
 

 

Revascularization of cardiogenic shock complicating acute myocardial infarction. 
Even in the thrombolytic era, cardiogenic shock is seen in 5% to 10% of patients with acute myocardial infarction (AMI), 
which has a mortality of up to 80% by one year.1 
Historical reviews of unrandomized retrospective data, on the effects of 
early revascularization (RV) in patients with post–myocardial infarction 
cardiogenic shock, found reduced mortality following coronary artery 
bypass graft surgery (CABG) or percutaneous transluminal coronary 
angioplasty (PTCA) to 33% and 42%, respectively.2 Recently, some 
prospective randomized trials have been performed to compare early RV 
with a policy of initial vigorous medical stabilization comprising 
thrombolysis, intravenous inotropes, and intra-aortic balloon 
counterpulsation (IABP), with the option of delayed RV. For several 
reasons, recruitment into these trials was slow and difficult, resulting in 
premature discontinuation of most.2 A summary of these randomized 
trials is shown in the Table below.    

Trial Comparison N Outcome 

SHOCK Early RV vs initial 
medical Rx + late RV 302 

Early RV better at 6 
month and 1 year but not 
at 3 months 

SMASH Emergency RV vs 
medical Rx 55 

No difference in the 2 
strategies 
Stopped early (slow 
recruitment) 

HEROICS Medical Rx vs RV vs 
IABP + thrombolysis  Stopped early—poor 

recruitment 

TACTICS RV vs IABP-assisted 
thrombolysis  Stopped early—poor 

recruitment 

Table. Results of randomized trials. IABP, intra-aortic balloon 
counterpulsation; Rx, treatment; RV, revascularization.  
The Swiss Multicentre trial of Angioplasty for SHock (SMASH) found 
no survival benefit from emergency RV compared with medically 
treated patients.3 Patients in this trial were randomized within 48 hours 
of AMI onset to emergency RV or medical treatment at a median time 
of 3.3 hours. RV was performed in 28 of the 32 patients in this arm. The 
30-day mortality was 69% in the revascularized group versus 78% in the 
group treated medically (relative risk 0.88; 95% confidence interval 0.6-
1.2). However, only 55 patients were randomized in this small study 
before it was stopped early due to slow recruitment. It was therefore 
unable to detect a clinically meaningful result. 
The How Effective are Revascularization Options In Cardiogenic Shock 
(HEROICS) trial was discontinued prematurely because of poor 
recruitment. It set out to randomize 100 patients to one of 3 treatment 
strategies (medical treatment, RV, or thrombolysis augmented by IABP) 
and look at the 30-day mortality rates.4 The 

Thrombolysis And Counterpulsation To Improve Cardiogenic Shock 
survival (TACTICS) trial was similarly discontinued due to recruitment 
problems, but also addressed the value of IABP-assisted thrombolysis.5  
Currently, only one completed randomized trial is available to guide 
therapy in cardiogenic shock. The Should We Emergently Revascularize 
Occluded Coronaries For Shock (SHOCK) trial1 randomized 302 
patients over a period of 5 years to receive either early RV with PTCA 
or CABG (within 6 hours of randomization) or initial medical 
stabilization (thrombolysis, inotropes, IABP) with the option of late RV. 
Although emergency RV did not significantly reduce 30-day mortality 
(46% in the revascularized group vs 56% in the medically treated group, 
P=0.11), after 6 months there was a significant survival benefit with RV 
(mortality 50% with RV vs 63% with medical therapy, P=0.027), which 
extended to 1 year (mortality 66% vs 53%, P<0.03). Subgroup analysis 
suggested that patients <75 years specifically benefited from RV both at 
30 days and 6 months. 30 days, mortality with RV was lower (41%) 
than those treated medically (57%, P=0.01); this was also the case at 12 
months (48% in the revascularized group vs 67% in the medically 
treated group, P=0.01). Compared with historical data, the mortality in 
the conservatively treated group was low, which might suggest benefit 
with an aggressive medical strategy on its own. 
Evidence from the SHOCK trial suggests that it would be 
reasonable to consider a more proactive approach with early IABP-
assisted RV in younger (<75 years) patients with shock complicating 
AMI. Where this may not be feasible, medical stabilization with 
thrombolysis, inotropic agents, and IABP may be initially valuable 
allowing time to consider the option of delayed RV. A selective 
approach may be advocated for the elderly.  ❏  
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