


























Survival at 90 days, the Coronary Angiography After Cardiac Arrest Trial (COACT) 

primary end point, was similar at about 66% in both the immediate- and delayed-

cath groups. And there was no significant difference in the secondary end point of 

neurologic status at intensive-care-unit (ICU) discharge..

Even so, there were signs that immediate angiography came at the cost of a 

significant 16% delay in time to achieving target body temperature during induced 

hypothermia.

Sending such patients right to the cath lab "we now know will not improve 

outcomes, and we saw that it delays a treatment that is one of the cornerstones of 

treating post-cardiac-arrest patients," Jorrit S. Lemkes, MD, Amsterdam University 

Medical Centre, told theheart.org | Medscape Cardiology.

"Routine immediate angiography in this patient population is not necessary," 

Lemkes said. "We might have to decide not to send them to the cath lab, but send 

them right to the ICU for target-temperature management. I think that's an 

important finding."



































CULPRIT-SHOCK Trial Challenges Routine Multivessel PCI in MI 

With Shock

DENVER, CO — Same-session multivessel PCI is usually a bad idea in patients 

with acute MI and cardiogenic shock who have obstructive lesions in multiple 

coronaries, suggests a major randomized trial that seems to challenge common 

practice[1]. It saw significantly better survival after culprit-lesion-only PCI 

compared with the more aggressive approach in close to 700 such patients at 

centers throughout Europe.

The 30-day risk of death from any cause or renal-replacement therapy, the 

primary end point of the Culprit Lesion Only PCI vs Multivessel PCI in 

Cardiogenic Shock (CULPRIT-SHOCK) trial, was reduced by 17% (P=0.01) with 

the culprit-only approach.

The difference seemed to be driven by significantly fewer deaths in the culprit-

lesion-only group, while the higher rate of renal-replacement therapy in the 

multivessel-PCI group fell short of significance.



Integrating the results of the CULPRIT-SHOCK trial in the 

2017 ESC ST-elevation myocardial infarction guidelines: 

viewpoint of the task force 
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Better Early Platelet Inhibition With Chewable Ticagrelor 

HealthDay News — For patients with ST-segment elevation myocardial infarction 

(STEMI), chewing a loading dose (LD) of ticagrelor facilitates better early platelet 

inhibition, according to a study published in JAMA Cardiology.

Elad Asher, MD, MHA, from Sheba Medical Center in Israel, and colleagues 

conducted a clinical trial involving 50 adult patients with STEMI who were 

randomized to chew an LD of ticagrelor (180 mg) or receive standard oral 

administration of the same dose.

The researchers found that at baseline, 30 minutes, and 1 and 4 hours after 

ticagrelor LD, the mean of P2Y12 reaction units in the chewing vs the standard 

group were 224 vs 219 (95% confidence interval [CI], −16.77 to 27.73; P = .26), 

168 vs 230 (95% CI, −103.77 to −19.75; P = .003), 106 vs 181 (95% CI, −125.15 

to −26.29; P = .005), and 43 vs 51 (95% CI, −36.34 to 21.14; P =.3), respectively. 























































































The IABP-SHOCK II (Intra-aortic Balloon Pump in 

Cardiogenic Shock II) trial randomly assigned 600 

participants planned for early revascularization of acute MI 

complicated by cardiogenic shock to either IABP placement 

or no IABP placement.[2] The primary end point was 30-day 

all-cause mortality. At 30 days, all-cause mortality was 40%, 

with no difference between patients randomized to receive an 

IABP versus those who were not. There were no differences 

between treatment groups in secondary outcomes, including 

bleeding, ischemic complications, stroke, time to 

hemodynamic stabilization, intensive care unit length of stay, 

and the dose and duration of catecholamine therapy. A 

previous intermediate-term report of IABP-SHOCK II trial 

outcomes demonstrated no difference between treatment 

groups for all-cause mortality at 12 months.[3]


























