Clinical Pharm

Oxygen – s/b given SP MI within 6 hours (Class 2a); also below 90% saturation (Class 1)

Nitroglycerine – for MI patients; not if BP below 90, or those who took a PDE inhibitor.  NOT given for right ventricular infarction because it decreases the preload too much.

Rate: 5-10 mcg/min, up to 5-20.  Cancel if interfering with B-blockers.
Recommendation: Oral every 5 mins (max 3 doses), or IV if ongoing or if pulmonary congestion is present.
Side effects: Tolerance; wean them off when pain subsides.  Antioxidants prevent tolerance.

Morphine Sulfate – for analgesia and pulmonary edema; don’t use nitrates if they lower BP too much.  IV, repeated every 5-15 minutes as needed.  Good for dyspnea.
Side FX: hypotension (give atropine if SBP below 100), n/v, resp depression (give antinarcotics)
Aspirin – 162-350 mcg given immediately and 75-162 daily thereafter.  Oral, noncapsulated best.  Give IV if n/v/d come on.
Allergies: Clopidogrel is the replacement.  Give both if non-allergic and getting a stent.  Also use Clopidogrel if no risk of bleeding to assist aspirin (and before PCI)
B-blockers – Decreases rate, magnitude of (re)infarctions.  Lowers HR, contractility, systemic pressure.  Use B1-blocker like metroprolol w/ COPD.
Indications: DON’T give with cocaine-induced MI, or with LV failure (give after failure is resolved though).  IV Class 2a, oral Class 1.  Can give w/ fibrinolysis/PCI.

Contraindications: bradycardia, shock, low BP, AV block, ASTHMA

Reperfusion – PCI, fibrinolysis, bypass surgery.  PCI w/in 90 mins.  If not PCI-capable, transfer or give thrombolysis.  If they can’t get thrombolysis, give aspirin, O2, heparin, and transfer patient.

Contraindications to PCI: stroke, cerebral hemm, uncontrolled HTN, facial trauma.  If under 3 hours and transfer time over 30 mins, give thrombolysis.  

Indications: If under 30 mins MI, or over 3 hours.  Or thrombolysis doesn’t work.  PCI better, except if under an hour then fibrinolysis if just as good.  Loses efficacy advantage if over an hour difference between the two.  Also, still do a PCI if over 12 hours, especially if CHF (etc) is found.
Fibrinolytics – Streptokinase, urokinase (nonspecific), alteplase, reteplase, tenecteplase (specific, direct TPA activators).

Unfractionated Heparin – Ancillary treatment.  Give bolus if doing a PCI, and give IV for specific fibrinolytics.  Only give IV with nonspecific fibrinolytics if there is a high embolism risk.  Limits coagulation cascade.  Works great with aspirin.  Indirectly works because uses antithrombin.  Direct antithrombin efficacy debated (hirudin, etc).  Use direct ATs only if hep causes thrombocytopenia.
Doses: Give for 48 hours, more if high risk of embolism or reocclusion.  Must be weaned off of it (!) and monitor platelet levels if using it.

Downsides: Can be refractory to treatment, thrombocyotpenia, highly variable results

LMW Heparin – Can use if under 75 with no renal failure in conjunction with tenecteplase.  Injected with a long halflife and don’t need to monitor bleeding time.  Higher X/II inhibitory ratio better.  High ratio dose ( better than UFH.

Contraindications: Don’t use w/ PCI or CABG b/c harder to monitor/reverse.
Warfarin – Used in moderate doses with aspirin can improve mortality, but causes bleeding so don’t use it unless there’s atrial fib or a prosthetic valve.
Glycoprotein IIb/III inhibitors – Don’t use with aspirin/heparin because it doesn’t work and can cause bleeding.  CAN use if needed if patient is under 75 w/ anterior MI and no bleeding risk.


Indications: Give prior to PCI to prevent aggregation.  Use amciximab.
ACE Inhibitors – Good SP MI, especially in preventing LV failure.

Statins – Give as outpatient SP MI, and don’t discontinue them if they’re on them.

Ca Channel Blockers – Only give in combination with B-blockers SP MI; can cause reflex tachycardia
Indications: For patients on B-blockers/nitrates with persistent symptoms, or patients w/ refractory reactions to those two, or with variant angina.
