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Brustschmerz

Akutes Koronarsyndrom

Persistierende  ST/T-Strecken Normales
ST-elevation Veranderungen EKG
Troponin Troponin
Anstieg/Abfall normal
| | |
STEMI NSTEMI Instabile
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Akutes Koronarsyndrom

* Diagnostik
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Akutes Koronarsyndrom

Brustwandableitungen
Standard und erweiterte Ableitungen

Zwingend bel allen thorakalen
Beschwerden bzw. Vd.a.
kardiales Geschehen

> 12-Kanal-EKG
(ggf. mit V7-V9)

> Ggf. EKG wiederholen

UNIVERSITAT LEIPZIG
Sommer, Fuernau et al. Notfallmed. up2date. 2012;33;2569-619.
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* Triage
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Primary-PCI capable center

Preferably
<60 min

Primary-PCI

Rescue PCI

Immediately T

No

STEMI diagnosis®

EMS or non primary-PCI
capable center

PCI possible <120 min?

Immediate transfer ¢ ¢
to PCI center
MNo

Preferably
<90 min
(=60 min in early presenters)

Immediate transfer

Yes

Preferably 3-24 h ¢

PCI
Successful < to center Immediate
fibrinolysis? fibrinolysis

Coronary angiography

*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).

UNIVERSITAT LEIPZIG
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Ranchord et al. Am Heart J 2012; 163 168-75.
Steg et al. Eur. Heart J. 2012;33;2569-619.



Lyse vs. PCI-Transfer

Transfer PCI Lyse vor Ort

. TOd, Re'AMI, ApOpleX besser besser

RR (95% CI)

Studie PCI Lyse
N Tod (%) N Tod (%)
LIMI 75 8 (10,7) 75 14 (13,3) (]
PRAGUE 101 8 (7.9 99 23 (23,2) N
Air-PAMI 71 6 (8,5) 66 9 (13,6) (1
CAPTIM 421 26 (6,2) 419 34 (8,1) !
DANAMI 2 790 63 (7,9) 782 107 (13,7) —
PRAGUE 2 429 36 (8,4) 421 64 (15,2) I
0,58
Gesamt 1887 147 (7,8) 1863 251 (13,5) I p<0,001
|

s =14 |
UNIVERSITAT LEIPZIG 0 0,5 1,0 1,5 2,0
Dalby et al., Circulation 2003; 108: 1809-1814
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- 90+ 154 Primary PCI
s 1 2t amm==-
K 804 mmam=mTm
'E 70+ 104 Fikrinalysis
]
=~ b= 5 Table 3. Strokes and Monintracranial Bleeding Events within 30 Days.
E a0+
= 40 0 | | : . | | Fibrinolysis  Primary PCI
- 10 0 g 10 15 0 25 3 Event (N =5944) (N=548) P Value
:'—? M0 o, fotal no, (%)
% od csescccm=-=se----o- cecm=====-- Total strokes 15/339 (L6)  5/946 (0.5)  0.03
o i Intracranial hemorrhage
! 1 L] I 1 1
0 5 10 15 20 25 0 Any 9939 (L0)  2/946 (0.2)  0.04
Days since Randomization After protocol amendment® 4/747 (0.5) 2758 (0.3) 0.45
Mo, at Risk Primary ischemic stroke
Fibrinolysis P43 445 Bi7 829 527 825 g3 . . .
Primary PC 948 836 874 418 515 311 81l Without hemorrhagic conversion 5939 (0.5) 3946 (0.3) 0.51
With hemorrhagic conversion 1/939 {0.1) 0jode 0.50
Monintracranial bleeding
Majar £1/939 (6.3) 45/944 (4.8) 0.11
Minor 205/939 (21.8) 1917944 (20.2)  0.40
Blood transfusion 27/937 (2.9) 22/943 (2.3) 047
UNIVERSITAT LEIPZIG
HERZZENTRUM A NNna et a ad 0 (8 0-8



STEMI — direkt zu PCI

C Symptom-Onset-to-Balloon Time
100

90

80 Field transfers

70

60

50 ' V-4 Interhospital
transfers

40
30

R
wn
e
=
2
©
o
fe—=
o
=
2
Tt
o
=R
)
B
o

20
10

0
240

Minutes

UNIVERSITAT LEIPZIG
Le May et al. N Engl J Med 2008;358:231-40.




Door-to-Balloon-Time
RZL

EerAlm

—_—
L

S
-

Cumulative surival in %

—
0
—

MACE free survival in %

w
o
1

p=0.03

— DBT<30 minutes
— — - DBT>30 minutes

80 120
Survival time in days

p<0.01

— DBT=<30 minutes
- - - DBT>30 minutes

MACE time in days

seit 07.11.03

Cumulative survival in %

—
[= 3
—

MACE free survival in %

p=0.15

—— PBT=4 hours
— — - PBT=>4 hours

80 160
Survival time in days

200

p=0.02

—— PBT=4 hours
- -~ PBT>4 hours

80 120
MACE time in days

ed patients

W i

i

0 131
068 2007

170
2008 (year)

on of STEMI-protocol

Muller et al. Clin Res Cardiol. 2011:100:297-309.



HERZZENTRUM




www.uni-leipzig.de/~kard/

S) (' www.uni-leipzig.de/~kard/d2bt/ C 8' Google P ff’ % L 2 1.} @' =
AN Klinik fiir Innere Medizin / Kardiologie L S
3& m door to balloon Zeiten bei akutem Myokardinfarkt 01.05.2014 17:54
=— L) Ly

Ergebnisse unserer Patienten

door to
balloon
290.04.2014 20:25 B.F. 61jm 36 STEMI (kein Saal frei )
29.04.2014 09:29 S.D.53jm 23 STEMI der Vorderwand
27.04.2014 23:26 KF.73jm 21 akuter Vorderwandinfarkt
26.04.2014 22:53  F.C. 76j m 26 akuter Vorderwandinfarkt
26.04.2014 11:38  B.H. 59j m 26 STEMI der Hinterwand
26.04.2014 09:56 = F.K. 66] m 47 akuter Vorderwandinfarkt (nicht als STEMI angekiindigt)
26.04.2014 07:29 B.H.82jw 35 akuter Hinterwandinfarkt (schwierige Untersuchung)
24.04.2014 22:05 RM. 74w 21 STEMI der Vorderwand
23.04.2014 17:25 L.G.84jm 21 akuter STEMI der Vorderwand
21.04.2014 15:58 K.S. 56j m 25 akuter STEMI der Vorderwand
21.04.2014 14:42 | S.F. 52j m 31 akuter STEMI der Vorderwand (Kammerflimmern mit Defi bei Diagnostik, Wechsel auf Leistenzugang bei Spasmus Arteria radialis )
21.04.2014 02:18 D.G. 72j m 37 STEMI (schwierige Untersuchung )
20.04.2014 08:34 H.U.57jm 20 STEMI der Vorderwand
18.04.2014 05:44 L.U. 70j w 44 akuter STEMI der Vorderwand (Patient 20min friiher als angekiindigt angekommen, Wechsel auf Leiste bei Spasmus A. radialis )
17.04.2014 04:35 K.B. 60j w 21 akuter STEMI der Vorderwand
14.04.2014 15:18 D.R. 89w 29 akuter STEMI der Hinterwand
11.04.2014 00:46 W.U. 82j w 52 STEMI posterolateral (nicht als STEMI angekiindigt )
10.04.2014 18:51 K.H.61jm 22 STEMI der Vorderwand

10.04.2014 14:03  K.G. 45j 62 akuter Hinterwandinfarkt (nicht als STEMI angekiindigt

G
HERZZENTRUM



Monitoring

> EKG
> Blutdruck

> Pulsoxymetrie
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o Sauerstoff
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O2 beim STEMI

Ukholkina et al'?

Rawles & Kenmure'®

OPTIMISE

2.17 (0.79 to 5.96)

High concentration oxygen more at risk

10 100

Oxygen is indicated in patients with hypoxia
(Sa0, <95%), breathlessness, or acute heart
failure.

UNIVERSITAT LEIPZIG Ranchord et al. Arh Heart J 2012:163:168-75.
Steg et al. Eur. Heart J. 2012;33;2569-619.



O2 beim STEMI

Percent

Air mean Oxygen change with
Study (SEM) mean (SEM) oxygen (%) P

CBF 4 Ganz et al.? 158 (11) 131 (13) -17.1 <.01
(cm3/min) ; Ganz et al.? 151 (14) 138 (14) -8.6 <01
3 ~ Mak et al.?” 89 (11) 82 (11) -7.9 <.05

Mak et al.?” 94 (6) 72 (8) ~23.4 <.05
McNulty et al. 2 45 (4) 32 (2) -28.9 <.05
McNulty et al.?? 21 (9) 73 (8) -19.8 <.01

Room Air __100% Oxygen

*Coronary blood flow measured as milliliter per minute.

Normal Heart Transplant
Baseline Hyperoxia Baseline Hyperoxia

|
/|
e ——

Room Air 100% Oxygen

Farquhar et al. Am Heart J. 2009 Sep;158:371-7.
ol 2180 o [ NP IS P Moradkhan et al. J Am Coll Cardiol. 2010;56:1013-6.




02 - STEMI
DETO2X-AMI

G
HERZZENTRUM

Patient centact with EMS system or Emergency Department (ED)

11

Inclusion criteria

Symptoms indicating AMI
Owygen saturation =30% (pulse
oximeter)

Age 230

Significant ECG changes andior
elevated troponin levels (ED)

1l

Exclusion criteria

Unwillingness to participata
Inability to comprehend given
information

Continuous oxygen treatment
at home

Cardiac arrest prior to inclusion

Online 1:1 randomization using SWEDEHEART

1l

Oxygen Arm (N = 3300)

6 Limin of supplemeantal oxygen
delivered by Oxymask® started ASAP
given continuously for 6-12 hours
Standard acute coronary syndrome
treatment including reperfusion
strategies

11

Ll

No Oxygen Arm (N = 3300)

no oxygen is administerad at any
time as long as the oxygen
saturation is =80% on pulse
oximeter (repetitive checks are
performed)

Standard acute coronary syndroma
treatment including reperfusion
strategies

If oxygen saturation falls below
=80%, administer oxygen as per
haspital protocol, report in CRF

11

Primary Endpoint: 1-year all-cause mortality
Additional secondary endpoints
All follow-up based on SWEDEHEART registry

Hofmann et al. Am Heart J. 2014;167:322-8.
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Ziele pharmakologische Therapie

s o

Pharmakologische Pravention Pravention
Rekanalisation distale Embolisation Re-Okklusion
Verbesserung Perfusion

A

Zeit

Symptombeginn PCI

UNIVERSITAT LEIPZIG




Plattchenhemmung/Antikoagulation

Tissue Faktor Kollagen, VWF, etc.
Direkte Xa- T ;
Inhibitoren: .
Rivaroxaban*A Koagulations- | ASS ADP
TxXA2 Prasugrel
Prothrombin %igg;i:g:
Fondaparinux AT-» Eaktor Xa Aktivierung von
Sl Gpllb/llla
Heparin AT Gpllib/llla-
_ ~ Inhibitoren
Thrombin Plattchenaggregation
Bivalirudin
Hirudin Thrombin-
Dabigatran* Rezeptor-
Antagonisten*
Fibrinogen Fibrin

Thrombus

UNIVERSITAT LEIPZIG



Plattcheninhibition beir STEMI

Pléttchenlnhlb(tlon Gp lIb/Illa Inhibitor

100%

I _
Prasugrel/Ticagrelor

Clopidogrel 600 mg

Zeit-PCl
O 1 2 3 4 5 6
Symptombeginn Pravention distale
Embolisation und Pravention der
Verbesserung Reokklusion
Perfusion

Primare PCI

UNIVERSITAT LEIPZIG



Clopidogrel — Metaanalyse STEMI

Events / Size, Clopidogrel  OR [CI 95% Relative 2
Pretreatment IONog : : Weight [%] il
RCT* Tod
CIPAMI 1/164 4/171 0-26 [0-03-2-32] 8-7% 0 =
CLARITY PCI  13/933  24/930  0.53[0-27-1.05]  91-3% —* - i 0%, p=0.53
OR=0-50 CI 95% [0-26-0-96] p=0-04
Observational_ studies
Dorler et al. 209/4879 110/1076 0-39 [0-31-0-50] 56-4% . 86%, p=0.008
Fefer et al. 12/217 6/166 1.56 [0-57-4-25] 43-6% u
OR=0-72 CIl 95% [0-19-2-75] p=0-63

RCT* Major Blutung

CIPAMI 14/164 15/171 0.97 [0-45-2-08]  66-7% . 0%, p=0.32
CLARITY PCI 5/933 10/930 0-50[0-17-1-46] 33:3% B
_ _ OR=0-78 Cl 95% [0-42-1-45] p=0-42
Observational studies
Dorler et al. 42/4879 15/1076 0-61[0-34-1-11] 85-3% {f 19%, p=0.53
Fefer et al. 3/217 1/166 2-31[0-24-22-44] 14-7% n

OR=0-75 Cl 95% [0-30-1-88] p=0-53

RCT* MACE

CIPAMI 5/164 12/171 0-42[0-14-1-.21]  14-2% - 0%, p=0.003
CLARITY PCI  34/933  58/930  0.57[0-37-0-88]  85-8% H«?
a OR=0-54 CI 95% [0-36-0-81] p=0-003
Observational studies
Dorleretal. 480/4879 173/1076  0.57 [0-47-0-69]  85-5% ! 0%, p<0.00001
Feferetal.  47/217  56/166  0-54[0-34-0-86]  14-5%

OR=0-57 CI 95% [0-48-0-67] p<0-00001
Bellemain-Appaix A. et al.,JAMA 2012;308:2507-2517 ' :

UNIVERSITAT LEIPZIG PreTreatment better No PreTreatment better

0] 0,5 1 1,5 2 2,5 3 3,5 4




Rascher Wirkungseintritt

Ticagrelor

Ladedosis

100—. Lade

letzte @ ® Ticagrelor (n’|‘=54)
9o Dosis

Erhaltungs: =8 C|opidogrel (=50)

807
707

']
..‘... Eod

]

doi's}. ;'IT *=® Placebo (n=12)

6077
5077
407

IPA %

307
20‘_
107
0'1;ll||| —

I
00512 4 8 24 6\/\/ochen 0 2 4 824 4872120168 240 h

Zeit | t
Onset

Erhaltung . Offset

Prasugrel
Ladedosis Erhaltungsdosis
100 i<
g 90 '
s 80
s 70 i 4
%), 60
< 50
% 40 A Clopi = =
o pidogrel 300-mg/75-mg
= 30 A Clopidogrel 600-mg/75-mg
5 20 @® Prasugrel 60-mg/10-mg
s 10
Q0
= 0 Pre-dose
£ .10 IE,&i
025051 2 4 623454673809
Time << Tagl, h < Tage =

Inhibition der Plattchenaggregation (20 uM ADP)

UNIVERSITAT LEIPZIG

Gurbel et al. Circulation 2009:120: 2577-2585

Payne et al. J Cardiovasc Pharmacol 2007;50: 555-562



STEI\/II-Patienten

STEMI
12 .
11 - Clopidogrel 11.0
* 101
S 97 - 9,3
T 8] Ticagrelor
X 7.
S 3
S o <
I :
g 4 2
S 2
= R: 0,85 (95%-KI = 0,74—
1 1.02), p = 0,07
0

01 2 3 45 6 7 8 9101112

Anz. Patienten Monate
Ticagrelor 4.201 3.887 3.834 3.732 3.011 2.297 1.891
Clopidogrel  4.229 3.892 3.823 3.730 3.022 2.333 1.868

Steg et al. Circulation 2010;122:2131-2141

UNIVERSITAT LEIPZIG

#YTRITON TiMI-38

15
3 P=0.02
:CV Tod/ Ml / Stroke Clopidogrel :
’.'.'."....l124ﬁ)

"I |
) su®
10 AT Ly 10.0%
Prasugrel
5

TIMI major

non'CABG Blutungen Prasugre| 2 4%
2.1%
Clopidogrel
ot l T T T T T T T T T T T T T 1
0 30 60 90 180 270 360 450
Tage

Montalescot et al., Lancet 2009;373:723-731



Theroux

PRISM

PRISM-PLUS

PARAGON

PURSUIT

PARAGON B

Kim

COMBINED vs. placebo

EVEREST

ELISA

PRACTICE

ACUITY Timing

EARLY ACS

COMBINED vs. Delayed

COMBINED All

044 (0.17-1.10)
081 (0.61-1.07)
0.84(0.63-1.12)
0.96 (0.73-1.26)
0.88 (0.79-0.98)
0.92 (0.77-1.09)
0(0-16.10)
0.88 (0.81-0.95)

0 (0-29.86)
0.66 (0.26-1.63)
1.01 (0.50-1.96)
0.95 (0.80-1.12)
0.89(0.79-1.01)
091 (0.82-1.01)

089 (O 83 -0.95)

0.1

Upstream

GP IIb/Illa Better

Combined vs delayed GPI lib/llla
Placebo
GPI lib/llla

Flacebo

Combined all trials of
upstream use

10

Upstream

Placebo Better

9827
9816
23189
20 431

248 (2.5%
187 (1.9%
(
4 (

871 (3.8%

)
)
)
3.3%)

0.30 (0.07, 1.26)
0.63 (0.41,0.96)
0.97 (062,1.51)
1.16 (0.70, 1.92)
0.94 (0.77-1.15)
0.87 (0.63,1.19)
0.00 (0.00, 16.10)
0.89 (0.76-1.03)

1.00 (0.20, 4.96)

0.33 (0.07,1.64)
0.88 (0.63, 1.25)
1.10 (0.86, 1.41)
1.00 (0.81, 1.23)

0.93 (0.83-1.05)

0.1

GP lIb/INla Better

10
Upstream Upstream
Placebo Better
516 (5.4%)
352 (3.7%)
1739 (8.6%)
(

1036 (5.6%)

1.34 (1.10-1.63)

1.23 (1.02-1.48)

0.1

1.53 (1.15-2.05)

1.52 (1.25-1.84)

0.49 (0.17,1.44)
0.95 (0.68, 1.35)
0.79 (0.56,1.09)
0.96 (0.72,1.28)
0.91(0.81,1.02)
0.87 (0.63,1.19)

0.90 (0.82,0.99)

0.00 (0.00, 29.86)
0.66 (0.23,1.88)
et .34 (0.63,2.85)
0.96 (0.80, 1.16)
0.88(0.77,1.01)
0.92 (0.82,1.03)

091 (084 097)
10

Upstream
GP Ib/1lla Better
540 (5.8%)

418 (4.5%)
1684 (7.7%)
1157 (6.0%)

Upstream

Placebo Better
1.31(1.14-1.49)

1.27 (1.17-1.38)

GPI lib/llla
Placebo

Combined vs placebo

HERZZENTRUM

13 362
10615

623 (4.7%)
487 (4.6%)

117 (0.88-1.54) 1223 (11.4%)

684 (7.5%)

Tricoci et al. Circ Cardiovasc Qual Outcomes. 2011;4:448-58.

1.50 (1.16-1.95)

1144 (9.0%)
739 (7.4%)

1.25(1.13-1.39)




Leitlinienempfehlungen

Aspirin oral or i.v. (if unable to swallow) is recommended _ 133,134

An ADP-receptor blocker is recommended in addition to aspirin. Options are: 135,136

* Prasugrel in clopidogrel-naive patients, if no history of prior stroke/TIA, age <75 years.

* Ticagrelor.

+ Clopidogrel, preferably when prasugrel or ticagrelor are either not available or contraindicated.

slow or no-reflow or a thrombotic complication.

Routine use of a GP lIb/llla inhibitor as an adjunct to primary PCl performed with unfractionated heparin may be
considered in patients without contraindications.

B
A
B
B
GP lIb/llla inhibitors should be considered for bailout therapy if there is angiographic evidence of massive thrombus, -
B

137-141

Upstream use of a GP lIb/llla inhibitor (vs. in-lab use) may be considered in high-risk patients undergoing transfer for 127, 128,
primary PCI. 137, 142

UNIVERSITAT LEIPZIG

Steg et al. Eur Heart J.2012;33:2569-2619



Leitlinienempfehlungen

An injectable anticoagulant must be used in primary PCI.

Bivalirudin (with use of GP lIb/llla blocker restricted to bailout) is recommended over unfractionated heparin and a
GP lIb/llla blocker.

Enoxaparin (with or without routine GP lib/llla blocker) may be preferred over unfractionated heparin.

Unfractionated heparin with or without routine GP llb/llla blocker must be used in patients not receiving bivalirudin
or enoxaparin.

Fondaparinux is not recommended for primary PCI.

The use of fibrinclysis before planned primary PCl is not recommended. 127, 143

UNIVERSITAT LEIPZIG

Steg et al. Eur Heart J.2012;33:2569-2619



Bivalirudin prahospital
EUROMAX-Studie

Bivalirudin Kontrollgruppe P-Wert
(n=1089) (n=1109)

Tod oder Blutung 55 (5,1) 94 (8,5) 0,001
Tod 32 (2,9) 34 (3,1) 0.86

Major Blutung 28 (2,6) 67 (6,0) <0,001
Stentthrombosen 17 (1,6) 6 (0,5) 0,02

UNIVERSITAT LEIPZIG
Steg et al. N Engl J Med. 2013;369:2207-17.



Timing of First MACE Event

Bivalirudin

| Heparin
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No. at risk
Heparin 907
Bivalirudin 905

Event curve shows first event experienced HEAT PPCI

UNIVERSITAT LEIPZIG
Shahzad et al. LBCT ACC 2014




ATLANTIC Design

N ~ 1770 with STEMI Planned for PCI « Written informed
consent
Randomized, double-blind I in mobile care unit
l l « Symptoms of acute
MI >30 min but <6 hours
Ticagrelor 180-mg : Placebo - New persistent ST-
Loading Dose FUEHTOE Loading Dose segment elevation 21
mm in =2 contiguous
1 l ECG leads
Placebo LLoading In-Hospital Ticagrelor 180-mg

Dose Loading Dose
l I

v
Primary Objectives
« TIMI flow grade 3 of MI culprit vessel at initial

angiography
 270% ST-segment elevation resolution pre-PClI

ATLANTIC = A 30-Day Study to Evaluate Efficacy and Safety of Pre-hospital vs In-hospital Initiation
of Ticagrelor Therapy in STEMI

Patients Planned for Percutaneous Coronary Interventlon (PCI) ECG = electrocardlogram
UNIVERSITAT LEIPZIG ATLANTIC (NCT01347580)

Montalescot et al. Am Heart J 2013;4:515-522




Betablocker

Kaplan-Meier MACE curves

1-year Adjusted OR.
0.49 (95%CI 0.23-1.05) p=0.066

All follow-up Adjusted HR:
0.55 (95% CI 0.26-1.04)
P=0.065
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18 24 30
Follow-up (months)
Number at risk
Control 131 108 106 78 60 e
i.v. metoprolol 139 121 120 88 66 27

Ausschluss-Kriterien: |
Killip-Klasse >l —— Control —— i.v. metoprolol |
Systolischer RR <120 mmHg

AV block

HF <60/min,

Bereits Behandlung mit B-Blockern

UNIVERSITAT LEIPZIG
Pizzaro et al. J Am Coll Cardiol. 2014. Epup ahead of print.




Betablocker

0Odds ratio
(95% Cl)

Absolute
difference
per 1000 (SE)

Placebo
(n=22923)

Metoprolol
(n=22929)

Co-primary outcomes

Death, by recorded cause
Arrhythmia

Shockt

Neither

Any
Died, any cause
Survived
Ventricular fibrillation$
Any
Died, any cause
Survived
Other cardiac arrest$§
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Medikation prahospital -
Zusammenfassung

1.Heparin

2.ASS

3. Clopidogrel kein klarer Vortell prahospital, insgesamt
neue Plattchenhemmer besser

4. Neue Plattchenhemmer:
1. Prasugrel - Kl vor HKU bel NSTEMI/ACS

2. Ticagrelor > ATLANTIC-Studie abwarten
5. Betablocker maglich bei hypertensiven, nicht
bradykarden Patienten (Kontraindikationen beachten)
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Medikation prahospital -
Zusammenfassung
1.Hep-ar'in '

2.ASS

5. Betablocker moglich bei hypertensiven, nicht
bradykarden Patienten (Kontraindikationen beachten)
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Akutes Koronarsyndrom

« Kardiogener Schock
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Inzidenz des kardiogenen Schocks

Register: 70 von 106 Akut-Krankenhausern in der Schweiz
23696 ACS Patienten -> 1977 mit kardiogenem Schock (564 bei Aufnahme; 1413 nach Aufnahme)
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In-hospitale Mortalitat +
Behandlung
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Kardiogener Schock
Diagnosealgorithmus

akuter Myokardinfarkt
EKG/Klinik|Anamnese

Hypotonie

RR<90mmHg

tibliche Therapie klinische Untersuchung:
des akuten » Lungenstauung/-6dem?

Koronarsyndroms » kalte, marmorierte
Extremitdten?
» Oligurie?
» Agitation oder
Vigilanzminderung?

» Hypotonie trotz
Diagnose Behebung eines
kardiogener ' Volumenmangels?
Schock » Katecholamine
notwendig?

UNIVERSITAT LEIPZIG
Firnau G, Thiele H. Notf.med. up2date 2011; 6: 257-268




Katecholamine
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Deutsch/Osterreichische S3-Leitlinie
Inotrope und vasoaktive Substanzen

6.1.3.1.A. Fur den inotropen Support beim infarktbedingten ﬂ
kardiogenen Schock sollte eingesetzt werden.

6.1.3.2.A. sollte insbesondere in der Initialphase des
kardiogenen Schocks, wenn noch kein erweitertes
hamodynamisches Monitoring vorliegt, in Kombinationen mit ﬂ

Dobutamin eingesetzt werden, wenn unter Dobutamin allein kein
ausreichender Perfusionsdruck erzielt werden kann.

UNIVERSITAT LEIPZIG Werdan et al. Intensivmed 2011;48:291-344
Werdan et al. Der Kardiologe 2011;5:166-224



Perkutane Assist Devices

KathetergroRe (French)

KaniilengréRe (French)

Fluss (L/min)
Pumpengeschwindigkeit (U/min)

Insertionsstelle/Platzierung

Antikoagulation
empfohlene maximale Verweildauer
CE-Zertifizierung

FDA-Zulassung

ECMO
(mehrere Systeme)

17-21 vends
16-18 arteriell

max. 7,0

max. 5000

perkutan
(A. und V. femoralis)

bis 7 Tage

Impella Recover®
LP 5.0

max. 5,0

max. 33000

periphere chirurgische
Implantation (A. fem.)

Furnau G, Thiele H. Notf.med

Impella Recover®™
LP 2.5

max. 2,5

max. 51000

perkutan
(A, fern.)

TandemHeart™

21 vends
12-19 arteriell

max. 4,0

max. 7500

perkutan (A. fem.
und linkes Atriumn nach
transseptaler Punktion)

bis 14 Tage

. up2date 2011; 6: 257-268



Perkutane Assist Devices

Furnau G, Thiele H. NoRe 2011
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Klinik fir Innere Medizin/Kardiologie, Universitat Leipzig; Herzzentrum, Leipzig

Invasive Kreislaufunter-

stutzungssysteme bei intra- und
interhospitalen Transporten

Aktuell keine Routine
- In Zukunft vielleicht haufiger

- ldeal Spoke und Hub-System

UNIVERSITAT LEIPZIG :
Fuernau, Thiele. Notfall Rettungsmed 2011;14:630-634




Zusammenfassung

m 12-Kanal-EKG zwingend notwendig
m O, nur wenn SaO, <95 %
m ASS und Heparin i.v. als Standardtherapie

m Kardiogenen Schock erkennen
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