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Abstract: Background and Objectives: Extracorporeal membrane oxygenation (ECMO) can be helpful
in patients with cardiogenic shock associated with myocardial infarction, and its early use can
improve the patient survival rate. In this study, we report a mortality rate-difference analysis that
examined the time and location of shock occurrence. Materials and Methods: We enrolled patients who
underwent ECMO due to cardiogenic shock related to myocardial infarction and assigned them to
either a pre- or post-admission shock group. The primary outcome was the 1-month mortality rate; a
subgroup analysis was conducted to assess the effect of bailout ECMO. Results: Of the 113 patients
enrolled, 67 (38 with pre-admission shock, 29 with post-admission shock) were analysed. Asystole
was more frequently detected in the pre-admission shock group than in the post-admission group.
In both groups, the commonest culprit lesion location was in the left anterior descending artery.
Cardiopulmonary resuscitation was performed significantly more frequently and earlier in the pre-
admission group. The 1-month mortality rate was significantly lower in the pre-admission group
than in the post-admission group. Male sex and ECMO duration (≥6 days) were factors significantly
related to the reduced mortality rate in the pre-admission group. In the subgroup analysis, the
mortality rate was lower in patients receiving bailout ECMO than in those not receiving it; the
difference was not statistically significant. Conclusions: ECMO application resulted in lower short-
term mortality rate among patients with out-of-hospital cardiogenic shock onset than with in-hospital
shock onset; early cardiopulmonary resuscitation and ECMO might be helpful in select patients.

Keywords: cardiogenic shock; coronary artery; ECMO; mortality; myocardial infarction

1. Introduction

ST-segment elevation myocardial infarction (STEMI) remains a major cause of death,
worldwide, despite advances in treatment strategies [1,2]. Additionally, STEMI is associ-
ated with an increased risk of cardiogenic shock (CS), and patients presenting with both
myocardial infarction (MI) and CS have a very high mortality rate [3,4]. Therefore, early
revascularisation, involving techniques such as percutaneous coronary intervention or
coronary artery bypass graft, is the cornerstone of the management for patients with STEMI
and CS [5–7]. However, despite revascularisation, patients may remain hemodynamically
unstable, leading to CS [7]. In such cases, mechanical circulatory support can be help-
ful [4,7,8]. Extracorporeal membrane oxygenation (ECMO) is a mechanical circulatory
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support technique that may improve the survival rate of patients requiring cardiopul-
monary resuscitation (CPR) after CS [8–11]. In addition, extracorporeal CPR (ECPR), the
combination of CPR with ECMO, is also performed [12]. In patients with CS accompanied
by MI, studies on the effect of ECMO timing, relative to the start of hospitalisation, are
lacking. Thus, we reviewed our cases of ECMO use in patients with MI accompanied by
CS to determine whether there is a difference in the effectiveness of ECMO associated with
the time and place of CS occurrence.

2. Materials and Methods
2.1. Study Population

We retrospectively enrolled 113 patients who underwent ECMO due to CS, between
August 2013 and June 2020, at our institution. We grouped the patients according to when
shock occurred: pre-admission or post-admission. The pre-admission group included pa-
tients in whom shock occurred prior to their arrival at the emergency department (ED). The
post-admission group included those whose initial vital signs, upon arrival at the ED, were
stable and who developed shock in the ED after their initial vital sign were checked. CS
was defined as a systolic blood pressure (sBP) < 90 mmHg for >30 min or when supportive
intervention was required to maintain an sBP > 90 mmHg with evidence of end-organ
damage (altered mental status, urine output < 30 mL/h, or cool extremities), according to
the Korea Acute Myocardial Infarction—National Institutes of Health registry [13]. Patients
were excluded from the analysis if they did not undergo coronary angiography, had shock
associated with a noncardiogenic cause, or were transferred to other hospitals. The study
was approved by the Institutional Review Board (approval no. 2020-02-003) of Kangnam
Sacred Heart Hospital (Hallym University Seoul, Korea) and was performed in accordance
with the tenets of the Declaration of Helsinki.

2.2. Coronary Intervention, ECMO Insertion, and Control

Coronary intervention procedures and available medical therapy were performed
according to standard guidelines [14,15]. During the intervention, the attending physicians
determined the need for stents, thrombo-suction, and glycoprotein IIb/IIIa inhibitors.
The interventional cardiologist decided on the need for ECMO, after discussion with an
experienced heart team. The ECMO catheters were implanted, with angiographic guidance,
by cardiovascular surgeons or interventional cardiologists. After catheter insertion, a
cardiovascular surgeon controlled the ECMO; overall patient management involved the
cooperation of the surgeon and cardiologists.

2.3. Primary Endpoint and Subgroup Analysis

The primary outcome was all-cause death within 1 month (30 days). All deaths
were considered cardiac related unless an undisputed non-cardiac cause was documented.
For the subgroup analysis, we grouped the participants according to whether ECMO
was started as a bailout procedure, i.e., if ECMO insertion was performed prior to coro-
nary reperfusion.

2.4. Statistical Analysis

Student’s t-test and the Wilcoxon rank test were used to evaluate the differences
between the two groups. Categorical variables were analysed using the χ2 test and Fisher’s
exact test. The clinical outcomes were calculated based on Kaplan-Meier censoring esti-
mates, and a comparison of outcomes between the two groups was analysed using the
log-rank test. Hazard ratios and 95% confidence intervals were calculated using Cox
proportional regression. Statistical significance was defined as a two-sided p-value < 0.05.
All statistical analyses were performed using R (version 4.0.5, R Foundation for Statistical
Computing, Vienna, Austria).



Medicina 2021, 57, 886 3 of 12

3. Results
3.1. Baseline Characteristics

Among the 113 eligible patients, 67 were included in the final analysis, including
35 (29 males, 82.9%) in the pre-admission group and 32 (22 males, 68.8%) in the post-
admission group (Figure 1). The baseline characteristics of the patients in the two groups
were similar. ST-segment elevation was the most common initial electrocardiogram finding
in both groups. Non-ST segment elevation, before CS, was significantly higher in the post-
admission group. However, asystole and ventricular fibrillation on the electrocardiograms
were more common in the pre-admission group. All cardiac markers, including creatine
kinase-MB, troponin I, and B-type natriuretic peptide, were higher in the post-admission
group patients, with the elevations of creatine kinase-MB being statistically significant. All
patients underwent coronary angiography, and one patient in the pre-admission group
underwent an emergent coronary artery bypass graft. Three patients in the pre-admission
group failed reperfusion due to left ventricular rupture followed by MI, acute on chronic
total occlusion of infarct-related artery (Table 1).

Table 1. Baseline patient characteristics.

Pre-Admission Group
(n = 35)

Post-Admission Group
(n = 32) p-Value

Age (years) 65.0 (55.0–73.0) 68.5 (60.5–77.0) 0.46

Males, n (%) 29 (82.9) 22 (68.8) 0.29

BMI, kg/m2 23.2 (20.7–24.7) 25.2 (22.0–27.4) 0.03

Cardiovascular risk factors

Smoking 9 (25.7) 4 (12.5) 0.32

Hypertension 13 (37.1) 20 (62.5) 0.07

Diabetes mellitus 14 (40.0) 12 (37.5) 1.00

Chronic kidney
disease 1 (2.9) 7 (21.9) 0.04

Stroke 2 (5.7) 1 (3.1) 1.00

Previous PCI 6 (17.1) 3 (9.4) 0.57

Past medical history

Aspirin 11 (31.4) 4 (12.5) 0.12

Clopidogrel 4 (11.4) 0 (0) 0.15

Statins 4 (11.4) 6 (18.8) 0.62

ACEi/ARB 5 (14.3) 6 (18.8) 0.87

Calcium channel
blocker 4 (11.4) 4 (12.5) 1.00

Initial electrocardiogram

ST-segment
elevation 18 (51.4) 17 (53.1) 1.00

Non-ST-segment
elevation 2 (5.7) 14 (43.8) 0.001

Asystole 9 (25.7) 1 (3.1) 0.03

Ventricular
fibrillation 4 (11.4) 0 (0.0) 0.15

EF after
revascularization 24.0 (16.0–30.0) 19.5 (13.0–39.5) 0.64
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Table 1. Cont.

Pre-Admission Group
(n = 35)

Post-Admission Group
(n = 32) p-Value

Laboratory findings

WBC (×103/uL) 12.9 (9.8–15.0) 12.6 (8.4–16.6) 0.76

Haemoglobin (g/dL) 13.6 (12.8–14.9) 11.8 (10.0–13.7) 0.01

Platelets (×103/uL 5) 248.0 (168.5–309.0) 196.0 (165.5–260.0) 0.10

Creatinine (mg/dL) 1.1 (1.0–1.4) 1.5 (1.1–2.0) 0.02

Creatine kinase-MB
(ng/mL) 3.3 (1.8–21.7) 22.4 (3.5–97.6) 0.01

Troponin I (pg/mL) 8.2 (1.1–162.1) 71.8 (2.0–5981.4) 0.06

BNP (pg/dL) 161.2 (39.9–292.4) 326.6 (55.1–855.5) 0.58

Inotropes

Dopamine 30 (85.7) 29 (90.6) 0.81

Dobutamine 7 (20.0) 9 (28.2) 0.57

Norepinephrine 31 (88.6) 25 (78.1) 0.41

Coronary reperfusion strategy

PCI 31 (88.6) 32 (100.0) 0.15

CABG 1 (2.8) 0 (0.0) 1.00

Fail or none 3 (8.6) 0 (0.0) 0.27
EF, ejection fraction; PCI, percutaneous coronary intervention; WBC, white blood cell count. Values are presented
as median [interquartile range] or n (%). Abbreviations: ACEi, angiotensin-converting enzyme inhibitor; ARB,
angiotensin receptor blocker; BMI, body mass index; BNP, B-type natriuretic peptide; CABG, coronary artery
bypass graft.
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Figure 1. Study flow chart.

CPR was performed significantly more frequently on patients in the pre-admission
group than in the post-admission group; the CPR duration was also longer in the pre-
admission group, but the difference was not significant. The time between CS occurrence
and coronary reperfusion was shorter in the post-admission group patients than in the
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pre-admission group; however, the difference was not statistically significant (p = 0.09). The
time between CS occurrence and ECMO insertion was not statistically different between
the two groups (p = 0.79). In the pre-admission group, 20 patients (57.1%) received bailout
ECMO, whereas 11 (34.4%) in the post-admission group received it (p = 0.06). In both
groups, the left anterior descending artery (LAD) was the most common culprit coronary
vessel (Table 2).

Table 2. Shock related factors in the pre- and post-admission groups.

Total
(n = 67)

Pre-Admission
Group
(n = 35)

Post-Admission
Group
(n = 32)

p-Value

CPR 44 (65.7) 28 (80.0) 17 (53.1) 0.02

CPR duration
(min) 32.5 (14.5–53.5) 43.5 (18.0–55.5) 30.0 (13.0–43.0) 0.19

Shock to CPR
interval (min) 8.5 (1.5–55.0) 5.0 (0–14.5) 50.0 (7.0–237.0) <0.01

Shock to
ECMO

interval (min)

92.0
(54.0–148.0) 92.0 (63.5–148.0) 90.0 (51.0–190.0) 0.79

Shock to
reperfusion

interval (min)
65.0 (1.5–113.0) 69.0 (47.0–106.5) 35.0 (−139.0–115.5) 0.09

ECMO
duration 5.0 (2.0–8.0) 5.0 (2.0–7.0) 6.0 (2.0–8.5) 0.37

Bailout
ECMO 31 (46.3) 20 (57.1) 11 (34.4) 0.06

Culprit site

LM 9 (13.4) 6 (17.1) 3 (9.4) 0.57

LAD 34 (50.7) 17 (48.6) 17 (53.1) 0.90

LCx 6 (9.0) 3 (8.6) 3 (9.4) 1.00

RCA 18 (26.9) 9 (25.7) 9 (28.1) 1.00

Hospital
duration 10.0 (3.0–23.5) 11.0 (2.0–25.5) 9.0 (5.0–21.0) 0.95

1-Month
mortality 48 (71.6) 21 (60.0) 27 (84.4) 0.03

Values are presented as median [interquartile range) or n (%). Abbreviations: CPR, cardiopulmonary resuscitation;
ECMO, extracorporeal membrane oxygenation; LAD, left anterior descending artery; LCx, left circumflex artery;
LM, left main; min, minutes; RCA, right coronary artery.

3.2. One-Month Mortality and Related Factors

The 1-month mortality rate was lower in the pre-admission group (60.0%) than in the
post-admission group (84.4%, p = 0.05). The cumulative mortalities were also significantly
lower in the pre-admission group than in the post-admission group (Figure 2).
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Figure 2. Kaplan-Meier survival plot of one-month mortality.

Cox proportional regression was performed to investigate the factors associated with
differences in mortality rates between the groups; the factors investigated were age; sex;
past history of hypertension, diabetes, chronic kidney disease, stroke, and/or previous
percutaneous coronary intervention; history of undertaking aspirin, clopidogrel, statin,
renin-angiotensin system blocker, and/or calcium channel blocker therapy; ejection fraction
after revascularisation; culprit coronary lesion (left main coronary artery or LAD); CPR
duration; ECMO duration; and the need for bailout ECMO. Advanced age and post-
admission CS were significantly associated with increased mortality. However, male
patients and ECMO durations of more than 6 days seemed protective, with significantly
lower mortality rates (Table 3).

Table 3. Hazard ratios for the factors possibly related to the mortality rate.

Values
Hazard Ratio

Univariable Analysis p-Value Multivariable Analysis p-Value

Age (≥70 years) 2.22 (1.25–3.94) 0.01 2.07 (1.15–3.73) 0.02

Male sex 0.34 (0.18–0.63) <0.01 0.38 (0.19–0.70) <0.01

Hypertension 0.99 (0.56–1.74) 0.97

Diabetes
mellitus 0.98 (0.55–1.76) 0.95

Chronic kidney
disease 1.00 (0.43–2.36) 0.99

Stroke 0.37 (0.05–2.68) 0.32

Previous PCI 0.94 (0.42–2.09) 0.88

Aspirin 0.59 (0.29–1.23) 0.16

Clopidogrel 1.02 (0.32–3.33) 0.96

Statins 0.95 (0.43–2.12) 0.90

ACEi/ARB 0.61 (0.26–1.44) 0.26
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Table 3. Cont.

Values
Hazard Ratio

Univariable Analysis p-Value Multivariable Analysis p-Value

CCB 0.37 (0.11–1.19) 0.09

Post-
revascularization

EF (≥30%)
0.79 (0.40–1.60) 0.52

CPR start (≤9
min) 0.89 (0.47–1.73) 0.73

CPR duration 1.01 (0.99–1.02) 0.14

ECMO duration
(≥6 days) 0.43 (0.24–0.77) 0.005 0.38 (0.21–0.72) 0.01

PCI to LM or
LAD 1.15 (0.63–2.09) 0.66

Bailout ECMO 0.82 (0.46–1.45) 0.50

In-hospital
shock 1.77 (0.99–3.16) 0.053 2.02 (1.07–3.81) 0.03

ACEi, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; CCB, calcium channel blocker;
CPR, cardiopulmonary resuscitation; EF, ejection fraction; ECMO, extracorporeal membrane oxygenation; LAD,
left anterior descending artery; LM, left main; min, minutes; PCI, percutaneous coronary intervention; RCA, right
coronary artery.

3.3. Subgroup Analysis of Bailout ECMO

The subgroup analysis of bailout ECMO involved the 31 patients (20 in the pre-
admission group and 11 in the post-admission group) receiving this intervention. The
bailout group showed better 1-month mortality results than the non-bailout group in the
Kaplan–Meier analysis, although the difference was not statistically significant (Figure 3).
We investigated the factors associated with bailout ECMO insertion, and found that ad-
vanced age (≥70 years), preadmission CS, absence of hypertension, and starting CRP
within 9 min of the MI were beneficial; however, the benefits were not statistically signif-
icant (Supplementary Table S1). There was no between-group difference in the primary
outcome according to the use of bailout ECMO (Supplementary Figure S1).
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4. Discussion

In this study, we compared the features of, and 1-month mortality rates for patients
with CS subsequent to an MI, and who received ECMO before or after hospital admis-
sion. The interval between the development of CS and the application of ECMO was
not significantly different between the groups. CPR was performed significantly more
frequently in the pre-admission group than in the post-admission group, and the interval
between CS development and CPR performance was shorter in the pre-admission group.
The analysis of the patients indicated that the 1-month mortality rate was also lower in
the pre-admission group. Our analysis of the factors related to the difference in mortality
rates suggested that male sex and an ECMO duration of more than 6 days were statistically
significant factors associated with the difference. A subgroup analysis suggested that the
use of bailout ECMO did not result in a significant difference in the 1-month mortality rate,
relative to the non-bailout ECMO.

In some studies, sex has not been associated with mortality rates following CS-
complicated MIs, although females have been reported to have more advanced events [16,17].
In contrast, Vallabhajosyula et al. reported that female sex is an independent factor associ-
ated with poor outcomes, particularly in older patients [18]. Our report similarly showed
that male sex was a factor associated with better outcomes in patients receiving ECMO due
to CS. However, the existence of sex-related outcome differences remains controversial,
and the reason for such differences remains unclear [16].

Out-of-hospital cardiac arrests (OHCAs) are well known to have worse outcomes
than in-hospital cardiac arrests (IHCAs) [19–23]. However, our review of patients who
received ECMO due to CS related to MIs documented better mortality outcomes for the
patients in the pre-admission group than for those in the post-admission group. Several
reasons may explain this difference between our study and those examining IHCAs versus
OHCAs. First, the different inclusion criteria may have contributed. As mentioned above,
our study included only patients with CS-complicated MIs. Second, CPR, particularly
cardiac compressions, was performed more frequently in patients in the pre-admission
group than in those in the post-admission group, leading to a shorter interval between
CS and CPR. Finally, although not statistically significant, bailout ECMO tended to be
more common in patients in the pre-admission than in those in the post-admission group.
Thus, these factors might contribute to the difference in one-month mortality rates between
the groups.

In our hospital setting, clinicians tend to consider the condition of patients with out-of-
hospital CS as being more severe. Although CS, itself, may be a risk factor for in-hospital
mortality, the patient information related to CS that might affect mortality rates, such
as interval between shock occurrence and the application of CPR, may be insufficient
for patients in the pre-admission group [24]. Conversely, patients in the post-admission
group received full monitoring, including electrocardiograms and vital sign measurements
during admission. Therefore, if shock occurred after admission, its detection and the clinical
decision to administer epinephrine, CPR, or other interventions could be made earlier than
for patients in the pre-admission group. Hence, these advantages for the patients in the
post-admission group might interrupt the decision to initiate cardiac compressions and
begin bailout ECMO. For patients in the pre-admission group, accurately determining the
time of shock onset is more difficult than for patients in the post-admission group, making
the use of epinephrine impossible. Hence, the decision to perform cardiac compressions
may be made earlier, and clinicians might decide to begin ECMO first, rather than coronary
revascularisation, in the patients in the pre-admission group. Thus, although patients in
the pre-admission group might have been in CS longer than those in the post-admission
group, their exposure to hypoxic injury may have been reduced; this might have resulted
in the lower cumulative mortality in the pre-admission group.

ECMO is a mechanical circulatory support (MCS) technique that may help salvage
patients experiencing CS or cardiac arrest [25,26]. The ECMO circuit employs a pump and
an oxygenator that can provide extracorporeal gas exchange and supply oxygenated blood
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to the systemic circulation, promoting patient recovery [26]. ECMO has several beneficial
effects in patients with MIs complicated by CS. In particular, it reduces left ventricular
volumes and myocardial oxygen consumption, which may limit the infarct size [7,8].
Hence, this is part of the rationale for introducing ECPR and its reported benefits [27].
Although ECPR did not show a beneficial effect in our study, previous studies have
documented that ECPR in patients with IHCAs showed better outcomes than in patients
with OHCAs [9,28,29]. In addition, Wang et al. reported that ECPR might be beneficial for
selected patients with OHCAs [11]. Although additional research on the effects of ECMO
is necessary, research involving such MCS devices remains lacking because of the logistical
and ethical limitations of research involving CS patients. Therefore, the early use of MCS
devices, including intra-aortic balloon pumps, Impella® heart pumps, TandemHeart®

ventricular assist devices, and ECMO, continues to have only a low evidence-based level
recommendation in the current guidelines (Class IIb) [30,31]. Nevertheless, several studies
have reported that veno-arterial ECMO might be considered for early use in selected
patients with refractory CS [32–36]. Furthermore, a recent systematic review documented
that the temporary use of veno-arterial ECMO could provide survival benefits for patients
with MI-induced CS [37]. Based on our results, the application of ECMO might be helpful
for some patients who develop out-of-hospital CS secondary to an MI.

Our study has several limitations. First, despite enrolling all patients who received
ECMO due to post-MI CS since our centre introduced ECMO, our cohort was small. Thus,
comparing the values between the groups might be inaccurate. Moreover, an initial learning
period was required for physicians to become accustomed to the ECMO procedure. This
may have caused the initial mortality rate to be overestimated. Second, the retrospective
nature of the study necessitated dependence on the data present in the electronic medical
records. Thus, some data, particularly past medical history information, might have been
missing. Regardless, the significant difference in mortality rate associated with ECMO use
in the pre-admission group, compared with the post-admission group, and the observation
that age, male sex, ECMO duration, and in-hospital CS were statistically significant factors
in both the unadjusted and adjusted models, was important. Third, similar to the above,
there were some possible inaccuracies in our analysis of the electronic medical record
data. When patients developed CS outside of a hospital, determining the duration of
shock depended on emergency responder documents or witness statements. Conversely,
when CS occurs in-hospital, wherever in the ED or during an angiogram, although there
may be some delays in recording the exact time of events, the electronic medical records
can be considered to be within an acceptable margin of error. Despite these limitations,
our retrospective, single-centre review attempted to overcome the logistical and ethical
limitations by retrospectively analysing all cases of ECMO due to CS. Furthermore, our
data were selective for CS events that were accompanied with myocardial infarction, and
our study reflected real-world practice, including ECPR, ECMO without CPR, and bailout
ECMO. For these reasons, our study provides important clinical information about the
potential benefits of ECMO for patients with MI-related CS.

5. Conclusions

In conclusion, the use of ECMO in patients with out-of-hospital CS might reduce
mortality. In addition, early CPR in conjunction with ECMO might be helpful for select
patients with CS. This study also provides the impetus for future research.
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group Table S1: The factors associated with bailout ECMO insertion.
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LAD left anterior descending artery
MCS mechanical circulatory support
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OHCAs Out-of-hospital cardiac arrests
sBP systolic blood pressure
STEMI ST-segment elevation myocardial infarction

References
1. Choudhury, T.; West, N.E.; El-Omar, M. ST elevation myocardial infarction. Clin. Med. 2016, 16, 277–282. [CrossRef]
2. Miyachi, H.; Takagi, A.; Miyauchi, K.; Yamasaki, M.; Tanaka, H.; Yoshikawa, M.; Saji, M.; Suzuki, M.; Yamamoto, T.; Shimizu,

W.; et al. Current characteristics and management of ST elevation and non-ST elevation myocardial infarction in the Tokyo
metropolitan area: From the Tokyo CCU network registered cohort. Heart Vessels 2016, 31, 1740–1751. [CrossRef]

3. Goldberg, R.J.; Gore, J.M.; Alpert, J.S.; Osganian, V.; de Groot, J.; Bade, J.; Chen, Z.; Frid, D.; Dalen, J.E. Cardiogenic shock after
acute myocardial infarction. Incidence and mortality from a community-wide perspective, 1975 to 1988. N. Engl. J. Med. 1991,
325, 1117–1122. [CrossRef]

4. Vahdatpour, C.; Collins, D.; Goldberg, S. Cardiogenic Shock. J. Am. Heart Assoc. 2019, 8, e011991. [CrossRef] [PubMed]
5. Jeger, R.V.; Radovanovic, D.; Hunziker, P.R.; Pfisterer, M.E.; Stauffer, J.C.; Erne, P.; Urban, P.; Investigators, A.P.R. Ten-year trends

in the incidence and treatment of cardiogenic shock. Ann. Intern. Med. 2008, 149, 618–626. [CrossRef]
6. Hochman, J.S.; Sleeper, L.A.; Webb, J.G.; Dzavik, V.; Buller, C.E.; Aylward, P.; Col, J.; White, H.D.; Investigators, S. Early

revascularization and long-term survival in cardiogenic shock complicating acute myocardial infarction. JAMA 2006, 295,
2511–2515. [CrossRef]

7. Spence, N.; Abbott, J.D. Coronary Revascularization in Cardiogenic Shock. Curr. Treat. Options Cardiovasc. Med. 2016, 18,
1. [CrossRef]

8. Rihal, C.S.; Naidu, S.S.; Givertz, M.M.; Szeto, W.Y.; Burke, J.A.; Kapur, N.K.; Kern, M.; Garratt, K.N.; Goldstein, J.A.; Dimas, V.;
et al. 2015 SCAI/ACC/HFSA/STS Clinical Expert Consensus Statement on the Use of Percutaneous Mechanical Circulatory
Support Devices in Cardiovascular Care: Endorsed by the American Heart Assocation, the Cardiological Society of India, and
Sociedad Latino Americana de Cardiologia Intervencion; Affirmation of Value by the Canadian Association of Interventional
Cardiology-Association Canadienne de Cardiologie d’intervention. J. Am. Coll. Cardiol. 2015, 65, e7–e26. [CrossRef] [PubMed]

9. Chen, Y.S.; Yu, H.Y.; Huang, S.C.; Lin, J.W.; Chi, N.H.; Wang, C.H.; Wang, S.S.; Lin, F.Y.; Ko, W.J. Extracorporeal membrane
oxygenation support can extend the duration of cardiopulmonary resuscitation. Crit. Care Med. 2008, 36, 2529–2535. [CrossRef]

10. Chen, Y.S.; Lin, J.W.; Yu, H.Y.; Ko, W.J.; Jerng, J.S.; Chang, W.T.; Chen, W.J.; Huang, S.C.; Chi, N.H.; Wang, C.H.; et al.
Cardiopulmonary resuscitation with assisted extracorporeal life-support versus conventional cardiopulmonary resuscitation in
adults with in-hospital cardiac arrest: An observational study and propensity analysis. Lancet 2008, 372, 554–561. [CrossRef]

http://doi.org/10.7861/clinmedicine.16-3-277
http://doi.org/10.1007/s00380-015-0791-9
http://doi.org/10.1056/NEJM199110173251601
http://doi.org/10.1161/JAHA.119.011991
http://www.ncbi.nlm.nih.gov/pubmed/30947630
http://doi.org/10.7326/0003-4819-149-9-200811040-00005
http://doi.org/10.1001/jama.295.21.2511
http://doi.org/10.1007/s11936-015-0423-9
http://doi.org/10.1016/j.jacc.2015.03.036
http://www.ncbi.nlm.nih.gov/pubmed/25861963
http://doi.org/10.1097/CCM.0b013e318183f491
http://doi.org/10.1016/S0140-6736(08)60958-7


Medicina 2021, 57, 886 11 of 12

11. Wang, C.H.; Chou, N.K.; Becker, L.B.; Lin, J.W.; Yu, H.Y.; Chi, N.H.; Hunag, S.C.; Ko, W.J.; Wang, S.S.; Tseng, L.J.; et al.
Improved outcome of extracorporeal cardiopulmonary resuscitation for out-of-hospital cardiac arrest—A comparison with that
for extracorporeal rescue for in-hospital cardiac arrest. Resuscitation 2014, 85, 1219–1224. [CrossRef]

12. Kim, H.; Cho, Y.H. Role of extracorporeal cardiopulmonary resuscitation in adults. Acute Crit. Care 2020, 35, 1–9. [CrossRef]
13. Lee, J.M.; Rhee, T.M.; Hahn, J.Y.; Kim, H.K.; Park, J.; Hwang, D.; Choi, K.H.; Kim, J.; Park, T.K.; Yang, J.H.; et al. Multivessel

Percutaneous Coronary Intervention in Patients with ST-Segment Elevation Myocardial Infarction with Cardiogenic Shock. J. Am.
Coll. Cardiol. 2018, 71, 844–856. [CrossRef] [PubMed]

14. Levine, G.N.; Bates, E.R.; Blankenship, J.C.; Bailey, S.R.; Bittl, J.A.; Cercek, B.; Chambers, C.E.; Ellis, S.G.; Guyton, R.A.; Hollenberg,
S.M.; et al. 2015 ACC/AHA/SCAI Focused Update on Primary Percutaneous Coronary Intervention for Patients With ST-
Elevation Myocardial Infarction: An Update of the 2011 ACCF/AHA/SCAI Guideline for Percutaneous Coronary Intervention
and the 2013 ACCF/AHA Guideline for the Management of ST-Elevation Myocardial Infarction. J. Am. Coll. Cardiol. 2016, 67,
1235–1250. [CrossRef] [PubMed]

15. Ibanez, B.; James, S.; Agewall, S.; Antunes, M.J.; Bucciarelli-Ducci, C.; Bueno, H.; Caforio, A.L.P.; Crea, F.; Goudevenos, J.A.;
Halvorsen, S.; et al. 2017 ESC Guidelines for the management of acute myocardial infarction in patients presenting with ST-
segment elevation: The Task Force for the management of acute myocardial infarction in patients presenting with ST-segment
elevation of the European Society of Cardiology (ESC). Eur. Heart J. 2018, 39, 119–177. [CrossRef]

16. Wong, S.C.; Sleeper, L.A.; Monrad, E.S.; Menegus, M.A.; Palazzo, A.; Dzavik, V.; Jacobs, A.; Jiang, X.; Hochman, J.S.; Investigators,
S. Absence of gender differences in clinical outcomes in patients with cardiogenic shock complicating acute myocardial infarction.
A report from the SHOCK Trial Registry. J. Am. Coll. Cardiol. 2001, 38, 1395–1401. [CrossRef]

17. Sadowski, M.; Gutkowski, W.; Raczynski, G.; Gierlotka, M.; Polonski, L. Mortality in cardiogenic shock complicating acute
myocardial infarction due to left main coronary artery disease: Does gender matter? Przegl. Lek. 2014, 71, 117–121. [PubMed]

18. Vallabhajosyula, S.; Vallabhajosyula, S.; Dunlay, S.M.; Hayes, S.N.; Best, P.J.M.; Brenes-Salazar, J.A.; Lerman, A.; Gersh, B.J.; Jaffe,
A.S.; Bell, M.R.; et al. Sex and Gender Disparities in the Management and Outcomes of Acute Myocardial Infarction-Cardiogenic
Shock in Older Adults. Mayo Clin. Proc. 2020, 95, 1916–1927. [CrossRef] [PubMed]

19. Hoybye, M.; Stankovic, N.; Holmberg, M.; Christensen, H.C.; Granfeldt, A.; Andersen, L.W. In-Hospital vs. Out-of-Hospital
Cardiac Arrest: Patient Characteristics and Survival. Resuscitation 2021, 158, 157–165. [CrossRef]

20. Goldberger, Z.D.; Chan, P.S.; Berg, R.A.; Kronick, S.L.; Cooke, C.R.; Lu, M.; Banerjee, M.; Hayward, R.A.; Krumholz, H.M.;
Nallamothu, B.K.; et al. Duration of resuscitation efforts and survival after in-hospital cardiac arrest: An observational study.
Lancet 2012, 380, 1473–1481. [CrossRef]

21. Reynolds, J.C.; Frisch, A.; Rittenberger, J.C.; Callaway, C.W. Duration of resuscitation efforts and functional outcome after
out-of-hospital cardiac arrest: When should we change to novel therapies? Circulation 2013, 128, 2488–2494. [CrossRef] [PubMed]

22. McNally, B.; Robb, R.; Mehta, M.; Vellano, K.; Valderrama, A.L.; Yoon, P.W.; Sasson, C.; Crouch, A.; Perez, A.B.; Merritt, R.; et al.
Out-of-hospital cardiac arrest surveillance—Cardiac Arrest Registry to Enhance Survival (CARES), United States, October 1,
2005–December 31, 2010. MMWR Surveill. Summ. 2011, 60, 1–19.

23. Peberdy, M.A.; Kaye, W.; Ornato, J.P.; Larkin, G.L.; Nadkarni, V.; Mancini, M.E.; Berg, R.A.; Nichol, G.; Lane-Trultt, T. Cardiopul-
monary resuscitation of adults in the hospital: A report of 14720 cardiac arrests from the National Registry of Cardiopulmonary
Resuscitation. Resuscitation 2003, 58, 297–308. [CrossRef]

24. Goldberg, R.J.; Spencer, F.A.; Gore, J.M.; Lessard, D.; Yarzebski, J. Thirty-year trends (1975 to 2005) in the magnitude of,
management of, and hospital death rates associated with cardiogenic shock in patients with acute myocardial infarction: A
population-based perspective. Circulation 2009, 119, 1211–1219. [CrossRef]

25. Keebler, M.E.; Haddad, E.V.; Choi, C.W.; McGrane, S.; Zalawadiya, S.; Schlendorf, K.H.; Brinkley, D.M.; Danter, M.R.; Wigger,
M.; Menachem, J.N.; et al. Venoarterial Extracorporeal Membrane Oxygenation in Cardiogenic Shock. JACC Heart Fail. 2018, 6,
503–516. [CrossRef]

26. Rao, P.; Khalpey, Z.; Smith, R.; Burkhoff, D.; Kociol, R.D. Venoarterial Extracorporeal Membrane Oxygenation for Cardiogenic
Shock and Cardiac Arrest. Circ. Heart Fail. 2018, 11, e004905. [CrossRef]

27. De Charriere, A.; Assouline, B.; Scheen, M.; Mentha, N.; Banfi, C.; Bendjelid, K.; Giraud, R. ECMO in Cardiac Arrest: A Narrative
Review of the Literature. J. Clin. Med. 2021, 10, 534. [CrossRef] [PubMed]

28. Sakamoto, T.; Morimura, N.; Nagao, K.; Asai, Y.; Yokota, H.; Nara, S.; Hase, M.; Tahara, Y.; Atsumi, T.; Group, S.-J.S. Extracorporeal
cardiopulmonary resuscitation versus conventional cardiopulmonary resuscitation in adults with out-of-hospital cardiac arrest:
A prospective observational study. Resuscitation 2014, 85, 762–768. [CrossRef]

29. Wengenmayer, T.; Rombach, S.; Ramshorn, F.; Biever, P.; Bode, C.; Duerschmied, D.; Staudacher, D.L. Influence of low-flow time
on survival after extracorporeal cardiopulmonary resuscitation (eCPR). Crit. Care 2017, 21, 157. [CrossRef] [PubMed]

30. Link, M.S.; Berkow, L.C.; Kudenchuk, P.J.; Halperin, H.R.; Hess, E.P.; Moitra, V.K.; Neumar, R.W.; O’Neil, B.J.; Paxton, J.H.;
Silvers, S.M.; et al. Part 7: Adult Advanced Cardiovascular Life Support: 2015 American Heart Association Guidelines Update
for Cardiopulmonary Resuscitation and Emergency Cardiovascular Care. Circulation 2015, 132, S444–S464. [CrossRef] [PubMed]

31. Mandawat, A.; Rao, S.V. Percutaneous Mechanical Circulatory Support Devices in Cardiogenic Shock. Circ. Cardiovasc. Interv.
2017, 10, e004337. [CrossRef] [PubMed]

http://doi.org/10.1016/j.resuscitation.2014.06.022
http://doi.org/10.4266/acc.2020.00080
http://doi.org/10.1016/j.jacc.2017.12.028
http://www.ncbi.nlm.nih.gov/pubmed/29471935
http://doi.org/10.1016/j.jacc.2015.10.005
http://www.ncbi.nlm.nih.gov/pubmed/26498666
http://doi.org/10.1093/eurheartj/ehx393
http://doi.org/10.1016/S0735-1097(01)01581-9
http://www.ncbi.nlm.nih.gov/pubmed/25154205
http://doi.org/10.1016/j.mayocp.2020.01.043
http://www.ncbi.nlm.nih.gov/pubmed/32861335
http://doi.org/10.1016/j.resuscitation.2020.11.016
http://doi.org/10.1016/S0140-6736(12)60862-9
http://doi.org/10.1161/CIRCULATIONAHA.113.002408
http://www.ncbi.nlm.nih.gov/pubmed/24243885
http://doi.org/10.1016/S0300-9572(03)00215-6
http://doi.org/10.1161/CIRCULATIONAHA.108.814947
http://doi.org/10.1016/j.jchf.2017.11.017
http://doi.org/10.1161/CIRCHEARTFAILURE.118.004905
http://doi.org/10.3390/jcm10030534
http://www.ncbi.nlm.nih.gov/pubmed/33540537
http://doi.org/10.1016/j.resuscitation.2014.01.031
http://doi.org/10.1186/s13054-017-1744-8
http://www.ncbi.nlm.nih.gov/pubmed/28637497
http://doi.org/10.1161/CIR.0000000000000261
http://www.ncbi.nlm.nih.gov/pubmed/26472995
http://doi.org/10.1161/CIRCINTERVENTIONS.116.004337
http://www.ncbi.nlm.nih.gov/pubmed/28500136


Medicina 2021, 57, 886 12 of 12

32. Pagani, F.D.; Lynch, W.; Swaniker, F.; Dyke, D.B.; Bartlett, R.; Koelling, T.; Moscucci, M.; Deeb, G.M.; Bolling, S.; Monaghan, H.;
et al. Extracorporeal life support to left ventricular assist device bridge to heart transplant: A strategy to optimize survival and
resource utilization. Circulation 1999, 100, II206–II210. [CrossRef] [PubMed]

33. Hoefer, D.; Ruttmann, E.; Poelzl, G.; Kilo, J.; Hoermann, C.; Margreiter, R.; Laufer, G.; Antretter, H. Outcome evaluation of the
bridge-to-bridge concept in patients with cardiogenic shock. Ann. Thorac. Surg. 2006, 82, 28–33. [CrossRef] [PubMed]

34. Society of Thoracic Surgeons Blood Conservation Guideline Task Force; Ferraris, V.A.; Brown, J.R.; Despotis, G.J.; Hammon,
J.W.; Reece, T.B.; Saha, S.P.; Song, H.K.; Clough, E.R.; Society of Cardiovascular Anesthesiologists Special Task Force on Blood
Transfusion; et al. 2011 update to the Society of Thoracic Surgeons and the Society of Cardiovascular Anesthesiologists blood
conservation clinical practice guidelines. Ann. Thorac. Surg. 2011, 91, 944–982. [CrossRef]

35. Lorusso, R.; Centofanti, P.; Gelsomino, S.; Barili, F.; Di Mauro, M.; Orlando, P.; Botta, L.; Milazzo, F.; Actis Dato, G.; Casabona,
R.; et al. Venoarterial Extracorporeal Membrane Oxygenation for Acute Fulminant Myocarditis in Adult Patients: A 5-Year
Multi-Institutional Experience. Ann. Thorac. Surg. 2016, 101, 919–926. [CrossRef] [PubMed]

36. Burrell, A.J.; Pellegrino, V.A.; Wolfe, R.; Wong, W.K.; Cooper, D.J.; Kaye, D.M.; Pilcher, D.V. Long-term survival of adults with
cardiogenic shock after venoarterial extracorporeal membrane oxygenation. J. Crit. Care 2015, 30, 949–956. [CrossRef] [PubMed]

37. Zavalichi, M.A.; Nistor, I.; Nedelcu, A.E.; Zavalichi, S.D.; Georgescu, C.M.A.; Statescu, C.; Covic, A. Extracorporeal Membrane
Oxygenation in Cardiogenic Shock due to Acute Myocardial Infarction: A Systematic Review. Biomed. Res. Int 2020, 2020, 6126534.
[CrossRef] [PubMed]

http://doi.org/10.1161/circ.100.suppl_2.Ii-206
http://www.ncbi.nlm.nih.gov/pubmed/10567305
http://doi.org/10.1016/j.athoracsur.2006.02.056
http://www.ncbi.nlm.nih.gov/pubmed/16798182
http://doi.org/10.1016/j.athoracsur.2010.11.078
http://doi.org/10.1016/j.athoracsur.2015.08.014
http://www.ncbi.nlm.nih.gov/pubmed/26518372
http://doi.org/10.1016/j.jcrc.2015.05.022
http://www.ncbi.nlm.nih.gov/pubmed/26111916
http://doi.org/10.1155/2020/6126534
http://www.ncbi.nlm.nih.gov/pubmed/32382560

	Introduction 
	Materials and Methods 
	Study Population 
	Coronary Intervention, ECMO Insertion, and Control 
	Primary Endpoint and Subgroup Analysis 
	Statistical Analysis 

	Results 
	Baseline Characteristics 
	One-Month Mortality and Related Factors 
	Subgroup Analysis of Bailout ECMO 

	Discussion 
	Conclusions 
	References

