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Management of patients with STEMI and Spontaneous Reperfusion 

• SR is associated with relatvely good prognosis in STEMI patients 
 

• No evidences about optimal management are available 
 

• IF SR occurs within first 20 minutes  Manage as high-risk NSTEMI 
 

• If SR occurs after first 20 minutes   No thrombolysis 
  Primary PCI if easily available  
  or 
  Intensive antithrombotic Rx +  
  rapid/elective PCI 
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Thrombolytic Therapy in late arrival 



35-Day mortality 

t-PA:  154/1776 (8.88%) 

Placebo: 168/1835 (9.18%) 

p=0.6485 

Treatment > 12 hrs 
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35-Day mortality 

t-PA: 93/1047  (8.90%) 

Placebo: 123/1028  (11.97%) 

p=0.0229 

Treatment  12 hrs 

Thrombolytic Therapy in late arrival 



Reperfusion by primary PCI in patients with STEMI 
within 12 to 24 hours (PL-ACS Registry) 
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Routine PCI vs conservative management in patients with STEMI 
between 12 and 48 hours 

SPECT Infarct Size (% of LV) 
p = 0.002 
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Death, recurrent MI, stroke 

Routine PCI vs conservative management in patients with STEMI 
between 12 and 48 hours 
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Management of patients with STEMI and late arrival:  
A non evidence-based proposal 

• Cardiogenic shock 
 

• Signs of persistent ischemia, heart failure or ventricular arrhythmias 
  
• RVI or complete AV block 

 
 

• Asymptomatic, stable, no signs of active ischemia, 12 - 24 hours 
- Large MI / severe LVSD  
- Small MI  

 
 

• Asymptomatic, stable, no signs of active ischemia >24 hours  

PCI 
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