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CARDIOGENIC SHOCK

Hypotension

CLASS I

1. Rapid volume loading with an IV infusion should be administered to patients without dinica) evidence for volume overload. (Level of Evidence: C)

2. Rhythm disturbances or conduction abnormalities causing hypotension should be corrected. (Level of Evidence: C)

3. Intra-aortic balloon counterpulsation should be performed in patients who do not respond to other interventions, unless further support is futile because of the patient’s wishes or contraindications/unsuitability for further invasive care. (Level of Evidence:

4. Vasopressor support should be given for hypotension that does not resolve after volume loading. (Level of Evidence: C)

5. Echocardiography should be used to evaluate mechanical complications unless these are assessed by invasive measures. (Level of Evidence: C)

Low-Output State

CLASS I

1. LV function and potential presence of a mechanical complication should be assessed by echocardiography if these have not been evaluated by invasive measures. (Level of Evidence: C)

2. Recommended treatments for low-output states include:
a. Inotropic support. (Level of Evidence: B)

b. Jntra-aortic counterpulsation. (Level of Evidence: B)

c. Mechanical reperfusion with PCI or CABG. (Level of Evidence: B)

d. Surgical correction of mechanical complications. (Level of Evidence: B)
CLASS III

1. Beta-blockers or calcium channel antagonists should not be administered to patients in a low-output state due to pump failure. (Level of Evidence: B)

CARDIOGENIC SHOCK

CLASS I

1. Intra-aortic balloon counterpulsatiori is recommended for STEMI patients

when cardiogenic shock is riot quickly reversed with pharmacological therapy.

The IABP is a stabilizing measure for angiography and prompt revascularization.

(Level of Evidence: B)

2. Intra-arterial monitoring is recommended for the management of STEMI patients with cardiogenic shock. (Level of Evidence: C)

3. Early revascularization, either PCI or CABG, is recommended for patients less than 75 years old with ST elevation or 1888 who develop shock within 36 hours of MI and are suitable for revascularization that can be performed within 18 hours of shock, unless further support is futile because of the patient’s wishes or contraindications/unsuitability for further invasive care. (Level of Evidence: A)

4. Fibrinolytic therapy should be administered to STEMI patients with cardiogenic shock who are unsuitable for further invasive care and do not have conti-aindications to fibrinolysis. (Level of Evidence:

5. Echocardiography should be used to evaluate mechanical complications unless these are assessed by invasive measures. (Level of Evidence: C)

CLASS IIA

1. Pulmonary artery catheter monitoring can be useful for the management of STEMI patients with cardiogenic shock. (Level of Evidence: C)

2. Early revascularization, either PCI or CABG, is reasonable for selected patients 75 years or older with ST elevation or LBBB who develop shock within 36 hours of MI and are suitable for revascularization that can be performed within 18 hours of shock. Patients with good prior functional status who agree to invasive care may be selected for such an invasive strategy. (Level of Evidence: B)
