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Appendix B - EMS Out-of-Hospital Do-Not-Resuscitate Protocol 
 

Purpose: This protocol is intended to avoid unwarranted resuscitation by emergency care providers in the out-

of-hospital setting for a qualified patient.
i
 There must be a valid Out-Of-Hospital Do-Not-Resuscitate (OOH 

DNR) order signed by the qualified patient’s attending physician or the presence of the OOH DNR identifier 

indicating the existence of a valid OOH DNR order. 

No resuscitation: Means withholding any medical intervention that utilizes mechanical or artificial means to 

sustain, restore, or supplant a spontaneous vital function, including but not limited to:     

1.      Chest compressions, 

2.      Defibrillation, 

3.      Esophageal/tracheal airway; endotracheal intubation, or 

4.      Emergency drugs to alter cardiac or respiratory function or otherwise sustain life. 

  

Patient criteria: The following patients are recognized as qualified patients to receive no resuscitation: 

1. The presence of the uniform OOH DNR order or uniform OOH DNR identifier, or 

2. The presence of the attending physician to provide direct verbal orders for care of the patient.   
 

 The presence of a signed physician order on a form other than the uniform OOH DNR order form approved 

by the department may be honored if approved by the service program EMS medical director.  However, the 

immunities provided by law apply only in the presence of the uniform OOH DNR order or uniform OOH 

DNR identifier.  When the uniform OOH DNR order or uniform OOH DNR identifier is not present contact 

must be made with on-line medical control and on-line medical control must concur that no resuscitation is 

appropriate.   
  

Revocation:  An OOH DNR order is deemed revoked at any time that a patient, or an individual authorized to act 

on the patient’s behalf as listed on the OOH DNR order, is able to communicate in any manner the intent that the 

order be revoked.  The personal wishes of family members or other individuals who are not authorized in the 

order to act on the patient’s behalf shall not supersede a valid OOH DNR order.   

 

Comfort Care  ():  When a patient has met the criteria for no resuscitation under the foregoing information, the 

emergency care provider should continue to provide that care which is intended to make the patient comfortable  

(a.k.a.  Comfort Care).  Whether other types of care are indicated will depend upon individual circumstances 

for which medical control may be contacted by or through the responding ambulance service personnel. 

 

 Comfort Care may include, but is not limited to: 

1. Pain medication. 

2. Fluid therapy. 

3. Respiratory assistance (oxygen and suctioning). 

 
 Qualified Patient means an adult patient determined by an attending physician to be in a terminal condition for which the 
attending physician has issued an Out of Hospital DNR order in accordance with the law.  Iowa Administrative Code 641-
142.1 (144A) Definitions. 
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IPOST PROCESS 

Emergency Medical Services 

Overview 

 IPOST form belongs to the patient. 

 IPOST form is valid as a medical order statewide regardless of where the patient resides. 

 IPOST is appropriate for an individual who is frail and elderly, or who has a chronic, critical medical condition 

or terminal illness. 

 IPOST form cannot be used as a physician order in an Illinois facility at this time.  The Illinois Uniform Do-

Not-Resuscitate (DNR) Advanced Directive (POLST) form is accepted in Iowa. 

Use of form 

 Ask every facility if resident has IPOST form prior to transfer. 

 Ask every patient/family member in the home if they have an IPOST form prior to transfer. 

 IPOST form is salmon in color and printed on cardstock. 

 No copies for permanent medical record. 

 Do not label or sticker form. 

 Inpatient units (ward clerks, secretaries etc) MUST ensure form is sent with patient at discharge – please verify 

prior to transfer to facility/home. 

 If patient has Advance Directive (AD) that is known to be in conflict with IPOST form, AD takes precedence. 

 A conversation with the patient, or surrogate, should occur to discuss the differences between the IPOST and AD.  

When the wishes of the patient are clarified, the incorrect document should be voided and dated to prevent future 

discrepancies.  A new form, either the IPOST or AD, can be created to ensure both documents reflect the correct 

wishes of the patient. 

Documentation 

 Document any indicated treatments that have been deferred as related to IPOST form instructions. 

 Document IPOST form was received and to whom the form was transferred to at the receiving facility. 

Copies/Faxes 

 Copies/faxes of signed IPOST forms are legal and valid; HOWEVER our process does NOT recommend copies 

under most circumstances. 

 A copy/fax may be valid only if original form was not sent with patient. If inpatient facility validates with receiving 

facility that copy/fax is the most recent for a patient, it may be used. An example: if patient transfers from facility to 

Emergency Department and IPOST did not arrive with patient; ED may accept fax of IPOST after validation with 

facility it is most recent version. Use of original form is strongly encouraged! 

 Documentation in the medical record must reflect this has occurred. 
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Iowa Form Front 
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Iowa Form Back 
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Illinois Form Recognized By Iowa Front 
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Illinois Form Recognized By Iowa Back 
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Appendix C: Adult Out-Of-Hospital Trauma Triage Destination Decision Protocol 
 
The following criteria shall be utilized to assist the EMS provider in the identification of time critical injuries, method of transport and 
trauma care facility resources necessary for treatment of those injuries 
Step 1 - Assess for Time Critical Injuries: Level of Consciousness & Vital Signs                                                                              
 Glasgow Coma Score ≤13 
 Respiratory rate <10 or >29 breaths per minute, or need for ventilatory support. 
 Systolic B/P (mmHg) less than <90 mmHg 
If ground transport time to a Resource (Level I) or Regional (Level II) Trauma Care Facility is less than 30 minutes, transport to the 
nearest Resource (Level I) or Regional (Level II) Trauma Care Facility. If greater than 30 minutes, ground transport time to Resource 
(Level I) or Regional (Level II) Trauma Care Facility, transport to the nearest appropriate Trauma Care Facility. If time can be saved or 
level of care needs exist, tier with ground or air ALS service program 
If step 1 does not apply, move on to step 2 
 
Step (Box) 2 - Assess for Anatomy of an Injury    
 All penetrating injuries to head, neck, torso and extremities 

proximal to elbow or knee 
 Chest wall instability or deformity (e.g., flail chest) 
 Suspected two or more proximal long-bone fractures  
 Suspected pelvic fractures 
 Crushed, degloved, mangled, or pulseless extremity 

 Open or depressed skull fracture 
 Amputation proximal to wrist or ankle 
 Paralysis or Paresthesia 
 Partial or full thickness burns > 10% TBSA or involving 

face/airway 

If ground transport time to a Resource (Level I) or Regional (Level II) Trauma Care Facility is less than 30 minutes, transport to the 
nearest Resource (Level I) or Regional (Level II) Trauma Care Facility. If greater than 30 minutes ground transport time to Resource 
(Level I) or Regional (Level II) Trauma Care Facility, transport to the nearest appropriate Trauma Care Facility. If time can be saved or 
level of care needs exist, tier with ground or air ALS service program 
If step 2 does not apply, move on to step 3 
 
Step (Box)  3 - Consider Mechanism of Injury & High Energy Transfer    
 Falls 

o Adult: > 20 ft. (one story is equal to 10 feet) 
 High-risk auto crash:  

o Interior compartment intrusion, including roof: >12 inches’ 
occupant site; >18 inches any site 

o Ejection (partial or complete) from automobile     

o Death in same passenger compartment  
o Vehicle telemetry data consistent with high risk of injury 

 Auto vs. pedestrian/bicyclist thrown, run over, or with significant 
(>20 mph) impact 

 Motorcycle crash >20 mph

Transport to the nearest appropriate Trauma Care Facility, need not be the highest level trauma care facility. 
If step 3 does not apply, move on to step 4 
 
Step (Box)  - Consider risk factors: 
 Older adults 

o Risk of injury/death increases after age 55 years    
o SBP<110 might represent shock after age 65 years  

 EMS provider judgment 
 Low impact mechanisms (e.g. ground level falls) might result in 

severe injury 

 ETOH/Drug use 
 Pregnancy > 20 weeks  
 Anticoagulants and bleeding disorders 
 Patients with head injury are at high risk for rapid deterioration 

Transport to the nearest appropriate Trauma Care Facility, need not be the highest level trauma care facility. 
If none of the criteria in the above 4 steps are met, follow local protocol for patient disposition. When in doubt, transport to 
nearest trauma care facility for evaluation.  
 
For all Transported Trauma Patients: 
1. Patient report to include: MOI, Injuries, Vital Signs & GCS, Treatment, Age, Gender and ETA 
2. Obtain further orders from medical control as needed. 
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Pediatric Out-Of-Hospital Trauma Triage Destination Decision Protocol 
 
The following criteria shall be utilized to assist the EMS provider in the identification of time critical injuries, method of 
transport and trauma care facility resources necessary for treatment of those injuries 
Step (Box) - Assess for Time Critical Injuries: Level of Consciousness & Vital Signs 
 Abnormal Responsiveness:  abnormal or absent cry or speech. Decreased response to parents or environmental stimuli. Floppy or rigid muscle 

tone or not moving. Verbal, Pain, or Unresponsive on AVPU scale.  
OR   
 Airway/Breathing Compromise: obstruction to airflow, gurgling, stridor or noisy breathing. Increased/excessive retractions or abdominal 

muscle use, nasal flaring, stridor, wheezes, grunting, gasping, or gurgling. Decreased/absent respiratory effort or noisy breathing. Respiratory 
rate outside normal range. 

OR  
 Circulatory Compromise: cyanosis, mottling, paleness/pallor or obvious significant bleeding. Absent or weak peripheral or central pulses; 

pulse or systolic BP outside normal range. Capillary refill > 2 seconds with other abnormal findings.  
 Glasgow Coma Score ≤13 
If ground transport time to a Resource (Level I) or Regional (Level II) Trauma Care Facility is less than 30 minutes, transport to the nearest Resource 
(Level I) or Regional (Level II) Trauma Care Facility. If greater than 30 minutes, ground transport time to Resource (Level I) or Regional (Level II) 
Trauma Care Facility, transport to the nearest appropriate Trauma Care Facility. If time can be saved or level of care needs exist, tier with ground or 
air ALS service program 

If step 1 does not apply, move on to step 2 
 
Step (Box) 2 - Assess for Anatomy of an Injury 
 All penetrating injuries to head, neck, torso and extremities 

proximal to elbow or knee 
 Chest wall instability or deformity (e.g., flail chest) 
 Suspected two or more proximal long-bone fractures 
 Suspected pelvic fractures 
 Crushed, degloved, mangled, or pulseless extremity 

 Open or depressed skull fracture 
 Amputation proximal to wrist or ankle 
 Paralysis or Paresthesia 
 Partial or full thickness burns > 10% TBSA or involving 

face/airway 

If ground transport time to a Resource (Level I) or Regional (Level II) Trauma Care Facility is less than 30 minutes, transport to the nearest Resource 
(Level I) or Regional (Level II) Trauma Care Facility. If greater than 30 minutes ground transport time to Resource (Level I) or Regional (Level II) 
Trauma Care Facility, transport to the nearest appropriate Trauma Care Facility. If time can be saved or level of care needs exist, tier with ground or 
air ALS service program 

If step 2 does not apply, move on to step 3 
 
Step (Box) 3 - Consider Mechanism of Injury & High Energy Transfer 
 Falls 
 >10 feet or two times the height of the child 
 High-risk auto crash:  

o Interior compartment intrusion, including roof: >12 inches 
occupant site; >18 inches any site 

o Ejection (partial or complete) from automobile   

o Death in same passenger compartment  
o Vehicle telemetry data consistent with high risk of injury 

 Auto vs. pedestrian/bicyclist thrown, run over, or with significant 
(>20 mph) impact 

 Motorcycle crash >20 mph

 
Transport to the nearest appropriate Trauma Care Facility, need not be the highest level trauma care facility. 
If step 3 does not apply, move on to step 4 
 
Step (Box) 4 - Consider risk factors: 
 Pregnancy > 20 weeks 
 Anticoagulants and bleeding disorders 
 Patients with head injury are at high risk for rapid deterioration 

 EMS provider Judgment 
 ETOH/Drug use

Transport to the nearest (Any Level) Trauma Care Facility.  
If none of the criteria in the above 4 steps are met, follow local protocol for patient disposition. When in doubt, transport to 
nearest trauma care facility for evaluation.  
For all Transported Trauma Patients: 
1. Patient report to include: MOI, Injuries, Vital Signs & GCS, Treatment, Age, Gender and ETA 
2. Obtain further orders from medical control as needed
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Appendix D: Physician on Scene 
 
Your offer of assistance is appreciated.  However, this EMS service, under law and in accordance with 
nationally recognized standards of care in Emergency Medicine, operates under the direct authority of 
a Physician Medical Director.  Our Medical Director and physician designees have already established a 
physician-patient relationship with this patient.  To ensure the best possible patient care, and to 
prevent inadvertent patient abandonment or interference with an established physician-patient 
relationship, please comply with our established protocols. 
 

Please review the following if you wish to assume responsibility for this patient: 
 

1. You must be recognized or identify yourself as a qualified physician. 
 

2. You must be able to provide proof of licensure and identify your specialty. 
 

3. If requested, you must speak directly with the on-line medical control physician to verify 
transfer of responsibility for the patient from that physician to you. 
 

4. EMS personnel, in accordance with state law, can only follow orders that are consistent 
with the approved protocols. 
 

5. You must accompany this patient to the hospital, unless the on-line medical control 
physician agrees to re-assume responsibility for this patient prior to transport. 
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Appendix E: Air Medical Transport - Utilization Guidelines for Scene Response 

 
PURPOSE:  

These guidelines have been developed to assist with the decision making for appropriate use of air 

medical transport by the emergency medical services community.  The goal is to match the patient’s 

needs to the timely availability of resources in order to improve the care and outcome of the patient 

from injury or illness.   

RECOGNITION: 

A. An air ambulance may be utilized in any situation that any public safety personnel feels may 
benefit patient care. 

 
CLINICAL INDICATORS: 

1. Advanced level of care need (skills or medications) exists that could be made available 
more promptly with an air medical tier versus tiering with ground ALS service, and 
further delay would likely jeopardize the outcome of the patient 

2. Transport time to definitive care hospital can be significantly reduced for a critically ill or 
injured patient where saving time is in the best interest of the patient 

3. Multiple critically ill or injured patients at the scene where the needs exceed the means 
available  

4. EMS Provider ‘index of suspicion’ based upon mechanism of injury and patient 
assessment 

 
DIFFICULT ACCESS SITUATIONS: 

1. Wilderness or water rescue assistance needed  
2. Road conditions impaired due to weather, traffic, or road construction / repair 
3. Other locations difficult to access   

 
B. Air ambulance may be requested by any Scott County Ambulance or Fire personnel through 

recognized dispatch center.  Availability of air ambulance will be determined at this time. 
1. Any Scott County Public Safety Agency may activate the air ambulance immediately upon 

receipt of dispatch information.   
2. The air ambulance may not be cancelled prior to arrival of any Scott County Ambulance or 

Fire Agency until scene size-up, and patient assessment are completed, preferably by an 
advanced life support provider. 

C. Dispatch will notify the air ambulance and personnel enroute of all status changes. 
D. Air ambulance service will notify dispatch of: 

1. Ability to fly 
2. Flight time 
3. Radio frequency 
4. Special circumstances 
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AIR MEDICAL TRANSPORT GUIDELINES 

 

Continued 

 

UTILIZATION GUIDELINES FOR SCENE RESPONSE: 

A. After the air ambulance has been requested, dispatch will contact all responding agencies to 
advise of air ambulance activation 

B. Incident Commander or his/her designee will notify air ambulance of: 
1. Landing site 

2. Wind direction and velocity 

3. Hazards in the area 

 

4. Ground conditions 

5. Patient status after update from EMS personnel 

6. Permission to Land or Cancel 

 
C. Landing Zone (LZ) recommendations: 

1. 100’ X 100’ zone 

2. Relatively level and clear of debris 

3. No overhead wires or obstacles in LZ 

4. No overhead wires or obstacles in the approach path 

5. Mark LZ with amber flashers at the four corners or other approved means. 

 

D. Safety concerns in LZ: 
1. Do not approach aircraft until signaled by flight crew 
2. ALWAYS approach from the front, never from the rear 
3. Secure all loose objected before approaching aircraft 
4. No smoking within 50 feet of the aircraft 

 
E. Air ambulance flight nurse and/or flight physician will assume patient care responsibilities after 

landing. 
F. On scene personnel or family members of victims will not be permitted in the air ambulance at 

any time unless approved by flight crew 
G. Any involved agencies may request a run review within 30 days of air ambulance activation.  

The involved parties shall include, but not be limited to medical directors and all participating 
agencies.  The Scott County Public Health Services Coordinator will facilitate the run review 
process. 
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Appendix F: Discontinuation of Resuscitation 
 

Indications to consider termination of resuscitation:   
1. Patient is in full arrest with no signs of life present. 

 
2. Patient is considered an adult.  

 
3. Full advanced care has been instituted (Paramedic level) to include rhythm analysis and 

defibrillation if indicated, advanced airway management, and drugs given per protocol. 
 

4. No return of circulation or shockable rhythm exists.  
 

5. Correctable causes or special resuscitation circumstances have been considered and addressed.  
 

Termination of resuscitation: 
1. Patient meets all five criteria under ‘indications’ above, or patient is terminally ill/DNR where 

CPR was started prior to knowledge of resuscitation status. 
 

2. Physician on-line medical direction is contacted (while advanced care continues) to discuss any 
further appropriate actions.  
 

3. Advanced care may be discontinued if physician on-line medical direction authorizes.  
 

Other considerations:  
1. Documentation must reflect that the decision to terminate resuscitation was determined by 

physician on-line medical direction.   
 

2. An EMS/health care provider must attend the deceased until the appropriate authorities arrive.    
 

3. All IVs, tubes, etc. should be left in place until the medical examiner authorizes removal. 
 

4. Implement survivor support plans related to coroner notification, funeral home transfer, 
leaving the body at the scene, and death notification/grief counseling for survivors. 
 

Special Considerations 
Patients with profound hypothermia or drug or toxin overdose may benefit from continued 
resuscitation. 
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Appendix G: Reperfusion Therapy Screening Not Limited to Paramedic Level 
 

This form should be completed for patients suffering from Acute Coronary Syndromes.  This tool will be 
used to triage patients to the appropriate receiving facility, and provide a template for passing 
information on to the receiving facility.  Fibrinolytic screening may be done at the EMT level; however, 
the decision to bypass a local hospital to transport to a Percutaneous Coronary Intervention (PCI) 
capable facility is reserved for the PS and Paramedic levels. 
 

1. If available, obtain 12-Lead EKG and transmit to receiving facility 
 

2. EMT level – Transport patient to closest appropriate facility.  Contact medical control for 
decision on completing thrombolytic checklist. 

 
3. PS/Paramedic Level – Evaluate 12-Lead for evidence of STEMI.   

 
If STEMI is present, determine appropriate destination. 

 If transport time to a facility capable of providing emergency PCI care is 60 minutes or less, it is 

recommended that all of these patients be transported directly to the emergency PCI capable facility.  

 If transport time to a facility capable of providing emergency PCI care is between 60 - 90 minutes, 

transport to the PCI capable facility should be considered.  

 If transport is initiated to a non-PCI facility: 

Complete fibrinolytic therapy checklist on next page. 

 If a local protocol for fibrinolytic therapy in the field has been established, then proceed with fibrinolytic 

protocol if: 

o Authorized by voice contact with medical control, and 

o The PS/Paramedic has received training and has the approval of their physician medical director 

 
In all instances those patients requiring immediate hemodynamic or airway stabilization should be 
transported to the closest appropriate facility. 
 
If STEMI is not present, transport patient to closest appropriate facility. 
 
Note: See Fibrinolytic Checklist on the following page 
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Fibrinolytic Checklist 

 

Any YES findings will be relayed to medical control. Absolute Contraindications preclude the 
use of fibrinolytics. Relative Contraindications require consultation with medical control. 

 
 

DATE:                   PATIENT AGE:            MALE   FEMALE     INCIDENT/RECORD #:    YES NO 

ABSOLUTE CONTRAINDICATIONS   

Any known intracranial hemorrhage?   

Known structural cerebral vascular lesion?   

Ischemic stroke within 3 months EXCEPT acute ischemic stroke within 3 hours?   

Suspected aortic dissection?   

Active bleeding or bleeding diathesis (excluding menses)?   

Significant closed head trauma or facial trauma within 3 months?   

RELATIVE CONTRAINDICATIONS   

History of chronic, severe, poorly controlled hypertension?   

Severe, uncontrolled hypertension on presentation (S >180mmHg or D>110mmHg)   

History of prior ischemic stroke >3 months, dementia, or known intracranial pathology?   

Traumatic or prolonged (>10 min) CPR or major surgery (<3 weeks)   

Non-compressible vascular punctures?   

Pregnancy?   

Active peptic ulcer?   

Current use of anticoagulants?   

EMS Provider Print Name:                                                     Signature:    
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Appendix G: Strategies for Reperfusion Therapy: Acute Stroke 

 

 

Reperfusion Therapy Screening Not Limited to Paramedic Level 

This appendix should be used for suspected acute stroke.  This tool will be used to triage patients to the 
appropriate receiving facility, and provide a template for passing information to the receiving facility.   
 

1. Perform a validated stroke assessment such as the MEND exam. 
 

2. If assessment is positive for stroke, and onset of symptoms can be established within the past 4.5 hours, 
then determine the appropriate destination: 

a. If transport time to a Primary Stroke Center is less than 30 minutes, it is recommended that all 
of these patients be transported directly to the Primary Stroke Center 

b. If transport time to a Primary Stroke Center is greater than 30 minutes, then transport to the 
nearest stroke capable hospital. 
 

3. Consider the use of air transport if it will facilitate the arrival of the acute stroke patient for treatment 
within 4.5 hours to a Primary Stroke Center or stroke capable hospital.  
 

4. If transport to a Primary Stroke Center or stroke capable hospital cannot be achieved to arrive within 4.5 
hours, then transport to the closest appropriate facility.  
 

5. In all instances, those patients requiring immediate hemodynamic or airway stabilization should be 
transported to the closest appropriate facility. 
 

6. Complete the fibrinolytic checklist on next page.  
 

Levels of Stroke Care Capacity:  

Comprehensive Stroke Center: Hospitals that have been certified by the Joint Commission-accredited acute care 

hospitals and must meet all the criteria for Primary Stroke Certification 

Primary Stroke Center: Hospitals that have been certified by the Joint Commission on Hospital Accreditation or 

an equivalent agency to meet Brain Attack Coalition and American Stroke Association guidelines for stroke care 

Stroke capable hospital: Hospitals that have the following: 

 rt-PA readily available for administration 

 Head CT, laboratory and EKG capabilities 24/7 

 Process in place for transporting appropriate patients to a Primary Stroke Center 

 Stroke protocol in place that follows American Stroke Association guidelines 

 Emergency department coverage by physician, or advanced practitioner  
  

The list of Iowa Hospital Triage Designations is available on the Iowa Healthcare Collaborative web site at: 
https://www.ihconline.org/additional-tools/initiatives/coverdell-stroke-project/  

  

https://www.ihconline.org/additional-tools/initiatives/coverdell-stroke-project/
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If directed by medical control, complete fibrinolytic checklist below 
 

Fibrinolytic Checklist 

Any YES findings will be relayed to medical control. Absolute Contraindications preclude the use of 
fibrinolytics. Relative Contraindications require consultation with medical control. 
 
 

DATE:                   PATIENT AGE:            MALE   FEMALE     INCIDENT/RECORD #:    YES NO 

ABSOLUTE CONTRAINDICATIONS   

Any known intracranial hemorrhage?   

Known structural cerebral vascular lesion?   

Ischemic stroke within 3 months EXCEPT acute ischemic stroke within 3 hours?   

Suspected aortic dissection?   

Active bleeding or bleeding diathesis (excluding menses)?   

Significant closed head trauma or facial trauma within 3 months?   

RELATIVE CONTRAINDICATIONS   

History of chronic, severe, poorly controlled hypertension?   

Severe, uncontrolled hypertension on presentation (S >180mmHg or D>110mmHg)   

History of prior ischemic stroke >3 months, dementia, or known intracranial pathology?   

Traumatic or prolonged (>10 min) CPR or major surgery (<3 weeks)   

Non-compressible vascular punctures?   

Pregnancy?   

Active peptic ulcer?   

Current use of anticoagulants?   

EMS Provider Print Name:                                                     Signature:    
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Appendix H: Simple Triage and Rapid Treatment (START) 
 

S T A R T 

The following are guidelines for initial tactical triage using the START method.  START is most useful in 

initially clearing the disaster zone where there are numerous casualties.  It focuses on respiration rate, 

perfusion, and mental status and takes under one minute to complete.  Once the patient moves 

toward a higher level of care (evacuation), a more detailed approach to triage may be needed. 

 

Respirations 
Perfusion  
Mental Status 
 

Green    = Minor/Ambulatory 
Yellow   = Delayed 
Red        = Immediate 
Black      = Deceased/Expectant
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Appendix I: Simple Triage and Rapid Treatment – Pediatric JumpSTART 
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Appendix J: Guidelines for EMS Provider Initiating Organ and Tissue Donation at the 

Scene of the Deceased 
 

 

1. All appropriate patient care protocols will be enacted to assure patient care is provided according to 
prevailing standards.  

 
2. If resuscitation efforts are unsuccessful or if upon arrival the patient is deceased and without 

indications to initiate resuscitation, then on-line medical direction will be contacted to confirm that no 
further medical care is to be given.  

 
3. As per Iowa Code 142C.7 a medical examiner or a medical examiner’s designee, peace officer, fire 

fighter, or emergency medical care provider may release an individual’s information to an organ 
procurement organization, donor registry, or bank or storage organization to determine if the 
individual is a donor. 

 
4. As per Iowa Code 142C.7 any information regarding a patient, including the patient’s identity, 

however, constitutes confidential medical information and under any other circumstances is prohibited 
from disclosure without the written consent of the patient or the patient’s legal representative. 

 
5. At least one EMS provider should remain at the scene until the appropriate authority (medical 

examiner, funeral home, public safety, etc.) is present. 
 

6. Contact Iowa Donor Network at 800-831-4131 
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Appendix K: Guidelines for EMS Providers Responding to a patient with special 

needs 
 
This protocol is not intended for interfacility transfers 
 
These guidelines should be used when an EMS provider, responding to a call, is confronted with a patient 
using specialized medical equipment that the EMS provider has not been trained to use, and the operation of 
that equipment is outside of the EMS provider’s scope of practice.  The EMS provider may treat and transport 
the patient, as long as the EMS provider doesn’t monitor or operate the equipment in any way while providing 
care. 
 
When providing care to patients with special needs, EMS personnel should provide the level of care necessary, 
within their level of training and certification.  When possible, the EMS provider should consider utilizing a 
family member or caregiver who has been using this equipment to help with monitoring and operating the 
special medical equipment if necessary during transport. 
 
Some examples of special medical devices: 

 PCA (patient controlled analgesic) 

 Chest Tube 
 Respirator 

 Wound Drainage Devices ( i.e. wound vac) 

 Left Ventricular Assist Device (LVAD) 
 Jackson-Pratt (JP) Drain 
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Appendix L: EMS Approved Abbreviations
a before 
ABC airway, breathing, 
circulation 
Abd. Abdominal 
AC antecubital 
AED automated external 
defibrillator 
A-fib atrial fibrillation 
AIDS acquired immunodeficiency 
syndrome 
ALS advanced life support 
AMA against medical advice 
AMI acute myocardial infarction 
Amp(s) ampule(s) 
Amt. Amount 
Ant. Anterior 
Antecub. Antecubital 
ASA aspirin 
Asap as soon as possible 
ASHD arteriosclerotic heart 
disease 
AT atrial Tachycardia 
AV atrioventricular 
AVB atrioventricular block 
BBB bundle branch block 
Bett. Bettendorf 
BFR Bettendorf Fire and Rescue 
Bicarb sodium bicarbonate 
BID twice a day 
BLS basic life support 
BM bowel movement 
BP blood pressure 
BPD Bettendorf Police 
Department 
BS blood sugar 
BSA body surface area 
BVAS Buffalo Volunteer 
Ambulance Service 
BVM Bag valve mask 
c with 
C centigrade 
CA cancer 
CABG coronary artery bypass 
graft 
CAD coronary artery disease 
CAO X 3 or 4 conscious, alert, oriented 

X3 or 4 (person, place, 
time, & event) 

Cap. Capillary 
CAT Computer axial 

tomography 
Cath catheter, catherization, 

catheterize 
CC chief complaint 
cc cubic centimeter 
C-collar cervical collar 
CU coronary care unit 

CHB complete heart block 
CHF congestive heart failure 
CID cervical immobilization 

device 
Circ circulation 
Cm centimeter 
CMS circulation, motor, 

sensation 
CNS central nervous system 
C/O complains of 
CO carbon monoxide 
CO2 carbon dioxide 
COPD chronic obstructive 

pulmonary disease 
CP chet pain 
CPR cardiopulmonary 

resuscitation 
Cric. Cricothyrotomy or 

cricothyroidotomy 
CSF cerebrospinal fluid 
CVA cerebrovascular accident 
CVP central venous pressure 
CVU Cardiovascular  unit 
CXR chest x-ray 
DA direct admit 
Dav. Davenport 
D & C dilatation and curretage 
DCAP-BTLS Depressions, Contusions 

Abrasions, Penetrations, - 
Burns Tenderness, 
Lacerations, Swelling 

D/C discontinue 
DFD Davenport Fire Department 
Disch. Discharge 
D50 Dextrose 50% solution 
D5W 5% Dextrose in Water 
DPD Davenport Police 

Department 
DOA dead on arrival 
DOB date of birth 
Drsg dressing 
DTs delirium tremens 
Dysp Dyspnea 
Dx diagnosis 
Ea. Each 
ECC Emergency Care Center 
ECF extended care facility 
ECG/EKG electrocardiogram 
ED Emergency Department 
EDD esophageal detection 

device 
EDC estimated date of 

confinement (pregnancy 
due date) 

EEG electroencephalogram 
EJ external jugular 
EMS Emergency Medical 

Services 
ENT ear, nose & throat 
EOA esophageal obturator 

airway 
Epi epinephrine 
ER emergency room 
ETA estimated time of arrival 
ETC emergency treatment 

center 
ETOH alcohol 
Et and 
ET endotracheal  
ETT endotracheal tube 
Extrem. Extremity 
F farenheit 
Fib fibrillation 
FB foreign body 
FD Fire Department 
FR First Responder 
Fx fracture 
Ga gauge 
GAD gadolinium 
GB gallbladder 
GCS Glasgow Coma Scale 
GI gastrointestinal 
gm gram 
GMC-E Genesis Medical Center, 

East Campus 
GMC-W Genesis Medical Center, 

West Campus 
gr grain 
GROM good range of motion 
GSW gunshot wound 
gtt/gtts drop/drops 
GU genitourinary 
Gyn gynecology 
H20 water 
HA headache 
Haz Mat hazardous material 
HEENT head, eyes, ears, nose & 

throat 
HIV Human Immunodeficiency 

Virus 
HPI history of present illness 
h/hr hour 
HR heart rate 
Hx  History 
Ia  Iowa 
ICU Intensive Care Unit 
IDDM Insulin dependent diabetes 

mellitus 
IL Illinois 
IM intramuscular 
Inf inferior 
I/O intraosseous 
Irrig irrigate 
IV intravenous 
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IVP intravenous pyelogram 
ISHD ischemic heart disease 
Jct/Junc junctional 
JVD Jugular venous distention 
K

+ 
Potassium 

KCl Potassium Chloride 
Kg kilogram 
KVO keep vein open 
L/lt left 
L liter 
Lab laboratory 
Lac laceration 
Lat lateral 
Lb pound 
LBBB left bundle branch block 
LBP low back pain 
LLE left lower extremity 
LLL left lower lobe 
LLQ left lower quadrant 
LMA laryngeal mask airway 
LMP last menstrual period 
LOC level of consciousness 
LP-5, 10, 12 LifePak 5, 10, 12 
LPM liters per minute 
LPM Licensed Practical Nurse 
LR Lactated Ringers’ 
LSB lons spineboard 
LUE left upper extremity 
LUL left upper lobe 
LUQ left upper quadrant 
mA milliamp 
MAEW moves all extremities well 
MAST Military anti-shock trousers 
Mcg microgram 
MCI Mass Casualty Incident 
MD medical doctor 
med medication 
mEq milliequivalent 
mg milligram 
MI myocardial infarction 
Min minute 
mL milliliter 
mm millimeter 
mod. Moderate 
MOI mechanism of injury 
Mol. Moline 
MRI Magnetic Resonance 

Imaging 
MRSA Methicillin resistant staph 

aureus 
MS morphine sulfate 
MVC motor vehicle crash 
NaCl Sodium chloride 
NAD no acute distress 
NaHCO3 Sodium bicarbonate 
Neg negative 
NIDDM non-insulin dependent 

diabetes mellitus 

NG nasogastric 
NKA/NKDA no known allergies/no 

known drug allergies 
Noc night 
NOI nature of illness 
NPA nasopharyngeal airway 
NPO nothing by mouth 
NSR normal sinus rhythm 
NTG nitroglycerin 
N & V nausea and vomiting 
NS normal saline 
O2 Oxygen 
OB obstetrics 
OD overdose, right eye 
OPA oropharyngeal airway 
OR operating room 
Oint. Ointment 
Ortho orthopedics 
OS left eye 
OU both eyes 
p after 
P pulse 
PAC premature atrial 

contraction/complex 
Palp. Palpation 
PASG pneumatic antishock 

garment 
PAT paroxysmal atrial 

tachycardia 
Path. Pathology 
PCR patient care record 
PD Police department 
PE physical exam,pulmonary 

edema, pulmonary 
embolism 

PEA Pulseless electrical activity 
Peds/pedi pediatrics 
PERL Pupils equal and react to 

light 
PJC premature junctional 

contraction/complex 
PMH past medical history 
PMS Pulse Motor Sensation 
PID Pelvic Inflammatory 

Disease 
po by mouth 
pr per rectum 
Post. Posterior 
Post Op postoperative 
Pre Op preoperative 
prn as needed 
PSVT paroxysmal 

supraventricular 
Tachycardia 

Psych. Psychiatric 
Pt. Patient 
PTCA percutaneous coronary 

angioplasty 

PTA prior to arrival 
PWD pink, warm, dry 
PVC premature ventricular 

contraction/complex 
Px physical 
q every 
QD every day 
QID four times a day 
QOD every other day 
R, Rt right 
RBBB right bundle branch block 
Reg regular 
Rehab rehabilitation 
R/Resp respiration 
RHD rheumatic heart disease 
R.I. Rock Island 
RLE right lower extremity 
RLL right lower lobe 
RLQ right lower quadrant 
RML right middle lobe 
RN Registered Nurse 
R/O rule out 
ROM range of motion 
RUL right upper lobe 
RUQ right upper quadrant 
Rx drug treatment 
s without 
SaO2, SpO2 Arterial oxygen saturation 
SB sinus bradycardia 
SC subcutaneous 
Sec second 
SIDS sudden infant death 
syndrome 
SL sublingual 
S/P status post 
SR sinus rhythm 
S/S signs and symptoms 
Staph. Staphylococcus 
Stat at once; immediately 
STD sexually transmitted 
disease 
Strep streptococcus 
Supp suppository 
SQ subcutaneous 
ST sinus Tachycardia 
Tach Tachycardia 
TB tuberculosis 
Tbsp tablespoon 
Temp temperature 
TIA transient ischemic attack 
TID three times a day 
TKO to keep open 
TMC-7

th
 St. Trinity Medical Center-7

th
  

Street 
TMC-W Trinity Medical Center-
West 
TOT turned over to 
Transf transfer 
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TS trauma score 
Tsp. teaspoon 
TTP Trinity Terrace Park 
Tx treatment 
UA urinalysis 
UHF ultrahigh frequency 
UGI upper gastrointestinal 
URI upper respiratory infection 
UTI urinary tract infection 
UTL unable to locate 
Vag  vaginal 
VD venereal disease 
VF or V Fib ventricular fibrillation 
VHF very high frequency 
VO verbal order 
VRE Vancomycin resistant 
enterococcus 
V/S vital signs 
VT or V Tach Ventricular Tachycardia 
WBC white blood cell count 
W/C wheelchair 
WNL within normal limits 
W/O wide open 
WPW Wolfe Parkinson White 
WS watt seconds 
Wt weight 
X times 
y/o year old 
 
Symbols 
 
 Increased, elevated 
 
 Decreased, depressed 
 
 
 Change 
 

+ Positive 

- Negative 

> Greater than 

 

< Less than 
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Appendix M: Guidelines for New Protocol Development 

 
Making a decision to develop a new protocol or evaluate an existing one should be based on a rational 

process.  Questions that should be asked and answered when considering a new drug therapy or 

procedure are as follows: 

Key Questions for any New Protocol 

1. Is the drug therapy or procedure medically indicated and safe? 
2. Is it within the scope of practice for the provider?  
3. How specifically will this protocol benefit patient care? 
4. What specifically is needed to implement this protocol (education/training, medical director 

protocol development/authorization, equipment needs, etc.)? 
5. How will this protocol impact operation? 
6. What is the opinion of providers concerning this protocol? 
7. Does the medical community support this protocol change? 
8. What are all the costs versus benefits associated with implementation and maintenance? 
9. What are the medical-legal implications? 
10. What ongoing provider involvement such as skills maintenance and continuous quality improvement 

is necessary?  
11. How will success be measured? 

 

Rational Protocol Development Process to Make the Right Protocol Decision 

1. Study the issue thoroughly 
2. Identify key questions 
3. Compare with goals 
4. Assess fit with system 
5. Cost benefit analysis  
6. Identify measuring tools  

 
Stakeholders in this process are recognized to include, but not be limited to: 

1. Medical direction (on-line and off-line) 
2. Educators/training programs 
3. Regulators of policy and rules 
4. Service directors 
5. Service providers 
6. Consumers 
7. Third party payers 
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Appendix N: Paramedic Assist Policy 

 

 

SCOTT COUNTY 

EMERGENCY MEDICAL SERVICES 

PHYSICANS ADVISORY BOARD 

(EMS-PAB) 

 
 

PURPOSE: To provide the residents of Scott County with a higher level of care while 

they are en-route to a medical facility. 

 

 

OBJECTIVE: In Scott County, Iowa there are basic EMT level ambulance services.  In 

the event patients who are served by EMT ambulances have medical 

symptoms that may require pre-hospital interventions only provided by 

paramedic ambulances, this policy provides medical authorization by the 

Scott County EMS Physicians Advisory Board for a paramedic ambulance 

to be called to assist an EMT ambulance when needed. 

 

For these emergencies, a Paramedic Assist Program will enhance the care 

rendered to ambulance patients in Scott County. When patient condition 

warrants the EMT ambulance will call the paramedic ambulance service.  

At the rendezvous the paramedic will board the EMT ambulance with the 

equipment needed and proceed with the EMT ambulance to the hospital.  

Paramedic interventions may proceed while the ambulance is en-route. 

 

Emergency conditions where implementation of this policy would be 

considered appropriate are as follows: 

 

 

INDICATIONS: 1. Cardiac/Respiratory Arrest 

2. Medically unstable; including but not limited to: chest pain, dyspnea, 

diabetes, trauma, unconscious patient, active seizure, overdose and 

behavioral emergencies 

3. Major trauma patients as defined by the Iowa Out of Hospital 

Trauma Triage Destination Decision Protocol 

4. Childbirth 
                                                           
 


