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#407 – EMS Skills Checklist
Date Issued: 07/21/2010
Date Last Revised: NEW

Iowa EMS Skills List

· The Iowa EMS Skills List can be used as a tool for the medical director to assign type and frequency of skill competencies for EMS providers and/or for the RN/PA exception orientation.

· The shaded box indicates the skill is within the provider scope of practice.  An “X” within the box means that skill is allowed with medical director approval and documentation of the training must be maintained. 

· Select skills (check provider level box) to be demonstrated by EMS providers within their individual scope of practice and as approved by the medical director within written protocols.

· Skills for legacy certifications not listed here, (FR ‘79, FR-G, EMT-A, EMT-D, EMT-I ’85) may be found at www.idph.state.ia.us/ems >>Providers>>Scope of Practice>>Iowa EMS Scope of Practice

Provider Level:

FR=First Responder  B=EMT-B  I=EMT-I  P=EMT-P  PS=Paramedic Specialist  CCP=Critical Care Paramedic

Frequency:  Q=quarterly  B=biannually  A=annually
	Skill
	FR
	B
	I
	P
	PS
	CCP
	Q
	B
	A

	Airway techniques: head-tilt chin-lift, jaw-thrust, modified jaw-thrust, cricoid pressure, mouth-to-mouth-nose-barrier-mask-and stoma, suction (upper airway)
	
	
	
	
	
	
	
	
	

	Airway devices: oral, nasal, esophageal/tracheal-multi lumen, bag-valve-mask
	
	
	
	
	
	
	
	
	

	CPR and manual relief of airway obstruction
	
	
	
	
	
	
	
	
	

	Defibrillation: AED (automated or semi-automated)
	
	
	
	
	
	
	
	
	

	Pacing: transcutaneous (automated)
	
	
	
	
	
	
	
	
	

	Oxygen delivery: humidified, nasal cannula, non-rebreather, partial rebreather, regulator, simple face mask, Venturi mask
	
	
	
	
	
	
	
	
	

	Pulse oximetry
	
	
	
	
	
	
	
	
	

	Cardiac monitoring: single lead (non-interpretive)
	
	
	
	
	
	
	
	
	

	Hemorrhage control: direct pressure, pressure point, tourniquet
	
	
	
	
	
	
	
	
	

	Spinal immobilization: manual, cervical collar
	
	
	
	
	
	
	
	
	

	Splinting: manual
	
	
	
	
	
	
	
	
	

	Blood pressure: manual and automated
	
	
	
	
	
	
	
	
	

	Eye irrigation
	
	
	
	
	
	
	
	
	

	Over-the-counter medicines
	
	
	
	
	
	
	
	
	

	Assisted delivery (childbirth)
	
	
	
	
	
	
	
	
	

	Airway devices: oxygen-powered demand valve
	
	
	
	
	
	
	
	
	

	Cardiac monitoring: multi-lead (non-interpretive)
	
	X
	X
	
	
	
	
	
	

	Activated charcoal, epinephrine, medicated inhaler, nitroglycerin
	
	
	
	
	
	
	
	
	

	EPI-Pen: carry and administer
	
	
	
	
	
	
	
	
	

	Pneumatic Anti-Shock Garment (MAST,etc.)
	
	
	
	
	
	
	
	
	

	Mechanical CPR device
	
	
	
	
	
	
	
	
	

	Spinal immobilization: seated (KED,etc.), longboard
	
	
	
	
	
	
	
	
	

	Splinting: rigid, soft, traction, vacuum
	
	
	
	
	
	
	
	
	

	Non-medicated IV maintenance (D5W, Ringer’s Lactate, Normal Saline)
	
	
	
	
	
	
	
	
	

	Blood glucose monitoring
	
	
	
	
	
	
	
	
	

	Automated transport ventilators
	
	
	
	
	
	
	
	
	

	IV initiation: peripheral 
	
	
	
	
	
	
	
	
	

	IV initiation: at central port
	
	
	X
	
	
	
	
	
	

	Crystalloid: D5W, Ringer’s Lactate, Normal Saline
	
	
	
	
	
	
	
	
	

	Blood sampling: obtain (capillary and venous)
	
	
	
	
	
	
	
	
	

	Airway device: bridge
	
	
	
	
	
	
	
	
	

	Chest Decompression: needle
	
	
	
	
	
	
	
	
	

	Cricothyroidotomy: needle
	
	
	
	
	
	
	
	
	

	End tidal CO2 monitoring/capnometry
	
	
	
	
	
	
	
	
	

	Gastric decompression: NG or OG tube
	
	
	
	
	
	
	
	
	

	Skill
	FR
	B
	I
	P
	PS
	CCP
	Q
	B
	A

	Intubation: orotracheal, lighted stylet, medication assisted-non-paralytic
	
	
	
	
	
	
	
	
	

	Obstruction relief: direct laryngoscopy
	
	
	
	
	
	
	
	
	

	Suctioning: tracheobronchial
	
	
	
	
	
	
	
	
	

	Cardiac monitoring: single lead (interpretive)
	
	
	
	
	
	
	
	
	

	Cardioversion: electrical
	
	
	
	
	
	
	
	
	

	Carotid Massage
	
	
	
	
	
	
	
	
	

	Defibrillation: manual
	
	
	
	
	
	
	
	
	

	Pacing: transcutaneous (manual)
	
	
	
	
	
	
	
	
	

	Blood/ blood by-products
	
	
	
	
	
	
	
	
	

	Intraosseous: initiation
	
	
	
	
	
	
	
	
	

	Maintenance: medicated IV fluids
	
	
	
	
	
	
	
	
	

	Medication administration routes: aerosolized/nebulized, buccal, endotracheal tube, intramuscular, intranasal, IV piggyback & push, nasogastric, oral, rectal, subcutaneous, sub-lingual
	
	
	
	
	
	
	
	
	

	Eye irrigation: Morgan Lens
	
	
	
	
	
	
	
	
	

	Thrombolytic therapy: monitoring
	
	
	
	
	
	
	
	
	

	Urinary catheterization 
	
	
	
	
	
	
	
	
	

	CPAP
	
	
	
	
	
	
	
	
	

	Intubation: nasotracheal
	
	
	
	
	
	
	
	
	

	Intubation: medication assisted-paralytic (RSI)
	
	
	
	
	
	
	
	
	

	PEEP: therapeutic (> 6 cm H20 pressure)
	
	
	
	
	
	
	
	
	

	Spinal immobilization: assessment-based
	
	
	
	
	
	
	
	
	

	Colloids:  albumin, dextran
	
	
	
	
	
	
	
	
	

	Umbilical access: initiation
	
	
	
	
	
	
	
	
	

	Thrombolytic therapy: initiation
	
	
	
	
	
	
	
	
	

	Cardiac monitoring: multi-lead (interpretive)
	
	
	
	
	
	
	
	
	

	BiPAP
	
	
	
	
	
	
	
	
	

	Chest tube placement: assist mode only
	
	
	
	
	
	
	
	
	

	Chest tube: monitoring and management
	
	
	
	
	
	
	
	
	

	Cricothyroidotomy: surgical
	
	
	
	
	
	
	
	
	

	Intubation: digital, retrograde
	
	
	
	
	
	
	
	
	

	Ventilators: automated (assessment and mgmt.)
	
	
	
	
	
	
	
	
	

	Pacing: internal (monitoring)
	
	
	
	
	
	
	
	
	

	Arterial line: (monitoring and access)
	
	
	
	
	
	
	
	
	

	Central line: (monitoring and access)
	
	
	
	
	
	
	
	
	

	Arterial blood sampling: radial site (obtain)
	
	
	
	
	
	
	
	
	

	Hemodynamic monitoring
	
	
	
	
	
	
	
	
	

	ICP monitoring
	
	
	
	
	
	
	
	
	


APPOINTEE STATEMENT OF AFFIRMATION

I acknowledge that I am appointed, by the medical director, as an official CQI designee.  I understand my duties and will implement and maintain this CQI program as directed.

Type or print name, sign and date:

Type or print name, sign and date:

MEDICAL DIRECTOR STATEMENT OF AFFIRMATION

As medical director, I reserve the right to audit any patient care report, skill competency log, continuing education file or compliance with this CQI directive at any time.  I hereby direct those acting on my behalf to promptly bring to my attention any significant deviation from written protocol and/or standard medical practice.

Type or print name, sign and date:

EMS Training Roster and Skill Maintenance Log

Service: ___________________________ Location:______________________ 

Date:_____________ Start Time:________________ End Time:_____________
Describe Training Conducted:________________________________________
________________________________________________________________

________________________________________________________________

Instructor: ________________________________________________________
CEH (check only one):   ( Formal Number ___________________or   ( Optional

	Print or Type Name
	Certification Number
	Signature

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


I affirm and declare that the above signed were present and participated in this EMS training. 

Instructor/Proctor Print Name


Signature


Date

Instructor/Proctor Print Name


Signature


Date
407
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