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Clinical Features of CS as Defined in Contemporary Trials and Guidelines

SHOCKTrial
(1999)

IABP-S0AP I
(2012)

EHS-FPCI(2012)

ESC-HF
Guidelines
(2016)

KAMIR-MNIH
(2018)

*5BF =890 mmHgfor=30 minorvasopressor supportto maintain SBF =90mm Hg
* Evidence of end-organ damage (O =320 ml/h or cool extremities)
* Hemodynamic criteria; Cl =2.2 and PCWF =15 mmHg

* MAF =70 mmHgor SBF =100 mm Hg despite adeguate fluid resuscitation (atleast 1 L of crystalloids or 500
ml of colloids)
Evidence of end-organ damage(AMS, mottled skin, LG =05 mL/kg for 1 h, or lactate =2 mol/L)

« SBP =90 mmHgfor 20 min or inotropes use to maintain SBP =90 mmHg
» Evidence of end-organ damage and increasedfilling pressures

» SBP =90 mm Hgwith appropriate fluid resuscitation with clinical and laboratory evidence of end-organ
damage

» Clinical: cold extremities, oliguria, AMS, narrow pulse pressure.

«Laboratory: metabolic acidosis, elevated serum lactate, elevated serum creatinine

« SBF =90 mm Hg for =30 min ar supportive intervention to maintain SBF =20 mm Hg
* Evidence of end-organ damage (AMS, UO =30 mL/h, or cool extremities)

Vahdatpour etal
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SCAI clinical expert consensus statement on the classification
of cardiogenic shock
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@ Heart Failure and Cardiomyopathies

EPIDEMIOLOGY OF SHOCK IN CONTEMPORARY CARDIAC INTENSIVE CARE UNITS: DATA FROM
THE CRITICAL CARE CARDIOLOGY TRIALS NETWORK (CCCTN) REGISTRY

Authors: Dewvid Berg, Jason Kaitz, Erin Bohw'a, Sean Van Diepen, David Mormow, GCCTN Investigafors, TIMI Study Group, Brigham and
Women's Hospital, Bosfon, MA, USA
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Alnotropes / Vassopressors

el AMechanical Ventilation <<§|

SIS0 AECG,TTE/TOE, CVC, evtl . PulmCath.,,BGAs

ACoro Lab, PCHhr dmbad np@ies PC  —

Etiologic
Diagnosis

AMAD<65mmHg or SBP <90mmHg , increasing vasoactive requirement
ALVEDP>18 mmHg and /or HI <1,8 I/min/m2, CP < 0,6W, CPI< 0.4W/m2
St A Signs of end -organ failure

AProgression with signs of RHF, PAPi<1.0

AIABP, Impella,PHP, Tandem Heart, v -a ECMO, iVAC
ATTE every 8h
Afrequent neurovascular assessments,

Temorary

MCS A assessments of end -organ perfusion and hemodynamics: CPO, Cl, PCWP,PAP] lactat
A weaning or escalation

SIEGEAZGL AL \VAD, BiVAD, HTX
HTX




gQGgR3gRDz_GR
G] 3A&35¢

0 QaD&Gk 3y gDz DFZ Q
U BRIDGE TO RECOVERY
A Revascularization
A Myocarditis
A Post -cardiotomy
U BRIDGE TO TRANSPLANT
U BRIDGE TO DEVICE

U HIGH RISK PCI
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Initiating therapy
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ORIGIMAL ARTICLE

Intraaortic Balloon Support for Myocardial Infarction with Cardiogenic
Shock

er Thiele, M.D., Uwe Zeymer, M.D., Franz-Josef Neumann, M.D., Miroslaw Ferenc, M.D., Hans-Georg Olbrich, M.D., J6rg Hausleiter, M.D., Gert
“hardt, M.D., Marcus Hennersdorf, M.D., Klaus Empen, M.D., Georg Fuernau, M.D., Steffen Desch, M.D., Ingo Eitel, M.D., et al., for the |ABP-
SHOCK Il Trial Investigators®
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% Impella Flow " |'P2'e S‘yst_errl i I Cardiac Output: 5 D L/ min

] Purge Flow: 3.9mlhr | Cardiac Power 0 8 Watts

Qutput:
Purge Pressure: 301 mmHg i 2018.07-12 07:30
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] l 2 l' Impella
+  Unloads left ventricle
' +  Reduces diastolic volume
> 3 Effect on Cardiac Work = Volume
7 o reduction reduces PV loop area and
_. & cardiac work
-0 : C = Baseline PV loop
2.5 cP RP 5.0 / LD D = After Impella
4 4 3 Volume
7’ g 7 P Cyrus Vahdatpour. Journal of the AmericanHeart Association.
\ ) \ ) v Cardiogenic Shock, Volume: 8, 1ssue: 8, DOI:
| | (10116 1JAHA119.011991) Copyright® 2019 The Authors. Published on behalf of the
American Heart Association Inc., by Wilsy Blackwell

Percutaneous insertion Surgical cutdown



Impella

Impella2.5| ImpellaCP | ImpellaRP | Impella5.0 ImpellaLD

Max flow 2.5L/min 3.84.3 L/min 4.0 L/min 5 L/min 5 L/min

rate

Insertion Femoral Femoral Femoral Femoral artery with  Open chest, direct

site artery artery vein Cutdown/subclavian insertion through
artery aorta

Catheter size 12 Fr 14 Fr 23 Fr 21 Fr 21 Fr

FDA High risk PCI,  High risk PCI, Acute right Cardiogenic shock  Cardiogenic shock

Approved Cardiogenic Cardiogenic Heart

use shock shock failure

Time in X cKNB "X cKNAR T X mn RFE&X mn RIFE&8& X mn RI&a

Place Xn Rl &a Xn RI&a



A Prospective Feasibility Trial Investigating the
Use of the Impella 2.5 System in Patients
Undergoing High-Risk Percutaneous Coronary

Inicirculation

Volume 126, Issue 14, 2 October 2012, Pages 1717-1727

Inltpttps:iidoi.org/10.1161/CIRCULATIONAHA. 112.095194
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Percutaneous Mechanical Circulatory ®

Support Versus Intra-Aortic Balloon
Pump in Cardinaenic Shack After

Acute |

Dagmar M. Ouwes
Alexander Hirsch,
Karel T. Koch, ML
Wim K. Lagrand, |

Rationale and design of DanGer shock: ™
Danish-German cardiogenic shock trial

updates
Nanna Junker Udesen, MD, * Jacob Eifer Mgller, MD, PhD, DmSc, * Matias Greve Lindholm, MD, PhD, ”
Hans Eiskjar, MD, DmSc, © Andreas Schifer, MD, 4 Nikos Werner, MD, PhD, € Lene Holmvang, MD, DmSc, b
Christian Juhl Terkelsen, MD, PhD, DmScc, © Lisette Okkels Jensen, MD, PhD, DmSca, * Anders Junker, MD, PhD, *
Henrik Schmidt, MD, DmSc, ® Kristian Wachtell, MD, PhD, DmSc, f Holger Thiele, MD, ® Thomas Engstrgm, MD, PhD, DmSc, ®*
and Christian Hassager, MD, PhD, DmSc™?, on behalf of DanGer Shock investigators

Objective The DanGer Shock tridl test the hypothesis that left ventricular (LV) mechanical circulatory support with Impella CP
transvalvular microaxial flow pump improves survival in patients with ST segment elevation acute myocardial infarction complicated by
cardiogenic shock (AMICS) compared to conventional guideline-driven treatment. This paper describes the rationale and design of the
randomized frial, in addition to the baseline characteristics of the population screened and enrolled so far.



Left ventricular unloading leads to heart
rhythm stabilization in cardiogenic shock -
Results from the Dresden Impella Registry

J Mierke, T Loehn, G Ende, Y Akram, S Jahn, T Schweigler, 5 Quick, C Pfluecke,

S Jellinghaus, A Linke ... Show more

European Heart Journal, Volume 4 ue Supplement_1, October 2019,

ehz746.0953, https://doi.org/10.1093/eurheartj/ehz746.0953
Published: 21 October 2019
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