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Optimalni postup u kardiogenniho soku komplikujicim
akutni Koronarni syndrom

» rychla diagnostika

» neodkladna reperfuzni terapie

» rychlé feSeni mechanickych komplikaci
»  komplexni podpurna lécba

» efektivni vyuziti zdrojl (prognosticka stratifikace)




Diagnosticka kritéria kardiogenniho soku

» sTK <90 mmHg nebo potreba vazopresort déle nez 30 minut
+

» I plnici tlaky
+
» zndmky orgdnové hypoperfuze
alterace vedomi
chladna akra, mramoraz klize, poceni
oligurie
™ laktat

Thiele H, IABP-SHOCK Il trial. NEJM 2012; 367: 1287-96.




Dulezité je diagnostikovat rozvijejici se Sok co nejdrive
» Rizikové faktory

» Zndmky organové hypoperfuze, tachykardie, poceni, ....

» Hypotenze nemusi byt v pocatecnich stadiich Soku pfitomna v
dusledku systémoveé vazokonstrikce
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rychly aktivni pristup/preklad do kardiocentra




Jak postupovat pri podezreni na kardiogenni Sok
komplikujici AKS?
Zakladni vysetreni:
» Anamnéza, fyzikalni nalez
Monitorace (ekg, sO2, TK, diuréza)
Rtg S+P

Ekg

vV VYV Y V

Echokardiografie




ischemie nediagnostické bez ischemie

echokardiografie/ AKS malo
koronarografie pravdépodobny

= koronarografie



Echokardiografie v diagnostice kardiogenniho soku
komplikujiciho AKS

Hodnoceni funkce levé a pravé komory
normalni kinetika LK i PK vyluCuje AKS jako pricinu sokového stavu
Srdecni vady
mechanické komplikace akutniho infarktu myokardu
preexistujici chlopenni vady

subvalvularni obstrukce pri hypertrofii myokardu




Echokardiografické nalezy u kardiogenniho soku
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Principy terapie kardiogenniho soku komplikujiciho AKS

Reperfuzni lécba

antitromboticka lécba

revaskularizace

Podpurna |écba
|éCba obehového selhani

podpora organovych funkci (UPV, hemoeliminace)

prevence a terapie komplikaci




Protidestickova lécba
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Protidestickova lécba
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Antiplatelet efficacy of P2Y,, inhibitors (prasugrel, ticagrelor,
clopidogrel) in patients treated with mild therapeutic hypothermia
after cardiac arrest due to acute myocardial infarction

Bednar F, ) Thromb Thrombolysis 2016; 41:549-555.
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Ticagrelor Crushed
Tablets Administration in

STEMI Patients
The MOJITO Study Parodi G, JACC 2015; 65: 511-2.

FIGURE 1 Platelet Inhibition Over Time
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Platelet reactivity was assessed at baseline, 1, 2, 4, and 8 h after a 180-mg ticagrelor loading dose in patients treated by crushed tablets
(diamonds) or integral tablets (squares). Data are expressed as mean + SD.




ADP receptor antagonists in patients with acute myocardial
Infarction complicated by cardiogenic shock: a post hoc

IABP-SHOCK Il trial subgroup analysis

Clopidogrel
Prasugrel/ticagrelor

p<0.01
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Orban M, Eurolntervention 2016; 12: e1395-e1403.




Routine pretreatment with abciximab versus standard
periprocedural therapy in mechanically ventilated
cardiogenic shock patients undergoing primary
percutaneous coronary intervention:
Subanalysis of the PRAGUE-7 study

Rokyta R, Exp Clin Cardiol 2013;18(2):81-84.

37 nemocnych s kardiogennim sokem |écenych UPV.

Predlécba abciximabem zlepsila angiograficky nalez po PCI.




CLINICAL PRACTICE GUIDELINE

2014 AHA/ACC Guideline for
the Management of Patients

With Non-ST-Elevation , 4, rsc/EACTS Guidelines on myocardial
Coronary Syndromes . L.
revascularization

The Task Force on Myocardial Revascularization of the European
Society of Cardiology (ESC) and the European Association
for Cardio-Thoracic Surgery (EACTYS)

2013 ACCF/AHA Guideline for the Management
of ST-Elevation Myocardial Infarction

A Report of the American College of Cardiology Foundation/American
Heart Association Task Force on Practice Guidelines

@ 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)



Revaskularizace pri kardiogennim soku komplikujicim AKS

» Akutni revaskularizace bez ohledu na zac¢atek symptomdi
» Mensi procedurdlni ispéch PCl v Sokovém stavu
» V pripadé nemoznosti PCl chirurgicka revaskularizace

» Moznost kompletni revaskularizace v akutni fazi (//1b/B)




SHOCK trial - dlouhodobé vysledky
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Hochman JS, JAMA 2006; 295: 2511-2515.




Multivessel PCI u kardiogenniho Soku - vysledky registru

Table I Mortality for multivessel vs. culprit lesion only PCI in cardiogenic shock in registries

Trial N Mortality Mortality culprit Adjusted odds ratio or
multivessel PCI, % lesion only PCI, % hazard ratio (95% CI)
Webb et al.'® 74 55 20 2.75 (1.05-7.25)
Van der Schaaf et al.** 161 60 53 Not reported (P = 0.05)
Cavender et al.”? 3087 36.5 27.8 1.5 (1.22-1.95)
Bauer et al.”’ 336 48.8 374 1.28 (0.72-2.28)
Zeymer et al.”® 735 46.8 358 1.5 (1.15-1.84)
Yang et al.* 338 35.0 30.6 1.06 (0.61-1.86)
Mylotte et al.** 266 20.4 439 0.57 (0.38-0.84)

PCl, percutaneous coronary intervention; Cl, confidence interval.

Thiele H. European Heart Journal 2015 36, 1223—-1230




Multivessel versus culprit lesion only W) oo
percutaneous revascularization plus potential

staged revascularization in patients with

acute myocardial infarction complicated by
cardiogenic shock: Design and rationale of

CULPRIT-SHOCK trial

Holger Thiele, MD, *b Steffen Desch, MD, ™" Jan J. Piek, MD, PhD. * Janina Stepinska, MD, 4 Keith Oldroyd, MD., ©
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Uta Ceglarek, PhD, 9 Joachim Thiery, MD, 1 and Uwe Zeymer, MD ", on behalf of the CULPRIT-SHOCK Investigators
Luebeck, Germany; Amsterdam, The Netberlands; Warsaw, Poland; Glasgow, UK: Vilnius, Litbuania; Paris, France;
Ljubljana, Slovenia; Vienna, Austria; Ludwigsbafen, Germany; Bern, Switzervland: Lecco, Italy; Munich, Germany;

Antwerp, Belgium; and Leipzig, Germany

Am Heart J 2016;172:160-9.




Temporal Trends in Predictors of Early and Late
Mortality After Emergency Coronary Artery Bypass
Grafting for Cardiogenic Shock Complicating Acute
Myocardial Infarction
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....a co trombolyza?

SHOCK trial registry ( Sanborn TA, ] Am Coll Cardiol 2000;36:1123-9.)

Trombolyza podana u:
292 (34%) zarazenych do registru |éCeno trombolyzou
95 (63%) randomizovanych k inicialni medikamentdzni terapii

75 (49%) randomizovanych k ¢asné revaskularizaci

Podani trombolyzy bylo spojeno s poklesem mortality z 64 na 54% (registr).




STEMI diagnosis®

Preferably
<60 min

PCI possible <120 min?

Immediate transfer ¢ ¢
to PCI center

Yes No

Preferably

<90 min

(<60 min in early presenters) Preferably

<30 min
Immediately T
Immediate transfer
No Successful to PCI center
<«

<

fibrinolysis?
Yes

Preferably 3-24 h ¢

*The time point the diagnosis is confirmed with patient
history and ECG ideally within 10 min from the first
medical contact (FMC).

All delays are related to FMC (first medical contact).
Cath = catheterizationlaboratory; EMS = emergency medical system; FMC = first medical contact; PCl = percutaneous coronary intervention; STEMI = 5T-segment elevation myocardial infarction.

Figure 2 Prehospital and in-hospital management, and reperfusion strategies within 24 h of FMC (adapted from Wijns et al,).*




STEMI diagnosis® l

PCI possible <120 min?

Immediate transfer

to PCI center

Steg G, ESC STEMI guidelines, EHJ 2012; 33: 2569-2619. trombolyza




STEMI diagnosis® l

PCI possible <120 min? 27?7

Immediate transfer

to PCI center

Steg G, ESC STEMI guidelines, EHJ 2012; 33: 2569-2619. trombolyza




Podptirna lécba - jakeé jsou cile?

> Adekvatni perfuze tkani
» Snizeni energetickych narokl( na myokard
» Podpora orgdnovych funkci

» Prevence a terapie komplikaci spojenych se Sokovym stavem




Lécba obéhového selhani

> Tekutiny
» Inotropika a vazopresory

» Mechanické srdec¢ni podpory




Kdy a jak podavat tekutiny?

» V uvodni fazi doporucen bolus >200 ml pokud neni hypervolémie
» Dalsi infuzni terapie dle stavu s cilem zvysit plnici tlaky a CO.
» Volumoterapie nema vyznam, pokud nevede ke zvyseni CO.

» Nutna prubézina monitorace efektu lécby (SG, uz)




Inotropika a vazopresory

Zajisteni perfuze tkani a systémoveého tlaku
Dobutamin — |ék prvni volby pri znamkach hypoperfuze

Levosimendan
aditivni efekt pokud neni reakce na Dobutamin

vhodny u nemocnych ,, nasycenych” betablokatorem

Noradrenalin — Iék volby pfi hypotenzi




