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**Shock outcomes national
wide have not changed for
over 20 years!**

From July 2016 to February 2017, a
pilot study was done assessing the
data on 41 enrolled patients using
the Deftroit CSI protocol based on
best practices and currently
available devices. The initial
results showed an in crease in
CGS survival from 51% to 76%.

Collaboration Results and
Next Steps

We had an 76% survival rate.



O  Support-
O  Administration
O VP/CAO/CNO/CFO

O Coordinators

O  Providers and Specidalities- O HF/VAD/ECMO/Research

O Heart Failure O  Access Referral Center

O Interventional Cardiology O  Nursing Managers

O Cardiothoracic Surgery O ICU/CATH LAB/ ED

O  Intensivist O  Nursing Staff

O  Vascular Surgery O ICU/ CATH LAB/ED

O The Key and the Challenge- you MUST have buy in! O Imaging
O XRAY/ECHO/INTERVENTIONAL RADIOLOGY
O LAB

O Blood Bank/ STAT Lab
O Transport Team

O STAT Flight

O EMS
O Engineering

O Biomed
O Field Reps

O Abiomed




HERDING CATS:

“A futile aﬂ‘emp‘\‘ to control that
which is 'mhere,nﬂy uncontrollable ™

oordination

GET A GOOD COORDINATORI
“The Glue"

Keeps everyone informed on planning and
implementation

Organizes meetings
Routes calls appropriately to each group
Resource for all staff

Organizes data collection

Often collects data

Keeps team up to date with best practice and
sets the standard of care

Organizes simulation based training

The “liaison” for each group

Keeps a cohesive approach



O Once the team is established- you must start the look within your own organization or facility.

O Data Analyst and Medical Records should be able to pull data on groups of patients:
O STEMI/ NON STEMI/ END DX of Cardiogenic Shock
O IMPELLA Assisted PCI/ Impella insertions/ IABP
O ** What was their survival to D/Ce**
O This gives a baseline for your program

O Assess What equipment is available-
O |IABP, IMPELLA, ECMO, ICU SPACE, ACUITY LEVEL



PICK AN ALGORITHM THAT FITS

FIGURE 3
Cardiogenic Shock Algorithm

TREATMENT ALGORITHM FOR PATIENTS WHO PRI I

Patient with suspected cardiogenic shock (CS)

Clinical criteria to rapidly identify shock state

Systolic blood pressure (SBP) <90 mm Mg for >30 minutes
(or use of pes/vasop s to maintain SBP)

Evidence of end-organ hypoperfusion
Lactate level >2 mmol/l

MCS Pre-PCl

RHC utilization
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WEANING OF INOTROPES / ESCALATION OF SUPPOI
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Hemodynamic Criteria for Cardiogenic Shock
Fick cardiac index <1.8 U/min/m2 without i pes/vasopr
(or <2.2 I/min/m2 with inotropes/vasopressors)
Pulmonary capillary wedge pressure >15 mm Hg
Cardiac power output (CPO) <0.6 W
PAPI <1.0
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BRIDGE TO DECISION

Admit Patient to CICU

with PMCS
Freq e ular ts with PMCS
Serial assessment of end-organ perfusion and hemodynamics: CPO, PAPi and lactate
Evaluation for weaning vs. escalation of support

Daily bedside echocard

Figure 2: INOVA Cardiogenic Shock Diagnosis, Team
Activation and Treatment Algorithm/Protocol

CODE SHOCK Protocol

CARDIOGENIC SHOCK*

Must have at least 1 criteria from A and B

A

Hypotension
* Hypotension for 230 minutes: SBP <90 or MAP <60
* Cardiac index <1.8 L/min

= Inotrope support: single agent moderate dose or 22 agents

Hypoperfusion
* Urine output 0.5 mL/kg/hr
* Acute kidney and/or liver injury

* Lactate 22 mmol/L
3

CCU Senior Resident

| Call CCU Senior Resident |

Unavailable >10 mins
L)

3

u-----------’l CCU Staff Discussion/Review |

CODE SHOCK Exclusion Criteria
= Resuscitation Category Status 2 or 3
* Prolonged cardiac arrest >30 mins
- idities life

1

<6 months

*Age 270
* Active bleeding

MCS Relative Contraindications

* Uncontrolled sepsis/septic shock

Shock Team Review
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= Confirmation of cardiogenic shock
* Resuscitation

= Medical optimization

= Temporary MCS evaluation

* Heart transplant/LVAD evaluation

Cardiogenic shock algorithm

rIdentlfy shock
* Vitals signs, ECG, labs
* +/— Right heart catheterisation,
Echo
* See “shock criteria”
® Activate cath lab/CICU/MCCS
* Consider shock team
L activation

( Nonacs ) (

Right heart
catheterisation
Echo

ACS

Diagnostic angiography
Right heart catheterisation
Assess vascular access
Prepare PMCS

( Percutaneous mechanical circulatory support )

Reassess hemodynamics
Assess for RV support (CPO, PAPi)

Coronary revascularisation
Reassess hemodynamics
Assess for RV support (CPO, PAPi)

Cardiac intensive care unit
* Assess for myocardial recovery
* Wean inotropes/vasopressors

lome; CI = cardiac index; CICU = cardiac intensive care unit; CO =
BC power output; dPAP = diastolic pulmonary artery pressure;
= left ventricle; MAP = mean arterial pressure; MCCS = medical

bulmonary artery pulsatility index; PCWP = pulmonary capillary

wedge pressure; PMCS = percutaneous mechanical circulatory support; RA = right atrium;
RV = right ventricle; SBP = systolic blood pressure; SPAP = systolic pulmonary artery pressure.




Norton Healthcare Shock Pathway

VASCULAR ACCESS

WEANING OF INOTROPES / ESCALATION OF SUPPFORT
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O The Shock Process starts with EMS
O Where is EMS typically routed?

O Early Identification

O What was the vitals signs upon arrival?

O Prior to Nitro, fluids etc.
O How does the patient present?

O If the patient is arresting- think level 1!

O Confirmation of Shock in ED

O Provider Assessment followed by
collaborative discussion with Intferventionalist

O POC ECHO
O ED STAT Labs




O Cath lab
O Shock Dirills

O Different Scenarios
O Different Patients

O The more your practice- the smoother the
process

O Everyone should know their role/scope!

CATH LAB O Equipment availability

O What is brought to a shock roome

O Is the equipment stocked?

O ICU
O Shock Dirills

O Receiving a shock patient
O Invasive hemodynamics
O MCS fraining

O MCS Troubleshooting

O Recognition of need for escalation!

INTENSIVE CARE UNIT




O Rapid Door to Support time (placement of the Mechanical Circulatory Support)

O Aggressive reduction in the use of inotropic/vasopressive medications post-procedure (as
monitored through right-heart pressures and hemodynamic measurements)

O Medical therapy catered using RHC/invasive hemodynamics

O Reference: https.//www.henryford.com/cardiogenicshock



Find the Need

O Cardiogenic Shock is a Nafionwide issue- with an average survival of 50%

Rally the Team I o U

O It truly takes a village to build a success program- a collaborative team approach is key!

O Designate a Coordinator! CAN
Gather System Data

O Medical Records department will help find your patients- and current stats Do IT

Develop a pathway that fits!

O Using NCSI algorithm- find what pathway works for your institution
Education, Practice, Repeat- and don't give up!

O There will be a learning curve- encourage your team
O Keep lines of communication open, honest and professional- everyone is here with the same goal!

O Outreach to other centers- build relationships- everyone has experienced the same issues!






