistance of the Governor's Highway Safety Program funds.

A breakdown of the above vehicles by type is as follows:

Type | (Modular) 31
Type I1; 111 (Modified specialty vans) 89
Type |V (Limousine) L6
Type V (Standard van) 19

185

Appendix I1-A illustrates distribution of new ambulances purchased that meet min-
imum DOT requirements.

A survey is currently being prepared by the EMS Section which will obtain compre-
hensive information concerning personnel, training, ambulances, and related equip-

ment. The survey will be implemented during the Fall of 1975 and will be updated
annually.

A total of 62 communities have received Governor's Highway Safety Program funds for
medical and communications equipment for use in ambulance and rescue units through
the EMS Program administered by lowa State Heal th Department. A total of 187 am-
bulance and rescue units have, have on order, or, are in the process of purchasing
radios on the EMS Communications System.

Personnel and Training. Since 1971, statewide EMS training activities have been
developed and coordinated by the Section of EMS. Courses currently being con-
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ducted under the supervision of the Section include the following:

Basic Emergency Medical Technician-Ambulance Course (100 hours)
Basic Emergency Rescue Technician Course (60 hours)

Basic Emergency Care for Law Enforcement Officers (24 hours)
Crash Injury Management (40 hours)

. Ambulance Orientation and Crash Simulation (8 hours)

Continuing Education Programs for EMT-A's

Continuing Education Programs for Law Enforcement Officers.

~] OVl Ew N —

All students enrolled in the above courses are tested and certified by the Sec-
tion.

Additional emergency care courses are being developed in cooperation with various
agencies and committees. The training courses being developed include:

Basic Course in EMS Communications

C-MED Dispatcher Training

Emergency Medicine for Physicians
Emergency Medicine for Physicians
Emergency Health Care Delivery Seminars.

L0 T = PO I S IR

Special workshops are conducted to train and/or inform various groups. Since
September 1974 eleven workshops have been conducted for Area College Health Occu-
pation Coordinators, EMT-A Course Coordinators, EMS Training Coordinators, Rescue
Instructors, and administrative personnel from hospitals operating ambulance ser-
vices.

The EMS staff has actively participated in the development and coordination of

the Basic Life Support (BLS) program initiated by the American Heart Association.
Staff persons have assisted in BLS instructor-training programs and through grants
from DHEW and Governor's Highway Safety Program, the Section has purchased twenty
recording-annes, four resusci-annes, four anatomic-annes, and seventeen resusci-
babies for use in all of the EMS training programs.

Through August 1975, 174 EMT-A clases were conducted through the Statewide EMS
Training Program. Initial enrollment in these courses totaled 4,277. O0Of this
number, 3465 individuals completed the course. Of those individuals completing
the course, 3,013 or 88% passed the lowa EMT-A Certification examination. While
there are some ambulance personnel who have not completed the EMT-A course, most
of these individuals have completed at least the Red Cross Advanced First Aid
Course. Appendix 11-A provides information pertaining to distribution of EMT-A
trained personnel.

Hospital Emergency Facilities. In 1973 each of the 140 hospital emergency depart-
ments was visited by an evaluation team in preparation for completion of the emer-
gency department categqorization program.

Results of the categorization survey indicated that the hospitals that meet the
categorization criteria are not evenly distributed throughout the State. The
frequency distribution of hospitals by categorization criteria currently is as
fol lows:

Comprehensive Emergency Service -- 1 (University of lowa Hospitals and
Clinics = lowa City)

i
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Regional Emergency Service - Type A -- 12

Regional Emergency Service - Type B -- 16
Community Emergency Service == 21
Immediate Aid Outpatient Service -- 40

The distirbution of hospital emergency facilities by area is outlined in Appen-
dix 11-B.

The critieria established for the categorization process is also outlined in
Appendix 11-B.

Communications. The Emergency Medical Services Section of the State Department of
Health used Governor's Highway Safety Program funds to contract with an engineering
firm to develop an EMS Communications Plan that would provide easy access by citi-
zens, reduce ambulance and rescue unit response time, reduce the duplication of
emergency unit response to medical emergencies; at the same time provide direct
communications between ambulances and all responding units as well as hospitals,
physicians, and a cnetral dispatch center. The Communications Plan was formally
recommended for approval as the communications component of the State EMS Plan in
February 1973. (See Appendix 11-C.)

The following frequencies are assigned for EMS Communications in the State of lowa.

Com 155.340 MHz Statewide/Nationwide
EMS common calling frequency

Ops 155, XXX Regional resource coordination center
operational frequency

PTP 155.280 MHz Statewide EMS interagency
coordination channel (point to point)

AlD 155.475 MHz Statewide/Nationwide
Public Safety Mutual Aid frequency

The Governor's EMS Advisory Council in May 1975 recommended to the |owa State De-
partment of Health for approval regional radio frequencies and subaudible tones in

order to eliminate interference and intermodulation problems present under original
assignments.

As of August 1974, 21 hospitals had or were establishing base stations with

155.340 MHz capabilities. Nine additional hospitals had base stations or remotes
on EMS frequencies other than 155.340 MHz. As of March 1975, 45 ambulance services
had 63 Emergency Medical Service Communications System radios transmitting on
1-5.340 MHz. Thirteen rescue units had such radios also transmi tting on 155. 340
MHz. Ten ambulance services had 15 radios transmitting on frequencies other than

155.340 MHz.

At the present time State patrol and local law enforcement radio systems are being
converted to high-band systems. With the completion of the implementation of the
four public safety communication systems (lowa Highway Patrol, Local Law Enforce-
ment, Fire EMS) on VHF high-band frequencies, the various public safety services

will be on separate but compatible systems, linked together with a common high-band
VHF mutual aid frequency. (155.475 MHz.)
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The State EMS Communications Plan proposes the establishment of management agency
resource coordination centers (C-MED) which will serve as a center for regional
emergency medical service communications. The State EMS Communications Plan ad-
vocates access to the system through a seven-digit telephone number serving the
free calling area of the communities in which the EMS Communication Centers are lo-
cated or dial "0" in all communities outside of the free call area served by an EMS

Communications Center. This access is intended as an interim step only until 911
is implemented.

Five lowa cities have implemented 911 systems and two other cities are currently
in the negotiation stages. The Department of General Services Division Communica-
tions Staff recommends implementation of 911 systems statewide. The Division has

prepared a preliminary draft of 911 systems standards and planning guidelines for
presentation to the Governor's EMS Advisory Council.

The Governor's EMS Advisory Council is currently studying UHF-VHF system interface.

Major metropolitan areas are considering implementation of telemetry systems on UHF.

Consumer Education and Training. The number of ambulance services ceasing opera-
tion has generated much citizen interest and resultant press coverage. Discus-
sions held in local communities while planning new services have created a means of
educating the public to the requirements of an EMS system. The EMS Section has
disseminated information concerning the program through news releases, displays at
conventions, fairs, workshops, participations in meetings at the local level, and
mailings to various agencies. News coverage of graduating EMT-A classes, disaster
drills, and fund drives for new equipment have provided additional opportunities
for distributing information regarding emergency medical services to the consumer.
The Public Information and Education Task Force of the Governor's EMS Advisory
Council has been organized to assist in developing a coordinated effort in the
State to educate the consumer in gaining access to and the proper use of an emer-
gency medical services system. Training of the public is provided through first
aid and allied courses conducted by the American Red Cross.

Evaluation. The Governor's EMS Advisory Council's Project Review and Program Eval-
Uation Task Force reviews and comments on all EMS project requests for State and
federal funding and submits recommendations to the Council for approval or disap-
proval. Specific components of individual projects are submitted to various Task
Forces having expertise for review. Staff emphasis is being placed on developing

a total systems evaluation process.

While lack of staff and inadequate funding have prevented development of sophis-
ticated data collection and analysis capability, surveys are being developed to
provide baseline data for evaluation of EMS systems design in lowa.

Patient Flow Pattern. In lowa an individual requiring emergency medical care be-
cause of sudden acute illness or injury enters the EMS System following a call to
local police, fire, or ambulance department. In case of accident involving person-

al injury, ambulance and police are dispatched. On arrival at the scene, the pa-
tient is evaluated, extrication and/or emergency care is given and the patient is
transported to the hospital of his or her choice. If communication is available

the hospital is notified of the patient's condition and expected time of arrival.

On arrival at the hospital the patient is evaluated by medical staff and care pro-
vided.
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B. DESCRIPTION OF THE PROGRAM AREA - DEMOGRAPHIC INFORMATION

Population. In 1970, lowa had a total population of 2,824,376 which represented
a 2.4 percent increase in population over the 1960 census population (2,757,537).
Of the total population, 8.3 percent were under 5 years, 28.6 percent were under
15 years and 12.4 percent were 65 years of age or older. In 1970, Polk County
was the most populous county (286,101) and Adams County the least populated
(6,322). Fifty percent of the State's population lived in only 15 counties.
There are seven metropolitan areas of the State which have a population of 50,000
people or more. The State has a total of 807,764 persons living in urban areas
of the State (areas of 50,000 or more population). This comprises approximately
30 percent of the State's population with the other 70 percent living in rural
areas of less than 50,000 population.

The urban distribution of the State's population is concentrated in the State's
seven standard metropolitan statistical areas, three of which are interstate in
nature. The map on the following page indicates the location of the standard
metropolitan statistical areas in lowa.

A total of 807,764 persons or 28.6 percent of the State's population reside in-
side standard metropolitan statistical areas. A total of 2,016,612 or 71.4 per-

cent of the population reside outside standard metropolitan statistical areas.

The seven areas of the State designated as standard metropolitan statistical ar-
eas in the 1970 census report are as follows:

* SMSA Population Urbanized Area Pop.

Cedar Rapids (Linn County) 163,213 132,008

Davenport, la.; Rock Island, Moline, |I1.
(Scott County, la.; Henry & Rock Island

Counties, I1.) 362,638 266,119
Des Moines (Polk & Warren Counties) 286,101 255,824
Dubuque (Dubuque County) 90,609 65,550

Omaha, Ne.; Council Bluffs, la.
(Pottawattamie Co., la.; Douglas &

Sarpy Co., Ne.) 540,142 491,776
Sioux City, la. (Woodbury Co., la.);
Dakota Co., Ne. 116,189 95,937
Waterloo (Black Hawk Co.) 132,916 112,881
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Comparison of distribution of lowa's population during the past /0 years indicate
a greater proportion of the population in the 65 and older age groups in recent
decades. This is especially true of the 75 and older portion of the population.
Age distribution of lowa's population in 1970 compared to 1960 is as follows:

Population Percent Distribution

1970 19%0 1970 1960
Total (Both Sexes-All Ages) 2,824,376 2,757,609 100.0 100.0
Under 5 years 233.212 307,214 8.3 1.
5 to 9 years 280,101 291,819 9.9 10.6
10 to 14 years 293. 440 258.819 10.4 9.4
15 to 19 years 273,475 202,940 9.7 7.4
20 to 24 years 203,691 155,335 T2 5.6
25 to 29 years 167,505 151,804 5.9 G5
30 to 34 years 147,263 165,052 5. 6.0
35 to 39 years 141,941 170,193 5.0 6.2
40 to U4 years 154,955 164,912 5.5 6.0
45 to 49 years 158,126 157,392 5.6 5.7
50 to 54 years 152,726 145,111 5.4 5.3
55 to 59 years 140,549 134,918 5.0 4.9
60 to 64 years 127,099 124,343 4.5 4.5
65 to 69 years 107,701 114,360 3.8 4.1
70 to 74 years 92,860 91,380 3.3 3.3
75 years and over 149,732 122,017 5.3 4. 4
Median Age 28.8 30.3
Further population information is provided in Appendix I1-D.
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There are approximately 2,904 physicians in lowa. Two counties, Johnson and Polk,
have 419 (14.4%) and 440 (15.1%) physicians respectively. Black Hawk, Linn,

Scott and Woodbury counties each have more than 100 physicians. These six coun-
ties have 48.4% of all the physicians in lowa.

There are 1,609 (55.4%) physicians (excluding 11 semi-retired physician special-
ists) who are specialists. Of these physicians, 57% (917) are certified by a
specialty board, 21.3% (342) are eligible for certification and the remaining 350
physicians are general practitioners who limit their practice.

There are 2,769 active physicians of whom 14.2% (194) are 65 years of age and
above and 10.7% (297) are under 35 years of age. Of the physicians in specialty
practice (1,620, including 11 semi-retired physicians), 9.1% (147) physicians are
65 years of age and above as compared to 21.4% (247) of general practitioners.
Physicians under 35 years of age for the two groups total 13.0% (210) and 7.6%
(87), respectively. There are very few (4.4%) specialty physicians under 35
years of age in private practice, probably because of the time required for res- |
idency or because they began their residency after a period of general practice. |
0f the general practitioners in private practice, there are 7.4% (82) under 35

years of age. Also, 21.3% (236) of general practitioners in private practice

are 65 years of age and above compared to 10.9% (123) of specialists. There are

936 specialists in private practice in the age group of 35-64 as compared to
764 general practitioners.

0f the 2,904 physicians in lowa, 77.3% (2,244) are in private practice, 18.1%
(525) not in private practice, and 135 retired from practice. Physicians not in
private practice include administrators, physicians in State and federal insti-
tutions, residents, researchers and teachers. Polk County has 74 physicians not
in private practice and Johnson County, home of the University of lowa Medical
School, has 352 physicians. The remaining 99 physicians who are not in private
practice, are mostly in counties where State institutions are located.

Of the physicians in private practice, 48.1% (1,079) are general practitioners
and 50.4% (1,131) are in specialty practice. The latter are concentrated in 18
counties. These counties have 89.5% (1,013) of all specialists. Further, the
counties with the largest concentration of specialists have 42.5% of the general
practitioners. The counties with a concentration of physicians in specialty
practice have 53% (1,499,276) of the total population and several large hospitals.

services. A population-physician ratio of 1500:1 is considered accessible to
physician services, and any upward departure from this ratio as not readily
accessible to physician services.

Population-physician ratios are used as an index of the availability of physician f
II

The population-physician ratios were computed using the 1970 population and the
physicians in private practice for each county. O0f the 99 counties, 9 counties
have a ratio of less than 1000:1, 28 counties have a ratio between 1000-1500:1,
31 counties have a ratio of 1500-2000:1, and 31 counties have a ratio of above *

2000:1. The counties were classified using a modified criterion excluding phy-
sicians 65 years of age and above. According to this criterion, 23 counties had

a population-physician ratio of less than 1500:1, L counties between 1500-1600:1,
and 72 counties above 1600:1. Additional information regarding physician-medical-
personnel distribution is included in Appendix |I-E.
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Area Characteristics. (Roads.) lowa's transportation investment is heavily
oriented toward highways. lowa's metropolitan areas are among the smaller stan-
dard metropolitan statistical areas in the country and have disbursed populations.
The disbursement is even greater than in rural areas. Thus in comparison to
states having major population centers, highways assume more importance in the
total transportation system in lowa than they might in other states.

In 1980 it is estimated that 95.3% of the public investment transportation dollar
will be expended on highways. In 1990 the investment will be 91.7%. The expec-
tations for lowa's transportation system include the continued emphasis on high-
way system development, an increased emphasis on mass urban transit through 1980,

a gradual growth in airport investment and a slight decrease in parking invest-
ment.

A statewide mileage summary and a map illustrating primary road systems in the
State are provided on the two following pages.

High Accident Locations. In 1974 a total of 91,117 reportable crashes were re-
corded. There were 583 fatal crashes killing 685 persons, personal injuries to
31,679 persons, and an estimated 67,314 property damage collisions. The fatality
figures represent a 16% decrease over the previous calendar year and a 20% de-
crease as compared to lowa's previous four-year average.

Studies conducted by the lowa Department of Public Safety indicate that 50% of
this reduction resulted from the enactment of the 55 mph speed limit. Of the

' total crash experience in lowa, analysis has shown that 69% of the fatal crashes
and 76% of all personal injury crashes occur in and within 35 miles of population
centers of 30,000, and over nine of the ninety-nine lowa counties represent 30%

of crashes in the State. Fatality-personal injury data in the nine high-accident
areas is provided in Fiqure 1 (page

e

A comparison of lowa crash statistjcs from 1970-1974 is provided below.

|OWA CRASH STATISTICS - 1970-1974

NUMBER OF NUMBER OF NUMBER OF RATIO NUMBER OF
YEAR ACCIDENTS FATALITIES INJURIES FAT./INJ. FATALITIES DECREASE
1970 87,808 911 33,101 1/36.33 o
1971 87,100 826 31,599 1/38.25 - 85
1972 91,918 874 35,487 1/40.60 + 48
1973 96,620 813 35,059 1/43.12 - 61
1974 91,117 685 31,679 1/46.25 =128

Figure 2 illustrates the crash/injury/fatality pattern in lowa from 1940 to 1974.
(Page .)

Geographic and Climatic Conditions. The geographic area to be covered encompasses
the entire State of lowa, bounded on the north by Minnesota, on the east by
I1linois, on the west by Nebraska, and the south by Missouri. The Missouri and
Mississippi Rivers form the State's western and eastern boundaries respectively.
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IOWA FUNCTIONAL CLASSIFICATION STUDY

STATEWIDE MILEAGE SUMMARY

The following tabulation shows statewide miles of roads and streets in existence
on January 1, 1970 by functional class as compiled from data furnished by the 99

county functional classification boards. Leale Fakive

Limita-
Rural Municipal Totals tions
Freeway-Expressway System 2,265.74 427.82 2,693.56 3,000
Arterial System 3,056.66 403.65 3,460.31 3,500
Arterial Connector System 2,943.88 399. 32 3,343.20
Subtotal - Proposed Primary System 8,266.28 1,230.79 9,497.07
Trunk System 12,517.55 932.88 13,450.43 15,000
Trunk Collector System 16,420.43 517.21 16,937.64 20,000
Subtotal - Proposed Farm-to-Market 28,937.98 1,450.09 30,388.07 35,000
Area Service System 62,043.22 62,043.22
Subtotal - Proposed Rural Secondary 90,981.20
Municipal Arterial System -—— 1,215.08 1,215.08 1/
Municipal Collector System -—- 1,610.16 1,610.16 2/
Municipal Service System -— 8.211.70 8., 21170
Subtotals - Proposed Municipal Jurisdiction -—- 11,036.94
Totals - Rural and Municipal 99 .,247.48 13717 .82 112,965.30
State Park Roads 149.43
Institutional Roads 89.75
STATE TOTAL 113,204. 48
Notes:

1/ The municipal arterial system is not to exceed 15% of the entire street
mi leage under jurisdiction of a municipality (15% of entire city street

mi leage less primary, trunk and trunk collector extensions and state park
and institutional roads), except that municipalities under two thousand
population may exceed said limitation.

2/ The municipal collector system is not to exceed 20% of the entire street
mi leage under jurisdiction of a municipality (20% of entire city street

mi leage less primary, trunk and trunk collector extensions and state park
and institutional roads), except that municipalities under two thousand
population may exceed said limitation.
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Elevation ranges from 480 feet above sea level in the southeastern part of the
State to 1,675 feet in the northwestern part. The greatest departures from the
prairie surface are in the northeast and southwest, both characterized by bluffs
and cliffs above the flood plains of the State's bordering rivers. Because of
glaciation, the northern half of the State is more broken and irregular and has
more shallow lakes and ponds than the southern half. As one of the plains states,

lowa ranks as a leader in agricultural endeavors. lowa has a climate of great
extremes. While the mean annual temperature is 49°9F. (9.44°C.), extremes per
year may range as high as 135°. Rainfall is unequally distributed throughout the

year. While the mean annual precipitation is 31.44 inches (79.86 cm.), about
71% of this falls from April 1 to October 1 with May, June and September general-
ly the wettest months. The State is subject to natural disasters from major

weather disturbances, especially tornadoes in early spring and summer and bliz-
zards during the winter months.

Fconomic and Social Conditions. The general employment pattern of lowa is simi-

Tar to that of the United States. lowa's unemployment rate, however, has been

traditionally below the national figures, averaging 3.0 percent in 1974 to 5.4

percent for the country as a whole. In general, lowa's industry is of a stable
nature and lags behind the cyclical downswings of the national economy. In a

recent study by the Bureau of Economic Analysis, lowa ranked forty-second in sen-
sitivity to cyclical swings in the national economy. Over one-half of the labor
force is engaged in non-manufacturing, which includes trade, services, and gov-
ernment. Wholesale and retail trade alone is equivalent to manufacturing, both
respectively comprising approximately 18 percent of the total labor force.

A definite seasonal pattern in unemployment rates can be discerned. Unemployment
naturally rises in construction and agriculture in the winter months and falls
during the summer. A comparison of the last four years shows the marked improve-
ment in employment of 1973 over 1971 and 1972 but also illustrates the rapidly
declining economic trends evidenced during the final months of 1974.

Personal income, as measured by the Bureau of Economic Analysis of the United
States Department of Commerce, increased by 14.1 percent in 1973 to a total of
approximately $14 billion. A substantial portion of this increase was attribut-
able to higher farm proprietors' earnings resulting from a strong farm economy.
Industrial production also increased dramatically giving rise to higher earnings
in the manufacturing sector. Overall, the increase in total personal income
placed lowa in seventh place in terms of the gains registered by all states. Al-
most all of the states experiencing rapid growth were basically agricultural. As
shown below, percapita income advanced to $4,869 in 1973 up from $4,300 in 1972.
lowa's relative position moved closer to the national average per capita income
of $4,918 equaling 99 percent of that number.

Total and Per Capita Personal Income and Relatives, 1965-1973

Total Personal |ncome Per Capita |Income lowa Per Capita As lowa Total

Amount Percent Amount Percent % of U.S. Income As

YEAR Billions Change Dollars Change Per Capita % of U.S.
1965 S F.b 14.0 525735 14.0 100 1.41
1966 8.3 9.2 32013 10.1 101 1.40
1967 8.5 2.4 3,051 3 96 1.36
1968 921 7.0 3,264 L, 95 1.32
1969 9.9 8.8 3,549 8.7 95 1.32
1970 10.6 7.1 3,688 3.9 9l 1.30
1971 11.0 3.7 3,877 5.1 95 1.29
1972 12.4 | R 4,300 103 96 33
1973 14.1 14.1 L,869 13.2 99 1. 37




spectively, of total income. The largest component of proprietors' income is in

the farm sector which is nearly twice as large as the non-farm proprietors' income.

Total personal income varies from county to county. The counties with the lowest
incomes are located in south-central lowa and have a higher than average percent-
age of income derived from farm earnings. The metropolitan areas of the State

have higher total and per capita income figures and naturally a lower
of total earnings derived from farm earnings.

percentage
Data from the 1970 Decennial Census, the most recent and comprehensive source of
data available for minority groups, indicated that non-whites have lower incomes
and poorer housing than their white counterparts. The median income of white
families throughout the State in 1970 was $9,040 compared to a family income of
$6,916 for blacks. It also indicates 3 population group for which accessibility

to the emergency medical service system js potentially limited because of in-
ability to pay.

A recent study prepared by the Midwest Research Institute compared states on the
basis of quantitative and qualitative indicators. This study ranked lowa's edu-
cational system as the best in the United States with a composite rating of 1.47.

lowa ranked ahead of other states with excellent systems such as California,
Oregon, Utah, and Wyoming.

Holding power measures the ability of a school system to retain those students
until twelfth grade who entered at the ninth grade level and thus reduce the

dropout rate. This ability reflects the effectiveness of the school system to
make the student's learning experience meaningful. Holding power also reflects

the importance placed on education by society and its willingness to support the

-2&-
Proprietors' income and property income accounted for 20.3 and 14.8 percent, re-
|
|
.
educational process financially and philosophically. ;
]

The holding power of lowa's schools is one of the highest in the nation. Almost |

J1 percent of those students entering the ninth grade complete their education.

This provides EMS planners a significant proportion of the population for which !
i
i
1

to develop information and education programs regarding utilization and access
to emergency medical service systems.

Other Factors. |In recent years, lowa has experienced an increase in the number
of recreational opportunities through development of both natural and man-made

lake areas. There is a vital need to study the effects of seasonal population
variations in these areas on emergency medical service systems.

Appendix || contains a number of additional maps and charts which contain infor-
mation regarding emergency medical service resources, population densities, medi-

cal personnel, roads, high-accident locations, economic and social conditions,
and epidemiological characteristics.

I LS i e i i i e e
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EMS STANDARDS

ORGAN I ZAT IONAL

There are two aspects of organization which must be considered in the deve lopment
of organizational standards for the State of lowa. First is the overall direc-

tional organization required at the state level; second is the ''"grass-roots'' orga-
nization developed at the regional or ''community' level.

The state level organization is covered fully in Section | of this Plan under the
title ''State Organization for EMS Plan Development and Program Imp lementation."
State level organization envisages the implementation of a statewide EMS Plan un-
der the guidance of the Governor's EMS Advisory Council. It places the responsi-
bility for EMS implementation and evaluation on the Commissioner for the develop-
ment of an effective statewide Emergency Medical Services System.

1. State Standards Established: The Governor's EMS Advisory Council is respon-
sible for recommending EMS standards for the following:

System operations

Personnel training

Ambulances, rescue units, and equipment specifications
Response time

Communication

Hospital facilities

-~ a0 O W

These Standards, recommended by the Advisory Council, are applicable for state-
wide planning.

2. Regional Implementation Planning: On the regional level, the Regional EMS
Councils are responsible for the development of a Regional EMS Implementation
Plan. This Plan shall address Standards and approach established at the State
level for comprehensive EMS systems, apply them to the regional situation, and
adjust them if necessary subject to the approval of the Governor's EMS Council.
The Regional EMS Councils shall insofar as possible coordinate their activi-
ties with those of the Health Systems Agencies for their respective areas.

The first step in developing an adequate EMS Implementation Plan is to secure
the cooperation and involvement of all appropriate community agencies and

health facilities through the organization of a Regional EMS Council. Es-
sential to the success of any EMS Council is the representation of three main
groups: (a) the health care providers; (b) involved public agencies; and (c)

community leaders.

a. Providers: This includes local medical society or societies, hospi tal

administrators, nursing groups, ambulance services, and local chapters
of voluntary health organizations.

b. Public Agencies: This includes fire and police departments, civil de-
fense, health departments - including the medical examiner, planning
agencies and local governments.

c. Community Leaders: This includes the consumer representatives of civic
and service clubs, traffic and highway safety groups, telephone companies,
public utilities, and any others with an interest in EMS, which could

strengthen the Council or increase community support and involvement--
including the news media.
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The above listing is not all-inclusive and, depending on circumstances, could
encompass others such as school systems, major industries, employers, insur-
ance executives, farm organizations, women's organizations, American National

Red Cross, and both technical experts and decision-making executives from the
communications industry.

3. Plan and Grant Approval: Plans developed by the Regional EMS Councils in con-

junction with their respective Health Systems Agencies shall be reviewed by

the GEMSAC and the EMS Section staff to determine compatibility with the State

EMS Plan. Approval (or disapproval) with comments shall be made in writing
to the appropriate regional Councils.

Grant Applications from local jurisdictions to the EMS Section shall be re-

viewed by the appropriate EMS Council and Health Systems Agency to assure com-

patibility with the Regional EMS Implementation Plan.

OPERAT IONAL

The operational standards are based on the interrelationship between EMS system
functions and all supporting components. System functions include the following:

1. Detecting the incident.

2. Reporting the incident.

3. Dispatching ambulances, rescue vehicles, public safety vehicles, and
alerting emergency care facilities.

4. Driving ambulances and rescue units to the scene.

5. Rendering emergency care to the victims.

6. Extricating victims, if required.

/. Transferring injured persons to the hospital and administering emergency
care en route.

8. Admitting the injured to the emergency department of a hospital.

9. Transferring the injured from one hospital facility to another.

The Governor's EMS Advisory Council will ensure the deve lopment of an Operational

Procedure Manual which will identify the roles and responsibilities of each com-

ponent of the EMS system and how the various components interrelate.

PERSONNEL TRAINING

Employee or volunteer members of public and private organizations having respon-
sibility for delivery of emergency health services must be trained in, and held
accountable for, administration of specialized emergency care and delivery of

the victims of injury or acute illness to the appropriate medical facility. Stan-
dards for training of persons involved in the EMS system include the following:

1. General Public: All persons who may be called upon to render first aid, in-
cluding school children, should be given opportunities to learn the fundamen-
tals of first aid. The '""American Red Cross Standard First Aid and Personal

Safety Course," is suitable for this purpose, providing it includes life
support (CPR) training.

2. Law Enforcement and Fire Fighters: The ''Crash Injury Management Course”.is
the recommended course of instruction for law enforcement officers and fire
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fighters. This course is designed to provide instruction in initial care for
the victims prior to the arrival of the emergency medical technician.

3. Rescue Unit Personnel: The ''"Basic Emergency Rescue Technician's Course'' is
the recommended course of instruction for rescue squad personnel. This
course is designed to provide instruction in initial care for the victims,
and in proper techniques for extricating the victim and preparing him for
transportation. The outline and training plan for this course are included
as Appendix |II1-A.

4. Ambulance Personnel: The '"Basic Training Program for Emergency Medical Tech-
nician-Ambulance' is the recommended course of instruction for ambulance driv-
ers and attendants. This DOT course is designed to provide the minimum ac-
ceptable level of performance and competence required of trained ambulance
personnel, Paramedic training programs will be established subsequent to de-
ve lopment of standards and the passage of enabling legislation. A committee
of the Personnel and Training Task Force of the Governor's EMS Advisory Coun-
cil has been appointed to develop criteria for the training of advanced EMT-A's.

5. Dispatchers: Personnel who are assigned responsibility for dispatching emer-
gency medical services vehicles should, as a minimum, complete an ''Emergency

Medical Technician-Dispatcher Course' (to be developed). This course will be
designed to provide the minimum acceptable level of performance and competence
for trained EMS dispatchers. It will include training in the area of initial

care, ambulance and emergency department operations, and the proper use of
radios and other communications equipment.

6. Emergency Department Personnel: The emergency department nurse must be ad-
equately trained to provide, under standing orders, immediate care to all
emergency patients received in the facility. Special training programs for
emergency department nurses are being developed and will be implemented sub-
ject to approval of the Governor's EMS Advisory Council.

Physicians regularly attending patients in emergency departments should re-
ceive adequate initial training in life support and emergency care. Special
training programs for physicians are being developed and will be implemented
subject to approval of the Governor's EMS Advisory Council.

D. AMBULANCES

An ambulance is defined as:

Any privately or publicly owned vehicle designed to transport
the sick, wounded, or otherwise incapacitated who are in need of
emergency medical assistance, or whose condition requires
treatment or continuous observation while being transported

by a person with training adequate to enable him to provide
emergency medical treatment.

1. Ambulances purchased after the adoption of the Standards should meet or ex-
ceed the current lowa ambulance specifications. (See Appendix II1-B.)
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2, Ambulances should be equipped with all equipment listed in the current lowa
ambulance equipment list (see Appendix I11-C), which shall include the cur-
rent Essential Equipment for Ambulances list provided by the Committee on
Trauma, American College of Surgeons. Ambulance services which do not have
a capable rescue unit available for emergency calls should also carry the

basic rescue equipment listed with the ambulance equipment (see Appendix
1 11-D).

3. It is recommended that all ambulances be manned by at least two certified
Emergency Medical Technicians-Ambulance (EMT-A's).

E. RESCUE UNITS

A rescue unit is defined as:

Vehicles especially staffed and equipped for extrication
of victims or remedying of dangerous physical situations
(including fire, gas, and water threats). Their primary
purpose is extrication and not patient transportation.

1. All rescue units should be appropriately designed to meet the specific

needs of the community. Sufficient space should be provided for the safe
transportation of a minimum crew of four.

2. Rescue units should be equipped with all items listed in the Essential
Rescue Unit Equipment List (see Appendix Il1-E), and any additional equip-

ment considered necessary by the local department.
3. It is recommended that all rescue units be manned by a minimum of two
certified Emergency Rescue Technicians (ERT). !

F. RESPONSE TIME

;
G
Ambulances and rescue units (or adequately equipped engine or truck companies) :
should be available to everyone residing within an EMS region. Seventy per- t
cent of the population should be able to expect the first unit (ambulance or

rescue) to arrive on the scene within four to seven minutes after the call is

received by the dispatcher. Ground, air, and water transportation vehicles

should be placed throughout the State so as to ensure maximum response times

of ten minutes for all calls in urban areas and 20 minutes for all calls in

rural areas. Full-time paid ambulance services should be on the street no

later than two minutes after a call is received; volunteer units should always
be on the street within five minutes.

G. COMMUNICATIONS

The State Emergency Medical Services Communications System (EMSCS) provides for
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coordinated communications between all components of the EMS System and provides
standards for all phases of the EMS response system. They are described in more
detail in the State EMS Communications Plan. Each region needs to set an order

of priority on the communications links. The Communications System will typically
have the following telecommunications links:

1. Efficient communications links between those who request emergency medical
service and those who have or know the appropriate service (regional EMS Cen-
tral Medical Emergency Dispatch [C-MED] centers).

2. A two-way communications link between the C-MED Dispatchers and the EMT-A's
inside ambulances and ERT's inside rescue units.

3. A communications link from the C-MED Dispatcher to personnel in hospital
emergency departments.

L. A two-way communications link between the C-MED personnel and the personnel
at local law enforcement communications center(s).

5. A communications link from EMT-A's inside the ambulance to personnel in the
hospital emergency department.

6. A two-way communications link between EMT-A's inside the ambulance and rescue
units and law enforcement personnel.

7. A two-way communications link between EMT-A's inside the ambulance and per-

sonnel inside C-MED and hospitals during long-distance transfer of patients,
inter- and intra-state.

8. An ambulance-to-ambulance two-way voice communications link.

9. A two-way communications link between hospital personnel in a regional/commu-
nity grouping.

10. Areawide EMT-A, physician, and nurse selective calling.

HOSPITAL FACILITIES

Hospital emergency facilities should be available to deliver necessary emergency

care to everyone in the State. To meet this goal, the following standards have
been adopted.

1. For each EMS Region, an Emergency Medical Service Implementation Plan will be de-
signed to assure that no citizen within the planning region will be more than
60 minutes from an emergency service that meets the standards of one of the
four official categories. The 60-minute time frame shall be measured from
receipt of the call by the dispatcher to the arrival of the patient in the
emergency department. Unusual delays caused by heavy traffic, severe weather,
difficult extrication problems, and other similar unplanned-for circumstances
shall not be included in this 60-minute time frame.

2. Hospitals that are not required under a regional EMS Plan to possess communi-
ty emergency service capabilities shall, nevertheless, be required to main-

tain at least basic resuscitation equipment and have staff proficient in its
use.
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Hospitals shall not arbitrarily be required to maintain a complete emergency
room if under a regional EMS Implementation Plan it would present duplicate
Or unnecessary services. (A change in State Health Department rules and reg-
ulations will be required to implement this standard,)

Highway hospital signs may be placed in accordance with DOT guidelines for
all four (4) classes of categorized hospitals in the categorization schema

identifying their location. All such hospitals will be advised of the avail-
ability of highway signs for their facility. Signs may also be placed for
hospitals not meeting the minimum categorization criteria if the hospital

agrees Lo provide physician availability within fifteen minutes of the arriv-
al of the patient if the condition of the patient warrants. Each hospital
sign would have a mileage indication posted so that the traveler could esti-
mate the time that would elapse before help could be obtained.

To apply for a highway sign for a hospital not meeting minimum categorization
criteria, the following procedure shall be used:

a. That each uncategorized hospital receiving a hospital sign would agree to

provide physician availability within 15 minutes of arrival of the patient
if the condition of the patient warrants.

b. That this agreement would be signed by the hospital administrator.

C. That this signed agreement would be mai led by the hospital to the Direc-
tor of the EMS Section of the lowa State Department of Health.

d. That the Director of the EMS Section of ISDH will then indicate his ap-
proval by signing the form, will obtain the signature of legal counsel

for form approval, and will forward the signed agreement to the lowa De-
partment of Transportation for processing.

Each Regional EMS Implementation Plan shall provide for categorization and
access (including appropriate transportation) to specialized critical care
services, units, and/or centers. These services, units, and/or centers
shall include, but are not limited to the following:

a. Trauma (including burns and spinal cord injuries)

b. Coronary care

c. Poisoning

d. Neonatal

e. Detoxification (drug overdose, acute alcoholic intoxication)

f. Psychiatric emergencies.

Regions not possessing these critical care facilities shall identify appro-
priate facilities outside their region and adopt formal procedures for trans-
fer of patient to said facilities.
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IV. PROGRAM OBJECTIVES

A. INTRODUCTION =

Many individuals suffering sudden illness or injury die needlessly or are perma-
nently disabled because they do not receive prompt and proper emergency care.
Few areas of the State now have comprehensive emergency medical service systems.
In most areas there has been inadequate planning and implementation of emergency
medical service programs with major attention often concentrated on one or two
components rather than total system requirements. Hospitals and ambulances
often have radio or other direct communications links either to each other or

to police radio communications systems to facilitate the rapid delivery of the
patient to appropriate care centers but are not connected with C-MED centers.

1. ldentification of Deficiencies and Needs: Specific needs of the lowa EMS Sys- |
tem include the following: |

a. Program Management

(1) EMS Focal Point: The Governor has designated the lowa State Department
of Health as the focal point for all EMS activities in the State. The

Department, through its Section of Emergency Medical Services, must pro-
vide the leadership, staff, and coordination for program generation and
management in accordance with the policies and goals established by the.
Governor's Emergency Services Advisory Council. Inasmuch as leadership
in providing statewide EMS related functions will be largely the respon-
sibility of the State Health Department, additional staff is necessary
in order for the State to be responsive to requests for assistance in
planning, training, program development, and funding.

(2) Funding: Except for certain revolving funds for supporting services, the
EMS Section is currently funded entirely by the federal government (HEW
and DOT). There is a need to expand the capacity of the Section as a |
State agency--funded by State funds--in order for it to become totally ﬂ
functional throughout the entire EMS spectrum by assuring its continued !
existence. At the same time, there is a need to coordinate EMS programs

funded by different sources in order to obtain maximum program effective-
ness and efficiency.

b. Regionalization

There is a need to establish viable EMS regions for the State of lowa. Such
regions must be geographically delineated by existing patterns of patient flow
and must be large enough to serve 95 percent of their emergency medical service
needs. A region must be able to coordinate EMS planning activities, including
the development of an EMS Council to serve in an advisory capacity for the en-
tire area. The State's EMS regions must be contiguous with adjoining regions,
with mutual aid arrangements developed where care deficiencies of a highly so-
phisticated nature exist. A region must have sufficient resources and finan-
cial support to maintain an EMS system. Coordination mechanisms must be devel-
oped between intra- and inter-state regions. Wherever patient flow patterns
cross state lines, coordinated efforts must be made at interfacing services

supplied by adjoining regions to ensure optimum care to the patients utilizing
the system.

Each EMS planning region must establish and maintain a viable EMS Council
charged with: (1) the responsibility of developing a regional EMS plan with-
in the standards and guidelines developed by the Emergency Medical Service
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Advisory Council; (2) assisting local governments in the development of an
organization responsible for implementation; and (3) monitor system develop-
ment through project review, program evaluation, and plan review, modifica-
tion, and update.

Physician and other Professional Input

There is a need to develop at both state and regional levels optimum medical
provider input in order to assure the deve lopment of optimum levels of medi-
cal care from the point of entry into the system through discharge and re-
habilitation, including access or linkages to other systems for specialized
critical care services that are beyond the capability of the immediate system.
Physician input is especial ly required to ensure the support and full parti- )
cipation of medical practitioners in the development and implementation of
state and regional EMS programs. There is a need to identify at the regional
level physicians who will serve as medical advisors for EMS systems in their
areas and who will rally support of their peers for EMS programs, especial-
ly critical care components.

Manpower

The State EMS Program has a need to develop a coordinative approach in es-
tablishing throughout the State a pool of professional and paraprofessionals
including first responders, EMS communications dispatchers, emergency and
specialty physicians, emergency department and critical care unit nurses,
emergency medical technicians-ambulance, emergency rescue technicians and
advanced EMT-A's capable of providing emergency medical services on a 2k-
hour, 7-day a week basis within the service areas of the State. There is

a need to develop a mechanism for determining manpower needs on a continuing
basis. This requires knowledge of current utilization patterns with regard
to emergency medical services and date on turnover in EMS personnel categories
to determine where and how frequently basic training programs have to be
given, and advanced EMS training programs offered.

Trainiﬂi

Designated as the lead agency for EMS activities at the state level, the lowa
State Department of Health, through the Section of Emergency Medical Services
coordinates EMS training activities throughout the State in accordance with
priorities and goals developed by the Governor's EMS Advisory Council.

Training of all personnel within an EMS system is vital to an effective opera-
tion. The various disciplines must be trajned within the scope of responsi-
bility, however, training must be coordinated to eliminate inconsistencies and
di fferences in techniques. To reach that end, the state program must provide
the assistance toward the development of the training program to adequately
serve the state's EMS needs.

The state EMS program has a need to develop as part of the state's EMS system,
training programs for health professionals engaged in emergency medicine that
will provide initial and continuing education for EMS personnel appropriate

to their roles on the EMS health care delivery team. There is a continuing
need for the state program to develop an evaluation mechanism for training
programs to determine which health professions or allied professions should

be included in training, whether content or length of course should be revised,
to determine the needs for additional or refresher training and what should
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be included, and to revise curriculums as necessary. In addition, the lowa
State Department of Health supports the effort of the American Red Cross to

train the general public in basic and advanced first aid techniques, and en-
courages continuation of these activities.

Training needs for specific types of EMS personnel are as follows:
(1) Emergency Medical Technician-Ambulance

(a) With the phase out of funeral homes from the ambulance business,
voids in the provision of ambulance services have been largely
assumed by hospital- based ambulance services, public volunteers,
or private ambulance services. Unlike the two- or three-person
funeral home operation, the volunteer unit averages about 15 persons
per unit while the paid department usually requires eight persons
per unit. This has, therefore, increased the number of personnel
requi red while reducing the number of ambulance services. It
has also increased the educational requirement for the system,
posing a burden especially on volunteer groups who often have to
participate in the training courses offered on their own time and at
their own expense. Most ambulance personnel in lowa are volunteers
and the units they staff experience a turnover rate of approximately
20 percent per year. Because of low salaries paid to ambulance ,
personnel as compared with other types of allied health personnel,

a significantly large turnover is experienced. Even within the fire

service, significant turnover is experienced because of promotion
and/or transfer within the department.

Continued statewide coordination of the EMT-A training program is

needed to provide the number of trained personnel required to
properly man the ambulances in lowa.

(b) EMT-A's are certified by the State Department of Health for a period
of three years. Recertification requires a minimum of 24 hours of
qualified continuing education each year. These training programs,
involving approximately 1,000 personnel at any given time, must be
certi fied and coordinated. Additional staff and resources must be
acquired to maintain this standard of training.

(c) An advanced course must be made available to qualified EMT-A's to
further increase service and treatment capabilities. Legislation
is needed that will allow specifically trained EMT-A's to administer
drugs and |.V.s, defibrillate, and intubate. With the passage of
such legislation, State Health Department staff must be available to
assist in development of an advanced EMT-A course.

(2) Emergency Rescue Technician

Rescue squadmen responding to emergencies have had little training beyond
the first-aid level, and need to learn more about emergency care, extri-
cation, and rescue techniques. The Basic Emergency Rescue Technician's
(ERT) course has been developed, and is available to rescue personnel

across the State, utilizing input from public, private, and academic
sectors.

(3) Law Enforcement Officer and Fire Fighter
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The increased ability of EMT-A's to provide emergency care has made

some law enforcement officers and fire fighters aware of the need for

addi tional training. Al though the Department of PUblijc Safety has

adopted the Crash Injury Management Course, in most cases the local

law inforcement officer and fire fighters have not received this training.

The Crash Injury Management course is available to all law enforcement
officers and fire fighters.

(4) Dispatchers

(a) The Central Medical Emergency Dispatch (C-MED) centers to be es-
tablished: in accordance with the State EMS Communications System
(EMSCS) Plan will require operation by trained dispatchers. A
C-MED Dispatch Training Course needs to be developed and provided
to an estimated 100 dispatchers.

(5) Emergency Department Personne]

There is a need to coordinate the provision of continuing education
courses for emergency department physicians and nurses designed to
supplement existing professional training in emergency care. There is
further need to coordinate the resources of University Medical Centers
available to the State in the development of such courses.

(6) Emergency Medical Care Training

Emergency medical care training needs to be included in nursing schools
and colleges of medicine.

(7) Training Program Administration

(a) Development and implementation of these training programs will re-
quire additional staff at the state level for statewide coordination
and supervision.

(b) Additional funds must be acquired before satisfactory implementation
of EMS training programs can be accomplished.

f. Communications

While the Statewide EMS Communications Plan has been developed, and imple-
mentation has been initiated in two of the areawide communications systems

within the State, several problems in existing communication systems have
been identifed. These problems are:

(1) There are a variety of methods of requesting emergency assistance in lowa,

often leading to uncertainty and delay which can result in unnecessary
suffering and death.

(2) Multiple requests from several citizens to different services result in
duplicated emergency vehicle response to the same incident. l

(3) There is inadequate hospital=to-ambulance communication capability in
most communities. This provides little opportunity for needed patient
information transfer between the emergency medical technician and emer-
gency department personnel at the receiving health facility.

The existence of inadequate or incompatible systems throughout the ?tate
i llustrates a need to ensure the development of areawide EMS Communica-
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tions Systems in accordance with the State EMS Communications System Plan.
More specifically, there is a need to develop procedures for the practical
implementation of areawide EMS Communications systems in such a manner
as to ensure compatibility with the provisions of the State EMS Communica-
tions Plan. There is also a need to develop objective criteria for the

assigning of priorities for areawide communications system implementation
by grantor organizations.

Transportation

There is need to develop as part of the total statewide EMS system the capa-
bilities of EMS regions for providing a pool of EMS vehicles including ambu-
lances, rescue vehicles, civil defense vehicles, non-emergency vehicles, and
when necessary advanced life support ground, air, and water emergency vehicles
that meet the highest standard for design and equipment and that are capable
of performing their appropriate functions in the EMS Health Care Delivery

Sys tem.

There is a further need for ensuring that all ambulances within the State are
manned by at least two Emergency Medical Technicians-Ambulance and that systems
of mutual aids are established throughout the State.

There is need at the state level to develop a mechanism to ensure that services
are provided without prior inquiry as to ability to pay.

Distribution of ambulance and rescue services now varies from well-planned
mul ti-county services to services restricted to the city limits of small
communities. Regional EMS Councils need to identify areas of duplication
and voids in both types of services and develop, as a component of their

EMS system, plans to eliminate duplication and cover areas not presently
served.

Facilities

There is a need to update the statewide categorization of emergency service
facilities and to assist regional EMS areas in utilizing the results obtained
from the categorization project in planning regional EMS programs. There is
a need for reviewing the criteria established for categorization and for re-
vising that criteria in the light of technological advances, patient flow
patterns, and critical care planning components.

There is a need to establish a coordinative mechaniam for evaluation of the
functions that emergency service facilities serve, whether they be community,
regional, or comprehensive in scope. The establishment of standards for the
state's emergency facility is an ongoing activity that must be accomplished

in order to provide a planning base for regional EMS programs in such a way
that all categorized emergency facilities throughout the State meet minimum
criteria for providing basic resuscitation and 1ife support services. Specific
standards established for categorization of a given type will define the

equipment, personnel, training and organization necessary to delivery of this
type of care.

There is a need for regional EMS planning councils to develop as a component
of their regional EMS systems a plan for establishment of categorized hospi-
tal emergency departments in sufficient locations to adequately provide ini-
tial and definitive care for all types of medical emergencies where realisti-
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cally viable. There is a need to design at the state level mechanisms for
encouraging interfacility coordination, formalized by written agreements both
within and between contiguous regions of the State. Finally, there is need to
develop mechanisms for ensuring utilization of the categorization process by
first responders and other EMS providers.

Critical Care Units

There is a need to establish criteria and identify the institutions and pro-
grams both within lowa and in adjacent states capable of assuming lead respon-
sibilities for critical care capacities in trauma, spinal cord injuries, car-
diovascular diseases, neonatal, burns, chemical dependency including drug
abuse and alcoholism, poisoning, and psychiatric emergencies.

There is a need for determining existing mechanisms by which access is gained
to critical care units by the above patient categories.

There is a need to develop interfacility services through the use of specially
trained personnel, mobile ICU's and/or portable medical equipment which are
capable of providing care to patients with special needs. There is a need to
develop in each of the State's EMS Regions an operational plan for utiljzation
of critical care units, whether through a single facility or a consortium of
facilities, capable of providing comprehensive EMS care to all critically ill
or injured patients. Those services that are not feasible to be provided in

a given region should be obtained in a contiguous region through the use of
mutual aid agreements.

Public Safety Agencies

There is a need to develop a coordinated approach for effective utilization
of such public safety agencies as police, fire, and civil defense in stan-
dard EMS and disaster operating procedures, including the shared use of
appropriate personnel, facilities, and equipment as required. There is a
need for statewide coordination to ensure integration of public agencies
into the EMS system. This involves working with local government to ensure
adequate funding for public safety personnel, review of facilities and equip-
ment prerequisites for adequate emergency service, and review of existing
mutual-aid agreements with public safety agencies in communities throughout
the State to determine whether changes are necessary to maximize effective
utilization of available agencies in an emergency or disaster, particularly
when these agencies may answer to different government authorities.

Consumer Participation

The State EMS Program has a need to develop as part of its total EMS system
the involvement of consumers as well as EMS health providers and local govern-
ment officials in planning and policy-making. There is a need to develop
procedures for ensuring consumer participation in the formulation of policy

at state, regional and local levels. Such procedures should ensure valid
geographical representation and should be standardized for application
throughout the State.

Accessibility to Care

Of special importance is the need for ensuring accessibility to transient,
impoverished, and high-risk groups. The State EMS Program must develop pro-
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cedures to monitor for restrictive measures that may eliminate any person or
group of persons from equal access to services within the region by reason
of inability to pay.

Transfer of Patients

There is need to be developed as part of the total EMS system standards for
the transfer of patients to facilities and programs which offer such follow-
up care and rehabilitation as is necessary to effect the maximum recovery of
the patient. There is also a need to provide for a continuum level of care

in the transfer of emergency patients from the emergency site to the emergency
department, critical care unit, or to follow-up and rehabilitation centers.

There is further need to integrate transfer of such patients with the training,

transportation, and record-keeping components of an EMS system.

Standardized Patient Record-Keeping

There is a need for lowa to develop as part of its total EMS system standard-
ized reporting forms that can be used in all EMS regions by EMS health pro-
fessionals throughout the State so that standardized evaluation may be ob-
tained of the EMS system from the patient's entry into the system until his
discharge. There is currently a general absence of EMS information available
to evaluate the care of the patient as he progresses through the system.

A need exists for the creation of reporting forms that would be consistent in
content for application in all EMS regions throughout the State. As a mini-
mum, such forms should include dispatcher records, ambulance records, and
emergency department records. In addition, there is need to develop a state-
wide EMS data system to enable the State EMS Program to readily determine
total EMS system needs while at the same time maintaining individual patient
confidentiality.

Public Information and Education

There is need to develop a statewide public awareness and education program
that will ensure that the medical service system resources available through-
out the State are made known to lowa residents and visitors to the State.
There is a need for programs to encourage all residents of the State to par-
ticipate in ongoing programs to be educated in accident and sudden illness
prevention and treatment offered for the public by such agencies as the
American Red Cross.

The implementation of regional emergency medical service systems will cause

an overall upgrading in the delivery of EMS care for all residents throughout
the State. With this upgrading must come generally disseminated information
on what those changes are, how they can be of benefit, and how the public can
take advantage of them. |f this is not done, the public will never gain max-
imum benefit from the establishment of these systems. A need exists to begin
a program of public awareness aimed at informing the public about the services
and facilities available through state and regional EMS systems and the means
by which the public can gain access to these systems. There is a further need
for the State to coordinate EMS oriented public education activities through
the State EMS program. The State should assist various educational institu-
tions and agencies in pooling knowledge and resources. In essence, an acces-
sible EMS system requires that people know now to gain access to the system

quickly, and be aware of what a layman can do to minimize emergency situations.
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P. Evaluation

Technical assistance must be provided by the State EMS Program in the devel-
opment of independent evaluation techniques for improving the EMS programs
within the State. Standardjzed evaluation techniques need to be developed

for application in all EMS regions of the State. Techniques must be deve loped
not only for evaluation of EMS Programs throughout the State but also to

evaluate the effect of the EMS System on the patient from entry until dis-
charge.

gq. Disaster Linkage

The EMS regions must develop procedures for ensuring that each region is
capable of providing EMS in its geographical area during mass casualties,
natural disasters or national emergencies. Standards must be established and
agreements formulated between participating agencies concerned with pro-
viding EMS in a disaster-stricken area. The State Emergency Medical Program
must ensure the inclusion of EMS systems disaster plans within the State and
regional civil defense plan. Also inter-region agreements and interstate
agreements should be formalized under the auspices of civil defense disaster
plans in lowa and surrounding states.

s Mutual-AId_&greements

There is need for the formalization of written mutual -aid agreements between

contiguous geographic regions, thereby establishing appropriate linkages for

provision of more efficient emergency care. Such agreements should cover the
exchange of service coverage, communication linkages, licensure and certifi-

cation and reimbursement (as appropriate).

S. Legjslation

lowa does not have comprehensive emergency medical service legislation. Along
with general legislation covering the operation of emergency vehicles with
regard to sirens and lights, the only current legislation provides for:

(1) A good Samaritan Act which covers only those rendering ''emergency care or
assistance without compensation...' (613.17, lowa Code).

(2) Authorization for Cities, counties, or county hospitals to operate or
contract for ambulance services (368.74; 332.3(23): 347.14(13) lowa Code).

(3) Authorization for the use of National Guard helicopters as ambulances
(29.79, lowa Code).

Several different versions of a bill governing operation of ambulances and
training of ambulance personnel have been considered in the lowa Legislature
since 1971 but final passage of such legislation has not been forthcoming.
Voluntary participation in the process of upgrading the ambulance system has
been gratifying., There are, however, clearly identifiable areas where little
Or no progress has been made, thereby illustrating the need for legislation
in this area. There is also need to obtain passage of advanced EMT-A legis-
lation in order to facilitate development of advanced 1ife support systems

in those areas potentially capable of providing this type of service.

2. Cooperation and Coordination Requirements. The State EMS Program recogni zes the
need for coordination and cooperation of agencies at all levels concerned with
the planning and delivery of emergency medical services. Attainment of the goals
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of the lowa EMS program will be realized by gaining the interest, cooperation,
and active participation of state and local government agencies and other organi-
zations and individuals. Local agencies play a decisive role in the development,
implementation, and conduct of the statewide program. When local agencies are
definitely unable to perform necessary functions, they should seek assistance
from neighboring community, county, or state organizations.

There is a need for close coordination with contiguous political jurisdictions.
Ambulance Service and patient referral patterns in lowa cross the borders of the
contiguous states of Minnesota, Wisconsin, Illinois, Missouri, Nebraska, and
South Dakota. Past efforts of coordination and cooperation with these states
have produced new referral patterns and a much closer inter-relationship among
citizens living across state borders from one another. Development of the best
possible working relations with neighboring states will assure utilization of
facilities, personnel, and equipment to the fullest possible extent in protection
of citizens of the area, rather than just the single states.

Cooperation can be expected from the following agencies and organizations which
are currently assisting or will assist the EMS Advisory Council and the State

Department of Health in the development and implementation of a program to im-
prove EMS systems in lowa:

American College of Emergency Physicians

American College of Surgeons

American Red Cross

Area Colleges = Adult Education Division

College of Osteopathic Medicine

Communication Division - Department of General Services (lowa)

Comprehensive Health Planning (A & B Agencies)

County Communications Commissions

County Crime Commissions

Creighton University School of Medicine

Emergency Department Nurses Association

Emergency Medical Services Administrators Association

Fire Service Extension - lowa State University

Heal th Systems Agencies

Law Enforcement Administrators Telecommunications Advisory Committee

lowa Ambulance and Rescue Association

lowa Firemen's Association

lowa Department of Public Safety

lowa Department of Transportation

lowa Heart Association

lowa Highway Patrol

lowa Hospital Association

lowa Medical Society

lowa Nurses Association

lowa Office of Planning and Programming

lowa Regional Medical Program

lowa Society of Osteopathic Physicians and Surgeons

lowa State Department of Public Instruction

National EMT-A Registry

Program in Health Occupations Education and Adult Education Division
of the Area Schools

State Trauma Society and other Specialty Physician Associations
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University of lowa School of Medicine
U.S. Department of Health, Education, and Welfare
U.S. Department of Transportation

Coordinative relationships need to be established with the new Health Systems
Agencies currently being developed in accordance with the National Health Planning

and Resource Development Act of 1974. In addition, regional inputs will be ob-
tained through the statewide EMS Development Group and regional EMS Councils as
they are established. |Input will be at three distinct levels of detail and in-

volvement as fol lows:

(a) First Level - Governor's EMS Advisory Council and its Task Forces. Partici-
pants at this level will work directly with Health Department and Office of
Planning and Programming staffs and consultants to provide the proper per-
spective for program needs and requirements. The EMS Advisory Council and
Task Force members will review all program materials, contribute to their
revision, and actively solicit additional provider and consumer involvement.

(b) Second Level - EMS Development Group. The Development Group will play a key
role by providing input to the Council and its Task Forces regarding plan
implementation. The group will also serve in a liaison capacity with region-
al and areawide EMS Advisory Councils regarding the State EMS Program.

(c) Third Level - Regional EMS Council Review. Following designation of EMS
regions and establishment of EMS Councils, proposed drafts of State EMS
Programs and proposed Standards will be submitted to regional EMS Councils
for review and comments. This should allow regional groups opportunity for
Input into suggested State EMS functions. Extensive provider and consumer
involvement is judged a critical element in the program development process.

It is believed that these three levels will provide the required and needed
provider-consumer involvement. Professional involvement and input will be
actively solicited at all three levels of activity.

In the development of the State EMS Program, Advisory Council responsibili-
ties will be:

(a) Provide advice and leadership to State Health Department staff on the
overall organization and development of State EMS Program.

(b) Obtain input and delineate the concerns of all appropriate organizations,
institutions, and agencies in the development of the State EMS Program.

(c) Provide comment and recommendations on Program Proposals.

(d) In conjunction with staff, review comments and recommendations from var-
lous groups and recommend revisions in program content based on the

comments received as assessed against established Advisory Council philos-
ophy, principles, and policies.

(e) The Advisory Council will establish procedures for regularly informing
interested groups of the program's progress.

(f) Following approval of proposed program segments by the Advisory Council,
the Public Information and Education Task Force will provide leadership

S - e I —_—— h““ —
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in obtaining public understanding of program goals and recommen-
dations.

State Health Department staff will be working with current areawide planning agen-
cies, regional EMS Councils, and the new Health Service System Agencies to orga-
nize the EMS regions for planning, implementation, and expansion of emergency med-
ical services. With the creation of regional emergency medical service councils,
the regions will assume an active role in developing EMS Systems in their areas.
The EMS Regions will assume primary responsibility for developing EMS systems

for their areas with administrative guidance and coordinative services available
from the lowa State Health Department EMS Program. The Health Systems Agencies
for the respective EMS Regions will facilitate EMS planning activities and will

in some cases function as the sub-grantee for federal EMS funds dispersed to the

State's EMS Regions.

1. Overall Goal. The primary goal of the State EMS Program is to provide
coordination and technical assistance for its identified geographical EMS
Regions in planning and implementation of EMS Systems that provide defin-
itive treatment of the emergent and critical EMS patient from his initial
entry to his eventual discharge. Supporting these systems will be appro-
priately trained EMS personnel, functional and cost-efficient EMS communi-"
cations, properly equipped EMS transportation and secondary transfer ve-
hicles, coordination of public safety and disaster planning efforts, mutual-
aid agreements for ensuring provision of advanced levels of care to the
critically ill and injured, public awareness and education services, stan-
dardized medical record-keeping and data analysis, accessibility to care
assurances, active consumer participation, and protocols for independent
review. Within each region, overall system goals will include the

following:

a. To provide for quick identification and response to accidents and
sudden illnesses.

b. To sustain and prolong life through proper emergency care measures
at the scene, en route to, and at medical facilities.

c. To profide the coordination of standards of transportation method-

ology and communication techniques that will bring the sick and
injured and definitive medical care together in the shortest time
possible.

2. General Goals

a. Program Management
(1) To provide a sufficient number of professionals and clerical
staff in the EMS Section, funded by State funds, to adequately
develop and maintain a statewide EMS Program.

(2) To provide coordination and technical assistance at the state
level in developing EMS system components in order to ensure
comprehensive EMS programs to the citizens of lowa and the

State's transient population.

(3) To develop grant management functions at the state level for
EMS programs in the State to ensure efficiency and effectiveness




‘42'

of system operations.

(4) To develop and implement statewide standards for components
required for comprehensive EMS systems.

Regionalization |
The establishment of viable EMS regions within the State, geograph- |

ically delineated by existing patterns of patient flow and able to
serve 35 per cent of the area's EMS needs.

Physician and other Professional Input

The identification and recruitment of a cadre of professionals, |
especially physicians, to serve as advocates for EMS both at the |
state and regional level and to rally support of their peers for

EMS programs with emphasis on critical care patient needs.

Manpowe r |

The provision of sufficient EMS manpower coverage throughout the
State for both basic and advanced 1ife support programs on a 24-hour,
seven-day week basis within the service areas of the State.

Training

The development and provision of training programs for all levels of
health professionals and auxiliary personnel engaged in emergency
medicine including first responders, EMS communication dispatchers,
emergency and specialty physicians, emergency department and critical
care unit nurses, emergency medical technicians-ambulance, emergency
rescue technicians, and emergency medical technicians-paramedics,

utilizing all educational resources avajlable from existing academic
programs.

e e e R

Communications

Develop and coordinate mechanisms for practical implementation of
the State EMS Communications Plan in every region of the State.

Transportation |

Provide for a sufficient number of EMS vehicles (including Emergency ‘
Ambulances, Rescue Vehicles, Non-Emergency (transfer) Ambulances, i
and special Critical Care Transfer Units) which are adequately dis- 1
tributed throughout the State to assure access by all citizens of the |

|

State in compliance with vehicle, equipment and response standards
established by the EMS Advisory Council.

Hospital Facilities

To ensure an adequate number of easily accessible categorized hospital
emergency departments, appropriately distributed throughout the State,
capable of providing services on a continuing basis and properly staffed

and trained to ensure access to necessary emergency services within
a reasonable period of time.

Critical Care Unit

To ensure an adequate number of critical care units by patient cate-

gory readily accessible to all persons in the State in need of such
care.




j. Public Safety Agencies

Provision of coordinated approach for utilization of public safety
agencies in standard EMS and disaster operating procedures including
use of shared personnel and equipment as appropriate.

k. Consumer Participation

Deve lopment of mechanisms for ensuring consumer participation in
development, implementation and review of State and Regional EMS
Systems and their components.

l. Accessibility to Care

To ensure the availability of emergency care to all persons regard-
less of ability to pay.

m. Transfer of Patients
To ensure a continuum level of care appropriate to the patient's

illness or injury by providing adequate transfer mechanisms between
established provider linkages both regionally and statewide.

n. Standardized Patient Record-Keeping
The development of standardized reporting formats to facilitate
evaluation of EMS patient care from entry into the system until
eventual discharge.

o. Public Information and Education
The provision of effective, multi-faceted, coordinated, public
education and information programs designed to educate the consumer
about the location of available EMS resources, the means of gaining

access to the EMS System, proper action at the scene of an accident,
and medical self-help and first-aid techniques.

p. Evaluation

Development and application of standard techniques for evaluating
EMS programs at the state and regional level.

q. Disaster Linkages
Development of disaster linkages through interfacing of EMS and
disaster plans.

r« Mutual-Aid Agreements

Development of mutual-aid agreement linkages between contiguous
geographic regions of the State.

s. Legislation
To obtain passage of EMS legislation establishing minimum standards
for ambulance services and personnel; to obtain passage of paramedic
legislation in order to facilitate development of advanced 1ife-
support systems.

Specific Objectives

a. Prquam Management

(1) By January 31, 1976 conduct a review relative to the functions of the
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lowa State Department of Health, Section of EMS, as the lead agency for
all EMS Activities.

(2) By June 30, 1976 facilitate the provision of adequate staff to the lowa
State Department of Health, Section of EMS to enable it to fulfill its role
as the lead agency for all EMS activities.

(3) By June 30, 1976 establish specific State Health Department services
relative to grants management functions for State and Regional EMS Programs.

(4) Establish specific State Heal th Department services relative to components

required of Comprehensive EMS Systems. (Ongoing--see Objectives for
individual Components.)

(5) To develop and implement standards required of comprehensive EMS system
components in accordance with timetables approved by the Governor's EMS
Advisory Council. (Ongoing.)

b ngjonalization

By June 30, 1976 establish viable EMS Regions for the State of lowa.

c. Physician and other Professional Input

(1) By November 30, 1975 identify and establish physician consultants for EMS
programs in each EMS region of the State.

(2) By January 31, 1976 provide for physician direction of essential critical
care clinical aspects of State and regional EMS systems development re-
lating to critical care patient categories. ‘

d. Manpower |

(1) By March 31, 1976 develop a mechanism for determining the number of EMS
personnel (by category) required to provide basic 1i fe-support programs
on a 2h4-hour, 7-day a week basis within the service areas of the State.

(2) To continue statewide support of EMT-A, ERT, dispatcher, physician, nurse,
and first responder training programs (ongoing).

(3) To encourage the utilization of veterans of the Armed Forces with medical
training and experience in State and regional EMS programs (ongoing).

(4) By March 31, 1976 ensure that at least one hospital in each EMS region
of the State has 24-hour emergency department physician coverage.

e, Trainiqi

(1) By June 30, 1976 develop a Training Component Model which will meet the
State projected EMS manpower needs.

(2) To continue statewide coordinative functions for existing EMT-A, ERT,
dispatcher, and first responder training programs. (ongoing)

(3) To continue statewide support of basic EMT-A, ERT, dispatcher, and first
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responder programs. (Ongoing.)

(4) By June 30, 1976 coordinate statewide emergency physician, nurse and
advanced EMT-A continuing education programs.

Communications

Immediate Objectives:

(1) By June 30, 1976 establish a mechanism for completing implementation of
the State EMS Communications Plan.

(2) By October 31, 1976 coordinate the placement of the first two regional
C-MEDs in operation.

Long-Range Objectives: (To be developed.)

(1) By January 1, 1977 have regional EMS Communications plans completed by the
Regional EMS Councils.

(2) By April 20, 1978 have the first four regional C-MEDs fully operational.

(3) By June 30, 1982 all regional C-MEDs shall be in full operation in
accordance with the State EMS Communications Plan.

Transportation

Immediate Objectives:

By March 31, 1976 develop a mechanism for determining proper placement, dis-
tribution, and number of adequate ground, air, and water transportation ve-
hicles in such a manner as to ensure maximum response times of ten minutes
for all calls in urban areas and 20 minutes for calls in rural areas.

Hospital Facilities

(1) By December 31, 1975 facilitate continuing review, revision, and imple-
mentation of the categorization process.

(2) By March 31, 1976 develop and distribute to the Regional EMS Councils a
Health Facilities Standards and Distribution Guide to be used as a planning
mechanism for determining proper distribhution of categorized emergency
medical service facilities which collectively provide total patient care
requirements and which will place all persons in lowa within 60 minutes
of a categorized hospital after the dispatch of an ambulance.

(3) By June 30, 1976 establish the regional EMS Councils as the identified
emergency facility planning bodies in each region of the State.

(4) By June 30, 1976 establish a mechanism for ensuring interfacility coordi-
nation formalized by written agreements between facilities within and

contiguous to each EMS region of the State.

Critical Care Units
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(1) By June 30, 1976 assess critical care capacity existing in the State by
patient category.

(2) By June 30, 1976 develop standards for specialized |.C.U. vehicles and
equipment utilized in transportation of critically ill or injured patients.

(3) By June 30, 1976 establish a mechanisms for the creation of mutual-ajd
agreements to ensure that critical care services are provided across
geographical and political boundaries.

j= Publie Safety Agencies

(1) to continue to integrate public safety agencies in the total EMS system.
(ongoing.)

(2) By December 31, 1975 develop coordinative procedures for utilization of
public safety agencies in Standard EMS and Disaster Operating Procedures.

ke Consumer Participation

(1) By January 31, 1976 develop mechanisms for consumer participation in
formulation of EMS policy at State, Regional, and Local Levels.

(2) By December 31, 1975 develop ongoing educational program to educate both
EMS consumers and providers as to the need for their involvement in the
development of local and regional EMS systems.

l. Accessibility to Care ‘

By June 30, 1976 develop procedures for monitoring EMS systems within the

State to ensure that services are provided without prior inquiry as to ability 1
to

me. Transfer of Patients

By March 31, 1976 develop mechanisms and guidelines for coordinating transfer

of patients in such a manner as to ensure continuity of care in facilitating
the maximum recovery of the patient,

n. Standardized Patient Record-Keeping

Immediate Objective:

By June 30, 1976 develop an implement standardized reporting form models to

facilitate evaluation of patient care from entry into the EMS system until
discharge.

Long-Range Objectives :

(1) By June 30, 1977 implement standardized reporting forms statewide.

(2) By June 30, 1977 coordinate the establishment of a centralized EMS data
collection and processing system.

o, Public Information and Educatiuﬂ_
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(1) By December 31, 1975 coordinate statewide program for dissemination of EMS
information to the citizens of lowa.

(2) By June 30, 1976 establish guidelines for the development of local EMS
education programs

p. Evaluation

By March 31, 1976 develop standardized evaluation techniques for application
at state and regional levels.

q. Disaster Linkages

(1) By April 30, 1976 develop procedures for inclusion of EMS System Activities
Within State and Regional Civil Defense Programs,

(2) By June 30, 1976 coordinate agreements between contiguous regions relative
to the provisions of EMS in times of disaster,.

r Mutual Aid

By June 30, 1976 develop mechanisms for establishing mutual aid linkages with
contiguous areas for EMS system components.

5% Legjslation

(1) By February 29, 1976 facilitate passage of acceptable EMS legislation

providing for the licensing of ambulance services and the certifying of
ambulance personnel.

(2) By February 29, 1976 revision of the Medical Practice Act, Code of lowa,
to authorize trained EMT-A's to intubate, defibrillate, and administer
drugs and |Vs under a physician's supervision.

(3) By June 30, 1976 revise lowa State Department rules relative to hospital
licensing in order to allow hospitals to discontinue maintenance of a
complete emergency department if not provided for in Regional EMS Facilities

Utilization Plans and the categorization of Hospital Facilities report of
the Governor's EMS Advisory Council.

PROGRAM OBJECTIVE PRIORITY

Immediate attention will be given to program management objectives designed to

establish operational procedures for the conduct of statewide and regional EMS
programs.

During fiscal year 1976, priority will be given to the establishment of coordinative
mechanisms by which the State will provide the leadership and technical assistance
in developing EMS Regions to meet the total EMS needs of the State. Components
relating to program management, regionalization, physician and professional in-

put, public information and education, and legislation will be extensively devel-
oped in order to create the environment for the implementation of EMS systems

during succeeding fFiscal years. At the same time all phases of EMS training will

be given top priority on a statewide basis to assure the availability of trained
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personnel statewide. High priority will
the State EMS Communications Plan,

zation process, an inventory of crit
transfer mechanisms.

also be devoted toward implementation of
refinement of the emergency facility categori-
ical care capacity, and development of patient
Development of specific Health Department functions for the

implementation of these functions

remaining components will also be addressed with
year periods,

scheduled for subsequent fiscal




V.

PROGRAM |IMPLEMENTATION

A.

INTRODUCT ION

Successful implementation of this plan will result in the establishment of six
viable emergency medical service regions within the State, geographically delin-
eated by existing patterns of patient flow and able to serve 95 percent of their
respective emergency medical service needs. Coordinative and technical assis-
tance to these regions will be provided by the ISDH as the lead agency for State
EMS activities in planning and implementation of Emergency Medical Service Sy-
stems that provide definitive treatment of the emergent EMS patient from his ini-
tial entry into the system until his eventual discharge. Supporting these sys-
tems will be appropriately trained EMS personnel, functional and cost-efficient
EMS communications, properly distributed and equipped EMS transportation vehicles,
coordination of public safety and disaster planning efforts, mutual aid agree-
ments for ensuring advanced levels of care to the critically ill and injured,
public awareness programs, standardized medical record-keeping and data analysis,

accessibility to care assurances, active consumer participation, and protocols
for independent review.

EMS system capacity development will be the primary responsibility of the State's
EMS regions as designated by the Governor's EMS Advisory Council. Initial plan-
ning efforts will be the function of existing areawide planning Councils and their
successor Health Systems Agencies developed in accordance with The National

Health Planning and Resource Development Act of 1974 (Public Law 93-641). Each
regional system will be developed in accordance with standards established in the
State EMS Plan. Coordination and technical assistance will be provided by the
ISDH in each of the system components as outlined below, thereby ensuring the pro-

vision of coordinated comprehensive EMS programs to the citizens of lowa and the
State's transient population.

Each region will establish a regional EMS Advisory Council consisting of govern-
ment officials, EMS providers, and consumers which shall assume responsibility
for overseeing the development of an EMS system. These Councils shall consoli-
date and update past EMS planning efforts in their respective regions and pro-
vide ongoing planning and development activities. Wherever possible, the Region-
al EMS Councils shall be established in conjunction with the formation of Health
Service Area advisory groups and will be responsible for making recommendations
on EMS system's development to the Health Systems Agency designated for their re-
spective areas. The EMS Advisory Councils will be responsible for developing and
constantly revising regional EMS plans which will be approved by their respective
Health Systems Agencies with review and comment provided by the EMS Section of
the lowa State Department of Health and the Governor's EMS Advisory Council.

Each regional system will provide for immediate, easily attainable citizen access
to Regional Central Medical Emergency Dispatch Centers which will provide for an
appropriate response consisting of emergency care both at the scene and en route
to an appropriate categorized hospital. Special critical care units will be iden-

tified by specific patient categories and methods of emergency transfer will be
developed.

All persons employed in the EMS delivery system will be trained within the!r area
of responsibility and continuing education programs will be provided to maintain
proficiencies that have been developed.

A communications system will be developed in accordance with the State EMS Commu-
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nication Plan and will provide adequate communication linkages between providers
operating within the system. Upon completion of the system a patient should be

able to expect immediate response and professional care while at the scene, en
route to, and in the emergency facility.

A person involved in an auto crash should be able to expect an ambulance or res-

Cue unit to arrive on the scene within a few minutes after the person detecting
the crash notifies the central dispatch point (C-MED).

The first crew to arrive (either trained ambulance or rescue unit personnel) will
provide any lifesaving care needed. Voice contact will be made with the appro-
priate hospital emergency department to announce the estimated arrival time and
provide patient data and vital signs. Care will continue to be provided en route

to the emergency department as voice contact is maintained as required. The
C-MED dispatcher will coordinate any

Upon arrival at the cateqorized emergency department, initial medical care will be
provided. Should transfer to another facility be required in order to provide
the patient with more definitive care, the patient will be transferred by ambu-

lance, Critical Care Transfer Unit, or air in accordance with standards and cri-
teria established by the EMS Plan for the region.

Therefore, when the implementation of this Plan is completed, the State of lowa
will have an emergency care system that will:

I. Provide quick identification and response to accidents and sudden illnesses.

2. Sustain and prolong life through proper emergency medical care measures,
both at the scene and in transit.

3. Provide the coordination, transportation, and communications necessary to
bring the sick and injured and definitive medical care together in the

shortest practicable time without simul taneously creating additional
hazards.

DESCRIPTION OF METHODOLOGY FOR ACHIEVEMENT OF SPECIFIC OBJECTIVES

Program Management.

1.0 By January 1, 1976 conduct review relative to the functions of the lowa

State Department of Health, Section of Emergency Medical Services, as the
lead agency for all EMS activities.

Mi lestones:

1.1 By October 31, 1975 determine the areas of deficiencies existing rela-

tive to the provision of technical and coordinative assistance by the
State Department of Health to regional EMS Programs,

1.2 By November 15, 1975 determine program needs of the Section according
_ to areas of deficiencies.

1.3 By November 30, 1975 develop a draft of comprehensive program needs,

identifying potential sources of funding for presentation to the
Commissioner of Public Health.

additional communications that may be required.
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1.4 By December 22, 1975 submit the draft of program needs to the Governor's
EMS Advisory Council for review and comment.

1.5 By January 1, 1976 present a final draft of program needs to the
Commissioner of Public Health.

2.0 By June 30, 1976 facilitate the provision of adequate staff to the lowa State
Department of Health, Section of Emergency Medical Services to enable i1t to
fulfill its role as the lead agency for all State EMS activities.

Mi lestones:

2.1 By November 15, 1975 identify staff needs for the lowa State Department
of Health, Section of Emergency Medical Services to fulfill its role as
the lead agency for all State EMS activities.

2.2 By November 1975 prepare a proposal for funding program staff to be

submitted as a supplemental State appropriations request for Fiscal
Year 1977.

2.3 By March 31, 1976 prepare and submit federal funding proposals for
supplemental staff support to adequately meet the needs of the State
in the development and maintenance of the State EMS Program.

2.4 Recruit and train new State EMS staff personnel according to funding
made available through State and federal appropriations. (Ongoing.)

3.0 By June 30, 1976 establish specific State Health Department services rela-
tive to grants management functions for State and Regional EMS programs.

Mi lestones:

3.1 By January 31, 1976 identify funding resources available to each
EMS region.

3.2 By January 31, 1976 distribute grant application materials.
3.3 By February 29, 1976 receive grant application material from EMS Regions.
3.4 By March 31, 1976 assign priorities for funding and submit statewide

grant applications to DHEW and DOT respectively for funding consider-
ation during Fiscal Year 1977.

3.5 By April 15, 1976 conduct conferences with Health Department fiscal
staff regarding staffing needs to provide grants management functions.

L.0 Establish specific State Health Department services relative to components
required of Comprehensive Emergency Medical Service Systems. (Ongoing -
see specific objectives and methodologies for individual components.)

5.0 To develop and implement standards required for comprehensive emergency

medical service systems components in accordance with time tables approved
by the Governor's Emergency Medical Services Advisory Council. (Ongoing.)

Regionalization.

6.0 By June 30, 1976 establish viable Emergency Medical Service Regions for the
State of lowa.
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Mi lestones:

6.1 By August 21, 1975 delineate geographical boundaries for the establish-
ment of EMS Regions for the State of lowa.

1.1 By July 7, 1975 complete demographic studies pertaining to
patient flow.

1.2 By July 25, 1975 conduct conferences with input groups relative to
proposed geographical boundaries for EMS Regions.

1.3 By July 31, 1975 develop and refine alternative proposals for EMS
Regions.

1.4 By August 21, 1975 select most feasible alternative.

6.2 By January 31, 1976 establish viable EMS Councils in designated EMS
Regions.

2.1 By August 15, 1975 meet with EMS Development Group to inform mem-
bers of regionalization format and to obtain participation and

assistance in implementing the regionalization concept.

2.2 By September 30, 1975 make final boundary adjustments and inform
public of designated EMS Regions.

2.3 By October 31, 1975 meet with respective areawide EMS Councils to
review regionalization format and select representatives to attend
organization meetings for respective EMS Regions.

2.4 By November 30, 1975 conduct organizational meeting for respective
EMS Regions in order to establish guidelines for organization, in-

cluding requirements for physician input, and elect temporary
chairman.

2.5 By December 31, 1975 conduct second series of organizational
meetings in order to establish guidelines for structure, appoint
operating procedures and bylaws committee, and appoint nominating
commi ttee.

2.6 By January 31, 1976 conduct third series of organizational meetings
in order to elect officers, establish task forces, and approve by-
laws establishing formal EMS council structure,

6.3 By January 31, 1976 establish policy and procedures guidelines for re-
gional implementation of EMS Programs.

6.4 By March 31, 1976 assist EMS Regions in identifying and making applica-
tion for EMS program funding, utilizing federal funds available under

the EMS Act of 1973 and the State Highway Safety Program for the 1977
Fiscal Year funding cycle.

6.5 By June 30, 1976 each EMS planning region shall have completed a
regional EMS plan.

Physician and Other Professional Input.

/.0 By November 30, 1975 identify and establish physician consultants for emer-
gency medical service programs in each EMS Region of the State.
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Mi lestones:

7.1 By October 31, 1975 identify physicians in each of the EMS Regions to
serve as physician consultants for their respective regions.

7.2 By November 30, 1975 hold the first of a series of conferences between
the Regional EMS Physician-Consultants and the Chairman of GEMSAC.

7.3 By November 30, 1975 conduct the first of the series of Regional EMS
Council Organizational Meetings with the Physician Consultants in
attendance.

8.0 By January 31, 1976 provide for physician direction of essential clinical
aspects of State and regional EMS systems development relating to critical
care patient categories.

Milestones:

8.1 By November 31, 1975 provide for the establishment of a Statewide Phy-
sician Advisory Committee to assist the Hospital Emergency Facilities
Task Force of the GEMSAC in addressing the State's critical care needs
for the following patient categories: trauma, spinal cord injuries,
heart attack and stroke, high-risk infant and pregnancies, nuclear
radiation disaster, poisonings, chemical dependency including drug
abuse and alcoholism, psychiatric emergencies, and burns.

8.2 By December 15, 1975 conduct first meeting of the State Physician's
Advisory Committee with the Chairman and Vice-Chairman of the Governor's
EMS Advisory Council and the Hospital Emergency Facilities Task Force.

8.3 By January 31, 1976 establish criteria for the State's critical care
needs, utilizing the recommendations of the Physician's Advisory Com-
mittee.

Manpower.

9.0 By March 31, 1976 develop a mechanism for determining the number of EMS
personnel (by category) required to provide basic life support programs on
a 24-hour, 7 day a week basis within the service areas of the State.
Milestones:

9.1 By October 31, 1975 develop criteria for measuring manpower requi rements.

9.2 By December 31, 1975 apply criteria to existing manpower levels.

9.3 By January 31, 1976 modify criteria as required.

9.4 By March 31, 1976 produce planning document for determining manpower
requirements.

10.0 To continue statewide support of EMT-A, ERT, dispatcher, physician, nurse,
and first responder training program (ongoing objective, discussed under
Training Component) .

11.0 To encourage utilization of veterans of the Armed Forces with medical train-

ing and experience in State and Regional EMS Programs (ongoing) .




Mi lestones:

11.1 By January 31, 1976 in cooperation with.the MEDIHC Program of the ISHD,
update the survey of veterans employed by EMS providers throughout the
State.

11.2 Through the Public Information and Education Task Force, acquaint the
public with the value of utilization of veterans with medically re-
lated experience in EMS positions.

12.0 By March 31, 1976 ensure that at least one hospital in each EMS Region of
the State has 2h4-hour emergency departemnt physician coverage.

Milestones:

12.1 By January 15, 1976 identify those EMS regions in the State not pos-
sessing at least one hospital with 24-hour physician coverage.

12.2 By January 31, 1976 for those regions not possessing at least one hos-
pital with 24-hour emergency coverage, identify facilities potentially
capable of providing this function.

12.3 By February 29, 1976 meet with those Regions to encourage planning

efforts to secure 24-hour physician coverage in those hospitals
identified as having this capability.

12.4 By March 31, 1976 review progress made in upgrading the above hos-
pitals to provide 24-hour physician coverage.

Training.

13.0 By June 30, 1976 develop a Training Component Model which will meet the
State projected EMS manpower needs.

Mi lestones:

13.1 By February 29, 1976 inventory existing training programs.

13.2 By February 28, 1976 determine adequacy of existing training programs
for meeting manpower needs.

13.3 By March 31, 1976 identify training programs which must be established
for meeting manpower needs.

13.4 By May 30, 1976 identify institutions cpapble of providing required
training programs.

13.5 By June 30, 1976 establish contracts with above institutions to pro-
vide required training programs.

14.0 To continue statewide coordinative functions for existing EMT-A, ERT, dis-
patcher, and first responder training programs (ongoing).

Mi lestones:

14.1 By October 31, 1976 establish a part-time staff of twelve persons to

coordinate at the local level all EMS Training Programs that meet
State criteria.
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By March 31, 1976 establish four test teams, one in each quarter of
the State, to evaluate the practical portion of the EMT-A training
program. k

By March 31, 1976 develop a committee to validate and revise the pres-
ent tests used for Emergency Medical Service training programs.

To continue statewide support of Basic EMT-A, ERT, dispatcher, and first re-
sponder training programs (ongoing).

Mi lestones:

151

15.2

153

15.4

1555
15.6

o

15.9

15.10

By September 30, 1976 train 1000 EMT-A ambulance personnel utilizing
the Basic EMT-A Training Course through the Area Colleges.

By September 30, 1976 train 500 emergency rescue personnel utilizing
the Basic Rescue Technician courses through the Area Colleges.

By June 30, 1976 develop and adopt an Emergency Medical Dispatcher
Training Course.

By December 31, 1976 identify and train 10 Emergency Dispatchers
through the respective Area Colleges in order to properly staff the
two EMS Communication Centers currently being developed for the Cen-
tral lowa and Hoover Health Planning Areas.

By January 1, 1977 make the dispatcher course available statewide.

By September 30, 1976 through the Area Coordinators conduct 16 courses
in the Equipment Orientation and Crash Simulation Program for ambu-
lance personnel receiving new ambulances and/or equipment.

By September 30, 1976 train at least 1000 law enforcement officers in
Crash Injury Management through the law enforcement academies and the
Area Colleges.

By September 30, 1976 train at least 500 fire fighters in Crash Injury
Management through the Area Colleges.

By September 30, 1976 conduct a total of 14 workshops for area coor-
dinators (3), rescue training instructors (3), rescue program tech-
nical committee (2), course training coordinators (1), ambulance super-
visors (1), and regional training workshops (4).

By June 30, 1976 develop an advanced EMT-A course, acceptable to the
medical profession, which will train selected EMT-A's to administer
drugs and IV's, defibrillate, and intubate patients when EMT-A's are
in direct communication with a physician.

By June 30, 1976 coordinate statewide emergency physician and nurse, and ad-
vanced EMT-A continuing education programs.

Mi lestones:

16.1

By August 15, 1975 contract with University of Creighton for the de-
ve lopment and presentation of short courses and seminars for emer-
gency department personnel and advanced EMT-A's in western lowa.
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gency department personnel and advanced EMT-A's in Eastern and Central
lowa.

16.3 By October 31, 1975 establish subcommittees of the GEMSAC's Personnel
and Training Task Force for study of continuing education requirements
for emergency department personnel and advanced EMT-A's.

16.4 By February 28, 1976 identify additional training programs which must
be established for meeting emergency department and advanced EMT-A needs.

16.5 By May 31, 1976 identify educational institutions capable of providing
required training programs.

16.6 Establish contracts with the above institutions for required training
programs by June 30, 1976 for Fiscal Year 1977.

Communications.

17.0 By June 30, 1976 establish a mechanism for completing implementation of the
State EMS Communications Plan.

Milestones:

17.1 By November 30, 1975 determine criteria for establishing priorities
for implementation of regional communication systems in accordance
with the State EMS Communications Plan.

17.2 By December 31, 1975 on the basis of established criteria, assign
priorities for completion of the State EMS Communications System.

17.3 By March 30, 1976 develop a policy and procedures guide for use by
regional EMS Councils,

17.4 By April 30, 1976 review the policy and procedures guide planning doc-
ument with EMS Development Group.

17.5 By May 30, 1976 obtain approval of Policy and Procedures Guide by GEMSAC.

17.6 By June 30, 1976 distribute the Policy and Procedures Guide to
regional EMS Councils.

I17.7 By June 30, 1976 assist regional EMS Councils with identifying imple-
menting agencies and funding sources.
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16.2 By September 30, 1975 work with the University of lowa in developing

a program for the presentation of short courses and seminars for emer-
|
§
i
l
{

17.8 By June 30, 1976 provide planning assistance for two other regions on

a second priority basis and prepare them for implementation.

18.0 By October 31, 1977 coordinate the placement of the first two regional C-MED's
in operation.

Mi lestones:

18.1 By October 31, 1975 provide grants-in-aid as are available to the Cen-
tral lowa and Hoover Health Planning Areas for implementation of area

communication systems in accordance with the State EMS Communications
Plan.
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20.0

21:0

Transportation.
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18.2 By October 31, 1975 complete systems testing for Phase | of the
Hoover Area Communications Project.

18.3 By March 31, 1976 provide technical assistance through completion of
systems testing for Phase |l of the Hoover Project.

18.4 By May 1, 1976 provide technical assistance through completion of sys-
tems testing for Phase | of the Central lowa Communications Project.

(Long-range objectives - methodologies to be developed in annual
revisions of the Plan.)

By January 1, 1977 have Regional EMS Communications Plans completed by the
Regional EMS Councils.

By April 30, 1978 have the first four regional C-MED's fully operational.

By June 30, 1982 all regional C-MED's shall be in full operation in accor- h
dance with the State EMS Communications Plan. |

-

22.0

Hospital Facilities.

By March 31, 1976 develop a mechanism for determining proper placement, dis-
tribution, and number of adequate ground, air, and water transportation ve-
hicles in such a manner as to ensure maximum response times of ten minutes

for all calls in urban areas, and 20 minutes time for all calls in rural areas.

Milestones:

22.1 By October 30, 1975 develop standards and criteria for determining
proper placement, and number of transportation vehicles.

22.2 By November 30, 1975 develop distribution plan in accordance with
established criteria.

22.3 By December 31, 1975 present distribution plan to Development Group
for review and comment.

22.4 By January 31, 1976 obtain approval of distribution plan by GEMSAC.

22.5 By February 29, 1976 acquaint regional EMS Councils with distribution
plan.

23.0

24.0

By December 31, 1975 facilitate continual review, revision, and implementa-
tion of the categorization process.

Mi lestones:

23.1 By November 30, 1975 update statewide categorization study.

23.2 By December 31, 1975 identify mechanism for ongoing implementation of
the categorization process,

By March 31, 1976 develop and distribute to the Regional EMS Councils a
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Health Facilities Standards and Distribution Planning Guide to be used as a
planning mechanism for determining proper distribution of categorized emer-
gency medical service facilities which collectively provide total patient
care requirements and which will place all persons within 60 minutes of a
categorized hospital after the dispatch of an ambulance.

Mi lestones:

24.1 By December 31, 1975 develop standards and distribution planning quide.

24.2 By January 31, 1976 obtain approval of the Health Facilities Standards

and Distribution Planning Guide by the Governor's EMS Advisory Council.

24.3 By March 31, 1976 distribute the guide to the regional EMS Councils.

By June 30, 1976 establish the regional EMS Councils as the identified emer-
gency facility planning bodies in each region of the State.

Mi lestones:

25.1 By January 31, 1976 assist each region with establishing a hospital
emergency facility advisory committee as part of its EMS Council.

25.2 By June 30, 1976 each regional EMS Council shall have completed an
emergency department facilities services distribution plan which shall
identify the categories, numbers, and locations of hospital emergency
departments necessary to meet the needs of the region.

By June 30, 1976 establish a mechanism for ensuring interfacility coordi-

nation formalized by written agreements within and contiguous to each EMS
Region of the State.

Critical Care Units.

27.0

28.0

By June 30, 1976 assess critical care capacity existing in the State by pa-
tient category.

Milestones:

27.1 By November 30, 1975 develop survey instrument for identification of
institution and programs that have critical care capacity.

2].2 By November 30, 1975 identify organization to survey and categorize
critical care units according to patient category.

27.3 By January 31, 1976 establish criteria for critical care units by
patient category.

27.4 By March 31, 1976 complete a survey of those institutions capable of

assuming lead responsibilities for critical care capacities by specif-
ic patient categories.

27.5 By June 30, 1976 make survey results available to regional EMS plan-
ning councils.

By June 30, 1976 develop standards for specialized ICU vehicles and equip-
ment utilized in transportation of critically ill or injured patients.
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Mi lestones:

28.1 By March 31, 1976 identify types of specialized vehicles required.
28.2 By June 30, 1976 develop personnel standards for each type of unit.

28.3 By June 30, 1976 develop vehicle and equipment standards for each
type of unit.

By June 30, 1976 establish a mechanism for the creation of mutual aid agree-

ments to ensure that critical care services are provided across geographical
and political boundaries.

Public Safety Agencies.

30.0

31.0

To continue to integrate public safety agencies in the total EMS system
(ongoing) .

Mi lestones:

30.1 Continue to encourage public safety participation on EMS Advisory
Councils and related Task Forces.

30.2 Encourage participation of public safety agencies in areawide disaster
planning and response.

By December 31, 1975 develop coordinative procedures for utilization of
public safety agencies in Standard EMS and Disaster Operating Procedures.

Mi lestones:

31.1 By November 30, 1975 identify public safety agencies at the state
level according to area of interest, availability of personnel, equip-
ment and resources.

31.2 By December 31, 1975 establish agreements with public safety agencies
at the state level to integrate EMS and civil defense plans with
each region.

Consumer Participation.

32.0

33.0

By January 31, 1976 develop mechanisms for encouraging consumer participa-
tion in formulation of EMS policy at state, regional, and local levels.

Mi lestones:

32.1 By November 30, 1975 determine adequacy of existing consumer repre-
sentation on state and areawide or regional councils.

32.2 By December 31, 1975 provide a mechanism for encouraging greater con-
sumer representation on EMS Councils.

By December 31, 1975 develop ongoing educational program to educate both EMS
consumers and providers as to the need for their involvement in the develop-
ment of local and regional EMS systems.

Mi lestones:

33.1 By October 31, 1975 meet with the Public Information and Education
Task Force to draft the components for such a program.
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33.2 By November 30, 1975 meet with the Health Education Section of the
State Health Department to discuss methods for disseminating informa-
tion and materials regarding involvement in EMS to consumers and
providers.

33.3 By December 31, 1975 implement proposed program.

Accessibility to Care.

34.0

By June 30, 1976 develop procedures for monitoring EMS Systems within the
State to ensure that services are provided without prior inquiry as to
ability to pay.

Mi lestones:

34.1 By January 31, 1976 develop a survey instrument to determine if EMS
services are provided without prior inquiry as to ability to pay.

34.2 By March 31, 1976 identify an organization to survey at random con-
sumers and providers alike to determine if EMS services are provided
without prior inquiry as to ability to pay.

34.3 By June 30, 1976 conduct initial survey determining accessibility of

necessary emergency care without prior inquiry as to the ability to pay.

Transfer of Patients.

35.0

By March 31, 1976 develop mechanisms and guidelines for coordinating trans-
fer of patients in such a manner as to ensure continuity of care in facili-
tating the maximum recovery of the patient.

Milestones:

35.1 By December 31, 1975 develop standards for transfer of emergent pa-
tients in the EMS System.

35.2 By January 31, 1976 identify facilities within lowa and in adjacent
states which provide rehabilitative or follow-up care.

35.3 By January 31, 1976 determine number and extent of existing transfer
arrangements with a view toward assurance of continuity of care.

35.4 By March 31, 1976 develop procedures for facilitating such agreements.

Standardized Patient Record-Keeping.

36.0

By June 30. 1976 develop and implement standardized reporting form models to

facilitate evaluation of patient care from entry into the EMS system until
discharge.

Milestones:

36.1 By December 31, 1975 develop hospital emergency report form model in
cooperation with lowa Hospital Association sponsored EMS data systems
project.

36.2 By December 31, 1975 develop report forms for dispatch and ambulapce
service.
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36.3 By December 31, 1975 distribute the proposed forms to input groups for
review and comment.

36.4 By March 15, 1976 finalfze form format.

36.5 By June 30, 1976 print and distribute final fo-m format to regional
EMS Councils for pilot application in their areas.

(Long-range objectives - methodologies to be developed in annual
revisions of the Plan.)

37.0 By June 30, 1977 implement standardized reporting forms statewide.

38.0 By June 30, 1977 coordinate the establishment of a centralized EMS data
collection and processing system.

Public Information and Education.

39.0 By December 31, 1975 coordinate a statewide program for dissemination of EMS
information to the citizens of lowa.

Milestones:

39.1 By October 31, 1975 determine specific EMS '"publics' including hos-
pitals, government officials, ambulance services, and consumers; create
messages, methods, and materials to reach these groups.

39.2 By December 31, 1975 implement an outreach campaign introducing the

EMS systems development concept through a series of regional meetings
throughout the State.

39.3 By December 31, 1975 implement a program through the mass media de-
signed to increase the general awareness of the public concerning
access to EMS systems and their utilization.

4L0.0 By June 30, 1976 establish guidelines for the development of local EMS edu-
cation programs.
Mi lestones:

4LO.1 By April 30, 1976 develop recommended guidelines and criteria to cover

the entire spectrum of EMS information and education which local EMS
Councils can adapt to meet their specific needs.

40.2 By June 30, 1976 prepare an annotated bibliography and resource list
of books, films, and educational materials for use at the local level.

Evaluation.

41.0 By March 31, 1976 develop standardized evaluation techniques for application
at state and regional levels.

Milestones:
4b1.1 By January 31, 1976 develop criteria for evaluation of EMS programs.

41.2 By February 29, 1976 identify evaluators who would be capable of per-
forming ongoing evaluations of state and regional EMS programs.

41.3 By March 31, 1976 obtain the services of such an evaluator to evaluate
the State EMS Program.

Disaster Linkages.




_62_

L2.0 By April 30, 1976 develop procedures for inclusion of EMS System Disaster
activities within State and Regional Civil Defense Programs.

Milestones:

42.1 By November 30, 1975 identify organizations throughout the State respon-
sible for disaster planning coordination. -

42.2 By December 31, 1975 review emergency disaster plans at state level for
compatability and completeness with regard to EMS Program.

42.3 By February 29, 1976 coordinate development of disaster linkages in
EMS regions of the State through interface of EMS and regional disaster
plan.

42.4 By April 30, 1976 develop agreements with other states linking disaster
and EMS planning functions.

43.0 By June 30, 1976 coordinate agreements between contiguous regions relative

to the provisions of emergency medical services in times of disaster. (For
methodology see Description for Mutual Aids.)

Mutual Aid.

44.0 By June 30, 1976 develop mechanisms for establishing mutual aid linkages
with contiguous areas for EMS system components.

Mi lestones:

k4.1 By November 30, 1975 study factors having adverse effects upon pro-
vision of mutual aid agreement.

44.2 By December 31, 1975 identify areas where mutual aids are needed.
44.3 By February 29, 1976 develop procedures for ensuring that agreements
are written, signed by authorized individuals, reviewed, and revised

i f necessary annually.

Li.k By June 30, 1976 implement comprehensive system of mutual aid agree-
ments by category in all regions of the State.

Legjsiation.

45.0 By February 29, 1976 facilitate passage of acceptable EMS legislation pro-

viding for the licensing of ambulance services and the certifying of ambu-
lance personnel.

Mi lestones:

45.1 By September 30, 1975 develop regional information and education pro-
gram for presentation at regional meetings throughout the State con-
cerning the need for ambulance standards and trained personnel.

45.2 By December 31, 1970 conduct six to eight regional meetings throughout

State, acquainting consumers and providers alike with the need for
such legislation.

p— g B
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45.3 By February 28, 1976 conduct a series of briefings for legislators
regarding results of the public meetings.

4L6.0 By February 29, 1976 facilitate revision of the Medical Practice Act, Code of
lowa, to authorize trained EMT-A's to intubate, defibrillate, and administer
drugs and IV's under a physician's supervision.

Mi lestones:

46.1 By December 31, 1975 meet with the lowa State Medical Society and the
lowa State Department of Health to gain the support of those bodies
for the proposed legislation.

4L6.2 By February 29, 1976 brief key legislators concerning the proposed
legislation.

47.0 By June 30, 1976 revise lowa State rules relative to hospital licensing in
order to allow hospitals to discontinue maintenance of an emergency depart-
ment if not provided for in Regional EMS Facilities Utilization Plans and

the Categorization of Hospital Facilities Report of the Governor's EMS
Advisory Council.

Milestones:

47.1 By November 30, 1975 meet with Health Facilities Division to discuss.
incorporation of the proposed change in departmental rules.

47.2 By December 31, 1975 meet with the lowa State Board of Health to ob-
tain its approval for the suggested change.

47.3 By February 29, 1976 hold public hearings relative to the proposed
change.

47.4 By June 30, 1976 adopt proposed change in Health Department rules.

Resources required for the accomplishment of the above objectives are outlined in
Sections VII and VIII (Program Resources and Commitment Summaries). Staff pri-
marily responsible for program implementation will be provided by the lowa State
Department of Health's Section of Emergency Medical Services. The Planning Unit
of the Section of Emergency Medical Services will be responsible for planning and
development activities. The Training Unit will implement all activities concerned
with coordination of the State EMS Training Program. The Administrative Services
Unit will be responsible for project monitoring and grants management functions.
Supporting services to the Section will be provided by the |lowa State Department

of Health's Section of Health Education, the Fiscal Division and the Personnel
Office.

The Communications Division of the Department of General Service will be responsible
for providing technical assistance in the implementation of the communications com-
ponent of the Plan. The lowa Office of Planning and Programming through the High-
way Safety Program will provide administrative review functions for those EMS com-
ponents having an impact on reduction of accidental deaths and injuries resulting
from highway accidents. The lowa State Office of Comprehensive Health Planning

will provide technical assistance in integrating emergency medical service pro-
gramming activities with other health planning activities at the state level.
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Contractual personnel engaged on behalf of implementation activities are outlined
in the Program Resource Summary Program. Such personnel will be used primarily in
implementation of the Statewide Emergency Medical Service Training Program. In
addition, technical consultants will be used on behalf of the communications com-
ponent and survey teams will be engaged to conduct research outlined in the work
program. The Governor's Emergency Medical Services Advisory Council and its Task
Forces will furnish provider and consumer input during all phases of program im-

plementation. The EMS Development Group will supply local and regional input for
program implementation activities. Input from regional and areawide EMS Councils
will also be obtained during program implementation for all system components.

Materials to be utilized during implementation consist primarily of office supplies,
duplicating materials, and survey instruments, also information and training
packets.

Projected monies for program implementation are summarized in the Program Re-
sources and Commitment Summaries.

Time for completion of program activities was determined as the estimated number
of compensated man-days required to complete a given activity. Dates for initia-
tion and completion of program activities are provided in the Program Commitment
Summary. Implementation dates have been correlated with the availability of funds
through October 31, 1976. Implementation of those activities scheduled for com-
pletion subsequent to that date are subject to the availability of continued
funding.




VI. PROGRAM IMPLEMENTATION SCHEDULE :
ESTONE FIS|CAL| YE |AR 19|76 Fy | FY | FY | FY
MIL ; ; e
- 1EC p locT Inov [DEC [JAN |FEB |MAR |APR [MAY [JUN ['77 1'78 |'79}'58C
Lcnou # O0zJECTIVE (&) MILESTONE ( X) ACTION STEP ( x) JUL |AUG |SEP |0 Y
OGRAM MANAGEMENT _ ; -— 1
1.0 y January 41, 19/6 conduct a review relative to the Functions of the lowa
State Department of Health, Section of Emergency Medical Services, as the lead 5
agency for all EMS activities. -
L] By October 31, 1975 determine the areas of deficiencies (if any) existing re-
lative to the provision of technical and coordinative assistance by the State
Department of Health to regional EMS programs. — X
V.2 By November 15, 13975 analyze program needs of the Section according to areas
of deficiencies. T |
| i
|
1.3 By November 30, 1975 develop a draft of comprehensive program needs, identi-
fying potential sources of funding for presentation to the Commissioner of ,
: |
Public Health. | Xl
|
1.4 By December 22, 1975 submit the draft of program needs to the Governor s EMS ‘
Advisory Council for review and comment. | X i
: _ _ } | I
lch By January 31, 1976 present a final draft of program needs to the Commissjoner ; 1 3:
of Public Health. i X | ‘ :
| |
2.0 By June 30, 1976 facilitate the provision of adequate staff to the lowa State | ;
Department of Health, Section of Emergency Medical Services to fulfill its role I | !
as the lead agency for all State EMS activities. : ﬁl! i
2. By November 1975 identify staff needs for the lowa State Department of Health, | E
Section of Emergency Medical Services to fulfill its role as the lead agency : [ |
. " 1
for all State EMS activities. =X
|
2.2 By November 30, 1975 prepare a proposal for funding program staff to be sub- :
mitted as a supplemental State appropriations request for fiscal year 1977. X
i
3 > |
2.3 By March 31, 1976 prepare and submit federal funding proposals for supplemental {
staff support to adequately meet the needs of the State in the development and
maintenance of the State EMS Program. X
2.4 Recruit and train new State EMS staff personnel according to funding made
available through State and federal appropriations. (Ongoing.] o P PR By
3.0 By June 30, 1976 establish specific State Health Department services relative to ~x
grants management functions for State and regional EMS programs. e — e -
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|LESTONE TrisTeac] vefar | 19]76 FY

ICTION # OBJECTIVE (A) MILESTONE ( X) ACTION STEP (x) | JUL JAUG [SEP |GCT [NOV [DEC [JAN |FEB [MAR [APR |MAY |JUN |'77

2.2 By September 30, 1975 make final boundary adjustments and inform public of des-
ignated EMS regions.

2.3 By October 31, 1975 meet with respective areawide EMS Councils to review re-
glonalization format and select representatives to attend organizational
meetings for respective EMS regions.

2.4 By November 30, 1975 conduct organizational meeting for respective EMS regions
in order to establish guidelines for organization, Including requirements for
physician input, and elect temporary chairman. x

2.5 By December 31, 1975 conduct second series of organizational meetings in order
to establish guidelines for structure, appoint operating procedures and bylaws
comnittee, and appoint nominating committee.

2.6 By January 31, 1976 conduct third series of organizational meetings in order to
elect officers, establish task forces, and approve bylaws establishing formal

EMS Council.structure. x| (
6.3 By January 31, 1976 establish policy and procedures guidelines for regional im=
plementation of EMS programs. X
6.4 By March 31, 1976 assist EMS regions in identifying and making application for
EMS program funding, utilizing federal funds available under the EMS Act of
1973 and the State Highway Safety Program for 1977 fiscal year funding cycle. X
6.5 By June 30, 1976 each EMS Planning Region shall have completed a regional EMS
plan. X ;
PHYSICIAN AND OTHER PROFESSIONAL INPUT
1.0 By November 30, 1975 identify and establish physician consultants for emergency
medical service programs in each EMS region of the State.
i | By October 31, 1975 identify physicians in each of the EMS regions to serve as
physician consultant for their respective regions. X
7.2 By November 30, 1975 hold the first of a series of conferences between the
Regional EMS Physician's Consultant and the Chairman of GEMSAC. X
7.3 By November 30, 1975 conduct the first of the series of Regional EMS Council
Organizational Meetings with the Physician Consultant in attendance. X
8.0 By January 31, 1976 provide for physician direction of essential clinical as-

pects of State and regional EMS systems development relating to critical care
patient categories.

afiga
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| LESTONE FISICAL| YE |AR lﬁrgg 1 FY | FY | FY | FY
CTION # OZJECTIVE (&) MILESTONE (X)) ACTION STEP ( x) JUL JAUG | SEP |OCT [NOV [DEC |JAN |FEB |MAR |APR [MAY |JUN |'77 |'781'79]'80

8.1 By November 30, 1975 provide for the establishment of a Statewide Physician
Advisory Committee to assist the Hospital Emergency Facilities Task Force of thd
GEMSAC in addressing the State's critical care needs for the following patient
categories: trauma, spinal cord Injuries, heart attack and stroke, high-risk In{
fant and pregnancies, nuclear radiation disaster, poisonings, chemical dependen-
cy including drug abuse and alcoholism, psvchiatric emergencies, and burns, prip—
8.2 By December 15, 1975 conduct first meeting of the State Physician's Advisory
Committee with the Chairman and Vice-Chairman of the GEMSAC and the Hospital |
Emergency Facilities Task Force, X
8.3 By January 31, 1976 establish criteria for the State's critical care needs ,
utilizing the recommendations of the Physician's Advisory Committee. A
MANPOWER
9.0 By March 31, 1976 develop a mechanism for determining the number of EMS person-
nel (by category) required to provide basic life support programs on a 24-hour, A
/] day-a-week basis within the service areas of the State. ~ .
9.1 By October 31, 1975 d2velop criteria for measuring manpower requirements X
9.2 By December 31, 1975 apply criteria to existing manpower levels. r"-“-'l i
8
9.3 By January 31, 1976 modify criteria as required. 1 X l
|
9.4 By March 31, 1976 produce planning document for determining manpower require- t
ments. ———)‘L
10.0 To continue statewide support of EMT-A, ERT, dispatcher, physician, nurse, and :
first responder training program (ongoing objective--discussed under Training
Component ) . b L 'f:i-r--- N = >
11.0 To encourage utilization of veterans of the Armed Forces with medical training "
and experience in State and regional EMS programs. (Ongoing.) -Li-r--_r-__L-__.-4
i
it 6 By January 31, 1976 in cooperation with the MEDIHC program of the lowa State
Health ODepartment, update the survey of veterans employed by EMS providers
throughout the State. .‘_+ — X
11.2 Through the Public Information & Education Task Force acquaint the public with
the value of utilization of veterans with medically related experience in EMS — + —+—t e & 3 PRI SN -—-h-+*
positions. W T
' | 4 J J

-g 9-



R T L R e i —
Vli. PROGRAM IMPLEMENTATION SCHEDULE T
c FIS|CAL| YE|AR | 19]76 FY | FY | FY'} FY
{ILESTON | 178 | ' 80
AUG|SEP |OCT[NOV [DEC [JAN |FEB |MAR |APR {MAY IJUN |'77 I'7 719
tcnou # OBJECTIVE (A) MILESTONE (X ) ACTION STEP (x) ShL
1208 By March 31, 1976 ensure that at least one hospital in each EMS region of the A
State has 24-hour emergency department physician coverage. .
12. 1 By January 15, 1976 identify those EMS regions in the State not possessing at
least one hospital with 24-hour physician coverage. X
22 By January 31, 1976 for those regions not possessing at least one hospital with
24-hour emergency coverage, identify facilities potentially capable of providing | .
this function. X
|
12.3 By February 29, 1976 meet with those regions to encourage planning efforts to r E
secure 24-hour physician coverage in those hospitals identified as having this | |
. 5 |
capabi lity. X
12.4 By March 31, 1976 review progress made in upgrading the above hospitals to pro- 1
vide 24-hour physician coverage. | X !
{
TRAINING : i
= s I <
13.0 By June 30, 1976 develop a Training Component Model which will meet the State | [
projected EMS manpower needs. , "
o, By February 29, 1976 inventory existing training programs. ; X |
i
. _ = . g Ay . |
13.2 By February 29, 1976 determine adequacy of existing training programs for meeting '
manpower needs X r
I
12,9 By March 31, 1976 identify training programs which must be established for E
meeting manpower needs. ¥ ;
13.4 By May 31, 1976 identify institutions capable of providing required training
programs. | X
|
13.5 By June 30, 1976 establish contracts with above institutions to provide required i
training programs. 1 X
14.0 To CDTLIHUG statewide coordinative functions for existing EMT-A, ERT, Dispatcher }
and first responder training programs Lonqging}, - f\____4______-._
14,1 By October 31, 1976 establish a part-time staff of 12 persons to coordinate at
the local level all EMS training programs that meet state criteria. X
| I
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| LESTONE FIS|CAL| YE|AR | 19|76 FY | FY | FY| FY
CTION # OBJECTIVE (&) MILESTONE ( X ) ACTION STEP ( x) sutlauc|sep [ocT [Nov |DEC |JAN | FEB [MAR [APR IMAY [JUN |'77 |'78 |'79 '80
14.2 By March 31, 1976 establish four test teams, one in each quarter of the State,
to evaluate the practical portion of the EMT-A training pragram. X
14.3 By March 31, 1976 develop a committee to validate and revise the present tests
used for Emergency Medical Service training programs. X
15.0 To continue statewide support of Basic EMT-A, ERT, Dispatcher, and First Re- A .

sponder tralning programs (ongoing).

15.1 By September 30, 1976 train 1000 EMT-A ambulance personnel utilizing the basic
EMT-A training course through the area colleges. s (it S

- - o —— = e e =y

15.2 By September 30, 1976 train 500 emergency rescue personnel utilizing the Basic l
Rescue Technician courses through the area colleges. o o et 2 e o St e e B e e S R R R S == e Sl =
15.3 By June 30, 1976 develop and adopt an Emergency Medical Dispatcher Training | L_
Course. l o= X
i
15.4 By December 31, 1976 identify and train 10 Emergency Dispatchers through the i

respective area colleges in order to properly staff the two EMS Communication
Centers currently being developed for the Central lowa and Hoover Health

Planning Areas. P lF
i
15.5 By January 1, 1977 make the Dispatcher Course available statewide. X
| 15.6 By September 30, 1976 through the Area Coordinators conduct 16 courses in the |
Equipment Orientation and Crash Simulation Program for ambulance personnel re- |
ceiving new ambulances and/or equipment. R et e e St e R ] ity ptdde el St -X
15.7 By September 30, 1976 train at least 1000 law enforcement officers in Crash
Injury Management through the law enforcement academies and area colleges. I X
15.8 By September 30, 1976 train at least 500 fire fighters in Crash Injury Manage-
ment through the area colleges. + X
15.9 By September 30, 1976 conduct a total of 14 workshops for area coordinators (3) {

rescue training instructors (3), rescue program technical committee (2), course
training coordinators (1), ambulance supervisors (1), and regional training

HDI"kShDIJ'S {,[*} : ——— X
15.10 By June 30, 1976 develop an advanced EMT-A course, acceptable to the medical
profession, which will train selected EMT-A's to administer drugs and IV's, de-

-0l-
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16.6 Establish contract /ith the above institutions for required training programs [ 4 |
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17.0 By June 30, 1976 establish a mechanism for completing implementation of the | D\ .
State EMS Communications Plan.
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17 ..2 By December 3l 1975 on the basis of established criteria, assign priorities for i ;
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completion of the State EMS Lommunications System,
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T3 By March 30, 1976 develop a policy and procedures guide for use by regional EMS
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Councils.
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tn.asmus [ Tris[cac] velar | 19]76 ey | Fy | FY
CTION # OBJECTIVE (A) MILESTONE ( X) ACTION STEP ( x) JuLlave|sepr locT [nov [DEC |JAN |FEB |MAR [APR [MAY |JUN |'77 I'78 |'79
17.4 By April 30, 1976 review planning document with EMS Development Group. X
17.5 By May 31, 1976 obtain approval of Policy and Procedure Guide by GEMSAC. X
17.6 By June 30, 1976 distribute Policy and Procedures Guide to regional EMS Councilg X
K By June 30, 1976 assist regional EMS Councils with identifying implementing
agencies and funding sources. X
17.8 By June 30, 1976 provide planning assistance for two regions on a second prior-
ity basis and prepare them for implementation. a X
18.0 By October 31, 1976 coordinate the placement of the first two regional C-MED's A
in operation. — T
18.1 By October 31, 1975 provide grants-in-aid as are available to the Central lowa
and Hoover Health Planning Areas for implementation of area communication sys- |
tems in accordance with the State EMS Communications Plan. —_— T - H!
|
18.2 By October 31, 1975 complete systems testing for Phase | of the Hoover Communi- :
cations Project. —_—
18.3 By March 31, 1976 provide technical assistance through completion of systems
testing for Phase |l of the Hoover Project. r X
q 18.4 By May 1, 1976 provide technical assistance through completion of systems test-
ing for Phase | for the Central lowa Communications Project. P X
—_—
19.0 By January 1, 1977 have regional EMS Communications Plans completed by the
REgiﬂﬁEl EMS Councils. —d-—u == ——+—T_L- A
20.0 By April 30, 1978 have the first four regional C-MED's fully operational. 1 + L
21.0 By June 30, 1982 all regional C-MED's shall be in full operation in accordance l
Wilh thE State EHS Cmmunil:ati':}ﬁﬁ Plaﬁ = S — e J_
TRANSPORTATION
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| LESTONE [ TrisJcac] velar | 19]76 ey L ey [ eyl #y
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25.0 By June 30, 1976 establish the regional EMS Councils as the identified emergency £

facility planning bodies in each region of the State.
25.1 By January 31, 1976 assist each region with establishing a hospital emergency
facility advisory committee as part of its EMS Council. X
25.2 By June 30, 1976 each regional EMS Council shall have completed an Emergency
Department Facilities Services Distribution Plan which shall identify the cate- |
gories, numbers and locations of hospital emergency departments necessary to
meet the needs of the region. T X
|
" ; . : ; I
26.0 By June 30, 1976 establish a mechanism for ensuring interfacility coordination i
formalized by written agreements within and contiguous to each EMS Region of 2
fhf State- -
CRITICAL CARE UNITS
27.8 By June 30, 1976 assess critical care capacity existing in the State by patient 2 l
category. ] ol
I
27.1 By November 30, 1975 develop survey instrument for identification of institutions ‘
and programs that have critical care capacity. X !
27.2 By November 30, 1975 identify organization to survey and categorize critical
| care units according to patient category. X
27.3 By January 31, 1976 establish criteria for critical care units by patient ;
category. X i
| 27.4 By March 31, 1976 complete a survey of those institutions capable of assuming |
lead responsibilities for critical care capacities by specific patient categorigs. 1 X
27.5 By June 30, 1976 make survey results available to regional EMS planning councils|. X :
28.0 By June 30, 1976 develop standards for specialized ICU vehicles and equipment
utilized in transportation of critically ill or injured patients. _--4---.___----hu_-._51
28.1 By March 31, 1976 identify types of specialized vehicles required. SO RO TN :
28.2 By June 30, 1976 develop personnel standards for each type of unit. i il i o e o
28.3 By June 30, 1976 develop vehicle and equipment standards for each type of unit. e L PR :
§ ] I '
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VI. PROGRAM IMPLEMENTATION SCHEDULE

I LESTONE FIS|CAL| YE|AR | 19|76 : FY | FY | FY| FY
CTION # OBJECTIVE (&) MILESTONE (X) ACTION STEP ( x) JUL|AUG|SEP |0CT [NOV [DEC |JAN |FEB |MAR |APR IMAY [JUN |'77 |'78 |'791'82
33,2 By November 30, 1975 meet with the Health Education Section of the State Health
Department to discuss methods for disseminating information and materials re-
garding involvement in EMS to consumers and providers. X
23y By December 31, 1375 implement proposed program. X
ACCESSIBILITY TO CARE
14.0 By June 30, 1976 develop procedures for monitoring EMS Systems within the State A
to ensure that services are provided without prior inquiry as to ability to pay.
34.1 By January 31, 1976 develop a survey instrument to determine if EMS services arg
provided without prior inquiry as to ability to pay. X
34.2 By March 31, 1970 identify an organization to survey at random consumers and :
providers alike to determine if EMS services are provided without prior inquiry i
inte ability to pay. | X
34.3 By June 30, 1976 conduct initial survey determining accessibility of necessary .
emergency care without prior inquiry as to the ability to pay. X
TRANSFER OF PATIENTS i
|
35.0 By March 31, 1976 develop mechanisms and guidelines for coordinating transfer of
patients in such a manner as to ensure continuity of care in facilitating the
maximum recovery of the patient. =
35.1 By December 31, 1975 develop standards for transfer of emergent patients in the
EMS System. X |
35.2 By January 31, 1976 identify facilities within lowa and in adjacent states which|
provide rehabilitative or follow-up care. X
35.3 By January 31, 1976 determine number and extent of existing transfer arrange-
ments with a view toward assurance of continuity of care. X
35.4 By March 31, 1976 develop procedures for facilitating such agreements. X
STANDARDIZED RECORD-KEEPING i
36.0 By June 30, 1976 develop and implement standardized reporting form models to
facilitate evaluation of patient care from entry into the EMS system unti| =
discharge. :

-9{-



Vi. PROGRAM IMPLEMENTATION SCHEDULE =
| LESTONE FIS|CAL| YE |AR | 19]76 FY | FY | FY| FY
CTION # OZJECTIVE (A) MILESTONE ( X) ACTION STEP ( x) Jut lauglsep [ocT [Nov [pec [UAN [FEB [MAR |APR [MAY |JUN |'77 |'78 |'79}'80
36. 1 By December 31, 1975 develop hospital emergency report form model in coopera-
tion with lowa Hospital Association sponsored EMS data systems project. X
36.2 By December 31, 1975 develop report forms for dispatch and ambulance service. X
36.3 By January 31, 1976 distribute the proposed forms to input groups for review
and comment. X
36. 4 By March 15, 1976 finalize form formats. X i
36.5 By June 30, 1976 print and distribute final form format to regional EMS Coun- '
cils for pilot application in their areas. . X :
37.0 By June 30, 1977 implement standardized reporting forms statewide. /a
38.0 By June 30, 1977 coordinate the establishment of a centralized EMS data
collection and processing system. A

PUBLIC |INFORMATION AND EDUCATION

39.0 By December 31, 1975 coordinate a statewide program for dissemination of EMS inf |
formation to the citizens of lowa. A
39.1 By October 31, 1975 determine specific EMS ibublics'' including hospitals, gov- I .
ernment officials, ambulance services, and consumers; create messages, methods,
and materials to reach these groups. X '
39,2 By December 31, 1975 implement an outreach campaign introducing the EMS systems |
deve lopment concept through a series of regional meetings throughout the State. X |
- . . . 1 |
39.3 By December 31, 1975 implement a program through the mass media designed to In- - !
crease the general awareness of the public concerning access to EMS systems and '
their utilization. X I
40.0 By June 30, 1976 establish guidelines for the development of local EMS educa-
tion programs. A
LO.1 By April 30, 1976 develop recommended guidelines and criteria to cover the en-
tire spectrum of EMS information and education which local EMS Councils can
adapt to meet their specific needs. X

40.2 By June 30, 1976 prepare an annotated bibliography and resource list of books,
nd educational materials for use at the local level. X

-l /l-




Vi. PROGRAM IMPLEMENTATION SCHEDULE —
| LESTONE FIS|CAL| YE [AR | 19|76 ey [ v [ e[ e
CTION # OBJECTIVE (A) MILESTONE ( X) ACTION STEP ( x) JuLlAuc|sep locT [NOV |DEC [JAN |FEB |MAR |APR [MAY [JUN |'77 |'78 1'791'80

EVALUAT ION
41. By March 31, 1976 develop standardized evaluation techniques for application at W
state and regional levels.
41. By January 31, 1976 develop criteria for evaluation of EMS programs. X
4. By February 29, 1976 identify evaluators who would be capable of performing on-
going evaluations of state and regional EMS programs. X
4. By March 31, 1976 obtain the services of such an evaluator to evaluate the state |
EMS program. X
DISASTER LINKAGES
L2. By April 30, 1976 develop procedures for inclusion of EMS System Disaster Activ- A
ities Within State and Regional Civil Defense Programs. 1 I
i
L2. By November 30, 1975 identify organizations throughout the State responsible for !
disaster planning coordination. p—— |
: |
42. By December 31, 1975 review emergency disaster plans at state level for compati- |
bility and completeness. X r
L2 . By February 29, 1976 coordinate development of disaster linkages in EMS regions ‘ _
of the State through interface of EMS and regional disaster plan. X i
L2. By April 30, 1976 develop agreements with other states linking disaster and EMS
planning functions. X
By June 30, 1976 coordinate agreements between contiguous regions relative to th¢
provisions of emergency medical services in times of disaster. (For methodology
see Description for Mutual Aids.) 4
MUTUAL AIDS
By June 30, 1976 develop mechanisms for establishing mutual aid linkages with
contiguous areas for EMS system components. at
By November 30, 1975 study factors having adverse effects upon provision of
mutual aid agreement. X




Vi. PROGRAM |MPLEMENTATION SCHEDULE , !
| LESTONE FIS|CAL | YE |AR 19176 FY | FY | FY | FY
CTION # OBJECTIVE (&) MILESTONE (X) ACTION STEP ( x) sutlave!sep locT [nov [pec [uan [FEB [MAR |APR [MAY |JUN |'77 |'78 |'791'80
Ly 2 By December 31, 1975 identify areas where mutual aids are needed, X
L. 3 By February 29, 1976 develop procedures for ensuring that agreements are writter],
signed by authorized individuals, reviewed, & revised if necessary annually. X
L. 4 By June 30, 1976 implement comprehensive system of mutual aid agreements by
category in all regions of the State. X
LEGISLATION
45.0 By February 29, 1976 facilitate passage of acceptable EMS legislation providing ’ 2
for the licensing of ambulance services and the certifying of ambulance personndgl.
LS. 1 By September 30, 1975 develop information and education program for presentation i
at regional .meetings throughout the State concerning the need for ambulance [
standards and trained personnel. s 1 r
|
4s.2 By December 31, 1975 conduct six to eight regional meetings throughout the Stat4, E
acquainting consumers and providers alike with the need for such legislation. | X - :%
| i
45.3 By February 29, 1976 conduct a series of briefings for legislators regarding |
results of the public meetings. : X
L6.0 By February 29, 1976 facilitate revision of the Medical Practice Act, Code of )
l lowa. to authorize trained EMT-A's to intubate, defibrillate, and administer "
drugs and IV's under a physician's supervision. -
46 . 1 By December 31, 1975 meet with the lowa State Medical Society & the lowa State j |
Board of Health to gain the support of those bodies for the proposed legislation. X :
L6.2 By February 29, 1976 brief key legislators concerning the proposed legislation. X
|
L7.0 By June 30, 1976 revise lowa State Department rules relative to hospital li- ‘
censing in order to allow hospitals to discontinue maintenance of emergency de-
partments if not provided for in Regional EMS Facilities Utilization Plans and
the Categorization of Hospital Facilities Report of the GEMSAC. A
7.1 By November 30, 1975 meet with Health Facilities Division to discuss incorpora- |
tion of the proposed change in departmental rules. X :
47 .2 By December 31, 1975 meet with the lowa State Board of Health to obtain its |
approval for the suggested change. X




Vi. PROGRAM IMPLEMENTATION SCHEDULE

hILESTUNE

0=JECTIVE (A) MILESTONE ( X) ACTION STEP ( x)

APR [MAY

CTION #

47.3
47. 4

By February 29, 1976 hold public hearings relative to the proposed.change.

By June 30, 1976 adopt proposed change in Health Department rules.

-09_
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ViI. PROGRAM RESOURCE SUMMARY

A. MANPOWER

1. State of lowa

a. Office of the Governor - Administrative Assistant to Governor

b. lowa State Department of Health

i. Commissioner of Public Health

ii. Chief of the Division of Community Health
iii. Director of the Section of Emergency Medical Services
iv. Staff - Section of Emergency Medical Services

a) Administrative Assistant for Program Management
b) Training Coordinator

c) Administrative Assistant for Training

d) Health Planner ||

e) Health Planner |

f) Clerical Staff = 3

v. Section of Health Education
vi. Fiscal Division
vii. Personnel Office

c. lowa State Department of General Services
Division of Communications

i. Communications Project Engineer
ii. Electronic Engineering Technician
iii. Secretary

iv. Technical Consultant

d. Office of Planning and Programming

i. Assistant Director - Highway Safety Program
ii. Health Planner Il - Office of Comprehensive Health Planning

2. Governor's EMS Advisory Council
a. State EMS Planner

b. Secretary

3. Contractual Personnel (I1SDH)

a. 12 Regional Coordinators - Statewide EMS Training Program

b. Physician Coordinator and Staff - Continuing Education Training Program
for Emergency Department Personnel - Creighton University

c. Program Director and Staff - Emergency Medical Service Training Program
for Emergency Department Personnel - University of lowa College of
Medicine
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L, Fifteen Area Community Colleges

a. Adult Education Directors

b. Health Occupations Coordinators
c. EMT-A Course Coordinators

d. Physician Instructors

e. Nurse Instructors

f. EMT-A Instructors

ule

5. Volunteers ©

a. Governor's EMS Advisory Council and its Task Forces

b. EMS Development Group

c. Physician's Advisory Group (to be established) L

d. Physician Consultants (to be established)

MATERIALS
1. Office Supplies

a. Xerox
b. Survey Instruments

c. Information and Education Packets

2, Equipment

a. Communications Systems Testing Equipment - $7,500

MONIES

1. U.S. Department of Transportation (Highway Safety Program) -
$407,300 July 1, 1975--September 30, 1976 (15 months) |

2, lowa State Department of Health 314-d Funds Comprehensive Health Planning
Act (Public Law 89-749) $6458 July 1, 1975--June 30, 1976 (12 months)

3. IRMP Planning Grant $11,129 July 1, 1975--October 31, 1975 (4 months)
L. DHEW Planning Grant $43,275 July 1, 1975--June 30, 1976 (12 months)

5. DHEW Training Grant $162,584 October 1, 1975--September 30, 1976 =




D. TIME

(See Program Commitment Summary)

" Volunteers represent organizations listed in Section IV A-2 as well
as the public at-large.

i Pending approval of continuation application.
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Vill. PROGRAM COMMITMENT SUMMARY PROJECTED PROJECTED
COMPONENT PROGRAM MANAGEMENT [MPLEMENTATION DATES MAN DAYS EXPEND I TURES
DBJECTIVES/SELECT ACTIVITIES _[start End RESPONSIBLE AGENT(S) (STAFF) (ALL FUNDS)

1.0 | Conduct review relative to functions of lowa State Health De- 7/1/75 1/1/76 a) I1SHD 11 $ 660

partment as lead agency for all State EMS Activities. 1)Chief-Div. of Community Health
1.1 Determine areas of deficiencies. 2)Administrative Staff-Section of EMS
1.2 Determine Program Needs. b) State EMS Planner and Secretary E
1.3 Draft Program Needs Statement. !
1.4 Submit Needs Statement to Governor's EMS Advisory Council. | |
1.5 Submit report to the Commissioner of Public Health. :
2.0 | Facilitate the provision of adequate staff for ISHD to fulfill} 7/1/75 6/30/76 |a) ISHD I 42 2,520
its role as lead agency for all State EMS Activities. 1)Commissioner of Public Health
2.1 ldentify staff needs. 2)Chief-Div. of Community Health
2.2 Develop funding proposal--State appropriations. . 3)Administrative Staff-Section EMS
2.3 Develop funding proposals--Federal Grant Programs. b) Governor's EMS Advisory Council ,
2.4 Recruit and train staff. ! 1) State EMS Planner and Secretary }
' }
3.0 | Establish State Health Services relative to Dept. Grants 7/1/75 6/30/76 | a) |ISHD 15 900

Management functions for State and Regional EMS Programs. :
3.1 ldentify funding resources. 3/15/76 3/31/76 b) Project Review & Program Evaluation K

’ 3.2 Distribute grant applications. . Task Force--GEMSAC &
3.3 Receive grant materials from EMS Regions.
3.4 Assign priorities for funding. '

i 3.5 Conduct conferences with Health Dept. Fiscal Staff. ,

' 3.6 Sign contracts for Fiscal Year 1977,

L.0 | Establish specific ISHD services for EMS system components. Ongoing See individual components See individ See individ
ual compo- | ual compo-
nents nents

5.0 | Develop and implement standards. Ongoing @) ISHD--EMS Administrative & Planning s Y

- \ staff :
'b) GEMSAC and its Task Forces
[COMPONENT REGIONALIZATION E
6.0 | Establish viable EMS Regions, 7/1/75 6/30/76 1a) ISHD-Section EMS Planning Unit ,'235 14,100
b) Medical Consultants ;
'c) GEMSAC and Task Forces i
'd) EMS Development Group |
e) Regional EMS Advisory Councils .
6.1 Delineate geographical boundaries. !
1.1 Complete demographic studies. a) ISHD-Section EMS Planning Unit
» P by "~y
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Vill. PROGRAM COMMITMENT SUMMARY ~ -
PROJECTED PROJECTED
COMPONENT__REGIONALIZATTON IMPLEMENTATION DATES MAN DAYS EXPENDITURES
OBJECTIVES/SELECT ACTIVITIES Start End RESPONSIBLE AGENT(S) (STAFF) (ALL FUNDS)
1.2 Confer with input groups. a: b, C; dy 8 s
1.3 Refine alternative proposals. a,
1.4 Select most feasible proposal, c
6.2 Establish viable EMS Councils. |
2.1 Obtain assistance of EMS Development Group, a |
2.2 Make final boundary adjustment & inform public of a3, C
designated EMS Regions.
2.3 Meet with existing areawide EMS Councils to review a, d 1
regionalization format. : :
2.4 Conduct series of organizational meetings for new 'a, d
EMS Regions.
2.5 Conduct second series of organizational meetings. a, d
2.6 Conduct third series of organizational meetings. a, d .
6.3 Establish policies & procedures guidelines for regional a |
implementation of EMS programs.
6.4 Assist EMS Regions in applyina for EMS program funding. a .
6.5 Each EMS planning region completes regional EMS plan. e ' |
COMPONENT PROFESSIONAL INPUT E%
7.0| ldentify and establish physician consultants in each EMS. 10/1/75 11/30/75 'a) ISHD-EMS Section Planning Unit Staff g 300 .
| b) Chairman, GEMSAC :
| 7.1 Identify lead physicians in each EMS Region. a
7.2 Conduct initial meeting with Physician Consultants. a. b
7.3 Conduct 1st organizational meeting of new EMS Regional a
Councils with consultants in attendance.
8.0| Provide for physician direction of essential critical care 10/1/75 1/31/76 a) ISHD-EMS Section Planning Unit 10 600
clinical aspects of State and Regional EMS Systems. b) Chairman & Vice-Chairman, GEMSAC
c) lowa State Medical Society & spe~
cially related associations
d) Hospital Facilities Task Force-GEMSAC
8.1 Establish statewide physician advisory committee to a, ¢ | ’
Hospital Emergency Facilities Task Force to recommend cri- | |
teria for critical care patient categories. ' a
8.2 Conduct initial meeting with physician advisory group A, b d F ]
8.3 Establish criteria for State's critical care needs. d |
COMPONENT MANPOWER
9.0| Develop mechanism for determining number of EMS personnel by 10/1/75 3/31/76 |a) ISHD-EMS Section Planning Unit & . 30 1,800
category required to provide basic life support programs Training Unit {
throughout the State. b) GEMSAC-Personnel & Training Task For




VI,

PROGRAM COMMITMENT SUMMARY

required training programs.

COMPONENT MANPOWER PROJE?TED PROJECTED
IMPLEMENTATION DATES MAN DAYS EXPENDITURES
OBJECTIVES/SELECT ACTIVITIES Start End RESPONSIBLE AGENT(S) (STAFF) (ALL FUNDS)
9.1 Develop criteria for measuring manpower regquirements, a $
9.2 Apply criteria to existing manpower levels, a
9.3 Modify criteria. 3
9.4 Produce planning document for determining manpower a, b
requirements.
10.0| Continue statewide support of EMT-A, ERT, Dispatcher, Physi- Ongoing a) ISHD-EMS Training Unit See Training Ditto
cian, Nurse & Ist Responder Training Program. b) Community Colleges j component
11.0| Encourage utilization of veterans employed in EMS with medicall Ongoing , a) |SHD -~ 15 300
training & experience in state & regional EMS programs, ' b) Public Information & Education
Task Force =
c) MEDIHC Coordinator J
' d) ISHD-Health Education Section ;
11.1 Update survey of number of veterans employed in EMS a, c |
programs.
11.2 Acquaint the public with value of utilization of veteran{ B, G, d
with medical experience in EMS positions. :
12.0| Ensure at least one hospital in each EMS Region with 24-hour 1/1/76 3/31/76 | a) ISHD-Planning Unit 10 600
emergency room physician coverage. 'b) Hospital Emergency Facilities Task F. i
' ¢) Regional EMS Advisory Councils
' d) lowa Hospital Association
12.1 ldentify those regions not possessing at least one hospi- ‘a
tal with 24-hour coverage-
12.2 For those regions identify facilities potentially capable a, b, d
of providing this function.
12.3 Meet with those regions to encourage planning efforts to a, c
secure such coverage-
12.4 By December 31, review progress made in upgrading hospi- a, b, ¢
tals potentially capable of providing 24-hour physician ;
coverage.
COMPONENT TRAINING |
13.0( Develop training component model to satisfy State projected 1/1/76 6/30/76 a) ISHD-Planning & Training Units 1 25 1,500
EMS manpower needs- b) Personnel & Training Task Force |
13.1 Inventory existing training programs. a i
13.2 Determine adequacy of existing training programs. a, b |
13.3 ldentify needed training programs-. a, b |
13.4 Identify educational institutions capable of providing a |




VII1. PROGRAM COMMITMENT SUMMARY .
COMPONENT _ TRAINING IMPLEMENTAT | ON DATES MAN DAYS EXPENDITURES
OBJECTIVES/SELECT ACTIVITIES Start End RESPONSIBLE AGENT(S) (STAFF) (ALL FUNDS)
13.5 Establish contracts with above institutions to provide a S
required training programs.
14.0 | Continue statewide coordinative functions for existing EMT-A, Ongoing a) ISHD-Administrative staff & training 410 32,500 '
ERT, Dispatcher, & First Responder Training Programs. b) Personnel & Training Task Force & :
Subcommi ttees ;
c) Area Coordinators : ;
d) Practical Evaluation Teams ;
3 e) Test Evaluation Teams '
14.1 Establish part-time field staff to coordinatg EMS 7/1/75 10/3/75 |a, c
training program. ; :
14.2 Establish test teams in each quarter of State to evaluate| 1/1/76 3/31/76 ‘a, d |
practical portion of EMT-A training program. | i
14.3 Develop test validation committee. 1/1/76 3/31/76 !a, b, ¢ _
15.0 | Continue statewide support of basic EMT-A, ERT, Dispatcher, & | Ongoing la) ISHD-EMS Administration & Training ] 835 171,566
First Responder Training Programs. l Units
'b) Personnel & Training Task Force & i
| Subcommi ttees ~
, c) Area Coordinators
E d) Law Enforcement Academies |
f ‘e) Area Colleges
| 15.1 Train 1000 EMT=A ambulance personnel. 7/1/75 9/30/76 e
15.2 Train 500 emergency rescue personnel. 1/1/75 9/30/76 |e
15.3 Develop & adopt Emergency Medical Dispatcher Training 1/1/76 6/30/76 'a, b
Course.
15.4 Train 10 Emergency Dispatchers. 9/1/76 12/31/76 e |
15.5 Make Dispatcher Course available statewide. | A [V 2 ) ‘a, b |
15.6 Conduct 16 courses in equipment orientation & crash simu=| 7/1/75 9/30/76 a i
lation program. | :
15.7 Train 1000 law enforcement officers in crash injury. 7/1/75 9/30/76 d '
15.8 Train 500 fire fighters in crash injury management. 7/1/75 9/30/76 e
15.9 Conduct 14 training-instructor workshops. 7/1/75 9/30/76 ia, c
15.10 Develop advanced EMT-A course. 1/1/76 6/30/76° (a, b i
16.0 | Coordinate statewide emergency physician, nurse, and advanced 11/1/75 6/30/76 |a) ISHD-EMS Administrative, Planning & ; 207 160,000
EMT-A continuing education programs. b) Univ. of Creighton School of Hedic?nej
c) Univ. of lowa School of Medicine
d) Personnel & Training Task Force &
related Subcommittees
Includes projected expenditures for contracted activities
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Vill. PROGRAM COMMITMENT SUMMARY
COMPONENT TRAINING PROJECTED PROJECTED
IMPLEMENTATION DATES MAN DAYS EXPENDITURES
OBJECTIVES/SELECT ACTIVITIES Start End RESPONSIBLE AGENT(S) (STAFF) (ALL FUNDS)
16.1 Contract with U. of Creighton re continuing education for a, b S
western la. emergency dept. & advanced EMT-A personnel.
16.2 With U. of la. develop similar program in eastern & a, ¢
central lowa.
16.3 Establish subcommittees of Personnel & Training Task a, d
Force for study of continuing education requirements for
emergency department personnel & advanced EMT-A's.
16.4 ldentify additional training programs which must be es- a, d [
tablished for meeting emergency dept. & advanced EMT-A !
needs. l
16.5 ldentify educational institutions capable of providing &, |
such programs. |
16.6 Establish contracts for such programs. | a :
COMPONENT COMMUNICAT IONS |
17.0| Establish a mechanism for completing implementation of State 7/1/75 6/30/76 ! a) ISHD-EMS Planning Unit | 65 3,900
EMS Communications Plan. 'b) Communications Task Force-GEMSAC
'¢c) EMS Development Group
' d) Regional EMS Councils .
17.1 Determine criteria for establishing implemental priori- 'a, b :
ties. i |
17.2 On basis of established criteria, assign priorities for ;a, b |
completion of State EMS Communications System. ,
17.3 Develop Policies & Procedures Guide for use by Regional a
EMS Councils. :
17.4 Review Policies and Procedures Guide. a
17.5 Obtain approval of Policies & Procedures Guide by GEMSAC. a
17.6 Review Policies & Procedures Guide with EMS Develop- a '
ment Group. .
17.7 Assist Regional EMS Councils with identifying implement- 'a, b, Dept. of General Services Communi =
ing agencies and funding sources. cations Division
17.8 By July 1, 1976 provide planning assistance for other ‘a
areas on a priority basis. ; i
18.0| Coordinate the placement of the first two regional C-MED's in 7/1/75 10/31/76 a) ISHD-EMS Section 1 1035 205,600*
|

operation.

e

Includes projected expenditures for contracted activities

la State Dept. of General Services-
Communications Division

c) Communications Task Force-GEMSAC

d) Regional EMS Councils

T — e —



Vill. PROGRAM COMMITMENT SUMMARY
COMPONENT_COMMUN I CAT | ONS PROJECTED ~ PROJECTED
IMPLEMENTATION DATES MAN DAYS EXPENDITURES
OBJECTIVES/SELECT ACTIVITIES Start End. RESPONSIBLE AGENT(S) (STAFF) (ALL FUNDS)
18.1 Provide grants-in-aid as are available for implementa- a 3
tion.
18.2 Complete systems testing for Phase | of the Hoover Area b
Communications Project.
18.3 Complete systems testing for Phase |l of the Hoover Area b
Communications Project.
18.4 Complete systems testing for Phase | of the Central b
lowa Project.
|
iIS.G Have Regional EMS Communications Plans completed by the 1/1/76 1/1/77 t Regional EMS Councils { To be To be .
; Regional EMS Councils. } determined| determined
l
20.0| Have the first four regional C-MED's fully operational, 7/1/75 4/30/78 ! Same as 18.0 ; !
|
21.0] Have all regional C-MED's in full operation in accordance, 7/1/75 6/30/82 | Same as 18.0 | ' )
1 |
COMPONENT _ TRANSPORTAT | ON , | o
' ]
22.0| Develop mechanism for determining proper placement, distribu-| 10/1/75 2/29/76 I a) ISHD-EMS Section Planning Unit ! 4o 2,4C0
tion and number of transportation vehicles. l b) Ambulance Task Force-GEMSAC .
' c) EMS Development Group [
, d) Regional EMS Councils |
22.1 Develop standards & criteria for determining proper ! a, b
placement & number of transportation vehicles. |
22.2 Develop distribution plan in accordance with established &
criteria- ;
22.3 Present distribution plan to Development Group for re- - a .
view and comment. j |
22.4 Obtain approval of distribution plan by GEMSAC. i a, b
22.5 Acquaint regional EMS Councils with distribution plan, Eas e !
23.0 F::ilit?te ?nntinual review, revisien, and implementation of 10/1/75 12/31/75 !a} | SHD-EMS Planning Unit 15 900
C
egorization process. ib) ISHD-Health Facilities Division l
23.1 Update categorization s tudy. :) :DEP' Emer. Facilities Task Force
23.2 ldentify ongoing implementation process. Ia: B !
' |
COMPONENT HOSPITAL FACILITIES 15 900




VIill. PROGRAM COMMITMENT SUMMARY
PROJECTED PROJECTED
COMPONENT HOSPITAL FACILITIES  MPLERERTATION DRTES MAN. BAYS EXPEND | TURES
OBJECTIVES/SELECT ACTIVITIES [Start End RESPONSIBLE AGENT(S) (STAFF) (ALL FUNDS)
b4.0 | Develop & distribute Health Facilities Standards and Distri- | 10/1/75 3/31/76 | a) ISHD Health Facilities Division 15 S 900
pution Planning Guide, b) ISHD-EMS Planning Unit
c) Hosp. Emer. Fac. Task Force
24.1 Develop standards and distribution planning guide, a; by &
24.2 Obtain approval of guide from GEMSAC, a, b
24.3 Distribute guide to Regional EMS Councils. a
|
25.0 | Establish Regional EMS Councils as the identified emergency 10/1/75 12/31/75 |a) ISHD-EMS Planning Unit i 15 900
facility planning bodies in each region of the State. b) Hosp. Emer. Facilities Task Force 1
c) EMS Regional Councils |
25.1 Assist each region with establishing a Hospital Emergency l'a, B
I Facility Advisory Committee as part of its EMS Council.
25.2 Completion of Regional Emergency Department Facilities ‘c
Services Distribution Plan. |
|
26.0 | Establish mutual aid coordination mechanism, 10/1/75 6/30/76 ISHD-EMS Section ? 15 S00
ICOMPONENT CRITICAL CARE UNITS
2}‘.0r Assess critical care capacity in State by patient category. 10/1/75 6/30/76 a) ISHD-EMS Section Planning Unit : 60 3,600
: b) Hosp. Emer. Fac. Task Force
| 'c) Physician Advisory Committee
' d) Survey Team
'e) Consultants
27.1 Develop survey instrument. a
27.2 ldentify surveying organization. a, b
27.3 Establish criteria for critical care units by patient g, by €
' category.
27.4 Complete survey. d
27.5 Make survey results available to Regional EMS Councils. ‘a
28.0 | Develop standards for specialized ICU vehicles & equipment. 1/1/76 6/30/76 a) ISHD-EMS Section Planning Unit 30 1,800
b) Hosp. Emer. Fac. Task Force
c) Personnel & Training Task Force
d) Ambulance Serv. Org. & Op. Task Force
7 28.1 Identify types of specialized vehicles required. la, b, d i
28.2 Develop personnel standards for each type of unit. | 3, A
28.3 De?elnp vehicle & equipment standards for each type of d T
unit. :
29.0 EStab!ish mechanisms for creating mutual aid agreements for L/1/76 6/30/76 |a) ISHD-EMS Planning Unit i 10 600
creating critical care services. b) Hosp. Emer. Fac. Task Force I

-06-
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PROGRAM COMMITMENT SUMMARY

PROJECTED PROJECTED
OBJECT | VES/SELECT ACTIVITIES [Start End RESPONS | BLE AGENT(S) (STAFF) (ALL FUNDS)
30.0 [ Continue to integrate Public Safety Agencies in total EMS Ongoing a) ISHD-Section of EMS 13 y R
System. b) State Department of Public Safety
30.1 Encourage participation of Public Safety officials on EMS a
Advisory Councils & related Task Forces .
30.2 Encourage participation of Public Safety Agencies in 3, b
areawide disaster planning & response .
31.0 | By December 15, 1975 develop coordinative procedures for uti- 10/1/75 12/31/75 |a) ISHD-Section of EMS ; 10 600
lization of Public Safety Agencies in standard EMS & disaster b) State Dept. of Public Safety E
operating procedures . .
31.1 ldentify Public Safety Agencies at the state level with |a '
which to coordinate EMS activities. | :
! 31.2 Establish agreements with Public Safety Agencies at the ‘'a, b ;
state level to integrate EMS € civil defense plans. ’ !
!
COMPONENT CONSUMER PARTICIPATION :
|32.G Develop me:hanish for ?ncﬂuraging consumer participation in 11/1/75 1/31/76 .a) ISHD-EMS Planning Unit 10 600
formulation of EMS policy. b) Public Information & Education Task
| Force-GEMSAC
r 32.1 Determine adequacy of existing consumer representation.  a
l 32.2 Provide mechanism for encouraging greater consumer 'a, b
i representation. |
B3.G Develop ongoing.edu:ational program to educate both EMS con- 10/1/75 12/31/75 a) ISHD-EMS Planning Unit 30 1,800
i sumers and providers as to need for involvement in develop- b) ISHD-Health Education Section
: ment of EHS'syEtersr ¢) Public Info & Ed. Task Force-GEMSAC
‘33.1 Meet with Public Information & Education Task Force to a, c
draft program components.
33.2 Meet with !'SHD Health Education Section to discuss a, b
methods of dissemination. '
33.3 Implement proposed program. 3, c
COMPONENT ACCESSIBILITY TO CARE I |
| .
r
34.0 Déveinp procedures for monitoring EMS systems to ensure ser- 4/71/76 6/31/76  'a) 1SHD-EMS Planning Unit E 15 300
vices are provided without ingquiry as to ability to pay. b) Public Info & Ed. Task Force-GEMSAC
iIc) Medical consultants l
d) Survey teams l
34.1 Develop survey instrument. a, b, € a
I

-l 6-




V111, PB20525M COMMITMENT SUMMARY
AT s PROJECTED PROJECTED
COMFONENT__ACCESSIBILITY TO CARE IMPLEMENTAT | ON DATES MAN DAYS  EXPENDITURES
OBJECTIVES/SELECT ACTIVITIES Start End RESPONSIBLE AGENT(S) (STAFF) (ALL FUNDS)
34.2 lagentify organization to survey. a, b :
34.3 Zonduct initial survey. d
COMPONENT TH=ANSFER OF PATIENTS
35.0| Dev=lcz mechanisms and quidelines for coordinating patient 11/1/75 3/31/76 | a) ISHD-EMS Planning Unit 10 600
transfer b) Hosp. Emer. Facilities Task Force I
c) Communications Task Force }
d) Ambulance Task Force '
e) Personnel &€ Training Task Force
l 35.1 Czvelop standards for patient transfer. a, b, c; d, e
35.2 lzcentify facilities providing rehabilitative or follow- 'b
us care. i
35.3 Determine number, extent, and adequacy of existing , a
transfer arrangements. :
35.5 Develop procedures for facilitating such agreements. a, b
COMPONENT STANDARDIZED RECORD-KEEPING
36.0' Develco & implement standardized reporting form models to fa- 10/1/75 6/30/76 ' a) ISHD-EMS Planning Unit 30 1,800
cilizzze evaluation of EMS patient care. 'b) lowa Hospital Association
' c) Ambulance Task Force |
.d) Communications Task Force
e) Hosp. Emer. Facilities Task Force
f) EMS Development Group
g) Medical consultants
36.1 Develop Hospital Emergency Report form model. a, b, e, f, g
36.2 Develop Dispatch & Ambulance Report form. a, c
36.3 Distribute proposed forms to input groups for review & a
comment.
36.L Finalize form format. la, by, c, d; e, F, g
36.5 Distribute final form format. 'a
37.0| Implement standardized reporting forms statewide. 71/1/76 6/30/77 a) ISHD-Section of EMS To be To be
i . determined [determined
38.0| Coordinate establishment of centralized EMS data collection 71/1/76 6/30/77 ia) ISHD-Section of EMS E i A
and processing system. ' {
COMPONENT PUBLIC INFORMATION AND EDUCATION |
39.0| Coordinate program for dissemination of EMS information. 7/1/75 12/31/75 a) ISHD, EMS, Planning Staff 20 1,200
b) Public Info & Educ. Task Force

c)

Health Education Section-I1SHD

-26=




ViIl. PROGRAM COMMITMENT SUMMARY
COMPONENT PUBLIC INFORMATION AND EDUCATION PROJECTED PROJECTED |
| MPLEMENTAT | ON DATES MAN DAYS  EXPENDITURES
ORJECTIVES/SELECT ACTIVITIES Start End RESPONSIBLE AGENT(S) (STAFF) (ALL FUNDS)
39.1 Determine specific EMS Publics statewide. a, b S
39.2 Implement statewide outreach campaign. a; by €
39.3 Implement statewide mass media program. - el
40.0| Establish guidelines for the development of local EMS 3/1/76 6/30/76 | a) I1SHD-EMS Section Planning Staff 20 1,200
education programs. b) Public Info & Educ. Task Force
c) Health Education Section=-ISHD :
LO.1 Develop recommended guidelines & criteria to cover en- a; b; ¢ i
tire spectrum of EMS information & education. |
40.2 Prepare annotated bibliography & resource list of books, a, ¢ -
films, & educational materials for use at local levels. :
COMPONENT INDEPENDENT REVIEW AND EVALUAT ION i
I
41.0| Develop standardized evaluation technigues. 10/1/75 3/31/76 | a) ISHD-EMS Section Planning Unit } 60 7,200
b) Project Review & Program Evaluation | /
Task Force !
¢) Consultants
+ 41.1 Develop criteria for evaluation of EMS programs. a
41.2 ldentify potential evaluators, a, b
| 41.3 Obtain the services of an evaluator for the State EMS 3
i Program.
COMPONENT DISASTER LINKAGES
|h2.0 Develop procedures for inclusion of EMS system disaster 10/1/75 4/30/76 ' a) ISHD-EMS Planning Unit 10 600
r activities within State & Regional Civil Defense Programs. b) Ambulance Task Force-GEMSAC
c) Communications Task Force-GEMSAC
L2 .1 Identify organizations responsible for disaster planning a
coordination. :
42.2 Review emergency disaster plans at state level. - T R |
42.3 Coordinate development of disaster linkages through a %
interface of EMS & regional disaster plan. i
42.4 Develop agreements with other states linking disaster a |
and EMS planning functions. !
|
. i
43.0 Caor?:?ate agreements betwe?n contiguous regions relative to 5/1/76 6/30/76 a) ISHD=-EMS Planning Unit i See Mutual| See Mutual
provisions of emergency medical services in times of disaster. . Aids Aids

COMPONENT MUTUAL AIDS

£ G



TOTAL PROJECTED EXPENDITURES

|

VIilili. PROGRAM COCMMITMENT SUMMARY PROJECTED PROJECTED
COMPONENT MUTUAL AIDS IMPLEMENTAT1ON DATES MAN DAYS EXPEND | TURES
OBJECTIVES/SELECT ACTIVITIES Start End RESPONSIBLE AGENT(S) (STAFF) (ALL FUNDS)
S
44.0| Develop mechanisms for establishing mutual aid linkages with 10/1/75 6/30/76 | a) ISHD-EMS Planning Unit 15 500
contiguous areas for EMS system. Components (ongoing).
44.1 Study factors having adverse effects upen provision of a
mutual aid agreements.
44.2 ldentify areas where mutual aids are needed. a
44.3 Develop procedures for ensuring mutual aid agreement a
review.
Li.4 Implement comprehensive system of mutual aid agreements a
by category in all regions of the State.
COMPONENT LEGISLATION ;
145.0| Facilitate passage of acceptable EMS legislation providing 7/1/75 2/29/76 ' a) ISHD-EMS Planning Unit : 30 1,800
for licensing of ambulance service and certifying of ambu= ' b) Public Info & Educ. Task Force :
lance personnel. . ¢) Ambulance Legislation Committee
d) EMS Development Group
e) la. Public Health Association |
_ 45.1 Develop regional information & education program. | @, b, € |
' 45.2 Conduct regional meeting throughout State. a, b, c, d, e !
: 45.3 Conduct series of briefings for legislators. a, b |
I : 1
| 46.0| Facilitate revision of Medical Pract]ce Act to provide for 11/1/75 2/29/76 | a) ISHD-EMS Planning Unit f 10 600
advanced EMT-A functions. ' b) Personnel & Training Task Force :
46.1 Meet with lowa State Medical Society & lowa State Board ' I
of Health to gain support for proposed legislation. a, b
6.2 Brief key legislators concerning proposed legislation. a |
47.0{ Revise ISHD rules relative to hospital certification pertain-| 11/1/75 6/30/76  a) ISHD-Health Facilities Division 10 600
ing to licensure requirements of hospital emergency depart- b) ISHD-EMS Planning Unit !
ments. ' c) lowa State Board of Health
47.1 Meet with Health Facilities Division to discuss incor- la, b
poration of changes in department rules.
k7.2 Meet with lowa State Board of Health to obtain approval ,a, b
for suggested change. '
L7.3 Hold public hearings relative to proposed change. L . P ¢ I
47.4 Adopt proposed changes in Health Department rules. !c |
TOTAL PROJECTED MAN DAYS 3445

$630,746




BUDGET SCHEDULE -- FISCAL YEAR 1976

_95_

(15 MONTHS - JULY 1, 1975 to SEPTEMBER 30, 1976)

SALARY & EMPLOYEE BENEFITS

TRAVEL & SUBSISTENCE
EQUIPMENT

SUPPLIES
OTHER: PRINTING
CONTRACTUAL SERVICES
TOTAL DIRECT COSTS

INDIRECT COSTS

TOTAL COSTS

NOTE:

wta ula
AL

STATE HIGHWAY  1SHD | RMP DHEW DHEW
SAFETY (314.d  (PLANNING (PLANNING (TRAINING
PROGRAM  FUNDS)  GRANT) GRANT) GRANT) TOTAL
$129,150 $6,458 § 9,329 $32,692 $ 13,280 $190,909
12,050 --- 800 4,800 1,704 19,354
132,500 -=- --- 740 --- 133,240
13,200 --- 400 1,000 -=- 14,600
--- --- --- 1,200 -=- 1,200
120,400 --- 600 900 147,600 269,500
407,300 6,458 11,129 41,332 162,584 628,803
sl mes s 1,943 s 1,943
$407,300 $6,458 $11,129 $43,275 $162,584 5630,7u6

—_——

Pending Approval of Continuation Application.

Figures do not include supplemental State or Federal allocations which
may be made available during the 15 month period.




X. EVALUATION

As stated in Section.lV, the primary goal of the State EMS Program is to provide co-
ordination and technical assistance for its identified geographical EMS regions in
planning and implementation of EMS systems that provide definitive treatment of the
emergent and critical EMS patient from his initial entry to his eventual discharge.
The general goals and objectives outlined for each component represent desired end
products attained. Specific objectives are in essence sub-goals defined in measur-
able terms to allow qualitative or quantitative assessment of program progress in
accomplishment of general goals. Overall program evaluation will thus consist of a

determination of the degree to which specific objectives have been accomplished
within the time frames indicated.

Accomplishment of specific objectives will be measured by the degree to which mile-
stones and action steps have been completed. Procedures for evaluation of specific
components must be developed prior to establishment of ongoing evaluation mechanisms.
A specific program objective is the development of standardized evaluation techniques
for application at state and regional levels. Criteria must be developed for evalu-
ation of EMS programs. Baseline data must be collected and analyzed in order to form
an empirical basis for recommendations as to desired changes and to secure a clear
picture of the present EMS system before intervention so that changes in performance
attributable to intervention may be measured. Successful attainment of objectives
listed under the evaluation component will essentially result in the creation of a
mechanism for evaluation of the effect of the EMS system on patient outcome.

| Sequential task evaluation of program progress in achieving desired goals for the

initial year of plan implementation will consist essentially of observing whether
the planned activity was undertaken within the time frame indicated. The develop-

ment of sequential task evaluation mechanisms for determining the effect of the
system on patient outcome will be more difficult and will involve collection and
analysis of existing emergency medical service resource data, patient needs data,
utilization data, and outcome measures.

An initial task in the creation of an evaluative process for determining the effects
of an EMS system on patient outcome is the creation of a data framework. Concurrent
with the establishment of regional EMS systems, mechanisms must be established to
collect and analyze inventory and performance data. An initial function will be the
collection and processing of resource data collected at the regional and local level.
Performance data will next be collected and analyzed, permitting the development of
a needs analysis and subsequent program intervention. Data requirements for the

evaluation of system resources utilization factors, and patient outcome include the
following:

1. Hospital Resource Measures (Source - Categorization Studies)
2. Ambulance Resource Measures (Source - State and Regional Surveys)

3. Patient Needs Data (Sources - Emergency department medical records, ambulance
records, death certificates, accident reports, dispatch reports)

4. Ambulance Utilization Measures

5. Hospital Emergency Facility Utilization Measures

6. Outcome Measures (Percent of patients who survive; disability days per patient;
percent of cases in which patient died at scene on arrival of ambulance, on scene
after arrival of ambulance, en route to hospital, and after hospital arrival).

|




Py

——

e

-97_

Establishment of data systems as indicated above will permit identification of local
deficiencies in regional and local EMS systems. On the basis of identified deficien-
cies, the Comprehensive State EMS Plan will be updated to include specific program

actions. Priorities will be assigned for each of the indicated programs and funding
mechanisms explored.

Ongoing program evaluative functions will consist of techniques for measurement of
the effects of system intervention. Intervention activities consist of ongoing op-
erational functions for the various system components including training of ambulance
attendants, installation of communications equipment between ambulances and receiving
hospitals, the introduction of a central dispatch system, the upgrading of ambulance
and hospital resources, categorization strategies to reroute certain patients, and
public information campaigns. The assumption of intervention is that program activ-
ities improve resources which improve utilization which in turn improves outcomes.
Ongoing evaluation in essence may involve comparisons before, during, and after Inter-
vention. It may also involve comparison between changes in the project area and
changes in a comparable control area.

The establishment of data collection plans will be a function of both State and re-
gional EMS programs and will involve both program evaluation mechanisms and evalua-
tion of the effects of the system on patient outcome. Experimental studies are pres-
ently being conducted in the Hoover and Central lowa areas whereby the effects of
C-MED systems will be evaluated through programmed before and during intervention
studies. The Rand Corporation has been engaged to perform this study in the case of
the Central lowa Project.

The State EMS Program will be utilizing survey mechanisms in assessing attitudinal,
behavioral, demographic, and resource information on which to evaluate program ob-
jectives or to characterize population characteristics. The lowa Hospital Associa-
tion is currently conducting a pilot data collection system for evaluation of patient
utilization data for select hospital emergency departments.

Two fundamental methods of analysis will be employed. Both at the state and regional
level analyses of existing resources utilization, and patient outcome will be made

from survey results, official reports, or performance records. |In the case of the
Central lowa study conducted by the Rand Corporation, the magnitude of the change re-
sulting from introduction of the C-MED concept will present an opportunity for analysis
within an experimental design setting. For the purpose of this Plan, however, the pri-
mary method of analysis in evaluating achievement of program objectives will be a de-
termination of the degree to which milestones and action steps were completed within
the time frames indicated.

Financial constraints could adversely affect the accomplishment of program objectives
as could a lag in the recruitment of program staff. The acceptance or reluctance of
groups and individuals to commit themselves to the program as it addresses EMS regions
concomitant with the emergence of new health planning structures being formulated in
accordance with Public Law 93-641 could also have an influence on program progress.

Experimental designs previously mentioned as existing in the State will be carefully
studied in order to assess initial attempts at such evaluation.

3 Proposed evaluation procedures taken from an article by Geoffrey Gibson, Guidelines
forn nesearch and evaluation of emergency medical senvices, Health Service Reports,
Vol. 89, No. 2, March-April 1974, pp. 99-111.
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EMERGENCY MEDICAL SERVICE ADVISORY COUNCIL

STATE OF |0OWA

ORGANIZATION AND PROCEDURE

ARTICLE |

Name - The name of this advisory group is the Emergency Medical Service Ad-

visory Council--State of lowa.

ARTICLE 1|

The Emergency Medical Service Advisory Council shall have the following ob-
jectives:

b

Survey emergency medical resources available to lowans and visitors to
the State.

Make recommendations regarding ambulance services, training programs,
facilities and communications systems and related legislation.

Serve in an advisory role to the State Department of Health in its Emer-
gency Medical Services Program.

Review and comment on major federal fund requests for improvement of emer-
gency medical service capabilities.

Serve as a catalyst to effect cooperative arrangements for improving and
best utilizing emergency medical resources in lowa. (This should include
promoting and guiding the development of emergency medical service pro-
jects designed to meet identified needs on the local or area level.)

Develop and implement a comprehensive State Emergency Medical Service Plan.

ARTICLE 111
Item 1 Representation
Members of the Council will be appointed by the Governor. Recommenda-
tions by a subcommittee of the Council will review and determine appro-
priate groups which need to be represented on the Advisory Council. Sub-

commi ttee recommendations will be reviewed and approved by the Council
and then recommendations will be submitted to the Governor.

ltem 2 Size of Council

The size of the Emergency Medical Service Advisory Council for the State
of lowa shall be fifteen (15) members.




|tem 3

|tem 4

| tem 1

| tem 2

| tem 3

|tem 4

ltem 5§

ltem 6

ltem /

|tem 8

| =(=2

Terms of Members

Members will be appointed for three-year terms. The terms will be
staggered so that each year the terms of five (5) members expire.

Alternate Members

The appointed members of the Council, may in their absence, designate
alternate members to attend Council meetings.

Such designation shall be made in writing to the Council Chairman for
any meeting an alternate attends. The alternate so designated shall be
eligible to vote on actions considered by the Council.

ARTICLE IV

Meet ings

Regular Meetings

The Emergency Medical Service Advisory Council shall meet quarterly and
at other times as necessary.

Annual Meeting

The first meeting of each year shall be the Annual Meeting.

Special Meetings

Special meetings of the Council may be called by the Chairman or at the
request of one-third (1/3) of the Council membership.

Notice of Meetings

Notice of regular meetings shall be mailed to each member of the Council
at least two weeks (14 days) prior to the meetings. Notice of special

meetings shall be the same except that one week (7 days) notice is
required.

Quorum

Quorum for the Emergency Medical Services Advisory Council meetings shall

be two-thirds (2/3) of the appointed members or their designated alternate.

Voting at Regular or Special Meetings

A simple majority of votes entitled to be cast on a matter by the ap-
pointed members present shall be necessary for adoption.

Voting Between Meetings

Mail, telephone or telegraphic action on a matter shall be permigted.
Concurrence of two-thirds (2/3) of the appointed members is required.
Such action must be ratified at the next regular meeting of the Council.

Meeting Minutes

Council meeting minutes will be mailed to all Advisory Council members
within three weeks after the meeting.

-~
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ARTICLE V

“Officers

ltem 1 Officers

Officers of the Emergency Medical Services Advisory Council shall be

a Chairman and Vice-Chairman. These officers shall be Council members
and shall be elected by a majority of the members present. The Vice-
Chairman shall automatically succeed to the position of Chairman at the
time of the next election of officers.

ltem 2 Time of Election

The election of officers shall be held at the Annual Meeting.

Item 3 Term of Office

Term of office shall be for one year or until a successor shall have

been elected and qualified. Officers may succeed themselves for two
terms.

ltem 4 Vacancies

Vacancies in office may be filled by a majority vote of members present
at any reqgular meeting of the Council. Officers so elected shall serve
until the next Annual Meeting.

ltem 5 Chairman

The Chairman shall preside at all meetings of the Council. He shall ap-
point the Committee and Task Force Chairmen.

ltem 6 Vice-Chairman

In the absence of the Chairman, or his inability to act, the Vice-
Chairman shall perform the duties of the Chairman. When so acting he
shall have all the powers of and be subject to all restrictions upon the
Chairman. The Vice-Chairman shall also perform such other duties as may
be assigned to him by the Chairman.

ARTICLE VI

Task Forces

| tem 1 Drigipal Task Forces

The following Task Forces shall be established to study matters within
their designated fields including the conduct of special studies re-
ferred to them by the Council and to report their findings, together
with such recommendations as may emerge from their studies:

1. Ambulance Service Organization and Operation

2. Emergency Medical Service Communications

3. Emergency Personnel and Training




| tem 2

|tem 3

ltem 4

| tem 1

ltem 2

|-C-4

L. Hospital Emergency Facilities

New Task Forces

New Task Forces can be appointed when deemed advisable.

Appointments of Task Force Members

1. The Chairman of each Task Force shall be appointed by the Council
Chairman and shall be selected from the Council membership.

2. There shall be no fixed limit on the size of any Task Force. Size
shall be determined by the Task Force Chairman, in consultation
with the Council Chairman, based on the Task Force's prospective
undertakings and requirements in specialized knowledge. The size of

the Task Force may be changed from time to time to reflect changing
needs.

3. The selection and appointment of the Council members to the Task
Forces shall be made by the Chairman of the Council after consul-
tation with the Chairman of the Task Force.

4. The Chairman of the Task Force, after consultation with the Chairman
of the Council, shall make the appointment of non-Council members
to the Task Forces and to their sub-groups.

5. The Chairman of the Task Force shall appoint sub-groups and desig-
nate their Chairmen as necessary.

Guidelines for Task Force Organization

1. Each Task Force is authorized to have a Vice-Chairman who need not
be a member of the Council.

2. The Task Force may form such sub-groups as required. Sub-group
members need not be members of the Council or Task Force.

3. Specialists concerned with emergency medical services may be asked

to serve as consultants to the Task Forces and their sub-groups, and
to provide staff services.

ARTICLE VI I

Areawide Emergency Medical Service Councils

The Council shall encourage the formation of Areawide Emergency Medical
Service Councils or Committees in each Areawide Comprehensive Health
Planning Agency.

The Council shall coordinate its activities with those of the Areawide
Councils both through seeking input from the Areawide Councils and
through notifying them of plans, actions and activities of the State
Emergency Medical Services Advisory Council.
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ARTICLE VI 1|

Parliamentary Authority

The Emergency Medical Services Advisory Council shall conduct business according
to Robert's Rules of Ondern (Revised), except where they are in conflict with
these Procedure Rules as adopted or amended.

ARTICLE 11X

Amendments

These Procedural Rules may be amended, altered, or repealed and new procedural
rules may be adopted by a two-thirds (2/3) majority of members present at any
Council meeting provided two weeks (14 days) written notice of the proposed
change(s) is given to the membership.

ADOPTED 21 June 1973
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EMERGENCY MEDICAL SERVICES DEVELOPMENT GROUP

STATE OF |0WA

ORGAN I ZATION AND PROCEDURE

ARTICLE |

NAME

The name of this development group is the Emergency Medical Services Development
Group--State of lowa.

ARTICLE |1

PURPOSE AND OBJECTIVES

The general purpose of the Emergency Medical Services Development Group is to
facilitate the planning, implementation, and expansion of comprehensive EMS sys-.
tems within the State of lowa through the exchange of information and ideas

among the members of the group, and liaison with the areawide planning councils,
OCHP, Governor's EMS Advisory Council, State Department of Health, and other con-
cerned or related organizations and individuals.

Objectives:

1. Establish a viable working relationship with the Governor's EMS Advisory
Council and Council Task Forces.

2. Provide an exchange of information, ideas, and input between the EMS Advisory
Council, the Task Forces, and the areawide EMS planning councils.

3. Provide an open forum for the discussion of ideas and information between
Development Group members.

4. Promote the development of compatible areawide EMS plans to facilitate the
interface between various areawide EMS systems.

ARTICLE 111
MEMBERSHIP
1. Members of the Emergency Medical Services Development Group will be appointed
by their respective areawide health planning council. Each areawide planning
council will delegate one representative and one alternate who will serve for
one term or until withdrawn by resolution of the areawide health planning
council.

2. Each member of the Development Group shall be entitled to one vote, to be cast
either by the representative or the alternate, on actions considered by the
group.
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ARTICLE 1V

MEET INGS

s

The Emergency Medical Services Development Group shall meet regularly as
may be deemed necessary by the Chairperson.

Special meetings of the Emergency Medical Services Development Group may be
called upon the request of one-third (1/3) of the membership.

Notice of regular meetings shall be mailed to each member of the Emergency
Medical Services Development Group at least two weekw (14 days) prior to the

meeting. Notice of special meetings shall be made a minimum of one week
(7 days) prior to the meeting.

The first meeting of each calendar year shall be considered the Annual
Meeting of the Emergency Medical Services Development Group.

A quorum of the Emergency Medical Services Development Group will consist of
a majority of the membership and will be sufficient to pass motions and trans-
act business, except where these Procedural Rules shall otherwise provide.

Group action via mail, telephone, or telegraph shall be permitted. Con-
currence of two-thirds (2/3) of the appointed members is required. Such
action must be ratified at the next regular meeting.

Minutes of the Emergency Medical Services Development Group shall be public
record, shall be mailed to each member two weeks (14 days) prior to regular

meetings, and shall be provided to the Governor's Emergency Medical Services
Advisory Council.

ARTICLE V

OFFICERS

1

Officers of the Emergency Medical Services Development Group shall be Chair-
person, Vice-Chairperson, and Secretary. Officers shall be elected for a one-
year term at the Annual Meeting.

Vacancies in office may be filled by a majority vote of members present at any
regular meeting. Officers so elected shall serve until the next Annual Meeting.

The Chairperson shall preside at all meetings and shall appoint subcommittees
and Emergency Medical Services Development Group representatives to other
organizations as may be required.

In the absence or inability to act of the Chairperson, the Vice-Chairperson
shall perform the duties of the Chairperson. When so acting, that person shall
have all the power of and be subject to all the restrictions upon the Chair-
person. The Vice-Chairperson shall also perform other duties '‘as may be assigned
by the Chairperson.
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5. The Secretary shall record the minutes of all Emergency Medical Development
Group meetings and shall be responsible for the mailing of all minutes and

meeting notices. The Secretary shall also perform other duties as may be
assigned by the Chairperson.

ARTICLE VI

PARLIAMENTARY AUTHORITY

The Emergency Medical Services Development Group shall conduct business according
to Robeat's nules of Ornden (Revised), except where they are in conflict with these
Procedure Rules as adopted and amended.

ARTICLE VI I

AMENDMENTS

These Procedural Rules may be amended, altered, or repealed and new procedural
rules adopted by two-thirds (2/3) majority of the membership present at any
Emergency Medical Services Development Group meeting, provided, however, that
two weeks' (14 days) written notice of the proposed change(s) has been given to
the membership.

ADOPTED 11 December 1974
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EXISTING LEGISLATION

from the 1975 I0OWA CODE

POWERS AND DUTIES OF SUPERVISORS, 8332.3(23)--To purchase, lease, equip, maintain
and operate an ambulance or ambulances to provide necessary and sufficient ambu-
lance service or to contract for such vehicles, equipment, maintenance or service.

The board may adopt a schedule of fees to be charged the users of such ser-
vice, and such fee schedule may include considerations concerning the cost of
the service and the user's ability to pay.

|f a county shall provide ambulance service, it shall first ascertain what
cities and towns in such county also provide ambulance service pursuant to
section 368.74. The county shall then coordinate its services with that pro-
vided by any such city or town in order to eliminate duplication and to make
the ambulance service provided by the county and such cities and towns as eco-
nomical as possible.

Any third party payor making payment for ambulance service shall make such
payment either jointly to the person on whose behalf the payment is made and
to the person or organization providing such ambulance service, or directly
to the person or organization providing such ambulance service. Page 1645.

COUNTY PUBLIC HOSPITALS, 8347.16(13)--Purchase, lease, equip, maintain and op-
erate an ambulance or ambulances to provide necessary and sufficient ambulance
service or to contract for such vehicles, equipment, maintenance or service when
such ambulance service is not otherwise available. [S13,88409-d,-k,-0,-q; C24,
27, 31, 35, 39, 85360; C46, 50, 54, 58, 62, 66, 71, 8347.14]. Referred to in
§145A.12. Page 1697.

AMBULANCE SERVICE - 829A.79 Emergency helicopter ambulance--The adjutant general
shall develop a plan within the lowa national guard for an emergency helicopter
ambulance service to transport persons who require emergency medical treatment
or require emergency transfer between hospitals and to transport emergency medi-
cal supplies, equipment or personnel.

The lowa national guard shall be requested to provide the emergency helicopter
ambulance service from its available manned helicopters when the plan is imple-
mented on order of the governor at the request of the lowa highway safety patrol,
or the administrative heads of the hospitals located in lowa, unless the lowa
national guard does not have a manned helicopter available or is in active ser-
vice under the armed forces of the United States.

The adjutant general shall establish policies and procedures to carry out the
provisions of this section. The policies and procedures shall provide that the
emergency helicopter ambulance service shall be coordinated and supplemental to,
and not competitive with conventional ambulance services. |In determining whether
an emergency exists the policies and procedures shall give reasonable consider-
ation to the risk of death or permanent injury due to delayed treatment resulting
from: Remoteness of an area from any hospital, the absence or unavailability of
conventional ambulance services, and the distance to be traveled in a transfer
between hospitals. [C73,829A.79]. Page 155.

PARTIES TO ACTIONS - 8613.17 Emergency assistance in an accident. Any person,
who in good faith renders emergency care Or assistance without compensation at
the place of an emergency or accident, shall not be liable for any civil damages
for acts or omissions unless such acts or omissions constitute recklessness.
[C71,8613.17]. Page 3046.
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Soction 1. NEW SECTION. DEFINITICNS. As uscd in sections

onc (1) through eighteen (15) of this Act, unless the context
otherwise requires:

1. "Patient" means an individual who 1is:

a. Sick, injured, wounded or otherwise incapacitated;
and !

b. In need of cmergency medical assistance, or whose

o ~ O i & W N e

condition requires treatment or continuous observation, while
9 being transported, by a person with training adequate to

10 enable him to provide cmergency medilcal treatment.

11 2. "ambulance" means any privately or publicly owned motor
12 vehicle used to transport patients.

13 3. "Rescue vehicle" means any privately or publicly owned
14 motor vehicle, including fire dcpartment rescue units, designed
15 and equipped to provide and transport rescue tools and equip-
16 ment, but not used to transport patients except as provided

17 in section two (2), subsection three (3), of this Act.

18 4. "ambulance service" means the responsible business

19 or public unit that operates one or more ambulances.

20 5. "attendant" means an individual who 1s trained and

21 qualified as required by this Act who is responsible for the

22 operation of an ambulance and the care of the patients

23 transported, whether or not he also serves as driver.

24 6. "Apprentice attendant" means an individual in training

25 to become an attendant who, under the rules promulgated pursu-
26 ant to section three (3) of this Act, may assist an attendant.
27 7. “Driver" means an individual who drives an ambulance.
28 8. ‘“Attendant-driver" mcans an individual who 1s qualified

29 as an attendant and as a driver.

30 Y . "Eguipment® means medical, first-aid, communications

31 and rescue eguipment used by ambulance service personnel to

32 extricate, transport and carec for patients.

33 10. "Commissioner" means the commissioner of public health
34 or his designece.

35 ) & 1 "Department® means the state department of health.

CPA-3A4T82 Y/ I
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12. "Advisory council" means the emergency medical service
advisory council established in this state pursuant to United
States Public Law ninety-one dash six hundred five (91-605).

Sec. 2. NEW SECTION. AMBULANCE SERVICE LICENSE REQUIRLED.

1. A person, either as owner, agent or otherwise, shall
not furnish, operate, cohduct, maintain, advertise, or
otherwise engage in or profess to be engaged in the business
or service of transporting patients upon the streets and
highways of this state unless he holds a currently valid
ambulance service license issued pursuant to this Act, and
a valid certification for each ambulance operated by the
ambulance service.

2. An ambulance shall not be operated for transportation
of patients, and an individual shall not drive, attend or
permit an ambulance to be operated for transportation of
patients on the streets and highways of this state unless
the ambulance is under the immediate supervision and direction
of an individual trained as an attendant, in compliance with
the rules promulgated pursuant to section three (3) of this
ACE .

3. A certification shall not be required for an ambulance
or rescue vehicle which is:

a. Rendering assistance in an emergency when licensed
ambulance services are unable to provide the needed service.
b. Operated from a location outside the state in order
elther to transport patients from points outside the state
to points within the state, or from points within the state

to points outside the state.

Scec. 3. NEW SECTION. RULES. The commissioncr shall,

with the guidance of the advisory council, promulgate in

accordance with chapter seventeen A (17A) of the Code and

review at least annually rules for ambulance scrvices and
ambulances. These rules shall include:
1. Specifications for vehicles used as ambulances, which

shall be general in nature and application and shall not be

e
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so drawn as to require the use of one »»r an unduly restricted
number of particular makes or models of vehicles as ambulance
chassis.

2. A list of the equipment required to be carried on each
ambulance at all times when it i1s in use or available for
dispatch in response to an eﬁergency eall, '

3. The training or competence that is required for atten-

o ~N O U £ LN -

dants, drivers and attendant-drivers, and to what extent such
9 training must have been completed or competence acquired

10 before an apprentice attendant may actively assist an atten-
11 dant or attendant-driver.

12 4. Requirements for the method of dispatching, for citi-
13 zens' access to responsible dispatching capability, and for
14 communications capability.

15 5. Requirements for hours of operation and for staffing
16 of ambulances.

17 6. Requirements for minimum amounts of insurance for the
18 purposes specified in section ten (10) of this Act.

19 Sec. 4. NEW SECTION. APPLICATIONS FOR LICENSES. Appli-

20 cations for ambulance service licenses shall be made upon

21 forms prepared or prescribed by the commissioner and shall

22 contailn:

23 1. The name, social security number and address of the

24 applicant and of the owner of thie ambulance service.

25 2. The trade name, if any, under which the applicant does
26 business or proposes to do business.

27 3. The training and experience of the applicant in the

28 transportation and care of patients.

29 4. A description of the radio communication system, includ-
30 ing the frequencies usced and the number of base and mobile

31 wunits.

32 5. The location and a description of the place from which

33 the ambulance scrvice operates or intends to operate, and
34 the area it serves.

35 6. The names, ages, social security numbers, training

CPA-34T0Z 1/ 71
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and cmergency medical service exp rience of all attendant-
drivers and attendants.

7. A description of the staffing pattern followed or in-
tended to be followed by the ambulance service.

8. LEvidence satisfactory to tlie commissioner that the
applicant has insurance ‘coverage as required by section ten
(10) of this Act.

9. Such other information as the commissioner deems neces-
sary to determine that the ambulance service is operating
or will operate in compliance with this Act.

Sec. 5. NEW SECTION. REQUIREMENTS FOR LICENSE. As a

condition for obtaining, retaining, and renewing its license,
each ambulance service shall:

1. Maintain for a minimum of three years written records
of each ambulance call received, the time and nature of the
call, the pickup and destination points, and other relevant
information as may reasonably be required by the rules promul-
gated pursuant to section three (3) of this Act, and shall
Keep such records open to inspection by the commissioner or
his designee during usual business hours.

2. Maintain the premises from which it operates and main-
tain i1ts certified ambulances and its equipment in suitable
condition for safe and effective operation. They shall be
subject to inspection by the commissioner at any time during
usual hours of operation of the ambulance service.

3. Promptly report to the commissioner any change in per-
sonnecl designated in the last preceding license application
to scrve as attendants, drivers or attendant-drivers, and
the commissioner shall review the qualifications of the new
personnel to assurce compliance with the rules promulgated
pursuant to section three (3) of this Act.

4. Obtain the approval of the commissioner in advance
of the sale, assignment, mortgage or other transfer or
encunbrance of 1ts license; the commissioner shall grant

4

approval only when satisfied that there will be compliance

CP A=3404 .
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with all requirements of this Act and >f the rules promulgated
pursuant to section threce (3) of this Act. |

5. Continuously maintain the insurance coverage required
by section ten (10) of this Act.

Sec. 6. NEW SECTION. APPLICATIONS FOR CERTIFICATION.

Every application for issuance or rencwal of an ambulance

service license shall be accompanied by a separate application

oo N o bk bW RN e

for certification of ecach ambulance which the ambulance service

O

operates or intends to operate. An application for

p—t
o

certification shall be submitted by a licensed ambulance

—
p—d

service when 1t acquires any additional or replacement

Pt
N

ambulance during the period for which i1t has been licensed.

—
w

Applications for certification of ambulances shall be made

-
I~

upon forms prepared or prescribed by the commissioner and

shall contain:

-
o W

1. A description of the ambulance, including the make,

—
=]

model, year of manufacture, vehicle identification number,

P
Co

current state license number, and the color scheme, 1nsignia,

p—d
O

name, monogram, or other distinguishing characteristics to

(W)
-

be used to designate the applicant's ambulances.

N
—

2. Evidence that ambulance has within thirty days prior

)
(S

to the date of application passed a motor vehicle inspection

g
w

performed in the manner prescribed by section three hundred

(g
o

twenty-one point two hundred thirty-eight (321.238) of the
Code.

NN
o Wn

3. A complete inventory of equipment assigned to and

(g}
~J

carried on the ambulance.

ro
o

4. Such other information as the commissioner deems neces-

(]
O

sary to determine that the ambulance complies with all

(O8]
o

applicable requirements of this Act, the rules promulgated

Lo
—

pursuant to section three (3) of this Act, and the rules of

o
(g

the commissioner of public safety.
Sec., 1. NEW SECTION. REQUIREMENTS FOR CERTIFICATION.

Lo
(o8 )

W
s

As a condition of obtaining, retaining, and renewling a certifi-

L2
(S}

cate for an ambulance, it shall at all times when in use or

.i CPA-247082 1/T1Y
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available to respond to a call:

1. Be in suitable condition fur the transportation and
emergency care of patients, in terms of health, sanitation
and safety, and maintained in suitable premises.

2. Contain equipment conforming with the requirements
of the rules promulgated pursuant to regulations provided
for in section three (3) of this Act, which equipment shall
be in proper condition for use in the ambulance.

3. Be operated, driven and attended by the requisite num-
ber of trained personnel required by the rules promulgated
pursuant to section three (3) of this Act, each driver having
a valid license as prescribed in section three hundred twenty-
one point one hundred seventy-four (321.174) of the Code.

4., Comply with all applicable laws and local ordinances
relating to health, sanitation, and safety.

5. Be equipped with lights, sirens, and special markings
to designate it as an ambulance, as may be prescribed in
regulations promulgated by the commissioner of public safety.

Sec. 8. NEW SECTION. NON-EMERGENCY AMBULANCES. The com-

missioner may, with the guidance of the advisory council,
promulgate in accordance with chapter seventeen A (17A) of
the Code and review at least annually rules setting forth
conditions upon which a licensed ambulance service, which
maintains at each point from which it conducts operations

at least one ambulance meeting all requirements of section
seven (7) of this Act, may be issued certificates for one

or more additional non-emergency ambulances. Such ambulances
may be used only for transfer of patients from one point to
another on a non-cmergency basis. Rules promulgated pur-
suant to this section shall state which requircments of section
seven (7) of this Act and of the rules promulgated pursuant
to scection three (3) of this Act will be waived for

certification of non-emergency ambulances. Upon receiving

satisfactory evidence that a licensed ambulance scrvice has

used or permitted the use of a non-emergency ambulance to

Coa-aayes 1700
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respond to an emerygency call, except v cr mstances in
which section two (2), subsection thre: (3), paragraph a,

of this Act permits the use of a non-certified vehicle, the

commissioner shall immediately act in the

nner provided

by section thirtecen (13) of this A

to revoke all nc

energency ambulance certificates issued to the 'ambular

service.
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a result of any one accident or o her causc, in the minimum
specified amount for any recovery by one person and subject
to that limit for one person, not less than three times such

‘amount for more than one person.

2. To cover the assured's legal liability as an ambulance
service for damage to or destruction of any property other
than that of or in charge of the assured, as a result of any
one accident or other cause.

3. To cover the assured's legal liability as an ambulance
service for loss of or damage to property of passengers as
a result of any one accident or any other cause.

4. Any ambulance service coming under the provisions of
this Act which furnishes satisfactory proofs to the
commissioner of its solvency and financial ability to cover
the assured's legal liability as provided for in this section
and makes payments to persons who may be entitled as a result
of that legal liability, or which deposits with the
commissioner surety satisfactory to him to guarantee such
payments, shall be relieved of the provisions of this section
requiring liability insurance, surety bond or certificate
of insurance but shall, from time to time, furnish additional
satisfactory proof of solvency and financial ability to pay
as may be required by the commissioner.

Sec. 11, NEW SECTION. INVESTIGATION AND INSPECTION.

The commissioner shall within thirty days after receipt of
an application for an ambulance service license cause an
investigation to be made, which shall include but need not
be limited to an inspection of the ambulances, equipment and
premises designated in the application. The commissioner
shall issuc the license if he finds that each ambulance
operited or to be operated by the ambulance service is
certified or eligible for certification, that the applicant

is a responsible and proper person to conduct or work in an

ambulance scrvice, and that the ambulance service is operating

or will operate in compliance with this Act.
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1. The commissioner may suspe; 1 or revoke an ambulance
service license, or cancel an ambulance certificate, for

failure of the licensee to maintain compliance with, or for

1
2
3
4 his violation of, the requirements of this Act or of the rules
5 promulgated pursuant to section three (3) of this Act or of

6 any other applicable law%, ordinances oOr régulations, but

7 only after issuing the licensee a warning that such action

8 1s being contemplated and granting the licensee a reasonable

9 time for compliance, as determined by the commissioner.
10 2. Reports of inspections of ambulances, equipment and

11 premises, made by the commissioner or his designee under

12 authority of this Act, shall be prima facie evidence of compli-
13 ance or failure to comply with the requirements of this Act
14 or the rules promulgated pursuant to section three (3) of
15 this Act.

16 3. Upon suspension, revocation or termination of an ambu-

17 lance service license, the ambulance service shall cease all

ﬁ 18 operations immediately, and may resume ogerations only when

19 it again has a valid license. Cancellation of an ambulance

20 certificate, in the absence of suspension, revocation or

21 termination of the license of the ambulance service which

22 operates the ambulance, shall not require the ambulance service
23 to cease all operations if it has available one or more other
24 certified ambulances.

& Sec. 14, NEW SECTION. HEARING AND APPLEAL PROCEDURE.

26 A licensee under sections one (1) through sixteen (16) of

27 this Act may make a written request for a hearing within

28 thirty days after receiving warning, pursuant to section

29 thirteen (13), subsection one (1), of this Act, that suspen-
30 sion or revocation of his license or certificate is being

31 considered. A licensee who so requests shall be given a hear-
32 ing before an impartial hecaring officer designated by the

33 commissioner after reasonable notice of the time and place

34 of the hearing. The licensce may be represented by counsel

35 at the hearing if he desires. The hearing officer shall

CFPA=-3494)
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proim i’y submit to the commissioner ir writing a summary of
the c¢vidence presented at the hearing and the commissioner
shall, within thirty days after the conclusion of the hearing,
issuc a written decision which shall include findings relating
to the suspension or revocation of the license or cancellation
of the certificate. A copy of the decision together with
a copy of the hearing officer's written summary shall be
promptly transmitted to the affected licensee. A licensee
aggrieved by the commissioner's decision may within thirty
days after the decision is transmitted to him appeal to the
district court of the county in which he resides by serving
notice of the appeal upon the commissioner 1n the manner
required for service of original notice in a civil action.
The appeal shall be on the record of the hearing before the
hearing officer.

Sec. 15. NEW SECTION. NECESSARY EMPLOYEES AUTHORIZED.

The department may employ, subject to chapter nineteen A (19A)
of the Code, such assistants and inspectors as may be necessary
to administer and enforce the provisions of this Act.

Sec. 16. NEW SECTION. PENALTIES FOR VIOLATIONS. Any

person violating or failing to comply with any provision of
this Act or of the rules promulgated pursuant to section three
(3) of this Act shall be guilty of a misdemeanor and upon
conviction shall be fined an amount not exceeding one hundred
dollars or be imprisoned in the county jail for a period not
exceeding thirty days. Each day that any violation or failure
to comply with this Act continues shall constitute a separate
and distinct offense. The court may, in approprilate cases,

stay the cumulation of penalties.

Sec. 17. NEW SECTION. EXEMPTIONS FOR EXISTING SERVICES.

Every ambulance service which is actually engaged in the oper-
ation of ambulances on the effective date of this Act and

for at least six months previously shall be entitled to an
ambulance scrvice license upon compliance with the reguirements

of section ten (10) of this Act. Every ambulance service

CHA-ad e 1770
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so licensed shall have until July 1, 1976 to comply with any
rules promulgated pursuant to section three (3), subsection
three (3), of this Act relating to training and competence
required for attendants, drivers and attendant-drivers. The
commissioner shall promulgate rulcs under scction three (3),
subsections one (1), twoﬂ(ZJ, four (4) and five (5), of this
Act cstablishing only such reasonable minimum standards as
are cssential to protect patients transported in ambulances
operated by ambulance services holding licenses issued under
this section, it being the intent of this section that no
area of the state shall be deprived of ambulance service by
the operation of this Act. Any ambulance operated by an
ambulance service licensed under this section and which
complies with the standards established by the rules
promulgated as required by this section shall, upon application
for issuance or renewal of a certificate as provided by section
siX (6) of this Act, be certified for operation during any
period prescribed by section twelve (12) of this Act ending
not later than June 30, 1984. Nothing in this section shall
be construed to grant any exemption from standards established
by rules promulgated under this Act with respect to any
ambulance service established or any ambulance purchased and
placed in service for the first time after the effective date
of thas Act.

Sec., 18, NEW SECTION. AMBULANCE SERVICE FUND. When any

county board of supervisors elects to provide ambulance service
as authorized by section three hundred thirty-two point three
(332.3) , subsection twenty-three (23), of the Code, the board
shall createc an ambulance scrvice fund in which shall be
deposited all recvenue derived by the county from ambulance
service provided by the county or at county expense, and from
taxes levied undexr section twenty-four (24) of this Act.

Scc. 19. NEW SECTION. SCHEDULE OF FEES--TERMS OI' CONTRACT

OR ARRANGEMENT. The board of supervisors may adopt a schedule

of fces to be charged users of ambulance service provided
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by the county or at county expense. 1f the board contracts
for ambulance service to be provided Ly any person other than
a county employee, the contract shall specify whether:

1. The county accepts financial responsibility for payment
to the person operating the ambulance service for all emer-
gency calls, and any other calls to which the ambulance service
1s authorized to respond at county expense by or pursuant
to the terms of its contract with the county, in which case
any person making payment for the ambulance service provided,
including any third party payor, shall make the payment either
jointly to the person on whose behalf the payment 1s made
and to the county or directly to the county; or

2. It is the responsibility of the person operating the
ambulance service to collect fees due for ambulance service,
in which case the county shall be responsible only for the
cost of ambulance service provided 1n response to emergency
calls or to any other calls to which the ambulance service
is authorized to respond by or pursuant to the terms of 1ts
contract with the county, when the service has been provided
2

a. Persons who are unable to pay any or all of the cost
of the service; or

b. Persons who refuse to pay any or all of the cost of
the service after reasonable efforts by the person operating
the ambulance service to collect the amount owed.

Sec: 20, NEW SECTION. DUTY OF COUNTY ATTORNEY. The board

of supervisors may direct the county attorney to proceed with
the collection of amounts owed for ambulance service provided
to any person pursuant to secltion ninceteen (19), subsection
one (1) or subsection two (2), paragraph b, of this Agt.

Sec. 21. NEW SECTION. DUTY OF COUNTY BOARD. When any

county board of supervisors elects Lo provide ambulance scr-
vice, the board shall ascertain whether any political subdi-
vision within the county currently provides ambulance scrvice

and intends to continue doing so after the county ambulanc

CPA-3
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1 service 1is established. If not, he board of supervisors
2 shall extend the county ambulance service to the entire area ,
3 of the county. | !
4 Sec. 22. NEW SECTION. SERVICE FOR UNPROTECTED AREA. |
5 If the board of supervisors finds that any political subdivi- %
6 sion within the county is providing ambulahce service and
7 intends to continue doing so after the county ambulance ser- (
8 vice 1is established, the portions of the county lying outside ?
9 the boundaries of any subdivisions which provide ambulance ?
10 service shall be known for the purposes of sections twenty- é
11 two (22) through twenty-four (24) of this Act as the |
12 unprotected area of the county. The board shall if possible
13 provide ambulance service to the unprotected area of the j
14 county by contracting with one or more political subdivisions :
| 15 within or reasonably near the county which maintains ambulance %
i 16 service for extension of the service to the unprotected area ?
17 of the county or specified portions of the unprotected area. '
18 A contract may provide for alternative or supplemental -
19 ambulance service to be provided by the contracting political |
20 subdivision at any place in the county when circumstances |
21 reguire.
22 Sec. 23. NEW SECTION. ALTERNATIVE AUTHORITY OF COUNTY ?
23 BOARD. When a county board of supervisors is unable to reach '
24 agreement with any political subdivision for extension of

25 ambulance service maintained by the subdivision to all or

PRSSE— W

26 any portion of the unprotected area, the county may provide
27 ambulance service for the unprotected area or portion thereof

28 1in the same manner as though section twenty-one (21) of this

- e E——

29 Act were applicable, except that the tax levied shall be

g il i p—

30 levied only on the taxable property in the unprotected area

=

31 or the portion thereof to which ambulance service 1is provided
32 pursuant to this section.

33 Sec. 24. NEW SECTION. TAX LEVY. The county board of

34 supervisors of ecach county which provides ambulance service

35 under sections eighteen (18) through twenty-four (24) of this

o e e e Ll e e e
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Act shall annually levy a tax for the mbulance scrvice fund.
If the county provides ambulance service under scction twenty-
one (21) of this Act, the tax shall be levied on all taxable
property in the county. If the county provides ambulance
service under sections twenty-two (22) or twenty-three (23)
of this Act, the tax shall be levied on all taxable property
in the unprotected area of the county. The amount of the

tax shall not exceed the amount which would be raised by a
uniform one mill levy on all texable property to which the
ambulance service fund levy is to be applied under this sec-
tion, but the actual millage levies shall be determined as
follows:

1. Determine the anticipatcd total cost of ambulance ser-
vice, including debt retirement or amortization, to the county
for the budget year for which the levy is to be made.

2. Compute the per capita cost to the county of ambulance
service by dividing the anticipated total cost to the county
of ambulance service determined pursuant to subsection one
(1) of this section into the total population of:

a. The entire county if ambulance service is belng pro-
vided under section twenty-one (21) of this Act; or

b. The unprotected area of the county, if ambulance ser-
vice is being provided under sections twenty-two (22) or
twenty-three (23) of this AcCt.

3. Separate levies for the ambulance service fund shall
be computed for all of the unincorporated territory and for
cach city in the entire county, Or in the unprotected area

f the county, whichever 1s appropriate under the requirements
of the first unnumbered paragraph of this scction. The levics
shall in each case be that amount which, when applied to the
assessed value of all taxable property in the area for which
the levy is computed, will ralse an amount equal to the per
capita cost of ambulance service to the county multiplied
by thie population of the arca 1or which the levy 15 computed.

Sce. 25. Section three hundred thirty-two polnt. threo

CHA-JuTos V7N
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1 (332.3), Code 1975, is amended by ;triking subsection twenty- l
:

three (23) and inserting in lieu tanereof the following: ¥
23. To purchase, lease, equip, maintain and operate ambu- $

lances to provide necessary and sufficient ambulance service,

or service, in the manner provided by sections eighteen (18)

g

through twenty-four (24) of this Act.

=

2

3

4

5 or to contract for ambulance vehicles, equipment, maintenance
p |

7

8

EXPLANATION
9 Sections 1 through 17 of this bill empower the Commissioner |
10 of Public Health and the State Department of Health to estab- v

11 lish, and to enforce through licensing of ambulance services
12 and certification of individual ambulances, standards for
13 the training, staffing, equipment and operation of ambulances

14 1n Iowa. A hearing and appeal procedure is included for use

-

15 by ambulance operators who believe the Commissioner is

| 16 unjustified in any proposed suspension or revocation of an
17 ambulance service license. Section 17 of the bill allows

| 18 exlsting ambulance services a period of seven years to make
19 necessary adjustments 1n order to achieve full compliance
20 with the bill's requirements, so that no area will be suddenly | |
21 left without ambulance service if existing operations cannot |
22 1mmediately comply with the bill in all respects.
23 Sections 18 through 25 of the bill restate and expand the
24 authority of county boards of supervisors to provide ambulance
25 service within their counties. A procedure is established

26 by which the county board may arrange with cities or other

—— —

27 political subdivisions in or near the county to expand exist-
28 ing ambulance service to surrounding areas which have no other ,
29 ambulance protection. A key feature of the bill is a proce-

30 durc which permits the cost to the county of ambulance service
31 to be apportioned on an equal per capita basis betwcen popu- {
32 lous and less populated areas. This feature prevents farm i
33 families from being forced to pay many times more per capita !
34 than éity families for ambulance service, which is usually |

1
:
35 the result when a single millage levy is sprcad across the |
1

CPA-34043 |/




H.F. 1/0

I county, since the

=E=19

taxable value of the average

. A X TN

2 higher than the taxable value of the average famlly

3 a city or town.
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PROPOSED

MOBILE INTENSIVE CARE PARAMEDICS

This proposal consists of adding the following to Chapter 148C, Code of lowa, 1975,
Title page 77A4.

Add item 6. Mobile Intensive Care Paramedics who have been specially trained in
emergency care in a training program approved and supervised by the
lowa State Department of Health and who are certified by the lowa
Board of Medical Examiners as qualified to render the services
enumerated in this chapter.

Mobile Intensive Care Paramedics

Definitions. For the purpose of this chapter:
C.1

""Board'' means the Board of Medical Examiners of the State of lowa.
2. ''Department'' means the State Department of Health.

3. '"Mobile Intensive Care Paramedics'' means a person who has been
specially trained in emergency care in a training program ap-
proved and supervised by the Department and who is certified by
the Board as qualified to render the services enumerated in this
chapter.

1. Programs for ambulance and rescue squad personnel.

C‘2Any company, partnership, individual or governmental body operating an ambulance

service or rescue squad may conduct a program utilizing mobile intensive care
paramedics for the delivery of emergency care to the sick and injured at the

scene of an emergency and during transport to a hospital, and in the hospital
emergency quarters until care responsibility is assumed by the hospital staff.

C.3 Services that may be performed.

Notwithstanding any other provision of law a Mobile Intensive Care Paramedic may
do any of the following for which he has been specially trained and for which he
has been specifically certified by the Board.

1. Defibrillate an unconscious, pulseless, non-breathing patient.

2. Start an intravenous of 5% glucose and water or of normal saline.

3. Where voice contact is maintained with a physician or certified coronary in-
tensive care nurse, administer or do upon the order of the physician or nurse
any of the following provided he is specifically certified to administer said
drug or perform said procedure.

a. Administer parenteral injections of any of the following:

i. Lidocaine
ii. Atropine
iii. Pentazocine
Iv. Any other drug or solution approved by the Board and the Department

b. Perform gastric suction by intubation

c. Perform endotracheal intubation or esophageal intubation.




==

4. Perform other procedures designated and approved by the Board and the Depart-
ment.

C.4 Immunity from civil liabil iti:

No such physician or nurse, who in good faith gives emergency instructions to

such paramedic, nor any such paramedic who renders such emergency treatment as
provided for herein, shall be liable for any civil damages resulting from such

emergency treatment.,
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TYPES OF AMBULANCE SERVICE IN IOWA 1968 - 1975

1968 1975 Change Since 1968
Number % Number % Number of Services

270 60.2 30 9.5 -240

104 28: 1 93 29.4 - 11

41 9.1 32 10.1 =

13 2.9 113 35.8 +100

11 2.4 6 1.9 - 5

5 1.1 0 0.0 =

5 B ) 42 13.3 ¥

449 100.0 316 100.0 =133

Totals
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DISTRIBUTION OF NEW AMBULANCES PURCHASED THAT MEET MINIMUM DOT REQUIREMENTS
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EMT-A TRAINING

Composite of Training
September 1971 through August 9, 1975

AREA NUMBER NUMBER NUMBER NUMBER PRESENTLY
SCHOOL LOCAT | ON CLASSES ENROLLED COMPLETED CERTIFIED IN CLASS
Area | Calmar 14 347 274 246

Area || Mason City G 242 152 170 L5
Area |11 Estherville 7 156 129 102

Area |V She1don 9 225 207 186

Area V Fort Dodge 12 280 212 185

Area VI Marshal |l town 13 260 193 160

Area VI | Waterloo 17 485 408 358

Area |X Clinton 10 277 247 214

Davenport

Area X Cedar Rapids 12 311 255 221

Area XI Des Moines 23 594 495 425

Area XI| Sioux City 19 482 436 363

Area X111  Council Bluffs 16 386 220 293

Area X1V Creston 5 120 96 77

Area XV Ot tumwa 3 51 29 36

Area XVI Burlington 6 127 115 111

TOTAL 175 4343 3468 3147




Distribution of EMT-A's By County Population

State o
July 1,

f lowa

1975

LYON OSCEOLA DICKINSON |EMMET HOSSUTH WINNEBAGO \WORTH MITCHELL HOW RD WINNESHIEKIALLAMAKEE
13,340 8,555 |12,565 |14,009 [22,937 |12,990 | 8,968 13,108 |11,442 (21,758 | 14,968
13 25 26 / 6 6 0 8 0 24 13
Sioux O'BRIEN CLAY PALO ALTO MANCOCK |CERRO GORDO FLOvD CHICKASAW
27,996 17,522 [18,464 (13,289 13,227 | 49,335 | 19,860 |14,969
}’6 74 21 36 . ’ 10 42 FAYETTE CLAYTON
26,898 (20,606
PLYMOUTH CHEROKEE |BUENA VISTA|POCAHONTAS| MUMBOLOT |WRIGMHT FRANKLIN |BUTLER BREMER 66
24,312 17,269 20,693 (12,729 |12,519 | 17,294 | 13,255 | 16,953 | 22,737
26 10 35 19 33 84 18 74 20
WEBSTER BLACK HAWK|BUCHANAN |DELAWARE |DUBUQUE
woaonunr /DA SAC CALHOUN | L8 391 HAMILTON |(HARDIN GRUNDY 132,9 16 121 : 7’-!6 18 , 770 0 ,609
103,052 9,190 115,573 |14,287 | 12 18,383 [22,248 |14,119 } 98 ‘ 19 ] 35 39
151 2] 0 20 27 51 1 T
| TAMA BENTON LINN J 20 ,839
MONONA CRAWFORD CARROLL GREENE BOONE STORY MARSHALL 20, 147 22 ’885 16 3,213 19 ,868 6L o —
2,069 18,780 [22,912 | 12,716 | 26,470 | 62,783 {41,076 | 116 5 61 66 b ]
38 16 19 8 13 62 23 CEDAR 56 , 749 s
HARRISON SHELBY AUDUBON| GUTHRIE DALLAS POLM JASPER POWESHIEK ||OWA JOHNSON 17 ’ g 03
16,240 15,528 9,59;112,2h3 %6,085 286,101[35,425 18,803 (15,419 |72,127 . ,55“257
27 36 ] l 22 9 148 51 7 7 1 1
POTTAWATTAMI E CASS ADAIR MADI/SON |WA RREN ™~ MARION MAHASHA HEONUNM WASHINGTO 37 ’ I 8 I
49 43 20 0 25 24 1 0 18 10,682
MILLS MONTGOMERY| ADAMS UNION CLARNKE LUCAS MONROE WAPELLOD JEFFERSON |MHENRY 7
11,606 12,781 6,322 |13,557 |7,581 10,163 | 9,337 |42,149 |15,774 |18,114%6 ,98
34 16 4 12 5 15 0 0 13 11 5?
FREMONT |PAGE TAYLOR RINGGOLD |DECATUR |WAYNE APPANOOSE |DAVIS VAN BUREN 51 t-f
9,282 18,507 | 8,790 (6,373 [9,737 |8,405 | 15,007 | 8,207 |8.643 [izE 3
29 50 # 10 10 5 0 ] | 42,996
9
(1) Population - 1970 Census
(2) Number of Trained EMT-A's Per County




|OWA STATE DEPARTMENT OF HEALTH
Emergency Medical Services Section

CATEGORIZED HOSPITALS IN I0OWA
September 24, 1975

TWINNESHIEK|ALL AMAKEE
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€ . 1 C 1 X 1 & 2 €
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Comprehensive Emergency Service
Regional Emergency Service (Type A)

A e : :
8 Regional Emergency Service (Type Number indicates number of hospitals with that type
C
X

of categorization

o
e

Community Emergency Service
Immediate Aid Qutpatient Service Letter indicates type of categorization

L-t-=11
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The criteria established for the categorization process is illustrated below:
1. Community Emergency Service
a. Service will have capability to render resuscitative and 1ife support

services; capability for prompt diagnosis and treatment of life-threaten-
ing conditions--specifically including cardiac arrythmia, shock, and re-

spiratory deficiency; and have standing agreement with other hospital(s)

for transfer of patients, as appropriate.

The emergency service will:

i. Be under the medical direction of an actively participating physician.

ii. Be staffed by a designated and qualified physician on call from out-

side the hospital 24 hours a day, available in less than 15 minutes.

i. Be staffed by a qualified R.N. or L.P.N. on call in-house 24 hours a
day.

iv. Have available in the emergency room at least airway control equip-

C.

- -

ment, gastric lavage equipment, |.V. fluid, EKG equipment and
monitor-defibrillator.

The hospital will have:

i. Blood obtainable from established bank or local donor (available to
the patient in less than one hour).

i. Laboratory capability available in less than 30 minutes.
I. Radiological technician available in less than 30 minutes.
v. Intensive care/coronary care.

v. Staffed operating room available in less than 30 minutes.

vi. Two-way communication with local ambulance service.

d.

& &

Active medical staff with the minimum following capabilities:

i. A practicing general surgeon (not necessarily board-certified). 1

i. A physician able to diagnose and treat cardiac arrythmias and myo-
cardial infarctions, and administer cardiac drugs.

. A board-certified anesthesiologist, or a member of the American Col-
lege of Anesthesiologists who is not board-certified. (If the above-
mentioned specialty is not available, then a Certified Registered
Nurse Anesthetist should be utilized.)

:
a
ey
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e. Emergency room staff must receive annual training in cardio-pulmonary
resuscitation.

2. Regional Emergency Service - Type A

a. JService will have staff and equipment required to provide the medical and
surgical specialties necessary to render resuscitative and life support
care to critically injured and seriously ill patients of all ages; plus
specialty coverages--available in less than 15 minutes--in internal med-
icine, general surgery (with thoracic capability), neurosurgery, ortho-
pedics, obstetrics, anesthesiology, and pediatrics.

b. The emergency service will:
i. Be under the medical direction of an actively participating physician.

ii. Have 24-hour duty coverage in the emergency room by a physician with
at least two years of experience beyond medical school.

iii. Be staffed at all times by at least one full-time Registered Nurse
trained in Emergency Room Nursing.

iv. Have on hand a minimum of: airway control equipment, electrocardio-
graph, cardiac monitor and defibrillator, cardiovascular-pulmonary
equipment and gastric lavage equipment.

c. The hospital will have:

i. 2L4-hour laboratory coverage; technician in-house or available on
call in less than 15 minutes.

i1. A blood bank, as defined by the American Hospital Association
(available either in-house or in the community).

iii. 24-hour radiological coverage, including angiographic capability
available on call in less than 15 minutes.

iv. Operating room available promptly.
v. |ICU and/or CCU facility.

vi. Two-way communication with local ambulance services.

vii. Helicopter landing space.

3. Regional Emergency Service - Type B

a. Service will have staff and equipment required to provide medical and
surgical specialties necessary to render resuscitative and life support
care to critically injured and seriously ill patients of all ages; plus,
available within a reasonable period of time, the same specialty coverages

as Type A--less neurosurgery.

b. The emergency service will:
i. Be under the medical direction of an actively participating physician.
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ii. Have physician coverage from in-house physicians or specific physi-
cians on call from outside, available in less than 15 minutes.

iii. Be staffed 24 hours a day by at least one full-time R.N. trained
specifically in Emergency Room Nursing.

iv. Have on hand at least airway control equipment, EKG equipment, car-
diac monitor and defibrillator, CVP equipment and gastric lavage
equipment.

c. The hospital will have:
i. 2b4-hour laboratory coverage; technician in-house or available on
call in less than 15 minutes.

ii. A blood bank, as defined by the American Hospital Association
(available either in-house or in the community).

u iii. 2b4-hour radiological coverage, including angiographic capability
| available on call in less than 15 minutes.

iv. Operating room available promptly.
' v. ICU and/or CCU facility.

vi. Two-way communication with local ambulance services.

L. Comprehensive Emergency Service

a. Service must be able to deliver complete and advanced medical care for
all emergencies.

b. The emergency service will:

i. Be under the medical direction of an actively participating physician.

ii. Be staffed at all times by at least one full-time Registered Nurse
trained in Emergency Room Nursing.

iii. Be staffed at all times by an experienced physician at least two
years out of medical school.

iv. Have on hand at least airway control and ventilation equipment,
cardiac monitor and defibrillator, cardiovascular-pulmonary equip-
ment, intravenous fluids, sterile surgical sets, gastric lavage
equipment, drugs and supplies.

c. The hospital will have:

i. In-house coverage 24 hours a day by designated medical specialties
that include obstetrics, general surgery, thoracic surgery, .
neurosurgery, orthopedics, cardiovascular surgery, urology, pediat-

rics, internal medicine and anesthesiology.

ii. A blood bank, as defined by the American Hospital Association.
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iii. 24-hour in-house laboratory coverage.

iv. 2b4-hour in-house radiological services, including angiographic

capability.
v. Operating rooms immediately available for emergency surgery.
vi. Intensive Care Unit/Coronary Care Unit.
vii. Two-way communication with local ambulance service.

viii. Helicopter landing space.
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lowa State Emergency Medical Services Communication Plan copies are available

upon request from the address below.

Director, Emergency Medical Services Section
lowa State Department of Health

Lucas State Office Building

Des Moines, lowa 50319




RURAL AND URBAN
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POPULATION

FOR THE STATE OF IOWA
BY AREA

REGION TOTAL URBAN RURAL
A 346,678 85,925 260,753
(Northwest)

o > o 170,935 60, 348 110,587
(Southwest)

A ik 877,760 255,824 621,936
(Central)

A4 i 1z 9135 19% 112,881 402,210
(Northeast)

b1 T 733,948 194,008 539,631
(Southeast)

il 2 179,868 98,469 81,399
(East Edqe)

TOTAL 2,824,376 807,764 2,016,612

* People residing in areas of 50,000 or more

Source: 1970 Census figures
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Proposed EMS Regions (as of 10/22/75)

Region "A'" - Northwest
Lyon 13, 340 13,400%
Osceola 45220 8,300
Dickinson 12,565 13,200
Emmet 14,009 14,200
Sioux 27,996 28,400
O'Brien 17,522 17,900
Clay 18,464 18,400
Palo Alto 13,289 13,800
Plymouth 24,312 24,700
Cherokee 17,269 17,200
Buena Vista 20,693 21,000
Woodbury 103,052 105,700
Tda 9,190 9,200
Sac 15,573 15,700
Monona 12,069 12,100
Crawford 18,780 19,000

Total Population (1970 Census)=
346,678

Total Population (1973 Estimate)=
352,200

*1973 Estimated population - Current Population Reports - Federal-State

Cooperative Program for Population estimates, Series P-26| No. 31 Mai 1973 |
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Proposed EMS Regions (as of 10/22/75)

Region "B" - Southwest

Harrison 16,240 17,300
Shelby 15,528 15,800
Pottawat- 86,991 89,000
tamie
Mills 11,606 12,300
Montgomery 12,781 13,500

! Fremont 9,282 9,600

| Page 18,507 18,900

“ Total Population (1970 Census)=

, 170,935

: Total Population (1973 Estimate)=

| 176,400

lE- Nebraska Counties:

I

g Douglas 389, 455

|

t Sarpy 66,200

i Dodge 34, 782

i Washington 13,310

f' Burt 9,247

y

| TOTAL (1970 Census) 11 Counties 512,994 (Nebraska)

: 170,935 (lowa)
683,929
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Proposed EMS Regions (as of 10/22/75)

e {_‘L"I‘ltrn-l

Region "'C"

Pocahontas 12,729 12,200
Humboldt 12,519 13,000
Wright 17,294 17,200
Calhoun 14,287 14,100
Webster 48,391 48,900
Hamilton 18,383 18,000
Carroll 22,912 23,100
Greene 12,716 12,800
Boone 26,470 27,400
Story 62,783 65,400
Marshall 41,076 43,900
Audubon 9,595 9,200
Guthrie 12,243 12,700
Dallas 26,085 26,400
Polk 286,101 295,100
Jasper 35,425 36,100
Poweshiek 18,803 19,000
Cass 17,007 17,300
Adair 9,487 9,800
Madison 11,558 12,000
Warren 27,432 29,400
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Marion
Mahaska
Adams
Union
Clarke
Lucas
Taylor
Ringgold
Decatur

Wayne

Appanoose

26,352
82 177
6,322
13,557
7,581
10,163
8,790
6,373
9,737
8,405

15,007

Region "C" (cong,)

26,600
22,900
6,300
13,600
8,000
10, 600
8,800
6,500
9,900
8,500

15,500

| 1-D-6

Total Population (1970 Census)=

877,760

Total Population (1973 Estimate)=

900,200



Kossuth
Winnebago
Worth
Mitchell
Howard
Winneshiek
Al lamakee
Hancock
Cerro Gordo
Floyd
Chickasaw
Favette
Clayton
Franklin
Butler
iremer
Hardin
Grundy
Blackhawk
Buchanan

Tama

277 017
22,93)

12,990
8,968
13,108
11,442
2L 159
14,968

13,227

49,1335

19,860
1 4 : 969
26,898

20,606

14,119

132,916

21,749

20,147

Proposéd EMS Regions

Region

23,300
13,300
9,000
12,900
11,100
22,000
15,700
13,400
50,000
21,300
14,800
27,100
21,000
13,000
16,900
23,200
22,500
13,900
134,400

21,800

20,400

I1-D~-7

III]II

Total Population (1970 Census)=
915,191

Total Population (1973 Estimate)=
521,000

of

(as

Northeast

10/22/75)




Delaware
Dubuque
Benton
Linn
Jones
Jackson
ITowa
Johnson
Cedar
Clinton

Keokuk

Washington

Louisa

Monroe

Wapello

Jefferson

Henry

Des Moines

Davis

Van Buren

Lee

18,770
90, 609

22,885

163,213

19,868
20,839
15,419
72,127
17,655
56,749
13,943
18,967
10, 682
9,357
42,149
15,774
18,114
46,982
8,207
8,643

42,996

Proposed EMS Regions (as of 10/22/75)
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Regiﬂn "EH

18, 600
95,300
22,800

167,500
20,000
21,500
15,500
73,900
17,900
58,100
14,200
19,100
11,000

9,400

42,200
16,400
18, 300
46,300

8,400
8,900

43,900

Total Population (1970 Census)=

733,948

Total Population (1973 Estimate)=

749,200

- Southeast
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Proposed EMS Regions (as of 10/22/75)

Region "F'" - llast Edge
Scott 142,687 145, 300
Muscatine 37, 181 38,000

Total Population (1970 Census)=

179,868
Total Population (1973 Estimate)=
183,300

| 11inois Counties

Henry 53,217

Mercer 17,294

Rock Island 166,734

TOTAL (1970 Census) 5 Counties 237,245 (I111inois)
179,868 (lowa)

417,113




STATISTICAL SUMMARY

Personal Injuries-Fatalities Data 1973-1974 1973-1974
1970-1974 FY FY FY
70-74 68-73 1974 1974
4 Yr Ave. Yr Ave Personal |Fatalities
P1's Fatalities | Injuries
% % % YA
PRIME COUNTIES
Polk 4,708 45 4,299 32
Linn 2,160 36 2,210 40
Scott 1,826 29 1,770 31
Pottawattamie 1,224 27 1,085 19
Woodbury 1,392 19 1,238 22
Dubuque 1,139 16 1,163 19
Blackhawk 1,813 27 1,854 17
Cerro Gordo 653 12 602 )
Webster 573 11 532 11
9 County SUB-TOTAL 15,488 M6 | 222 7| 14,853 7 196 ps
Priority Counties (All) 54 counties out of 99 25,451 [76 o/ B9 | 24,116 7 463 pé
State TOTAL 33,284 829 31,326 705

SOURCE: lowa Annual Highway Safety Work Program Fiscal Year 1976

01-0-11
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COUNTIES WITH COMBINED (WEIGHTED)
FATALITY AND INJURY RATES FOR 1974
HIGHWAY ACCIDENTS EXCEEDING 125% OF

STATE AVERAGE FOR THAT YEAR

County Name Rank (Weighted) Average
(Statewide = 100%)
Osceola 1 185.6
Greene 2 159.8
Buchanan 3 139.3
Lee 4 153.2
Muscatine 5 151.0
Marion 6 146.2
Mahaska / 144.7
Winnebago 8 141.0
Allamakee 9 137.0
Clay 10 136.7
Jackson 11 136.4
Shelby 12 135.2
Clinton 13 137.6
Black Hawk 14 130.2
Emme t 15 128.6
Plymouth 16 Ay
Wapello 17 126, 1
Mi tchell 18 12577
Webs ter 19 125.4




NUMBER AND PERCENT OF PHYSICIANS IN PRIVATE AND NOT IN PRIVATE PRACTICE
8Y SPECIALTY AND GENERAL PRACTICE AND BY AGE GROUPS

- Physician Survey - Iowa 1972

AGE GROUPS
UNDER | 70 NOT
TOTAL 30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-gg__ggg_gzgg__gggglglgg
ALL PHYSICIANS 2,769 69 228 326 35 370 408 256 253 214 10 59
In Private Practice 2,244 0 112 238 320 328 347 249 218 193 167 52
Hot In Private Practice 525 49 116 88 46 42 61 47 35 21 13 /
ALL SPECIALISTS 1,620 o TR - Ye - 2ig - 22Y | 29l 173 131 73 74 34
{n Pr1vatg Practice 1,140* 3 47 135 185 187 195 131 103 58 £5 30
Not In Private Pragtice 480** 49 111 84 43 40 56 4?2 28 15 8 &
GENERAL PRACT ITIONERS 1,149 17 70 107 138 143 157 123 122 141 106 25
In Private Practice 1,104*** 17 65 103 135 141 152 118 115 135 1C1 22
hNot In Private Practice 45 - 5 4 3 2 5 5 7 6 5 Fuy
PERCENT DISTRIBUTIONS m
ALL PHYSICIANS _ 100.0 a5 ‘87 11.8 13,2 13.% 147 18,7 %1 7.7 €. 2.1
In Pl?vgt? Practice 100.0 09 50 10.6 143 1.6 155 A0 = 9.7 8.6 7.4 2.3
Not In Private Practice 100.0 g3 9217 "16.8 8.8 8.0 146 8.8 8.7 AR 7.5 1.3
ALL SPECIALISTS 100.0 3.2 “9.8 135 141 WO 155 B0 b e £ & 2.1
In Private Practice ~ 100.0 03 471 11.8 182 164 171 115 9.0 S £z 2.6
Not In Private Practice 100.0 10,2 23.1 17.5 9.0 g.3 117 8.8 5.8 < 1.7 0.8
GE?ERiL_?achlecngs 100.0 1.6 g1 93 120 124 A3E 10.8 106 1ER ¢ .2 22
In Private Practice 100.0 1 e _E@§ 9.3 122 128 138 1086 @ J0% TE2 g.1 2.0
hot Ir Private Practice 100.0 - ek 8.9 6.7 4.4 11.1 11.1 15.6 13.3 11.3 6.7

e .. iy | . _ ] _

*Inl:‘! tag Ge—=1 _ Bast+sra~ T . X . . ' . ~- . " .
ufes 9 Sewi-Retired Physicians; **Includes 2 Semi-Retired Physicians; ***xIncludes 25 Semi-Retires #nyZ "Tian5.



NUMBER OF PHYSICIANS, NUMBER RETIRED, BY COUNTY
Physician Survey - Iowa 1972

CO. ALL NUMBER CO. + ALL NUMBER CO. ALL NUHBEE
hO. CCUNTY PHYSICIANS RETIRED NO. COUNTY PHYSICIANS RETIRED NO. COUNTY PHYSICIANS RETIRLD__
STATE TOTAL 2,904 135
1. Adair 5 | 34. Floyd 15 - 67. Monona 7 -
Adams 2 : 35. Franklin 5 - 68. Monroe 6 -
. Allamakee 8 - 36. Fremont 6 - 69. Montgcmery 10 5
4, Appanoose 8 1 37. Greene 11 1 70. Muscatine 19 I
5. Audubon 4 - 38. Grundy 6 - 71. 0'Brien 13 1
6. Benton 8 1 39. Guthrie 8 - 72. Osceola 5 -
7. Black Hz.k 126 7 40. Hamilton 15 4 /3. Page 19 z
8. Bcone o ’ 41. Hancock 8 2 74. Palo Alto 9 1
9. Bremer 15 1 42 . Hardin 13 2 75. Plymouth 12 =
10. Buchznan 21 2 43. Harrison 11 1 76. Pocahontas 7 - =
11, Buer: Vista 11 - 44, Henry 18 - 77. Polk : 440 22 5
12. Butler 6 1 45. HYoward 7 1 /8. Pottawattamie €8 3 ¥
13. Calhoun 10 - 46. Humboldt 7 | 79. Poweshiek 13 =, A
14. Carroll 23 = 47. Ida 4 - 80. Ringgold * 3 1
18, Cass 12 - 48. Iowa 11 1 81. Sac 11 3
16. Cedar 7 = 49. Jackson 15 - 82. Scott 144 ‘3
17. Cerro Gordo 80 5 50. Jasper 23 - 2 83. Shelby 8 =
18. Cherckee 33 1 51. Jefferson 12 . 84. Sioux 15 172
12, Chickasaw 7 - 52. Johnson 419 5 85. Story 74 5
20 . Clarke 6 1 53. Jones 9 - 86. Tama 9 2
21. Clay 8 - 54. Keokuk 7 1 87. Taylor 7 l
22. Clayton 12 ~ 55. Kossuth 14 3 88. Union 14 -
23. Clinton 42 4 56. Lee 39 2 89. Van Buren 7 -
24. Crawford 7 1 57. Linn 159 6 90. Wapello 45 5
25. Nallas 25 2 58. Louisa 6 = 91. Warren 10 -
£6. Davis 15 - 59. Lucas 6 - 92. Washington 10 %
27. Cecatur 6 - 60. Lyon 5 1 93. Wayne 7 -
¢3. Delzvare | 9 2 61. Madison A - : 94. Webster 58 a
29. Ces Moines 69 4 62. Mahaska 19 - 95. Winnebago 7 -
30. Dickinson 13 - 63. Marion 24 1 96. Winneshiek 15 1
31. Dutuque 92 3 64. Marshall a8 - 97. Voodbury 1i3 6
2. Ermet 13 - 65. Mills 5 1 98. Worth 5 1
Ja. rayelte 20 2 66. Mitchell 12 - 99. Wright 15 -

comrrm—— , , on. S
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NUMBER AND AVERAGE AGE OF PHYSICIANS IN PRIVATE PRACTICE BY COUNTY
Physician Survey - Iowa 1972

4 uumts .-4-.-.1,3. .-uj;J ------ ----6.1-...0 -..,.-.4 1_ 1,2 ...... 6 ‘_ will= fa l
(52) | (50)| (54)!(55) (55) raz; (54) | 49) 12 1 8
o Oeai 0o T 11 ______ Ty 1. P ——— ](Si) | {55)
13 12 s 8 | (s6)| O 75 . 14 7 s
51 56 (55) | (50 55)| (51) |(54) | (51
CTRIEORNEAETRERRE I SO T
12 14 11 7 61 151 5| 5 (55) (55)
52
\ (51) |(51) | (57)](52) {52 (56) (60) |(56) L(32) L s
——e e ¥ M 1 Lar CaimOu= Ay PO | maSD | e=ani ]. l 15 8 ? 8
53 I & 8
110 4| 8 9 12 11 |
U (49) | (51)]| (50
\\ (53) (42J(54) (511#1(50) (53) | (56) | (4;) (50) 1477 | AfL( ,fm}
e Gt P Al WO L ]
7 6 23 | 10 16 | 60 46 7 i l(55) ______
(55) |(49) 56) | (48) | (47)| (50)| (54) |(53) 1(49) | (49) jm= 36
P P TIV] ArDr O | GuTeA YRR rerpnmmm FTTT T [ oA d ol . |roma
10 8 4| 8 \ 21 | 344 19 | 13 | 10
(54) | (49) (58) (SSN-‘) (51) (52) |(53) [(49)
64 11 4 7 10 16 | 18 \ 6
(50) (53) (55 (51) |(51) | (53) ] (fo)]r4a)
- i § 3 ---:ilaﬂ"' q.p.n.- emigm | fisAe=y 5 .m46 -0 T IR -
(54) |(57) (55) (5ﬂ) (48) | (48) (55) (57) (5_
6| 12 6 2 6 7 l
(48)| (58)| (57)| (50) | (54) [(57) (57) (52;
STATE: Total number of physicians - 2,244

Average age - 52
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NUMBER OF IOWA PHYSICIANS BY TYPE OF PRACTICE AND GEOGRAPHIC DIVISION
Physician Survey - lowa 1972

GeOGRAPHIC DIVISION

TYPE OF PRACTICE COUNTY

OTHER
STATE | JOHNSON | POLX | COUNTIES

A1l Iowa Physicians ‘ 2,904 419 440 2,045

In Private Practice (Solo, Group, Prof., Corp.) 2,014 54 306 1,654

Unknown | 230 8 38 184
Physicians Not In Private Practice 525 352 74 99
a. Employed in Federal Institutions I 39 9 18 12
b. Employed in State Institutions 52 6 - 46
c. Employed in University Hospitals 174 169 1 4
d. Adﬁ}nistrators. Full-time Researchers, :
Full-time Teachers _ 64 39 20 5
e. Industrial, AJ1_Others, Residents, PHS | 196 129 35 32
Retired 135 R 22 108

T e e e e e e T R e e e T o T R T T T L L i T e B ST T W T ST ST P
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lowa State Emergency Medical Services Basic Emergency Rescue Technician Course

copies are available upon request from the address below.

Director, Emergency Medical Services Section
lowa State Department of Health

Lucas State Office Building

, lowa 50319

Des Moines
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