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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 
   



Reasons for the lack of use of reperfusion therapy in STEMI 

Gharacholou SM. Am Heart J 2010;159:757-63. 

17.5% 



0.5 1.0 1.5 

ALL PATIENTS 

ECG 
 BBB 
 ST elev. Anterior 
 ST elev. Inferior 
 ST elev. other  
 ST depression 
 Other abnormality 
 Normal 

Hours from onset 
 0-1 
 2-3 
 4-6 
 7-12 
 13-24 

Gender 
 Male 
 Female 

Systolic BP (mmHg) 
 <100 
 100-149 
 150-174 
 175+ 
Heart rate 
 <80 
 80-99 
 100+ 

Prior MI 
 Yes 
 No 

Diabetes 
 Yes 
 No 

Age (years) 
 <55 
 55-64 
 65-74 
 75+ 

18% SD 2 odds reduction 

2P < 0.0001 

FTT Collaborative Group. 

Lancet 1994; 343:311-322. 
OR (95% CI) 

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) 

Gierlotka M. Am J Cardiol 2011;107:501–8. 



Schömig A. JAMA 2005;293:2865-2872 

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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