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Objectives

• Patient monitoring during Escalation

• Utility of Hemodynamic Profiling (Invasive vs. Non-Invasive)

• Escalation Strategies in AMI-CS vs. HF-CS, Utility of the Shock Team

• De-Escalation Strategies





Matching CS treatment options
to Patient Needs

WHEN HOW

   

When to consider 
device therapy:
▼

Escalating inotropes / 
pressor requirement

Increasing vasopressor requirements were independently associated with increasing mortality



Matching CS treatment options
to Patient Needs

   

HOW TO CHOOSE
device therapy:
▼

Acute MCS is a

Hemodynamic
Support Platform

WHEN HOW

Time in Cardiogenic Shock

Hemo-Metabolic ProblemHemodynamic Problem
Death

It’s Too Late 
for AMCS Impress Trial

Bridge to Recovery
Detroit Cardiogenic Shock Initiative

Recovery

Kapur and Esposito Curr Cardio Risk 2016 & F1000 2017





Hemodynamic Phenotyping

• Invasive (PAC)

• Non-invasive methods (Echo)



IS IT THE LV, RV OR BOTH?



Shock Teams





This is Team Sport



Delaying MCS in AMI-CS = Worse Outcomes



HF-CS EscalationNot all Shock Created 
Equal



Weaning Protocols



When to De-escalate t-MCS
• Daily evaluations for weaning appropriateness 

• Goal: partial or full myocardial recovery (ideally resolution of underlying cause 
of shock)
- Minimal IV vaso-active medications
- Improved contractility per echocardiography

• Improvement in end-organ hypo-perfusion

• Euvolemia!

• *MCS related complications (vascular injury, bleeding, etc.)





How to De-escalate t-MCS
• Step-wise decrease in support that is device specific

• Timing intervals of support decrements:
- Rapid: 15 minutes (e.g. high risk PCI)
- Standard: q2-4 hours (e.g. decompensated heart failure)

• Concomitant anticoagulation is necessary to minimize risk of thrombo-embolic 
events







Conclusion
 Early, upfront therapy must match patient’s needs

 Clinical, hemodynamic, metabolic and imaging parameters should help 
guide escalation and de-escalation strategies

 Multidisciplinary shock teams can help facilitate care

 Daily assessment of readiness to wean

 Have a method to your “exit” strategies
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