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What’s The Problem
• Typically develops as a result of myocardial ischemia or 

also acute or acute/chronic heart failure
• Significant mortality, even for in-hospital patients

• Mortality of greater than 50% historically
• Multi-system organ failure common

• How can we best identify then treat these patients?



Cardiogenic Shock 
Teams

• Multiple studies showcase the success of this approach
• Involves multiple teams

• Interventional Cardiology
• Advanced Heart Failure
• Cardiac Surgery
• Critical Care Medicine

• Gets patients to invasive approaches sooner
• Streamlined resuscitation, management of rapid changes 

in status
• Gets patients to high-volume centers



Time is the Enemy!
• More time in shock leads to loss of myocardium = 

poor chance for recovery
• More need for vasopressor/inotropes = increased 

myocardial O2 consumption, further end organ 
damage

• CST teams shorten this time frame
• Assess hemodynamics
• Invasive measurements to guide next steps in 

therapy
• Based on data can determine need for MCS –

Impella, ECMO, IABP



Moghaddam N, et al. Cardiogenic Shock Teams and Centres: a contemporary review of multi-
disciplinary care for cardiogenic shock. ESC Heart Fail. 2021 Apr; 8(2): 988–998.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8006679/


UNMC CS Team
• Made up of multiple teams

• Cardiology – Heart Failure and Interventional
• Critical Care
• Cardiac Surgery
• Coordinators
• Nursing

• Team activated either by internal means or after 
consult from outside facility for transfer to UNMC

• Multi-disciplinary team conference call to discuss 
patient and next steps







Assessement
• Multiple avenues can and should be used

• Echocardiography
• Laboratory results – lactate, CMP
• Cardiac catheterization

• LHC for possible CAD (poss PCI)
• RHC

• PAP
• CVP
• LVEDP
• CI/CO

• Most institutions with CST use decision tree and algorithm to 
determine presence of CS



Need for MCS?
• Typically indicated with refractory shock despite 

optimized medical therapies
• May be emergent need
• Some evidence that early MCS helps with CS

• Need more randomized trials
• No evidence on which type of support is best

• Shock team is crucial for decision making in this arena
• High resource utilization



UNMC CS Team





Conclusions
• Can save lives and add quality life years for patients
• Better at facilities that deal with CS on frequent basis
• Ready access to MCS
• Earlier the activation the better, improved outcomes
• Multi-disciplinary teams are best
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