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P R E F A C E 

-In 1975 highway accidents i n Iowa took the 1 ives of 670 pe rsons. 
Thirty- three thousand more persons were inju red- - 3000 of them being 
permanently d i sabled. Majo r card i ovascu l a r diseases wi 11 predictably 
k i 11 an additional 16,200 persons, i n 1975 , 50 percent of whom wi 11 
d i e bef o re reaching a hospitall Stat ist i cs further ind i cate that 20 
percent of the accidenta l and coronary deaths could have been pre­
vented if proper emergency medi cal services had been immed i ately 
avai l ab l e to t he v i ctims. 

The agony and suffering t hat such tragedies infl ict each year upon 
families ac ross the State are compounded by the know l edge that 
prompt and adequate emergency ca re mi ght have enabled many who per­
i shed or we re pe rmanently d i sab l ed to i nstead l ead long and produc­
tive 1 ives. Productivity lost ann ual l y in Iowa from deaths and per ­
manent d i sabi l ities caused by accidents o r sudden, acute i llnesses 
amounts to thousands of man-years . The lost of these lives to the 
victims' families and commu ni ties i s i nca l cu l ab l e. 

The State of Iowa i s add ress i ng this problem through the Comp~ehen-
1.;,i.,ve EmeJLgenc.y Mecuc.al. Se~v,i.,c.e1.; Plan 60~ the State 06 I ouJa, pre­
sented in this pub li cation. The basic pu r pose of the Plan is to 
provide guideli nes for t he establishment of regiona l Emergency Med­
ical Serv i ces (E MS) Systems throughout the State. The Plan takes 
i nto cons ideration the techn i ca l and consu l tat i ve assistance best 
provided by the State a nd provides a framework for the creation of 
ef feet i ve EMS sys terns at the reg i ona 1 and 1 oca 1 1 eve 1 s. The PR.an 
identifies EMS needs and assists state and local government in EMS 
p l anning and developmen t act i vit i es. 

EMS plann i ng is a continuous process that engages providers and con­
sumers of emergency services in coordinated action to deve l op sound 
Eme rgency Medical Se rv i ces. The Plan wi l l be revised periodically 
to respond to current state and local EMS needs . Its ultimate goal 
i s to stimulate estab l ishment of a system capable of deliver i ng com­
prehensive eme rgency services i n an effective manner throughout the 
State . 

The Plan was developed by the Governor's Emergency Med i cal Services 
Advisory Council in col l aboration with the Iowa State Department of 
Health wi th the he l p of a grant from the Iowa Regional Medical Pro­
gram. The document is based upon the belief that p l anning for com­
prehensive emergency med i cal services must be a cooperative process 
in wh i ch the primary respons i b il ity for operations rests at the lo­
ca l level and involves both prov iders and consumers of the services. 

·'· ·· Based upon 1974 data - 16,129 fatalities (EMS estimate). 
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BACKGROUND AND INTRODUCTION 

Emergency medical se rvice has been designated as one of the nation's top health pr ior­
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 Iowa, 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 al 1 other acciden­
tal causes of death among persons in the U.S. under age 75. In 
fact, of slightly more than 6.5 mil lion 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 yea r 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 mi 11 ion 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 los s caused i 
by motor vehicles, $3.1; indirect costs of work accidents, $2.8 . 

1 REPORT ON A PROGRAM to CATEGORIZE EmVtgency Mecli._c.a.1, SVtvice Faw.,,ltie/2 in Iowa Ho~­
pdai./2, Facilities Task Force of the Governor's Emergency Medical Service Advisory 
Council for The State of Iowa , February 15, 1974. 
2 . b. d I I • 
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In Iowa, accidents are the leading cause of death from age one through age 44 while 
heart disease i s the lead ing ca use after age 44. Accidents account for approximately 
40 % of a ll deaths in children aged 1 t o 4, 50% of all deaths in childre n aged 5-14, 
50% of all dea ths in the 15-24 year age group, and 25% of deaths in the 25-44 year 
age g roup. Heart disease account s 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 death s in 
the 55 -64 year age group, and 60% of all deaths in the 65-84 year age group . These 
figures illustrate t he importance of developing comp rehens ive eme rgency medical se r­
vice systems throughout the State capab le of providing immediate ca re to the acut e ly 
ill o r injured . Seventy-one pe rcent of the State's population reside in non -metro­
po litan areas, illustrating the importance of developing emerge ncy medical se rvice 
capacity in the rural areas of the State. 

Iowa EMS Activit ies 

Many health-related g roups in Iowa have for the past four years been coope rative ly 
studying and endeavoring to improve emergency medical services in the State . A two­
day statewide confe rence on EMS was he ld in October 1971. The conference was planned 
and conducted by the Iowa Regional Medica l Prog ram , the Iowa Office for Comp rehensive 
Health Planning, the Iowa State Health Department, and the University of Iowa Program 
in Health Occupat ion s Education. Several health-related organiza tions --including the 
Iowa Medical Soc iety and the Iowa Hospital Association--participated in the confer­
ence and have contributed greatly to progress that has since been achieved. 

The objectives of the confe rence we re as follows: 

1 . To 
2. To 
3 . To 

to 

underscore EMS needs (or 
make recommendations for 
nom inate persons for the 
a Statewide EMS Advisory 

concerns) i n Iowa; 
p lanned action; 
Governor's consideration as appointees 
Counc i 1 . 

Governo r Robert Ray's appointment of membe r s to comp ri se the Advisory Counci 1 in De­
cembe r of 1971 represented achievement of an objective set forth at the EMS confe r­
ence. The Council was charged to: 

1. Survey emergency medical resources available in Iowa. 
2. Make recommendations rega rdin g ambu l ance se rvices, EMS manpower 

train in g prog rams, EMS facilities, corrrnun i cations systems and 
support i ve l eg i s l ation. 

3. Serve the State Health Department and Office of Comprehensive 
Health Planning (OCHP) in an adviso ry role in the development 
of a statewide EMS prog r am. 

4. Provide review and comment on Hi 1 ]-Burton requests pertaining 
to emergency facility i mp rovements. 

5. Serve as a catalyst in effect ing cooperative arrangements to 
improve and best utilize emergency medica l resources in Iowa. 

Representatives from the following organ i zations and interests comprised the 15-mem­
ber EMS Adviso ry Counci 1: Iowa Medica l Society, Iowa Nurses Associat ion, Iowa Depart­
ment of Public Safety, Division of Civi l Defense, hospital administration, academic 
community, consumers, Trauma Committee-Iowa Chapter of the Amer i can College of Sur­
geons, ambulance services, State Department of Health, State Department of Genera l 
Services, Iowa Hospital Assoc i ation, and the Fire Service Extension Program. 

The EMS Advisory Counci 1 initially estab li shed the following task forces to address 



specific problem areas and to respond to recommendations made at the October 1971 
conference: Ambulance Service Operc:Uions, 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 Iowa 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 Iowa. The 
Iowa 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 Iowa," was submitted to the State Health Department by Spectra Asso­
ciates in February 1973. The Plan was subsequently adopted by the State EMS Advisory 
Counci 1. 

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 Iowa Hospital Asso­
ciation and the State Health Department in the development of a mechanism for catego­
rizing emergency medical facilities in Iowa. The Iowa Regional Medical Program pro­
vided funds and staff assistance for the actual categorization of emergency faci li­
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 Iowans inter­
ested in EMS specific progress and problems experienced by the EMS Advisory Counci 1 
and the many health organizations cooperating in the efforts of the Counci 1. 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 Iowa Regional Medical Advisory Group approved for funding Compo­
nent I of a Statewide Emergency Medical Services Pr-ogram sponsored by the Advisory 
Council in cooperation with the Iowa 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 Counci 1 and its task forces. A second component, 
sponsored by the IHA, was approved by the Iowa Regional Advisory Group in December 
1974 and provided funds to explore the possibility of collecting, processing, and di s -
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seminating information pertain ing to emergency outpatients and facilities, utilizing 
techniques developed by the Iowa 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 Counci 1 in re­
viewing its internal organization and administration so that it can better serve the 
people of Iowa in upgrading the State's emergency medica l care delivery system. Fi­
nally, a Steering Committee for Plan Development consisting of the Advisory Council 
Chairman, Vice-Chairman, and the s ix task force Chairmen was formed to coordinate 
Council EMS planning and development activities. 

The Iowa 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 Iowa 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
i sting ambulances with funding assistance. Many communities, counties, and regions 
have been assisted in p lanning 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 loca l comprehensive health plann in g councils. Two of the coun­
cils, the Health Planning Council of Central Iowa (Des Moines area) and the Hoover 
Health Planning Council (Cedar Rapids-Iowa City area), have received funding assistance, 
from the Robert Wood Johnson Foundation and the Iowa 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 Iowa. The Health Planning Counci 1 of the Midlands has also received funds from 
DHEW for the establ ishment of a State EMS region serving western Iowa and eastern 
Nebraska. 

Grant funds have also been received from the U.S . Department of Health, Education, and 
Welfare by the Iowa State Department of Health 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 Iowa State 
Department of Health by DHEW to conduct feasibility studies for the development of a 
statewide EMS program. For the msot part regional EMS efforts to date have been con­
cerned with generat ing 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 serv i ce 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 Iowa State Department of Health in 
conjunction with the Governor's EMS Advisory Council must provide the leadership and 
technical assistance in developing EMS regions throughout the State capable of util iz­
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 i 11 or injured patients suf­
fering the initial effects of acute illness or injury. 

There is in essence a need to establish viable EMS regions in Iowa capable of provid­
ing essentially all definitive emergency medical care for most critically il I or in- . 
jured patients. There is also a need to plan and implement state coordinative ser­
vices to these regions. 
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I. STATE ORGANIZATION FOR EMS PLAN DEVELOPMENT AND PROGRAM IMPLEMENTATION 

A. AUTHORITY 

The Governor is responsible for the development of Iowa'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 estab1 ished the Section of Emer­
gency Medical Services within the State Department of Health's Division of Commu­
nity Health Service in Apri 1 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 overal 1 
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 I-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 l ead staff member for the Governor's Emergen­
cy Medical Services Advisory Council. 

The Iowa State Department of Health through its Section of Emergency Medical Ser­
vices is responsible for the establishment of a statewide system that wi 11 expe­
dite and facilitate de1 ivery of emergency medical services within the State. The 
Governor's EMS Advisory Council serves in an advisory capacity to the Iowa State 
Department of Health in the development of the State's emergency medical service 
system. 

D. EMERGENCY MEDICAL SERVICES PLANNING AREA IDENTIFICATION 

The Iowa State Office for Planning and Programming initially divided the State 
into s ixteen 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 Iowa was developed in con­
junction with the areawide Health Planning Councils. At the present time, a11 
but one of the areawide Health Planning Counci 1s 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 geographical 1y 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 se rv ice 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 NatioD_al 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 Iowa 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 Iowa 
Hospital Association and a treatise entitled, A P~opo~ed 0Jtganiza.tionai.. StJc..uc:t.wte 
Fo~ P~oviding Hea.Lth Se~vie~ and Medical.. Ca1te in the S.ta;te oo Iowa, by John C. 
MacQueen, M.D., Associate Dean of the College of Medicine, University of Iowa, 
and Eber Eldridge, Ph.D., Professor, Department of Economics, Iowa State Univer­
sity. The Iowa Hospital Association study was an in-depth analysis of patient 
referral and flow patterns undertaken in September 1973. Data on residence of 
hospitalized patients was obtained both from hospitals in Iowa and neighboring 
hospitals in adjacent states. The MacQueen-Eldridge report resulted from a de­
tailed demogr~phic study of the population of Iowa 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 Iowa 
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 Iowa 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 Iowa 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 Iowa 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 1-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. 

E. ADVISORY 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 meetings are conducted at the call 
of the Chair. The six Task Forces and three related subcommittees 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 Bylaws, 
Appendix 1-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. 

l<Ma Medical Society 
American College of Surgeons, Committee on Trauma - l<Ma Chapter 
American College of Emergency Physicians - Iowa Chapter 
Emergency Department Nurses Association 
University Hospitals and Clinics - State University of Iowa 
Iowa Hospital Association 
Iowa Ambulance and Rescue Association 
Iowa 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 
1()\,\/a State University, Fire Service Extension 
Department of Health 

As illustrated previously, the Advisory Council together with Task Forces and 
related subcommittees becorre 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, IRMP, 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 wi 11 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 1-D. Meeting approximately every two months, 
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this group had as its initial purposes the fol lowing items: 

a. Identification 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 Counci 1 's Task 
Forces 

c. Provide a forum for education of the members through sha ring of ideas and 
i n format i on. 

d. Promote the development of areawide EMS Councils and the design of area­
w i de EMS P 1 ans • 

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 coITTTiunity 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. 

F. LEGISLATION 
Iowa 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 estab li shment of stan ­
dards for ambulance services have been introduced in the Iowa Leg i s lature 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. It i s anticipated that 
both of these measures will be considered by the current legislature during its 
1976 session. 

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

1. Authorization for Cities to Operate Ambulance Services 368.74 (Repea led) 
2. Authorization for Counties to Operate Ambulance Services 332.3(23) 
3. Authorization for County Hospital s to Operate Ambulance Services 347. 16(13) 
4. Authorization for National Guard to Provide Emergency He licopter Ambulance 

29A. 79 
5. Good Samaritan 613. 17. 

All legislation now existing or currently proposed i s contained i.n Appendix 1-E. 
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I I . PLANNING INFORMATION 

A. EMERGNECY MEDI CAL SERVICES - RESOURCES 

Ambulance Services. As of September 1, 1975 there was a total of 316 ambulance 
services in the State operating at 339 sites. Thi s included 37 county-wide sys­
tems . Ambulance serv i ces are current l y provided by 42 hospitals, 30 funeral 
homes, 32 private ope rators, 93 fire departments, 113 ambulance departments , and 
6 po l ice departments. Excluding hospital-based and private un its there are 166 
volunteer se r vices, 29 services provided by county governmental units, and 17 
services provided by other governmenta l units. From 1968 through August 1975 
there was a dec rease 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 serv i ces. . 
Append ix I I-A il lustrates the changes in the types of ambulance serv i ce since 1968. 

Most pr ivate hospital and government-operated ambulance services charge for their 
se rvices. Vo lun teer units qu ite frequently do not cha rge but accept donations 
and have annual fund drives. Almost al l pr ivate operators operate under a con-
t ract with one o r mo re governmenta l agencies for which a monthly or yearly subsi ­
dy is paid . Whil e fees for se rvice vary great ly, the average charges across the 
State appear to be $30 per patient p lus $1 per mi l e outside the immediate area. 
Additional charges f or oxygen , dres s ings, and other supplies are sometimes made. 

Ambulances and Equipment. Since 19 70, 185 ambulances meeting DOT specifications 
have been purchased throughout the State. S ixty-e ight of these ambulances were 
purchased with the assistance of the Governor's Highway Safety Program funds. 

A breakdown of the above veh i cles by type is as follows: 

Type 
Type 
Type 
Type 

I I · 
' IV 

V 

I I I 
(Modu lar ) 
(Modified specialty 
(Limousine) 
(Standard van) 

vans) 
31 
89 
46 
1 9 

185 

Appendix I I- A illustrates distribution of new ambulances purchased that meet min­
imum DOT req uirements . 

A survey is currently being prepa red by the EMS Section which wi I I obtain compre­
hensive informat ion concerning personnel, training, ambulances, and related equip­
ment. The su rvey wi l 1 be implemented dur i ng the Fal 1 of 1975 and wi I I be updated 
annually. 

A total of 62 communiti es have received Governor's Highway Safety Program funds for 
medical and commun i cations equipment for use in ambulance and re scue units through 
the EMS Program admin istered by Iowa 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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d u c t e d u n de r th e s up e r v i s i on o f the ~ e ct i on i n c l u de the f o 1 1 ow i n g : 

1. Basic Emergency Medica l Technician - Ambulance Course (100 hours ) 
2. Basic Emergency Rescue Technician Course (60 hours) 
3. Basic Emergency Care for Law Enforcement Offi cc rs (24 hours ) 
4. Crash Injury Management (40 hours) 
5 . Ambulance Orientation and Crash Simu l ation (8 hours ) 
6 . Continuing Education Programs for EMT-A' s 
7. Continuing Education Programs for Law Enforcement Officers. 

All students enrolled in the above courses are tested and certified by the Sec­
ti on. 

Additional emergency care courses are being developed in cooperation with various 
agencies and comm i ttees. The train ing courses being developed include: 

1. Basic Course in EMS Communications 
2. C-MED Dispatcher Training 
3. Emergency Medicine for Physicians 
4. Emergency Medicine for Physic i ans 
5- Emergency Health Care Delivery Seminars. 

Specia l works hops are conducted to train and/or inform var i ous groups. Since 
September 1974 eleven workshops have been conducted for Area Co ll ege He alth Occu­
pation Coordinators, EMT-A Course Coordinators, EMS Training Coordinators, Re s cue 
Instructors, and administrative personne l from hospita l s operating ambulance se r-. vices. 

The EMS staff has actively participated in the development and coordination of 
the Basic Life Support (BLS) program i n i tiated by the American Heart As sociation. 
Staff persons have ass i sted i n BLS instructor-training programs and through grant s 
from DHEW and Governor's Highway Safety Program, the Section has purcha sed twe nty 
recording-annes, four resusc i- annes, four anatom i c-annes, and seventeen res us ci­
babies for use in a l l of the EMS tra ini ng programs . 

Through August 1975, 174 EMT-A clases were conducted through the Stat ewide EMS 
Training Program. Initial enrol lment i n these courses totaled 4,277, Of thi s 
number, 3465 individuals completed the course. Of those individual s compl e ting 
the course, 3,013 or 88% passed the Iowa EMT- A Certif i cation examinati on. Whil e 
there are some ambulance personnel who have not completed the EMT-A cour se , most 
of the s e individuals have completed at l east the Red Cross Advanced First Ai d 
Course. Appendix 11-A prov ides information pertaining to distribution o f EMT- A 
trained personne l . 

Hospital Emergency Facilities. In 1973 each of the 140 hospital eme rge ncy depa r t ­
ments was visited by an evaluation team in preparation for compl e tion of the eme r­
gency department categor i zation program. 

Results of the categorization survey indicated that the hospitals that mee t t he 
categorization criteria are not even ly distributed throughout the St ate . The 
frequency distribution of hosp i tals by categorizat ion criteria currently i s as 
fo 11 ows : 

Comprehensive Emergency Service -- 1 (University of Iowa Hos pital s and 
C 1 in i cs - Iowa City) 
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Regional Emergency Service - Type A 12 
Regional Emergency Service - Type B 16 
Community Emergency Service 71 
Immediate Aid Outpatient Service 40 

The distirbution of hospital emergency facilities by area 1s outlined 1n Appen­
dix 11-B. 

The critieria established for the categorization process is also outlined 1n 
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 annulances and all responding units as wel 1 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 fol lowing frequencies are assigned for EMS Communications in the State of Iowa. 

Com 155.340 MHz 

Ops 155.xxx 

PTP 155.280 MHz 

AID 155.475 MHz 

Statewide/Nationwide 
EMS common cal ling frequency 

Regional resource coordination center 
operational frequency 

Statewide EMS interagency 
coordination channel (point to point) 

Statewide/Nationwide 
Public Safety Mutual Aid frequency 

The Governor's EMS Advisory Council in May 1975 reconTT1ended to the Iowa State De­
partment of Health for approval regional radio frequencies and subaudible tones in 
order to eliminate interference and intermodulation problems present under original 
assign men ts. 

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 transmitting 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 (Iowa Highway Patrol, Local Law Enforce­
ment, Fire EMS) on VHF high-band frequencies, the various pub! ic safety services 
wi 11 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 wi 11 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 11 011 in all communities outside of the free call area served by an EMS 
Communications Center. This access is intended as an interim step only unti 1 911 
is implemented. 

Five Iowa 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 Iowa. 

Patient Flow Pattern. In Iowa 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, Iowa 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 Iowa. 

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: 

Cedar Rapids (Linn County) 

Davenport, la.; Rock Island, Moline, 11. 
(Scott County, la.; Henry & Rock Island 
Counties, I I . ) 

Des Moines (Polk & Warren Counties) 

Dubuque (Dubuque County) 

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

Sioux City, la. (Woodbury Co., la.); 
Dakota Co. , Ne. 

Waterloo (Black Hawk Co.) 

SMSA Population Urbanized Area Pop. 

163,213 

362,638 

286,101 

90,609 

540,142 

11 6 , 1 89 

132,916 

132,008 

266,119 

255,824 

65,550 

491,776 

95,937 

112,881 
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Comparison of distribution of Iowa' s population during the past 70 yea rs 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 distr ibution of Iowa's population in 1970 compared to 1960 is as follows: 

Population 

1970 

Tota I (Both Sexes-Al l Ages) 2,824,376 

Under 5 years 233,212 

5 to 9 yea r s 280,101 

10 to 14 yea rs 

15 to 19 years 

20 to 24 years 

25 to 29 years 

30 to 34 years 

35 to 39 years 

40 to 44 years 

45 to 49 years 

50 to 54 years 

55 to 59 years 

60 to 64 years 

65 to 69 years 

70 to 74 years 

75 yea r s and over 

Median Age 

293.440 

273,475 

203,691 

167,505 

147,263 

141 ,941 

154,955 

158,126 

152,726 

140,549 

127,099 

107,701 

92,860 

149,732 

28.8 

1960 

2,757,609 

307,214 

291,819 

258.819 

202,940 

155,335 

151,804 

165,052 

170,193 

164,912 

157,392 

145,111 

134,918 

124,343 

114,360 

91,380 

122,017 

30.3 

Percent 

1970 

100.0 

8.3 

9.9 

10.4 

9.7 

7.2 

5.9 

5.2 

5.0 

5.5 

5.6 

5.4 

5.0 

4.5 

3.8 

3.3 

5.3 

Further popu lati on information i s provided 1n Appendix I 1- D. 

Di stribution 

1960 

100.0 

1 1 . 1 

10.6 

9.4 

7.4 

5.6 

5.5 

6.o 

6.2 

6.o 

5.7 

5.3 

4.9 

4.5 

4. 1 

3.3 

4.4 

• 
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There are approximately 2,904 physicians in Iowa. Two counties, 
have 419 (14.4%) and 440 (15.1 %) physicians respectively. Black 
Scott and Woodbury counties each ~~ve more than 100 physicians. 
ties have 48.4% of all the physicians in Iowa. 

Johnson and Polk, 
Hawk, Linn, 
These s ix coun-

There are 1,609 (55.4%) physicians (excluding 11 semi-retired physician spec ial­
ists) who are specia li sts . Of these physicians, 57% (917) are cert ifi ed 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 yea r s of age and 
above and 10.7% (297) are under 35 years of age. Of the physicians in specia lty 
practice (1,620, including 11 sem i-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 re s ­
idency or because they began their residency after a period of general practice. 
Of the general practitione r s 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 specia lists. There are 
936 specialists in private practice in the age group of 35-64 as compared to 
764 general practitioners. 

Of the 2,904 physicians in Iowa, 77.3% (2,244) are in private practice, 18. 1% 
(525) not in private practice, and 135 ret ired from practice. Physicians not in 
private practice include administrators, physicians in State and f ede ral insti­
tutions, res ident s , resea rche r s and teachers. Polk County has 74 physicians not 
in private practice and Johnson County, home of the University of Iowa 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 phys icians 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 spec iali sts. Further, the 
counties with the largest concentration of specialists have 42.5% of the general 
practitioners. The count ies with a concentration of physic ian s in specialty 
practice have 53% (1,499,276) of the total population and several large hospitals. 

Population-physician rati os are used as an index of the avai !ability of physician 
services . A population-physician ratio of 1500:1 is considered accessible to 
physic ian services, and any upward departure from this ratio as not readily 
accessible to physician services. 

The population-physician ratios were computed using the 1970 population and the 
physicians in private practice for each county. Of 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, 4 counties between 1500-1600:1, 
and 72 counties above 1600:1. Additional information regard ing physician-medical­
personnel distribution is inc luded in Appendix I 1-E. 
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Area Characteristics. (Roads . ) Iowa's transportation investment is heavi l y 
oriented toward highways. Iowa's metropolitan areas are among the smaller stan­
dard metropolitan statistica l areas in the country and have disbursed populations. 
The disbursement is even greater than in rural areas. Thus in compar i son to 
states having major population centers, highways assume more importance in the 
total transportation system in Iowa than they might in other states. 

In 1980 it is estimated that 95.3% of the public investment transportation dol l ar 
wi 11 be expended on highways. In 1990 the investment wi II be 91.7%. The expec­
tations for Iowa's transportat ion system include the continued emphasis on h igh­
way system development, an increased emphasis on mass urban transit through 1980, 
a gradual growth in airport in vestment 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 ki 11 ing 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 Iowa's prev ious four - year average. 

Studies conducted by the Iowa Department of Public Safety indicate that 50% of 
this reduction resulted from the enactment of the 55 mph speed limit. Of the 
total crash expe rience in Iowa, ana lysis has shown that 69% of the fatal crashes 
and 76% of a l 1 personal injury crashes occur in and within 35 miles of population 
centers of 30,000, and over nine of the ninety-nine Iowa counties represent 30% 
of crashes in the State . Fatality-personal injury data in the nine high - accident 
areas i s provided in fig11re 1 (page 

A comparison of Iowa crash statistics from 1970- 1974 i s provided below . 

IOWA CRASH STAT ISTICS - 1970-1974 
NUMBER OF NUMBER OF NUMBER OF RATIO NUMBER OF YEAR ACC IDENTS FATALITIES INJURIES FAT./INJ. FATALITIES DECREAS E 

1970 87,808 91 1 33,101 1/36.33 ----
1 971 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 , 6 79 1/46.25 -128 

Figure 2 illus tra t e s the cras h/injury/fatality pattern in Iowa from 1940 to 1974. (Page . ) 

Geog1-aphic and Climatic Conditions. The geographic area to be covered encompasses 
the entire State of Iowa, bounded on the north by Minnesota, on the east by 
I 11 inoi s , on the west by Ne braska, and the south by Missouri. The Missouri and 
Mississippi Rivers form the State's western and eastern boundaries respectively. 

• 



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. Legi s lative 

Limita-
Ru ra 1 Municipal Total s tions 

Freeway-Expressway System 
Arterial System 
Arterial Connector System 

Subtotal - Proposed Primary System 

Trunk System 
Trunk Collector System 

Subtotal - Proposed Farm-to-Market 
Area Service System 

Subtotal - Proposed Rural Secondary 

Municipal Arterial System 
Municipal Collector System 
Municipal Service System 

Subtotals - Proposed Municipal Jurisdiction 

Total s - Rural and Municipal 

State Park Roads 
Institut ional Roads 

STATE TOTAL 

Notes: 

2,265.74 
3,056.66 
2,943.88 
8,266.28 

12,517.55 
16,420.43 
28,937.98 
62,043.22 
90,981.20 

99,247.48 

427.82 
403.65 
399.32 

1,230.79 

932.88 
517 . 21 

1,450.09 

1,215.08 
1,610.16 
8,211.70 

11,036.94 

13,717.82 

2,693.56 
3,460.31 
3,343.20 
9,497.07 

13,450.43 
16,937.64 
30,388.07 
62,043.22 

1 , 21 5. 08 
1,610.16 
8,211.70 

112,965.30 

149.43 
89.75 

113,204.48 

1/ The municipal arterial system is not to exceed 15% of the entire street 
mi l eage under jurisdiction of a municipality (15% of entire city st reet 
mil eage l ess primary, trunk and trunk collector extensions and state park 
and institutional roads), except that municipalities under two thousand 
population may exceed sa id limitation. 

'!:._/ The municipal collector system is not to exceed 20% of the entire street 
mil eage under jur i sd icti on of a municipality (20% of entire c ity street 
mileage less primary, trunk and trunk collector extensions and state park 
and institutional roads), except that municipalities under two thousand 
population may exceed said limitation. 

3,000 
3,500 

15,000 
20,000 
35,000 

1/ 
2/ 
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FIGURE 2 TRAFFIC RECORD IN IOWA FROM 1940 to 1974 
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El evat ion ranges from 480 feet above sea l eve l in the southeastern part of the 
State to 1,675 feet in the northwestern part. The greatest departures from the 
prairie su rface are in the north-east and southwest , both characteri zed by b luffs 
and cl iffs 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 ha s 
mo re shal low l akes and ponds than the southern half. As one of the p lains states, 
Iowa ranks as a leader in agricultural e ndeavors. Iowa has a cl i mate o f great 
ext remes. Whil e the mean annual temperature is 49°F. (9. 44°C.) , extremes per 
yea r may range as high as 135°. Rainfall i s unequally distributed throughout the 
year . Whil e the mean annual precipitation is 31.44 inches (79.86 cm . ), about 
71 % of this f al l s from April 1 to October 1 with May, June and September genera l­
l y the wettest months . The State is subject to natural disasters from major 
weather disturbances, especially tornadoes in ear l y spr ing and summe r and b li z­
zards during the winter months . 

Fconomi c and Soc ia l Conditions. The genera l employment pattern of Iowa is s i mi ­
lar to that of the Uni ted States . Iowa'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, Iowa's indust ry is of a stab l e 
nature and l ags behind the cycl i cal downsw i ngs of the national economy. In a 
recent study by the Bureau of Econom i c Analysis, Iowa ranked forty-second in sen­
s itivi ty to cyc li ca l swings in the national economy. Over one-half of the lpbor 
force is engaged in non-manufactu ri ng, wh i ch includes trade, se rvi ces, and gov­
ernment. Wholesale and retai 1 t r ade alone is equ i valent to manufacturing, both 
respectively compr i sing approximately 18 pe rcent of the total l abo r force . 

A def i nite seasona l pattern in unemployment rates can be discerned . Unemp loyment 
naturally r ises i n construct ion and agricultu re i n the winter months and falls 
during the summer. A compar i son of the last fou r years shows the ma rked improve­
ment i n emp loyment of 1973 over 1971 and 1972 but also illustrates t he ra p i dly 
declining economic trends evidenced during the fina l months of 1974. 

Personal i ncome, 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
ab le to higher farm propr ieto r s ' earnin gs resulting f rom a strong farm economy. 
Industrial production also increased d ramatica ll y giving rise to higher earnings 
in the manufacturing sector. Overal 1, the increase in tota l persona l income 
placed Iowa in seventh place in terms of the gains registered by a ll states . Al­
most a l 1 of the states experiencing rapid growth were basical ly agricu l tural . As 
shown be l ow, percapita i ncome advanced to $4,869 in 1973 up from $4,300 in 1972. 
Iowa 's re l ative pos i t i on moved closer to the nationa l average pe r cap i ta income 
of $4,918 eq ualing 99 percent of that number . 

Total and Per Capita Persona l Income and Relatives 2 1965-1973 

Total Persona 1 Income Per Capita Income Iowa Per Capita As Iowa Total 
Amount Percent Amount Pe rcent % of U. S. Income As 

Bi 1 l i ons Change Dollars Change Per Capita % of U. S. 

$ 7.6 14.o $2,735 14.0 100 1 . 4 1 
8.3 9.2 3,013 1 0. 1 10 1 1 . 40 
8 . 5 2.4 3,051 1 . 3 96 1 . 36 
9. 1 7 . 0 3,264 7.0 95 1 . 32 
9.9 8 . 8 3,549 8.7 95 1 . 32 

10 . 6 7 . 1 3,688 3.9 94 1 . 30 
1 1 . 0 3 . 7 3,877 5 . 1 95 l . 29 
12.4 12.7 4,300 10.9 96 l . 33 
l 4. 1 l 4 . 1 4,869 l 3 . 2 99 1 . 3 7 
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Proprietors' income and property income accounted for 20.3 and 14.8 percent, re­
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 Iowa and have a higher than average pe rcent­
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 percentage 
of total earnings derived from farm earnings. 

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 fam i ly income of 
$6,916 for blacks. It also indicates a population group for which access i bility 
to the emergency medical service system is potentia l ly 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 Iowa's edu ­
cational system as the best in the United States with a composite rating of 1.47 . 
Iowa 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 reta i n 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 
educational process financially and philosophically . 

The holding power of Iowa's schools is one of the highest in the nation. Almost 
91 percent of those students entering the ninth grade complete their education. 
This provides EMS planners a significant proportion of the population for which 
to develop information and education programs regarding utilization and access 
to emergency medical service systems . 

Other Factors. In rece nt years , Iowa has experienced an increase in the number 
of re creational opportunities through development of both natural and man-made 
lake areas. Th e re is a vital need to study the effects of seasonal population 
variations in these areas on emergency medical service systems. 

Appendix I I contains a number of additional maps and charts which contain infor­
mation regarding emergency medical service resources, popu l ation densities, medi­
cal pe rsonnel, roads, high-accident locations, economic and social condit ions, 
and epidemiological characteristics. 

• 
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I I I. EMS STANDARDS 

A. ORGANIZATIONAL -
There are two aspects of organization which must be considered in the development 
of organizational standards for the State of Iowa. First is the overall direc­
tional organization required at the state level; second is the 11 grass-roots 11 orga­
nization developed at the regional or 11 community11 level. 

The state level organization is covered fully in Section I of this Plan under the 
title "State Organization for EMS Plan Development and Program Implementation." 
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 
sible for recommending EMS standards for the following: 

a. System operations 
b. Personnel training 
c. Ambulances, rescue units, and equipment specifications 
d . Response time 
e. Communication 
f . Hospital facilities 

• 1s respon-

These Standards, recommend~d 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 situa t ion, and 
adjust them if ne~essary subject to the approval of the Governor 1 s EMS Counci 1. 
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 Counci 1. Es­
sential to the success of any EMS Council is the representation of th rce main 
groups: (a) the health care providers; (b) involved public agencies; and (c) 
community leaders. 

a. Providers: This includes local medical society or societies, hospital 
administrators, nursing groups, ambulance services, and local chapters 
of voluntary health organizations. 

b. Public Agencies: This includes fire and police departments, civi 1 de­
fense, health departments - including the medical examiner, planning 
agencies and l ocal governments. 

c. Community Leaders: This includes the consumer representatives of civic 
and service clubs, traffic and highway safety groups, telephone compani es , 
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 1 isting is not all-inclusive and, depending on circumstances, could 
encompass others such as schoo l systems, major industries, employers, insur­
ance executives, farm organ izations, women's organizations, American National 
Red Cross, and both techn ical 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 sha l 1 be reviewed by 
the GEMSAC and the EMS Section staff to determine compatibi 1 ity with the State 
EMS Plan. Approval (or disapproval) with comments shal l be made in writing 
to the appropriate regional Councils. 

Grant Applications from local jurisdictions to the EMS Section sha ll be re­
viewed by the appropriate EMS Counci 1 and Health Sys tems Agency to assure com­
patibility with the Regional EMS Implementation Plan. 

B. OPERATIONAL 

The operational standards are based on the interrelationship between EMS system 
functions and al l 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 facil iti es. 
4. Driving ambulances and rescue units to the scene. 
5. Rendering emergency care to the victims. 
6. Extricating victims, if required. 
7. 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. 

Th e Governor's EMS Advi sory Council wi ll ensure the development of an Operational 
Procedure Manual which will identify the roles and respons ibiliti es of each com­
ponent of the EMS system and how the various components inter relate. 

C. PERSONNEL TRAINING 

Employee or volunteer members of public and pr ivate organizations having respon­
sibi 1 ity for delivery of emergency health services must be trained in, and held 
accountable for, administration of specialized emergency ca re and delivery of 
the victims of injury or acute illness to the appropriate med ical facility. Stan­
dards for training of persons involved in the EMS system include the following: 

1. Gene ral Public: All persons who may be called upon to render first aid, in­
c luding school children, should be given opportunities to learn the fundamen­
tals of first aid. The "Ame ri can Red Cross Standard First Aid and Personal 
Safety Course," i s su itable for this purpose, provid ing it includes 1 ife 
s upport (CPR) training. 

2. Law Enforcement and Fire Fighters: The "Crash In jury Management Course" is 
the recommended course of instruction for law enfo r cement officers and fire 

• 



-2 7-

fighters. Thi s course is designed to provide instruction in initial care for 
the victims prior to the ar_rival 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 i s designed to provide instruction in initial care for the v i ctims, 
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 I I I-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 i s designed to provide the minimum ac­
ceptab le level of performance and competence required of trained ambulance 
personnel. Paramedic training programs will be established subsequent to de­
velopment of standards and the passage of enabling legislation. A committee 
of the Personnel and Training Task Force of the Governor's EMS Adviso ry Coun­
cil has been appointed to develop criter ia for the training of advanced EMT-A's. 

5. Dispatchers: Personnel who are assigned responsibility for dispatching emer­
gency medical se rvices vehicles should, as a minimum, complete an "Emergency 
Medical Technician-Dispatcher Course" (to be developed). This course wi I 1 . 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
equate ly trained to provide, under standing orders, immediate care to all 
emergency patients rece ived in the facility. Special training programs for 
eme rg ency department nurses are being developed and wil 1 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 1 ife 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 s i ck, wounded, or otherwise incapacitated who are in need of 
emergency med i cal 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 Iowa ambulance specifications. (See Appendix 111-B.) 
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2, Ambulances should be equipped with al 1 equipment 1 isted in the current Iowa 
ambulance equipment list (see Appendix I I 1-C), which shal 1 include the cur­
rent Essential Equipment for Ambulances list provided by the Conmittee 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 
111-D). 

3. It is recommended that al I 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 shou ld 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 I I 1-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 

Ambulances and rescue units (or adequately equipped engine or truck companies) 
should be availab le to everyone residing within an EMS region. Seventy per­
cent of the population should be able to expect the first unit (ambulance or 
rescue) to arrive on the scene with in four to seven minutes after the call i s 
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 al I calls in urban areas and 20 minutes for al 1 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. COMMUNICAT IONS 

The State Emergency Medical Services Communications System (EMSCS) provides for 
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coordinated commun i cations between a ll components of the EMS System and provides 
standards for a ll 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 commun i cations links. The Communications System wi 11 typically 
have the following telecommunications links: 

1. Effic ient communi cations links between those who request emergency medical 
service and those who have or know the appropriate se rvice (reg i ona l EMS Cen­
tral Medical Emergency Dispatch (C-MED] centers). 

2. A two-way commun ications link between the C-MED Dispatchers and the EMT -A's 
ins i de ambulances and ERT's inside rescue units. 

3. A commun i cations lin k from the C-MED Dispatcher to personnel in hospital 
emergency departments. 

4. A two- way commun i cat ions link between the C-MED personnel and the personnel 
at local law enfo r cement communi cat ions center(s). 

5. A communicat ions 1 ink from EMT-A' s ins ide the ambu l ance to personnel in the 
hospital emergency department. 

6. A two-way communi cat i ons link between EMT-A's inside the ambulance and re>cve 
units and l aw enfo r cement personnel. 

7. A two - way communi cat ions link between EMT-A's inside the ambu l ance and per­
sonnel inside C-MED and hospitals during long-di stance transfer of pat i ents, 
in ter- and in tra - state . 

8. An ambulance-to-ambulance two-way voice commun i cat ions link . 

9. A two-way commun i cations li nk between hospita l personne l i n a regional/commu­
nity group ing. 

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

H. HOSPITAL FACILITIES 

Hospital emergency fac ili t ies should be available to deliver necessary emergency 
care to eve ryone in the State. To meet this goal, the following standards have 
been adopted. 

1. For each EMS Region , an Eme r gency Med ical Service Imp l ementation Plan will be de­
signed to assure that no c i tizen within the planning reg ion will be more than 
60 minutes from an emergency service that meets the standards of one of the 
four official categor ies. The 60-minute time frame sha ll 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 weathe r, 
difficult extr i cat i on problems, and other s imilar unplanned-for circumstances 
shal 1 not be included in this 60-minute time frame. 

2. Hospita l s that a re not r equired under a regional EMS Plan to possess communi­
ty eme rgency service capabilities shall, nevertheless, be required to main­
tain at l east bas i c resuscitation equipment and have staff proficient in it s 
use. 
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3. Hospitals shall not arbitrarily be required to mainta in a complete emergency 
room if under a regional EMS Implementation Plpn it would present duplicate 
or unneces s ary services. (A change in State Health Department rules and reg­
ulations wi 11 be required to implement this standard .) 

4. Highway hosp ital s igns may be placed in acco rdan ce with DOT guide} ines for 
all four (4) c lasses of categorized hospitals in the categorization schema 
idt'ntifyinq their location. All s uch hospitals will be advised of the avail­
ubility of highway signs for their fa c ility. Signs may also be placed for 
hoc,pit<1l s not meeting the minimum categorization criteria if the hospital 
aqrc~c, lo provide physician availability within fifteen minutes of the arriv­
QJ of Lhc 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 e lapse before help could be obta ined . 

To apply f or a highway sign for a hospital not meeting min imum categorization 
criteria, the following procedure shal I be used: 

a. That each uncategorized hospital rece iving a hospital sign would agree to 
provide physician availability within 15 minutes of arrival of the patient 
if the cond ition 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 Iowa State Department of Health. 

d. That the Director of the EMS Section of ISDH will then indicate his ap­
proval by s igning the form, wi 11 obtain the signature of legal counsel 
for form approval, and wi 11 forward the signed agreement to the Iowa De­
partment of Transportation for process ing. 

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

a. Trauma (inc l uding burns and sp inal 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 fac i 1 ities shall identify appro­
priate faci 1 iti es outside their reg ion and adopt formal procedures for trans­
fer of patient to said facilities. 
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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. Identification of Deficiencies and Needs: Specific needs of the Iowa EMS Sys­
tem include the following: 

a. Program Management 

(1) EMS Focal Point: The Governor has designated the Iowa 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 wi 11 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 
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 Iowa. 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. 

c. 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 development 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 especially 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 wi 11 serve as medical advisors for EMS systems in their 
areas and who wi 11 rally support of their peers for EMS programs, especial-
ly critical care components. 

d . Man pOMe r 

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 24-
hour, ?-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. 

e. Training 

Designated as the lead agency for EMS activities at the state level, the Iowa 
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 trained within the scope of responsi­
bility, however, training must be coordinated to eliminate inconsistencies and 
differences in techniques. To reach that end, the state program must provide 
the assistance toward the development of the training program to adequately 
s erve the state's EMS needs. 

The s tate 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 
\vi11 pro vide initial and continuing education for EMS personnel appropriate 
to thei r roles on the EMS health care delivery team. There is a continuing 
need f or the state program to develop an evaluation mechanism for training 
p rograms to de termi ne which health professions or allied professions should 
be incl uded i n training, whether content or length of course should be revised, 
to dete rmine 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 Iowa 
State Department of Health s..upports the effort of the American Red Cross to 
train the general pub 1 ic 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 bus i ness, 
voids in the provision of ambulance services have been largely 
assumed by hospital- based ambulance services, public volunteers, 
or private ambu l ance services. Unlike the two- or three-person 
funeral home operation, the volunteer unit averages about 15 persons 
per unit whi l e the paid department usually requires eight persons 
per unit. This has, therefore, increased the number of personne l 
required 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 Iowa are volunteers 
and the units they staff experience a turnover rate of approximately 
20 percent per year. Because of 1o.v salaries paid to ambulance 
personnel as compared with other types of al lied health personnef, 
a significantly large turnover is experienced. Even within the fire 
service, s ignifi cant turnover is experienced because of promotion 
and/or transfer within the department. 

Continued statewide coordination of the EMT-A training program is 
needed to prov ide the number of trained pe rsonne 1 required to 
properly man the ambulances in Iowa. 

(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 
certified 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 I. V.s, defibri11ate, and intubate. With the passage of 
such legislation, State Health Department staff must be avai 1able 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 Fi re Fighter 
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The increased abi1 ity of EMT-A's to provide emergency care has made 
some 1aw enforcement officers and fire fighters aware of the need for 
additiona1 training. Although the Department of PUblic Safety has 
adopted the Crash Injury Management Course, in most cases the loca1 
1aw inforcement officer and fire fighters have not received this training. 
The Crash Injury Management course is avai I able to al1 law enforcement 
officers and fire fighters. 

(4) Dispatchers 

(a) The Central Medica1 Emergency Dispatch (C-MED) centers to be es­
tablished in accordance with the State EMS Communications System 
(EMSCS) Plan wi 11 require operation by trained dispatchers. A 
C-MED Dispatch Training Course needs to be developed and provided 
to an estimated 100 dispatchers. 

(S) Emergency Department Personnel 

There is a need to coordinate the provision of continuing education 
courses for emergency department physicians and nurses designed to 
supplement existing professiona l training in emergency care. There is 
further need to coordinate the resources of University Medica1 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 col 1eges of medicine . 

(7) Training Program Administration 

(a) Development and implementation of these training programs will re­
quire additional staff at the state 1eve1 for statew ide coordination 
and supervision . 

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

f. Corrmunications 

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 comnunication systems have 
been identifed. These problems are: 

(1) There are a variety of methods of requesting emergency assistance in Iowa, 
often leading to uncertainty and de1ay which can resu1t in unnecessary 
suffering and death . 

(2) Mu1tip1e requests from severa1 citizens to different services result in 
duplicated emergency vehicle response to the same incident. 

( 3) There is inadequate hospital-to-ambulance communication capability in 
most communities. This provides I ittle 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 State 
illustrates 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 Conmunica­
tions Plan. There is also a need to develop objective criteria for the 
assigning of priorities for areawide conmunications system implementation 
by granter organizations. 

g. 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 tern. 

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 
multi-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. 

h. Faci 1 i ties 

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 life support services. Specific 
standards established for categorization of a given type wi 11 define the 
equipment, personnel, training and organization necessary to delivery of thi s 
type of ca re. 

There is a need for regional EMS planning councils to develop as a compone nt 
of their regional EMS systems a plan for establishment of categorized hospi- 1 
tal emergency departments in sufficient locations to adequately provide ini-
tial and definitive care for all types of medical emergencies where re alisti-
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cally viabl e . There is a need to design at the state level mechanisms for 
encouraging interfaci lity 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. 

1. Critical Care Unit s 

There is a need to e s tablish criteria and identify the institutions and pro­
grams both within Iowa 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 interfaci 1 ity 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 util jzation 
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. 

j. Public Safety Agencies 

There is a need to develop a coordinated approach for effective utilization 
of such publi c safety agencies as pol ice, fire, and civil defense in stan­
dard EMS and di sast e r 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 f o r adequate emergency service, and review of existing 
mutual-aid agreement s 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 
wh en these agencies may answer to different government authorities. 

k. Con s ume r Participation 

Th e State EMS Program has a need to deve lop as part of its total EMS system 
t he involvement of consumers a s well as EMS health providers and local govern­
ment officials in planning and policy-making. There is a need to develop 
procedures for e nsuring consumer participation in the formulation of policy 
at s tate , reg ional and local l e vels. Such procedures should ensure val id 
geog ra phical re presentation and should be standardized for application 
th roughout the State . 

1. Access ibility to Care 

Of s pecial importance i s the need for ensuring access ibi 1 ity to transient, 
impove ri shed, and high-ri s k groups. The State EMS Program must develop pro-



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. 

m. 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. 

n. Standardized Patient Record-Keeping 

There is a need for Iowa to develop as part of its total EMS system standard­
ized reporting forms that can be used in al 1 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 unti 1 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. 

o. 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 Iowa 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 wi 11 cause 
an overall upgrading in the delivery of EMS care for al 1 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. If this is not done, the public wi 11 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. Eva1 uation 

Technical assistance must be provided by the State EMS Program in the devel ­
opment of independent eva1uation techniques for i mproving the EMS programs 
within the State. Standardized evaluation techniques need to be developed 
for app1ication in a11 EMS regions of the State. Techniques must be developed 
not on1y for eva1uation of EMS Programs throughout the State but also to 
evaluate the effect of the EMS System on the patient from entry until dis­
charge. 

q. 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 formu1ated between participating agencies concerned with pro­
viding EMS in a disaster- stricken area. The State Emergency Medical Prog ram 
must ensure the inclusion of EMS systems disaste r plans within the State and 
regional civi 1 defense plan. Also inter-region agreements and interstate 
agreements shou l d be formalized under the auspices of civil defense disaster 
plans in Iowa and surrounding states . 

r. Mutual-Aid Agreements 

There is need for the forma1 ization of written mutua l-aid agreements between 
contiguous geographic regions, thereby establishing appropriate l inkages for 
provision of more efficient emergency care. Such agreements should cover the 
exchange of service coverage, communication linkages, 1icensure and certifi ­
cation and reimbursement (as appropriate). 

s . Leg i s 1 at ion 

lo...va does not have comprehensive emergency medical service legislation. Along 
with general legis1ation covering the operation of emergency vehicles with 
regard to sirens and lights, the on1y current 1egis1ation provides for: 

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

(2) Authorization for cities, counties, or county hospitals to operate or 
contract for ambulance services (368. 74; 332.3(23); 347.14(13) Iowa Code) . 

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

Several different versions of a bi11 governing operation of ambulances and 
training of ambulance personnel have been considered in the Iowa Legislature 
s ince 1971 but final passage of such legislation has not been forthcoming. 
Voluntary participation in the process of upgrading the ambulance system has 
been gratify ing. There are, however, clearly identifiable areas where 1ittle 
o r no progres s has been made, thereby i I lustrating the need for legislation 
i n this area. There is also need to obtain passage of advanced EMT-A legis­
lati on in order to facilitate development of advanced life support systems 
1n those areas potentially capable of providing this type of service. 

2. Coope ration and Coordinati on Requirements. The State EMS Program recognizes the 
need for coordination and cooperation of agencies at all 1evels concerned with 
the planning and delivery of emergency medical services. Attainment of the goals 
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of the Iowa 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, 
imp l ementation, 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 Iowa cross the borders of the 
contiguous states of Minnesota, Wisconsin, 11 l inois, 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 fu l lest possible extent in protectioA 
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
p rove EMS systems in Iowa: 

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 (Iowa) 
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 
Fi re Service Extension - IONa State University 
Health Systems Agencies 
Law Enforcement Administrators Telecommunications Advisory Committee 
Iowa Ambulance and Rescue Association 
Iowa Firemen 1 s Association 
Iowa Department of Public Safety 
Iowa Department of Transportation 
Iowa Heart Association 
Iowa Highway Patrol 
Iowa Hospital Association 
Iowa Medical Society 
Iowa Nurses Association 
Iowa Office of Planning and Programming 
Iowa Regional Medical Program 
IONa Society of Osteopathic Physicians and Surgeons 
Iowa 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 Iowa School of Medicine 
U.S. Department of Hea l t h, Education, and Welfare 
U.S . Department of Transportation 

• 

Coordinative relationships need to be estab li shed with the new Hea lth Systems 
Agencies currently being developed in accordance with the National Health Planning 
and Resource Development Act of 1974. In addition, regional inputs wil 1 be ob­
tained through the statew i de EMS Development Group and r eg ional EMS Councils as 
they are estab li shed . Input wi ll be at three di st inct leve l s of detail and in­
volvement as fol lows : 

(a) First Level - Governor's EMS Advisory Counci I and its Task Forces. Partici­
pants at this level wi ll work directly with Hea lth Department and Office of 
Planning and Programming staffs and consu ltant s to provide the proper per­
spective for program needs and requ irements. Th e EMS Advisory Council and 
Task Force members wi 11 review all program materials, contribute to their 
revis i on, and actively solicit additional provider and consumer involvement. 

(b) Second Level - EMS Development Group. The Development Group wi 11 play a key 
role by prov i ding input to the Council and it s Task Forces regarding plan 
implementation. The group wi 11 a l so serve in a 1 iai son capacity with r egion­
al and areawide EMS Advisory Councils regarding the State EMS Program. 

(c) Third Leve l - Regiona l EMS Counci I Review. Following designation of EMS 
regions and establishment of EMS Councils, proposed drafts of State EMS 
Programs and proposed Standa rd s wi I l be s ubmitted to regional EMS Councils 
for review and comments . This shoul d a ll ow reg ional groups opportunity fo r 
input into suggested State EMS functions. Ex tensive provider and consumer 
involvement i s judged a c ri t ical element in the program development process. 

I t is believed that these th ree levels wi 11 prov ide the required and needed 
provider-consumer involvement . Profess ional involvement and input wi II be 
actively solicited at all three levels of activity. 

In the development of the State EMS Program, Advisory Counci 1 respons i bi li­
ties wi 11 be: 

(a) Prov i de advice and leadership to State Health Department staff on the 
overall organization and deve l opment 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) Prov i de comment and recommendations on Program Proposa l s. 

(d) In conjunction with staff, review comments and recommendations from var­
ious groups and recommend revisions in p rogram content based on the 
comments received as assessed against estab li shed Advisory Counci I phi los ­
ophy, principles, and pol i cies . 

(e ) The Advisory Council wi 11 establ ish procedures for regularly informing 
interested groups of the program ' s progress. 

(f) Following approval of proposed p rog ram segments by the Adv i so ry Council, 
the Public Information and Education Task Force wi 11 provide leadership 
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in obtaining public understanding of program goals and recommen--dations. 

State Health Department staff wi 11 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 Iowa State Health Department EMS Program. The Health Systems Agencies 
for the respective EMS Regions will facilitate EMS planning activities and wi 11 
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, mutua]­
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 Iowa 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 
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of system operations. 

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

b. Regionalization 
The establishment of viable EMS regions within the State, geograph­
ically delineated by existing patterns of patient flo.v and able to 
serve 95 per cent of the area's EMS needs. 

c. 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 
stat e and region al level and to rally support of their peers for 
EMS programs with emphasis on critical care patient needs. 

d. Manpower 

The provision of s ufficient EMS manpower coverage throughout the 
State for both basic and advanced life support programs on a 24-hour, 
seven-day week basis within the se rvice areas of the State. 

e . Training 

The development and prov1s1on of training programs for a?I level s of 
health professionals and aux ii iary personnel engaged in emergency 
med i cine including first responders, EMS communication dispatchers, 
emergency and spec ialty physicians, emergency department and critical 
care unit nurses, emergency medica l technicians-ambulance, emergency 
rescue technicians, and emergency medical technicians-paramedics, 
utilizing all educat ional resources available from existing academic 
programs . 

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

g. Transportation 
Provide for a sufficient number of EMS vehicles (including Emergency 
Ambulances, Rescue Vehicles, Non-Emergency (transfer) Ambulances, 
and special Criti cal Ca re Transfer Units) which are adequately dis ­
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. 

h. Hospital Faci Ii ties 
To ensure an adequate number of eas ily 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. 

i . Cr i t i ca 1 Ca re Uni t 
To ensure an adequate number of critical care units by patient cate­
gory readily accessible to al I persons in the State in need of such 
care. 

• 
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j. Pub1 ic 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 
Development of mechanisms for ensuring consumer participation in 
development, implementation and review of State and Regional EMS 
Systems and their components. 

1. Accessibility to Care 
To ensure the availability of emergency care to al 1 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 1 inkages 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 legi s lation establishing minimum standards 
for ambulance services and personnel; to obtain passage of paramedic 
legislation in order to faci 1 itate development of advanced 1 ife-
s uppo rt sys terns. 

3. Specific Objectives 

a. Program Management 
(1) By January 31, 1976 conduc t a revi ew re lative to the fun c ti ons o f t he 
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Iowa State Department of Health, Section of EMS, as the lead agency for 
a11 EMS Activities. 

(2) By June 30, 1976 faci1 itate the provision of adequate staff to the Iowa 
State Department of Health, Section of EMS to enable it to fulfill its role 
as the lead agency for al 1 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) Estab1 ish specific State Health 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 
Adv i so ry Co un c i 1 . ( On go i n g. ) 

b . Reg i on a 1 i z a t i on 

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

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 life-support programs 
on a 24-hour, 7-day a week basis within the serv i ce 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 regiona l 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. Training 

(1) By June 30, 1976 develop a Training Component Model which wi l I 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. 

f. 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 Apri 1 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 
accoraance with the State EMS Communications Plan. 

g. 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. 

h. Hospital Facilities 

(1) By December 31, 1975 facilitate continuing 
mentation of the categorization process. 

• rev I ew, • • rev Is I on, and imple-

• 

(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 distribution of categorized emergency 
medical service facilities which collectively provide total patient care 
requirements and which will place all persons in Iowa 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. 

i . Cr i ti ca 1 Ca re Uni ts 
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(1) By June 30, 1976 assess cr itica l ca re capac ity ex i sting in the State by 
patient category. 

(2) By June 30, 1976 develop standards for spec i a li zed I. C.U. veh i cles and 
equipment utilized in transportation of cr iti ca ll y ill or injured pat ients . 

(3) By June 30, 1976 estab l ish a mechanisms for the c reation of mutua l- aid 
agreements to ensure that critica l care se rvices are provided across 
geographical and political boundaries. 

j. Public Safety Agencies 

(1) to cont inue to integrate public safe ty agenc i es 1n the tota l EMS system. 
(ongoing.) 

(2) By December 31, 1975 develop coo r dinat i ve procedures for utili zat ion of 
pub li c safety agencies in Standa rd EMS and Disaster Operat ing Procedures. 

k. Consume r Participat ion 

(1) By January 31, 1976 develop mechanisms fo r consumer participation in 
formulation of EMS pol i cy at State , Regional, and Local Leve l s . 

(2) By December 31, 1975 deve lop ongoing educational program to ed ucate both 
EMS consumers and providers as to the need for their involvement in the 
development of l ocal and regional EMS systems . 

1. Accessibility to Care 

By June 30, 1976 develop procedures for monitoring EMS systems wi thin the 
State to ensure that services are provided witho ut prior inquiry as to ability 
to 

m. Transfer of Patients 

By March 31, 1976 develop mechanisms and guidelines for coordinating transfer 
of patients in such a man ner as to ensure continuity of care in fac ilitating 
the maximum recovery of the patient. 

n. Standardized Patient Record-Keeping 

Immediate Objective: 

By June 30, 1976 develop an implement standard ized reporting form models to 
facilitate evaluation of pat ient care from entry into the EMS system until 
discharge. 

Long- Range Objectives: 

(1) By June 30, 1977 i mp lement standa rdized report ing forms statewide . 

(2) By June 30, 1977 coordinate the estab li shment of a cent ralized EMS data 
co ll ection and process ing system . 

o . Public Information and Education 

• 
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(1) By December 31, 1975 coordi nate statew ide program for dissemination of EMS 
information to the citizens of Iowa. -

(2) By June 30, 1976 estab li sh guidel ines for the development of local EMS 
education programs 

p. Evaluation 

By March 31, 1976 develop standardized eva luation techniques for application 
at state and regional l eve l s. 

q. Disaster Linkages 

(1) By April 30, 1976 develop procedures for inclusion o f EMS System Activities 
Within State and Reg ional Civi 1 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, 19 76 develop mechanisms for establishing mutua l aid linkages with 
contiguous areas fo r EMS system components. 

s. Leg i s 1 at ion 

(1) By February 29 , 1976 faci li tate passage of acceptab l e EMS legislation 
providing for the li censing of ambulance services and the ce rtifying of 
ambulance pe rsonnel. 

(2) By February 29, 1976 revision of the Med i ca l Practice Act , Code of Iowa, 
to authorize t r ained EMT-A ' s to intubate, defibri llate , and administer 
drugs and IVs under a physician's superv i s ion . 

(3) By June 30, 1976 revise Iowa State Department rules relative to hospital 
1 icens i ng in order to allow hospitals to discont inue mai ntenance of a 
comp lete emergency department i f not provided for in Regional EMS Fac iliti es 
Utilization Plans and the categorization of Hospital Facilities report of 
the Gove rnor's EMS Advisory Counci 1. 

B. PROGRAM OBJECTIVE PRIORITY 

Immediate attention will be given to program management object i ves designed to 
establish operational procedures for the conduct of statewide and regiona l EMS 
programs. 

During fiscal year 1976, priority wil l be given to the establishment of coordinat ive 
mechanisms by which the State wi 11 provide the leadership and technical ass i stance 
in developing EMS Regions to meet the total EMS needs of the State. Components 
relating t o p rogram management, regiona li zation, physic i an and p rofessional in-
put, public information and education, and legislation wil l be extensively devel­
oped in order to create the environment for the implementation of EMS systems 
during succeeding fiscal years. At the same time all phases of EMS training will 
be given top priority on a statewide basis to assure the availabi l ity of trained 

I 
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personnel statewide . High priority wi I I also be devoted toward implementation of 
the State EMS Communications Plan, refinement of the emergency facility categori­
zation process, an inventory of critica l care capac ity, and development of patient 
transfer mechanisms. Development of specific Health Department functions fo r the 
remaining components wi II also be addressed with implementation of these functions 
scheduled for subsequent fisca l year periods. 



V. PROGRAM IMPLEMENTATION 

A. INTRODUCTION -
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 Iowa 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 Iowa State Department of Health and the Governor's EMS Advisory Council. 

Each regional system wi 11 provide for irrmediate, easily attainable citizen access 
to Regional Central Medical Emergency Dispatch Centers which wi 11 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 wi 11 be iden­
tified by specific patient categories and methods of emergency transfer will be 
developed. 

Al 1 persons employed in the EMS delivery system wi 11 be trained within their 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-



-so-

nication Plan and wi 11 provide adequate commun ication linkages between providers 
operating wi thin the system . Upon complet ion of the system a patient shou ld be 
able to expect immed ia te response and p rofessional - care while at the scene, en 
route to, and in the emergency facility. 

A person involved in an auto c rash shou ld be able t o expect an ambulance or res ­
cue unit to arrive on the scene within a few min utes after the person detecting 
the crash notif ies the central dispatch point (C -MED) . 

The first crew to arr i ve (either trained ambulance or rescue unit person nel ) wi 11 
provide any li fesav in g ca re needed. Voice contact wil I be made with the appro­
priate hosp i tal eme rgency department to announce the es timated arrival time and 
provide patient data and v ital signs . Care will continue to be provided en route 
to the emergency department as voice contact i s ma intained as req uired. The 
C- ME D dispatcher will coo rdinat e any additional communications that may be required . 

Upon ar r ival at the categorized eme r gency department, initial medical care wi II be 
p rovided. Shou l d transfe r to another facility be require d in order to provide 
the patient with more definitive ca re, the pat ient will be transferred by ambu­
lance, Criti cal Ca r e Transfer Unit, or air in accordance with standards and cri­
teria estab l ished by the EMS Plan for the region. 

Therefore, when the implementation of this Plan i s comp leted , the State of Iowa 
wil I have an emergency care system that wi ll: 

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

2 . Sustain and prolong l ife through prope r emergency med i ca l care measu res, 
both at the scene and in t ransit. 

3. Provide the coordination, transportation, and communicat ions necessa r y to 
bring the s i ck and in ju red and def initive med ical care together in the 
shortest practicab le time without s i mu ltaneous l y creat ing additional 
hazards . 

B. DESCRIPTION OF METHODO LOGY FOR ACH IE VEMENT OF SPECIFIC OBJECTIVES 

Program Management. 

1.0 By January 1, 1976 conduct review relative to the functions of the Iowa 
State Department of Health, Section of Emergency Med ica l Services , as the 
lead agency for al I EMS activities . 

Milestones: 

1 .1 By Octobe r 31, 1975 determine the areas of deficiencies existing r e la­
tive to the prov i sion of technica l and coordinative assistance by the 
State Department of Health to regional EMS Programs. 

1 .2 By November 15, 1975 determine program needs of the Sect ion acco r di ng 
to areas of deficiencies. 

1.3 By November 30, 1975 develop a d raft of comprehens i ve prog r am needs, 
identifying potential sources of funding for presentati on to the 
Commiss ioner of Public Health. 
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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 Iowa State 
Department of Health, Section of Emergency Medical Services to enable it to 
fulfill its role as the lead agency for all State EMS activities. 

Milestones: 

2.1 By November 15, 1975 identify staff needs for the Iowa State Department 
of Health, Section of Emergency Medica l 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 subm it 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 spec ifi c State Health Department services rela­
tive to grants management functions for State and Regional EMS programs. 

' 

Milestones: 

3. 1 By January 31, 1976 ident ify funding resources available to each 
EMS region. 

3.2 By January 31, 1976 distribute g rant 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 wi th Health Department fiscal 
staff regarding staffing needs to provide grants management functions. 

4.0 Establish specif i c State Health Department serv i ces relative to components 
requ ired of Comprehensive Emergency Medical Service Systems. (Ongoing -
see specif ic 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 Jun e 30, 1976 establish viable Emergency Medical Service Regions for the 
S t a t e o f I ow a . 
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M i l es tones : 

6. 1 By August 21, 1975 delineate geographical boundaries for the establish­
ment of EMS Regions for the State of Iowa. 

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 meeti ngs 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 estab lish guidelines for structure, appoint 
operati ng procedures and bylaws committee, 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 by­
laws establ i shing formal EMS council structure. 

6.3 By January 31, 1976 estab li sh 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 cyc le. 

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

Physician and Other Professional Input. 

7.0 By November 30, 1975 identify and establ i sh physician consultants for emer­
gency medical service programs in each EMS Region of the State. 

• 



Milestones: 

7. 1 By October 31, 1975 id~ntify 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 

8.2 

8.3 

Manpower. 

By November 31, 1975 provide for the establishment of a Statewide Phy­
sician Advisory Corrrnittee 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. 

• 

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. 

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

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 requirements. 

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). 
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Mi 1 es tones: 

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 24-hour emergency departemnt physician coverage. 

Mi !es tones: 

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 progres~ 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. 

Milestones: 

1 3. 1 By February 29, 1976 inventory existing • • tra1n1ng 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). 
Milestones: 

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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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 -program. 

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

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

Milestones: 

15. 1 By September 30, 1976 train 1000 EMT-A ambulance personnel utilizing 
the Basic EMT-A Training Course through the Area Colleges. 

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

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

15.4 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 Iowa and Hoover Health Planning Areas. 

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

15.6 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. 

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

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

15.9 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). 

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, defibrillate, and intubate patients when EMT-A's are 
in direct communication with a physician. 

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

Milestones: 

16. 1 By August 15, 1975 contract with University of Creighton for the de­
velopment and presentation of short courses and seminars for emer­
gency department personnel and advanced EMT-A's in western Iowa. 
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16.2 By September 30, 1975 work with the University of Iowa in developing 
a program for the presentation of sho rt courses and seminars for emer­
gency department personnel and advanced EMT-A's in Easte rn and Central 
Iowa. 

16.3 By October 31, 1975 establish subcomm ittees 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 ide ntify educational institutions capable of providing 
required training programs. 

16.6 Estab li sh 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 Apri 1 30, 1976 rev iew the pol icy 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. 

17.7 By June 30, 1976 assist r eg ional EMS Councils with identifying imple­
menting agencies and funding sources. 

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. 

Milestones: 

18. 1 By October 31, 1975 provide grants-in-aid as are available to the Cen­
tral Iowa and Hoover Health Planning Areas for implementation of area 
commun i cat ion systems in accordance with the State EMS Communications 
Plan. 



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

-
18.3 By March 31, 1976 provide technical assistance through completion of 

systems testing for Phase I I of the Hoover Project. 

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

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

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

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

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

Transportation. 

22.0 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 cal ls 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. 

Hospital Facilities. 

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

Milestones: 

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. 

24.0 By March 31, 1976 develop and distribute to the Regional EMS Councils a 
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Health Facilities St andards and Di st ribution Pl anning Guide to be used as a 
p l ann i ng mechanism for determining prope r dist ribution of catego rized emer­
gency medical service facil iti es which collect i vely provide total patient 
ca re requirement s and wh i ch wi ll place a ll persons within 60 minutes of a 
catego ri zed hospital after the dispatch of an ambu lance. 

Milestones: 

24. 1 By December 31, 1975 develop standards and distribution planning guide . 

24.2 By January 31, 1976 obtain approval of the Hea lth Faciliti es Standards 
and Distribution Planning Guide by the Gove rnor' s EMS Advisory Counc il. 

24.3 By March 31, 1976 di st ribute the gu ide to the regional EMS Councils. 

25.0 By June 30, 1976 estab li sh the reg ional EMS Counc il s as the identified eme r­
gency faci 1 ity planning bodies in each region of the State. 

Mi 1 es tones : 

25. 1 By January 31, 1976 ass i st each region with estab li sh ing a hospital 
emergency facility adviso ry committee as part of its EMS Council. 

25.2 By June 30, 1976 each regional EMS Council shall have comp leted an 
emergency department faci l it ies se rvi ces distribution plan wh ich shall 
identify the categories, numbers, and locations of hosp ita l emergency 
departments necessary to meet the needs of the reg ion. 

26.0 By June 30, 1976 estab l ish a mechanism for ensuring inte rfaci l it y coordi ­
nat ion formalized by written agreements within and contiguous to each EMS 
Reg ion of the State. 

Critical Care Units . 

27.0 By June 30, 1976 assess c rit ical care capacity ex i st ing in the State by pa­
tient category. 

Milestones: 

27. 1 By November 30, 1975 deve lop survey inst rumen t f o r identification of 
institution and programs that have c ri tical care capacity . 

27.2 By November 30, 1975 i dent ify organizat ion to su rvey and categorize 
critical care units acco rding to patient category . 

27.3 By January 31, 1976 establish criteria for cr iti cal care units by 
patient catego ry. 

27.4 By March 31 , 1976 complete a survey of those in stit ut ions capab l e of 
assuming l ead responsibilities fo r cr i tical ca re capac i t ies by specif­
ic patient catego ri es. 

27.5 By June 30, 1976 make survey resu l ts available to regional EMS p l an­
ning councils. 

28.0 By Jun e 30, 1976 develop standards for spec ialized ICU veh icles and equip­
ment utilized in transportation of critically i 11 or injured patients. 
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Milestones: 

28. 1 By March 31, 1976 idenLify 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. 

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

Milestones: 

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. 

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

Milestones: 

31.1 By November 30, 1975 identify public safety agencies at the state 
l evel 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 By January 31, 1976 develop mechanisms for encouraging consumer participa­
tion in formulation of EMS policy at state, regional, and local l eve ls. 

Milestones: 

32.1 By November 30, 1975 determine adequacy of existing consumer rep re­
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. 

33.0 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. 

Milestones: 

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 Hea1th Education Section of the 
State Hea1th Department to discuss methods for disseminating informa­
tion and materia1s 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 se rvices are provided without prior inquiry as to 
ability to pay. 

Milestones: 

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 serv i ces are provided 
without prior inquiry as to ability to pay. 

34.3 By June 30, 1976 conduct initial survey determin ing 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 faci 1i ­
tating the maximum recovery of the patient. 

Mi1estones: 

35. 1 By December 31, 1975 deve1op standards for transfer of emergent pa­
tients in the EMS System. 

35.2 By January 31, 1976 identify facilities within Iowa 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 Iowa Hospital Association sponsored EMS data systems 
project. 

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

36.4 By March 15, 1976 finalize form format. 

36.5 By June 30, 1976 print and distribute final fo-m format to reg ional 
EMS Council s for pilot application in their a reas. 

(Long-range objectives - methodologies to be developed in annual 
revision s 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 Iowa. 

Mi 1 es tones : 

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

39.2 By December 31, 1975 implement an outreach campaign introduc ing 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 awarenes s of the public concerning 
access to EMS sys tems and their utilization. 

40.0 By June 30, 1976 establish guidelines for the development of local EMS edu­
cation programs. 

Mil estones: 

40. 1 By Apri 1 30, 1976 develop recommended guidelines and criteria to cover 
the entire spect rum of EMS information and education which local EMS 
Councils can adapt to meet their specif i c 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 eva luation techniques for application 
at state and regional levels . 

Mil estones : 

41.1 By January 31, 1976 develop cr ite ri a for evaluation of EMS programs. 

41. 2 By February 29, 1976 ident ify eva luato rs who wou ld be capable of per-
forming ongoing eval uat i ons of s tate and regional EMS programs. 

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

Disaster Linkages . 
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42.0 By April 30, 1976 deve lop procedures for inclusion of EMS System Di saste r 
activities within State and Regional Civil Defense Programs. 

Mil estones: 

42. 1 By November 30, 1975 ident ify organizat ions throughout the State respon­
sib le for disaster planning coord in ation. 

42.2 By December 31, 1975 review emergency disaster plans at state level for 
compatabi lity and completeness with regard to EMS Prog ram. 

42.3 By February 29, 1976 coordinate deve l opment of d i saster linkages in 
EMS r egions of the State through inte rface 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 
methodo logy see Description for Mutual Aids.) 

Mutual Aid. 

44.0 By June 30, 1976 develop mechanisms for establ i sh ing mutual aid linkages 
with contiguous areas for EMS system components . 

Milestones: 

44. 1 By November 30, 1975 study factors having adverse effects upon pro­
vision of mutual aid agreement. 

44.2 By December 31 , 1975 ident i fy areas where mutual aids are needed. 

44.3 By February 29, 1976 develop procedures for ensuring that agreements 
are written, s igned by authorized i ndividuals, reviewed, and revised 
if necessary annually. 

44.4 By June 30, 1976 implement comprehensive system of mutual aid agree­
ments by category in al l r eg ions of the State . 

Leg i slation. 

45.0 By February 29 , 1976 f aci litate passage of acceptab le EMS legislation pro­
vid ing for the licensing of ambulance services and the cert ify in g of ambu­
lance personne l. 

Milestones: 

45. 1 By September 30, 1975 deve l op regional i nformation and education pro­
gram for presentation at regional meetings throughout the State con­
cerning the need for ambulance standards and trained personne l . 

45.2 By December 31, 1970 conduct s i x to eight regional meetings throughout 
State, acquainting consumers and prov i ders alike with the need for 
such legislation . 



45.3 By February 28, 1976 conduct a series of briefings for legislators 
regarding results of the public meeting s . -

46.0 By February 29, 1976 facilitate rev ision of the Medical Practice Act, Code of 
Iowa, to authorize trained EMT-A's to intubate, defibrillate, and administer 
drugs and IV's under a physician's s upervi s ion. 

Mi 1 es tones: 

46. 1 By December 31, 1975 meet with the Iowa State Medical Society and the 
Iowa State Department of Health to gain the support of those bodies 
for the proposed legislation. 

46.2 By February 29, 1976 brief key legislators concerning the proposed 
legislation. 

47.0 By June 30, 1976 revise Iowa 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 Divi s ion to discus s 
incorporation of the proposed change in departmental rules. 

47.2 By December 31, 1975 meet with the Iowa 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 VI I and VI 11 (Program Resources and Commitment Summaries). Staff pri­
marily responsible for program implementation will be provided by the Iowa 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 a11 activities concerned 
with coordination of the State EMS Training Program. The Administrative Services 
Unit wi11 be responsible for project monitoring and grants management functions. 
Supporting serv ices to the Section will be provided by the Iowa State Department 
of Health' s Section of Health Education, the Fi sca l Divi s ion and the Personnel 
Office. 

The Communications Division of the Department of General Service wi 11 be responsible 
for providing technical assistance in the implementation of the communications com­
ponent of the Plan. The Iowa Office of Planning and Programming through the Hi gh­
way Safety Program will provide administrative review functions for those EMS com­
ponents having an impact on reduction of accidental deaths and in ju ries resulting 
from highway accidents . The Iowa State Office of Comprehensive Health Planning 
will provide technical assistance in integrating emergency medical se rvice 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 wi 11 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 wi 1 l be engaged to conduct research outlined in the work 
program. The Governor's Emergency Medical Services Advisory Council and its Task 
Forces wi 11 furnish provider and consumer input during all phases of program im­
plementation. The EMS Development Group wil 1 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 avai !ability of funds 
through October 31, 1976. Implementation of those activities scheduled for com­
pletion subsequent to that date are subject to the avai !ability of continued 
funding. 



VI. PROGRAM IMPLEMENTATION SCHEDULE 
FI s CAL YE AR 19 76 I I I FY I FY I FY I FY 

MILESTONE 
t>,CTlON II 

1 . 0 

1 . 1 

1 . 2 

1 • 3 

1. 4 

1.5 

2.0 

2 . I 

2.2 

2.3 

2.4 

3.0 

O::.JECT IVE (b.l MILESTONE ( X) ACTION STEP ( x) 

voGJAM MANAGTME~T .,,----,-- ~ yanuary 3 ,976 conduct a revie~-1 relatrve to the functions of the Iowa 
State Department of Health, Section of Emergency Medical Services; as the l ead 
agency for all EMS activities. 

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. 

By November 15, 1975 analyze program needs of the Section according to areas 
of deficiencies. 

By November 30, 1975 develop a draft of comprehensive program needs, identi­
fying potential sources of funding for presentation to the Corn~issioner of 
Pub l i c Heal th. 

By December 22, 1975 submit the draft of program needs to the Governor's EMS 
Advisory Counci 1 for review and comment. 

By January 31, 1976 present a final draft of program needs to the Commissioner 
of Public Health. 

By June 30, 1976 facilitate the prov1s1on of adequate staff to the lovJa State 
Department of Health, Section of Emergency Medical Services to fulfill its role 
as the lead agency for all State EMS activities. 

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

By November 30, 1975 prepare a proposal for funding program staff to be sub­
mitted as a supplemental Sta t e appropriations request for fiscal year 1977. 

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

Recruit and train new State EMS staff personnel according to funding made 
available through State and federa l appropriations. (Ongoing.) 
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By June 30, 1976 establ'.sh specific State Hea~th Department services relative to l I I I j I I ' I I I l\ 
grants managemenl functions for StatP and regional EMS programs. I 

-

I 
0°' 
V, 

I 



-
-
-
: -

~
-
+

-
-
-
-
-

-,,.--
t--

-
<l 

<! 

u
z
:,_

_
, _

_
_

 _ 
J. -

-
-
-

-
4

-
-

~ 

;:; 
;:; 

m
~

 

:i 
~1 

J -~
 



8'1 Auqu-.\. 2\. \<)75 del\n("o\c •1eoqroph T c:, 
EM'o, rcq\on~ 1 ,r the 'il.ate of Iowa, 

Sy July 25. 1"37S c.onduc.\. c.onfercnc.e-. w\1,.h input qroup'!i. re\ot,ve lO r,,.opo,;cd 
qe·:>qra,ph\c.al boundar\e,. for [.M':. re<]iOn'!i. 

Sy Jul'f 31. \<)7S develop ond r<:fln<: .-,1\ ... .-n,,tlv.- propo•;:.I for (MS r<:"ql<>n-5, 

Sy J3nu.'lr'f )1, 1976 e,t.-.bl\,h vl:-,b\., EM':. Councl I-; In r1e'!i.i9n11tf'"d EMS ,.~•qlons 

By A.ugu .. t 15,. 1<)75 ••t ,,,Ith EM'i. O.-v•lopm<,nt C.roup to infor-m m"'mt,..,,-,. of .-..,qlon­
"'\~"t;n,:zln,:m•Hc""i.,,\'"' oht.,ln p,-.r1I ipatlt,n ,.nd ,.,.,11:t<lnC.!II ln lmplcm.-ntlnq lhf'" 

V1 . PROGRAM tHPLEM ENT ATI ON SC HEDUL E 

~~~~6!D~E OBJ ECTIVE (~) HILE2_TQ!:!Ll!_l ACTIOt~ STEP ( x) 

By September 30, 1975 make final boundary adjustments and info rm pub] ic of des­
ignated EMS regions. 

2.3 By October 31, 1975 meet with respective areawide [ HS Councils to revie1-1 re­
gionalization for1T1at and select representatives to attend organizational 
meetings for respective EMS regions. 

2.4 By Novembe r 30, 1975 conduct organizational meeting for respective EMS regions 
in order to establish guidelines for organization, including requirements for 
physician input, and elect telTlpOrary 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 
comrni ttee . and appoint nOf'linat ing corrmi ttee. 

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 Counci 1. structure. 

6. 3 By January 31, 1976 est ab I ish pol icy and procedures guide] ines for regional im­
plementation of EMS prograMs. 

6.4 By March 3 1 , 1976 assist [HS 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 fo r 1977 fisc a l year funding cycle. 

6.5 By June 30, 1976 each EMS Planning Region shalt have completed a regional EMS 
plan. 

PHYSICIAN MO OTHER PROFESSIONAL INPUT 

7.0 By November 30, 1975 identify and estab l ish physician consultants for eme r gency 
-- medical service programs i n each EMS region of t he State. 

7-1 By October 31, 1975 identify physicians i n each of the EMS regions to serve as 
physician consu I tant for their respective regions. 

7.2 By Novembe r 30, 1975 hold the first of a ser i es of confe rences between the 
Regional EMS Physician's Consultant and the Chai rman of GEMSAC. 

7-3 By November 30, 1975 conduct the firs t of the se r ies of Regional EMS Council 
Organizational Meetings with the Physician Consult ant i n attendance. 

8.0 By J anuary 31, 1976 p rovide for phys i cian d irect ion o f essen t i a l cl i n i ca l a s ­
-- pects of State and regional EMS systems development re la t ing to c r itical ca r e 

patient categories. 

t--t---t-t-+--t• ,- ~ 
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VI PROGRAM IMPLEMENTATI ON SCHEDULE 

MILESTONE 
~CTI ON II O•.:JECTIVE (D.) MI LESTONE (X) ACT I ON STEP { x_) 

8.1 By November 30, 1975 provide for the establishment of a Statevlide Physician 
Advisory Committee to assist the Hospital Emergency Facilities Tas·k Force of th, 
GEMSAC in addressing the State's critical care needs for the follm-1ing patient 
categories; trau~a, spinal cord injuries, heart attack and stroke. high-risk in· 
Fant and pregnancies, nuclear radiation disaster, poisonings. chemical dependen· 
cy including drug abuse and alcohol ism, psychiatric emergencies, and burns. 

8.2 

8.3 

9.0 

9. 1 

9.2 

9.3 

9.4 

10.0 

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. 

By January 31. 1976 establish criteria for the State's critical care needs. 
utilizing the recommendations of the Physician's Advisory Corrrni ttee. 

MANPOWER 

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, 
7 day-a-week basis within the service areas of the State. 

By October 31, 1975 d?velop criteria for measuring manpO\'ler requirements 

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

By January 31, 1976 modify criteria as required. 

By March 31, 1976 produce planning document for determining manpower require­
ments. 

FI s CA L YE AR 19 7 6 I I I I FY I FY I FY I FY 
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To continue statewide support of EMT-A, ERT, dispatcher, physician, nurse, and 
f irst responder training program (ongoing objective--discussed under Training 
Component). I I I I I I I I I I I I L.-~---~--- ---1-- ~ 

1 1 . 0 

11. 1 

11.2 

To encourage utilization of veterans of the Armed Forces vii th medical training 
and experience in State and regional EMS programs. (Ongoing.) 

By January 31, 1976 in cooperation wi t h the MEDIHC program of the Iowa State 
Health Department, update the survey of veterans employed by EMS providers 
t h roughout the State. 

Through the Public Information C Education Task Force acquaint the public with 
the value of utilization of veterans v1ith medically related experience in E11S 
positions. 

1 I 

1 
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VI. PROGRAM IMPLE MENTAT ION SCHEDULE 

MILESTONE 
~CTION II OBJECTIVE (~ ) MILESTONE ( X) ACTION STEP ( x l 

12 . 0 

1 2 . 1 

12.2 

1 2. 3 

By March 31, 1976 ensu re that at least one hospita l in each EMS region of the 
State has 24 - hour emergency department physician coverage. 

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

By January 31, 1976 for those regions not possessing at least one hosp i tal with] 
24-hour emergency coverage, ident ify facilities potentially capable of provid ing 
this function. 

By February 29, 1976 meet with those regions to encourage planning efforts to 
secure 24-hour physician cove rage in those hospitals identified as having this 
capability. 

12.4 By March 31, 1976 review progress made in upg rad i ng the above hosp i tals to pro­
vide 24-hou~ physician coverage. 

13.0 

1 3 . 1 

13.2 

13.3 

TRAINING 

By June 30, 1976 develop a Training Component Model which wi 11 Meet the State 
projected EMS manp01•1er needs. 

By February 29, 1976 inventory existing training programs. 

By February 29, 1976 determine adequacy o f existing training programs for meetin 
manpower needs. 

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

13.4 By May 31, 1976 identify inst i tutions capab le o f providing required t raining 
programs. 

13 . 5 By June 30, 1976 establish cont racts with above institutions to provide req ui red 
training programs. 

FISCAL YEAR 19761 I JFY , FY I FY , FY 
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X 

X 

1---x 

---1---t--1----1---+--+---+--1----+--+---4--x 

14 . o To co~tinue s t atewide c?o ~d ina t ive func t ion~ fo r ex isting EMT - A, ERT, Di s patche r i I I I I I I I I I I 16,. 
and f i rst responde r tra1n1ng p rograms (ongoing). 1 4--- ~---~--- •-

1 4. 1 By October 31, 1976 establish a part-time staff o f 12 persons to coordinate at 
the local level all EMS training p rograms t hat meet state c r ite r i a . t----+--+---+-X 
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VI. PROGRAM IMPLEMENTATION SCHEDULE 

MILESTONE 
ACTION# OBJECTIVE (b.) MILESTONE ( X ) ACTION STEP ( x) 

14. 2 

14.3 

15.0 

I 5. I 

15.2 

I 5. 3 

15.4 

15.5 

15.6 

15.7 

15.8 

15.9 

I 5. 1 0 

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. 

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

To continue statewide support of Basic EMT-A, ERT, Dispatcher, ano First Re­
sponder training programs (ongoing). 

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 uti I izing 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 Central Iowa 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 
~quipment Orientation and Crash Simulation Program for ambu l ance personnel re­
ceiving 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 area col leges. 

By September 30, 1976 train at least 500 fire fighters in Crash Injury Manage­
ment through the area colleges. 

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), ambu l ance supervisors (1), and regional training 
workshops (4). 

By June 30, 1976 develop an advanced EMT-A course, acceptable to the medical 
profession, which wi 1 l train selected EMT-A's to administer drugs and IV's. de-

FIS CAL YE AR 19 76 I FY I FY I FY I FY 
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VI. PROGRAM IMPLEMENTATION SCHEDULE 

MI LESTONE 
ACT I ON # 01:JECT I VE ( C.) MILESTONE ( X ) ACTION STEP ( x) 

FISCAL YEAR 19 76 I I IFYlFYIFY I FY 
JUL I AUG I SEP IOCT NOV DEC JAN FEB MAR APR MAY JUN '77 '_]_8 '79 '80 

1 5. 10 
(cont . ) 

16.0 

16. 1 

16.2 

16. 3 

16. 4 

16. 5 

16.6 

17.0 

l 7 . 1 

17.2 

1 7. 3 

fibrillate, and intubate oatients 1·1he11 EMT-As are ii" direct communication 1vith 

a physician. 

By June 30, 1976 coordinate statewide e~ergency physician, nurse, and advanced 
EMT-A continuing education prograMs. 

By August 15, 1975 contr-act 1-.Jith Creighton University for the development and 
presentation of short courses and seminars for emergency department personnel 
and advanced EMT-As in western Iowa. 

By September 30, 1975 wor~ ~ith the University of Iowa in developing a program 
for the pre$entation of short courses and seninars for emergency department 
personnel and advarced E.'1T-A's in eastern and central Iowa. 

--x 
I I I X 

I I I I I I X 

I' 

I 

I 
I 

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

1 I 1 
I )( 

I 

I 

By February 29, 1976 idertify additional training programs which must be estab­
established for r eeting ~~~rgency depart~ent and advanced EMT-A needs. 

By May 31, 1976 tde'ltifv educational institutions capable of providing required 
training programs. 

Establish contracts ~it~ the above institutions for required training programs 
by June 30. 1976 for Fiscal Year 1977. 

COMMUNICATION 

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

By November 30, 1975 determine criteria for establishing priorities for imple­
mentation of Regional Communication Systems in accordance with the S tate EMS 
Communications Plan 

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

By March 30, 1976 develo~ a policy and procedures guide for use by regional EMS 
Councils. 
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VI. PROGRAM IMPLE:-IEtJTATION SC HEDULE 
MILE STONE FI S CAL YE AR 19 76 FY FY FY FY 
fCTI ON # OllJECTIVE (.6) MILESTONE ( X) ACTION STEP ( >. ) JUL AUG SEP OCT NOV DEC JAN FEB MAR APR MAY JUN 

1
77 

1
78 ' 79 '-'30 

17.4 Bv April 30, 1976 review planl"'119 docu1;ient with EMS Development Group. X 

By May 31, 1976 obtain approval of Policy and Procedure Guide by GEMSAC. X 

X 

17.5 

11. 6 

17.7 

By June 30, 1976 distribute Pol icy and Procedures Guide to regional EMS Counci 1 

By June 30, 1976 assist regional E~S Councils with identifying implementing 
agencies and funding sources. 

l--+- -+---1-- +---i-X 

17.8 

18.0 

By June 30, 1976 provide planning assistance for two regions on a second prior­
ity basis and prepare them for i~plementation. 

By October 31, 1976 coordinate the placement of the first two regional C-MED's 
in operation. 

18.1 By October '.31, 1975 provide grants-in-aid as are available to the Cent ral Iowa 
and Hoover Health Planning Areas for implementation of area communication sys­
tems in accordance \'lith the State EMS Corrmunications Plan. 

I 
I 

x! 
I I I 

I I I I I 

I 18.2 By October 31, 1975 complete syste~s testing for Phase I of the Hoover Communi-
cations Project. I I I I X l 

I 
18. 3 

1 8. 4 

19.0 

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

By May 1, 1976 provide technical assistance through comp letion of systems test­
ing for Phase I for the Central lov,a Communications Project. 

By January 1, 1977 have r egional EMS Communications Pl ans comp l eted by t he 
Regiona l EMS Counci l s . 

I I I I I I I I I X 

I I I I I I I I I I I' 
I 
I 

X 
' 

..-.6. 
I I 

I 
I 
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I 

I 
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I\ 

' I 
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I I I I ~ 

20.0 By Ap r i 1 30, 1978 have the first four regional C-MED's fu ll y operationa l. I I I I I I I I I I I I I I 1~ 

21 . 0 By J une 30, 1982 a ll regional C-MED's shal I be i n fu l 1 operation in accordance 
wi th t he Sta t e EMS Communications Plan 

TRANSPORTATI ON 



VI. PROGRAM IMPLEMENTATION SCHEDULE 

ILESTONE 
ACTION STEP ( x) CTION II OBJECTIVE (~) H1LESTONE ( X) 

22.0 

22. 1 

22.2 

22.3 

22.4 

22.5 

23.0 

2 3. 1 

23.2 

24.0 

2 4. 1 

24.2 

24.3 

By ~arch 31, 1976 develop a mechanis,·· for determin i ng proper placement, distri­
but"on, and nuMber ~f ade~~1te "ro••n~. air. and water transportation vehicles in 
such a "'lanner as to ensure maximum response times of ten minutes for al 1 cal Is 
in urban areas, and 20 ~invtes time for al I cal ls in rural areas. 

By October 31, 1975 develop standards and criteria for deter~ininq proper pldce~ 
of transportation vehicles. I ment and number 

By Nove'l1ber 30, 1975 develop distr"bution pla~ in accordance with established 
criteria. 

By December 31 . '975 prese~t distr'bution plan to Development Group •or review 
and comment. 

By Jaruary ~1, '976 obtai~ approval of distribution plan by GEMSA:. 

By February 29, 1976 acquaint regional EMS Councils with distribJtion pla". 

HOSPITAL EMERGE~CY FACILITIES 

By December 31, 1975 facilitate continual reviev1, revision, and i11ple"'lel"tat "on 
of t~e cat~gorizat'on process. 

By Nove'l1ber 30, 1975 update statew;de categorization study. 

By December 31. 1975 identify m~chanism for ongo·ng implementation of tne 
categorization process. 

By ~arch 31, 1976 develop and distribute to the Regional EMS Counc' ls a Health 
Facilities Standards and D;stribution Planning Guide to be used as a p'ann"ng 
mechanis~ for determin'ng p roper distribution of categorized eMergency 11ed'.cal 
service facilities wh;ch collectively provide total patient care requirements 
and whic~ wi 11 place all persons within 60 minutes of a categorized ~ospital 
after t~e dispatc~ of an ambu lance. 

By December 31, 1975 deve lop standar ds and distribution planning guide. 

By January 31, 1976 obtain approval of the Health Faci 1 ities Standards and Dis­
tribution Planning Guide by the GEMSAC. 

By March 31. 1976 d;stribute the guide to the regional EMS Councils. 
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VI. PROGRAM IMPLEMENTATION SCHEDULE 

r' ILESTONE 
~CTION Ii O .. JECT I VE (L\) Ml LESTONE ( X) ACT I ON STEP ( x ) 

FIS CAL YE AR 19 761 I I I FY 
JUL IAUGISEPIOCT NOV DEC JAN FEB MAR APR MAY JU~ '77 

25.0 

25. 1 

25.2 

26.0 

~ Z_._Q 

2 7. 1 

27.2 

27.3 

2 7. 4 

27.5 

28.0 

28. 1 

28.2 

28.3 

Bi June 30. 1976 establish the regional EMS Councils as the identified eMergenc~ 
;aci li ty planning bodies in each region of the State. 

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

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. 

By June 30, 1976 establish a mechanism for ensuring interfaci lity coordination 
formalized by written agreements within and contiguous to each EMS Region of 
the State. 

CRITICAL CARE UNITS 

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

By November 30, 1975 develop survey instrument for identification of ins ti tutiort; 
and programs that have critical care capacity. 

By November 30, 197S identify organization to survey and categorize critical 
care units according to patient category. 

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

By March 31, 1976 complete a survey of those institutions capab le of assuming 
lead responsibilities for critical care capacities by specific patient categori ej<i . 

' 

By June 30, 1976 make survey resul t s available to regi ona l EMS plann i ng council~. 

By June 30, 1976 develop standards for specia lized ICU vehicles and equipment 
uti Ii zed in transportation of critically i l I or injured patients. 

By March 31, 1976 identify types of specialized vehicles required. 

By June 30, 1976 develop personnel standards for each type of unit. 

By June 30, 1976 develop ~ehiclc and equipment standards for each type of unit. 
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VI. PROGRAM IMPLEMENTATION SCHEDULE 
FISCAL YEAR 1976 I I FY,FYIFY,FY 

~I LE STONE 
~CTION # OOJECTIVE (6) MILESTONE ( X) ACTION STEP ( x) JULIAUGISEP!OCT NOV DEC JAN FEB MAR APR .MAY JUN '77 78 '79 '80 

29.0 

30.0 

30. 1 

30.2 

3 1 • 0 

3 1 • 1 

31 . 2 

32.0 

32. 1 

32.2 

33.0 

3 3. 1 

By June 30, 1976 establish a nechanisrr- for the creatior of fT'utual a·d aqr-eement 
to ensure that critical care serv'ces are provided across geograph'cal and po-
litical boJndaries. 

PUBLIC SAFETY 

I • 6 

To continu~ to iPteqrate puolic safety agencie~ in the total EMS systefl'l (ongoing}. I I I I I I ! ! I I I l~-•--- ◄ ---

Continue to encourage p0blic ~afety ~.~rt'cipaclon on EMS Advisory Counci Is and 
related Task Forces. 

I 

---1- -6 

and response. . , I I X- ---~--- ➔ ---~- X 
,.-,-,roA .. .--c.fr,r-11tili7.:,t1nnntnllt'lllC I I 1 1 ! I I By Decer'ber.31, 1975 deve'op coordinat've p-v~,,.::u,w, '"' _ .. ., ___ :_ .. --~ ~-:..::_ 

safety aqe"cies in Standard tMS and Jisa~te'" Operating Procedures. 

By Nove~ber 30, 1975 identify pub 1 ic safety agencies at the state 'evel accord­
ing to area of i,-,terest, avai lab' lity of personnel, equ'pMent and resources. 

By December 31, 1975 establish agreements ¼itn p0bliL safety agencies at the 
state level !o integrate EMS and civi 1 defense olans within each region. 

CONSUMER PARTICIP~A~T~IO~N_;__ ____ _ 

By January 31, 1976 deve'op ~echarisns for encouraging coPsumer participation i, 
formulation of EMS policy at state, regional, and local levels. 

By November 30, 1975 determine adequacy of existing consumer representation on 
state and areawide or regional counc· ls. 

By December 31 , 1975 provide a mechanism for encouraging greater consumer rep­
resentation 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 development 
of local and regional EMS systems. 

By October 31, 1975 meet with the Public lnfornation and Education Task Force tc 
draft the components for such a program. 
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VI. PROGRAM IMPLEMENTATION SCHEDULE 

MILESTONE 
ACTION# 

33 2 

33-3 

34.0 

3 4. 1 

34.2 

34.3 

35.0 

3S. I 

35.2 

35-3 

35.4 

36.0 

OBJECT I VE (~ ) Ml LES TONE ( X_l ACT I ON STEP ( x ) 

Bt November 30, 197S meet with the Health Education Section of the State Health 
Department to discuss ~ethods for disseminating information and ~aterials re­
gardir.g involve~ent in EMS to consumers and providers. 

By December 31, 197S imolement proposed program. 

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 to pay. 

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

By March 31, 1976 identify an organization to survey at random consumers and 
providers alike to determine if EMS services are provided without prior inquiry 
into ability to pay. 

By June 30, 1976 conduct initial survey determining accessibility of necessary 
emergency care without prior inquiry as to the ability to pay. 

TRAN SFER OF PATIENTS 

By March 31, 1976 develop mechanisms and guidelines for coordinating transfer ol 
patients in such a manner as to ensure continuity of care in faci 1 itating the 
maximum recovery of the patient. 

By December 31, 1975 develop standards for transfer of emergen t patients in the 
EMS System. 

By January 31, 1976 identify facilities within Iowa and in adjacent states v1h ic~ 
provide rehabil itative or follow-up care. 

By January 31, 1976 determine number and extent of e xi sting transfer arrange­
ments with a view toward assurance of continuity of care. 

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

STANDARDIZED RECORD-KEEPING 

By June 30, 1976 develop and implement standa rdized reporting form models t o 
facilitate evaluation of patient care from entry into the EMS system until 
discharge. 

FISCAL YEAR 19761 I I I FY ,FYI FYI FY 
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VI. PROGRAM IMPLEME NTAT ION SCHEDULE 

MILESTO NE 
MILESTONE ( X) ACT ION STEP ( x) 

FI s CAL YE AR 19 76 I I I FY I FY I FY I FY 
JUL IAUG ISEPIOCT NOV DEC JAN FEB HAR APR HAY JUN '77 ' 78 '79 ' 80 

ACTION# O~JECTIVE {_~) 

36. 1 

36. 2 

36.3 

36.4 

36.5 

37.0 

38.0 

39 _._o_ 

39. 1 

39.2 

39-3 

40.0 

40. 1 

40.2 

By December 31, 1975 develop hospital emergency report f or m model in coopera­
tion with Iowa Hospital Association sponsored EHS data systems project. 

By December 31, 1975 develop report fo rms for dispatch and ambulance se rvice . 

By January 31, 1976 distribute the proposed forms to input g ro ups for review 
and comment. 

By March 15, 1976 finalize form formats. 

By June 30, 1976 print and distribute final form fo rmat to regional EMS Coun­
cils for pi lot application in their areas. 

By June 30, 1977 implement standardized reporting forms s tatewide. 

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

PUBLIC INFORMATION AND EDUCATION 

I I I X 

1---+---+-X 

By Dec~mber 31, 19?5.coordinate a statewide program for dissemination of EMS in 1 I I I l I 
formation to the c1t1zens of Iowa. I 6. 

By October 31, 1975 determine specific EMS "publics" inc l uding hospitals, gov­
ernment officials, ambu l ance services, and consume rs; create messages , methods, 
and riaterials to reach these groups. I I I I X 

By December 31, 1975 implement an outreach campaign introducing the EMS systems 
development concept through a series of regional meetings throughout the State. 

By Dece~ber 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 ut i lization. 

By June 30, 1976 estab l ish guide l ines for the deve lopment of local EMS educa­
tion programs. 

By Apr· 1 30, 1976 develop recommended guide l ines and criteria to cover the en ­
tire spectrum of EMS information and education which local EMS Councils can 
adapt to meet their specific needs. 

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

MILESTONE 
ACTION# OBJECTIVE (,6) MILESTONE ( X) ACTION STEP ( xl 

41. O 

41. 1 

41. 2 

41.3 

42.0 

42. 1 

42.2 

42.3 

EVALUATION 

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

By January 31, 1976 develop criteria for evaluation of EMS programs. 

By February 29, 1976 identify evaluators who would be capable of performing on­
going evaluations of state and regional EMS programs. 

By March 31, 1976 obtain the services of such an evaluator to evaluate the state 
EMS program. 

DISASTER LINKAGES 

By Apri 1 30, 1976 develop procedures for inclusion of EMS System Disaster Activ­
ities Within State and Regional Civi I Defense Programs. 

By November 30, 1975 identify organizations throughout the State responsible for 
disaster planning coordination. 

By December 31, 1975 review emergency disaster plans at state level for compati­
bility and completeness. 

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

42.4 By Apri I 30, 1976 develop agreements with other states I inking disaster and EMS 
planning functions. 

43.0 

44.0 

44. 1 

By June 30, 1976 coordinate agreements between contiguous regions relative to thi 
provisions of emergency medical services in times of disaster. (For methodology 
see Description for Mutual Aids.) 

MUTUAL AIDS 

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

By November 30, 1975 study factors having adverse effects upon provision of 
mutual aid agreement. 
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VI. PROGRAM IMPLEMENTATION SCHEDULE 
FISCAL YEAR 1976 I IFYIFYIFYIFY 

MILESTONE 
ACTION# OBJECTIVE (6,.) MILESTONE ( X) ACT I ON STEP ( x ) JUL IAUG ISEP IOCT NOV DEC JAN FEB MAR APR MAY JUN ' 77 '78 ' 79 ' 80 

44.2 

44.3 

44.4 

45.0 

45. 1 

45.2 

45.3 

46.0 

46. 1 

46.2 

47.Q 

4 7. 1 

47.2 

By December 31, 1975 identify areas where mutual aids are needed. 

By February 29, 1976 develop procedures for ensuring that agreements are writter1 , 

signed by authorized individuals, reviewed, & revised if necessary annually. 

X 

I I X 

By June 30, 1976 implement comprehensive system of mutual aid agreements by 
category in all regions of the State. 

~·---+---+--+--X 

LEGISLAT ION 

By February 29, 1976 facilitate passage of acceptable EMS legislation providing I I I I I 
for the licensing of ambulance services and the certifying of ambulance personn~l. I I \ /\ 
By September 30, 1975 develop information and education program for presentatior 
at regional ,meetings throughout the State concerning the need for ambulance 
standards and trained personnel. I I I X 

By December 31, 1975 conduct six to eight regional meetings throughout the Stat~, 
acquainting consumers and providers alike with the need for such legislation. 

By February 29, 1976 conduct a series of briefings for legislators regarding 
results of the public meetings. 

By February 29, 1976 facilitate revision of the Medical Practice Act, Code of 
Iowa, to authorize trained EMT-A's to intubate, defibri llate, and administer 
drugs and IV's under a physician's supervision. 

By December 31, 1975 meet with the Iowa State Medical Society & the Iowa State 
Board of Health to gain the support of those bodies for the proposed legislatio~. 

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

By June 30, 1976 revise Iowa State Department rules relative to hospital 1 i­
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. 

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

By December 31, 1975 meet with the Iowa State Board of Health to obtain its 
approval for the suggested change. 
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VI. PROGRAM IMPLEMENTATION SCHEDULE 
MILESTONE FIS CAL YE AR 

~CTION # 0•,JECTIVE (6) Ml LESTON£ ( X) ACTION STEP ( x) JUL AUG SEP OCT NOV DEC JAN 

47-3 By February 29, 1976 hold public hear·nss relative to the proposed change. 

47.4 By June 30, 1976 adopt proposed change in Health Department rules. 
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VI I. PROGRAM RESOURCE SUMMARY 

A. MANPOWER 

1. State of Iowa 

-81-

-
a. Office of the Governor - Administrative Assistant to Governor 

b. Iowa 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 I I 
e) Health Planner I 
f) Clerical Staff - 3 

v. Section of Health Education 
vi. Fiscal Division 

vii. Personnel Office 

c. Iowa 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 I I - Office of Comprehensive Health Planning 

2. Governor's EMS Advisory Council 

a. State EMS Planner 

b. Sec re ta ry 

3. Contractual Personnel (ISDH) 

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 Iowa College of 
Medicine 



-82-

4. Fifteen Area Community Colleges 

a. Adult Education Directors 

b. Health Occupations Coordinators 

c. EMT-A Course Coordinato rs 

d. Physician Instructors 

e. Nurse Instructors 

f. EMT-A Instructors 

5, ... 
Volunteers " 

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

b. EMS Development Group 

c. Physi'cian's Advisory Group (to be established) 

d. Physician Consultants (to be established) 

B. MATERIALS 

1. Office Supplies 

a. Xerox 

b. Survey Instruments 

c. Information and Education Packets 

2, Equipment 

a. Communications Systems Testing Equipment - $7,500 

C. MONIES 

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

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

3. IRMP Planning Grant $11, 129 July 1, 1975- - 0ctober 31, 1975 (4 months) 

4. 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 ~•oi. 
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D. TIME 

(See Program Commitment Summary) -

Volunteers represent organ i zat ions 1 i sted i n Section IV A-2 as well 
as the public at-large . 

Pending approval of continuation application. 
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VI I I. PROGRAM COMMITMENT SUMMARY 

COMPONENT PROGRAM MANAGEMENT 

oa~ECTIVES/SELECT ACTIVITIES 

1.0 I Conduct review relative to functions of lo,-1a State Health De­
partment as lead agency for al 1 State EMS ~ct i vities. 

?..0 

3.0 

1.1 Determine areas of deficiencies. 
1 .2 Determine Program Needs 
1.3 Draft Program Needs Statement 
J.4 Submit Needs Statement to Governor's EMS Advisory Counci 1 
I .5 Submit report to the Commissioner of Public Health. 

Facilitate the provision of adequate staff for ISHD to fulfil 1 
its role as lead agency for all State EMS Activit~es. 
2.1 Identify staff needs. 
2.2 Develop funding proposal--State appropriations. 
2.3 Develop funding proposals--Federal Grant Programs. 
2.4 Recruit and train staff. 

Establish State Health Services relative to Dept. Grants 
Management functions for State and Regional EMS Programs. 
3. I I dent i fy funding resources. 
3.2 Distribute grant applications. 
3.3 Receive grant materials from EMS Regions. 
3-4 Assign priorities for funding. 
3.5 Conduct conferences with Health Dept. Fiscal Staff. 
3.6 Sign contracts for Fiscal Year 1977. 

4.0 I Establish specific ISHD services for EMS system components. 

5.0 I Develop and implement standards. 

COMPONENT REGIONALIZATION 

6.0 I Establish viable EMS Regions. 

6. 1 Delineate geographical boundaries. 
1. 1 Complete demographic studies. 

IMPLEMENTATION DATES 
Sta rt 

7/1/75 

7/1/75 

7/1/75 

3/15/76 

Ongoing 

Ongoing 

End 

1/1/76 

6/30/76 

6/30/76 

3/31/76 

RESPONSIBLE AGENT ( S) 

PROJECTED 
MAN DAYS 
(STAFF) 

PROJECTED 
EXPENDITURES 
(ALL FUNDS) 

a) ISdD I 11 s 660 
l)Chief-Div. of Com~unity Health 
2)Administrative Staff-Section of EMS 

b) State EMS Planner and Secretary 

a) ISHD 
l)Com~:ss1oner of Pub I ic H~alth 
2)Chief-Div. of Conrnunity Health 
3)Administrative Staff-Section EMS 

b) Governor's EMS Advisory Counci I 
I) State EMS Planner and Secretary 

a) ISHD 

b) Project Review & Program Evaluation 
Task Force--GEMSAC 

See individual components 

:a) ISHD--EMS Administrative & Planning 
staff 

1b) GEMSAC and its Task Forces 

42 2,520 

15 900 

See indivi, See individ 
ual compo- ual compo-
nents nents 

II II 

7/1/75 6/30/76 ,a) ISHD-Section EMS Planning Unit I 235 1 4 • 1 00 
b) Medi cal Consultants 
c) GEMSAC and Task Forces 
d) EMS Development Group 
e) Regional EMS Advisory Councils 

a) ISHD-Secti on EMS Planning Unit 

I 
00 
.z:--
1 



VI I I. PROGRAM COMMITMENT SUMMARY 

COMPONENT REGIONALIZATION 

OBJECTIVES/SELECT ACTIVITIES 

1 .2 Confer with input groups. 
1.3 Refine alternative proposals. 
1.4 Select most feasible proposal. 

6.2 Establish viable EMS Councils. 
2. 1 Obtain assistance of EMS Development Group. 
2.2 Make final boundary adjustment & inform public of 

designated EMS Regions-
2.3 Meet with existing areawide EMS Counci Is to review 

regionalization format. 
2.4 Conduct series of organizational meetings for new 

EMS Regions. 
2.5 Conduct second series of organizational meetings. 
2.6 Conduct third series of organizational meetings. 

6.3 Establish policies & procedures guidelines for regional 
implementation of EMS programs. 

6.4 Assist EMS Regions in applyinq for EMS program funding. 
6.5 Each EMS planning region completes regional EMS plan. 

COMPONENT PROFESSIONAL INPUT 

7.0 I Identify and establish ph ysician consultants in each EMS. 

I 8. o 

7. 1 I dent i fy 1 ead physicians in each EMS Region. 
7.2 Conduct initial meeting with Physician Consultants. 
7,3 Conduct 1st organizat'onal meeting of new EMS Regional 

Councils with consultants in attendance. 

Provide for physician d'rection of essential critical care 
I clinical aspects of State and Regional EMS Systems. 

8. 1 Establish statewide physician advisory committee to 
Hospital Emergency Facilities Task Force to recommend cri­
teria for critical care patient categories. 

8.2 Conduct initial meeting with physician advisory group 
8.3 Establish criteria for State's critical care needs. 

COMPOllENT MANPOWER 

9.0 Develop mechanism for deterrining number of EMS personnel by 
category required to provide basic life support programs 
throughout the State. 

IMPLEMENTATION DATES 
Start I End 

10/1/75 I 11 /30/75 

10/1/75 1/31/76 

10/1/75 3/31/76 

RESPONSIBLE AGENT(S) 

PROJECTED 
MAN DAYS 
(STAFF) 

a, b, c, d, e 
a, C 

C 

a 
a ' C 

a' d 

a, d 

a, d 

a' d 
a 

a 
e 

a) ISHD-EMS Section Planning Unit Staff 
1 

b) Chairman, GEMSAC 
a 
a, b 
a 

a) ISHD-EMS Section Planning Unit 
b) Chairman & Vice-Chairman, GEMSAC 
c) Iowa State Medical Society & spe­

cially related associations 

' I 
' ' 
i 

• 
' ' 
I 

d) Hospital Faci Ii ties Task Force-GEMSAC 
a, C 

a, b, d 
d 

a) ISHD-EMS Section Planning Unit & 
Training Unit 1 

b) GEMSAC-Personnel & Training Task Forcb 

• 

5 

10 

30 

PROJECTED 
EXPENDITURES 
(ALL FUNDS) 

s 

{ 

300 

600 

1 , 800 

I 
co 
V, 

I 



VI I I. PROGRA~ COMMITMENT SUMMARY 
COMPONENT MANPOWER 

OBJECTIVES / SELECT ACTIVITIES 

10.0 

9. 1 Develop criteria for measuring Manpower requirements. 
9.2 Apply criteria to existing manpower levels. 
9-3 Modify criteria. 
9.4 Produce planning document for determining manpower 

requirements. 

Continue statewide support of EMT-A, ERT, Dispatcher, Physi­
cian, Nurse & 1st Responder Training Program. 

I 11 . o Encourage utilization of veterans employed in EMS with medical 
training & experience in state & regional EMS programs. I 

I 
I 
I 

I 1 1 . 1 Update survey of number of veterans employed in EMS I programs. 
1 1 . 2 Acq ua int the public with value of utilization of veteran~ 

with medical experience in EMS positions. 

12.0l Ensure at least one hospital in each EMS Region with 24-hour 
emergency room physician coverage. 

12.1 Identify those regions not 1>ossessing at least one hospi 
tal with 24-hour coverage• 

12.2 For those regions identify facilities potentially capabl 
of providing this function. 

12.3 Meet with those regions to encourage planning efforts to 
secure such coverage-

12.4 By December 31, review progress made in upgrading hospi­
tals potentially capable of providing 24-hour physician 
coverage. 

COMPONENT TRAINING 

13.0I Develop training component model to satisfy State projected 
EMS manpower needs• 
13.1 Inventory existing training programs-
13.2 Determine adequacy of existing training programs. 
13.3 Identify needed training programs-
13.4 Identify educational institutiors capable of providing 

required training programs. 

IMPLEMENTATION DATES 
Sta rt End 

Ongoing 

Ongoing 

I 

I 

RESPONSIBLE AGENT(S) 

a 
a 
a 
a, b 

a) ISHD-EMS Training Unit 
b) Community Colleges 

a) I SHD 
b) Pub I ic Information & Education 

Task Force 
c) MEDIHC Coordinator 
d) ISHD-Health Education Section 
a' C 

b , c, d 

PROJECTED 
MAN D,;ys 
(STAFF) 

1See Trainin 
component 

15 

1/1/76 3/31/76 a) ISHD-Planning Unit ; 10 

1/1/76 6/30/76 

'b) Hospital Emergenc) Facilities Task F: 
c) Regional EMS Advisory Counci Is 

1 
d) Iowa Hospital Association 
a 

a, b, d 

a, C 

a, b, c 

a) ISHD-Planning & Training Units 
b) Personnel & Training Task Force 
a 
a, b 
a, b 
a 

25 

PROJECTED 
EXPENDITURES 
(ALL FUNDS) 

s 

Ditto 

900 

600 

1 , 500 

I 
0) 
a-. 

I 
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VI I I. PROGRAM COMMITME NT SUMMARY 

COMPONENT TRAINING 

OBJECTIVES/SELECT ACTIVITIES 

14 . 0 

5.0 

16 . 0 

--··-·-··--

13.5 Establish contracts with above institutions to provide 
required training programs , 

Continue statewide coordinative functions for existing EMT-A, 
ERT, Dispatcher, & Fi rst Responder Training Programs. 

14. 1 Establish part-ti me field staff to coordinat~ EMS 
training program. 

14.2 Establish test teams in each quarter of State to evaluate 
practical portion of EMT-A training program. 

14.3 Develop test validation committee. 

Continue statewide support of basic EMT-A, ERT, Dispatcher, & 
First Responder Trai n ing Programs. 

15. 1 Train 1000 EMT-A ambulance personnel-
15.2 Train 500 emergency rescue personnel. 
15 . 3 Develop & adopt Emergency Medical Dispatcher Training 

Course . 
15 . 4 Train 10 Emergency Dispatchers. 
15.5 Make Dispatcher Course available statew ide. 
15 .6 Conduct 16 courses in equipment orientation & crash simu-

lation p rogram. 
15.7 Train 1000 law enforcement officers in crash injury. 
15.8 Train 500 fire fighters in crash injury management . 
15 .9 Conduct 14 training-instructor workshops. 

15. 10 Develop advanced EMT-A course. 

Coordinate statewide emergency physician, nurse, and advanced 
EMT-A continuing education programs . 

;': 
Includes projec ted expenditures for contracted activities 

IMPLE MENTAT ION OATES 
Start l End RESPONSIB LE AGENT(S) 

PROJECTED 
MAN DAYS 
(STAFF) 

Ongoing 

7/1/75 

1/1/76 

1/1/76 

Ongoing 

7/1/75 
7/1/75 
1/1/76 

9/1/76 

7/ 1/75 

7/1/75 
7/1/75 
7/ 1/75 
1/1/76 

11/ 1/75 

10/3/75 

3/31/76 

3/31/76 

9/30/76 
9/30/76 
6/30/76 

12/31/76 
1/1/77 
9/30/76 

9/30/76 
9/30/76 
9/30/76 
6/30/76" 

6/30/76 

i 
I 

a 

a) ISHD-Administrative staff & training 
b) Personnel & Training Task Force & 

Subcommi ttees 
c) Area Coordinators 
d) Practical Eva l uation Teams 
e) Test Eva l uat ion Teams 
a, C 

i a, d 

I 
, a , b, C 

410 

I 

ta) 
I 
ib) 

ISHD-EMS Administration & Training I 835 

l e) 

1d) 
'e) 

,e 
e 

Units 
Personnel & Training Task Force & 

Subcommittees 
Area Coordinators 
Law Enforcement Academies 
Area Colleges 

a, b 

e 
a, b 
a 

I 
d 
e 

' la, C 

1a' 
I 
la) 
' 
'b) 
c) 
d) 

b 

ISHD-EMS Administrative, Planning & i 
Univ . of Creighton School of Medicine, 
Univ. of Iowa School of Medicine l 
Personnel & Training Task Force & i 
related Subcommittees I 

• 
I 

I 

207 

PROJECTED 
EXPE NDI TUR ES 
(ALL FUNDS) 

s 

32,500 

{ 71 ,566
1
' 

160,000 

I 
0) ....., 

I 



VI I I PROGRAM COMMITMENT SUMMARY 

COMPONENT TRAINING 

OBJECTIVES/SELECT ACTIVITIES 

16. 1 Contract with U. of Creighton re conti nuing education for 
western la. emergency dept. & advanced EMT-A personnel. 

16.2 With U. of la. develop simi Jar program in eastern & 
central Iowa. 

16.3 Establish subcommittees of Personnel & Training Task 
Force for study of continuing education requirements for 
emergency department personnel & advanced EMT-A's. 

16.4 Identify additional training programs which must be es­
tablished for meeting emergency dept. & advanced EMT-A 
needs. 

16.5 Identify educational institutions capable of providing 
such programs. 

16.6 Establish contracts for such programs. 

COMPONENT COMMUNICATIONS 

17.0 I Establish a mechanism for completing implementation of State 
EMS Communications Plan. 

18.0 

17. I Determine criteria for establishing implemental priori­
ties. 

17.2 On basis of es tab I ished criteria, assign priorities for 
completion of State EMS Communications System. 

17.3 Develop Policies & Procedures Guide for use by Regional 
EMS Counci l s . 

17.4 Review Policies and Procedures Guide . 
17.5 Obtain approval of Policies & Procedures Guide by GEMSAC. 
17.6 Review Policies & Procedures Guide with EMS Develop-

ment Group. 
17.7 Assist Regional EMS Councils with identifying implement­

ing agencies and funding sources. 
17.8 By July 1, 1976 provide planning assistance for other 

areas on a priority basis. 

Coordinate the placement of the first two regional C-MED's 1n 
operation. 

* Includes projected expenditures for contracted activities 

IMPLEMENTATION DATES 
Sta rt l End 

7/1/75 I 6/30/76 

7/1/75 10/31/76 

' 

I 

I 

RESPONSIBLE AGENT{S) 

a, b 

a, C 

a, d 

a, d 

a, d 

a 

a) ISHD-EMS Planning Unit 
b) Communications Task Force-GEMSAC 
c) EMS Development Group 
d) Regional EMS Councils 
a, b 

a, b 

a 

a 
a 
a 

PROJECTED 
MAN DAYS 
(STAFF) 

I 

I 

! 
! 
I 
I 

I 

• 

I 

I 
I 65 
' 

I 

' I 
' I 
• I 

! 
I 

' 
' 

,a, b, Dept. of General Services Communi~ 
cations Division ' 

a i 

I 

i a) I SHD-EMS Section 
' b) la State Dept. of General Services­

Communications Division 
c) Communications Task Force-GEMSAC 
d) Regional EMS Counci Is 

I 

: 1 O 35 . 

PROJECTED 
EXPENDITURES 
(ALL FUNDS) 

IS 

I 
I 

I 
I . 
' I 

I 3,900 

I 
CX> 
CX> 

I 

... 
205,600" 



VI I I. PROGRAM COMMITMENT SUMMARY 
COMPONENT COMMUNICATIONS 

OBJECTI VES/SELECT ACTIVITIES 

18. I 

18 2 

18 .~ 

18. 4 

Provide grants-in-aid as are available for implementa­
tion. 
Complete systems testing for Phase I of the Hoover Area 
Commun ications Project. 
Complete systems testing for Phase I I of the Hoove r Area 
Communications Project. 
Complete systems testing for Phase I of the Central 
Iowa Project. 

I I 
, , 9 . 0 Have Regional EMS Communications Plans completed by the 

Regional EMS Counci Is. I 

20 .0 

21. 0 

Have the first four regional C-MED's fully operational. 

Have all regional C-MED's in full operation in accordance. 

COMPONENT TRANSPORTATION 

22 .0 

23.0 

Deve lop mechani sm for determining proper placement, distribu­
tion and number of transportation vehicles. 

22. 1 Develop standards & criteria for determining proper 
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
view and comment. 

22.4 Obtain approval of distribution plan by GEMSAC. 
22.5 Acquaint regional EMS Counci Is with distribution plan. 

Facilitate continual review, revision, and implementation of 
categorization process. 

23. 1 Update categorization study. 
23.2 Identify ongoing implementation process. 

COMPONENT HOSPITAL FACILITIES 

IMPLEMENTATION DATES 
Start l End 

1/1/76 1/1/77 

RESPONSIBLE AGENT(S) 

a 

b 

b 

b 

I Regional EMS Counci Is 
! 
I 

7/1/75 

7/1/75 

4/30/78 I Same as 18.0 

Same as 18.0 6/30/82 

10/1/75 2/29/76 

10/1/75 12/31/75 

I 
I 
' 
1 
I 

a) ISHD-EMS Section Planning Unit 

1 
b) Ambulance Task Force-GEMSAC 

I c) EMS Development Group 
1 d) Regional EMS Councils 
I a, b 

a 

a 

i I a' b 
a, C 

I 

I 

I a) 
I b) 
I c) 

ISHD-EMS Planning Unit 
ISHD-Health Facilities 
Hosp. Erner. Facilities 

, a, c 
a, b, c 

Division 
Task Force 

PROJECTED 
MAN DAYS 
( ST_,4FF) 

I 
! 

PROJECTED 
EXPENDITURES 
(ALL FUNDSL 
s 

l To be To be 
I determined determined 

II II 

II 

I 
11 

40 2,400 

15 900 

15 900 

! 

' 

I 
00 
I..O 

I 

' ' 
I 
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VI I I. PROGRAM COMMITMENT SUMMARY 

COMPONENT HOSPITAL FACILITIES 

OBJECTIVES/SELECT ACTIVITIES 
24.0 I Develop & distribute Health Facilities Standards and Distri­

oution Planning Guide. 

24. 1 Develop standards and distribution planning guide. 
24.2 Obtain approval of guide from GEMSAC. 
24.3 Distribute guide to Regional EMS Counci Is. 

25.0 I Establish Regional EMS Councils as the identified emergency 
facility planning bodies in each region of the State. 

I 

I 2 5. 1 

25.2 

Assist each region with establishing a Hospital Emergency! 
Facility Advisory Co~mittee as part of its EMS Council. 
Completion of Regional Emergency Department Facilities 
Services Distribution Plan. 

!26.0 I Establish mutual aid coordination mechanism. 

koMPONENT CRITICAL CARE UNITS 
I 

27.0
1 

Assess critical care capacity in State by patient category. 

28.0 

I 

27. 1 Develop survey ins~ru~ent. 
27.2 ldenti fy surveying organization, 
27.3 Establish criteria for critical care units by patient 

category. 
27.4 Complete survey. 

I 27.5 Make survey results available to Regional EMS Councils. 

Develop standards for specialized ICU vehicles & equipment . 

28.1 Identify types of specialized vehicles required-
28.2 Develop personnel standards for each type of unit. 
28.3 Develop vehicle & equipment standards for each type of 

unit. 

29.0 I Establish mechanisms for creating mutua l aid agreements for 
creating critical care services. 

IMPLEMENTATl01, ~~TES 
Start I End 
1011;75 I 3;31/76 

10/1/75 12/31/75 

10/1/75 6/30/76 

10/1/75 6/30/76 

1/1/76 6/30/76 

4/1/76 6/30/76 

RESPONSIBLE AGENT(S) 
a) I SHD Hea I th Fae i I i ti es O iv is ion 
bj ISHD-EMS Planning Unit 
c) Hosp. Erner. Fae. Task Force 
a, b, c 
a, b 
a 

a) 

I 
b) 
c) 

I , a , 

C 

a) 
b) 
c) 
d) 
e) 
a 

ISHO-EMS Planning Unit 
Hosp. Erner. Faci I ities Task Force 
EMS Regional Counci Is 
b 

ISHO-EMS Section 

ISHD-EMS Section Planning Unit 
Hosp. Erner. Fae. Task Force 
Physician Advisory Committee 
Survey Team 
Consultants 

a, b 
a, b, c 

d 

a 

a) ISHD-EMS Section Planning Unit 
b) Hosp. Erner. Fae. Task Force 
c) Personnel & Training Task Force 

PROJECTED 
MAN DAYS 
(STAFF) 

1 5 

1 5 

15 

60 

30 

d) Ambulance Serv. Org. & Op. Task 
a, b, d 

Force 

a, C 

d 

a) ISHO-EMS Planning Unit 
b) Hosp. Erner. Fae. Task Force 

10 

PROJECTED 
EXPENDITURES 
(ALL FUNDS _) 
$ 900 

900 

900 

3,600 

1 , 800 

600 

I 
I..O 
0 

I 



-

VI I I. PROGRAM COMMITMENT SUMMARY 

IMPLEMENTATION DATES COMPONENT PUBLIC SAFETY 

OBJECTIVES/SELECT ACTIVITIES Start ! End RESPONSIBLE AGENT{S) 

!30 .0 I Continue to integrate Public Safety Agencies in to ta l EMS I Ongoing 
Sys tern . 

31. 0 

30. l En courage participation of Public Safety officials on EMS 
Advisory Councils & related Task Forces. 

30.2 Encourage parc·cipation of Public Safety Agencies 1n 
areawide disaster planning & response. 

By December 15, 1975 develop coordinative procedures for uti­
lization of Public Safety Agencies in standard EMS & disaster 
operating procedures• 
31. 1 Identify Public Safety Agencies at the state level with 

which to coord·nate EMS activities. 
31.2 Establish agreements with Public Safety Agencies at the 

state level to integrate EMS f. civi I defense plans. 

COMPONENT CONSUMER PARTIC IPATION 

132.0 I Develop mechanisr- for encouraging consumer participation in 
1 formulation of EMS pol icy. 

i 
I 
I 

i 
I 

I 
33.0 

32. 1 Determine adequacy of existing consumer representation. 
32.2 Provide Mechanis~ for encouraging greater consumer 

representation. 

Develop ongoing educational program to educate both EMS con­
sumers and providers as to need for involvement in develop­
ment of EMS systens. 
33. 1 Meet with Publ i c Information & Education Task Force to 

draft program components. 
33.2 Meet with 'SHD Health Education Section to discuss 

methods of dissemination. 
33-3 Implement proposed program. 

:OMPOHENT ACCESSIBILITY TO CARE 

34.0 I Develop procedures for monitoring EMS systems to ensure ser­
vices are provided without inquiry as to ability to pay. 

34. 1 Develop survey instrument. 

10/1/75 

11/1/75 

10/1/75 

4/1/76 

j 12/31/75 

1/31/76 

12/31/75 

I 6131;76 

a) ISHO-Section of EMS 
b) State Department of Publi c Safety 
a 

a, b 

I al ISHD-Section o f EMS 
b) State Dept. of Publi c Safety 

I 

l a 

' a, b 

I 

a) ISHD-EMS Planning Unit 
b) Public Information & Education Task 

I Force-GEMSAC 
• a 
a, b 

• 
a) ISHD-EMS Planning Unit 
b) ISHO-Health Education Section 
c) Publ ic Info & Ed. Task Force-GEMSAC 
a, C 

I 
a, b 

,a, C 

i 
i 

ISHD-EMS Planning Unit ·aJ 
b) Public Info & Ed. Task Force-GEMSAC 
c) Medical consultants 
d) Survey teams 
a, b, c 

PROJECTED 
MAN DAYS 
(STAF F) 

15 

I 
10 I 

' • I 
I 

' • 
• • 
I 

• 
• 

I 
I 10 
i 
I 

I 

I 

30 
• 

I 

I 

I 
I 

15 

I 
I 
• 

PROJECTED 
EXPENDITURES 
(ALL FUNDS ) 

$ 900 

I 600 

• { 
• 

600 

I 1 , 800 

I 900 

I 
"-0 -I 



I 

VI I I. P~::=~~ COMMITMENT SUMMARY 

COMPO~JEr, T :.r;r; fSS I 611 I IY TO CARE 

OBJECT I ,ES / ;ELECT ACTIVITIES 
--------- --···-

34.2 l oentify organization to survey. 
3~-3 : :~duct initial survey. 

COMPONE~i ~~ANSFER OF PATIENTS 

35.0 I Deve 'c; -echanisms and guidelines for coordinating patient 
tra-sre~ . 

35. 1 ~e :e l op standards for patient transfer. 
35.2 l :e:i ~ify facilities providing rehabilitative or follow­

-~ care. 
35-3 Determine number, extent, and adequacy of existing 

:ransfer arrangements. 
35-~ :eve lop procedures for facilitating such agreements. 

COMPONENT S~~~DARDIZED RECORD-KEEPING 
1
36.0 De ve !c: S implement standardized reporting form models to fa­

ci I i :a:e evaluation of EMS patient care. 

36. 1 De~elop Hospital Emergency Report form model. 
1 36.2 :e,elop Dispatch & Ambulance Report form. 
i 36.3 )istribute proposed forms to input groups for review & 

co..,..,ent. 
36.4 Fi nalize form format. 
36.5 Distribute final form format. 

37.0I lmple~ent standardized reporting forms statewide. 

38.0 I Coorciinate establishment of centralized EMS data collection 
and processing system. 

COMPOtlENT PUBLIC INFORMATION AND EDUCATION 

39.0 I Coordinate program for dissemination of EMS information. 

IMPLEMENTATION DATES 
Start l EnL_ ··········- RESPONSIBLE AGENT(S) 

11/1/75 

10/1/75 

7/1/76 

7/1/76 

7/1/75 

3/31/76 

6/30/76 

a, b 
d 

a) ISHD-EMS Planning Unit 
b) Hosp. Erner. Facil ities Task Force 
c) Communications Task Force 
d) Ambulance Task Force 
e) Personnel & Trai ning Task Force 

'a,b,c,d,e 
b 

a 

i a' b 

a) ISHD-EMS Planning Unit 
b) Iowa Hospital Association 
c) Ambulance Task Force 
d) Communications Tas k Force 
e) Hosp. Erner. Facilities Task Force 
f) EMS Development Group 
g) Medical consultants 
a, b, e, f, g 
a, C 

a 

a, b, c, d, e , f, g 
a 

6/30/77 1 a) I SHD-Sec ti on of EMS 
I 

6/30/77 la) I SHD-Sect ion of EMS 

12/31/75 a) ISHD, EMS, Planning Staff 
b) Public Info & Educ. Task Force 
c) Health Education Section-lSHD 

PROJECTED 
MAN DAYS 
( STAFF) __ 

10 

' I 
I 

I 
I 

I 

; 30 

• 

To be 
determined 

I II 

' ' 
I 

I • 

I 20 

I 
I 

I 

I 

PROJECTED 
EXPENDITURES 
(ALL FUNDSL 

$ 

600 

1 , 800 

To be 
determined 

II 

1 , 200 

I 
\.D 
IN 

I 



VI I I. PROGRAM COMMITMENT SUMMARY 
COMPONENT PUBLIC INFORMATION AND EDUCATION 

OBJECTIVES/SELECT ACTIVITIES 

39. 1 Determine specific EMS Publics statewide. 
39.2 Implement statewide outreach campaign. 
39,3 Implement statewide mass media program. 

40.0I Establish guidelines for the development of local EMS 
education programs. 

40. 1 Develop recommended guidelines & criteria to cover en­
tire spectrum of EMS information & education. 

40.2 Prepare annotated bibliography & resource list of books, 
films, & educational materials for use at local levels. 

COMPONENT INDEPENDENT REVIEW ANO EVALUATION 

41.0I Develop standardized evaluation techniques. 

41. 1 Develop criteria for evaluation of EMS programs. 
41.2 Identify potertial evaluators. 
41.3 Obtain the services of an evaluator for the State 

Program. 

COMPONENT DISASTER LINKAGES 

EMS 

I 42. o Develop procedures for inclusion of EMS system disaster 
activities within State & Regional Civi 1 Defense Programs. 

I 

43.0 

i..2.1 Identify organiza.tions responsible for disaster planning 
coordination. 

42.2 Review emergency disaster plans at state level. 
42.3 Coordinate development of disaster linkages through 

interface of EMS & regional disaster plan. 
42.4 Develop agreements with other states linking disaster 

and EMS planning functions. 

Coordinate agreements between contiguous regions relative to 
provisions of emergency medical services in times of disaster. 

COMPONENT MUTUAL AIDS 

IMPLEMENTATION DATES 
Start i End RESPONSIBLE AGENT(S) 

PROJECTED 
MAN DAYS 
(STAf_F) 

PROJECTED 
EXPENDITURES 
(ALL FUNDS) 

3/1/76 

10/1/75 

10/1/75 

5/1/76 

6/30/76 

I 
I 

[ 

a, b 
a, b, c 
a, C 

a) ISHO-EMS Section Planning Staff 
b) Public Info & Educ. Task Force 
c) Health Education Section- l SHD 
a, b, c 

a, C 

I 
; 
I 

i 
I I 

3/31/76 ' a) ISHO-EMS Section Planning Unit ! 
Project Review & Program Evaluation I 
Task Force • 
Consultants 

4/30/76 

6/30/76 

' b) 
' 

' C) 
' a 
I a' 
I a 
I 

' 
' 

a) 
b) 
c) 
a 

b 

ISHD-EMS Planning Unit 
Ambulance Task Force-GEMSAC 
Communications Task Force-GEMSAC 

1 a, b, c 
a 

a 
I 
I 
I 

a) ISHD-EMS Planning Unit 

20 

60 

10 

I 

s 

1 , 200 

7,200 
( 

600 

I 
i i See Mutual See Mutual 
[ Aids Aids 
' 

l 

I 

I 
I 
I 

I 
~o 
w 

I 



VI I I. PROGRAM COMMITMENT SUMMARY 
COMPONENT MUTUAL AIDS 

OBJECTIVES/SELECT ACTIVITIES 

44.0I Develop mechanisms for establishing mutual aid I inkages with 
contiguous areas for EMS system. Components (ongoing). 
44. 1 Study factors having adverse effects upon provision of 

mutual aid agreements. 
44.2 Identify areas where mutual aids are needed. 
44.3 Develop procedures for ensuring mutual aid agreement 

rev i e1v. 
44.4 Implement comprehensive system of mutual aid agreements 

by category in all regions of the State. 

COMPONENT LEGISLATION 

145.0I Facilitate passage of acceptable EMS legislation providing 
for licensing of ambulance ser_vice and certi fyi ng of ambu ­
lance personnel. 

1 
46. o 

45. 1 Develop regional information & education program . 
45.2 Conduct regional meeting throughout State. 
45.3 Conduct series of briefings for legislators. 

Faci 1 itate revision of Medical Practice Act to provide for 
advanced EMT-A fun ctions. 

I 46.1 Meet v,ith Iowa State Medica l Society & Iowa State Board 
of Health to gain support for proposed leg i sla ti on. 

I 46.2 Brief key leg islators concerning proposed legi s lati on . 
j 

47.01 Revise ISHD rules relative to hospital certification pertain­
ing to licensure requi rements of hospital emergency depart ­
ments. 
47. 1 Meet with Health Faci lities Division to discuss incor­

poration of changes in department rule s . 
47.2 Meet with Iowa State Board of Heal t h to obtain approval 

for suggested change. 
47.3 Hold pub l ic hearings relative to proposed change. 
47.4 Adopt proposed changes in Hea lth Department rules. 

IMPLEMENTATION OATES 
Start I End 

1011;75 I 6130176 

7;1;75 I 2129/76 

11/1/75 2/29/76 

1 1 / 1 /7 5 6/30/76 

' 

RESPONSIBLE AGENT(S) 

a) lSHD-EMS Pl anning Unit 

a 

a 
a 

a 

a) ISHD-EMS Planning Unit 
b) Pub] ic Info & Educ. Task Force 
c) Ambulance Legislation Committee 
d) EMS Development Group 
e) la. Public Health Assoc iation 
a, b, c 
a,b,c,d,e 
a, b 

a) ISHD-EMS Planning Unit 
b) Person nel & Training Task Force 

a, b 
a 

a) ISHD-Heal th Faci 1 i ties Division 
b) ISHD-EMS Planning Unit 
c) Iowa State Board of Heal th 

I a, b 

a, b 

I 

I a> 
C 

b, C 

TOTAL PROJECTED MAN DAYS 

TOTAL PROJECTED EXPENDITURES 

• 

• 

I 
I 
I 
• 

PROJECTED 
MAN DAYS 
(STAFF ) 

1 5 

30 

10 

10 

'----
3445 

PROJECTED 
EXPEN DITURES 
(ALL FUNDS) 
$ 

900 

1 , 800 

600 

600 

$630,746 

I 
I 

I 
I 

' 

I 

I 
I..D 
.c­

l 
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BUDGET SCHEDULE -- FISCAL YEAR 1976 (15 MONTHS - JULY 1, 1975 to SEPTEMBER 30, 1976) 

STATE HIGHWAY --1 SHD I RMP DHEW DHEW ;'n', 

SAFETY (314.d (PLANNING (PLANNING (TRAIN I NG 
PROGRAM FUNDS) GRANT) GRANT) GRANT) TOTAL 

SALARY & EMPLOYEE BENEFITS $129,150 $6,458 $ 9,329 $32,692 $ 13,280 $190,909 

TRAVEL & SUBS ISTENCE 12,050 --- 800 4,800 1 , 704 19,354 

EQUIPMENT 132,500 - - - --- 740 --- 133,240 

SUPPLIES 13,200 --- 400 1 , 000 --- 14,600 

OTHER: PR I NT I NG --- --- --- 1 , 200 --- 1 , 200 

CONTRACTUAL SERVICES 120,400 --- 600 900 147,600 269,500 

TOTAL DIRECT COSTS 407,300 6,458 11 , 129 41 , 332 162,584 628,803 

INDIRECT COSTS --- --- --- 1 , 943 - -- 1 , 943 

TOTAL COSTS $407,300 $6,458 $11,129 $43,275 $162,584 $630,746 

NOTE: Figures do not include supplemental State or Federal al locations which 
may be made available during the 15 month period. 

** Pending Approval of Continuation Application. 



X. EVALUATION 

As stated in Section IV, the primary goal of the State EMS Program is to provide co­
o rdination and technical assistance for its identified geographical EMS regions in 
plannin g and implementation of EMS systems that provide definitive treatment of the 
emergent and critical EMS patient from his initial entry to hi s eventual discharge. 
The gene ral goa l s and objectives outlined for each component represent desired end 
products attained. Specif ic object ives are in essence sub-goals defined in measur­
able terms to allow qualitative or quantitative assessment of program progress in 
accomplishment of gene ral goals. Overall program evaluation wil 1 thus consist of a 
determination of the degree to which spec ific objectives have been accomplished 
within the time frames ind ica ted. 

Accomplishment of spec if ic objectives will be measured by the degree to which mi le­
stones and action steps have been completed. Procedures for evaluation of specific 
components must be deve loped prior to est abli s hment of ongoing eva luation mechanisms. 
A specific program objective i s the development of standardized evaluation techniques 
for application at state and regional levels. Criteria must be developed for evalu­
at ion of EMS programs. Baseline data must be co llected and analyzed in order to form 
an empirical bas is 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 meas ured. Successful attainment of objectives 
1 isted under the eva luat ion component will essentially res ult in the creation of a 
mechanism for eva luation of the effec t of the EMS system on patient outcome. 

Sequential task evaluation of program progress in achieving desired goals for the 
initial year of plan implementation wi 11 consist essentially of observing whether 
the planned activity was undertaken wi th in the time frame indicated. The develop­
ment of sequent ia l task evaluat ion mechanisms for determining the effect of the 
system on patient outcome will be more difficult and will involve collection and 
analysis of ex i sting emergency medical service resource data, patient needs data, 
utilization data, and outcome measures. 

An initial task in the creat ion 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 wi ll be the 
collection and processing of resource data co ll ected at the regional and local l eve l. 
Performance data will next be col lected and analyzed, permitting the development of 
a needs analysis and subsequent prog ram intervention. Data requirements for the 
evaluation of system resources utilization factors, and patient outcome include the 
following: 

1. Hospital Resou rce Measures (Source - Categorization Studies) 

2. Ambulance Resource Measures (Source - State and Reg ional Surveys) 

3. Patient Needs Data (Sources - Emergency department med i ca l records, ambulance 
records, death certificates, acc ident reports, dispatch reports) 

4. Ambulance Uti li zat ion Measures 

5. Hospital Emergency Facility Utilization Measures 

6. Outcome Measures (Percent of patients who survive; disability days per patient; 
percent of cases in which pat i ent d ied at scene on arrival of ambulance, on scene 
after arrival of ambulance, en route to hospita l, and after hospital arrival). 
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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 wi 11 be updated to include specific program 
actions. Priorities will be assigned for each of the indicated programs and funding 
mechanisms explored. 

Ongoing program evaluative function s wi 11 consist of techniques for measurement of 
the effects of system intervention. Intervent ion activities cons i st of ongoing op­
erational function s for the various system components in c luding 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 certa in patients, and 
public information campaigns. The assumption of intervention i s 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.3 

The establishment of data collection plans wi 11 be a function of both State and re­
gional EMS programs and will involve both program evaluation mechanisms and eva lua­
tion of the effects of the system on patient outcome. Experimental studies are pres­
ently being conducted in the Hoover and Central Iowa areas whereby the effects of 
C-MED systems wi 11 be evaluated through programmed before and during intervention 
studies. The Rand Corporation ha s been engaged to perform this study in the case of 
the Central Iowa 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 Iowa Hospital Associa­
tion is currently conducting a pilot data collection system for evaluation of patient 
utilization data for se lect hospital emergency departments. 

Two fundamental methods of analysis wi 11 be emp loyed. 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 Iowa study conducted by the Rand Corporation, the magnitude of the change re­
s ulting from introduction of the C-MED concept wi 11 p resent 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 rec ruitment 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 Publi c Law 93-641 cou ld also have an influence on program progress. 

Expe rimenta l des ign s previously mentioned as existing in the State wi ll be carefu lly 
studied in order to assess initial attempts at such eva luat ion. 

3 Proposed evaluation procedures taken from an article by Geoffrey Gibson, GuJ_de1J..nV> 
60~ ~e/2ea.1teh and evalua,t,i,on 06 em~geney med,,tea1. ~~v~ev.,, Health Service Reports, 
Vol. 89, No. 2, March-Apri 1 1974, pp. 99-111. 
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EMERGENCY MEDICAL SERVICE ADVISORY COUNC IL 

STATE OF IOWA 

ORGANIZATION AND PRO CEDURE 

ART ICLE 

Name - The name of this advisory group is the Emergency Medical Service Ad­
visory Counci 1--State of Iowa. 

ARTICLE I I 

The Emergency Med ical Service Advisory Council sha ll have the fol lowing ob­
jectives: 

1. Su rvey emergency med i ca l resources avai l able to Iowans and visitors to 
the State. 

2 . Make recommendations regarding ambulance serv i ces, training programs , 
facilities and commun i cations systems and re lat ed leg i slat i on. 

3. Serve in an advisory ro l e to the State Department of Health in i ts Emer ­
gency Medical Se rvi ces Program. 

4. Review and comment on major federal fund requests for improvement o f emer ­
gency medica l se rvice capab iliti es . 

5. Serve as a catalyst to effect cooperative a rrangements for improving and 
best utilizing emergency medical resources in Iowa. (This should include 
promoting and guiding the development of emergency medical service pro­
jects des igned to meet identified need s on the loca l or area level.) 

6. Develop and implement a comprehensive State Emergency Medical Service P l an. 

ARTICLE I I I 

Item 1 Representation 

Members of the Counci l will be appointed by the Governor. Recommenda­
tions by a subcommittee of the Council wi 11 review and determine appro­
priate groups which need to be represented on the Advisory Counci 1. Sub­
committee recommendat ions will be reviewed and approved by the Council 
and then recommenda tions will be submitted to the Governor. 

I tem 2 Size of Council 

The size of the Emergency Medical Service Advisory Counci 1 for the State 
of Iowa shall be fifteen (15) members. 
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Item 3 Terms of Members 

Members wi 11 be appointed for three-year terms. The terms wi 11 be 
staggered so that each year the terms of five (5) members expire. 

Item 4 Alternate Members 

The appointed members of the Counci 1, may in their absence, designate 
alternate membe r s to attend Council meet i ngs. 

Such designation sha ll be made in writ i ng to the Counci 1 Chairman for 
any meeting an alte rnat e attends. The alternate so designated shall be 
eligible to vote on actions cons idered by the Council . 

ARTICLE IV 

Meetings 

Item 1 Regular Meetings 

The Emergency Medical Service Advisory Counci 1 shall meet quarterly and 
at other times as necessary. 

Item 2 Annual Meetin~ 

The first meeting of each year shall be the Annual Meeting. 

Item 3 Special Meetings 

Special meetings of the Counci 1 may be called by the Chairman or at the 
request of one-th ird (1/3) of the Counci 1 membership. 

Item 4 Notice of Meetings 

Notice of regular meetings sha ll be mailed to each member of the Counci 1 
at l east two weeks (14 days) prior to the meetings . Notice of special 
meetings shal 1 be the same except that one week (7 days) notice is 
required. 

Item 5 Quorum 

Quorum for the Emergency Med ical Services Advisory Counci 1 meetings shall 
be two-thirds (2/3) of the appointed members or their designated alternate. 

Item 6 Voting at Regular or Specia l Meetings 

A simple majority o f votes entitled to be cast on a matter by the ap­
pointed members present sha l 1 be necessary for adopt ion. 

Item 7 Voting Between Meetings 

Mail, telephone or telegraphic action on a matter shall be permitted. 
Concurrence of two-thirds (2/3) of the appointed members is required. 
Such action must be ratified at the next regular meeting of th e Council• 

Item 8 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 

Item 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. 

Item 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. 

Item 4 Vacancies 

Vacancies in office may be filled by a 
at any regular meeting of the Council. 
until the next Annual Meeting. 

Item 5 Chairman 

majority vote of members present 
Officers so elected shall serve 

The Chairman shall preside at all meetings of the Council. He shall ap­
point the Committee and Task Force Chairmen. 

Item 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 

Item 1 Original 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 the ir studies: 

1. Ambulance Service Organization and Operation 

2. Emergency Medical Service Communications 

3. Emergency Personnel and Training 
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4. Hospital Emergency Facilities 

Item 2 New Task Forces 

New Task Forces can be appointed when deemed advisable. 

Item 3 Appointments of Task Force Members 

1. The Chairman of each Task Force shal 1 be appointed by the Counci 1 
Chairman and sha ll be selected from the Counci 1 membership. 

2. There shal l 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 sha ll 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. 

It em 4 Guide] ines 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. Specia li sts concerned with eme rgency medical services may be asked 
to serve as consultants to the Task Forces and their sub-groups, and 
to provide staff se rvices. 

ARTICLE VI I 

Areawide Emergency Medical Service Councils 

Item 1 The Council shall encourage the formation of Areawide Emergency Medical 
Service Councils or Committees in each Areawide Comprehensive Health 
Planning Agency. 

Item 2 The Counci 1 shall coordinate its activities with those of the Areawide 
Councils both through seeking input from the Areawide Councils and 
through notifying them of plans, act ion s and activities of the State 
Emergency Medical Services Advisory Council. 
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ARTICLE VI I I 

-
Parliamentary Authority 

The Emergency Medical Services Advisory Council shall conduct business according 
to Robe.tit'~ Rui.u 06 OkdVt {Rev,t,6ed), except where they are in conflict with 
these Procedure Rules as adopted or amended. 

ARTICLE IX 

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 SERV IC ES DEVELOPMENT GROUP 

'STATE OF IOWA 

ORGANIZATION AND PROCEDURE 

ARTICLE I 

NAME 

The name of this development group is the Emergency Medical Services Development 
Group--State of Iowa. 

ARTICLE I I 

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- . 
terns with in the State of Iowa 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 o rganizations and individuals. 

Objectives: 

1. Establish a viable working relationship with the Governor's EMS Advisory 
Counci 1 and Counci 1 Task Forces. 

2. Provide an exchange of information, ideas, and input between the EMS Advisory 
Counci 1, 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 I I I 

MEMBERSHIP 

1. Members of the Emergency Medical Services Development Group wi 11 be appointed 
by their respective areawide health planning council. Each areawide planning 
council will delegate one representative and one alternate who wi 11 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 cas t 
either by the representative or the alternate, on actions considered by the 
group. 
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ART ICLE IV 

MEETINGS 

1. The Emergency Medical Services Development Group sha ll meet regularly as 
may be deemed necessary by the Chairperson. 

2. Special meetings of the Emergency Medica l Services Deve lopment Group may be 
called upon the request of one-third (1/3) of the membe r ship . 

3- Notice of regular meetings sha ll be mailed to each member of the Emergency 
Med i cal Services Development Group at least two weekw (14 days) prior t o the 
mee ting. Notice of special meetings s ha ll be made a minimum of one week 
(7 days) prior to the meet ing. 

4. The first meeting of each calendar year sha l 1 be considered the Annual 
Meeting of the Emergency Medical Services Deve lopment Group. 

5. A quorum of the Emergency Medical Services Development Group wi 11 consist of 
a majority of the membersh i p and wi 11 be s uffi c ient to pass motions and trans­
act business, except where these Procedural Rul es s hall otherwise provide. 

6. Group action via ma il , telephone, o r telegraph shall be permitted. Con­
currence of two-third s (2/3) of the appointed members i s required. Such 
action must be ratified at the next regular meet ing. 

7. Minutes of the Emergency Medical Services Development Group sha ll be public 
reco rd, shall be mailed to each member two weeks ( 14 days) prior to regular 
meetings, and shal l be prov i ded to the Governor's Emergency Medica l Services 
Adv i sory Council . 

ART ICLE V 

OFFICERS 

1. Officers of the Emergency Medical Services Development Group shal 1 be Cha ir­
person, Vice-Chairperson, and Secretary. Officers shall be e lected for a one­
yea r term at the Annual Meeting. 

2. Vacancies in office may be filled by a major i ty vote of members present at any 
regular meeting. Off i cers so elected shal l se rve until the next Annual Meeting. 

3. The Chairperson shall preside at all meetings and shal 1 appoint subcol'Mlittees 
and Emergency Medical Services Development Group representatives to other 
organizations as may be r equ ired. 

4. In the absence or inability to act of the Cha irperson, the Vi ce-Cha i rperson 
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 sha ll also perfo rm other duties as may be assigned 
by the Chairperson. 
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5. The Secretary sha11 record the minutes of a11 Emergency Medical Deve1opment 
Group meetings and sha11 be ~sponsib1e for the mai 1ing of a11 minutes and 
meeting notices. The Secretary sha11 also perform other duties as may be 
assigned by the Chairperson. 

ARTICLE VI 

PARLIAMENTARY AUTHORITY 

The Emergency Medical Services Deve1opment Group shall conduct business according 
to Rob<Uit'~ ~ule./2 06 O~de~ (Rev-l6ed), except where they are in conflict with these 
Procedure Ru1es 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 IOWA CODE -

POWERS AND DUTIES OF SUPERVISORS, §332.3 (23) --To purchase, lease, equip, maintain 
and operate an ambulance or ambulances to provide necess ary and sufficient ambu­
lance service or to contract for such vehicles, equipment, maintenance or serv i ce. 

The board may adopt a schedu l e of fees to be charged the users of such se r­
vice, and such fee schedu l e may include considerations concerning the cost of 
the service and the user's ability to pay. 

If a county shall provide ambulance service, it sha ll first ascertain what 
cities and towns in such county also provide ambulance service pursuant to 
section 368.74. The county sha ll then coordinate its services with that pro­
vided by any such city or · town in order to el iminat e duplication and to make 
the ambulance service provided by the county and such c iti es and towns as eco­
nomical as possible. 

Any third party payor making payment for ambulance service sha ll make such 
payment either jointly to the person on whose behalf the payment is made and 
to the person or organization providing such ambulance serv ice, or directly 
to the person or organization providing such ambulance service. Page 1645. 

COUNTY PUBLIC HOSPITALS, §347.16(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,§§409-d, -k,-o,-q; C24, 
27, 31, 35, 39 , §5360; C46, SO, 54, 58, 62, 66, 71, §347.14]. Referred to in 
§14SA.12. Page 1697, 

AMBULANCE SERVICE - §29A. 79 Emergency helicopter ambulance--The adjutant general 
shall deve lop a plan within the Iowa national guard for an emergency helicopter 
ambulance service to transport persons who require emergency med i cal treatment 
or require emergency transfer between hospitals and to transport emergency medi ­
cal supplies, equipment or personnel. 

The Iowa national guard shal l 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 Iowa highway safety patrol, 
or the administrative heads of the hospitals located in Iowa, unless the Iowa 
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 de layed treatment res ulting 
from: Remoteness of an area from any hospital, the absence or unavai labi 1 ity of 
conventional ambulance services, and the di stance to be traveled in a transfer 
between hospitals. [C73,§29A.79]. Page 155. 

PARTIES TO ACTIONS - §613 .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 c ivil damages 
for acts or omissions unles s such act s or omissions constitute re ck lessness. 
[C71,§613.17]. Page 3046. 



I-E-2 HOUSE FILE 
PROPOSED LEGISLATION 

J3y DRAKE , LIPSKY, MILLEN , SMALL, 
DOYLE, 0 ' lfALLORAN, DUN1'0N, CH/. I 
CRAWF'OliD , Ii/\RGRA VE, HI GGINS , 
HARPER, MONROE, JESSE, AVENSO~ 
PATCHETT, READINGER, NEALSON c 
Musca tine and GRIFFEE 

Passed House, Date Pa s sed Sena~e , Date _______ _ --------
Vote: Ayes Nays Vote: Ayes Nays ----- ----- ----- -----Approved ------------------

A BILL FOR 
1 An Act relating to standards for ambulance services, authorizing 

2 county boards of supervisors to levy taxes to provide a mb u -

3 lance service, and providing penalties for v i olations . 

4 BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF IOWA: 
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1 Section 1. NEW SECTION . DEFINITICNS . As used in sections -
2 one (1) through eigl1tcen (18) of tl1is Act , unless the context 

3 otl1crwise requires: 

4 1 • "Patient" means an individual who is : 

5 a . Sick, in jured , wounded or otherwise incapacitated ; 

6 and 

7 b. 111 11eed of cn1ergency medical assistance , or wl1ose 

8 condition requires treatment or continuous observation , while 

9 being transported , by a person with training adequate to 

10 enable him to provide emergency medical treatment . 

11 2 . " Ambulance " means any privately or publicly owned motor 

12 vehicle used to transport patients . 

13 3 . " Rescu e v e hicle" means any privately or publicly owned 

14 motor vel1icle , . including fire department rescue units , designed 

15 and equipped t o provide and transport rescue tools and equip-

16 ment, but not used to transport patients except as provided 

17 in section t \vO (2) , subsection three (3), of this Act . 

1 8 4. "Ambulance service " means the responsible business 

19 or public unit tl1at operates one or more ambula11ces . 

20 5 . "Atter1dant" means an individual who is trained and 

21 qualified as required by this Act wl10 is responsible for the 

22 operation of ar. ambulance and tl1e care of the pa. tients 

23 transported , wl1ctl1er or not he also serves as driver. 

24 6 . " Appre11tice attendant " means an indivic1ual in training 

25 to become an attendant wl10 , under the rules promulgated pursu-

26 a11t to section tl1ree (3) of this l\.ct , may assist an attendant . 

27 

28 

7 . 

8 • 

"Driver" rneans an individual wl10 drives an ambulance . 

" Attendunt- drivcr" means a11 i11dividuul who is qualified 

2 9 as a 11 cJ. t t c 11 d an t ...in (1 <ls a <l r i ✓ o r . 

JO ~ . "l::t1uipm(•nl: " n1cc1ns 11:cdic,11, first a.id, c<)1nmunic<1tions 

31 a11d rescue cqui~)n1cnl used by a1nJJulance service 1)ersor1ncl to 

32 extricdte , triJ.nsport a11d ca.re for }>a. tic11ts . 

33 1 O. "Commissio11cr " means tl1c conunissioncr of r)ublic l1cal tl1 

34 or l1 is designcc . 

35 1 1 . " Dc 1:)ar-Lmc.:11t 11 rnc-ans tl1e s-Late clcr)artment of l1ealtl1. 

CPA-341117. 1 /11 
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1 12. 
11 
Advisory council II means 1 he emerge11cy medical service 

2 advisory council established in tl1i·s state pursuant to U11i ted 

3 States Public Law ninety- one dash six hundred five (91 - 605) . 

4 Sec. 2. NE\v SECTION. AMBULANCE SERVICE LICENSE REQUIRED. 

s 1. A person, either as owner , agent or otherwise , shall 
' 

6 not furnish , operate, conduct , maintain , advertise , or 

7 otherwise engage in or profess to be engaged in the business 

8 or service of transporting patients upon the streets and 

9 highways of this state unless he holds a currently valid 

10 ambulance service license issued pur suant to this Act , and 

11 a valid certification for each ambulance operated by the 

12 ambula.i1ce service. 

13 2. An ambulance shall not be operated for transporta tion 

14 of patients, and an individual shall not drive , attend or 

15 permit an ambulance to be operated for transportation of 

16 patients on the streets and highways of this state unless 

17 the ambulance is under the immediate supervision and direction 

18 of an individual trained as an attendant , in compl iance with 

19 the rules promulgated pursuant to section three (3) of this 

20 Act. 

21 3. A certificatio11 shall not be required for an ambulance 

22 or rescue vehicle which is : 

23 a. Rendering assistance in an emergency wl1en licensed 

24 ambulance services are unable to provide the needed service . 

25 b. Operated from a location outside the state in order 

26 either to transport patients from points outside the state 

27 to points within the state , or from points witl1in the state 

28 to points outside the state . 

2 9 Sc..:c . 3. NE~v SECTIOt-J . RULES. 'l'l1e commissio11cr shall, 

30 \vitl1 tl1e guidance of tl1e advisory council , pro1nulg.:.i.tc in 

31 accordance with chapter seven·teen A (17A) of the Code and 

32 rcvic\v at least annually rules for CJ.mbulance 

33 ambu1a11ces. These rules shall include : 

. 
scrvJ.ces 

3 4 1 • 

35 shall 

Specifications for vcl1icles used as ambulances, wl1ich 

~c general in nature and application and ~hall not be 
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1 so d r awn as to require tbe use of one )r un u?1duly r estricted 

2 number of p a r t i cular m.:ik.es or models 0£ vehicles as ambu l ance 

3 cl1assis. 

4 2. A list of the equipment required Lo be carri ed o n each 

5 a mbulance at a l l times wl1en it is i11 use or availabl e fo r 
• 

6 d ispatch i n response Lo an e~ergency call . 

7 3. Tl1e t raining or competence that is required f or atten-

8 dan ts , drivers an<l attendant-drivers , and to what e x tent such 

9 t r a in ing must have been completed or competence acqui red 

10 befor e an appre11tice attendant may actively ass i st a n att e n-

11 dant or attendant- driver . 

12 4 . Requirements for the rnetl1od of dispatching , for citi -

1 3 zens ' access to respons i ble dispatcl1ing capability , and for 

1 4 communications capability . 

15 5 . Requirements for hours of operation and for staffing 

1 6 of ambulances . 

1 7 6 . Requirements for minimum amounts of insurance for the 

1 8 purposes specif icd in scctio11 ten ( 1 0) of this Act . 

19 Sec . 4 . NEW SECTION . APPLICATIONS FOR LICENSES . Appli -

20 cations for ambulance service licenses shall be made upon 

21 forn1S prepared or prescribed lJy the commissioner and shall 

22 contain : 

2 3 1 • The name , social securi t:y nun1ber and adc1rcss of the 

24 applicant and of tl1e ov-1ner of tl1c ambulance service . 

2 5 2 . The trade name , if any , under which the applicant does 

26 busir1ess or proposes to do busjness . 

2 7 3 . 'I'l1e traini11g arid experic1ncc of tl1e a1)plicant in the 

2 8 tra11s portatio11 a11d care of patients. 

29 4 . A description of the radio con~unication system , inclu<l-

30 i11g Li1e frcc1ucncics used and L}.e 11u1nl.)cr of base und mobile 

3 1 units . 

32 5 . Tl1c locati..on ;-1nd a dcfjcriJ)ljon of tl,c t)l<.1ce frorn \.;hicl1 

33 Lr1c ~mbular1cc service 01-)crntcs or intends to 01)cratc , and 

34 the area it serves. 

3 5 6 . Tl1c nc11ncs , ages, sociul sccuri ty nu1nlJcrf~ , training 

• 

CP .A.•347U~ I/ 7 I 
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1 and emergency medical service exp rience of all attendant-

2 drivers and attendants . 

3 7. A description of the staffing pattern followed or in-

4 tended to be followed by the ambulance service . 

5 8. Evidence satisfactory to t :1e commissioner that the 

6 applicant has insurance ··coverage as requir~d by s e ction ten 

7 (10) of this Act . 

8 9 . Such other information as tl1e cornmiss ioner deems neces-

9 sary to determine that the ambulance service is operating 

10 or will operate in compliance with this Act. 

11 Sec . 5 . NEW SECTION . REQUIREMENTS FOR LICENSE . As a 

12 condition for obtaining , retaining, and renewing its license, 

13 each ambulance service shall : 

14 1. Maintain for a minimum of three years written records 

15 of eacl1 ambulance call received , the time and nature of the 

16 call, the pickup and destination points , and other relevant 

17 information as may r easonably be required by the rules promul-

18 gated pursuant to section three (3) of this Act, and sh~ll 
• 

1 9 keep such rccorcls open to ir1s1)ection by the commissioner or 

20 his designee during usual business hours . 

21 2. Maintain the premises from which it operates and main-

22 tain its certified ambulances and its equipment in suitable 

23 condition for safe and effective operation . They shall be 

24 subject to i11spection by the cornn1issioner at any time during 
. 

25 usual hours of operation of the ambulance service . 

2 6 3. Pron11Jtly report to tl1c com1nissioner any change in per-

2 7 so11n~l designated in tl1e last preceding license application 

28 to serve as attendants , drivers or attendant- drivers , and 

2 9 the commissioner shall review the ql1alifications of the ne\.v 

30 personnel lo assur~ co1n1)liance wi tJ1 tl1e rules pron1ulg<1tcd 

31 pursuant t.<) section tl1ree ( 3) of this Act . 

32 4 . Obtain lhc approval of the commissioner in advance 

33 of t :1e sale, assignment , mortgage or other transfer or 

34 encu tbrar1cc of its license; tl1e cor.rrnissioncr shall grant 

35 approval only wl1cn satisfied tl1at there will be compliance 

CPA-34~•• 
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1 wi tl1 all rcquircmen ts of thi s Act and )f the ,rules promulgatecl 

2 pursuant to section three (3) of this Act . 

3 5. Continuous ly maintain ci1e insurance coverage required 

4 by section ten (10) of this Act . 

5 Sec. 6. NEW SECT JON . APPLICATIONS FOR Cl~RTIFICATION . 

6 Every application for i ssuance or renewal of an ambulance 

7 service license shall be accompanied by a separate application 

8 for certification of each ambulance which the ambulance service 

9 operates or intends to operate . An application for 

10 certification sl1all be submitted by a licensed ambulance 

11 service when it acquires any additiona l or replacement 

12 ambulance d uring the period for v1hich it l1as been licensed . 

13 Applications for certification of ambulances shall be made 

14 upon forms prepared or prescribed by the commissioner a11d 

15 sl1a 11 contain : 

16 1. A description of the ambulance , including the make , 

17 model, year of manufacture , ,,ehicle identification number , 

1 8 current state license number , and the color scheme , insignia , 

19 name , monogram , or otl1cr distinguishing characteristics to 

20 be used to designate the applicant ' s ambulances . 

21 2. Evidence that ambulance has wi tl1in thirty days prior 

22 to the date of app lication passed a motor vehicle inspection 

2 3 perforr11ed in the ma11ner prescribed by section tl1ree l1undred 

24 twenty- one point two hundred thirty- eight (321 . 238) of the 

2 5 Code. 

2 6 3. A complete inventory of equipment assigned to and 

2 7 carried 011 the ambulance . 

2 8 4. Such otl1er information as tl1e cornrniss io11er deems neces-

2 9 sary to de tern1ine tl1at tl1e ambula11ce complies with all 

30 applicaL1 8 requircrnenLs of this Act, the rules promulgated 

31 pursuant to sec '..:. ion tl1ree ( 3) of this Acl , and the rules of 

32 tl1c conunissioncr of 1'.)ublic safety . 

33 Sec . 7 . NE\'J s 1;:C'J'TON . lli~QUIREMEN'l'S E'OR CEifl'IFICATION . 

34 As a con<lj_tion of obLaining, retaining , and renewing a certifi-

35 catc for 011 u.rn!Jt1lancc , it shall at all times when in use or 

• 

CP l\- 34762 1/ 11 
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1 available to respond to a call: 

1. lie in suitable condition f u r the tra n s portation and 

emergency care of patients, in t erms of health, sanitati on 

4 and safety , and maintained i n suitable premises . 

2 . Contain e quipment conformin g with the requirements 

of the rules promulg a ted' pursuant to regulations provided 

7 for in section three (3) of this Act , which equipment shall 

be in proper c o ndition for use in the ambulance . 

3. Be operated , driven and attended by the requisite num-

10 ber of trained personnel r e quired by the rules promulgated 

11 pursuant to section thre e ( 3) of this Act, each driver having 

12 a valid lice nse as pre scribed in s ection three hundred twenty-

13 one point one hundre d seventy-fo ur (32 1. 174) of the Code . 

14 4 . <;amp ly with all applica ble l aws a nd l ocal ordinances 

15 relating to h ealth , s anitation, and s afe ty. 

16 5 . Be equipped wi t h ligh ts , si r e ns , and spec ia l ma rkings 

17 to des i gna t e i t as a n ambul a nce , as may be prescribed in 

16 regul a tio n s promulgate d by the commis s i one r of p ublic safety . 

19 Se c . 8 . NU·/ SECTION . NOII- EML:RCENCY AMB ULANCES . •rhe c om-

2 o mis sioner may , wi th the g u idan ce of the a dvisory c o uncil, 

21 promu l gate in accorda nce with chap t e r seve ntee n A ( 17A) of 

22 the Cod e and rev iew a t l e a s t a nnua lly rules se tting forth 

2 3 c ondi t ions upon whic h a lice n sed ambul ance se rvice , which 

2 4 mainta i ns at each po int f rom wh i ch i t c onducts opera tion s 

25 a t l east o ne ambu l a n ce mee ting al l r equ i reme n ts o f section 

2 6 seven ( 7) o f thi,s Ac t, may be i ss ued certi f i cates fo r one 

21 or more addiL iona l non- e mergency amb u lances . Such amb ul an c es 

2 8 may uc used only for trans fer or pa tients f rom o n e poin t t o 

2 9 another on a non- e mergen cy uas i s . Rules p r omu l ga t ed pur-

J O sudnl to t h i s secti on s h a l l state whi c h rClJUircmcn l s o f secti o n 

31 scvu . (7) of t h is Act and of t he rules promul <J a Letl uursu ant 

32 to s,·ction t hrc•e ( 3 ) of t his Ac L ,,i ll J.., e wcii.vc-d f o1 

3 3 c c rL if i ca tio n o[ no n-e me rge ncy anibulan ccs . Upo n r c.:cc ivin~, 

J 4 LlcJ. Lj .:.fc1clory evidence th c.1t .1 li crnscd u1nbu l anc;e serv i ce hus 

35 usetl or 11<..::rmil.l1..•cl Lhe use o f a non-cmcr(_Jcncy ,m1bul ,1 n cc t o 

il.f, J1._2_ 

l respond to an emery 

2 whi ch section t -.,o I 2 

3 of this Act p~m1ts 

4 commissioner shall 

5 by sectio:i tnirtc~n 

6 eciergency .rbula:icc 

7 service . 

Sec . 9. NC: SE 

9 Act shall not be co 

10 license be obtained 

11 to 1ndi viduals who 

12 inca!"ac1tat.ed, u'.!t . 

ll nor require trca l1te 

14 trar.sported , by a p 

15 him to provide e::cr 

16 person :iv: licc~seC 

17 portat!.or. :-::._st, wit. 

18 provide to the dcpa 

19 require by rclcs •~ 

20 A (17AJ of tne Co ~ 
1 l person is not f 
22 urn. 

for llhich a 1 · 
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26 t~ficate s~all not 

Wlth ti.e ~ . 
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1 respond lo un emL.!ryLnc.:y c..111 , except t d1 r circunstanccs in 

which sccLi on two (2) , subsecLion Lhrc. (.,) , [Jil,hJraph a , 

of this Ac t permits the use of a non - c-' rl ificd vehicle , Lhe 

commissioner shall imm<.;dialcly aet in the m,rnncr provided 

by section tnirlc "n ( 1 3) of Lhis l\cl t , r •.vkc all non-

6 emergency ..iml.,ulance ccrtif ic.:ilcs issucJ Lo lhe «mbulance 

service . 

Sec . 9 . NE\·/ Sl:C'J ro;J. r/l!Ll, LICENSE IS NOT RLQUIRJ..D . Thi.:; 

Act sh 11 nol l,e constr cd t o r<.;quire lhc.t an =J.mlance service 

10 license be olJtained by a ny person who furnishes trans, rtalion 

11 to i11dividuals w}10 arc sick , injured , wo~nde or otherwise 

12 inc«pacitaled , l, L who do no need cmer ncy ~Ldical ~,sis c.nce 

13 nor requir~ trcJlrncnt or continuous cbscrvaLicTT , while being 

14 Lran.;po r led , by a person with tra~n~ng aclcqualc. Lo cn<1ble 

15 him Lo provi ,<.. emergency medical trcalmrnt. 1; ,,-1ever , any 

1 6 pcr .... on ncl lic.L.n.;ed n lcr this Act wh..., fun.is .. ~ SULh tru .. J-

1 7 porlotion mus .. , within thirty ctays af er Lin ("\ r •ill Jtcc! , 

1 8 provide to the: Uc.1.Jorlm<,;.nt inform..:i.lion wl ic.h it m1y 1cuscnahl•/ 

19 req ·ire by rules _1 101 Led in u cord nl~e w.1.L1 C I lt.:r s vt..nlL n 

20 A (17A) of U,c Co c in order l0 c.,s uuli_ll tll<.J Lhe ur.licens . 

21 person is noL fur11iJhing any Lransprrtali ,r. or olhcr .. ct vj c, s 

22 for v,hich a license is required by this l\c . 

23 Sec . 1 0 . NE\" .,Il'TIO:J . LI/illILITY 11,SUPl;c,C l\.D BO ... --!'IlJ;!' 

2 4 OF' SOLVEi:~CY . ,ill ur:Wul..1nce st>rvic0 liccn ~L: or ibUL.Jn, .. :t.: ccr -

25 tificale ,:;ci:ill nol 1.,c issued until Lhu a 1,plic 111L has iiled 

26 with toe commissionL;r dD insur~ncc policy , polici0s , ~urcly 

27 uond , or certificaLt.. of insurdnce , in furm lo be up1r.Jvt..:c.l 

2 8 Dy Li1e: coiru,1i!jsioncr and issut...J by some crn:11K1.ny , a..,soc11tio11 , 

2 9 reci1,rocu.l or inlL'rinsurancc L'XChun JC o:r ol11c_>r inran c I 

JO ouU,< rizcc.1 Lo <.Jo i,u!..iinc s in lhi~i c: L..tll . rlH' l lJ ci • or 

31 sur Ly l,onl c.hc!ll be ic»;uvd ,n ar.1ount; r ,L le .. ~ lhi.ln '1all 

32 be spccif.lL<l Dy the corru:iis:;ioncr in rule.; p1omul<Jdlt•1 pu1•·111n1· 

3:1 to s,cLion lhrvc (3) of tin.; HCL for the· foll .:,n,J purpose· .. · 
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l a rcsull of any one accident or o her cau se , in the minimum 

2 specified amount for any recovery by one p.:,r.;on and subject 

to that limit for one person , not less than three times such 

t, · amount for more than one person . 

2 . To cov.:,r Lhe assured ' s leg ,1 liability as an ambulance 

6 service for dam.ige to or· destruction of any property other 

7 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 

10 service for loss of or damage to property of passengers as 

11 a result of any one acc i dent or any other cause . 

12 4. Any ambul,rnce service coming under the provisions of 

lJ this Act which furnishes satisfactory proofs to the 

11. commissioner of its so lvency and financ ial ability to cover 

15 the us sured ' s legal liability as provided for in this section 

l(, and makes pay men Ls to persons who may be entitled as a result 

17 of Lh.:i.t l egal liability , or which deposits with the 

10 commissioner surety satisfactory to him to guarantee su~!1 

19 paym'-'nLs , shal l be relieved of the provisions of this section 

2 0 requ.cring liability insurance, surety bond or certificate 

21 of insurance but s hall, from time to time , furnish a dditional 

22 satisfactory proof of solvency and financial ability to pay 

2 3 as may be required by the commissioner . 

21. Sec . 11 . NJ..:~/ SECTION . INVESTIGATION AND INSPECTION . 

2 '., The commissioner shall within thir.Ly days after receipt of 

2 6 an application for an ambulance service licenst::? cause an 

2 7 invCc.> tig.:i.tion to be made , which shall include but need not 

2 8 be l~mited to an inspection of the ambulanc.:,s, equipment and 

2 9 prem scs dc.GignaLcd in the .:i.pplicution . 'l'hc commissioner 

30 shal issue the lLcense if he finds that eac;h cunbulance 

31 opcr 1t1cd o:- Lo be operated by the ambulance service is 

32 cerl1.fied or elivible for certification , that the a;,plicant 

33 is u respon~dblc und proper person to concluct or work in ,,n 

34 amLu l.lncc scrvicL! , and th.:i.t the ambulance service i s opcr.:i tint] 

35 01.· \·J Jl opcrJle in compliance with this Act. 

The i1,s pcctio. 

2 nent, and preniscs 

3 at t:,c ti::1e of ap..,l 

4 hr.e.; as the con.s 

5 add1 :ion to any ot~ 

6 quired fer a:,-!>ula~c 

7 nanct.!. 

Sec. 12. :;L.: Sf. 
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13 Licenses and certif 
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15 earl.:.er s1..s~endc~, 

16 C1.:rt_f1c.:.ti..: isst.'-1..i 

1, or :, ~!J.c~mc.:-:t a..-.b1.. 

:: ::: :::: ;:;;' :;: :, : 
21 cert.ficote I' ' 
22 serv ce . iowcv 
23 c1;,.. ... f:' u:1d has J~ 

..L• .. .:.co.t\, shl.;11 

:: d:,,.:.g :.,, pc~c~s,cv 
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2G f .. s the r,.. 
o: re~~,al Cf . 

27 cert .. ::c<.1.'"t;. .. ·•-s 
28 Le:1 .. e ..... - or C.l.!rt 

29 has ''•Clr ex~ira 

30 tc::- ,; .. en r\ .. de' thi.. 

31 he ~ 'ir '•:· •f r,ece 

32 .. ..:~ t.:~sent1~11 
l . D • 

lJ cnt otocemcnL 
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The i1js pcclio11 of an ambuluncc :;er\ CL 
1

..., .. w1liuLJnccs , equip­

ment, and premises muclc by Lile com.miss 1.0111...:: r or h i s dcsigncc 

a t l hc t1.1n e of application for a liccn~c , and al such other 

4 time:.; as t he comm.1cs..;ioner may ckcm necessary , shall be in 

addition to any olh r s<1fety or motor ,e,1 cle inspection re ­

quire for ambulances or oth6r motor vehicles by l aw or ordi-

7 nan c12 . 

Sec . 1 2 . Nl'\•/ IX'l'JON . ISSUANCE !\ND RJ.:NE\·/AL OF LICENSES . 

1 . Each applic<.1 tion for issuance or renewal of an ambu -

1 0 lance service lic~nsc shall be accompanied by a fee of fifty 

11 dolL,rs which sh.ill be paid by Lhe department to the treas rcr 

12 of state for dcpo..;it in the gcnc,rc1l fund of the state . 

1 3 Licunscs and CL1Lif1cates shall uc valid for a period of one 

1 4 year from issua1.cl! or date of mosl recent renewal , u11lcss 

15 earlier sus~cndLJ , rLvokcd or Lermin<1ted, except that a 

1 6 Cl!l"L-ficatl! issucu Lo a licensed :1mbulanc .... Jcrvice for u new 

1 7 or rt.i)lucl;.nl!nt .imL ,L . .icc lc3s lhu.n ninety duys l t...:fcrc lh1.; 

18 ex1 ir<...;,tiun of LL ,.:.mLulance Sl rvice I s lie nsc sh,111 be cxlend\,:.:d 

19 for one ycJr upon renewal of the license . Any change of 

20 own~rship of .J c rLificd uml.,ulc1nce shall Lcrm1nc1tc the 

21 cert ... fic<lte . II A:evcr , if t.hc nL'W ownL:r is a licensed a.rr.bulc1ncc 

22 serv ce ~:1d has J~plicd for a 11ew c8rlificatc, the previous 

23 C8rt~ticuLL: sh,111 LL deemed valid, if il l1as 110L expirci, 

2l.. dur..1..ng thC; pc1,J0ncy of Lhc <tppli 'c1Lion for t1 n·'\·,' c'--=rlificate . 

25 2. It 1s LhL rl'sponsibiliLy of each licensee to apply 

2 6 for 1 e;nc\-/t1l of his uml.Jul..Jncc service license ond amhulancL• 

27 ccrt ..... .: ... c,1l<:; or Cl.::rtif1.cJ.!...cs nol lc.j!..i than forly-fivo d..1.ys 

28 bc:.v1e UlL·ir expiration dcJtc . J f dpplicaLion for rL!ncw~l 

29 has 1)1..'cn r:i<lde , the conrnJf;sion<•r 11<.1y cxtcnc.1 ,1 lict:nsc 

30 temp< 1. 1ril.y .if nc 'l.!.Ssury in ord 'l Lo complvl(' .111 invc~-;Li':J.111011 

31 hL: cti..,;ms <..::!:,:;~nl1tJ lo rcnc..::w.J.] uf llH JicLrl.it'. 

32 3 . Dl·iuccmLnL, removal or olJlitcralion oi dllY offici,11 

J 3 c:n lry mt1uL: upon u liccn~e sil.J.ll Lerminu LC LI, 1 lCl~nsc . 

3L, .;, c . 13 . 1,1· 1
.-, :;ECTIO:! . su:,1'I;·.s10N OR !UVU('i\1'101, U1' LICI : ... J :, 

35 /,ND CJ.1 'l'll'lCil'l'I• .• : . 
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1 1 . 'l'he conu,1issio11or may sus1)e1 1 oc rcvok.c.~ an ambulance 

2 service license , or cancel an ambulance ce r tif i cate , fo r 

3 failure of the licensee t o maintain compliance wi t h, or fo r 

4 his violation of , the requirements of th i s Ac t or o f the rules 

5 promulgated pursuant to section tl•ree (3) of th i s Act or of 
' 6 any other applicable laws , ordinances or regul ati o n s , but 

7 only after issuing the licensee a warning that such action 

8 is being contemplated and granting the l icensee 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 terminatio11 of an ainbu-

17 lance service license , tl1e ambulance service shall cease all 

1 8 operations immediately , and may resume operations only when 
• 

19 it again has a valid license . Cancellatio11 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 , sl1all not require the ambulance service 

23 to cease all operations if it has available one or more other 

24 certified ambulances . 

25 Sec. 14. NEW SECTION . HEARil~G AND APPEAL PROCEDURE . 

26 A licensee under sections one (1) through sixteen (16) of 

27 this Act may make c1 written request for a hearing witl1in 

28 thirty days after receiving warning , pursuant to section 

29 tl1irt.oen (13), subsection one (1), of tl1is l\ct , that suspen-

30 sio11 or revoc~tion of his license or certificate is being 

31 considered. A licensee who so requests shall be given n hear-

32 ing l.Jeforc an imp<1rtial l1earing officer designated by the 

33 conunissioner a[ter reasonable notice of the time and place 

34 of tl1c l1eari11g. 'Tl1e licensee n1ay be represented by counsel 

35 at tl1c hcc:-trin9 if he desires . Tl1c l1caring officer sl1all 

<"PA-340 4 ) / 
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1 pro , :,1 __ , ·: submit to tl1e commissioner i1 writin r; a summary r f 

2 the ~v iucnce presented at the hearing and the commis:.:, io11cr 

3 s l1al l , within thirty days after tl1c conclusion of the l1caring , 

4 issue a written decision which shall jnclude findings relating 

s to tr1e suspensio n or r evocat ;i.on of tl1c license o r cancellation 

6 of tl1e certificate . A copy of tl1e decision toge t her wi t.h 

7 a copy of tl1e l1earing officer ' s written sununary shall be 

8 promptly transmitted to tl1e affected licensee . A lice n see 

9 aggrieved by the commissioner ' s decision may wi thin thirty 

1 0 days after the decisio n is transmitted to him appeal to the 

11 district court of the county in which he resides by serving 

12 notice of the appeal upon the commissioner in lhe manner 

1 3 required for service of original notice in a civil action . 

1 4 T i1 e appeal s l1all be on the r ecord of the hearing before lhe 

15 hearing officer . 

1 6 S ec . 1 5 . I~E \-.J Sl~CTION . NECESSARY Et-1PLOYI:ES ,~u'I'liORI ZED . 

1 7 The dcpartmer1t may employ , subject to chapter nineteen A (19A) 

1 8 of the Code , such a ss istants and inspectors as may l)e necessary 

19 to administer and enforce the provisions of this Act . 

20 Sec . 16 . NEW SECTION . PENALTII:S FOR VIOLATIONS . Any 

2 1 person violating or failing to comply wi ll1 any prov i sion of 

22 t l1i s Act or of tl1e rules promulgated pursua11t to section tl1rce 

23 (3) of this Ac t shall be guilty of a misdemeanor and upon 

24 conviction sl1all l.Je f ined a n amount not exceeding one hundred 

2 5 dollars or be imrJrisoned in tl1e county jail for a pcrioc.1 not 

2 6 e xceeding tl1irty days . Each day t l1at any violation or f<.1ilure 

2 7 t o comply \'1ith 1-l1is Act continues sl1all constitute a scr)aratc 

28 and distinct offense . Th e cour.t may , in appropriate cases , 

29 stay tl1e cumulatio n of penalties . 

30 Sec . 17 . NE\'1/ S J·:C'l'ION . I::XL:MP'l'IONS F'OR E}:ISTlNG Sl~l{VICL~ . 

31 Evc1.-y anbulance service vJhic11 i~; ctctually engaged in the.\ or er-

32 ation of a1nbulc1nccs 011 tl1c effcclive dale of ll1i~ Act and 

33 for at leasL six months previously shall b~ entitled to an 

34 u1nbula;1ce: service license upon compliance wi tt1 thl' 1 c 1ui1·cmcnt c; 

35 of section ten ( 1 0) of this AcL . Every W1illl1l,1ncc ~l.! rvi.cc 
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1 so licensed sl1all have until July 1 , 1976 to comply v1i th i.lny 

2 rules promulgated pursuant to secLion three (3), subsection 

3 three (3) , of this Act relating to training and competence 

4 required for attendants , drivers and attendant-drivers. Tl1c 

5 co1nmissioncr sl1all promulgate rules under section three (3) , 
' 

6 subsections one (1), two· (2) , four (4) and five (5) , of tl1is 

7 Act establishing only such reasonable minimum standards as 

8 are essential to protect patients transported in ambulances 

9 operated by ambulance services holding licenses tssued under 

10 this section , it being the intent of th i s section that no 

11 area of tl1e state shall be deprived of ambulance service by 

12 the operation of this Act . Any ambulance operated by an 

13 ambulance service licensed under this section and wl1ich 

14 complies with the standards established by the rules 

15 promulgated as required by this section shall: upon application 

16 for issuance or renewal of a certificate as provided by section 

17 six (6) of this Act , be certified for operation during any 

18 period prescribed by section twelve (12) of this Act ending 

19 not later tl1an June 30 , 19 84 . Notl1ing in tl1is section shall 

20 be construed to grant any exemption from standards established 

21 by rules promulgated under tl1is Act with respect to any 

22 ambulance service established or any ambulance purchased and 

23 placed in service for the first time after the effective date 

24 of this Act . 

25 Sec . 18. l~Evv SECTION . AMBULAl'JCE SEl~VICE FUND . \\!hen any 

2 6 county board of . .; upervisors elects to provide ambulo.nce scr\ricc> 
• 

2 7 as autl1orized by section tl1rcc hundred thirty-tv.Jo point tl1rcc 

28 (332 . 3) , subsection twcnty- tl1ree (23), of tl1e Coc1c , tl1c bo..trd 

2 9 shall create an ambulance service fund in \vhich shu.11 be 

30 dCf>O;".;ited t1ll rcve11uc derived by Lhe county fro,n ar:1.bulanc<! 

31 service l)rO'✓ idccl by the county or at county cxpcn:..,e, cind fro,n 

32 taxes levied u11dcJ:- section twenty-four (24) of Lhi!.., J\ct . 

3 3 S cc . 1 9 . NE\'1 S EC'l'I ON . SCllEDULE OF FEES --'fj~ R!vlS or:- CON'I'l 'i\C'l' 

3 !~ 01{ l\RRJ\NGJ~l·1EN1'. 'fi1e board of supervisors mc1y -.1dopl a scl1.ec1 t,lc 

35 of f~~s lo l.>c charged us1..;rs of ambulance service t)rc)vidcd 

C p /, ... J 4 V 1 J t 
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1 b y t h e county o r at county expense . J f Ll1e bo.tLd cont.r<lcts 

2 for ambu lance service to b e provided Ly uny pe1 son otl1cr t l1an 

3 a c o unty emp l o y ee , the contract shall specify \vl1etl1er : 

4 1. Tl1e c o unty accepts financial respo11sibili ty for payment 

5 t o t l1 e p ers on o perati ng the ambulance service [or all cmer-
• 

6 g ency calls , an d any otl1er calls to wl1icl1 tl1c ambulance service 

7 i s autl1orizcd to respond at cou11ty e;-~pe11se by or pursuant 

8 t o tl1e terms of i t s con tract wi tl1 the county , in whicl1 case 

9 a ny person making paymcn t for tl1e ambulance service provided , 

10 inc l uding any t l1ird par t y payor , shall make the payment eitl1er 

11 jointly to the person on whose behalf the payment. is made 

12 and to the county or directly to the cou11ty ; or 

13 2 . I t i s the respon sibility of the perso11 operating the 

14 ambulance service to collect fees due for ambulance service, 

1 5 i n which case the county shall be responsible only for the 

1 6 cost of ambulance service provided in response to emerge11cy 

1 7 calls or to any other calls t.o \vl1icl1 the ill1lbulc.1nce scrvic2 

1 8 is authorized to respond by or pursuant to the t.erms of it.s 

19 contract with the county , when the service has Geen provided 

2 0 to : 

21 a . Persons wl10 are unable to pay a11y or all of tl1c cost 

22 

2 3 

o f the 

b . 

. 
service ; or 

Persons who refuse to pay any or all of the cost of 

24 the service after reasonable efforts by the person ope rating 

2 5 the ambulance service to collect the a1nount 0\•1cd . 

2 6 Sec . 20 . NL: 111 SEC'rION . DUTY OF COUNTY ATTORNEY . The bo~rd 

2 7 of supervisors may direct tl1e counly ctttor11cy to proccc..d ,vi tl1 

2 8 tl1e collectior1 of amounts owed for ambulance service t)rovidc~d 

2 9 to a.ny person purs ...:..w1 t to sec Lion 11i11ctccn ( 1 9) , sulJ~c,cti o n 

30 one (1) or subsccLion two (2) , pc1rc1graph 1), of Ll1is /1..ct . 

31 Sec . L1 . N1:;1 SEC'I'JOt-J . DU'l'Y QI? COUN'l'Y IJOl\I{l) . \•ll1 c n <J.ny 

32 county board of supervisors c lecLs to [)rovidc u.1n1Julon c c sc · 1· -

33 vice , the lJoard sl1all a.3ccrtain \vl1L'Ll1er c::iny LJOliLjco.l ~;\1bc1i-

34 v i sion v1itl1ir1 t}1c county currently provic1es c1rnl)t1lcl.ltl:e> scr\'LCC 

35 <J.nd .Lntcnd!j t.o co11tinuc doing so after the' county ctn1l,'Jlun c <: 

Cf'A •:\ 4 7~ 2 1 / 71 
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1 service is establisl1ed. If not. , he board o f supervisors 

2 shall extend the county ambulance service to the enti re area 

3 of the county . 

4 Sec . 22 . t-lEW SECTION . SERVICE FOR UNPRO'rECTED AREA . 

s If the board of supervisors finds that any political subdivi-

6 sion wi tl1in the county is providing ambulance se r vice and 

7 intends to continue doing so after the county ambulance ser-

8 vice is 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- . 

11 two (22) ~1rough twenty- four (24) of thi s Act as the 

12 unprotected area of the county . The board shall if possible 

13 provide ambulance service to the unprotected area of the 

14 county by contracting with one or more political subdivisions 

1 5 witl1in or r easor1ab ly near the county which maintains ambulance 

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 

22 

23 

24 

25 

26 

. r equir e . 

Sec . 23 . NE\'1 SECTION . ALTERNATIVE AUTHORITY OF COUNTY 

BOARD. When a county board of s upervisors is unable to re ach 

agreement wi tl1 any pol itical subdivision for extens ion of 

ambulance service maintained by the subdivision to all or 

a11y l)Ort.ion of the unprotected area , the county may provide 

2 7 ,:.unbuJ uncc service for tl1e unprotected area or portion the reof 

2 8 in the s..11nc 1nill111er as tl1ough section twenty- one ( 21) of this 

29 Act were applicable , ex cept that the tax levied sh~ll be 

3 0 lcv ied only on tl1e taxable property in tl1e unprotec t ed a rea 

31 or tl1e portion tr1Greof to whicl1 ambulance service is provided 

32 pursuunt to this section . 

33 Sec . 24 . l'lE\-J SECTION . TAX LEVY . The county board of 

34 su1Jervisors of eacl1 county wl1ich p r ovides aml.>ulance service 

35 under sections eigl1teen ( 1 8) t.hrougl1 t we nty- four (24) of this 
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1 Act sl1all ann\. .:illy levy a La:< for tl11 . .! 1nl>l1luI H"< ' :;v rvice fund . 

2 If tl1e cou r1 Ly r)roviJcs ambul,u1ce servi c e under Sl.!ction twenty-

3 one {21) of thi~ Act , tl1e tax sl1i:1ll lJe levied on all taxable 

4 pr:operty in the county . If tl1e county prov ides ambulance 

5 service under sucLions twcnt_y- two (L2) or Lwcnty-three {23) 

6 of tl1is Act , tl1c tax sl1all b<~ lcv1.cd 0:1 all taxable property 

7 in tl1c unprolectcJ ~rca of tl1e c o unty . 'I'l1 c arnour1t of the 

8 tax sl1all not exceed 1-he amount wl1ich would be raised by a 

9 uni forn1 one mill levy on all tc.Xuble property to whi ch the 

10 ambulance service fund levy is to be applied under tl1is sec -

11 tion, but the actual millage l c·vi c s shall be determined as 

1 2 follows : 

13 1 • Determi1 c ll1c anticipa tc·c.1 total cost of ambulance ser-

14 vice , including deut relirement o r amortization , to the county 

15 for tl1e budget yec:ir for which t11 e levy is to Le made . 

16 2 . Compute the per capita c o st to the county of ambulance 

1 7 service ny dividing the anticipated total cost to tl1e cuLnty 

18 of awbulancc service determined 1ursuant to sµbsection one 

1 9 (1) of this section into the totc.11 population of : 

20 a . Tl1e entire county if amlJulance service is being pro-

21 vided under section twenty - one (21) of this Act; or 

22 b . Tl1e unprolected area of t!1 c county , if arn.bulancc ser-

23 vice is being provided under sections twenty- two (22) or 

24 twenty-three {23) of tnis Act . 

25 3 . Separate levies for the ambulance service fund shall 

2 6 be comouted for all of the uni11corporc.1ted territory and for .. 
27 each cily in the entire county , o r in the unprotected area 

2 8 of tl1e counly , whichever is c11.11)r o 1Jriatc unclcr the requir e ment~; 

29 of tl1c first unnwnl>ered J)orc19rc11 )h of this s u et.ion . Tl1e levic~; 

30 shall i11 each case be th..:1t euno un L wl1ich, wl1cn cll)[)l ied to ll1c 

31 asse~scd value of all tc.1;,:ablc lJL"Ot)Crty in tl1e area for wh.icl1 

32 the levy is con1putcd , will rai~L~ iln amount ec1ual to tl1e per 

33 capil~ cost of aniliulcincc service: to tl1c county ,nult.iplic d 

34 Ly tl1c 1>0pulatio11 of tl1e area for wl1ich tl1c Jevy is co1np ut0<l . 

35 SL:c . :-is . Scct.ior1 t l1rce l1unll1~c <.1 Li1 i rty-tv.ru JJOint tl1re ~ 
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1 (332 . 3) , Code 1 975 , is amended by ~triking subse c tion t wcnty-

2 t h ree ( 2 3) and inserting in lieu l.nereof the fol l o wing : 

3 23 . To purchase , lease , equip , maintain and ope r ate ambu-

4 l ances to provide necessary and sufficient ambulance service , 

5 or to contract for ambulance vehicles , equipment , main tenance 

6 or service , in the manner provided by sections eighteen ( 1 8) 

7 througl1 twenty- four (24) of this Act . 

8 EXPLANATION 

9 Sections 1 tl1rough 17 of this bil l empower the Commi ssioner 

10 of Public Health and the State Department of Hea l th to estab- • 

1 1 lish , and to enforce through licensing of ambulan ce services 

12 and certification of individual ambulances , standards for 

13 the training , staffing , equipment and operation of ambulances 

14 in 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 existing ambula11ce services a period of seven years to make 
• 

19 necessary adjustments in order to achieve full compliance 

2 o vii tl1 tl1e bill ' s requirements , so that no area will be suddenly 

21 left wi tl1out ambulance service if existing operations cannot 

22 immediately comply with the bill in all respects . 

23 Sections 18 through 25 of the bill restate and expand the 

2 4 autl1ori ty of county boards of supervisors to provide ambulance 

25 service within their counties . A procedure is established 

26 by which the cou~ty board may arrange with cities or other 

27 political subdivisio11s in or near the county to expand exist-

2 8 ing a.nlbulunce service to surrou11ding areas which have no otl1er 

29 aniliula11cc proLcction . A key feature of the bill is a proce-

30 <lure \vl1ich 1)cr1nits tl1c cost to the county of ambulance service 

31 Lo be apportioned 011 a n equal per capita basis between popu-

32 lous and less populated areas . This feature prevents form 

33 families from being forced to pay many times more per capita 

3 4 tl1an city families for ambulance service , wl1ich is usually 

35 tl1c result wl1en a single 1nillagc levy is sprcc1d across the 

CPA•3 4 04 J I 1 
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since the taxable value of the avc1·c.1gt:..: r ,1rni is f c1r 

th &n the tQxable value of the average family home in 

or town . 
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PROPOSED 

MOBILE INTENSIVE CARE PARAMEDICS 

This proposal consists of adding the following to Chapter 148C, Code of Iowa, 1975, 
Title page 774. 

Add item 6. Mobile Intensive Care Paramedics who have been specially trained in 
emergency care in a training program approved and supervised by the 
Iowa State Department of Health and who are certified by the Iowa 
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 

1. 11Board 11 means the Board of Medi cal Examiners of the State of Iowa. 

2. "Department II means the State Department of Heal th. 

3. "Mobile Intensive Care Paramedics" means a person \r1ho 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.ZA h' . d' 'd 1 l b d t· b 1 ny company, partners rp, 1n 1v1 ua or governmenta o y opera 1ng an am u ance 
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 fol lowing for which he has been specially trained and for which he 
has been specifically certified by the Board. 

1. Defibri llate 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 nurs e 
any of the following provided he is specifically certified to administer sai d 
drug or perform said procedure. 

a. Administer parenteral injections of any of the following: 
1. Lidocaine 

ii. Atropine 
iii. Pentazocine 
iv. Any other drug or solution approved by the Boa rd and the Depa rt men t 

b. Perform gastric suction by intubation 

c. Perform endotracheal intubation or esophageal intubation. 
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4. Perform other procedures des i gnated and approved by the Board and the Depart­
ment . 

C.4 lrmiuni ty from civil l i ab i 1 i ty . 

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 1 iable for any civi 1 damages resulting from such 
emergency treatment . 
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TYPES OF AMBU LANCE SERV ICE IN IOWA 1968 - 1975 

-
1968 1975 Change Since 1968 

Number % Numbe r % Number of Services 

Funeral Home 270 60.2 30 9,5 - 240 

Fire Department 104 23.2 93 29.4 - 1 1 

Private 41 9. 1 32 1 0. 1 - 9 

Voluntary and Paid 
Ambu 1 ance Department 1 3 2.9 11 3 35.8 +100 

Po 1 ice 1 1 2.4 6 1 . 9 - 5 

Sheriff 5 1 . 1 0 0.0 - 5 

Hospital 5 1 . 1 42 13. 3 + 37 

Total s 449 100.0 316 100.0 -133 
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• • •• • 
O'BRIEN 

•• 
• 

CLAY 

• 
PALO ALTO 

• • • 
HANCOCK 

• 
CHEROKEE IBL1£NA VISTAIPOCAHONTASIHUMBOLOT !WRIGHT • • • • • • 

• 
CCR RO GORDOI FLOYD I CHICKASAW I 

• 
FRANKLIN !BUTLER 

• 
BREMCR 

• • • 

• • 
FAYETTE 

• 
• 

CLAYTON ., 
'-.. • 

~ OODBURY • • •••• JIU,NONA 

tDA •• • 
• 

SAC 

WCBSTER • • ti 

• BLA CK HAWKIBUCHANA N 0£LAWAR£ ovsuquc i 

l •• 

CP-1 411 07 

• 

._ 

CRAWFORD 

•• • 
HARRISON SHELBY 

• 
7' 

POTTAWATTAMIE 

• • • • 

• 

• • 
CALHOUN 

L... • ... 

• 
CARROLL GREEN£ 

•• 
A LIDLIBOM GVTHRIC 

CASS 

• • • 

... 

ADAIR 

• 

HAMILTON HARDIN . GIU/NDY' •• ••• 
... 

• 
BOONC 

• 
DALLAS 

• 
MADISON 

i.., •• 

• • TAMA BENTON 

STORY MARSHALL • • • • •• •• • 
POLK I.JASPER 

• • I • • 
WARREN ~MARION 

• • • • 

•• • 
• 

POWESHIEK IIOWA 

• 
MAHASKA KEOKVH 

• 

• • • 
L I NN 

• 
JONES 

• • 
• • ·"' ./ACl<SO/'{ 

CLINTON 

• -CEDAR 

JOHNSON • • -• • 
~ -scorr '\..-. 

,., . 
WASHINGT0"1_j USC.AT/NE ~--..... , 
•• LOUISA 

M ILLS ltlONTGOMCRY1 ADAMS LINION CLARK£ LUCAS ! M ONRO£ IWAP£LLO 1.1crrERSON IH£NRY I ~ • • 
rr:11cMo,n- IPAG£ • • 

TAYLOR 

• 
R INGGOLD (DECATUR 

• 
• I I I I I • I 

~ 
WAY'NC I.APPANOO$£ !DAVIS IVAN 8UR£N I I ~' 

IL££ ~ 

• I I •• I () 

I 
)> 
I 

N 

• ____,, , • _., .ft'--~--''lt + ,- - 1 as e -r- .,_-,, - • + e ~ 



11-A-3 

EMT-A TRAINING -
Composite of Training 

September 1971 th rough August 9 , 1975 

AREA NUMBER NUMBER NUMBER NUMBER PRESENTLY 
SCHOOL LOCATION CLASSES ENROLLED COMPLETED CERTIFIED IN CLASS 

Area Calmar 14 347 274 246 

Area I I Mason City 9 242 152 170 45 

Area I I I Es the rvi l le 7 156 129 102 

Area IV Sheldon 9 225 207 186 

Area V Fort Dodge 12 280 212 185 

Area VI Ma rs ha l l town 13 260 19 3 160 

Area VI I Waterloo 17 485 408 358 • 

Area IX Clinton 10 277 247 214 
Davenport 

Area X Cedar Rapids 12 311 255 221 

Area XI Des Moines 23 594 495 425 

Area XI I Sioux City 19 482 436 363 

Area X I I I Counci 1 B 1 uf fs 16 386 220 293 

Area XIV Creston 5 120 96 77 

Area xv Otturrwa 3 51 29 36 

Area XVI Burlington 6 127 115 1 1 1 

TOTAL 175 4343 3468 3147 



Distribution of EMT-A's By County Population 
State of Iowa 
July 1, 1975 
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IOWA STATE DEPARTMENT OF HEALTH 

Emergency Medical Services Sect i on 

CATEGORIZED HOSPITALS IN IOWA 
September 24, 1975 
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The criteria established for the categorizat ion process i s illust rated below: 

1. Community Emergency Service 

a. Service wi II have capability to render resuscitative and life suppo rt 
services; capability for prompt diagnosis and treatment of life-threaten­
ing conditions--spec ifically including cardiac arrythmia, shock, and re-
spiratory deficiency; and have stand ing agreement with other hospital (s) · 
for t ransfer of patients, as appropriate. 

b . The emergency service will: 

i. Be under the medical direction of an actively participating physician. 

, 1. 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 . 

iii. Be staffed by a qualified R.N. or L.P.N. on call in-house 24 hours a 
day . 

iv. Have ava i )abl e in the emergency room at least airway control equip­
ment, gastric lavage equipment, I .V. fluid, EKG equipment and 
monito r-defibr illator . 

c . The hospital will have: 

i. Blood obtainable from establ ished bank or local donor (available to 
the patient in less than one hour). 

ii . Laboratory capability available in les s than 30 minutes. 

iii. Radiological technician available in less than 30 minutes . 

iv. In tensive ca re/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 fol lowin g capab iliti es: 

i. A practic ing general surgeon (not necessarily board-certified). 

ii. A physician able to diagnose and treat cardiac arrythmias and myo­
cardial infarctions, and administer cardiac drugs. 

i i i . A board-cert ifi ed anesthesiologist, or a member of the 
lege of Anesthesiologists who is not board-certified. 
mentioned spec ialty is not available, then a Certified 
Nurse Anesthetist should be uti Ii zed.) 

• 

American Col­
(lf the above­
Registered 
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e. Emergency room staff mu.st receive annual training in cardio-puJmonary 
resuscitation. 

2. Regional Emergency Service - Type A 

a. Service will have staff and equipment required to provide the medical and 
surgicaJ specialties necessary to render resu scitative 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. 24-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). 

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 wi 11 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 phys i cian coverage from in-house physic ian s or spec ifi c physi­
c ian s on call from outside, avai l ab le in less than 15 minu tes. 

. . . 
I I I . Be staffed 24 hours a day by at least one fu l 1-time R.N. trained 

specif i ca ll y 1n Emergency Room Nursing. 

iv. Have on hand at least airway control equipment, EKG eq uipment, car­
diac mon itor and defibrillator, CVP equipment and gast ric lavage 
equ i pment. 

c . The hospital will have: 

i. 24-hour laboratory coverage; technician in-house or availab le on 
ca ll in l ess than 15 mi nutes. 

11. A blood bank, as defined by the American Hospital Association 
(available either in-house or in the community). 

iii. 24-hou r radiological coverage, including angiograph i c capab i I ity 
ava il ab le on call in less than 15 minutes . 

1v. Operat i ng room ava il ab le promptly. 

v. ICU and/or CCU facil i ty. 

vi . Two-way communication wi th local ambulance services . 

4. Comprehens i ve Emergency Service 

a . Service must be able to deliver complete and advanced med i cal care for 
al l emergencies . 

b . The emergency se rvice wi 11: 

1. Be under the medical d i rection of an actively participating physician . 

ii. Be staffed at all times by at least one fu ll -t i me 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 l east airway contro l and venti l ation equ i pment, 
cardiac monitor and defibril l ator, cardiovascular-pulmonary equ i p­
ment, intravenous fluids, sterile surgical sets, gastric lavage 
equipment, drugs and supp l ies. 

c. The hospita l will have: 

i. In-house coverage 24 hours a day by des i gnated medical spec i alties 
that include obstetrics, genera l surgery, thoracic su rgery, 
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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24-hour in-house la.Qoratory cove rage . 

24-hou r in-house r adiolog i cal 
capability. 

• se rvices, i ncluding angiographic 

v. Ope ra ting rooms immed iate ly ava il able for eme rg ency surge ry. 

vi. Intensive Care Unit/Coronary Care Unit. 

vii. Two-way communicat ion with local ambulance service. 

vi ii. Helicopter landing space. 

• 
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-

Iowa State Emergency Medical Services Communication Plan copies are available 

upon request from the address below. 

Director, Emergency Medical Services Section 
Iowa State Department of Health 
Lucas State Office Building 
Des Moines, Iowa 50319 



REGION 

II A" 

(Northwest) 

" B" 
( Sou th we s t) 

II C" 

( Centra 1) 

"D" 
(Northeast) 

"E" 
(Southeast) 

" F" 
(East Edge) 

TOTAL 

I 1-0-2 

-
RURAL AND URBAN POPULATION 

FOR THE STATE OF IOWA 
BY AREA 

TOTAL 

346 , 678 85 ,925 

170,935 60,348 

877 , 760 255,824 

515 ,191 112,881 

733 , 948 194,008 

179 , 868 98 , 469 

2 , 824 , 376 807 , 764 

* People residing in ar eas of 50,000 or more 

Sour ce : 1970 Census figu r es 

RURAL 

260 , 753 

110 , 587 

621 , 936 

402, 310 

539 , 631 

81,399 

2 , 016 , 612 



Lyon 13,340 

Osceol a 8,555 

Dickinson 12,565 

Emmet 14,009 

Sioux 27 , 996 

O' Brien 17,522 

Clay 18 , 464 

Palo Alto 13,289 

Plymouth 24 , 312 

Cherokee 17,269 

Buena Vista 20,693 

Woodbur y 103,052 

1da 9,190 

Sac 15,573 

Monona 12,069 

Crawfor d 18,780 

I I - D- 3 

Proposea EMS Regions (as of 10/22/75) 

Region "A" - Northwest 

13,400* 

8,300 

13,200 

14,200 

28,400 

17,900 

18,400 

13,800 

24,700 

17,200 

21,000 

105,700 

9,200 

15,700 

12,100 

19 , 000 

Total Population (1970 Census)= 
346,678 

Tota l Population (1973 Estimate)= 
352,200 

*1973 Estimated population - Current Population Reports - Federal-State 
Coope r ative Program for Population estimates, Series P- 26 No. 31 1973. 
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Proposed EMS Regions (as of 10/22/75) 

Region "B" - Southwest 

Harrison 

Shelby 

Pottawat­
tamie 
Mills 

Montgomery 

Fremont 

Page 

16,240 

15,528 

86,991 

11,606 

12,781 

9,282 

18,507 

17,300 

15,800 

89,000 

12,300 

13,500 

9,600 

18,900 

total Population (1970 Census)= 
170,935 

Total Population ( 1973 Estimate) = 
176,400 

Nebraska Counties: 

Douglas 389,455 

Sarpy 66,200 

Dodge 34, 782 

Washington 13,310 

Bu rt 9,247 

TOTAL (1970 Census) 11 Counties 512,994 (Nebraska) 
170,935 (Iowa) 
683,929 

• 
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Proposed EMS Regi ons (as of 10/22/75) 

Reg i on " C" - Centr al 

Pocahont as 12 , 729 12 , 200 

Humboldt 12 , 519 13 , 000 

Wr igh t 17 , 294 17 , 200 

Ca l houn 14 , 287 14 , 100 

Webs t e r 48 , 391 48 , 900 

Hami lt on 18 , 383 18 , 000 

Carroll 22 , 912 23 , 100 

Gr eene 12 , 716 12 , 800 

Boone 26 ,470 27 , 400 

St or y 62 , 783 65 , 400 

Ma r s hall 41 , 076 43 , 900 

Audubon 9 , 595 9 , 200 

Gu t hr ie 12 , 243 12 , 700 

Dallas 26 , 085 26 , 400 

Pol k 286 , 101 295 , 100 

Jasper 35 , 425 36 , 100 

Powesh i ek 18 , 803 19 , 000 

Cass 17 , 007 17 , 300 

Adai r 9 , 487 9,800 

Madison 11,558 12 , 000 

Warr en 27 , 43 2 29 ,400 
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Region " C" (cont .) 

Ma r ion 26 , 352 26 , 600 

Mahaska 22 , 177 22 , 900 

Adams 6 , 322 6 , 300 

Union 13 , 557 13 , 600 

Clarke 7 , 581 8 ,000 

Lucas 10 , 163 10 , 600 

Taylor 8 , 790 8 , 800 

Ringgold 6 , 373 6 , 500 

Deca t ur 9 , 737 9 , 900 

Wayne 8 , 405 8 , 500 

Appanoose 15 , 007 15 , 500 

Total Populat ion ( 1970 Census)= 
877 , 760 

Total Popu l a t ion (1973 Es t ima t e)= 
900 , 200 



Kossutt1 22,937 

Winnebago 12,990 

Worth 8,968 

Mitchell 13,108 

Howard 11,442 

Winneshiek 21,759 

Allamakee 14,968 

Hancock 13,227 

Cerro Gordo 49,335 

Floyd 19,860 

Chickasaw 14,969 

Fayette 26,898 

Clayton 20,606 

Franklin 13,255 

Butler 16,953 

Bremer 22,737 

Hardin 22,248 

Grundy 14,119 

Blackhawk 132,916 

Buchanan 21,749 

Tama 20,147 

11-0-7 

P1·opos ct EMS Rt>gions (as nf 10/22/75) 

Region "D" - Nort heas l 

23, 'JOO 

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 

1'otal Population (1970 Census)= 
515,191 

Total Population (1973 Estimate)= 
521,000 



Delawar e 18,770 

Dubuque 90,609 

Benton 22 , 885 

Linn 163,213 

Jones 19 , 868 

Jackson 20 , 839 

Iowa 15 ,419 

Johnson 72 ,127 

Ceda r 17 , 655 

Clinton 56,749 

Keokuk 13,943 

Washington 18,967 

Louisa 10,682 

Monroe 9 , 357 

Wapello 42 ,149 

Jeffe r son 15,774 

Hen ry 18 ,114 

Des Moines 46 , 982 

Davis 8,207 

Van Buren 8 , 643 

Lee 42 , 996 

I I -D-8 

Pr oposed EMS Regi ons (as of 10/22/75) 

Region " E" - Sou theas t 

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 Popu l ation (1973 Estima t e)= 
749 ,200 
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-Proposed EMS Regions (as of 10/22/75) 

Region " F" - East Edge 

Scott 

Muscatine 

142,687 

37 ,181 

145,300 

38,000 

Total Population (1970 Census)= 
179,868 

Total Population (1973 Estimate) = 
183,300 

Illinoi s Counties · 

Henry 53,2 17 

Mercer 17,294 

Rock Is land 166,734 

TOTAL (1970 Census) 5 Counties 237,245 ( Illinoi s) 
179,868 (Iowa) 
417,113 



I 

PR I ~:E cou~~ I ES 
Polk 
Linn 
Scott 
}> • o t t ;i :J :i t t :in 1 e 
h'ooc.!bury 
Dubuque 
131ac:kh.:i•.,k 

. 

Cerro Gordo 
h1ebs tc.r 

. 

9 County SUB-TOTAL 

ST,\ Tr ST I C,\L SU~1;·11\~Y 
Personal Inju ri es- Fatalities Data 

4 FY 
'' I. ...-1(.. • 

70-74 
4 Yr Ave . 

PI I s 

% 

4 , 70S 
2,160 
1, 826 
l,22l 
1 , 39: 
1,1 39 
1, 813 

653 
573 

. 

. 15 ,4 88 l-l6 

Priority Counties (All) 54 counties out of 99 25,451 76 

St.:ite TOTAL 13,284 

. 
. 

. 

. 

. 

. 

C 

" 

FY 
68-73 

Yr Ave. 
F,,!:1lities 

% 

45 
36 
29 
27 
19 
16 
27 
12 
11 

222 l27 

573 69 

829 

. 

SOURCE: Iowa Annual Highway Safety Work Program Fiscal Year 1976 

1973-1974 
FY 

1974 
Per~o:1al 

Injl!ries 
% 

4 , 299 
2 , 210 
1 ,770 
1, 085_ 
1,333 
1,163 
l,85l 

602 
532 

14, 853 14 7 

24,116 77 

31,326 

. 

1973-1974 
FY 

1974 
F.:it.:ilities 

½ 

32 
40 
31 
19 
22 
19 
17 

5 
11 

196 ~8 

463 66 

705 

. 

I 
0 

I -0 
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COUNTIES WITH COMB INED (WEIGHTED) -FATALITY AND INJURY RATES FOR 1974 
HIGHWAY ACCIDENTS EXCEEDING 125% OF 

STATE AVERAGE FOR THAT YEAR 

County Name Rank (Weighted) Ave rage 
(Statewide e: 100%) 

Osceo la 1 185.6 

Greene 2 159.8 

Buchanan 3 159.3 

Lee 4 153.2 

Mus cat i ne 5 151. 0 

Mari on 6 146.2 

Mahaska 7 144.7 

Winnebago 8 141 . 0 

A 11 amakee 9 137.0 

Clay 10 136. 7 

Jackson 11 136.4 

Shelby 12 135.2 

Clinton 13 137.6 

Black Hawk 14 130.2 

Emmet! 15 128.6 

Plymouth 16 127.7 

Wape 1 lo 17 126. 1 

Mi t che 11 18 125.7 

Webster 19 125.4 



NUMBER A~~D PERCENT OF PHYSICIANS IN PRIVATE AND NOi IN PRIVATE PRACTICE 
BY SPECIALTY AND GENERAL PRACTICE AND BY AGE GROUPS 

Physician Survey - Iowa 1972 

AGE GROLJPS 

U~DER 
70 NOT 

TOTAL 30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 AtlD OVER SPECIFIEG 

ALL PHYSICIANS 2,769 69 228 326 356 370 408 296 253 214 1 ,- ,.., 59 v.J 

In Private Practice 2,244 20 112 238 320 328 347 249 218 193 167 52 

tlot In Private Practice 525 49 116 88 46 42 61 47 35 21 13 7 

ALL SPECIALISTS 1,620 52 158 219 228 227 251 173 131 73 74 34 

In Private Practice 1,140* 3 47 135 185 187 195 131 103 58 66 30 

Not Ir. Private Pract ice 480** 49 111 84 43 40 56 42 28 15 8 4 

' • 
GE~~ER.\L PR.\CTITIONERS 1,149 17 70 107 ·138 143 157 123 122 141 106 f 25 

I n P r· i v a t e P r a c t i c e 1,104*** 17 65 103 135 141 152 118 115 135 1 r. . 22 ..,, -
~ot In Private Practice 45 - 5 4 3 2 5 5 7 6 s 3 

I 

PERCENT DISTRIBUTIONS 
l'T1 

I 
~ 

ALL PHYSICIANS 100 .0 2.5 8.2 11.8 13.2 13.4 14.7 10.7 9.1 7.7 E.S 2.1 

In Private Practice 100.0 0.9 5.0 10.6 14.3 14.6 15.5 11 . 1 9.7 8.6 7 I 2.3 ... 
Not In Private Practice 100 .0 9.3 22.1 16.8 8.8 8.0 11.6 8.9 6.7 4.0 2 :: 1.3 . ~ 

ALL SPECI!.LISiS 100.0 3.2 · 9.8 13.5 14.1 14.0 15.5 10.7 8. 1 4.5 l : 2.1 ., 

In Pr·ivate Practice 100 .0 0.3 4.1 11. 8 16.2 16.4 17. 1 11.5 9.0 5.1 
.. ,. 2.6 - ,, 
~ , 

Not In Private Practice 100 .0 10.2 23.1 17.5 9.0 8.3 11 . 7 8.8 5.8 3 .1 . - 0.8 -

GENERA L PRACT!TlO:,ERS 100.0 1.5 6·. 1 9.3 12.0 12.4 13.6 10.8 10.6 12.2 C. / 2.2 ,, . -
In Private Practice 100.0 1.5 5.9 9.3 12.2 12.8 13.8 10.8 10.4 12.2 C • 2.0 ,, -
Not I ~ ~rivate Practi ce 100.0 - 11 . 1 8.9 6.7 4.4 1 1 . 1 11.l 15.6 13.3 1) : 6.7 

.. 
*I nclu~~s 9 Se~i -Retirec Physicians; **Includes 2 Semi-Retired Physicians; ***Includes 25 Semi-Retir~: p,,,.,- ':1ans. 

; .. 

~~ C, "' 
~ 
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NUMBER OF PHYSICIANS, NUMBER RETIRED, BY COUNTY 
Physician Survey - Iowa 1972 

co. ALL NUMBER co. I ALL NUMBER co. ALL NU;·IB ER 
NO. COUNTY PHYSICIANS RETIRED NO. COUNTY PHYSICIA~S RETIRED NO. cou~~TY PHYSICIANS RETIRED -
ST.~TE TOTAL 2,904 135 

1 Adair 5 1 34. Floyd 15 - 67. Monona 7 ,.:.d a~s 2 - 35. Franklin 5 - 68. Monroe 6 
~ . A 11 cma kee 8 - 36. Fremont 6 - 69. Montgor.1ery 10 . 
4. AoJanoose 8 1 37. Greene 11 1 70. Muscatine 19 l ' 5. Audubon 4 - 38. Grundy 6 - 71. O'Brien 13 l 
6. Ben~on 8 1 39. Guthrie 8 - 72. Osceola 5 -7. Black !--'..:: .. k 126 7 40. Hamilton 15 4 73. Page 19 -8. Scone 17 - 41. Hancock 8. 2 74. Palo Alto 9 l • 
9. 2 rer.ier 15 1 42. Hardin 13 · 2 75. Plymouth 12 -10. Bt.:ch,Jna n 21 2 43. Harri son 11 1 76. Pocahon~as 7 : l . 8 1., c ·· : V i s ta 11 - 44. Henry 18 - 7 7 . Po 1 k 440 22 I 12. Bu:lcr 6 1 45. HO\·Jard 7 1 78. Pottawattamie 68 3 rn 

I 13. Calhoun 10 46. Humboldt 7 l 79. Poweshiek 13 N -
14. Currel l 23 4 7. Ida 4 80. Ringgold • 3 1 - -15. Ccss • 12 - 48. Iowa 11 1 81. Sac 11 3 16. Cecar 7 - 49. Jackson 15 - 82. Scott 144 3 17. Cerro Gordo 80 5 50. Jasper 23 2 83. Shelby 8 -18. Cherokee 33 1 . 51. Jefferson 12 84. Sioux 15 t -l 9 . C r. i c k c s a,.,- 7 - 52. Johnson 419 5 85. Story 74 5 20. Clcrk e 6 1 53. Jones 9 - 86. Tama 9 2 21. Clay 8 - 54. Keokuk 7 1 87. Taylor 7 1 22. Clcyton 12 - 55. Kossuth 14 3 88. Union 14 23. Cl i r.t0n 42 4 56. Lee 39 2 89. Van Buren 7 2 4 . Cr a\,' ford 7 1 57. Linn 159 6 90. Wa pe 11 o 45 5 
--- r1 11 ~::,. ...a as 25 2 58. Louisa 6 - 91. Warren 10 - -26. Davis 15 - 59. Lucas 6 - 92. Washington 10 27 . D€~atur 6 - 60. Lyon 5 l 9 3. \~ay_ne 7 2 8 . De 1 av. a 1· e . 

9 2 61. Madison 7 94. Webster 58 -- ' ... 2 9 ... •. · ~9 4 62. Mahaska 19 95. Winn€bago . . es ,•cir.es - 7 jQ. Di c ~. i n son 13 - 63. Marion 24 1 96. Winneshie~ 15 1 :-, 1. '.Ju~~que 92 3 64. Marshall 118 - 97 . \./ood bJ r y 11a 6 ~? £:--r2t - - . . 13 - 65. Mills 5 1 98. Worth 5 1 .._ ... 
,,, ~- "e •~p 20 2 66. Mit:hell 12 99. ~~right 1 ~ 

.... .; . ·-,.j ~ ... _ 

- . ~ 
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-

NUMBER ANO AVERAGE AGE OF PHYSICIANS IN PRIVATE PRACTICE BY COUNTY 
Physician Survey - Iowa 1972 

4 
(52) 

0,,101 • .,.., • . • , .., .. ,.,..,., , • .,, , ., • • .... , ... ...., • v • ' • .,, . . ... L,._, .. .-• o 

5 13 13 6 4 12 6 
(50) (54) (55) (55) (62) (54) (49) 

0 •• ,, .. ,.,,. ~10'1'•'0 I 11 ....... c~• ,, ... otN•¥ r•U•- \.• <"""""" ... 

13 12 6 8 (56) 6 75 , 1/J 7 

..... , ... ,~ • I., .. o ♦ t f 

13 8 

(51) I ( 55) 
I ..... , ,, ,. "",~-

( 51 J ( 5 6 J r 5 5 J ( 5 o J ( 5 5 J ( 51 J I r 5 .1 J r 51 J 
,._

0
.,,. u-t•o-vt _,.,. .,,,. -oc •-.1 • ., • • ,o, •••••· , •• ~,. • 1, .rJ• 1 •••• • • 18 12 
12 14 11 7 6 15 5 1 s r-13) (55) (55) 

\ (51) (51) (57) (52) .. ~.~.?> (56) (60) · (56) ....... , ••• .,, ............ 7. 1·-·8-,8· 

\--~(1503) , •• (442. ~(584) "'(·5•0;1 -) 53 --•~0; ···;l 1~·-~•· 6 115 8 
\ /50) (53) /56) [147.).__ 15£!,._ /49_'._ /5~_!,1 /5~!..,,. 

\..-\-__:.~..:..5.:..:~ ):___._:...,~-=-J~~:.i...:...::...;..:_,:__J...1...J:....::)..:::;._.!.,~- ~_.I.; j) ---~~ ~ :.: ·~~ ~ J_. ::; i' ~) .:~ ~.:. .:~ ~) _:;_;) /-~-;) ... ;f ! ~) I 
,---

10 
U--•<6~ 4 8 21 344 19 13 10 62 · (48) "·~·5~5:> 

\ (54) (49) (58) (58~ (54) (51) (52) (53) (49) (47) ol~ • •< 

1 ..,,.,,., • ., • ., ,c c,, U •°"'" ... o , jO• ••••I., •••••• •••"'' •CO•v• •••••••" .- r-.... .1_ 7 
6 4 11 I 4 1 1 o 16 1 8 6 1 o . ! .. ~~ 0 

> ~ 
(50J (53)

1 
(55. (51) (51) (53) (60J (40J (58) r5 3J I 

,..... 3 10 .. -2 -···i-1 c,.-•·s ,--u, 6 ·•··6· -•H;ib ,.,.1·2-- "'"ii 1

"· !.r-a 

\ rs 4 J r 5 7 > rs 5 J r 5 4 J r 4 8 J ( 4 8 J _!__5
00

~ J ~~.? 7 J .!. ~-~2 r 51, r 54 
.. 11 

,:~) ~;~) ,,~~) ··-~-~ J ~;·~-i J :~ J /6~ J I;~ 1 16~ l "'1~3) 

STATE: . Total number of physicians - 2,244 
Average age - 52 
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NUMBER OF IOWA PHYSICIANS BY TYPE OF PRACTICE ANO GEOGRAPHIC DIVISION 
Physic ian Survey - Iowa 1972 

TYPE OF PRACTICE 

All Iowa Physicians 

In Private Practice (Solo, Group, Prof., Corp.) 

Unknown 

Physicians Not In Private Practice 

a. Employed in Federal Institutions 

b. Employed in State Institutions 

c. Employed in University Hospitals 

d. Administrator s , Full-time Researchers, 
Full-time Teachers 

e. Industrial, All Others, Residents, PHS 

Retired 

GEOGRAPHIC DIVISION 

COUNTY 

OTHER 
STATE JOHNSON POLK COUNTIE S 

2,904 

2,014 

230 

525 

39 

52 

174 

419 

54 

8 

352 

9 

6 

169 

64 39 

196 

135 

129 

5 

440 

306 

38 

74 

18 

-
1 

20 

35 

22 

2,045 

1,654 

184 

99 

12 

46 

4 

5 

32 

108 
•• 
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-
Iowa State Emergency Medical Services Basic Emergen cy Rescue Technic ian Course 

copies are avai 1abl e upon request from the address below. 

Director, Emergency Medical Services Section 
Iowa State Department of Health 
Lucas Stale Office Bui !ding 
Des Moines, Iow a 50319 

• 






