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Mortality over 6 months from Primary PCI Trialists analysis of 11 randomized trials.

Mortality: PCI versus Thrombolysis

Grines C et al. Am Heart J 145:47, 2003 



Which pts  for PCI ?





Advantages of Primary PCI Advantages of Primary PCI 
Compared to Thrombolysis Compared to Thrombolysis 
Superior TIMI flow rates.Superior TIMI flow rates.
Reduced ReReduced Re--occlusion.occlusion.
Reduced rate of: ReReduced rate of: Re--Ischemia, ReIschemia, Re--MI, MI, 
Death & Stroke.Death & Stroke.
Shorter length of hospital stay.Shorter length of hospital stay.
Allows reperfusion when Allows reperfusion when lyticslytics
contraindicated.contraindicated.



Effect of post PCI TIMI flow Effect of post PCI TIMI flow 



TIMI Myocardial PerfusionTIMI Myocardial Perfusion
GradesGrades DefinitionDefinition
Grade 0Grade 0 Minimal or no myocardial blush.Minimal or no myocardial blush.
Grade 1Grade 1 Dye stains the myocardium and this Dye stains the myocardium and this 

stain persists on the next injection.stain persists on the next injection.
Grade 2Grade 2 Dye enters the myocardium but Dye enters the myocardium but 

washes out slowly so that dye is washes out slowly so that dye is 
strongly persistent at the end of the strongly persistent at the end of the 
injection.injection.

Grade 3Grade 3 There is normal entrance and exit of There is normal entrance and exit of 
dye in dye in the myocardium so that dye is the myocardium so that dye is 
mildly mildly persistent at the end of the persistent at the end of the 
injection.injection.

Myocardial BlushMyocardial Blush



Angiographic NOAngiographic NO--Reflow Reflow 
A  predictor of adverse longA  predictor of adverse long--term outcome in pts treated by PCI for first AMIterm outcome in pts treated by PCI for first AMI

NoNo--Reflow Reflow 
n=27n=27

Reflow Reflow 
n=90n=90

PP--
valuevalue

CHF CHF 41%41% 7%7% 0.0010.001

DeathDeath 37%37% 10%10% 0.0020.002

Follow-up 5.2±1.2 years

No-Reflow is an independent predictor of:
1. cardiac death; OR=5.25; P=0.002
2. and cardiac events; OR=3.7; P=0.001
3. Higher LVEDP and lower LVEF









Results of meta-analysis comparing primary 
stenting with primary balloon angioplasty

Results of metaResults of meta--analysis comparing primary analysis comparing primary 
stenting with primary balloon angioplastystenting with primary balloon angioplasty

Am J Cardiol 88:297, 2001 



Exclusion for Stenting in AMI 
trials

Exclusion for Stenting in AMI Exclusion for Stenting in AMI 
trialstrials

If stent would protrude in LM.If stent would protrude in LM.
Likely occlusion of large side branch.Likely occlusion of large side branch.
Vessel tortuosity or heavy Vessel tortuosity or heavy 
calcification that may prevent proper calcification that may prevent proper 
deployment. deployment. 
NoNo--reflow or huge  thrombus [globular reflow or huge  thrombus [globular 
filling defects with length> 2  times           filling defects with length> 2  times           
coronary diameter].coronary diameter].



Causes of Failure to Re-Perfusion 
with Normal Epicardial Flow

Causes of Failure to ReCauses of Failure to Re--Perfusion Perfusion 
with Normal Epicardial Flowwith Normal Epicardial Flow

Microvascular spasm or stunning.Microvascular spasm or stunning.
Endothelial cell swelling.Endothelial cell swelling.
Microvascular compression: cell edema Microvascular compression: cell edema 
and elevated LVEDP.and elevated LVEDP.
Loss of microvascular integrity. Loss of microvascular integrity. 
Platelet, WBC plugging of small vessel         Platelet, WBC plugging of small vessel         
[embolization or  in situ thrombosis].[embolization or  in situ thrombosis].
Free radicals. Free radicals. 



Enhancing  Myocardial 
Recovery  (Mechanical)  
Enhancing  Myocardial Enhancing  Myocardial 
Recovery  (Mechanical)  Recovery  (Mechanical)  

IABPIABP
XX--sizersizer
AngioJetAngioJet
Distal protectionDistal protection



Enhancing  Myocardial 
Recovery  (Mechanical)  
Enhancing  Myocardial Enhancing  Myocardial 
Recovery  (Mechanical)  Recovery  (Mechanical)  

IABPIABP
1.Increase coronary flow.1.Increase coronary flow.
2. Decrease LVEDP.2. Decrease LVEDP.
3. Unload LV.3. Unload LV.



PAMI 2 PAMI 2 PAMI 2 
Prophylactic IABP after primary PCI for Prophylactic IABP after primary PCI for 
stable high risk AMI pts.stable high risk AMI pts.

> 70y> 70y
3 VD3 VD
EF < 45%EF < 45%
SVGSVG
Suboptimal resultsSuboptimal results
Malignant ventricular arrhythmiaMalignant ventricular arrhythmia



PAMI 2 PAMI 2 PAMI 2 

211 pts : IABP for 36211 pts : IABP for 36--48 h48 h
226 pts  : conservative226 pts  : conservative

No benefit  of   IABP in these pts No benefit  of   IABP in these pts 
(death,   re(death,   re--MI, IRAMI, IRA--occlusion, occlusion, 
heart failure).heart failure).

Increase stroke rate   with IABP.Increase stroke rate   with IABP.



Enhancing  Myocardial 
Recovery  (Mechanical)  
Enhancing  Myocardial Enhancing  Myocardial 
Recovery  (Mechanical)  Recovery  (Mechanical)  

AngioJetAngioJet
XX--sizersizer
Distal ProtectionDistal Protection



AngioJetAngioJet AMIAMI



NoNo--XX--SizerSizer
n=101n=101

XX--SizerSizer
n=100n=100

PP--valuevalue

No flowNo flow 16%16% 4.1%4.1% 0.010.01

Distal Distal 
emboliemboli

10%10% 2.1%2.1% 0.0060.006

PCI time PCI time 
(min)(min)

4545±±2525 5555±±2828 0.0030.003

PCI PCI 
success*success*

79%79% 87%87% NSNS

* TIMI 3 & < 30% Stenosis





Reducing thrombus burden prior to PCI 
with X-Sizer leads to better Myocardial 
Reperfusion as shown by:

1.Higher ST segment resolution
2.Lower rate of distal embolization,  

slow/no-reflow



Enhancing  Myocardial 
Recovery  (Mechanical)  
Enhancing  Myocardial Enhancing  Myocardial 
Recovery  (Mechanical)  Recovery  (Mechanical)  

Distal ProtectionDistal Protection
No proven benefit in most No proven benefit in most 
studies studies 



Enhancing Myocardial RecoveryEnhancing Myocardial Recovery

Reduce distal embolization / platelet Reduce distal embolization / platelet 
plugging: GP 2b/3a plugging: GP 2b/3a inhinh, adenosine., adenosine.
Decrease microvascular resistance: Decrease microvascular resistance: 
VerapamilVerapamil,  Adenosine, ,  Adenosine, NicorandilNicorandil
Prevent reperfusion injury.Prevent reperfusion injury.

Pharmacology adjuncts to mechanical reperfusion  







GP 2B/3A Inhibitors in PCIGP 2B/3A Inhibitors in PCI--AMIAMI



GP 2B/3A Inhibitors in PCIGP 2B/3A Inhibitors in PCI--AMIAMI



Enhancing  Myocardial 
Recovery  (agents)  

Enhancing  Myocardial Enhancing  Myocardial 
Recovery  (agents)  Recovery  (agents)  

Adenosine Adenosine 
54 Ant AMI [<3h] randomized to IC 4mg AD 54 Ant AMI [<3h] randomized to IC 4mg AD 

vsvs Saline. Saline. 
End points: NoEnd points: No--reflow, LV function,   MACE.reflow, LV function,   MACE.

Marzilli ,  Circulation 2000;101:2154



Enhancing  Myocardial 
Recovery  (agents)  

Enhancing  Myocardial Enhancing  Myocardial 
Recovery  (agents)  Recovery  (agents)  

Adenosine Adenosine 
1.1. NoNo--reflow:  26% reflow:  26% vsvs 4%; p=0.02.4%; p=0.02.
2.2. Death: 18% Death: 18% vsvs 0%; p=0.02.0%; p=0.02.
3.3. Improve LV function: 36% Improve LV function: 36% vsvs 64%; 64%; 

p=0.001.p=0.001.
4.4. QQ--wave MI:   85% wave MI:   85% vsvs 60%; p=0.04. 60%; p=0.04. 

Marzilli ,  Circulation 2000;101:2154



Enhancing  Myocardial 
Recovery  (Nicorandil)  

Enhancing  Myocardial Enhancing  Myocardial 
Recovery  (Recovery  (NicorandilNicorandil)  )  

Intravenous Intravenous nicorandilnicorandil before PCIbefore PCI
NicorandilNicorandil, a hybrid of an adenosine , a hybrid of an adenosine 

triphosphatetriphosphate--sensitive K channel opener and sensitive K channel opener and 
nitrates .nitrates .
Based on 368 patients followed up to five Based on 368 patients followed up to five 
years.years.
In this doubleIn this double--blind trial, 368 patients with first blind trial, 368 patients with first 
STEMI were randomized to receive either 12STEMI were randomized to receive either 12--
mg mg nicorandilnicorandil or placebo as a single or placebo as a single 
intravenous injection just before undergoing intravenous injection just before undergoing 
PCI.  PCI.  

Circulation 2005; 12:1284-1288.



Components and composite primary Components and composite primary 
end point, end point, nicorandilnicorandil vs placebo vs placebo 

VariableVariable NicorandilNicorandil, , 
n (%)n (%)

Placebo, Placebo, 
n (%)n (%)

HRHR
(95% CI)(95% CI)

p p 

CVS deathCVS death 6 (3.2)6 (3.2) 10 (5.5)10 (5.5) 0.590.59
(0.22(0.22--1.64)1.64)

0.310.31

HospitalHospital
for CHFfor CHF

6 (3.2)6 (3.2) 20 (10.9)20 (10.9) 0.290.29
(0.11(0.11--0.71)0.71)

0.00720.0072

Primary end Primary end 
pointpoint

12 (6.5)12 (6.5) 30 (16.4)30 (16.4) 0.390.39
(0.20(0.20--0.76)0.76)

0.00580.0058

Circulation 2005; 12:1284-1288.



Enhancing  Myocardial 
Recovery  (Nicorandil)  

Enhancing  Myocardial Enhancing  Myocardial 
Recovery  (Recovery  (NicorandilNicorandil)  )  

In addition, In addition, postproceduralpostprocedural TIMITIMI--3 flow 3 flow 
was obtained in 89.7% of the was obtained in 89.7% of the nicorandilnicorandil
group group vsvs 81.4% of the placebo group 81.4% of the placebo group 
(p=0.025). (p=0.025). 
An STAn ST--segment resolution of more than segment resolution of more than 
50% after PCI was attained in 79.5% of 50% after PCI was attained in 79.5% of 
the the nicorandilnicorandil group group vsvs 61.2% of the 61.2% of the 
placebo group (p=0.0002).placebo group (p=0.0002).

Circulation 2005; 12:1284-1288.



Enhancing  Myocardial 
Recovery  (agents)  

Enhancing  Myocardial Enhancing  Myocardial 
Recovery  (agents)  Recovery  (agents)  

Na/H exchangerNa/H exchanger
1.1. ESCAMI: ESCAMI: EniporideEniporide..
2.2. GUARDIAN: GUARDIAN: CariporideCariporide

No benefit .No benefit .



Future DirectionsFuture DirectionsFuture Directions

Adjunctive pharmacologic  agents: Adjunctive pharmacologic  agents: 
1. New anti1. New anti--thrombin.thrombin.
2. Facilitated PCI.2. Facilitated PCI.
3. Drug    coated stent  (heparin, DES).3. Drug    coated stent  (heparin, DES).
Myocardial preservation:Myocardial preservation:
1. Hypothermia1. Hypothermia
2. Super saturated  oxygen.2. Super saturated  oxygen.



Future DirectionsFuture DirectionsFuture Directions

Adjunctive pharmacologic  agents: Adjunctive pharmacologic  agents: 
1. New anti1. New anti--thrombin.thrombin.

2. Facilitated PCI.2. Facilitated PCI.
3. Drug    coated stent  (heparin, DES).3. Drug    coated stent  (heparin, DES).
Myocardial preservation:Myocardial preservation:
1. Hypothermia1. Hypothermia
2. Super saturated  oxygen.2. Super saturated  oxygen.



Comparison of primary and facilitated PCI for STComparison of primary and facilitated PCI for ST--
elevation AMI: quantitative review of elevation AMI: quantitative review of randomisedrandomised trials.trials.

METHODS:METHODS:
17 trials of patients with STEMI assigned to 17 trials of patients with STEMI assigned to 
facilitated (n=2237) or primary (n=2267) facilitated (n=2237) or primary (n=2267) 
PCI. PCI. 
ShortShort--term outcomes (up to 42 days) of term outcomes (up to 42 days) of 
death, stroke, nondeath, stroke, non--fatal fatal reMIreMI, urgent TVR, , urgent TVR, 
and major bleeding. and major bleeding. 
Grade 3 flow rates for Grade 3 flow rates for prethrombolysisprethrombolysis and and 
postpost--TIMI were also TIMI were also analysedanalysed..

Lancet. 2006;367:579-88. 



Comparison of primary and facilitated PCI for STComparison of primary and facilitated PCI for ST--
elevation AMI: quantitative review of elevation AMI: quantitative review of randomisedrandomised trials.trials.

Results: Results: The facilitated approach resulted inThe facilitated approach resulted in
3.3. Significantly more patients assigned Significantly more patients assigned 

to the facilitated approach than those to the facilitated approach than those 
assigned to the primary approach assigned to the primary approach 
died died (5% (5% vsvs 3%; OR=1.4, 1.013%; OR=1.4, 1.01--1.87).1.87).

4.4. Higher nonHigher non--fatal reinfarction rates  fatal reinfarction rates  
(3% (3% vsvs 2%; OR=1.71, 1.162%; OR=1.71, 1.16--2.51).2.51).

5.5. Higher urgent TVR rates                   Higher urgent TVR rates                   
(4% (4% vsvs 1%; OR= 2.39, 1.231%; OR= 2.39, 1.23--4.66).4.66).

Lancet. 2006;367:579-88. 



Comparison of primary and facilitated PCI for STComparison of primary and facilitated PCI for ST--
elevation AMI: quantitative review of elevation AMI: quantitative review of randomisedrandomised trials.trials.

ConclusionConclusion
1.1. Facilitated PCI offers no benefit over Facilitated PCI offers no benefit over 

primary PCI in STEMI treatment and primary PCI in STEMI treatment and 
should not be used outside the should not be used outside the 
context of context of randomisedrandomised controlled controlled 
trials. trials. 

2.2. Furthermore, facilitated interventions Furthermore, facilitated interventions 
with thrombolyticwith thrombolytic--based regimens based regimens 
should be avoidedshould be avoided

Lancet. 2006;367:579-88. 



Transfer for PCITransfer for PCITransfer for PCI

Why ?Why ?
Is it safe?Is it safe?
Which hospital ?Which hospital ?







Relationship between operator & hospital volume
[primary PCI] & hospital death [1995 NY database]



Rescue Angioplasty after Failed Thrombolytic Rescue Angioplasty after Failed Thrombolytic 
Therapy for AMITherapy for AMI

Methods Methods 
1.1. Multicenter trial in the UK involving 427 pts with Multicenter trial in the UK involving 427 pts with 

STESTE--AMI in whom reperfusion failed to occur AMI in whom reperfusion failed to occur 
(less than 50 percent ST(less than 50 percent ST--segment resolution) segment resolution) 
within 90 minutes after thrombolytic treatment. within 90 minutes after thrombolytic treatment. 

2.2. The patients were randomly assigned to repeated The patients were randomly assigned to repeated 
thrombolysisthrombolysis (142 patients), conservative (142 patients), conservative 
treatment (141 patients), or rescue PCI (144 treatment (141 patients), or rescue PCI (144 
patients). patients). 

3.3. The primary end point was a composite of death, The primary end point was a composite of death, 
rere--MI, CVA, or severe CHF within six months. MI, CVA, or severe CHF within six months. 

Gershlick, A. H. et al. N Engl J Med 2005;353:2758-2768



Gershlick, A. H. et al. N Engl J Med 2005;353:2758-2768

Kaplan-Meier Estimates of the Cumulative Rate of the Composite 
Primary End Point within Six Months



Rescue Angioplasty after Failed Thrombolytic Rescue Angioplasty after Failed Thrombolytic 
Therapy for AMITherapy for AMI

Conclusions Conclusions 
1.1. EventEvent--free survival after failed free survival after failed 

thrombolytic therapy was significantly thrombolytic therapy was significantly 
higher with rescue PCI than with higher with rescue PCI than with 
repeated repeated thrombolysisthrombolysis or conservative or conservative 
treatment. treatment. 

2.2. Rescue PCI should be considered for Rescue PCI should be considered for 
patients in whom reperfusion fails to patients in whom reperfusion fails to 
occur after thrombolytic therapy. occur after thrombolytic therapy. 

Gershlick, A. H. et al. N Engl J Med 2005;353:2758-2768



MultiMulti--vessel disease AMIvessel disease AMI

Multiple lesion angioplasty ? Multiple lesion angioplasty ? 
To open NonTo open Non--IRA ?IRA ?





ACC/AHA Guidelines for the Management of ACC/AHA Guidelines for the Management of 
Patients With Acute Myocardial Infarction Patients With Acute Myocardial Infarction 

Class IIIClass III
This classification applies to This classification applies to 
patients with AMI who patients with AMI who 
Undergo elective angioplasty of Undergo elective angioplasty of 
a nona non––IRA at the time of AMIIRA at the time of AMI



Grines C. TCT 2005; October 16-21, 2005; Washington, DC.

Elderly patients Elderly patients 
SENIOR PAMISENIOR PAMI

1. In a cohort of elderly patients >70 years of age
2. All patients had AMI symptoms between 30 minutes 

and 12 hours and were eligible for lytic therapy. 
3. Excluded pts: SBP>180 mm Hg or DBP>100 mm Hg
4. Taking warfarin
5. The study was stopped early because of recruitment 

issues, 47 patients short of the planned enrollment of 
530 patients. 



Grines C. TCT 2005; October 16-21, 2005; Washington, DC.

SENIOR PAMI: 30SENIOR PAMI: 30--day eventsday events
End pointEnd point PCIPCI

(n=252)(n=252)
LyticLytic

(n=229)(n=229)
pp

Death or disabling Death or disabling 
strokestroke**

11.3%11.3% 13%13% 0.570.57

Death/CVADeath/CVA
ReRe--MIMI

11.6%11.6% 18%18% 0.050.05

DeathDeath 10%10% 13%13% 0.480.48

Disabling strokeDisabling stroke 0.8%0.8% 2.2%2.2% 0.260.26

ReinfarctionReinfarction 1.6%1.6% 5.4%5.4% 0.390.39
*Primary end point 



SENIOR PAMI: 30SENIOR PAMI: 30--day events in day events in 
pts aged 70pts aged 70--80 years80 years

End pointEnd point PCIPCI LyticsLytics pp

Death or disabling Death or disabling 
strokestroke

7.7%7.7% 12%12% 0.180.18

Death/CVA/Death/CVA/
ReRe--MIMI

7.7%7.7% 17%17% 0.010.01

DeathDeath 7.1%7.1% 11.3%11.3% 0.170.17

Grines C. TCT 2005; October 16-21, 2005; Washington, DC.



Elderly patients :Elderly patients :SENIOR PAMISENIOR PAMI

1. In a subgroup analysis of pts stratified by age, the 
SENIOR PAMI investigators did find an advantage of 
primary PCI over lytic therapy. 

2. Among patients 70-80 years old, there was a 
nonsignificant 38% reduction in death, a nonsignificant
36% reduction in death/cerebrovascular accident, and a 
statistically significant 55% reduction in the combined 
end point of death/CVA/reinfarction. 

3. Among those older than 80 years, there was no 
advantage of one strategy over the other. 

Grines C. TCT 2005; October 16-21, 2005; Washington, DC.



DES in AMIDES in AMIDES in AMI

Randomized trials Randomized trials 
have demonstrated have demonstrated 
that DES reduce the that DES reduce the 
incidence of ISR for de incidence of ISR for de 
novo lesions within novo lesions within 
native coronary native coronary 
arteriesarteries
These studies did not These studies did not 
include patients with include patients with 
AMI.AMI.

Until ACC Until ACC 
2006 2006 

meetingmeeting



TYPHOON: TYPHOON: Clinical and angiographic resultsClinical and angiographic results

Spaulding C. ACC 2006 Scientific Sessions; 2006; Atlanta, GA.

End point Cypher BMS p

Target vessel failure* (%) 7.3 14.3 <0.0036

MACE (%) 5.9 14.6 <0.001

TVR (%) 5.6 13.4 <0.001

TLR 3.7 12.6 <0.0001

Binary restenosis (%) 3.5 20.3 0.001

Late loss (mm) 0.13 0.83 <0.0001

% diameter stenosis 16.4 37.1 <0.0001
*A composite of TVR, MI, cardiac death



PASSION: Clinical results PASSION: Clinical results PASSION: Clinical results 

Dirksen MT. ACC 2006 Scientific Sessions;  2006; Atlanta, GA.

End point End point TaxusTaxus BMSBMS Hazard ratio (95% CI)Hazard ratio (95% CI) pp

MACEMACE 8.7%8.7% 12.6%12.6% 0.68 (0.410.68 (0.41--1.10)1.10)

0.74 (0.380.74 (0.38--1.45)1.45)

0.68 (0.360.68 (0.36--1.28)1.28)

Death/MIDeath/MI 4.8%4.8% 6.5%6.5%

0.120.12

0.390.39

TLRTLR** 6.2%6.2% 7.4%7.4% 0.230.23

*Defined as ischemia-driven PCI of target lesions, plus a 5-mm margin from 
the proximal and distal stent edges, or CABG of target vessel.



2004 ACC/AHA STEMI guidelines2004 ACC/AHA STEMI guidelines



2004 ACC/AHA STEMI guidelines2004 ACC/AHA STEMI guidelines

Primary PCI Primary PCI 



2004 ACC/AHA STEMI guidelines2004 ACC/AHA STEMI guidelines

Primary PCI: specific considerationPrimary PCI: specific consideration



2004 ACC/AHA STEMI guidelines2004 ACC/AHA STEMI guidelines

Primary PCI: specific considerationPrimary PCI: specific consideration



2004 ACC/AHA STEMI guidelines2004 ACC/AHA STEMI guidelines

Primary PCI: specific considerationPrimary PCI: specific consideration



2004 ACC/AHA STEMI guidelines2004 ACC/AHA STEMI guidelines

Primary PCI: specific considerationPrimary PCI: specific consideration



2004 ACC/AHA STEMI guidelines2004 ACC/AHA STEMI guidelines

Primary PCI without on site surgeryPrimary PCI without on site surgery



2004 ACC/AHA STEMI guidelines2004 ACC/AHA STEMI guidelines

Choice of reperfusion therapy depends on:Choice of reperfusion therapy depends on:



2004 ACC/AHA STEMI guidelines2004 ACC/AHA STEMI guidelines

Thrombolytic therapy is generally favored:Thrombolytic therapy is generally favored:



2004 ACC/AHA STEMI guidelines2004 ACC/AHA STEMI guidelines

Primary PCI is generally favored:Primary PCI is generally favored:



ACC/AHA Guidelines for the Management of ACC/AHA Guidelines for the Management of 
Patients With Acute Myocardial Infarction Patients With Acute Myocardial Infarction 

Strict performance criteria must be mandated for primary Strict performance criteria must be mandated for primary 
angioplasty programs so that such delays in revascularization angioplasty programs so that such delays in revascularization 
and performance by lowand performance by low--volume operators/centers do not volume operators/centers do not 
occur. occur. 

11-- Balloon dilation within 90 Balloon dilation within 90 ±±30 minutes of admission and 30 minutes of admission and 
diagnosis of AMI.diagnosis of AMI.

22-- A documented clinical success rate with TIMI 2A documented clinical success rate with TIMI 2--3 flow attained 3 flow attained 
in >90% of pts without emergency CABG, stroke, or death.in >90% of pts without emergency CABG, stroke, or death.

33-- Emergency CABG rate<5% among all patients undergoing the Emergency CABG rate<5% among all patients undergoing the 
procedure.procedure.

44-- Actual performance of angioplasty in a high percentage of Actual performance of angioplasty in a high percentage of 
patients (85%) brought to the laboratory.patients (85%) brought to the laboratory.

55-- Mortality rate<10% .Mortality rate<10% .

Otherwise, the focus of treatment should be the early Otherwise, the focus of treatment should be the early 
use of thrombolytic therapyuse of thrombolytic therapy



2004 ACC/AHA STEMI guidelines2004 ACC/AHA STEMI guidelines

If presentation is < 3hours If presentation is < 3hours 
and there is no delay to and there is no delay to 

an invasive strategy, an invasive strategy, 
there is no preference for there is no preference for 

either strategyeither strategy
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