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Administration Notes

Peripheral IV: Resuscitation drugs administered via peripheral IV catheter should be followed by bolus of
20 mL IV fluid to move drug into central circulation. Then elevate extremity for 10 to 20 secands.

Intraosseous: ACLS drugs that can be administered by IV route can be administered by intraosseous (10} route.

Endotracheal: Drugs that can be administered by endotracheal route are indicated. Optimal endotracheal doses
have not yet been established. IV/IO administration is preferred because it provides mare reliable
drug delivery and pharmacologic effect. Medication delivered via endotracheal tube should be
diluted in water or NS to a volume of 10 mL. Provide several positive-pressure breaths after
medication is instilled.

Drug/Therapy Indications/Precautions Adult Dosage

ACE Inhibitors Indications Approach: ACE inhibitor therapy should

(Angiotensin- ® ACE inhibitors reduce mortality and improve start with low-dose oral administration (with

Converting Enzyme LV dysfunction in post-AMI patients. They possible IV doses for some preparations) and

Inhibitors) help prevent adverse LV remodeling, delay increase steadily to achieve a full dose within
progression of heart failure, and decrease 24 to 48 hours.

sudden death and recurrent MI.

* An ACE Inhibitor should be administered orally An angiotensin receptor blocker (ARB) should
within the first 24 hours after onset of symptoms  be administered to patients intolerant of ACE
and continued long term. inhibitors.

« Clinical heart failure without hypotension in
patients not responding to digitalis or diuretics.

» Clinical signs of AMI with LV dysfunction.

* LV ejection fraction <40%.

Enalapril Precautions/Contraindications for All ACE Enalapril {IV=Enalaprilat)
Inhibitors « PO: Start with a single dose of 2.5 mg.
s Contraindicated in pregnancy (may cause fetal Titrate to 20 mg PO BID.
injury or death). * I\: 1.25 mg IV initial dose over 5 minutes,
* Contraindicated in angicedema. then 1.25 to 5 mg IV every 6 hours.
* Hypersensitivity to ACE inhibitors. * |V form is contraindicated in STEMI (risk of
* Reduce dose in renal failure (creatinine hypotension).

=2.5 mg/dL in men, =2 mg/dL in women).
Avoid in bilateral renal artery stenosis.
* Serum potassium =5 mEg/L

i e L , topril, AMI D
Captopril + Do not give if patient is hypotensive (SBP ?asﬂa?-tpwith o sing‘:;z‘?jose of .25 mg PO.
Ul i bafe] €l B 10 80 i L] (22T + Advance to 25 mg TID and then to 50 mg
baseling) or valume depleted. TID as tolerated.
¢ Generally not started in ED; after reperfusion
Lisinopril therapy has been completed and blaod pressure  Lisinopril, AMI Dose
has stabilized, start within 24 hours. * 5 mg within 24 hours of anset of symptoms,
then
* 5 mg given after 24 hours, then
* 10 mg given after 48 hours, then
* 10 mg once daily
Ramipril Ramipril

¢ Start with a single dose of 2.5 mg PO.
Titrate to 5 mg PO BID as tolerated.
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Drug/Therapy Indications/Precautions Adult Dosage

Adenosine Indications IV Rapid Push

« First drug for most forms of stable narrow-complex * Place patient in mild reverse Trendelenburg
PSVT. Effective in terminating those due to reentry position before administration of drug.
involving AV node or sinus node, + |nitial bolus of 6 mg given rapidly over 1 to

* May consider for unstable narrow-complex reentry 3 seconds followed by NS bolus of 20 mL;
tachycardia while preparations made for cardioversion. then elevate the extremity.

* Wide-complex regular tachycardia, thought to be or * A second dose (12 mg) can be given in 1 to
previously defined to be, reentry SVT. 2 minutes if needed.

* Does not convert atrial fibrillation, atrial flutter, or VT. * A third dose (12 mg) may be given in 1 to 2

+ Undefined, stable narrow-complex SVT as a diagnostic minutes if needed.
manguver. Injection Technique

Precautions/Contraindications * Record rhythm strip during administration.

+ Contraindication: Poison/drug-induced tachycardia or ¢ Draw up adenosine dose and flush in 2
secand- or third-degree heart block. separate syringes.

+ Transient side effects include flushing, chest pain or s Attach both syringes to the IV injection port
tightness, brief periods of asystole or bradycardia, closer to patient.
ventricular ectopy. ¢ Clamp IV tubing above injection port.

* |ess effective {larger doses may be required) in patients ¢ Push |V adenosine as quickly as possible
taking theophylline or caffeine; reduce dose to 3 mg in (1 to 3 seconds).
patients receiving dipyridamole or carbamazepine. * While maintaining pressure on adenosine

= If administered for wide-complex tachycardia/\/T, may plunger, push NS flush as rapidly as
cause deterioration (including hypotension). possible after adenosine.

-

+ Transient periods of sinus bradycardia and ventricular Unclamp IV tubing.
ectopy are comman after termination of SVT.

+ Safe and effective in pregnancy.

Amiodarone Indications Cardiac Arrest Unresponsive to CPR,
Because of its potentially life-threatening side effects Shock, and Vasopressors
and the difficulties asscciated with managing its use, 300 mg IV/10 push (recommend dilution in
amiodarone should be prescribed for the treatment of 20 to 30 mL D;W). Initial dose can be followed
only the following documented, life-threatening, recurrent by ONE 150 mg IV push in 3 to 5 minutes.
ventricular arrhythmias when these arrhythmias have Recurrent Life-Threatening Ventricular
not responded to other antiarrhythmic agents or when Arrhythmias
alternative agents have not been tolerated: Maxirmum cumulative dose: 2.2 g IV/24 h.

May be administered as follows:

& Rapid infusion: 150 mg IV over first 10 minutes
{15 mg/min). May repeat rapid infusion (150
mg |V} every 10 minutes as needed.

* Recurrent ventricular fibrillation
* Recurrent hemodynamically unstable ventricular
tachycardia

Patients must be hospitalized while the loading doses * Slow infusion: 360 mg IV over 6 hours

of amiodarone are administered. Amiodarone should be (1 mg/ min). ) )

prescribed only by physicians who are expetienced in the * Maintenance infusion: 540 mg IV aver

treatment of life-threatening arrhythmias, thoroughly familiar 18 hOU_rs (0.5 mg/min).

with amiodarone’s risks and benefits, and have access to P"ﬁ'?aUt'U”_S . .

laboratory facilities capable of adequately monitoring the ¢ With multiple dosing, cumglatwe c_ioses

effectiveness and side effects of amiodarone treatment. =2.2 ¢/24 hours are associated with
significant hypotension in clinical trials.

Other Uses: Seek Expert Consultation * Do not administer with other drugs that

Caution: Multiple complex drug interactions prolong QT interval (eg, procainamide).

* Terminal elimination is extremely long (half-
life lasts up to 40 days).
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Drug/Therapy

Amrinone
(See Inamrinone)

Indications/Precautions

Adult Dosage

Aspirin

Indications

¢ Administer to all patients with ACS,
particularly reperfusion candidates, unless
hypersensitive to aspirin.

* Blocks formation of thromboxane A,, which
causes platelets to aggregate and arteries to
constrict. This reduces overall ACS mortality,
reinfarction, nonfatal stroke.

* Any person with symptoms (“pressure,”
“heavy weight,” “squeezing,” “crushing”)
suggestive of ischemic pain.

Precautions

¢ Relatively contraindicated in patients with
active ulcer disease or asthma.

¢ Contraindicated in patients with known
hypersensitivity to aspirin.

¢ 160 mg to 325 mg nonenteric coated
tablet as soon as possible (chewing is
preferable).

e May use rectal suppository (300 mg)
for patients who cannot take PO.

¢ Goal: Give within minutes of arrival.

Atropine Sulfate Indications Asystole or Pulseless Electrical
¢ First drug for symptomatic sinus Activity
Can be given via bradycardia. ¢ 1 mg IV/I0 push.

endotracheal tube

Administration
should not delay
pacing for severely
symptomatic
patients

* May be beneficial in presence of AV nodal
block or ventricular asystole. Will not be
effective for infranodal (Mobitz type Il)
block.

e Second drug (after epinephrine or
vasopressin) for asystole or bradycardic
pulseless electrical activity.

¢ Organophosphate (eg, nerve agent)
poisoning: extremely large doses may be
needed.

Precautions

* Use with caution in presence of myocardial
ischemia and hypoxia. Increases myocardial
oxygen demand.

¢ Avoid in hypothermic bradycardia.

¢ Will not be effective for infranodal (type Il)
AV block and new third-degree block with
wide QRS complexes. (In these patients
may cause paradoxical slowing. Be
prepared to pace or give catecholamines.)

* Doses of atropine <0.5 mg may result in
paradoxical slowing of heart rate.
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e May repeat every 3 to 5 minutes (if
asystole persists) to a maximum
of 3 doses (3 mg).

Bradycardia

* 0.5 mg IV every 3 to 5 minutes as
needed, not to exceed total dose of
0.04 mg/kg (total 3 mg).

e Use shorter dosing interval (3 minutes)
and higher doses in severe clinical
conditions.

Acute Coronary Syndromes
ACC/AHA STEMI Guidelines
recommend 0.6 to 1 mg IV repeated
every 5 minutes for ACS patients (total
dose 0.04 mg/kg).

Endotracheal Administration
e 210 3 mg diluted in 10 mL water or NS,

Organophosphate Poisoning
Extremely large doses (2 to 4 mg or
higher) may be needed.
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