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MEDICAL DIRECTION COMMISSION AGENDA

DATE: JANUARY 22, 2010
TIME: 9:00 A.M.

LOCATION: 150 N 18" Avenue, 5" Floor, Conference Room 540-A
CALL-IN INFORMATION: (1-866) 751-5726; Code: *6684686*

CALL TO ORDER

DISCUSS/AMEND/APPROVE MINUTES OF SEPTEMBER 18, 2009

REPORTS
a. Chairman’s Report
b. Bureau Chief’s Report

DISCUSSION AND ACTION ITEMS

Discuss and approve Lorazepam drug profile

Discuss and approve Atropine drug profile

Discuss and approve Magnesium Sulfate drug profile

Report from the Central Arizona Life Safety Council on efforts to develop a
separate, initial paramedic training, testing and certification process.

eooe

REPORTS
a. Protocols, Medications, and Devices Subcommittee (PMD) —John Gallagher
b. State Trauma Advisory Board — Vicki Conditt
Data and Quality Assurance Program — Joel Bunis
. Legislative Updates — Terry Mullins

o 0

CALL TO THE PUBLIC

A public body may make an open call to the public during a public meeting, subject to
reasonable time, place and manner restrictions, to allow individuals to address the
public body on any issue within the jurisdiction of the public body. The Committee
may ask staff to review a matter or may ask that a matter be put on future agenda.
Members of the public body shall not discuss or take legal action on matters raised
during an open call to the public unless the matters are properly noticed for discussion
and legal action. A.R.S. § 38-431.01(G)

SUMMARY OF CURRENT EVENTS

ANNOUNCEMENT OF NEXT MEETING — APRIL 16, 2010

ADJOURNMENT




Item 11

MINUTES
MEDICAL DIRECTION COMMISSION
SEPTEMBER 18, 2009
150 N 18" Avenue, 5" Floor, Conference Room 540-A

MEMBERS PRESENT ADHS STAFF PRESENT
Bentley Bobrow, M.D., Chair Terry Mullins, Bureau Chief
Daniel Spaite, M.D. Ed Armijo, Deputy Bureau Chief
Michael Ward, M.D. Vicki Conditt

John Gallagher, M.D. Peggy Lahren

Thomas Wachtel, M.D. Noreen Adlin

Frank Walter, M.D. Robin Gil

Janine Anderson, Ex-officio Kimberly Briggs

Angie Cauthon

TELECONFERENCE MEMBERS MEMBERS ABSENT
Harvey Meislin, M.D. Jeff Daniel, M.D.
Phillip Richemont, M.D. Wendy Ann Lucid, M.D.

Carrie Walters, M.D.
John Raife, M.D.

CALL TO ORDER
=  Meeting was called to order at 9:02 a.m. Quorum was present

DISCUSS/AMEND/APPROVE MINUTES OF APRIL 17, 2009
= Dr. Thomas Wachtel made a motion to approve the minutes of April
17, 2009, second by Dr. Michael Ward. Minutes were approved

CHAIRMAN’S REPORTS

= Dr. Bentley Bobrow, Chair asked Angie Cauthon, Committee Liaison
for a committee status report. Angie reported that all was up to date.

BUREAU CHIEF’S REPORT

= Terry Mullins, Bureau Chief reported that the Legislature passed and the
Governor has signed the appropriation bills. One of the components of the
bills is a lump-sum reduction for ADHS. The Department’s leadership was
developing the response. As soon as information is available he will send out
an update.

DISCUSSION AND ACTION ITEMS

a. Discuss and approve 2010 meeting schedule.
= The 2010 meeting schedule was approved by the STAB committee on

September 17, 2009 John Gallagher motioned to approve the 2010 meeting

schedule, seconded by Frank Walter. The motion was approved.

b. Discuss and refer to PMD a request to add Sublimaze (Fentanyl) to
the paramedic drug box.

c. Discuss and refer to PMD for consideration the use of a tourniquet
for bleeding control.
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d. Discuss and refer to PMD for consideration the use and
transport of trans-dermal agents.

Items b, ¢ and d were considered together. John Gallagher motioned

that items b, c, and d, be sent to PMD committee for consideration,

seconded by Frank Walter. The motion was approved.

e. Discuss and approve the reclassification of currently approved non-
intubating (primary intent) devices into a “blind insertion airway
devices” category.

John Gallagher reported that this item will re-classify the currently approved

devises under a new heading. John Gallagher motioned that currently

approved devices be re-classified, seconded by Thomas Wachtel. The motion
was approved.

f. Discuss and approve the use of “blind insertion airway devices” by
all levels of EMT.

John Gallagher motioned to approve the use of “blind insertion airway
devices” by all levels of EMT, seconded by Michael Ward. Discussion
ensues and Drs. Gallagher and Ward approved the following friendly
amendment, “The Medical Direction Commission (MDC) approves the use
of all current U.S. Food and Drug Administration (FDA) approved blind
insertion airway devices, including all Laryngeal Mask Airways (LMAS), the
King airways and the Combitube for all levels of EMT. However,
endotracheal intubation through a blind insertion airway device, e.g., through
currently FDA approved intubating LMASs, requires specific Medical
Director’s approval and supervision of all necessary procedural training,
including indications, contraindications, complications, and all necessary
quality assurance. Any future FDA approved airway devices must be
approved by PMD and MDC”. The motion was approved.

g. Discuss and refer to PMD the development of a comprehensive
protocol for the use, indication, and contra-indication and quality
assurance for the use of “blind insertion airway devices”.

John Gallagher motioned that the PMD committee develop a comprehensive

protocol for the use, indication, contra-indication and quality assurance for

“blind insertion airway devices”, seconded by Michael Ward. The motion

was approved.

h. Discuss the results of the cross walk between current Arizona
EMS scope of practice and the new National EMS Scope of
Practice Model.

Ed Armijo introduces Paul Honey, a member of the work group tasked with

developing a cross walk between current Arizona EMS scope of practice and

the new National EMS Scope of Practice Model.

i. Discuss and approve the Bureau recommendations associated
with National initiatives.

Terry Mullins said that he had received communication from a number of

providers requesting a delay in consideration of this topic. He has also met

with representatives of the Arizona Life Safety Council who requested time

to come up with an alternate proposal. Terry Mullins indicated that he would

be willing to postpone the topic so long as there was indication of progress;
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and that the proposal be cost-neutral to the Department and would not
divorce Arizona from national standards. Terry Mullins asked that the item
be indefinitely postponed; Bentley Bobrow, M.D, Chair moves to postpone
this item indefinitely and requested that Terry Mullins report back to the
Council.

REPORTS

a. Protocols, Medications, and Devices Subcommittee (PMD) -John
Gallagher
= John Gallagher, M.D., Chair for PMD reported that the next meeting for
PMD is November 12

CALL TO THE PUBLIC
There was no response from the Public

SUMMARY OF CURRENT EVENTS

= 1% Annual Southwest Trauma & Acute Care Symposium November 5 & 6 at
the Double Tree Inn Resort in Scottsdale

= 2009 EMS & Trauma Quality Assurance Conference October 29 &30 in
Flagstaff at the Radisson Woodlands Hotel, Flagstaff

ANNOUNCEMENT OF NEXT MEETING — JANUARY 22, 2010

ADJOURNMENT
= Meeting was adjourned at 9:53 a.m.




Iltem va

GD-083-PHS-EMS: Drug Profile for Lorazepam

GENERIC NAME: LORAZEPAM

CLASS: Antianxiety
Benzodiazepine, short or intermediate acting

Mechanism of Action:

Agent binds highly to the gamma-amino butyric acid (GABA) benzodiazepine
receptor complex without displacing GABA, (GABA is the major inhibitory
neurotransmitter in the brain). It exerts tranquilizing action on the central nervous
system.

Indications and Field Use:

Status epilepticus
Seizure
Agitation

Contraindications:

e Known sensitivity to the benzodiazepines
e Acute narrow angle glaucoma or myasthenia gravis

Known hypersensitivity to polyethylene glycol, propylene glycol, or benzyl
alcohol
e Pregnancy

Adverse Reactions:

Most frequent adverse reaction is sedation
Transient amnesia or memory impairment
Confusion

Hypotension

Respiratory depression

Dizziness

Headache

NOTES ON ADMINISTRATION

Incompatibilities/Drug Interactions:

Concomitant use of CNS sedatives such as phenothiazines, narcotic analgesics,
barbiturates, antidepressants, and alcohol should be assessed prior to
administration of IV Lorazepam.

1of2
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GD-083-PHS-EMS: Drug Profile for Lorazepam

Administration:

IM: Should be administered deep into the muscle mass
IV/10: Do not exceed 2mg/minute or 0.05mg/kg over 2-5 minutes. Dilute 1V dose
with equal volume of compatible dilutent (D5W, NS, SWI).

**nadvertent intra-arterial injection may produce arteriospasm resulting in
necrosis potential amputation.

Adult Dosage:
Status epilepticus: 2mg to 4mg IV given slowly (over 2-5 minutes) May repeat
dose in 10-15 minutes if needed (maximum 8mg). May give IM/IO if no IV
access.

Pediatric Dosage:

Status epilepticus: 0.05-0.1 mg/kg IV over 2-5 minutes (maximum 4mg). May
repeat in 10-15 minutes.

Routes of Administration:

IV injection is the route of choice
IM injection with large bore needle
10

Onset of Action:

1-2 minutes if given IV
Peak Effects:

Less than 15 minutes when given IV
Within 3 hours when given IM

Duration of Action:

Approximately 6 - 8 hours

Dosage Forms/Packaging:

Optional [8 mg] Injection Solution: 2mg/mL, 4mg/mL

Special Notes:

Care must be used when administering Lorazepam IV to elderly patients,
seriously ill patients, and those with limited pulmonary reserve. Apnea and/or
cardiac arrest may occur. Patients over the age of 50 years may have a more
profound and prolonged sedation with IV Lorazepam.

All patients should be monitored for respiratory depression and hypotensive
effects.

2 0f 2
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GD-030-PHS-EMS: Drug Profile for Atropine Sulfate Item Vb

GENERIC NAME: ATROPINE SULFATE

CLASS:

Anticholinergic agent, antidote, antispasmodic agent,
antiarrhythmic, antimuscarinic

Mechanism of Action:

Pharmacological: Blocks the action of acetylcholine as a competitive antagonist
at muscarinic receptor sites in smooth muscle, secretory glands, and the CNS. It
works by blocking parasympathetic response and allowing sympathetic response
to take over, resulting in an increase in cardiac output and the drying of
secretions. Atropine reverses the muscarinic effects of cholinergic poisoning by
primarily reversing bronchorrhea and bronchoconstriction. At high enough doses,
atropine may have an effect on nicotinic receptors responsible for restlessness,
hallucinations, disorientation, and/or delirium.

Clinical:

CV: Increased heart rate (positive chronotropic effect); increased
conduction velocity; increased force of contraction (slight),
increase cardiac output.

Resp: Decreased mucus production; increased bronchial smooth muscle
relaxation (bronchodilation).

Gl:  Decreased Gl secretion and motility.

GU: Decreased urinary bladder tone.

Misc: Mydriasis (pupillary dilation); decreased sweat production.

Indications and Field Use:

Symptomatic bradycardia (sinus, junctional, and AV blocks causing
significant hypotension, ventricular ectopy, chest pain, altered level of
consciousness, etc.), monitored patient only.

Asystole (after epinephrine) monitored patient only.

PEA with actual or relative bradycardia (after epinephrine) monitored
patient only.

Acetylcholinesterase inhibitor poisoning (organophosphate, carbamate
cholinergic poisoning).

Contraindications:

Hypersensitivity to atropine or any component of the formulation —
Belladonna alkaloid allergy

Glaucoma, acute narrow angle (relative contraindication for patient with
symptomatic bradycardia), adhesions between the iris and lens
Tachycardia

Obstructive Gl disease, paralytic ileus, intestinal atony of the elderly or
debilitated patient, severe ulcerative colitis, or toxic megacolon
complicating ulcerative colitis

Hepatic disease

Renal disease, obstructive uropathy

Myasthenia gravis (unless used to treat side effects of acetylcholinesterase



GD-030-PHS-EMS: Drug Profile for Atropine Sulfate Item Vb

inhibitor

Asthma
Thyrotoxicosis
Mobitz type Il block
3" degree heart block

Pregnancy Risk Factors/Considerations

Risk category: C. Animal reproduction studies have not been conducted.
Atropine has been found to cross the human placenta. Trace amounts of atropine
can enter breast milk; use caution. Anticholinergic agents may suppress lactation.

Adverse Reactions:

Major: Tachydysrhythmias; flushing; ventricular irritability;

exacerbation/initiation of angina; acute narrow angle glaucoma;
blurred vision; mydriasis; agitation to delirium; bloating;
constipation; decreased gastric emptying

Minor: Dry mouth/mucous membranes; loss of taste; nausea; vomiting;

urinary retention; neuromuscular weakness; decreased
sweating/increased body temperature.

NOTES ON ADMINISTRATION

Incompatibilities/Drug Interactions:

Incompatibilities —

Y-site incompatible with thiopental

Syringe incompatible with cimetidine, pentobarbital (variable)
Admixture incompatible with floxacillin, metaraminol, methohexital,
norepinephrine

Sodium bicarbonate (relative)

Drug Interactions —

Atropine may increase the levels/effects of: anticholinergics,
cannabinoids, and potassium chloride

Atropine may decrease the levels/effects of: phenothiazines,
acetylcholinesterase inhibitors (central), and secretin

Concurrent use of atropine with psychotropics may result in additive
anticholiergic side effects (dry mouth, blurred vision, constipation)
Pramlintide may increase the levels/effects of atropine
Acetylcholinesterase inhibitors (central) may decrease the levels/effects of
atropine



GD-030-PHS-EMS: Drug Profile for Atropine Sulfate Item Vb

Adult Dosage:

Special instructions

IV — administer undiluted by rapid 1V injection; slow injection may result in paradoxical
bradycardia. Doses < 0.5 mg may increase vagal tone resulting in paradoxical
bradycardia.

10 — intraosseous administration is an alternative to IV access only for asystole.

IM — AtroPen should be administered to outer thigh. May be given through clothing as
long as pockets at injection site are clear. Hold autoinjector in place for 10 seconds
following injection; massage injection site.

Symptomatic Bradycardia:
IV - 0.5 mg every 5 minutes. Do NOT exceed a total dose of 3 mg or
0.04mg/kg if symptoms profound.

e Consider atropine before pacing in mildly symptomatic patients,
but do not delay pacing in unstable patients, particularly those with
high-degree AV block

e Do not rely on atropine in Mobitz type 1l second or third-degree
AV block or in patients with third-degree AV block with a new
wide QRS complex. Hemodynamically unstable and clinically
deteriorating patients require immediate pacing.

Asystole:
IV/10 — 1 mg. Repeat every 3 to 5 minutes (generally up to 3 doses) if
asystole persists. Total dose should not exceed 0.04 mg/kg.

Organophosphate or carbamate poisoning:
IV — Initially: 1-5 mg. Doses should be doubled every 5 minutes until
signs of muscarinic excess abate (clearing of bronchial secretions,
bronchospasm, and adequate oxygenation)
IV infusion — 0.5-1 mg/hour or 10-20% of loading dose/hour
IM — (AtroPen) mild symptoms: Administer 2 mg as soon as exposure is
known or suspected. If severe symptoms develop after first dose, 2
additional doses should be repeated in 10 minutes, not to exceed more
than 3 doses. Severe symptoms: Immediately administer three 2 mg
doses.

Pediatric Dosage:

Symptomatic Bradycardia:
1V - 0.02 mg/kg (minimum of 0.1 mg), may repeat at 5 minute intervals to
a maximum total dose of 1 mg in children and 2 mg in adolescents
Maximum single doses: Child 0.5 mg; Adolescent 1 mg.

For bradycardia in neonates, reserve use for those unresponsive to improved
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oxygenation and epinephrine.

Organophosphate or carbamate cholinergic poisoning:

IV — 0.03-0.05 mg/kg every 10 to 20 minutes until cholinergic symptoms
minimize, then every 1 to 4 hours for at least 24 hours
IM — Administer dose as listed below as soon as exposure is known or
suspected. If sever symptoms develop after first dose, 2 additional doses
should be repeated in 10 minutes. Do not administer more than 3 doses.
For severe symptoms, immediately administer 3 doses as follows:

= < 6.8kg (15 Ibs): not recommended, administer atropine 0.05

mg/kg

= 6.8-18 kg (15-40 Ibs): 0.5 mg/dose

= 18-41 kg (40-90 Ibs): 1mg/dose

= >41Kkg (> 90 Ibs): 2mg/dose

Routes of Administration:

Intravenous, intraosseous, intrathecal, or intramuscular (using AtroPen); okay for
endotracheal use if necessary.

Onset of Action:

Rapid, 1 minute
Peak Effects:

IV — 2-5 minutes
IM — 30 minutes

Duration of Action:

Half life — 2 to 3 hours
Terminal half life — 12.5 hours

Dosage Forms/Packaging:

Injection solution, as sulfate:
0.05 mg/mL (5mL)
0.1 mg/mL (5mL, 10mL)
0.4mg/0.5mL (0.5mL)
0.4mg/mL (0.5mL, 1mL, 20mL)
1 mg/mL (ImL)
AtroPen, prefilled autoinjector:

= 0.25mg/0.3mL (0.3mL)

= 0.5mg/0.7mL (0.7mL)
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=  1mg/0.7mL (0.7mL)
= 2mg/0.7mL (0.7mL)

Arizona Drug Box Minimum Supply:

EMT- P and EMT-I (99): 4 (1 mg/10 ml) prefilled syringes,

1 (8 mg/20 ml, 0.4 mg/ml) multidose vial

Special Notes:

Administering too small doses or administering too slowly may result in
paradoxical bradycardia.

May accumulate with multiple inhalation administration, particularly in the
elderly

Heat prostration may occur in hot weather

Signs and symptoms of cholinergic/organophosphate poisoning: excess
salivation, lacrimation, urination, defecation (SLUD), bardycardia; coma.
Signs and symptoms of poisoning/overdose of atropine-like drugs: dry mouth;
thirst; hot, dry, flushed skin; fever; palpitations, restlessness; excitement;
delirium.

Hint: patient that describes their glaucoma as painful, probably has acute
narrow angle glaucoma.

Atropine should only be utilized when pacer is not immediately available for
Second Degree Type Il and Third Degree Heart Blocks.

Do not rely on atropine in Mobitz type Il second-degree or third-degree AV
block or in patients with third-degree AV block with a new wide QRS
complex. Hemodynamically unstable and clinically deteriorating patients
require immediate pacing. Awake patients should have sedation before
pacing.

Atropine will affect pupil response and patient will appear to have fixed pupils
— do not utilize pupils as clinical marker (ie pupils fixed dilated post
resuscitation)
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GD-045-PHS-EMS: Drug Profile for Magnesium Sulfate

GENERIC NAME: MAGNESIUM SULFATE

BRAND NAME: Magnesium Sulfate
CLASS: Electrolyte, tocolytic

Mechanism of Action:

Pharmacology: Second most plentiful intracellular cation; essential to enhance
intracellular potassium replenishment and activity of many enzymes; important role in
neurochemical transmission and muscular excitability (may decrease acetylcholine
released by nerve impulses); decreases myocardial irritability and neuromuscular
irritability.

Clinical: Cardiac-reduces ventricular irritability, especially when associated with
hypomagnesemia; inhibition of muscular excitability.

Indications and Field Use:

Torsade de pointes, drug of choice

VF/Pulseless VT refractory to lidocaine and/or amiodarone

Hypomagnesemia

Pre-term labor (PTL)

Pregnancy-induced hypertension (PIH, toxemia of pregnancy, pre-eclampsia and/or
eclampsia).

Hyperreactive Airway - Severe Asthma

Contraindications:

Hypermagnesemia

Use cautiously in patients with impaired renal function and pre-existing heart blocks
(relative).

Precautions: Caution when used with barbituates, narcotics, or other hypnotics (or
system anesthetics) in conjunction with Magnesium Sulfate due to the additive central
depressive effects of magnesium.

Adverse Reactions:

Cardiovascular: hypotension (may be transient), flushing, circulatory collapse,
depressed cardiac function, heart block, asystole, smooth muscle relaxant
(antihypertensive effects).

Respiratory: respiratory depression and/or paralysis. This adverse reaction may occur
in both mother and/or infant during or up to 24 hours after the administration of
Magnesium Sulfate.

CNS: sweating, drowsiness, hypothermia, depressed reflexes progressing to flaccidity
and paralysis. This adverse reaction may occur in both mother and/or infant during the
administration of or up to 24 hours after the administration of Magnesium Sulfate.

Gl: nausea

GU: mild diuretic

Metabolic: hypocalcemia, hypermagnesemia

Page 1 of 4
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GD-045-PHS-EMS: Drug Profile for Magnesium Sulfate

NOTES ON ADMINISTRATION

Incompatibilities/Drug Interactions:

Concurrent digitalization increases danger of dysrhythmias

Adult Dosage:
Cardiac:

VF/Pulseless VT: 1-2 Gm IV diluted in 50-100 ml NS or D5W, administered over 1-2
minutes.

Torsade de pointes: 1-2 Gm IV diluted in 50-100 ml NS or D5W administered over 1-2
minutes, followed by the same amount infused over 1 hour.

Hypomagnesemia: Dilute 1-2 Gm in 50-100 ml NS or D5W administered IV push over
5-60 minutes.

Respiratory/Severe Asthma: Initial Infusion (field) 2 Gm Magnesium Sulfate mixed in
50 mlI NS or D5W to be infused IV using microdrip tubing over 5 to 10 minutes. Stop
infusion if hypotension, respiratory depression or bradycardia develop.

Pregnancy:

Pre-term labor (PTL): Initial bolus (Field and Interfacility): 4-6 Gm over 15-20 minutes
(Suggested method is the addition of 4 Gm to 100 ml DsW, LR or NS. Resultant
concentration is 40 mg/ml.) Maintenance Infusion (Interfacility only): 1-4 Gm/hour
infusion rate. (Suggested method for treatment of premature labor is to follow initial
bolus with infusion of 2 Gm/hr which may be continued until uterine contractions are
reduced to < 1 every 10 minutes. Then, infusion is decreased to 1 Gm/hr and continued
for 24-72 hrs. One method for mixing infusion is the addition of 40 Gm to 1000 ml LR.
Resultant concentration equals 40 mg/ml. If this concentration is run at 50 ml/hr,
Magnesium Sulfate delivered equals 2 Gm/hr).

Pregnancy induced hypertension, pre-eclampsia/eclampsia, (PIH): Initial bolus
(Field and Interfacility): 3-6 Gm over 10-15 minutes (Suggested method is the addition
of 4 Gm to 100 ml DsW, LR or NS. Resultant concentration is 40 mg/ml). Maintenance

Infusion (Interfacility only): Follow bolus with 1-3 Gm/hour infusion rate. (Same mixture

as for PTL). Rebolus: In an eclamptic emergency may rebolus with Magnesium Sulfate,
2-4 Gm depending on patient size (mixed as an initial bolus) over 10-15 minutes if
respirations >12/minute and urine output >30 ml/hr.

Routes of Administration:

IV infusion
10

Onset of Action:

Seconds
20 minutes for 1V Infusion (respiratory)

Peak Effects:

Not known

Page 2 of 4
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GD-045-PHS-EMS: Drug Profile for Magnesium Sulfate

Duration of Action:

24 hours or greater

Dosage Forms/Packaging:

1 Gm/2 cc vials (0.5 Gm/cc)
5 Gm/10 cc vials (0.5 Gm/cc)

Arizona Drug Box Supply Range:

5Gm

Special Notes:

O, should be administered to patients receiving Magnesium Sulfate.
For specific emergencies:

0 OB emergencies maintenance infusions of Magnesium Sulfate should be
administered by infusion pump to prevent toxicity. Therefore, loading bolus
therapy only, using a minimum of microdrip tubing is recommended for field to
hospital intervention for OB indications.

o0 Interfacility transfers may include a loading dose followed by a maintenance
infusion of Magnesium Sulfate which requires an infusion pump.

0 Respiratory (Asthma) emergencies: Magnesium Sulfate follows Albuterol &
Atrovent SVN and administration of 0.3 IM Epi (1:1000).

For IV/10 infusions (respiratory) start and stop times should be closely monitored and
documented per administration guidelines of 20 minutes or greater.

Transport gravid patients lying or tilted to left side to prevent restricting venous return to
heart.

Use cautiously in patients with impaired renal function, pre-existing heart blocks and
women in labor.

Evaluate cardiac status and ECG assessing for prolonged PR and widened QRS
intervals.

Do not delay intubation or ventilation for Magnesium Sulfate administration in patients
suffering severe asthma episode.

Keep Calcium Chloride (10%) 10 ml available to reverse magnesium toxicity. See:
Calcium Chloride profile. Use extreme caution if the patient is on digoxin.

Monitor vital signs every 15 minutes in patients receiving Magnesium Sulfate infusion. If
respirations less than 12/min, discontinue Magnesium Sulfate infusion, notify medical
direction.

Hourly intake and output should be monitored on long transport; urine output should be
greater than 30 cc/hr.

When given to toxemic mothers within 24 hours before delivery observe newborn for
signs/symptoms of Magnesium Sulfate toxicity (neuromuscular and/or respiratory
depression).

Interfacility maternal transport teams are recommended and available for the transport
of patients requiring continuous 1V infusions of Magnesium Sulfate.

In treatment of seizures associated with PIH it may be necessary to use an
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GD-045-PHS-EMS: Drug Profile for Magnesium Sulfate

anticonvulsant such as diazepam.
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