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The first 3 things to do
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Ruptured ventricular Ruptured free wall Ruptured papillary
septum muscle with severe MR

Incidence <1% <1%

Onset 2-7 days 2-7 days 2-7 days

Related territory Any Any Most likely inferior
wall

Symptom Shock Cardiac tamponade Acute heart failure

Sign PSM and systolic thrill Tamponade physiology = Low intensity and

Distant heart sound short duration murmur

Invasive Oxygen step up Blunt Y descend Giant V wave
monitoring Giant V wave Diastolic equalization



ACS with cardiogenic shock

e Cardiogenic shock

- Persistent hypotension (SBP < 90 mmHg) despite adequate filling
status with signs of hypoperfusion.

* 6-10% of all STEMI cases (NSTEMI ?77)
* In-hospital mortality rate > 50%

Circulation 2009;119(9):1211—1219



ACS with cardiogenic shock

* Mechanical complication
 Large area of infarction

* Culprit lesion is a collateral giver
* Double culprit lesions

* Pre-existing LV dysfunction

* Multivessel disease

* RV infarction



What about the evidences?
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EARLY REVASCULARIZATION IN ACUTE MYOCARDIAL INFARCTION
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Figure 1. Overall 30-Day Survival in the Study.
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LVAD vs |IABP
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Thiele et al.
Burkhoff ef al.
Seyfarth ef al

Pooled

Table | Study characteristics of included trials
Thiele Burkhoff Seyfarth
et al.'® et al."” et al.’™
Percutaneous TandemHeart  TandemHeart  |Impella LP2.5
LVAD used
Control IABP |1ABP |ABP
Total number of 41 i3 26
patients
Setting single-centre Multi-centre Two-centre
Inclusion period 2000-2003 2002 -2004 20042007
Randomization Yes Yes Yes
Sequence Drawing Mot reported Mot
generation envelopes reported
Concealment of  Sealed Mot reported Mot
allocation envelopes® reported
Blinding Mot possible Mot possible Mot possible
Handling of Complete Complete Complete
LVAD |ABP 30-day mortality P{heterogeneity) = 0.83
niN niN relative risk = 0%
9/21 9/20 J (.95 (0.48-1.90)
9/19 5/14 ® 1.33 (0.57 - 3.10}
6/13 6/13 . 4 1.00 {0.44 - 2.29)
24/53  20/47 — 1.06 (0.68 —1.66)
r 1
0.1 1 10
Favours LVAD  Favours IABP
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in the Treatment of Shock
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Type of shock
* Patients with shock (N =1,679) Hypovolemic
 Dopamine vs Norepinephrine Cardiogenic
e 28-day mortality: 52.5% vs 48.5% Septic
e Subgroup cardiogenic shock (N = 280, 17%) All patients

- The rate of death at 28 days was significantly higher among
patients who were treated with dopamine than among those
who were treated with norepinephrine
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Thrombolysis in cardiogenic shock

TABLE Il Summary of Treatment Results for Patients with Cardiogenic Shock or Hypotension
Mumber
and % of
Total Patients in CS Mortality Mortality
Sample Findings Findings
Trial Therapy Size No. % (treated) (untreated)
GISSI Stk. vs control 11.806 280 2.4 69.9% 70.1%
(in-hospital) (in-hospital)
Dioguardi et al Stk. vs control 321 34 10.6 No data reported No data reported
AIMS APSAC vs control 1.258 125 9.9~ 15.3% (1 month) 22 7% (1 month)
_ 15.3% (1 year) 31.8% (1 year)
ISIS-2 Stk. vs control 17,187 631 3.7 27.3% 35.6%
(in-hospital) (in-hospital)
International Study Group rt-PA vs Stk. 20,768 322 1.6 rt-PA; 78.1%
Stk: 64.9%
(in-hospital)
*Data for hypotensive patients, not stratified by cardiogenic shock.
AIMS = APSAC Interventional Mortality Study; APSAC = anistreplase; CS = cardiogenic shock; GISSI| = Italian Group for the Study of Streptokinase in Myocardial Infarction;
IS15-2 = International Study of Infarct Survival-2; rt-PA = recombinant tissue-type plasminogen activator; Stk. = streptokinase.

(Am J Cardiol 1994;73:149-157)



What do guidelines say?

Immediate PCl is indicated for patients with cardiogenic shock if coronary anatomy is suitable. If coronary
anatomy is not suitable for PCI, or PCl has failed, emergency CABG is recommended (LOE B).

Immediate Doppler echocardiography is indicated to assess ventricular and valvular functions, loading
conditions, and to detect mechanical complications (LOE C).

Fibrinolysis should be considered in patients presenting with cardiogenic shock if a primary PCl strategy is not
available within 120 min from STEMI diagnosis and mechanical complications have been ruled out (LOE C).

Haemodynamic assessment with pulmonary artery catheter may be considered for confirming diagnosis or
guiding therapy (LOE B).

Inotropic/vasopressor agents may be considered for haemodynamic stabilization (LOE C).

Short-term mechanical support may be considered in patients in refractory shock (LOE C).




What | would say ...

 Call for help (Class I)

* Make good friends (Class I)

* Echo (Class I)

* |ABP, if there is no contraindication (Class I)

* Inotropic drugs (Class 1)

e Revascularization (Class I)

* PCl at non-culprit vessel in some cases (class lIb)

* Primary PCl is the treatment of choice even in case of slightly to
moderately delay Dx to wire time (class Ilb)

Sometimes follow the guidelines.
Sometimes just follow your mind.



