
Acute coronary syndrome
with Cardiogenic Shock

Chaisiri Wanlapakorn MD, MSc.
Cardiovascular Unit

Cardiac Center
King Chulalongkorn Memorial Hospital



The first 3 things to do

Echo
Echo
Echo











Ruptured ventricular 
septum

Ruptured free wall Ruptured papillary 
muscle with severe MR

Incidence < 1% < 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
Distant heart sound

Low intensity and 
short duration murmur

Invasive 
monitoring

Oxygen step up 
Giant V wave

Blunt Y descend
Diastolic equalization

Giant V wave



ACS with cardiogenic shock

• Cardiogenic shock

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

• 6-10% of all STEMI cases (NSTEMI ???)

• In-hospital mortality rate ≥ 50%
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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?



SHOCK

• Acute MI with cardiogenic shock (N = 302)
• Revascularization vs Medical treatment
• Revascularization

- PCI
- CABG

• 30-day mortality: 46% vs 56%
• 6-month mortality: 50% vs 63%



CULPRIT-SHOCK

• Acute MI with multivessel CAD with 
cardiogenic shock (N = 686)

• Multivessel PCI vs Culprit-only PCI
• Primary outcome: 55.4% vs 44.9%
• 30-day mortality: 51.5% vs 43.3%
• RRT: 16.4% vs 11.6%



All cause mortality

IABP-SHOCK II

• Acute MI with cardiogenic shock (N = 600)
• IABP vs Control
• STEMI ≈ 70%, NSTEMI ≈ 30%
• 30-day mortality: 39.7% vs 41.3%
• Reinfarction: 3.0% vs 1.3%
• Stroke: 0.7% vs 1.7%
• Stent thrombosis: 1.3% vs 1.0%



LVAD vs IABP



Survival

SOAP II

• Patients with shock (N = 1,679)
• Dopamine vs Norepinephrine
• 28-day mortality: 52.5% vs 48.5%
• Subgroup cardiogenic shock (N = 280, 17%)

- 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



Thrombolysis in cardiogenic shock



What do guidelines say?
Immediate PCI is indicated for patients with cardiogenic shock if coronary anatomy is suitable. If coronary 
anatomy is not suitable for PCI, or PCI 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 PCI strategy is not 
available within 120 min from STEMI diagnosis and mechanical complications have been ruled out (LOE C).

In cardiogenic shock, routine revascularization of non-IRA lesions is not recommended during primary PCI 
(LOE B)

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

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

Routine intra-aortic balloon pumping is not indicated (LOE B)

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



What I would say …
• Call for help (Class I)
• Make good friends (Class I)
• Echo (Class I)
• IABP, if there is no contraindication (Class I)
• Inotropic drugs (Class I)
• Revascularization (Class I)
• PCI at non-culprit vessel in some cases (class IIb)
• Primary PCI is the treatment of choice even in case of slightly to 

moderately delay Dx to wire time (class IIb)

Sometimes follow the guidelines. 
Sometimes just follow your mind.


