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Principaux messages 
 

• ICA sans choc :  

 

– la congestion est la principale cause d’admission 

– Les vasodilateurs sont les médicaments de choix 

 

• Choc cardiogénique 

– Le bas débit cardiaque et l’ischémie myocardique sont en 
première ligne 

– Privilégier NA+inotrope; ne pas donner d’adrénaline 

 

• « le temps est du muscle »  



Mebazaa et al, Crit Care Medicine 2008 



The 3 clinical scenarios 

Mebazaa et al, Crit Care Medicine 2008 



Who are the 3 clinical scenarios? 



CS1: ED: Dyspnea and/or Other Signs of 
Congestion + Elevated SBP ( > 150 mmHg) 

always 

      Acute pulmonary edema 
                   +  

 Dyspnea develops abruptly 

 Diffuse pulmonary edema 

 Minimal systemic edema 

It is a vascular illness 

 

+ Warning ! 

Patient is very often  

normovolemic  

or hypovolemic 



SK Ghandi, NEJM 2001, 344: 17-22 



CS2: CCU, Dyspnea+SBP 110 – 150mmHg 

Decompensated chronic  
heart failure 

 
+  

 Dyspnea develops gradually 

 Gradual increase in body weight 

 Systemic edema 

 Minimal pulmonary edema 

 

 It is a systemic illness: 

– Possible Renal dysfunction 

– Anemia 

– Low albumin 

– Increased Pulmonary Congestion 

– Systemic Congestion 

or  



CS3: ICU: Cardiogenic Shock: EFICA 
study - Symptoms on Admission 

SBP mmHg                126       93        139  <0.0001 

DBP mmHg    71       54          77  <0.0001 
Zannad F, Mebazaa A, et al. Eur J Heart Fail. 2006 



ALARM-HF: Patients characteristics 

at admission 

Follath et al Intensive Care Medicine 2011 
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ICU: CS3 

CCU:CS2 

Ward: CS1 

ALARM-HF: In hospital mortality of acute heart failure 

in ICU or CCU hospitalization (n=4953)  

n=2247 

n=1475 

n=1231 

Follath et al Intensive Care Medicine 2011 



Clinical Scenario 1 Is Associated With 

Winter Onset of AHF 

Hirai M et al, Circ J in press 2015 



Gheorghiade et al. Eur J Heart F 2010 



Abstract of the review 

« The main reason for hospitalization for acute heart failure is  

CONGESTION, rather than low cardiac output ».  

Gheorghiade et al. Eur J Heart F 2010 



RELAX trial: patients have preserved 

CI but a high RAP and very high PCWP 

Ponikowski et al Eur Heart J 2014 in press 

Serelaxin (n=34) Placebo (n=37) 

Pulmonary edema 

Kidney & liver dysfunction 

Normal values 

3 - 5 

2.5 – 3.0 

0 - 2 



Acute heart failure = Right & Left ventricular failure 
Results of meta-analysis 

Shiro Ishohara et al. 



Ronco et al. Eur Heart Journal 2010 



Cardio-renal type I 

Ronco et al. JACC 2008, 52:1527-39  Ronco et al. JACC 2008, 52:1527-39  

« acute » 
? 

? 
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Effects of CVP, CI, SBP and PcwP on worsening  

renal function in Acute Heart Failure patients  

Mullens et al. JACC 2009, 53:589-596 



Association between baseline creatinine level  

and invasive hemodynamics in AHF: results of a meta-analysis 
p=0.30 p=0.006 

p=0.58 

p=0.007 

Ishihara S et al.  





Liver dysfunction in AHF: 
Clinical characteristics 

N 944 261  740 427  

Clinical signs at baseline        

SBP (mmHg) 117 114 0.013 117 114 0.012 

DBP (mmHg) 71 69 0.073 70 71 NS 

HR (bpm) 83 83 NS 81 87 <0.001 

Peripheral edema (%) 65.8 79.3 <0.001 70.0 63.7 0.023 

Ascites (%) 16.9 31.0 <0.001 22.0 17.1 0.049 

Cold extremities (%) 20.8 26.1 0.076 19.6 25.5 0.022 

Biological parameters at baseline 

BNP (pg/mL) 1465.1 2250.9 <0.001 1464 1918 <0.001 

Initial hospitalization characteristics (%) 

Acute MI  19.0 10.7 0.002 11.1 30.1 <0.001 

LVEF 24.0 23.3 0.071 24.1 23.5 0.048 

Tricuspid regurgitation 45.8 52.9 0.04 51.6 40.8 <0.001 

All-cause mortality (%)       

at 31 d  11.1 14.6 NS 8.4 17.6 <0.001 

at 180 d  23.5 34.9 0.001 22.4 31.6 <0.001 

 

Alk Phosphatase 

normal abnormal 

Transaminases 

normal abnormal 
(37%) (22%) 

Nikolaou et al Eur Heart Journal  2013 
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Nikolaou et al Eur Heart Journal  2013 
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What is the safety/efficacy 

ratio for diuretics, 

vasodilators, catecholamines, 

vasopressors ? 
 





Mebazaa et al Intensive Care Medicine 2011 

inotropes 

ALARM-HF: IV treatment at admission 



(n=4953) 

(n=4167) 

(n=1930) 

(n=1617) 

Effect of IV drugs given during the first 48 hours 

in AHF patients on in-hospital mortality 



Two large trials to assess beneficial 
effects of vasodilators in AHF  

 

• TRUE-AHF: ularitide administered within 12 
hours after admission 

 

• RELAX-2: serelaxin in AHF 



Improvement in 180-d 
cardiovascular mortality 

Teerlink et al, Lancet 2012 



Beijing ……. 



Peso 

Peso Peso 

Peso 

PAOP 

      Baseline                          5 min SV                    9 min SV     

PAOP 

PAOP 

PAOP 

Acute LV dysfunction during failure-to-wean COPD 
 

Lemaire F, Teboul JL, Cinotti L et al. Anesthesiology 1988 ; 69 : 171-9 



Anguel et al. Increase in plasma protein concentration for diagnosis 
weaning-induced pulmonary oedema. Intensive Care Medicine 2008 

Failure-to-wean in COPD is related to 
congestion rather low cardiac output 

Failure-to-wean Failure-to-wean Success-to-wean Success-to-wean 



Failure-to-wean is associated with 
increase EVLW and plasma BNP 

Dres et al, Crit Care Med 2014 

Failure-to-wean Failure-to-wean 

Success-to-wean Success-to-wean 



Plasma levels of NT-proBNP associated 
to the level of heart dysfunction 

Abroug et al AJRCCM 2006 

RV 

dysfunction  

RV & LV 

dysfunction  



Dres et al, Intensive Care Med 2015 



浅草寺 



Pre-discharge therapy 

determines long term outcome  
 



Effects of beta-blockers on patients admitted 

for acute respiratory failure 

Yes/No 

No/No 

No/Yes 

Yes/Yes 

Yes/Yes 

No/Yes 

No/No 

Yes/No 

CARDIAC CAUSES NON-CARDIAC CAUSES 

Noveanu et al  Crit Care 2011 



Que retenir ? 



HFA/EUSEM/SAEM Eur Heart Journal 2015 

Online, free access  



Que faire dans les premières 30-60 min (1) 

Mebazaa et al Eur Heart Journal 2015 



SEVERITY SCORE 

Mebazaa et al Eur Heart Journal 2015 

Que faire dans les premières 30-60 min (2) 



120 min suivantes 

Mebazaa et al Eur Heart Journal 2015 



Suivi hospitalier et critères de sortie  

Mebazaa et al Eur Heart Journal 2015 
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