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Background METHODS

STATISTICAL ANALYSIS

RESULTS

Lung ultrasound (LUS) is an established parameter to evaluate 
pulmonary congestion in acute heart failure (AHF) and myocardial 
infarction (AMI). Its usefulness in the cardiogenic shock (CS) 
population has never been prospectively evaluated. 

Our aim is to evaluate the prognostic role of the LUS and its 
relation to outcome in a contemporary, Nationwide prospective 
multicenter observational registry including allcomers CS patients 
(ALT-SHOCK). 

LUS included 4 zones scan protocol using dichotomous assessment 
of lung congestion severity as by the detection of lung field occupied 
by : < 50% (mild-moderate) or ≥ 50% (severe).

Among 550 patients enrolled from March 2020 to November 30th, 
2023, 75 had monitored LUS during the hospitalization.  52 patients 
(69.3%) presented at admission with ≥ 50% of B-lines of whom 25 
(33.3%) improved or completely resolved at 24 hours. At 
presentation, 28 (37,3%) also had moderate/severe MR.  Respiratory 
support was used in 68 patients (90.7%; respectively NIV 44.3% and 
iMV 45%). MCS was used in 70.7%.  [Table 1]

At admission B-lines were significantly associated with 
moderate/severe MR (p < 0.01).  There was a significant correlation 
between the ≥ 50% B-lines and SCAI stage (p < 0.001), NT-pro BNP (p 
0.045),  PaO2/FiO2, lactate and pH (p < 0.001 for all). 

Categorical variables are shown as counts and percentages. 
Differences in the clinical characteristics were evaluated using 
Pearson’s chi-square test.  The associations between changes in B-
lines over 24 hours and survival were evaluated using univariable Cox 
regression;  survival probability was estimated using KM curves.

Population Baseline characteristics

In the Cox regression analysis, SCAI was associated with mortality  
while the level of pulmonary congestion at admission was not, even 
when adjusted for the presence of either mechanical circulatory or 
respiratory support. However, the change in B-lines over the first 24 
hours was significantly associated with survival (p 0.008 – HR 0.381 – 
95% CI [0.178 - 774]) even when adjusted for respiratory and 
circulatory support (Figure 1).

Outcome

CONCLUSION
In patients with CS, LUS findings are closely linked to the severity of 
their clinical condition. Moreover, improvement of lung congestion 
over the 24 hours seem to be predictive of patient outcomes.


