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Insuficiencia cardiaca aguda (ICA)

* Sindrome clinico caracterizado por:
v'rapida aparicién o empeoramiento de sintomas y signos tipicos*,
v'causado por una anomalia cardiaca estructural o funcional

v'condiciona una reduccién del gasto cardiaco y/o una elevacion de las
presiones intracardiacas.

* | Term Definition
Symptoms/signs of congestion (left-sided) Orthopnoea, paroxysmal nocturnal dyspnoea, pulmonary rales (bilateral), peripheral oedema (bilateral).
Symptoms/signs of congestion (right-sided) Jugular venous dilatation, peripheral oedema (bilateral), congested hepatomegaly, hepatojugular reflux, ascites,
symptoms of gut congestion.
Symptoms/signs of hypoperfusion Clinical: cold sweated extremities, oliguria, mental confusion, dizziness, narrow pulse pressure.
Laboratory measures: metabolic acidosis, elevated serum lactate, elevated serum creatinine.
Hypoperfusion is not synonymous with hypotension, but often hypoperfusion is accompanied by hypotension.

Ponikowski P et al. 2016 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure. Eur Heart J 2016;37:2129-2200.
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* |CA de novo/IC reagudizada
* Perfiles hemodinamicos
* Etiologia/factor precipitante
* Funcidn ventricular (reducida / rango medio / preservada)
* Tension arterial:
v'ICA hipertensiva (TAS > 140 mmHg)
v'ICA normotensiva (TAS 100-140 mmHg)
v'ICA hipotensiva (TAS < 100 mmHg)
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2016 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

The Task Force for the diagnosis and treatment of acute and chronic

heart failure of the European Society of Cardiology (ESC)

HYPOPERFUSION (-)

HYPOPERFUSION (+)
Cold sweated extremities
Oliguria

Mental confusion
Dizziness

Narrow pulse pressure

CONGESTION (-) CONGESTION (+)
Pulmonary congestion
Orthopnoea/paroxysmal nocturnal dyspnoea
Peripheral (bilateral) oedema
Jugular venous dilatation
Congested hepatomegaly
Gut congestion, ascites
Hepatojugular reflux

_

WARM-WET

WARM-DRY

7

COLD-DRY

COLD-WET

2

Hypoperfusion is not synonymous with hypotension, but often hypoperfusion is accompanied by hypotension.
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PRESENCE OF CONGESTION®?

YES NO
(95% of all AHF patients) (5% of all AHF patients)

‘Wet’ patient ‘Dry’ patient

| !

ADEQUATE PERIPHERAL PERFUSION?

YES NO YES / \ NO

‘Dry and warm’ ‘Dry and cold’
Adequately perfused Hypoperfused,
= Compensated Hypovolemic
"Wet and Warm’ patient l l
(typically elevatgd or Adjust oral Consider fluid challenge
normal systolic therapy Consider inotropic agent
blood pressure) if still hypoperfused
‘Wet and Cold’ patient

Systolic blood pressure <90 mm Hg

Vascular type — Cardiac type —
fluid redistribution fluid accumulation YES NO

Hypertension Congestion
predominates predominates * Inotropic agent *Vasodilators
l l + Consider vasopressor * Diuretics
in refractory cases + Consider inotropic
' R * Diuretic (when perfusion agent in refractor

*Vasodilator * Diuretic ( P g Y

A y corrected) cases
+ Diuretic *Vasodilator

* Consider mechanical
circulatory support
if no response to drugs

+ Ultrafiltration
(consider if diuretic
resistance)
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Acute coronary syndrome.

Tachyarrhythmia (e.g. atrial fibrillation, ventricular tachycardia).
Excessive rise in blood pressure.

Infection (e.g. pneumonia, infective endocarditis, sepsis).
Non-adherence with salt/fluid intake or medications.
Bradyarrhythmia.

Toxic substances (alcohol, recreational drugs).

Drugs (e.g. NSAIDs, corticosteroids, negative inotropic substances, cardiotoxic chemo-
therapeutics).

Exacerbation of chronic obstructive pulmonary disease.
Pulmonary embolism.

Surgery and perioperative complications.

Increased sympathetic drive, stress-related cardiomyopathy.

Metabolic/hormonal derangements (e.g. thyroid dysfunction, diabetic ketosis, adrenal
dysfunction, pregnancy and peripartum related abnormalities).

Cerebrovascular insult.

Acute mechanical cause: myocardial rupture complicating ACS (free wall rupture,
ventricular septal defect, acute mitral regurgitation), chest trauma or cardiac
intervention, acute native or prosthetic valve incompetence secondary to endocarditis,
aortic dissection or thrombosis.

Ponikowski P et al. 2016 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure. Eur Heart ) 2016;37:2129-2200.
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Type of |HFrEF HFmrEF PFpEF
HF |
1 iygi'grﬁzms Symptoms = Signs Symptoms £ Signs
LVEF _4909 0
2 <40% LVEF 40-49% LVEF 250%
< - 1.Elevated levels of 1.Elevated levels of
E natriuretic peptides. natriuretic peptides.
E 2.At least one additional 2.At least one additional
E criterion: criterion:
(9 3 a.relevant structural heart| a.relevant structural heart
disease (LVF and/or disease (LVF and/or LAE);
LAE); b.diastolic dysfunction
b.diastolic dysfunction (for details see Section
(for details see Section 4.3.2.).
4.3.2.).

Ponikowski P et al. 2016 ESC Guidelines for the diagnosis and treatment of acute and chronic heart failure Eur Heart J 2016;37:2129-2200.
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Systolic Blood Pressure at Admission,
Clinical Characteristics, and Outcomes in
Patients Hospitalized With Acute Heart Failure

Mihai Gheorghiade, MD
William T. Abraham, MD
Nancy M. Albert, RN, PhD
Barry H. Greenberg, MD
Christopher M. O’Connor, MD
Lilin She, PhD

Wendy Gattis Stough, PharmD
Clyde W. Yancy, MD

James B. Young, MD

Gregg C. Fonarow, MD
for the OPTIMIZE-HF Investigators
and Coordinators
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50-104 | 105-114 115-123 124-131 132-139 140-147 148-156 157-168 169-188 189-300
Admission Systolic Blood Pressure Deciles, mm Hg (N =48567)

Gheorghiade M et al. Systolic Blood Pressure at Admission, Clinical Characteristics, and Outcomes in Patients Hospitalized With Acute Heart
Failure. JAMA 2006;296:2217-2226.
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@ European Journal of Heart Failure (2010) 12, 239-248

EUROPEAN doi:10.109 3/eurjhf/hfq002

SOCIETY OF
CARDIOLOGY®

Characteristics, outcomes, and predictors of
mortality at 3 months and 1 year in patients
hospitalized for acute heart failure

Veli-Pekka Harjola'*, Ferenc Follath?l, Markku S. Nieminen3, Dirk Brutsaert?,

Kenneth Dickstein®¢, Helmut Drexler’¥, Matthias Hochadel®, Michel Komajda?%19,

Jose L. Lopez-Sendon'!] Piotr Ponikowski'Z, and Luigi Tavazzi'?
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Variable Discharge—3 months 3-12 months
Unadjusted HR ~ Multivariable HR Unadjusted HR  Multivariable HR

Age (per 10 years)

Female gender

Living in special accomodation
ADCHF

Prior Ml

History of VHD

Prior stroke/TIA

Peripheral arterial disease
Diabetes mellitus

History of AHT

Creatinine (per 50 pmol/L)
Atrial fibrillation/flutter
QRS > 120 ms

(95% CI)*

137 (122-1.54)

1.11 (0.86-1.43)
228 (1.45-3.60)
125 (0.95-1.63)
159 (1.23-2.05)
1.11 (0.85-1.44)
206 (1.52-2.78)
165 (1.19-2.29)
147 (1.13-1.90)
092 (0.71-1.20)
121 (1.15-1.28)
112 (0.87-1.45)
101 (0.75-1.36)

(95% CI)

132 (1.17-1.50)

nsel
146 (0.90-2.37)
102 (0.76-1.36)
136 (1.04-1.77)
nsel
144 (1.05-2.00)
1.06 (0.74-1.51)
127 (0.97-1.66)
nsel
1.17 (1.09-1.26)
nsel

nsel

(95% C1)*

1.31 (1.17-145)

0.97 (0.76-123)
3.07 (2.06-4.56)
1.66 (1.28-2.15)
1.69 (1.33-2.14)
1.39 (1.09-177)
1.29 (0.92-179)*
1.17 (0.83-165)
1.36 (1.07-174)
0.59 (0.47-075)*
1.23 (1.16-131)
1.20 (0.94-152)
1.50 (1.16-195)*

(95% CI)

1.32 (1.17-1.48)

n.sel.

209 (1.38-3.18)
1.37 (1.03-1.83)
1.38 (1.08-1.78)
1.19 (0.92-1.54)
1.01 (0.72-1.43)
n.sel.

1.38 (1.08-1.76)
0.54 (0.42-0.70)
1.20 (1.112-1.29)
1.02 (0.79-1.32)
1.21 (0.92-1.59)

SBP < 110 vs. 111-160 mmHg

174 (1.30-2.34)

172 (1.26-2.34)

1.21 (0.92-1.60)

1.12 (0.84-1.50)

SBP > 160 vs. 111-160 mmHg
ACS on admission
Somnolence/confusion

Cold peripheral temperature
Peripheral pitting oedema
Anaemia®

Sodium (per 5 mmol/L decrease)

102 (0.74-1.40)
094 (0.71-1.25)
231(1.73-3.09)
150 (1.12-2.01)
128 (0.99-1.67)
164 (127-2.12)
125 (1.13-1.38)

1.00 (0.72-1.38)
nsel

162 (1.117-2.23)
1.10 (0.79-1.51)
1.10 (0.83-1.44)
1.17 (0.90-1.53)
123 (1.10-1.37)

0.60 (0.44-082)*
1.03 (0.79-133)
1.02 (0.72-147)*
1.00 (0.75-1.35)
1.60 (1.25-2.06)
1.81 (1.43-230)
1.27 (1.13-142)

0.74 (0.53-1.02)
n.sel.
n.sel.
n.sel.
1.26 (0.97-1.63)
1.37 (1.07-1.76)
1.18 (1.05-1.32)

Harjola VP et al. Characteristics, outcomes, and predictors of mortality at 3 months and 1 year in patients hospitalized for AHF. Eur J Heart Fail 2010;12:239-248.
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Effects of Oral Tolvaptan in Patients
Hospitalized for Worsening Heart Failure

The EVEREST Outcome Trial

JAMA -EXPRESS

Marvin A. Konstam, MD

Mihai Gheorghiade, MD

John C. Burnett, Jr. MD

Liliana Grinfeld, MD

Aldo P. Maggioni, MD

Karl Swedberg, MD
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Cesare Orlandi, MD

for the Efficacy of Vasopressin
Antagonism in Heart Failure
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Gheorghiade M et al. Current management and future directions for the treatment of patients hospitalized for heart failure with low blood
pressure. Heart Fail Rev 2013;18:107-122.
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Predicting 30-Day Mortality for Patients With Acute Heart Failure in the

Emergency Department
A Cohort Study

Oscar Miré, PhD; Xavier Rossello, MD; Victor Gil, PhD; Francisco Javier Martin-Sanchez, PhD; Pere Llorens, PhD;

Pablo Herrero-Puente, PhD; Javier Jacob, PhD; Héctor Bueno, PhD; and Stuart J. Pocock, PhD; on behalf of the ICA-SEMES
Research Group*




Table 1. Multivariable Predictive Model for 30-Day Mortality Using Logistic Regression in 4867 Patients*

Variable Patients, n (%) Death Within Odds Ratio
30 Days, n (%) (95% CI)
Potassium level
<3.5 mmol/L 249 (5.4) 2(12.9) 1.48 (0.95-2.30)
3.5-4.9 mmol/L 3536 (76.5) 284( 0) 1.00 (reference)
5.0-5.5 mmol/L 508 (11.0) 3(14.4) 1.35(0.98-1.87)
>5.5 mmol/L 332(7.2) 8(23.5) 2.09(1.48-2.94)
IPositive troponin levelt 1286 (45.1) 198 (15.4) 1.75 (1.32-2.30)
| NYHA class IV disease at admission 2148 (46.1) 340(15.8) 1.63(1.28-2.09)
Respiratory rate
<25 breaths/min 2305 (67.2) 189 (8.2) 1.00 (reference)
25-29 breaths/min 540 (15.7) 76 (14.1) 1.35(0.96-1.88)
=30 breaths/min 585(17.1) 109 (18.6) 1.69(1.23-2.32)
LLMW:I: 792 (17.5) 161(203) 1,48 (1.15-1.20)
Oxygen saturation
95%-100% 1830 (39.2) 127 (6. ) 1.00 (reference)
90%-24% 1675 (35.8) 159 (9. 1.19 (0.90-1.56)
85%-89% 689 (14.7) (14 2) 1.34(0.97-1.86)
<85% 479(10.3) 8(20.5) 1.67 (1.18-2.36)
w_agss 134(2.8) 36(269) 2.02(1.25-327)
Hypertrophy on ECG|| 290(6.2) 38(13.1) 1.59(1.05-2.40)
Creatinine level
<133 pmol/L (<1.5 mg/dL) 3401 (71.1) 263(7.7) 1.00 (reference)
133-212 pmol/L (1.5-2.4 mg/dL) 1054 (22.1) 156 (14.8) 1.27 (0.99-1.64)
>212 pmol/L (>2.4 mg/dL) 326 (6.8) 67 (20.6) 1.46(1.00-2.13)

Miro O et al. Predicting 30-day mortality for patients with acute heart failure in the ED: A cohort study. Ann Intern Med 2017;167:698-705.



Table 1. Multivariable Predictive Model for 30-Day Mortality Using Logistic Regression in 4867 Patients*

Variable Patients, n (%) Death Within Odds Ratio
30 Days, n (%) (95% CI)
Barthel index score at admission
>75 points 1556 (44.6) 60 (3.9) 1.00 (reference)
50-74 points 912 (26.2) 76(8.3) 1.52(1.07-2.16)
25-49 points 614 (17.6) 98 (16.0) 2.34(1.61-3.38)
<25 points 404 (11.6) 125(30.9) 3.99 (2.69-5.92)
Systolic blood pressure
=155 mm Hg 1443 (30.3) 89 (6.2) 1.00 (reference)
140-154 mm Hg 991 (20.8) 81(8.2) 1.52(1.08-2.15)
125-132 mm Hg 986 (20.7) 105 (10.7) 2,06 (1,48-2.86)
110-124 mm Hg 845 (17.7) 114 (13.5) 2.56(1.85-3.56)
95-109 mm Hg 357 (7.5) 56 (15.7) 2.52(1.67-3.78)
<95 mm Hg 146 (3.1) 41 (28.1) 3.03(1.82-5.06)
Age
<75y 1227 (25.3) 61 (5.0) 1.00 (reference)
75-79y 911(18.8) 71(7.8) 1.59(1.08-2.33)
80-84 y 1116 (23.0) 112 (10.0) 1.74(1.22-2.49)
85-89y 1054 (21.7) 139(13.2) 1.72(1.21-2.45)
=90y 546 (11.3) 117 (21.4) 2.62(1.79-3.83)
NT-proBNP level
<8000 ng/L 1412 (72.2) 84 (6.0) 1.00 (reference)
8000-15 999 ng/L 285 (14.6) 38(13.3) 1.64(1.08-2.49)
16 000-23 999 ng/L 110 (5.6) 26(23.6) 2.04 (1.25-3.34)
=24 000 ng/L 148 (7.6) 42 (28.4) 2.59(1.68-3.99)

Miro O et al. Predicting 30-day mortality for patients with acute heart failure in the ED: A cohort study. Ann Intern Med 2017;167:698-705.
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Comparison of Depamine and Norepinephrine
in the Treamment of Shock

Original Investigation

Low-Dose Dopamine or Low-Dose Nesiritide
in Acute Heart Failure With Renal Dysfunction
The ROSE Acute Heart Failure Randomized Trial

1
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Levosimendan in Patients with Left Ventricular
Dysfunction Undergoing Cardiac Surgery
R.H. Mehta, J.D. Leimberger, 5. van Diepen, |. Meza, A. Wang, R. Jankeowich,
R.W. Harrison, D, Hay, 5. Fremes, A Duncan, E.G, Soltesz, |. Luber, 5. Park,

M. Argenziane, E. Murghy, R. Marcel, D Kalavrouzietis, D. Maggal, |. Bezinovski,

W. Taller, M, Heringlake, 5.G. Goodman, |.H, Levy, RA, Harringtan,
k). Ansirom, and | H. Alexander, for the LEVO-CTS Investigators*

Levosimendan vs Dobutamine for Patients

With Acute Decompensated Heart Failure
The SURVIVE Randomized Trial
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* Ningun tratamiento ha demostrado mejorar la supervivencia

Tratamiento ICA

Trial
EVEREST
REVIVE
VMAC
OPTIME
VERITAS
3-CPO
SURVIVE
ESCAPE
PROTECT
ASCEND-HF
RELAX-AHF
ROSE-HF
TRUE-AHF
RELAX-AHF-II

Milrinone
Tolvaptan
Tezosentan
Levosimendan
Rolofylline

Nesiritide
Ularitide
Serelaxin

REST IN PEACE

tivo

ivo, dudas seguridad
ivo, dudas seguridad
tivo

tivo

tivo

tivo

tivo

tivo

tivo

ivo, mixto

tivo

tivo

tivo
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Recommendations for the management of patients with acute heart failure: pharmacotherapy

Recommendations

Class?® | Level?® Ref®

Diuretics

Intravenous loop diuretics are recommended for all patients with AHF admitted with signs/symptoms of fluid overload to
improve symptoms. It is recommended to regularly monitor symptoms, urine output, renal function and electrolytes during
use of iv. diuretics.

In patients with new-onset AHF or those with chronic, decompensated HF not receiving oral diuretics the initial
recommended dose should be 20-40 mg i.v. furosemide (or equivalent); for those on chronic diuretic therapy, initial i.v.
dose should be at least equivalent to oral dose.

540, 548

It is recommended to give diuretics either as intermittent boluses or as a continuous infusion, and the dose and duration
should be adjusted according to patients’ symptoms and clinical status.

548

Combination of loop diuretic with either thiazide-type diuretic or spironolactone may be considered in patients with
resistant oedema or insufficient symptomatic response.

549

VYasodilators

i.v. vasodilators should be considered for symptomatic relief in AHF with SBP >90 mmHg (and without symptomatic
hypotension).
Symptoms and blood pressure should be monitored frequently during administration of i.v. vasodilators.

537,
550-555

In patients with hypertensive AHF, i.v. vasodilators should be considered as initial therapy to improve symptoms and reduce
congestion.

537,
551-554
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Definicion: Disfuncion miocardica que resulta en la incapacidad del VI para
mantener un gasto cardiaco adecuado a pesar de una precarga normal o elevada.

1. TAS < 90 mmHg que no responde a fluidoterapia, mantenida > 30 minutos (o
TAS > 90 mmHg con inotrdpicos o vasopresores)

+

2. Bajo gasto cardiaco (IC < 2,2L/min/m?) y aumento de la PTDVI > 18 mmHg

+

3. Hipoperfusion tisular manifestada como oliguria ( < 30 mL/h), bajo nivel de
consciencia y/o frialdad de extremidades y lactacidemia > 2 mmol/L.

** Hasdai D. CS complicating ACS. Lancet. 2000; 356: 749-56.
** Hochman J. Early revascularization in AMI complicated with CS. NEJM 1999:341.
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* 7% de los SCACEST y el 2,5% de los SCASEST.

e Continua siendo la principal causa de muerte en los pacientes con IAM (50%), a
pesar de la reperfusion.
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Figure 1. Trends in the incidence rates of cardiogenic shock in
patients with AMI.
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“*Holmes DR. Contemporary reperfusion therapy for CS: the GUSTO-I trial experience. JACC 1995.
“*»Goldberg RJ. Temporal trends in CS complicating acute myocardial infarction. N Engl J Med 1999.
“*Holmes DR. CS in patients with acute ischemic syndromes. Circulation 1999.
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Miocardiopatias
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Patient with suspected AHF
Urgent phase Circulatory support
after :‘:‘t‘::d"al 1. Cardiogenic shock ? -Y—> o pharmacological
es * mechanical
No
2. Respiratory failure ? _— Ventilatory support
Yes « oxygen
No * non-invasive positive
pressure ventilation
(CPAP, BiPAP)
+ mechanical ventilation
v
________________ Immediate stabilization
. and transfer to ICU/CCU
Immediate phase v

(initial 60-120 minutes)

Identification of acute
aetiology:

acute Coronary syndrome
Hypertension emergency
Arrhythmia

acute Mechanical cause®
Pulmonary embolism

No \ Yes

Immediate initiation
of specific treatment

9TXP>PIO

Follow detailed recommendations
in the specific ESC Guidelines

Ponikowski P et al. Eur Heart J
RNy O e LR — 2016;37:2129-2200.
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Patients with hypotension, hypoperfusion or shock

Electrical cardioversion is recommended if an atrial or ventricular arrhythmia is thought to be contributing to the
patient’s haemodynamic compromise in order to restore sinus rhythm and improve the patient’s clinical condition.

An Lv. infusion of an inotrope (e.g. dobutamine) should be considered in patients with hypotension (systolic blood
pressure <85 mmHg) and/or hypoperfusion to increase cardiac output, increase blood pressure, and improve
peripheral perfusion. The ECG should be monitored continuously because inotropic agents can cause arrhythmias and
myocardial ischaemia.

Short-term mechanical circulatory support should be considered (as a ‘bridge to recovery’) in patients remaining
severely hypoperfused despite inotropic therapy and with a potentially reversible cause (e.g. viral myocarditis) or
a potentially surgically correctable cause (e.g.acute interventricular septal rupture).

An Lv. infusion of levosimendan (or a phosphodiesterase inhibitor) may be considered to reverse the effect of
beta-blockade if beta-blockade is thought to be contributing to hypoperfusion. The ECG should be monitored
continuously because inotropic agents can cause arrhythmias and myocardial ischaemia, and, as these agents are also
vasodilators, blood pressure should be monitored carefully.

A vasopressor (e.g. dopamine or norepinephrine) may be considered in patients who have cardiogenic shock, despite
treatment with an inotrope, to increase blood pressure and vital organ perfusion.The ECG should be monitored as
these agents can cause arrhythmias and/or myocardial ischaemia. Intra-arterial blood pressure measurement should
be considered.

Short-term mechanical circulatory support may be considered (as a ‘bridge to decision’) in patients deteriorating
rapidly before a full diagnostic and clinical evaluation can be made.

Patients with an ACS

Immediate primary PCI (or CABG in selected cases) is recommended if there is an ST elevation or a new LBBB ACS
in order to reduce the extent of myocyte necrosis and reduce the risk of premature death.

221
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European Journal of Heart Failure (2015) 17, 501-509
EUROPEAN doi:10.1002/ejhf.260

SOCIETY OF
CARDIOLOGY®

Clinical picture and risk prediction
of short-term mortality in cardiogenic shock

Veli-Pekka Harjola'*', Johan Lassus2f, Alessandro Sionis3?, Lars Kgber?,

Tuukka Tarvasmaiki®, Jindrich Spinar®, John Parissis’, Marek Banaszewski?,

Jose Silva-Cardoso?, Valentina Carubellil?, Salvatore Di Sommall, Heli Tolppanen?,
Uwe Zeymer!2 Holger Thiele'3, Markku S Nieminen2, and Alexandre Mebazaal4,
for the CardShock study investigators and the GREAT network
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CardShock
Study

220 patients with CS

non-ACS 19%

ACS 81%

STEMI 68% NSTEMI 13%

Mechanical
complications 9%

Low-output failure
10%

Valvular cause 5%
Takotsubo 2%
Myocarditis 2%

Harjola VP et al. Clinical picture and risk prediction of short-term mortality in cardiogenic shock. Eur J Heart Fail 2015;17:501-509.
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Table 4 The CardShock risk Score for risk prediction

of in-hospital mortality in cardiogenic shock 100

Variable CardShock risk Score

Age >75 years 1 60
Confusion at presentation 1
Previous Ml or CABG 1
ACS aetiology 1
LVEF <40% 1
Blood lactate

<2mmol/L 0
2—4 mmol/L 1

>4 mmol/L 2

Juaoiad

=40

eGFRcyp.gpi

>60 mL/min/1.73 m2
30—-60 mL/min/1.73 m2
<30 mL/min/1.73 m?
Maximum points

VN 2O

A 5 6 7 8 9
CardShock risk Score

o -
—_—
N
«w

Harjola VP et al. Clinical picture and risk prediction of short-term mortality in cardiogenic shock. Eur J Heart Fail 2015;17:501-509.
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iIn Cardiogenic Shock After
Acute Myocardial Infarction
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r 100 i Pairwise L k test:
Variable Points n=480 patients 372"\’/\'5'5%395?;60‘331 :
Age >73 years 1 . .
History of stroke 2 80 5-9 vs. 0-2 p<0.0001 Shara R
Glucose >10.6 mmol/L (191 mg/dl)* 1 r core >-
Creatinine >132.6 pmol/L (1.5 mg/dl)* 1 —
Arterial lactate >5 mmol/L* 2 p- 4
TIMI flow grade <3 after PCI 2 — 60
Maximum 9 3‘
= Score 3/4
£ 40
; : =
Risk 1
. 20 — Score 0-2
Category Points
Low 0-2
Intermediate  3/4 0
High 55 0 5 10 15 20 25 30

Time (Days)

P6ss J et al. Risk Stratification for Patients in Cardiogenic Shock After Acute Myocardial Infarction. J Am Coll Cardiol 2017;69:1913-1920.
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Factores predictivos del Shock Cardiogénico en
los pacientes con insuficiencia cardiaca aguda

(Pre-shock score)

* Servicios Participantes: Servicio de Urgencias y Servicio de
Cardiologia. Hospital Clinico San Carlos de Madrid.
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Lt EVERYONE
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“FACTORES PREDICTIVOS DEL SHOCX CARDIOGENICO EN LOS PACIENTES CON INSUFICENCA
CARDIACA AGUDA (PRE-SHOCK SCORE)".

Lo irasen & participer @n un eStudo d que No W v & wr o & rengana wo
weperimenial cupo fin s conccer ks faciores dinicos y anaitices que determnan o derrolo
de un shock en los E diden por un epiodo i o cardd it agude. Son

paciertes wlnidanics de particpar en @ todis los Qe ingresn por un epnodo de
imnufciencs candaca agadi con Alrin & sermidn eevada de < 100 oty Se secogerdn datos
de w histor i Cisics reladonadon con eve eud o y o W redizend an wgumento pace
Vg W evolusdn medanme b comuta o lis Sunes O hoapitd © use |lesada 1defGoica tras
I prissercs 30 dias por evte mothea. NO obtendri nisgan benefico 2o particiger en «f este
etado. Su particpecidn en o wtudo e compllamente wolanlina Sesgre tndd s
ponitiided de retiver sa conenti miemo y e fisad iner su participecién en ol wtudo sn nnpna
COMmCend b, La particioac dn en o etudo no conlvw nisgn rego ni mokestia, paelto que
socdas las rueiun 1O Sratasiernion G Wi i recilin wiin @ s s S panticpe o so.

D¢ acawrdo con b Ly Orpinica 15099 de Proteccidn de Datos (LOPDY 1oden los datos gque
usted ok progorcone weln cod Hoados vl os el padon es 40 Comproseten 4 garantizar sa
confidencabded

Yo (noerdire y apeldon ded paciente o e sa repreiestante epd )
He lerdo s moja de nformacidn gaw se = ha ntregado

He poddo hacer proguntas scire o entad o

He recitido suficente informacién sobire o etudo

He hatsado con jsosbire Sl irmeestigader)

Comgrendo que mi partid pacon e voustaria v que paado retinirme del estudio ausdo
GUETE, S0 e e i gl CaCones y 4N Gue 50 regercata en =i coidadon midd cos

Prego itremenme mi conformidad para particpar en ol entadio y doy mi cossentim esto pacs
o acoesoy utiizacdn de mis datos en las cond Gones detid ledin s arrite

Firma ded paciente feprewntnte. Firma del inwestigader.
MNomtre: Nosbre
Focha Fecha:

- m_‘ "m l.vﬂ‘*

'M Hospital Clinico San Carlos p et i

SabMadnd T Cormavedt 40 Madrid 17 de mayo de 2017
CEIC Hospital Clinico San Carlos

Dra Mar Garcla avendias
Presicenta o CEXC Hosptal Oineco San Cares

CERTIFICA

Que o CEIC Hospital Clinico San Carlos an su rounidn del dia 10/05/2017, acta 5.1/17 ha ovaluado ks propuosta
del promotor/investigador refenda af estudioc

Titulo: "FACTORES PREDICTIVOS DEL SMOCK CARDIOGENICO EN LOS PACIENTES CON
INSUFICIENCIA CARDIACA AGUDA (PRE-SHOCK SCORE)".

Investigador: Dra. Ana Viana Tegedor.
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Objetivo principal:

* Estudiar los factores clinicos obtenidos en |la primera atencion médica que permiten
predecir el desarrollo de shock cardiogénico durante las primeras 72 horas desde su
llegada a urgencias entre aquellos pacientes atendidos por ICA hipotensiva.

Objetivos secundarios:

* Conocer la frecuencia de shock cardiogénico en las primeras 72 horas desde la llegada a
urgencias entre aquellos pacientes atendidos por ICA hipotensiva.

* Examinar el consumo de recursos entre los pacientes con ICA hipotensiva y analizarlo en
funcion o no de la presencia de shock cardiogénico durante su estancia hospitalaria.

* Determinar |la mortalidad intrahospitalaria y a los 30 dias entre los pacientes con ICA
hipotensiva, y analizarla en funcion o no de la presencia de shock cardiogénico durante
su estancia hospitalaria.



“qM Hospital Universitario e

Clinico San Carlos

Sakedic Pre-shock score C CARDIOVASCULAR
mc«nunld.d de Madrid HOSPITAL CLINICO SAN CARLOS

* Disefio estudio: analitico, observacional, cohorte prospectiva

* Criterios inclusion:
* Pacientes > 18 anos
* Insuficiencia cardiaca aguda (guias ESC 2016)
e TAS £ 100 mmHg en la primera atencion médica
e Consentimiento informado

* Criterios exclusion:
» Shock cardiogénico (guias ESC 2016)
* Expectativa de vida inferior a 6 meses
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Protocolo de actuacion

 Valoracion Urgencias segun recomendaciones del documento de
consenso de atencion multidisciplinar al proceso de ICA del HCSC:

* |dentificar pacientes de riesgo vital (inestabilidad hemodinamica y
respiratoria)

* Pacientes con estabilidad hemodinamica y respiratoria:
v'Toma de constantes
v’ Monitorizacion

v'Subgrupo de pacientes con TAS < 100 mmHg = evaluacion por
equipo investigador
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* Anamnesis

* Exploracion fisica dirigida (PVY, crepitantes, soplos) e
« Monitorizacién: Sat 02, ECG y TA | s Ty
* Vias periféricas/central si hipoTA franca il
» Gasometria venosa/arterial (lactato)

* Analisis (Trl, NT-proBNP, D-dimero)

* ECG (SCA, TEP, TS, arritmias)
* Radiografia de torax (EAP, neumotdrax, diseccion aorta)
* Ecocardiograma (contractilidad VI y VD, complicaciones mecanicas, derrame

pericardico, valvulopatias, diseccidn aorta, estimacion del volumen intravascular)

«* Nohria et al. JAMA 2002;287:628



Factores predictivos del Shock Cardiogénico en
los pacientes con insuficiencia cardiaca aguda
(Pre-shock score)

Creatinina
Lactico
pO2

Filtrado glomerular
INR
EINIWERES
‘proBNP

iii IDENTIFICACION it
PRECOZ !!!

pCO2
HCO3

Elevacion del ST
Descenso del ST

Obnubilacion
Perfusion distal

Diuresis horaria
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Recogida variables:
* Clinicas/pruebas complementarias

* Tratamiento:
v'Urgencias
v'Cardiologia, MIN
v'UCAC

* Resultado:
v'Shock cardiogénico
v'Mortalidad intrahospitalaria y a 30 dias
v'Reingreso a 30 dias
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* Septiembre 2017-Marzo 2018: 20 pacientes
Edad media: 79.1 anos
Sexo femenino: 45%

ICA de novo: 10% ReSU|tad0 "

Lugar de ingreso:
e Observacion/ UCE: 2 (10%)
e Cardiologia: 8 (40%)
* Medicina interna: 8 (40%)
* Neumo/ geriatria: 2 (10%)
Ingreso UCAC: 3 (15%)
Desarrollo shock cardiogénico: 4 (20%)
Mortalidad hospitalaria: 3 (15%)

E—
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1.La mortalidad de la ICA continua siendo muy elevada, siendo la ICA hipotensiva y
especialmente el shock cardiogénico el de peor prondstico.

2.El tratamiento farmacolodgico de la ICA no ha variado de manera significativa en las
ultimas décadas.

3.Ademas del tratamiento de reperfusion, los inotrdpicos, el BIAo y los DAV constituyen
las medidas iniciales principales del tratamiento.

4.La prevencion del shock es la principal medida que ha mejorado el prondstico del shock
cardiogénico.

5.El estudio “pre-shock score” ofrece una oportunidad de identificar a los pacientes con
ICA de alto riesgo que pueden desarrollar shock cardiogénico y llevar a cabo un
tratamiento precoz.

6.Necesidad de centros de referencia y colaboracion entre servicios para lograr
reconocimiento precoz del shock y abordaje temprano.



Muchas gracias por
vuestra atencion




