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Excerpts from the 9/30 NAEMT Press Release

T

he National Association of Emergency Medical Technicians (NAEMT) has
named Jeffery D. Dumermuth, EMT-PS, EMS Chief of West Des Moines
EMS, as its 2006 William Klingensmith EMS Administrator of the Year.
This award recognizes an EMS administrator who has made a significant contribution to the EMS community and demonstrates exceptional leadership within the
profession and outstanding commitment to prehospital medical care. He received the
award at the NAEMT Annual Awards Dinner in Las Vegas on September 29, 2006.
Dumermuth has served as EMS chief of West Des Moines EMS since 1990. In addition to his EMS work, Dumermuth is an active volunteer at the Mae Davis Free Clinic
in West Des Moines. He also serves on the NAEMT Board of Governors as well as the
president of the Iowa EMS Association. He has been involved in EMS since 1983.
Dumermuth received the Paramedic of the Year award from the Central Iowa
chapter of ASIS International in May 2006, and he was honored for the second time
with a Governor’s Volunteer Achievement Award in July 2006 for his work with the
Free Clinics of Iowa.
IEMSA is thankful for Dumermuth’s leadership, which has led the Association
into a new era of progress and professionalism. The IEMSA Board of Directors and
Staff would like to wish its president, Jeffery Dumermuth, heartfelt congratulations
for this well-deserved national honor. ■
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Board M eetings:

The IEMSA Board of Directors will meet
on the following dates in 2007. Each
meeting (with the exception of the Annual
meeting) will be held at the Raccoon River
Nature Lodge, 2500 Grand Avenue, West
Des Moines. All meetings, with the exception of the Annual meeting, will be held
at 1:00p.m.

2007
• January 18
• February 15
• March 15
• April 19
• May 17
• June 21
• July...
No Meeting

•
•
•
•

August 16
September 20
October 18
November 8...
Annual
Meeting
• December 20

Additional Important Dates:

Iowa Emergency Medical Services Association Newsletter is Published Quarterly by:
Iowa Emergency Medical Services Association

Annual Conference
& Trade Show
November 8 – 10, 2007
Des Moines, Iowa

2600 Vine Street, Suite 400 • West Des Moines, IA 50265

Membership Announcements
Online Forum
Visit www.iemsa.net, enter the
Members Only Section and start
using IEMSA’s newest communication tool, the Online Forum. At the
Online Forum you can read and
contribute to statewide discussions
on anything and everything EMS
related. Share your ideas and post
questions to all of IEMSA’s
membership and leadership.
Members Only Section
New features continue to be added
to the Members Only Section,
including access to member benefits
like the Online Forum, a publications archive, as well as event registration, various ballots, By-Law
changes, Resource CDs and more.
Check back often to make the most

of your member benefits at
www.iemsa.net.
IEMSA Merchandise
Browse through IEMSA’s stylish and
useful logo’d merchandise and conveniently shop online with the handy
new shopping cart. IEMSA now
accepts Discover Card in addition
to Visa, MasterCard and American
Express. Get started at the IEMSA
Merchandise page at
www.iemsa.net.
Individual Membership
Renewals
You can renew your membership
online with your credit card! Visit the
Membership Information page at www.
iemsa.net and click on the “Renew or
Establish a Membership Now” link.

Membership Database
Occasionally, we make our
membership list available to carefully screened companies and organizations whose products and organizations may interest you, as well
as board candidates who wish to
solicit your vote. Many members find
these mailings valuable. However,
if you do not wish to receive these
mailings (via postal service or email), just send a note saying “do
not release my name for mailings”
to the IEMSA office via fax (515225-9080), e-mail (administration@
iemsa.net), or regular mail (2600
Vine St., Ste. 400, West Des Moines,
IA 50265). In order to ensure the
correct adjustment to our database,
please include your name, address
and membership number.
www.iemsa.net | 3

Keeping the Momentum

H

ow exciting to see so many of you
at our annual conference in Des
Moines. Once again we set an attendance record, and if you were present, you
participated in the largest gathering of EMS
providers in Iowa history! Congratulations
to the Conference Committee and several
subcommittees on a job well-done. We look
forward to seeing everyone next year.
This will be the last article I write as your
President and I do so with great pride on the
accomplishments that I have been able to lead
your Board of Directors through over the past
four years. We have made substantial improvements in your Association by adding numerous
programs (benchmarking, leadership, billing),
we have increased our contracted staff from one
member to three including the addition this
year of a Communications Specialist, we have
implemented an Affiliate Membership for our
ambulance services with numerous benefits (reference CD, discounts to management topics,
etc.) and more than 100 ambulance services are
participating. We have implemented a volunteer
Medical Director for guidance to our Association. We have also made a very conscious
attempt to make sure that we provide as many
tangible benefits to our individuals as possible.
In fact, we have increased our individual membership 58 percent in the last four years.
Stepping up the image and professionalism
of IEMSA was also one of my main priorities.
I would hope you agree that we have made
significant accomplishments in the professionalism of our board, the look and content of
our newsletter, and the upgrade of our website

Jeffery D. Dumermuth
IEMSA President
Board of Directors

including our new Members Only Section.
Great things are happening in Iowa EMS.
Your Association is being noticed. While in the
past EMS was often overlooked, we are now at
the table as the third piece of the Public Safety
Triangle. We also have been invited to participate in homeland security planning, pandemic
planning and many other public health and
safety issues.
Your next President will have the challenge
of keeping the momentum of our Association.
We have many important challenges coming
in the next couple of years including our alignment with the new National Scope of Practice,
funding issues, and securing stable income
sources to maintain our Association without
raising the dues for our individual members. I
am confident that either of the candidates have
the abilities to meet these challenges.
So as I leave my office, let me start by
thanking my family for their understanding
and the time that they have allowed me. To
my employer and more specifically my crews
who have absorbed many special “projects”
over the past four years, thanks for doing the
outstanding job you always do. To the Board
of Directors current and past, thank you for
your support and encouragement. None of the
accomplishments I’ve listed were done by me
alone, but rather by us as we build this great
organization. To Colleen, Abby and Dr. Russi,
thank you for your commitment. Finally, I
would be remiss if I didn’t recognize our Office
Administrator Karen Kreider, my partner in
this adventure. Without you on my team, the
organization wouldn’t be nearly as successful. ■
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Secretary

Rosemary Adam
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Linda Frederiksen
Immediate Past President

Jeff Messerole
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Northwest Region

Jeff Messerole
John Hill
Julie Scadden

Southwest Region

Rod Robinson
Doug Reed
Bill Fish

North Central Region

Bruce Thomas
Matt Madson
David Johnson

South Central Region

Jeff Dumermuth
Brad Madsen
Jon Petersen

Northeast Region

At-Large

Rosemary Adam & Tom Bryant
Education

Cheryl Blazek & Lori Reeves
Medical Director

Ric Jones
Lee Ridge
Kirk Dighton

Dr. Christopher Russi

Southeast Region

Office Administrator

Tom Summitt
Cindy Hewitt
Linda Frederiksen

Lobbyist

Cal Hultman
Karen Kreider

COMMUNICATIONS SPECIALIST

Abby Russi

The Advantages to the Adoption of the

National Scope of Practice

I

n addition to my duties with IEMSA, I
also have the distinct privilege to sit on the
EMS Advisory Council (EMSAC) for the
Bureau of EMS. This council is a collection of
disciplines and specialties across healthcare that
is charged with, as its name implies, “advising”
the Bureau of EMS on current issues facing
prehospital care in Iowa. At the most recent
meeting (October 2006) the council entertained an issue that evokes fear, concern, hope
and excitement from all corners of our state.
Before we discuss the national scope adoption,
I am compelled to compliment the men and
women who took time to attend the meeting and allow their voices to be heard. I have
served on the council since January and this
great showing allowed for one of the liveliest
discussions. Following the meeting, the council members highlighted our pride in Iowa’s
prehospital providers coming to share their
concerns and beliefs. Kudos.
The state of Iowa has not made decisions
on this issue. Speaking on behalf of the state,
the Bureau of EMS and the Iowa Department
of Public Health are merely exploring what
this national scope means and how it would
change EMS in Iowa, if adopted. At this time
I have only been privy to the national scope
of practice model, however the educational
component is still being developed and will
be reviewed critically by the Bureau when it is
available in 2007. The Bureau has no agenda
to take away certifications, but does have an
agenda in line with its mission to keep Iowans
safe and our providers at the forefront of
prehospital care in the country. We provide
exceptional care for Iowans; it is critical that
we continue moving toward the future.
I received a myriad of emails and letters
prior to the EMSAC meeting on this issue.
The driving motivator, in my opinion, for the
communication was concern for the removal
of skills and the cost necessary to enroll and
complete a bridge course; valid concerns given
that the vast majority of Iowa’s EMS providers hold a volunteer position. I can respect
the concern that in order to advance to the
national paramedic level, costs accrue from
tuition, fees and time away from primary
vocation. However, there appears to be little
recognition that adopting national standards

and training would keep Iowa held in its high
status as well as provide a conduit for future
personal and system development.
Other considerations to the national adoption need to be given merit. An honest look
at how the change will affect the demographic
you serve is important, but consider also what
the adoption would allow for our providers
and state for the future. I encourage everyone
in an EMS system (providers and medical
directors) to look at the Iowa and national
scopes of practice, compare the proposed and
current skills, and weigh how the adoption
would affect your community. What makes
this particularly challenging is a lack of data.
In order to provide any guidance or position
on how the adoption would affect a community, the Bureau of EMS needs data. Until
consistent data is provided, systems require
an independent, honest look at their respective service demographics and an exploration
of community needs (i.e., number of cardiac
arrests, number or trauma cases, total number
of emergent and non-emergent transports,
etc.) Using that information, you will get a
better understanding of the skills necessary in
your community to determine if the national
model will suffice or if your system personnel
will need to complete a bridge course.
Reciprocity
EMS providers are currently not considered equals from state to state. An Iowa
provider may not be considered to have or be
allowed to use his or her skills in another state
following a move. By having a national scope
of practice and education curriculum, a clear
understanding would develop so providers
who share the same title can share the same
skills between states.
Funding for Research and System
Development
In order for Iowa to hold its position
as one of the premier states for prehospital
care, we have to be competitive for federally
allocated funding from such agencies as the
Centers for Disease Control (CDC), Health
and Human Services (HHS) and Homeland
Security. In my opinion, if other states adopt
the national scope of practice and Iowa

Christopher S. Russi, DO
IEMSA Medical Director
Dept. of Emergency Medicine
University of Iowa

chooses to provide its own certification levels
(as it currently does), I am concerned a message may be sent that results in a less competitive position for funding. These monies are
critical for system development, equipment
and personnel.
My goal for this short opinion piece is to
not interject, force or promote my views on
this topic. I am compelled to provide other
considerations for discussion as we all look at
the national scope and education model for
potential adoption. I look forward to further
discussion and encourage the debate to be
centered on what is best for patient care and
Iowans. ■

What's Up Doc?
“In Wisconsin I believe EMT-Bs
can use the new CPAP technology for CHF patients, etc.
I feel Iowa should adopt this
also, or consider it for the
Basic level. Transport times
can be long and patients
would benefit.”
Posted 11/12/2006 by forum user LEMS

“On a personal level, I completely agree. CPAP (continuous
positive airway pressure) as well
as Bi-PAP (Variable Inspiratory
and Expiratory Positive Airway
Pressure) are fantastic tools to
stave an intubation in patients with
acute CHF and COPD exacerbations. The state of Iowa currently
has a pilot trial ongoing, and that
data is being collected to look at
the feasibility of adding it to the
scope. Much more to come on this
topic...” – Dr. Russi

What’s Up Doc? features selected questions and comments from IEMSA’s Online
Forum. Access the Forum through the
Members Only Section at www.iemsa.net.
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Melinda Brittain, Volunteer Individual of the Year

Darren Brookes, Career Individual of the Year

Clive Fire Department, Career Service of the Year
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Bruce Thom

Melinda (Mindy) Brittain

Blairstown EMS

Volunteer Individual of the Year
Mindy Brittain started as a volunteer in
EMS in 1994 and has worked her way from
the basic level to her current certification
level of Paramedic. She provides professional, compassionate care while creating a
safe and secure environment, making her
patients and crew comfortable both
physically and emotionally.
Mindy volunteers her time and talents
serving on numerous boards and committees that promote her community
and county while balancing her roles
as a wife and mother of two very active
teenagers.
In 2003, Mindy assumed the duties as
the part-time director for Blairstown EMS.
Through her recruiting skills, personality
and compassion for the profession, a number of volunteers from around the area have
requested to be on the squad and under her
tutelage.
Mindy’s people skills and professionalism
have played a significant part in bringing
the Benton County EMS system to a level
of emergency preparedness we can all be
proud of.

Volunteer Service of the Year
Blairstown EMS has been busy this past
year providing outreach programs to their
communities and developing a strong team
to provide the best care to all in need.
Over this past year they have initiated a
Public Access Defibrillation program through
donations and grant funding and placed
an AED in their Community Center. They
have hosted their first Blood drive, provided
CPR and AED training for area community schools as well as renewing CPR for
their Fire department. They have worked
to enhance injury prevention through helping the local Girl Scouts earn badges in
safety and first aid and presented a program
to their senior citizens explaining how the
ambulance service operates, required skills,
how 911 dispatching works and answering
many Medicare related questions.
The Blairstown Service was given a large
facility. The crew, through a large donation
by a local business, was able to remodel and
upgrade the building, making it possible for
the ambulance service to move from the Fire
Department to their own building where they
can hold EMS classes, continuing education
classes and provide a “home” in which to stay
for the members who come to volunteer their
time and energy from out of town.
Blairstown EMS believes strongly in their
mission, which they practice daily: “To
respond to each call in a timely, safe and
professional way exemplifying the best possible emergency care for each patient they
serve.” As volunteers, they are committed
to helping patients and often their families
during an emergency with the best possible
care and compassion they can provide.

Darren Brookes

Blairstown EMS, Volunteer Service of the Year

Annual

Career Individual of the Year
Darren Brookes has been a paramedic for
the Muscatine Fire Department since January
2000. When the Muscatine Fire Department
started a transport ambulance service in July
2000, Darren’s experience as a member of a
volunteer ambulance assisted in the transition of firefighter/paramedics and in helping
them to adjust to the added responsibilities
of the ambulance. Darren also teaches basic
classes and CPR to many industrial workers
and community members in the area.
Darren projects a professional, caring,
sincere attitude in all aspects of his service,
including patient care, documentation, and
working relationships with doctors, nurses,
firefighters, EMTs, and staff. His jovial
attitude as well as personality helps those
around him feel more comfortable. Darren
personifies the positive representation of
EMS through his professional courtesy and
honorable character.

Clive Fire Department

Career Service of the Year
Clive Fire Department has displayed a
dedication to the growth and success of
its EMS program through several new and
innovative changes. In addition to providing frequent ALS assistance to neighboring communities Clive was able to utilize
its considerable and talented pool of paid
on call staff to provide in-house, 24-hour
a day service beginning September 1,

Award Winners

mas, Awards Committee Chairman

2006. The proactive safety committee
made up of employee volunteers and the
EMS operation has undergone positive
changes in the spirit of safety that have all
been employee driven.
The Clive Fire Department has been
proud to serve as a host site for the IEMSA
AED distribution, Bureau of EMS staff
meetings and led the metro area in pandemic
planning. They partner with neighboring
communities to govern WestCom (the dispatch agency for Clive, Urbandale and West
Des Moines), serving on the QA Committee
and the Operations and Management
Committee to assure that the citizens in
Clive are receiving the best possible care
before and after the ambulance arrives.
The Clive Fire Department fosters
an environment in which EMTs and
Paramedics can thrive and grow. It is predicated on excellence in patient care and looking out for the best interests of the patients
and employees.
Jim Steffen

Part-Time Instructor of the Year
Jim Steffen is a full-time Paramedic
Specialist at Henry County Health Center
in Mt. Pleasant and serves as an EMS
Instructor for Southeastern Community
College in Burlington.
As an instructor, Jim puts in countless
hours before, during and after class to make
sure his students receive the best education
possible. During their clinical and field
experiences, Jim always keeps in mind the
required skills that are needed by students,
making sure the hospital knows a student is
in-house and needs to perform these skills.
An example of Jim’s dedication to his students came during an ambulance call to an
unresponsive patient who required intubation. Jim handed the student the intubation
tube and laryngoscope, saying “Go for it!” In
a small rural area, the opportunity for such a
skill does not often arise, and for a full-time
person who needs to maintain his skills to give
a student “the tube” shows an outstanding
dedication to his student’s success.
Jim has voluntarily traveled many miles
to hold review sessions to ensure his students are prepared for testing. Jim Steffen is

a person who truly exemplifies a committed instructor and we join his students in
thanking him for his dedication!
George Vannatta

Full-Time Instructor of the Year
George Vannatta has devoted approximately
37 years to EMS in many forms. George
began as a combat medic, was a member of
the first Paramedic class in Iowa, and has
worked as a street medic throughout his career.
The greatest influence he has had on EMS
is in his role as an EMS instructor. He is
dedicated to ensuring every student is not
only a ready, willing and able medic, but that
each of them is fully capable of running the
streets as a competent member of the EMS
profession. He has a vested interest in every
student he instructs, not only academically
but also on a personal level.
Recently, due to some unforeseen issues and
health concerns, George was unable to continue teaching a portion of one of his classes.
He continued to encourage the students, and
his motto: “Failure is not an option” became
that class’s mantra and guiding force.
Throughout George’s 37 years in EMS,
he has constantly passed on his caring, compassionate knowledge to make EMS and the
individual providers the best they can be.

Jim Steffen, Part-Time Instructor of the Year

George Vannatta, Full-Time Instructor of the Year

ABATE of IOWA

Friends of EMS
A Brotherhood Aimed Toward Education
(ABATE) represents more than 7,700
motorcycle enthusiasts. ABATE of Iowa
has been the sole sponsor of the EMS continuing education program “Two Wheel
Trauma,” providing the program, refreshments and free continuing education hours
to more than 3,500 certified EMS Providers
since 1987. Additionally, ABATE provides
the “Share the Road” instruction for the
course, a 30-minute presentation teaching
all ages and experience levels to see, respect
and understand the motorcyclist’s needs
and rights on Iowa roads. ABATE successfully introduced the legislation that requires
“Share the Road” education in every drivers
education course in Iowa.
ABATE also sponsored the Accident
Scene Management course on numerous

ABATE of Iowa, Friends of EMS

Herman Dirksen, Hall of Fame
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John Heller, Hall of Fame

Ray Jones, Hall of Fame

occasions, which is a three-hour basic first
aid course that trains bikers and riders how
to manage the first few minutes of a
two-wheel crash event.
ABATE is firmly committed to motorcycle safety and crash prevention through
education. ABATE is truly a friend of EMS
through sharing their passion with the EMS
community by sponsoring prevention, first
aid and EMS continuing education programs.

at the local schools and preschool including “fun” fire truck rides, giving additional
school presentations as well as helping with
pancake breakfasts and soup suppers.
John Heller’s experience, good example and
calm, caring ways toward department members
helped retain valuable personnel over his nearly
five decades in EMS. He has been an asset to
the Dunlap Fire & Rescue Department and to
the community as a whole.

Herman Dirksen

Ray Jones

Hall of Fame
Herman Dirksen, EMT-B and firefighter,
joined the Rock Valley Fire Department
in 1961, started a First Responder unit in
1971, and helped to organize and start the
ambulance service in 1972. He has served
on many committees over his 30-plus years
on the squad, always showing compassion,
concern, love and the desire to care for and
help others throughout those years. He has
been a mentor to all who joined the squad
or who later became instructors desiring to
teach the skills to other providers.
Herman retired from the Rock Valley Fire
Department in April 2001 after 40 years
and later in 2003 from the ambulance service due to health concerns. To Herman, it
was his family and his faith that came first.
However, when the call came, he was always
ready to respond.
The EMTs Herman has worked with
thank him for his passion for EMS and for all
he has done for our community and for us.
Herman Dirksen passed away on June
16, 2003. Herman was survived by his wife
Mildred, children Harlan, Joe, Lynette and
Myra, as well as 10 grandchildren and four
great grandchildren.

Hall of Fame
Ray Jones has been a distinguished
member of the Iowa EMS community
for more than 30 years. He has played an
integral part in shaping how EMS was
developed and evolved, always pushing to
make Iowa a top model of how EMS can
work throughout the country.
Ray spent many years as the Iowa Bureau
of EMS Regional Coordinator for Southeast
Iowa. Throughout his career, Ray has always
been a strong advocate for EMS, serving on
numerous boards and committees throughout his region and at the state level. Ray is
further distinguished as holding the certification number 01 as the first registered
member of the Iowa EMS Association.
Ray was appointed as Chief of the Bureau
of EMS a couple of years after the turn of the
century (21st – not 20th – as Ray is quick
to point out) and continued to fight for the
funding needed for training, equipment and
system development that would enable the
volunteers to do what they have volunteered
to do. That mission was to provide emergency care to the sick and injured of their
communities. Ray retired in January 2006.
Ray’s significant contributions to EMS –
not only to the region where he lives but to
the entire State of Iowa – has demonstrated
a lifetime of enthusiasm and dedication to
EMS that is truly priceless.

John Heller

Emergency Medical Services Learning Resources
Center, IEMSA Annual Conference Award
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Hall of Fame
John Heller will tell you “he can’t remember for sure if it was when he was 19 or 22”
when you ask him when he began his career
as a caring, capable emergency responder.
Regardless, he has been an active member of
the Dunlap Fire & Rescue Squad since 1961.
John owned a local business but responded as much as possible to all calls, especially
the ones originating at his store located
along Hwy 30. Many times travelers needing aid would stop and John would
summon help, caring for them until the
ambulance arrived.
He has been active in educating the public
by participating in community safety training, Fire Prevention Week presentations

Emergency Medical Services
Learning Resources Center

IEMSA Annual Conference Award
The Emergency Medical Services Learning
Resources Center (EMSLRC) was established
in 1978 to develop and conduct comprehensive statewide educational programs in emergency medicine for physicians, physician
assistants, nurses, EMTs and paramedics.
Through the EMSLRC, specialists in emergency and critical care education provide a
variety of EMS-related programs locally for
University of Iowa staff and on an outreach
basis throughout Iowa and the nation.

Approximately half of the more than 100 courses conducted each
year by the EMSLRC are taught in communities outside the Iowa
City area. Since its initiation, the Center has provided EMS programs
for more than 70,000 physicians, physician assistants, nurses, EMTs
and paramedics as well as community citizens in 16 different states
and two foreign countries. More than 7,500 participants attend
EMSLRC courses each year.
The Center offers a broad spectrum of emergency medical training
through its in-house and outreach programs. It serves as the primary
emergency medicine training department for the University and
provides a base for innovative research to improve emergency care.
As a national leader, the EMSLRC is committed to progress, building on the traditional missions of education, creating innovations
in emergency medicine and to the delivery of state-of-the-art emergency medicine programs, adapting their organization to succeed in a
changing environment, and working collaboratively as partners with
the people, the communities and the organizations they serve.
Because the EMS Learning Resources Center believes IEMSA is
a worthwhile organization and strongly supports their endeavors,
EMSLRC staff members have given time away from their jobs to take
on various IEMSA responsibilities – including two executive committee positions. The EMSLRC has also provided audiovisual equipment
for the annual conference for more than 10 years at a substantial
expense to them free of charge to IEMSA. ■

Jerry Johnston Begins Term as

NAEMT President

S

ince beginning his career in EMS in 1975, Jerry Johnston has
distinguished himself as an advocate and leader for the EMS
community on numerous levels both locally and nationally.
Jerry’s leadership has been instrumental in the growth, development and promotion of not only the services he manages – Henry
County Health Center and Superior Ambulance – but also IEMSA
and NAEMT.
His strong leadership within the NAEMT Organization will
continue the fight to provide a voice for all EMS providers on the
difficult issues EMS
faces today and
as we look to the
future of our
profession.
The Iowa EMS
Association’s Board
of Directors is proud
of the accomplishments Jerry’s leadership has provided to
this organization in
the past and thanks
him for the service
he has given to
IEMSA and EMS
overall. We are confident that his leadership as NAEMT President will continue to
serve the EMS community for years to come.
Congratulations Jerry! ■
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Supplement Your Income –
Teach CPR and First Aid
Stay in the business of helping
people save lives. Become
a MEDIC FIRST AID®
Instructor and teach
your community
CPR, AED, first
aid, and other
health and
safety skills.

Become a
MEDIC FIRST AID
Instructor today!
800-800-7099
medicfirstaid.com/IEMSA
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IEMSA contin u ing edu cation T he N ew AH A V entilation R ecommendations

Death by Hyperventilation
Continuing Education: The New AHA Ventilation Recommendations
B y Lo r i Ree v es, E MT- P

A

s listed in the EMT Code of Ethics,
the fundamental responsibilities of
the Emergency Medical Technician
are to conserve life, alleviate suffering, promote health, and do no harm. Yet, likely
on a daily basis, EMTs and paramedics are
doing harm – harm through unintentional
hyperventilation. We have all been taught
since our first airway classes that oxygen is
good for patients. And if a little is good,
then more must be better, right? Wrong.
If hyperventilation only accomplishes the
delivery of additional oxygen to the patient,
then hyperventilating a patient would
appear to be advantageous. The problem,
however, is that hyperventilating a patient
affects more than oxygen levels. There are
two other results that must also be considered: carbon dioxide levels and intrathoracic
pressure. As it relates to these two situations, more is not better.
First, let’s examine the simpler of the
two – carbon dioxide levels. While hyperventilation may increase oxygen supply in
the blood, it cannot do so without correspondingly affecting carbon dioxide levels.
Normal partial pressure of carbon dioxide
dissolved in arterial blood (or PaCO2)
should be 40 mmHg ± 5 (35 - 45mmHg).
Hyperventilation, of course, decreases CO2
levels (hypocarbia). What may not be as
well known is that decreasing the CO2
level is suspected to cause constriction of
cerebral vessels. While a small decrease in
CO2 levels (to 25-30 mmg Hg) resulting in
mild vessel constriction may be desirable in
patients with increased intracranial pressure,
excessive hyperventilation causes CO2 levels
to decrease too far and effectively constricts
cerebral vessels to the point that blood flow
to the brain is diminished and cerebral
hypoxia can occur in spite of elevated oxygen levels.
Second, let’s look more closely at how
hyperventilation can affect intrathoracic pressure, beginning with an examination of the
physiology of respiration. As cells metabolize
glucose to produce energy, they also produce
10 | www.iemsa.net

the byproduct carbon dioxide. As levels
of carbon dioxide increase in the cells and
become more concentrated than in the blood
stream, the carbon dioxide diffuses into the
capillaries. As the carbon dioxide moves into
the blood, these increasing levels are detected

Objectives:
Each participant should be able
to successfully complete a 10question quiz after reading this
piece and be able to:
1. Review the physiology of
the respiratory cycle.
2. Recall new AHA standards
for ventilation of patients.
3. Examine the action of the
intrathoracic (thoracoabdominal) pump.
4. Evaluate current research on
hyperventilation of patients.
5. Be an advocate for reducing
unwarranted patient
hyperventilation.
6. Complete the post-test with
a minimum score of 80%.

about the author:
Lori Reeves is the Program Director for
Emergency Medical and Fire Education
at Indian Hills Community College in
Ottumwa. She also maintains a position as staff paramedic with ORMICS
at Ottumwa Regional Health Center.
by chemoreceptors located in the aorta,
carotids and near the medulla oblongata.
These chemoreceptors primarily monitor
changes in pH and PaCO2 levels. As more
carbon dioxide builds up in the blood, the
PaCO2 levels rise and pH falls as the carbon
dioxide in the blood converts into acid.

When the acidity and PaCO2 reach sufficient levels, the chemoreceptors send a
message to the brain indicating the levels are
getting too high. The brain’s response is to
send a message back to the body to initiate
a breath, which will remove the CO2 from
the blood and lower the acidity. The brain
accomplishes this by sending an electrical
impulse to the muscles of the respiratory
system, thereby stimulating them to contract. The diaphragm flattens, the intercostals pull the ribs up and out, and the space
within the thoracic cavity increases. The
suction cup adherence between the pleural
lining of the thoracic cavity and visceral
pleura of the lungs pulls the lung tissue outward with the thoracic cage. As this space
is expanded, a negative pressure is created
within the lungs. The negative pressure literally pulls air into the thoracic cavity through
the only opening into the area – the trachea.
Stretch receptors in the lung tissue
determine when the lung tissue has been
stretched sufficiently and send a message
to the brain to stop the process. The recoil
of the respiratory muscles, ribs and natural
elasticity of the lung tissue return the thoracic space to its original size during exhalation. As these tissues push in just like a balloon that has been blown up and released,
the thoracic cavity fills with a positive
pressure and the air in the lungs is pushed
out through the trachea. Air that was pulled
into the lungs during inspiration replenishes
oxygen supplies in the alveoli. Air that has
been pushed out of the lungs during exhalation has removed excess carbon dioxide.
As soon as carbon dioxide levels build up
again, the body will be stimulated to initiate
another breath.
When we naturally inhale, the negative
pressure created in the thoracic cavity not
only pulls air into the thoracic cavity but
also has the potential to pull blood into the
vena cavas from the peripheral tissues, thus
promoting blood flow to the heart. When
we exhale, a negative push pressure is created. This helps to push the blood forward to
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the heart as the valves in the venous system
to the AHA, for patients with inadequate
will not allow it to flow back. With each
breathing with a pulse, ventilations should
breath we take, this intrathoracic pump
be delivered 10 to 12 times per minute
(also referred to as the thoracoabdominal
or once every five to six seconds. For the
pump) assists in
patient without a pulse,
returning blood to
compressions and ventithe heart and, in
lations should be deliv"It is believed
turn, helps create
ered at a ratio of 30:2
adequate preload for
until placement of an
that in the 'heat
cardiac filling and,
advanced airway. At that
of the moment'
therefore, adequate
time, compressions are
blood volume for
delivered continuously
EMS providers
cardiac output and
while ventilations should
unintentionally
blood pressure.
be delivered at only eight
Simple enough,
to 10 times per minute,
allow [ventilation]
right? We naturally
or once every six to eight
rates to increase as
inhale by creating
seconds.
a negative “pull”
Seems easy enough
adrenaline affects
pressure in the
right? Just slow down
lungs and exhale
and don’t hyperventitheir actions."
by creating a posilate. But is that as easy
tive “push” pressure
as it seems? In the heat
in the lungs.
of the moment, many
Correspondingly this “pull” and “push” also EMTs ventilate at a rate much faster than
helps pull blood into the thorax and push it they believe they are ventilating. In a
toward the heart. Now let’s look at how that study completed in Milwaukee, Wisconsin
changes when we ventilate a patient.
(Aufderheide, et al 2004), researchers
When we ventilate a patient via a bag
studied how many times paravalve mask (BVM) or other device, we push medics ventilated patients with
air into the lungs with positive pressure.
an advanced airway in place in a
This puts positive pressure in the thorax
cardiac arrest situation. The study
during inhalation rather than the normal
showed that on average the paranegative pressure. This eliminates the “pull” medics delivered 37 ± 4 breaths
that helps pull blood from the body in
per minute. That’s almost four
toward the heart. We already know that
times the recommended rate of
exhalation also creates a positive pressure in
eight to 10 breaths per minute.
the lungs. This means there is now positive
After two months of retrainpressure in the lungs during both inhalaing the paramedics to ventilate
tion and exhalation. With this constant
at correct rates, they were again
positive pressure present, blood meets resisevaluated and still had an average
tance when trying to flow into the thorax
ventilation rate of 22 ± 3 breaths
during both these times. Most blood flow
per minute – over twice the recthen occurs when blood passively flows
ommended rate. Why were the
into the thorax during the time between
rates still high after retraining? It
breaths when pressure in the chest is neuis believed that in the “heat of the
tral. When we hyperventilate a patient, we
moment” EMS providers unintendramatically increase the amount of time
tionally allow rates to increase as
that positive pressure is present in the lungs adrenaline affects their actions.
and we shorten or nearly eliminate the time
These same researchers went on to evalubetween respirations when there is neutral
ate the risks of hyperventilation on pigs in
pressure and blood flow can still occur. This induced cardiac arrest. In the study the pigs
can significantly reduce preload, which in
were ventilated at 12, 20 or 30 breaths per
turn means reduced cardiac output and
minute. The study showed that increased
blood pressure.
ventilation rates were associated with sigThe American Heart Association has
nificantly higher intrathoracic pressures
released new recommendations for
and significantly lower coronary vessel perventilation rates for patients. According
fusion pressures (the blood pressure in the

coronary vessels of the heart). In the pigs
ventilated at 12 breaths per minute, six of
seven were successfully resuscitated from
V-fib. Only one of seven pigs ventilated
at 30 breaths per minute was successfully
resuscitated from V-fib. This corresponds
to an 86% survival rate in normal ventilation (12 breaths per minute) versus a 14%
survival rate for pigs hyperventilated (30
breaths per minute). Hyperventilation does
do harm.
To effectively make the changes needed,
be very conscious of the rate you ventilate
a patient. Count one number per second:
“Squeeze - two - three - four - five - six
- squeeze - two - three - four - five - six
- squeeze...” Think about it, practice it, and
commit to doing it. If you are not the person ventilating, make note of how fast the
person ventilating is delivering breaths. If
they are doing a good job, tell them so and
reinforce their behavior with positive feedback. If they are ventilating too fast, be an
advocate for the patient and remind them
to slow down or take over. Remember:
Conserve life, alleviate suffering, promote
health and do no harm. ■
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Quiz

1 0 q u es t i o n p o s t-a r t i c l e

1) During natural inhalation,
__________ pressure is created in
the thorax.
	A) Positive B) Negative C) Neutral
2) During ventilation with a bag
valve mask (BVM), ___________
pressure is created in the thorax.
	A) Positive B) Negative C) Neutral
3) Hyperventilation causes:
	A) Increased intrathoracic pressures
and hypocarbia
B) Increased intrathoracic pressures
and hypercarbia
	C) Decreased intrathoracic
pressures and hypercarbia
	D) Decreased intrathoracic
pressures and hypocarbia
4) Apatient without a pulse with
an advanced airway in place
should be ventilated at a
rate of:
	A) 20 times per minute
(once every three seconds)
B) 12 times per minute
(once every five seconds)
C) 10-12 times per minute
(once every five to six seconds)
D) 8-10 times per minute
(once every six to eight seconds)
5) A patient with a pulse but inadequate breathing or apnea should
be ventilated at a rate of:
	A) 20 times per minute
(once every three seconds)
B) 12 times per minute
(once every five seconds)
C) 10-12 times per minute
(once every five to six seconds)
D) 8-10 times per minute
(once every six to eight seconds)

6) The intrathoracic pump (or
thoracoabdominal pump)
effectively works to:
	A) Pull air into the lungs during
inhalation
B) Push air out of the thorax during
exhalation
C) Pull blood into the thorax from the
body and push it toward the heart
D) Recoil respiratory muscles, ribs and
lung tissue to allow for exhalation
7) Chemoreceptors are triggered
to initiate a respiration when:
	A) Blood CO2 levels rise and
pH drops (becomes more acidic)
B) Blood CO2 levels drop and
pH rises (becomes less acidic)
C) Blood CO2 levels rise and
pH rises (becomes less acidic)
D) Blood oxygen levels fall and
pH drops (becomes more acidic)
8) Hyperventilation induced hypocarbia with PaCo2 levels below
20 mm Hg can result in:
	A) Increased intrathoracic pressure
B) Decreased intrathoracic pressure
C) Excessive cerebral vasoconstriction
D) Decreased cardiac output
9) I n the Aufderheide study, paramedics were found to be ventilating patients:
	A) At correct rates
B) Too slowly
C) At rates up to four times normal
 0) Increased intrathoracic pressure:
1
	A) Assists venous return to the heart
B) Opposes venous blood flow to
the heart
	C) Has no effect on venous blood
flow to the heart

Calling for EMTs in action:
Please email your EMT action photos to
communications@iemsa.net.

IEMSA

c o n t i n u i n g e d u c at i o n

answer form

clip and return

(Please print legibly.)

Name ________________________________
Address ______________________________
City __________________________________
State ______ ZIP ___________ – ________
Daytime
Phone Number ______ /_______–_________
E-mail _______________________________
Iowa EMS Association
Member # ____________________________
EMS Level _____________________________
		1.	a.

	b.

c.

		2.	a.

	b.

	c.

		3.	a.

	b.

	c.

	d.

		4.	a.

	b.

c.

	d.

		5.	a.

	b.

	c.

	d.

		6.	a.

	b.

	c.

	d.

		7.	a.

	b.

c.

	d.

		8. a.

	b.

	c.

	d.

		9.	a.

	b.

c.

		10.	a.

	b.

c.

IEMSA Members completing this informal continuing education activity should complete all
questions, one through ten, and achieve at least
an 80% score in order to receive the one hour of
continuing education through The Southwestern
Community College in Creston, Provider #14.
For those who have access to email, please
email the above information along with your
answers to: blazek@swcc.cc.ia.us.
Otherwise, mail this completed test to:
Cheryl Blazek
Southwestern Community College
1501 Townline Road
Creston, IA 50801

The deadline to submit this post test is
February 15, 2007
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International Roundtable on Community Paramedicine

This Ain’t Your Daddy’s EMS
Anita J. Bailey, PS

T

he Second Annual International
Roundtable on Community
Paramedicine and Rural Healthcare
Delivery convened July 24 through 27, 2006.
More than 50 participants from a dozen U.S.
states, Australia, England, and Canada met at
Mayo in Rochester, Minnesota. Many other
international experts joined via video satellite
uplink.
Following addresses by dignitaries from
the U.S. Surgeon General’s Office, NHTSA,
DHHS, and the Minnesota Department
of Health, the agenda proceeded to a past,
present, future and best-practices format.
Conference host Gary Wingrove from
Gold Cross/Mayo Medical Transport noted
the worldwide similarities in rural EMS.
There is a growing demand for comprehensive primary healthcare coverage, and staffing
shortages continue to plague most EMS systems. Even in areas where all EMS is career,
it is difficult to recruit and retain staff.
It was interesting to note that some of the
best practices presented were commonplace
here in Iowa. Allowing paramedics to function within hospitals to support nursing staff
(Minnesota) and distance learning via teleconferencing systems for CEH (Washington,
Oregon, Idaho, Montana and Alaska) were
touted. People were quite interested when I
shared the very successful use of the ICN system by the EMS Learning Resource Center in
Iowa City to train paramedics in rural Iowa.
The following three recurring themes
flooded most discussions and focused on
the need to improve the system by better
utilization of resources:
1. Technology will continue to evolve and
we must budget to invest in infrastructure
to support telemedicine for assessment,
treatment and education in rural areas.
2. “Treat-and-release” or “treat-and-refer”
EMS was touted as a cutting edge solution
to reduce fiscal woes and decrease emergency room overcrowding.
3. The need for an EMS provider with
skills somewhere between a paramedic and
ARNP or PA seems quite necessary in many
of the more remote areas.
In Nova Scotia and Alaska, paramedics
are trained to fill the gaps created by the
reality of remoteness. Suturing, chronic
wound care, well-baby check-ups, and

monitoring of chronic problems like diabetes and CHF are routinely provided. In
Queensland, Australia remote paramedics
will earn certificates, diplomas and Master’s
degrees to learn how to take and interpret
x-rays, suturing, vaccinations, minor surgeries and many health promotion activities.
Jerry Overton from Richmond
Ambulance Authority and contributing
author provided an overview of the “big
three” visionary documents. A look at
the Institute of Medicine’s “The Future
of Emergency Care in the United States
Health System,” England’s “Taking
Healthcare to the Patient,” and “The Future
of EMS in Canada” reinforced the similarities and complexities surrounding EMS
challenges. The burden of uncompensated
care, personnel shortages and fragmented
care are pervasive in all three countries.
Interesting projects to watch include two
very innovative endeavors in the U.S. First,
the Idaho Bureau of EMS is embarking on the
“Bigger than Idaho Project.” Their goal is to
improve regionalized access to preventive, primary and tertiary healthcare services for rural
Idaho residents. Over the next couple of years
they will use federal Flex Grant funds to do a
gap analysis, including needs assessment, catalogue of infrastructure, and identification of
models of excellence. Nick Nudell, NREMTP and Regional Specialist for the Idaho
Bureau of EMS, will lead the movement to
inspire collaboration and cooperation to consolidate EMS into the rural healthcare system
in Idaho. Yes kids, regionalization is back!
Second, Joseph D. Hansen, Executive
Director of the Critical Illness and Trauma
Foundation and director of Sweet Grass
County Ambulance in Big Timber,
Montana, will lead a research project
intended to improve outcomes. They
hypothesize that elderly diabetes and CHF
patients who are regularly monitored at
home by EMS personnel will result in fewer
ED visits and hospitalizations. This results
in better utilization of healthcare resources,
lower costs, and improves the quality of life
for patients. EMS providers in very small
communities will visit patients following
hospital discharge. EMS will do home visits a couple times per week checking vital
signs, dietary and medicine compliance,

providing patient education as necessary.
The ongoing debate between expanded
scope and expanded role kept creeping
into the discussions. It makes one wonder
if the U.S. missed the boat by deleting the
Advanced Practice Paramedic from the
National Scope of Practice. We continue
to try to put EMS in a box, creating a few
levels based on skills. On one hand, the
consistency is good. On the other hand, it
seems to be less practical to ensure patient
care needs are met efficiently and effectively.
The 3rd Annual International Roundtable
will be held in Queensland, Australia sometime next summer. Prior to that meeting,
this energized group will teleconference seven
times to discuss “hot topics,” including international data sets, existing research, funding
for future research, development of cost benefit/analysis templates, and the creation of an
international curriculum catalogue.
The future of EMS will be hard to predict.
The one constant will be change. ■
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Don’t Throw the Baby Out With the Bathwater

In Defense of...

						
						

Michael McLaughlin, MAT NREMT-P
Kirkwood Community College, Cedar Rapids, IA

P

rehospital endotracheal intubation
today is at a crossroads. With the
publication of the Emergency Medical
Services Agenda for the Future and its recommendation that prehospital patient care be
grounded in research and evidence-based
medicine (Dawson 1996), the practice of
endotracheal intubation has come under
increased scrutiny. Recent studies, including the San Diego RSI Trial (Davis, Ochs
et al. 2003) and Dr. Henry Wang’s work at
the University of Pittsburgh (Wang 2005)
(Wang 2002), have called into question the
benefit of and even the need for prehospital
endotracheal intubation.
The debate over prehospital endotracheal intubation is not a new one.
In a 1983 article on prehospital intubation of the trauma patient, Robert
Di Lorenzo, M.D. wrote: “In the final
analysis, until an effective alternative
to endotracheal intubation can be
developed and field tested, the risk of
prolonged hypoxia, intracranial hypertension, and aspiration far outweighs
the risk of inducing spinal cord
injury.” (Di Lorenzo 1989). In 2000,
Gausche and Lewis published their
findings from a prospective, randomized study that showed no increase in
survival or improved patient outcomes
when they compared patients who
were intubated with an endotracheal
tube and patients who received only bag
mask ventilations in the prehospital setting
(Gausche, Lewis et al. 2000).
In its 2005 supplement to the journal
Circulation, the American Heart Association
cited studies that suggest there is an incidence of between 6% and 14% unrecognized tube misplacement or displacement in
endotracheal intubations (Jones, Murphy et
al. 2003). It is because of this and other findings that in its 2005 guidelines the American
Heart Association reaffirms its recommendation that, “to reduce the risk of unrecognized
tube misplacement or displacement providers
should use clinical assessment plus a device
such as an exhaled CO2 detector, [and that]
providers should confirm the placement of
14 | www.iemsa.net

Prehospital
Endotracheal
Intubation

any advanced airway immediately after insertion, in the transport vehicle, and whenever
the patient is moved” (Hazinski 2005).
Despite the doom and gloom about
prehospital intubation in some recent professional journals and other publications,
there are evidence-based research studies
that suggest that prehospital intubation is
not only an essential paramedic-level skill
but also one where the benefits still outweigh the risks. The ability to generalize
useful conclusions from the Gausche study
has been questioned due to the fact that
it was limited to pediatric intubation in
a large urban setting with short transport

times to the hospital. A study published in
Academic Emergency Medicine concluded
that, “There appears to be added benefit to
intubation over non-invasive airway maneuvers in correcting hypoxia” (Davis, Fisher
et al. 2005). In contrast to the San Diego
RSI Trial, a recent analysis of rapid sequence
intubation in the prehospital setting suggests
that the practice of intubation with neuromuscular blocking agents actually improves
outcomes for patients with traumatic brain
injuries (Bulger, Copass et al. 2005).
Historically, EMS has been a profession
that has taken its cues from in-hospital
emergency medicine. Often we adopt
practices and use equipment because it has
proven successful in the hospital

setting or we have had anecdotal success in
the prehospital arena. As a first line airway
management system, the passing of an
endotracheal tube through a patient’s visualized vocal cords remains the gold standard
in advanced airway management. Before
prehospital providers relegate or – even
worse – eliminate this weapon in our airway
management arsenal, I would suggest that
we explore a less drastic solution.
The American Heart Association correctly
identifies misplaced and displaced endotracheal tubes as an issue of critical importance
(Hazinski, Chameides et al. 2005). Their
solution is primary confirmation, secondary confirmation, and then repeated
re-confirmation of correct tube
placement (Hazinski, Chameides et
al. 2005). Before we conclude that
paramedics are not skilled at intubating patients, let us make an attempt to
aggressively educate all EMS providers
in the critical importance of protecting
the endotracheal tube and attempt to
habituate in them the practice of frequently re-checking tube placement.
This is not just an advanced provider
skill. I have had first responders suggest to me that we place a C-collar
on our intubated patients. I have had
EMT-Bs remind me to check lung
sounds after we have moved an intubated patient onto the cot.
In order to be skilled at endotracheal
intubation, the paramedic needs to perform the skill frequently enough to maintain his or her psychomotor and cognitive
skill sets. As an educator, I believe in
correcting deficiencies and gaps in proficiency with analysis, education, and, when
needed, remediation. The advances in
advanced patient medical simulators and
the evolution of medical simulation (both
as a technology and a philosophy) may
one day minimize the emphasis on live
patient intubations as the yardstick with
which to measure paramedic proficiency
in endotracheal intubation. The verisimilitude of these simulators and the ability
for the creation and re-creation of typical

and atypical airway management scenarios
suggest a future where all paramedics have
the tools and resources to maintain their
advanced airway management skills.
Advanced airway management has benefitted from some very exciting technological advances in recent years. The gum
elastic bougie, the lighted stylette, and the
development of ‘plug-and-play’ prehospital
end-tidal CO2 monitoring technology allow
prehospital providers access to treatment
and diagnostic equipment that was once
the sole purview of the in-hospital provider.
When preparing to manage the airway of
any patient, the prehospital provider must
have a Plan B and a Plan C should endotracheal intubation fail and a secondary or
bridge airway strategy is needed. However,
before turning our backs on endotracheal
intubation and hitching our wagons to the
latest airway management star, I would urge
caution and deliberation. Before we undertake a complete ‘ETT-ectomy’ from our
scope of practice and from our skill set, let
us first try to solve the problem with education and by working to change attitudes and
correct behaviors. ■
References

Bulger, E., M. Copass, et al. (2005) The Use of
Neuromuscular Blocking Agents to Facilitate Prehospital
Intubation Does Not Impair Outcome After Traumatic
Brain Injury. Journal of Trauma/LLW Online/PUBMED
Volume, 718-723 DOI:
Davis, D., R. Fisher, et al. (2005). “Is There Added
Benefit to Prehospital Intubation Over Noninvasive
Airway Maneuvers?” Academic Emergency Medicine
12(5): 163.
Davis, D., M. Ochs, et al. (2003). “The San Diego
Paramedic Rapid Sequence Intubation Trail: A Three
Year Experience.” Society for Academic Emergency
Medicine 10(5): 446.
Dawson, D. (1996). Emergency Medical Services
Agenda for the Future. U. D. o. Transportation, HRSA.
Di Lorenzo, R. (1989). “Prehospital Intubation of
Trauma Patients.” The Western Journal of Medicine
151(1): 71-72.
Gausche, M., R. Lewis, et al. (2000). “Effect of out-of
Hospital Pediatric Endotracheal Intubation on Survival
and Neurological outcome: a Controlled Clinical Trial.”
Journal of the American Medical Association 2000(283):
783-790.
Hazinski, M., L. Chameides, et al., Eds. (2005).
Guidelines for CPR and ECC.
Hazinski, M. e. (2005). “Highlights of the 2005
American Heart Association Guidelines for CRP and
ECC.” Currents 16(4): 19-20.
Jones, J., M. Murphy, et al. (2003). “Emergency
Physician Verified Prehospital Intubation, Missed Rates
by Ground Paramedics.” Academic Emergency Medicine
10(5): 448-449.
Wang, H. (2002). “Out-of-Hospital Rapid Sequence
Intubation: Is This Really the ‘Success’ We Envisioned?””
Annals of Emergency Medicine 2002(40): 168-171.
Wang, H. (2005) Prehospital Endotracheal
Intubation: Procedural Frequency in Pennsylvania.
Center for Research on Emergency Medical Services
Volume, DOI:

The Scoop on Scope
The Old Battle: Skills, Knowledge, Titles
“Iowa is going to remove the Iowa
Paramedic level?” you ask.
That’s the rumor. That rumor and
some well-placed emails packed the
house at the last Scope of Practice
Subcommittee meeting on October
18. With the exception of one person, all of the communication about
the issue was professional and the
questions at the meeting were befitting of a State Advisory meeting.
Thank you!
Now that I have your attention –
let’s try and answer some questions
so you know what’s going on.
The Scope of Practice
Subcommittee was assigned the
task of advising the Bureau of EMS
through the Iowa EMS Advisory
Committee on matters related to
EMS boundaries of practice for this
State. The subcommittee is made
up of EMS providers of all levels,
representing rural, urban, volunteer
and paid with additional members
from Nursing and the Physician
community.
Over the past year, this group
has been discussing the National
Scope of Practice model and how
that four-level EMS system will fit
into Iowa’s five-level process. Please
refer to: www.NAEMSE.org. This
site includes the National Scope of
Practice document.
From this document, the National
Association of EMS Educators is in
the process of writing the four different curricula that match these
EMS levels: Emergency Medical
Responder, EMT, Advanced EMT and
Paramedic. The first drafts of the
education standards are not due
to be released until the Spring of
2007. The anticipated implementation will not occur until 2010.
There is no purposeful intent
to eliminate the Iowa Paramedic.
Iowa’s plan will include a time line
for implementation and transition
to make sure all current EMS levels
from the 1999 rollout will fit into
the 2010 changes. As an example
of the patience in the transition
process, Iowa still has 26 EMT-As
(vs. EMT-Bs) from that 10-year
process.
Since 1999, the battle has been
raging that the Iowa Paramedic is

Rosemary
Adam

nearly the same as the Paramedic
Specialist because there are very
few differences in the skill sets. What
about the difference in knowledge?
There are very few skill differences
between the Licensed Practical Nurse
(LPN) and the Registered Nurse (RN),
but the difference in educational
preparation is fairly large.
What if Iowa does (again) refuse
to follow the National Standard
Curricula as written and approved
by the federal agencies? Issues
include credentialing by other
health care entities, national standards, national testing, recruiting,
legal issues, federal grants, and
professionalism. EMS needs a universal scope of practice just like
Physician Assistants, nurses and
nurse practitioners, and physicians.
The Institute of Medicine was
tasked with studying emergency
medicine in the U.S. and they
reported a huge problem in EMS
with fragmentation of levels in
care. If you were to compare us to
Canada, for instance, their entire
country has about three levels. That
system allows for very easy understanding by the entire healthcare
community and the public. The U.S.
has about 31 different levels in
EMS. That report may be viewed at:
www.iom.edu.
Be cautious when considering this
new scope of practice model and
how it should fit into Iowa’s EMS system. Be careful of titles and thinking
about your professional scope based
just on skills.
Remain involved and aware.
The Scope of Practice and Advisory
meetings are held the 2nd
Wednesday, quarterly. You may go
to the Bureau of EMS website to
find locations and dates. The next
meeting will be held on Wednesday,
January 10 with the Scope meeting
in the morning and Advisory after
lunch.
It’s a little too early to protest something that has not been
decided. The Advisory group and
the Scope of Practice members are
healthcare stakeholders with a firm
knowledge of who is providing EMS
in Iowa and the needs of the entire
State. ■
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What's New with the Bureau
Anita J. Bailey, PS

W

e extend a special thanks to our
partners on the IEMSA board
for inviting us to routinely submit to this vital publication. Quarterly, we
intend to provide a brief overview of a couple current issues from the Bureau of EMS.
EMS System Standards
EMS System Development has a new
face. The Bureau has developed and supported many initiatives since the mid-90s,
but there was never enough funding to support all the proposals. Lack of leadership
training, inconsistent funding mechanisms,
and failure to embrace proposals led to
varied implementation across the state. A
handful of counties have benefitted greatly
from these programs. Others were not as
successful. A few system “best practice”
models have evolved, but the majority of
counties struggle to implement system
development concepts. A primary goal of
this EMS System Standards initiative is to
reduce this fragmentation and provide an
inclusive system to assure patient and
provider needs are met.
The Bureau of EMS currently regulates
standards for providers, service programs
and training programs. A standard defines
common performance expectations, structure, and processes to ensure minimum
activities are carried out for every patient.
Standards have been developed “sub-systems” for pediatrics, trauma, injury prevention, and data collection. In order pull this
all together, minimum standards for EMS
Systems are the next step in the evolution
of EMS in Iowa. This answers the question,
“What should every Iowan expect from
EMS?”
The Bureau will convene a group of partners to develop a draft document to present
to the Iowa EMS Advisory Council in late
2007. The group will review eight possible
areas to define minimum EMS System
Standards:
1. System Administration
2. Staffing and Training
3. Communications
4. Response and Transportation
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5. Facilities and Critical Care
6. Data Collection and System
Evaluation
7. Public Information and Education
8. Disaster Medical Response and
Planning
Pilot evaluations will be conducted to
determine measurability of benchmarks,
ease of implementation and associated
costs. Local systems will define how large
of an area they wish to include. There are
some areas that will benefit greatly from
collaborating across county lines.
If you wish to be a part of this exciting
project, please contact project leaders, Larry
Cruchelow at lcruchel@idph.state.ia.us or
Craig Keough at ckeough@idph.state.ia.us.
National EMS Scope of Practice
Model (NSPM)
The Scope of Practice is a description of what any certified EMS provider
legally can or cannot do within a state. It
intends to delineate the minimum knowledge and skills necessary for providers
to function safely and effectively at each
level. Combined with certification, education and credentialing, the scope helps
develop a competent workforce. Iowa currently defines 11 levels of EMS provider.
Nationally, more than 40 levels are defined.
This fragmentation leads to confusion
among the public and providers and makes
reciprocity difficult.
The NSPM defines four levels of providers. It is suggested that states adopt the
standards as written, but acknowledges that
some specialty certifications may evolve to
accommodate local needs and subtle differences in practice environment. States that
deviate from the NSPM must develop their
own infrastructure that includes educational
content (curriculums and lesson plans),
support materials (texts and AVs), and
certification examinations. Yikes!
The NSPM document defines the
following four levels:
Emergency Medical Responder (EMR)
The EMR will initiate immediate lifesaving care to critical patients while awaiting

additional EMS response. The interventions
at the EMR level will be simple, non-invasive interventions with minimal equipment,
based on assessment findings.
Emergency Medical Technician (EMT)
The EMT will provide basic emergency
care and transportation for critical and
emergency patients. The EMT will perform
basic, non-invasive interventions and is the
minimum staffing for transport.
Advanced Emergency Medical
Technician (AEMT)
The AEMT will provide basic and highbenefit, lower risk advanced emergency
medical care and transportation for critical
and emergency patients.
Paramedic
The paramedic is an allied health professional who provides advanced emergency
care for critical and emergent patients. The
paramedic performs basic and advanced
interventions based on advanced assessment
and the formulation of field impressions,
linking the scene to the healthcare system.
Following considerable input and discussion, the Iowa EMS Advisory Council
(EMSAC) has voted to embrace the premise
of the National Scope of Practice and accept
the proposed four-level system. EMSAC
acknowledges that the process will be challenging and somewhat painful. Time frames,
bridge courses and costs associated with the
transition will need thoughtful consideration.
Impact on current recruitment and retention
strategies will be deliberated as well. First
draft curriculums are scheduled to be released
early in 2007. Getting a look at those documents will help classify skills and provide
information to stimulate more discussion.
EMSAC Chair Jeff Messerole and Bureau
Chief Kirk Schmitt urge everyone to stay
informed and involved with the process.
Make your wishes known by attending the
quarterly meetings, through your representative on EMSAC, or directly to Bureau of
EMS staff.
The National EMS Scope of Practice
Model document is available at www.idph.
state.ia.us/ems. These are exciting times for
EMS! ■

Welcome New IEMSA Members
August

–

O c t o be r ,

2006

Corporate Sponsors:

Ambulance Service Insurance
Program (ASIP)

University of Iowa
AirCare

Affiliates:

Avoca Vol. Fire and Rescue
Burt First Responders
Fruitland Fire Dept
Mar Mac Emergency
Squad, Inc.
Midland Ambulance Service

Mitchellville Fire Dept
Muscatine County EMS Association
Saylor Township Fire Department
Story City First Responders
Wapello Fire & Rescue
West Liberty Volunteer Fire Dept.

Individuals:
Tami Abernathy
Chad Agans
Azeemuddin Ahmed
Lori Airhart
Linda Alexander
Debra Alexander
LaVerne Ambrose
Judy Anderson
Stacey Anderson
Alan Angstrom
Phil Arensdorf
Sue Armstrong
Lora Ashby
Ronald Bahlmann
Judy Bailey
Holly Bain
Heidi J. Ball
Kati Bayles
Eric Bean
Lynn Bedford
Katrina Bell
Rebekah Bell
Michelle Berglund
Angela Betts
Sheri Borcherding
Alan Bovee
Joschua Bowyer
Jeff Box
Burl Boyd
Julie Brandt
Chris Brandt
Cory Brown
Jerry Brubaker
Brad Buck
Jared Burk
David Burns
Lezlie Bustos
Lynn Buth
TJ Butler
Melvin Caldwell
Angela Callan
Steve Campbell
Rodney Canfield
Jerry Capehart
Gina Caponey
Kaylee Caquelin
Kim Carnal
Bonnie Carroll
Russell Clevenger

Mike Cormier
Tom Cornic
Malcolm Cortner
Mike Covey
Richard Crees
Larry Crubaugh
Kelly Crubaugh
Pat Curl
Tom Dadey
Lori Davidson
Ira Deam
Forest Dooley
Jenessa Doolittle
Robert Downing
Derek Doyle
Randy Dravis
Brad Dravis
Alexander Drum
C. Dean Dyke
Douglas Eicher
Matt Elbert
Lorry Elder
Don Ellis
Justin Elwood
Everett Eschen
Sarah Feely
Frank Fiebiger III
Stacy Finch
Tanya Flett-Kohl
Nichole Flinn
David Ford
Kelly Fortune
Kathy Fortune
Angela Freeman
Andrew
Friederichsen
Todd Galetich
Valerie Gannon
Ryan Gerlich
Craig A. Gingrich
Gregory Glendy
Angela Goedken
Sonja Graber
Seth Griffin
Sandra Gruber
Carla Grundey
Blaine Hamill
Richard Hand
Harold Hansen
Kyle Hansen

Elly Hansen
Sheryl Harding
Michael Hartman
Rebecca Helland
Joshua Hemminger
Eric Hendrix
Jolene Henning
Brenda Hexamer
Vance Hikiji
Jeremy Hogrefe
Donna Hollers
Scott Horn
Brian Houser
David Hyde
Mary Ingham
Shawn Iske
Mary Jacobs
Steve Jacobson
Bobbi Jamieson
Carla Jarmin
Denise
Jennings-McGee
Nick Joeger
Julie Johnston
Niki Jones
Don Kates
Crystal Keller
Megan Keplinger
Kevin Kielmann
Tisha Kienast
Michael Kirsch
Lorri Knorr
Ben Knudson
Ben Knutson
Karrie Koestner
David Kost
Patricia
Kothenbeutez
Tamara Kramer
Shelly Kruse
Kate Kuhlman
Matt Kunkle
Tim Kurth
Dawn Laddusaw
Michael Lang
Elizabeth Larson
Gregory Leach
Phillip Lee
David Lerch
Jason Longbine

Roger Looker
Jason Lopez
Karianne Lundgren
Robin Lunkley
David Lyons
Lysle Macdonald
Janeen Mack
Tim Maloney
Ember Martin
Jonathan Marvin
Bill Mather
Sean Mcandrew
David McBane
Jeremy Mcclennen
Jason McManigal
Jeff Mehmen
Barb Mentzer
Jeff Mericle
Tiffini Mericle
Shannon Merk
Douglas Miller
Tim Minard
Sue Mincks
Loren Mitchell
Jim Mitchell
Penny S. Molnar
Jesse Molyneux
Brian Monaghan
Damon Moore
Kristy Moore
Michelle Morrison
Aletha Moschetti
Edward Munzer
Clint Newton
Teresa Nolan
Jenna Norman
Doreen Norris
Christy O Hare
Dan O’Brien
Kylee Ochsner
Dana Olson
Melissa O’Neill
Nicholas Osterhaus
Lynn Palas
Martin Parcher
Dennis Parker
Jennifer Paulsen
Jeff Pease
Mary Pease
Cathy Penton

John Penton
Doug Peters
Jeff Petersen
Tammy Petersen
Christine Peterson
Gwen Piehl
Jeri Pieper
Bobbi Pietz
Monty Pirtle
Erica Pitlik
Deanna Ploessl
Brandon Pollema
Ashley Pope
David Postma
Patrick Prorok
Nathan Puglisi
Dyanna Quisling
Karen Ramaekers
Dale Rayhons
Jeff Reese
Lori Reeves
Michael Reeves
Dale Reinhart
Raymond Reynolds
Kirk Richardson
Scott Richardson
Thomas Richmond
Bridget Ringgenberg
Jason Roberts
Josh Robinson
Gerri Robison
Rebecca Rogers
Steven L. Rosauer
Brent Rosendahl
Trish Roth
Duane Roum
Diane Roum
Jeanne Sanow
Dan Savolt
TJ Schaffer
Lisa Schiltz
Gloria Scholten
Nicole Schulte
Brenda Schumaker
Brian Seamer
Terri Seay
Carley Seeman
Christine
Sievert-Mckenney
Doyle Simonson

Adam Singer
Steven Sinnwell
Stephanie Sinnwell
Lori Sleep
Doug Smith
Casey Smith
Brent Spear
Nancy Springsteen
Brent Spurrier
Christy Stankee
Jason Stauffer
Steven Stenzel
Craig Steward
Emily Jo Stratton
Eric Streif
Becky Strom
Angela Stufflebeam
Aimee Taggart
Jacque Taylor
Michael Thomas
Casey Thompson
Travis Thompson
Kari Townsley
Becky Turner
Jessica Van Dyke
Jeremiah Van Dyke
Jenn Vasquez
Aaron Vawter
Deb Wacha
Andrew Wagner
Adam Wainwright
Trevor Waldron
Britt Warren
Domino Watts
Chad Weber
Bryon Weesner
Perry Wehrle
Becky Wehrman
Phil Weidner
James Weiss
James Wendler
Ron Wescott
Bonnie Wescott
Marion Wess
Kristin Wettstein
Vance L. Whitwer
Jason Wickizer
Gene Wilkerson
Judie Womack
Brian Young
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Legislative Report
Ric Jones, IEMSA Public Policy Chair

2006 Update
e have been busy preparing our
talking points and strategies and
seeking partnerships for a successful
legislative session. In recent weeks, we appeared
before the Legislative Interim Committee on
Emergency Services twice. The early October
presentation highlighted challenges to greatness in EMS. The committee is focusing
their attention on urging collaboration where
appropriate. I look for strong direction from
the Legislature to share resources wherever
and whenever possible. The immediate focus
is on the regional training centers for the Fire
Service. There is great interest in assuring that
they will have programming and facilities for
all emergency responders.
We made a strong case that EMS is the
third leg of the public safety triangle and that
fire and law enforcement alone do not complete the puzzle. We made a case for additional
funding for the EMS Bureau and EMS training. We discussed ways to improve recruitment and retention of the volunteer and career
work force. We discussed arcane district lines
and possible collaborative solutions. It appears
that another meeting is certain. So far there are
far more questions than answers. Even if nothing results directly from the interim committee’s work, a great deal of information found
interested ears. Because of this, our advocacy
should be a little easier this year.
We shared agendas with member groups
of the Iowa Fire and Emergency Response
Council at their Ames meeting on November
2. We have much in common and will be able
to build on our strengths to create some synergies with the other public safety groups.
Speaking of public safety, we have been
invited to make a presentation to the joint

W
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public safety committee in December about
IEMSA’s possible inclusion in that group.
The committee is made up of many of the
main paid players in Iowa public safety,
including the Iowa Professional Fire Fighters,
Iowa State Troopers’ Association, Iowa State
Troopers Supervisors’ Association, Iowa State
Policemen’s Association, Iowa Chiefs of Police,
The Iowa Sheriff’s Association, and others.
Their focus is also about synergy. They host a
dinner for lawmakers before every session and
present the groups’ agendas en masse. They
have been very effective in advancing legislation. It is my hope that we can convince them
to invite us to join their group.
We expanded our professional team this year
as well. We have re-enlisted the very capable
and well-credentialed Cal Hultman as our lead
lobbyist. Cal’s associate, Mike Triplett, is another
recent addition to the team. They will begin
immediately seeking lawmakers to sponsor bills
on our behalf. They will provide us with weekly
reports during the session. Look for these reports
in IEMSA’s weekly E-News. Please understand,
though, that there will be weeks when the report
is that nothing happened. Remember, no report
is not necessarily a bad report.
2007 Legislative Agenda
We anticipate a faster pace in the Iowa
Legislature in 2007 than was demonstrated
in 2006. As I write, the caucuses are meeting
and choosing their leaders for the session. The
Democrats hold a firm majority in both houses and hold the governorship. Contradistinct
to the situation in the previously deadlocked
Senate, it is my belief that legislation will
happen comparatively rapidly this year.
IEMSA’s Board of Directors unanimously
adopted the following as the 2007 Legislative

Agenda at the annual meeting on November
9 in Des Moines.
The Iowa Emergency Medical Services
Association will work for the following public
policy measures:
1. Provide for equity of pensions for public
employees in EMS. Currently firefighters
and law enforcement officers under the Iowa
Public Employment Retirement System
(IPERS) receive a higher retirement benefit
earned with fewer years of service than EMS
providers.
2. Protection of any and all current language on scope of practice and area of practice
for EMS providers.
3. Provide a permanent funding stream for
the provision of emergency medical services
for all Iowans. This includes fully funding the
Bureau of EMS, including the restoration of
a full-time physician medical director and an
AED Coordinator, as well as providing money
for training and equipment for individual
EMS services in the State.
4. Provide a system to reward volunteerism
in public safety. This might take the form of
an Iowa income tax credit or the ability to
earn a pension for volunteer service in EMS,
Fire or Law Enforcement.
5. Provide support for other initiatives and
organizations working to improve the health
and safety of Iowans.
6. Require that counties shall make provision for, by whatever means necessary, emergency medical services treatment and
transport for all within the county.
7. Require complete criminal background
checks on all EMS providers and students
or allow the EMS Bureau and EMS Service
Directors access to any and all criminal
records of any EMS student or provider.

8. Provide liability protection for volunteer
physician medical directors.
9. Provide tuition rebates for EMS Provider
certification training for persons who become
active EMS volunteers.
10. Allow EMS service directors to sign off
on eligibility for EMS license plates.
11. Support the Bureau of EMS’s four
agenda items: Requiring counties to provide
EMS, establishing a patient transport fee,
requiring electronic data submission, and
requiring criminal background checks on all
EMS providers.
We believe that job number one for every
elected official is to keep Iowans safe and
healthy in their homes, at work, at leisure and
in transit. This includes fully funded, welltrained, and dedicated law enforcement, fire
and Emergency Medical Services resources
throughout the state.
2007 Iowa EMS Day on The Hill
Iowa’s annual EMS Day on the Hill is
schedule for Thursday, February 1 at 7:00 a.m.
in the Capitol Rotunda. Please plan to join
us. Enjoy coffee, juice and donuts and meet
with your lawmakers to help them understand
Iowa EMS’s needs. It’s fun and has resulted in
a great deal of success.
We are hearing that there may be some
discontent about our area of practice from
another group of healthcare providers. The
introduction of legislation to further limit
where EMS providers can practice is not
inconceivable. We stand ready to resist any
such measure, should one be raised. We are
currently gathering information on this issue
and hope to disarm it before it wins any legislative attention.
How Can I Help?
It could not be truer that all politics are
local. Direct contact with your lawmakers to
share the 2007 Legislative Agenda along with
illustrations of how these legislative changes
improve your local EMS system are the most
effective tools we have. Identify your senators
and representatives and contact them through
the General Assembly’s website:
www.legis.state.ia.us.
If there are other issues that need addressing in addition to those on the 2007 agenda,
please communicate those to us. The Board of
Directors can approve additions to the legislative agenda. If you’ve got a no-brainer suggestion, we can organize a consensus via e-mail
for immediate approval.
Don’t be shy and dismiss your ability to
change your world. You can. Sometimes, all it
takes is a conversation. ■

2006 Board of Directors Election Winners
Northwest Region
Terry Stecker (New)
Terry is a Paramedic Specialist employed
with Siouxland Paramedics as the
Director of Operations in Sioux City.
Terry has been involved in EMS since
1982 as a volunteer on the Pierson
Ambulance and Fire Department. He
is very active on the Woodbury County
and Plymouth County EMS Boards and is
also a member of the Sioux Lakes EMS
Board, WITCC EMS Advisory Committee,
Tri State Disaster Committee and several
other regional committees.
North Central Region
David Johnson (Returning)
Mr. Johnson is the Captain and EMS
Director for Mason City Fire Department.
Dave holds a B.A. in Fire Department
Administration as well as the following
certifications: EMS-PS and BLS/ACLS
Instructor. He is a 1985 EMT-P Graduate
from the University of Iowa Hospitals
and Clinics EMSLRC. Dave has been
serving as an NC Region Representative
on the IEMSA Board of Directors in the
seat that was vacated by Tammy Snow.
Thomas Craighton (New)
Mr. Craighton has been in EMS since
1982. He is currently the EMS Manager/
Coordinator at Franklin General Hospital,
where he also serves as their Respiratory
Care Manager/Coordinator. Thomas
holds certifications as a Paramedic
Specialist, Critical Care Paramedic,
Respiratory Therapist and Firefighter II.
Thomas has been a member of IEMSA
since 1988 and served on the board
between 1994 and 2000. He is also an
instructor at NIACC, a Flight Paramedic
for Air Life North and a volunteer for the
Coulter Volunteer Fire Department.
Northeast Region
Rick Morgan (New)
Rick has been a member of IEMSA and
involved in healthcare for over 25 years.
He began his EMS career as a volunteer
EMT-A. Rick became a Paramedic in 1980
and was an original ORMIC graduate.
He is currently employed as a PS, CCP at
Mercy Medical Center in Cedar Rapids
in ICU. He is also active as an ACLS and
BLS Instructor/Regional Faculty. Rick adds
his Respiratory Therapy experience and
talented teaching abilities to his extensive
EMS background in three regions of Iowa.
According to Rosemary Adam in her
nomination letter for Rick, “when an organization like IEMSA calls for experienced
EMS providers with the ability to get the
job done, we call on Rick Morgan."
Southwest Region
Jan Beach-Sickels (New)
Jan has been involved in EMS since
1986, serving as a volunteer since then
with Lenox Ambulance Service, where
she is presently Director. She worked as
a Paramedic Specialist for seven years in
a hospital-based ambulance service, and
two and a half years for Fraser Medical

Services where she is a PRN employee.
Jan is an EMSI and teaches FR through
PS classes for Southwestern Community
College in Creston, as well as continuing
education, BLS, and ACLS. She also serves
as System Development Coordinator for
Union County EMS Association.
Bill Fish (Returning)
Bill is currently a Critical Care Paramedic
and Director of Carroll County
Ambulance Service. He started his EMS
career as a volunteer firefighter in Red
Oak in 1982, later becoming a full-time
member of the department. There he
became a first responder, EMT-A, and
later attained the EMT-I certification. Bill
attended the U of I EMSLRC paramedic
program in 1991. In 1992 Bill was
recruited to Davis County Hospital when
the local private ambulance service was
transferred there. In 1994 he became
Director for the county-wide EMS system. Bill and his wife Deb have two very
active girls, Beth and Katelyn. Bill’s hobbies include Christmas Lights displays,
camping, walking and gardening.
South Central Region
Jon Petersen (New)
Jon is a Lieutenant at West Des Moines
Emergency Medical Services. Having been
in EMS since 1989, Jon has worked in
such diverse environments as Las Vegas,
rural Iowa EMS and flight medicine. Jon
is married and has one son, Austin (13).
Away from EMS Jon enjoys outdoor
activities such as fishing, hunting and golf.
Southeast Region
Tom Summit (Returning)
Tom has been involved in EMS for 28
years. He is employed by the Muscatine
Fire Dept. as EMS Liaison/Ambulance
Operations, and is a ParamedicSpecialist/Critical Care Paramedic and
Firefighter II. Tom is also a certified ERT
and Iowa EMS Instructor, and serves
as deputy Medical Examiner for the
Muscatine County Sheriffs Dept. Tom is
the President of the Muscatine County
EMS Association and immediate Past
President of the Southeast Iowa EMS
Council. Tom has also served on the
Muscatine EMS committee and is a Past
President and board member of the
Muscatine-Louisa American Red Cross,
and Great River Days board of director.
Tom’s sons, Andy and Jason are both
involved in EMS. Another son, Matt, is
deceased.
At Large – Dan Glandon (New)
Dan has been involved in EMS since
1980. He is retired from the U.S. Coast
Guard where he began in EMS. He is
currently a Base Paramedic Supervisor
at Air Evac Lifeteam, Adjunct Faculty at
Indian Hills Community College, and
part-time Paramedic at Davis County
Hospital. He also owns Continuing
Education Solutions. Dan and his wife
Suzan live in Hayesville and have four
children.
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Affiliate Profile:

T

he Clive Fire Department prides itself
on many things, but the biggest point
of pride for the CFD is its people.
More than 85 responders work together to
provide fire and EMS services year-round in
Clive. Sharing one station with the West Des
Moines Fire Department and staffing another
with in-house 24/7 staffing, the CFD utilizes
a mix of full-time employees augmented
by part-time staff to serve a population of
15,000 citizens. In the spirit of cooperation,
the Clive Fire Department partners with Urbandale Fire Department, West Des Moines
Fire Department and West Des Moines EMS
to govern WestCom, a tri-city public safety
dispatch center.

Affiliate Profile:

B

lairstown EMS was awarded the
Volunteer Service of the Year Award
from IEMSA at the 2006 Annual
Conference and Trade Show in Des Moines.
They dedicate their award to Dr. William
Moothart who passed away suddenly. “His
expertise as a wonderful physician, his positive attitude, support of our crew, and warm
smile will be missed so much! Our crew
would not be what is today if it had not been
for his leadership as our Medical Director.”
In History
Like so many services in rural Iowa, the
details of the establishment of Blairstown
EMS are a bit murky. It all began with
people volunteering to take a Desoto from
the funeral home to take people to the hospital quickly. The first volunteers may have
started in the late 1930s or early 1940s.
Eventually the city bought a station wagon
that served as the first “city-funded ambulance,” and 1970 was about the time that
Blairstown gained their first trained EMTs.
Once the city had an ambulance it was
housed in one bay of the fire department.
At the end of 2004, Blairstown began to use
one of the city buildings and started remodeling it into an ambulance garage. A large
donation from a local business made it all
possible. What had been a large storage shed
at one time was transformed into an office,
a meeting room with kitchen and laundry,
20 | www.iemsa.net

Clive Fire Department
Established in 1962, the City of Clive
and the Clive Fire Department has seen
exponential growth and a corresponding
increase in demand for public safety services. The Clive Fire Department operates
two ALS ambulances and one ALS rapid
response vehicle and often provides frequent
ALS mutual aid to neighboring communities. In 2005, The Clive Fire Department
responded to 1,672 calls for service in and
around Clive, and in 2006 the Iowa EMS
Association named the CFD as the Iowa
Career EMS Service of the Year.
The Clive Fire Department spearheaded
implementation of public access defibrillation
in the city and has placed nine AEDs in

service to the community so far. Fire Chief
Rick Roe has built a culture within the
department that values each individual and
utilizes them in concert with their talents.
Under Medical Director Joe Karre, the Clive
Fire Department was among the first EMS
services in Iowa to implement intranasal
delivery of medications and continues to lead
the way in the development of cutting edge
protocols, education, and quality improvement initiatives. Under the leadership of
Chief Roe, Assistant Chief Brad Madsen
and the other officers, everyone at the
Clive Fire Department takes pride in their
commitment to excellence in EMS and fire
fighting. ■

Blairstown EMS
a bedroom, a supply room, and an ambulance bay. The business that made the large
donation for our building and an additional
AED wishes to remain anonymous… but we
thank them with all our hearts! We were able
to host our first EMT-B class in the meeting
room and have a bedroom for those who stay
overnight for a shift.
Today
Blairstown averages about 170 calls per
year with a record high of 191. Blairstown
EMS is currently Paramedic Conditional
and has been at the paramedic level since
2000. The crew is comprised of 25 members (24 volunteer and one part-time/paid
director). Six of the volunteers commit to
serve from out of town.
Blairstown’s coverage area includes
Blairstown, Norway, Van Horne, Watkins
and a large rural area in southern Benton
County. Blairstown also works with the First
Responder services of Norway, Van Horne,
Newhall and, on occasion, Keystone.
Blairstown EMS has been a member of
IEMSA since 2003. The service has this to
say about their membership: “IEMSA is
our voice in EMS – from representing us in
lawmaking issues to obtaining group rates
for supplies. The annual conference CEHs
are always great, too. We appreciate all
the time and energy they have for all of us
working in EMS!”

Service
Blairstown EMS can be proud of a long
list of community service involvement with
local projects and organizations, including:
• PAD Program – AED placed in
Blairstown Community Center
• Teach CPR, AED and 1st aid skills
• Help with HOSA (Health Occupation
Students of America) and health class at
Benton Community High School
• Local blood drives
• Medic/first aid badges for Boyscouts
and Girlscouts
• 4-H Club
• Annual soup luncheon
• First aid coverage at many special events
throughout the year
Blairstown’s Mission
“Our goal is to respond to each call we
receive in a timely, safe and professional
way that exemplifies the best possible
emergency care for each patient we serve.
More often than not, our patients are our
friends and neighbors. This is sometimes
more difficult for us, but the patient is
always glad to see a familiar face after calling 911. Whether the patient is a neighbor
or someone passing through, we as volunteers are committed to helping patients
and often their families during their emergency with the best possible care and
compassion we can provide.” ■

Redesigning Public Health

in Iowa

T

his initiative, which is a collaborative effort between local and state
public health, was launched in the
summer of 2004 in response to the challenges facing the public health system in
Iowa. A work group of local and state public health professionals was commissioned in
the summer of 2004 to assess public health
service delivery and to make recommendations for redesigning public health in Iowa.
The Work Group decided to establish
local public health standards as an initial
step. More than 100 local and state public health professionals and public health
partners were invited to serve on committees to draft local public health standards.
Committee members included representatives from local public health agencies, local
boards of health, EMS, boards of supervisors, state legislature, academic institutions,
the State Board of Health and the Iowa
Department of Public Health.
Since October 2005, nine Local Public
Health Standards Development Committees
have met monthly to draft standards.
Committee members used resources from
federal agencies, national organizations,
and other states in addition to their own
expertise and input from colleagues and
stakeholders. Guiding principles used by
the committees in developing the standards
were:
• What should every Iowan reasonably
expect from local and state public health
• Use clear, concise language that is easily
understood by both public health
professionals and laypersons outside
of public health
• Identify criteria to meet the standards
that are measurable
• Incorporate the principles of the public
health core functions (Assessment,
Policy Development, Assurance) and 10
essential services (Monitor Health,
Diagnose and Investigate, Inform/
Educate/Empower, Mobilize
Community Partnerships, Develop
Policies, Enforce Laws, Link to Provide
Care/Assure Competent Workforce,
Evaluate, Do Research)

Craig Keough, PS

Representatives of EMS are participating on the Work Group and Local
Public Health Standards Development
Committees. These representatives have
worked on the standards for Community
Assessment and Planning (identify
priorities and build a health improvement
plan); Prevent Injuries (provide leadership
in involving community stakeholders in
efforts to prevent intentional and unintentional injuries); Prepare for, Respond
to, and Recover from Public Health
Emergencies (maintain and update the
Public Health Emergency Response Plan).
The Work Group for Redesigning Public
Health in Iowa accepted comments and suggestions about the Iowa Local Public Health
Standards from all interested parties from
March 28, 2006 through May 11, 2006.
To view comments on the standards go to
http://www.idph.state.ia.us/rphi/default.asp.
Local Public Health Standards
Development Committees will meet now
through March 2007 to review stakeholder
comments and make recommendations for
potential changes based on submitted comments. The workgroups will also develop a
county self-assessment tool and several demonstration projects may be conducted to
provide additional data on the measurability
of the criteria and costs. The results of the
field-testing will assist the Work Group
in determining implementation strategies,
which will include legislative changes and
funding requests.
How does this impact local EMS? This
initiative will strengthen the link between
the county EMS association and the local
public health agency. Local public health
will need our help to complete assessments. EMS experts will need to provide
input to assist with planning for disaster
response, mass immunization, disease surveillance and Strategic National Stockpile
local distribution. Additionally, this is the
same process the department will utilize to
implement EMS System Standards. Now
is a good time to get to know your local
public health board members and nursing
staff. ■

Highlights of
Membership Benefits
NAEMT Membership
Discount
Members of IEMSA receive
a 25% savings on individual
membership dues. Call (800)
34-NAEMT to learn more.
Group Purchasing
Affiliate Members – Don’t
forget to check out the discounts available through
IEMSA’s Group Purchasing
program. Visit the Group
Purchasing Page at www.
iemsa.net to get connected
with Alliance Medical, Inc.
and Tri-Anim Health
Services, Inc.
AAA Insurance Products
Now available to IEMSA
membership at the
Association discount rate.
Contact Melissa Frievalt at
(800) 236-1300, x2418.
AFLAC Insurance Products
Now available to IEMSA
membership at the
Association discount rate.
Contact Marvin A.Wittrock,
District Sales Manager, at
(515) 432-0578.
IEMSA E-News
IEMSA Members receive a
limited number of free and
discounted submissions to
IEMSA’s weekly E-News publication. Read the E-News
Submission Policy at the publications page of IEMSA’s website for more information, or
contact Abby Russi at
communications@iemsa.net.
Classifieds Online
Members may post equipment
and employment advertisements on IEMSA’s website.
Send ads to
communications@iemsa.net.
Please specify that the ad is
for the website.
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2006 Annual Conference and Tradeshow Recap
B y Abb y L . Ru ssi , IEM S A C ommunicat ion s Sp e c ial is t

T

his is where you might expect to read
“another year, another conference.”
Coming from this conference rookie,
you’ll hear nothing remotely close. I’ve heard
IEMSA’s annual conference described as
the premier annual EMS event in the state
of Iowa. After seeing it with my own eyes,
I’ll likely be the source quoted for lavishing
kudos on these extraordinary efforts and
events in the coming year.
Record Setting Growth
At least 1,225 people are on record as having attended events at IEMSA’s 2006 Annual
Conference and Trade Show that took place
November 8 through 11 in Des Moines,
Iowa. This is a 10% increase in attendance
over last year’s record setting attendance. As
a result of this growth, conference events
overflowed from The Plex and Downtown
Marriot and into the Renaissance Savory
Hotel. It seems Iowa is running out of venues large enough to host Iowa EMS’s largest
contingent.
As conference attendance increases, so does
its programming. This year, participants had
more choices than ever in the way of breakout session topics and speakers. 2006 Annual
Conference-goers were a privileged audience
of national and local speakers, the likes of
which are seldom gathered under one roof.
From pre-conference hands-on workshops to
a celebrity keynote address from Randolph
Mantooth – Emergency’s Johnny Gage – it
will be tough to top the 2006 lineup.
Technology to the Rescue
The volume of people and events could
not have been managed as smoothly as they
were had it not been for the wise foresight
of board and staff members to adopt various
new technologies into IEMSA’s arsenal of
resources. In addition to electronic registration, members this year took advantage of an
electronic ballot for the Board of Director’s
election. Barcode scanning for continuing
education hours saved conference attendees
and workers much valuable time. Some coned certificates were dispersed on-site! A midconference E-News (one of IEMSA’s newest
communication tools) was even published,
with up-to-the-minute news and information. Last but not least, session
evaluations were digitally scanned for
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consistent and virtually instantaneous feedback. These innovations freed up time for
IEMSA’s board and staff to remain focused
on more pressing needs and even to benefit
from some of the conference events as fellow
EMS providers.
Unforgettable
While technology was integral in the
success of the 2006 Conference and Trade
Show, it was the people who stole the
show. A Veterans Day memorial service
was carried out on Saturday morning that
paid tribute to the fallen EMS providers

Randolph Mantooth gives keynote address at
the 2006 Annual Conference and Tradeshow.

of Iowa. The service, known as “Honoring
Our Own,” hosted the family members
and loved ones of those it respectfully and
affectionately recognized with a traditional
honor guard and bagpiper, a touching slide
show, a symbolic Table of Honor, a stoic
final ringing of the bell for each name read,
and speeches and readings from ceremony
leaders and participants. It was difficult to
find a dry eye in the room.
Another fond gathering was the annual
awards ceremony that took place on Friday
over lunch. Individuals, Services, Instructors,
Hall-of-Famers and Friends of EMS were
all recognized in both career and volunteer

categories. Randolph Mantooth graciously
presented the awards to the winners, thrilling the recipients with unique photos ops
that I encourage you to enjoy in the Annual
Awards coverage.
IEMSA leaders President Jeffery
Dumermuth and Past-President Jerry
Johnston were recognized throughout
the events for their stellar leadership on a
state and national level. A congratulatory
reception was held on Thursday evening
for Jerry Johnston’s recent accomplishment of being named President of the
National Association of Emergency Medical
Technicians (NAEMT). In addition, Jeffery
Dumermuth thanked Jerry Johnston for
his contributions to the field of EMS at the
Annual Meeting on Thursday night. The
tables were turned when Jeff Dumermuth’s
recent NAEMT Award, The William
Klingensmith EMS Administrator of the
Year, was highlighted at the annual meeting. Iowa EMS can only benefit from the
quality of the leadership that was made so
evident from these honors.
Other Iowa EMS figures who enjoyed
well-deserved moments in the spotlight were
newly elected board members and scholarship winners who were each announced at
the annual meeting on Thursday night. Look
for full coverage of the board election results
and scholarship winners in this and the next
edition of The Voice.
A Collective Effort
While most conferences of this scale and
magnitude are likely planned and managed by
full-time professional event planners, IEMSA’s
2006 Annual Conference and Trade Show
is accomplished as a result of an astonishing
collaboration of volunteer time and talents.
The moment I came on board with IEMSA
last Spring, I was exposed to the year-round
efforts that culminate in this first-rate occasion. A heartfelt thank you from the IEMSA
Board of Directors and staff goes out to the
conference planning committee and subcommittee members, speakers, student volunteers,
IEMSA member volunteers, corporate sponsors, exhibitors, volunteer photographers,
facility staff and many, many more.
Until next year, mark your calendars for
another great event November 8 through 10,
2007! ■

Military, fire, and
EMS representatives
stand guard over the
table of honor.

Randolph Mantooth
signs autographs for
Annual Conference
and Tradeshow
attendees.

Annual Conference
and Tradeshow attendees enjoy a walk
around the spacious
expo hall.

Happy Holidays!
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