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The Goal of Primary PCI in STEMI 

• Restore flow in the 
culprit artery. 

• Optimize myocardial 
perfusion. 

• Preserve LV function. 

• Prevent mechanical 
complications. 

• Reduce mortality! 



2012 





The ACCF/AHA Guidelines on MV & STEMI  

have not changed since 2004 up to date! 



J Am Coll Cardiol 2012;59:857-881. 



Kornowski R et al. J Am Coll Cardiol. 2011;58:704-11. 



≥3602* pts with STEMI with symptom onset ≤12 hours 

Randomized into UFH + GP IIb/IIIa inhibitor 

vs. Bivalirudin monotherapy (± provisional GP IIb/IIIa) 

and to ExpressTM BMS vs. TaxusTM Stent  

Retrospective analysis - 1 and 3 year Outcomes   

668 Patients (18.5%) 

with multivessel CAD underwent PCI of 

the culprit and non-culprit lesion 

‘Single/One time’ PCI (N=275) ‘Staged’ PCI (N=393) 

Therapeutic strategy 
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3 Year Cardiac-Death Rates 
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3 Year Cumulative Death/MI Rates 



3 Year Cumulative Ischemic TLR 
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*TLR=Target lesion revascularization 
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3 Year Cumulative MACE* 

*MACE = All cause death, reinfarction, ischemic TVR or stroke 



3 Year Cumulative Stent Thrombosis* 
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*Any stent thrombosis  = definite or probable or possible (per protocol ARC defined) 



0.48 [ 0.27, 0.83] 0.0086 Staged PCI (vs. Single) 

1.95 [ 1.50, 2.54] <0.0001 Age (10 yr increase( 

2.85 [ 1.49, 5.44] 0.0015 Killip Class 2-4 

0.40 [ 0.18, 0.86] 0.0195 Staged PCI (vs. Single) 

1.49 [ 1.06, 2.11] 0.0229 Age (10 yr increase( 

2.64 [ 1.06, 6.55] 0.0366 Killip Class 2-4 

0.73 [ 0.51, 1.04] 0.0783 Staged PCI (vs. Single) 

1.15 [ 0.98, 1.35] 0.090 Age (10 yr increase( 

1.28 [ 1.11, 1.46] 0.0004 LVEF (10% decrease) 

Death 

MACE 

Multivariate Analysis Model 
3 Years Outcomes 

Cardiac death 

Covariates - age, killip class 2-4, LVEF, diabetes, baseline TIMI 0/1, LAD disease, bivalirudin (vs. UFH+IIb/IIIa), 

symptom to first balloon time, clopidogrel loading dose 600ng, pre-randomization heparin 



*Vlaar PJ et al.  JACC 2011;58:692-703  



*Vlaar PJ et al.  JACC 2011;58:692-703  
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•A final conclusion cannot yet be drawn in this field of investigation as most data addressing 
this question were derived from retrospective investigations or post hoc analyses.  

•Most reports described significant baseline differences between the two analysed groups, 
which may have influenced the clinical outcomes.  

•It is possible that patients treated with acute multivessel PCI were sicker and at greater 
cardiac risk regardless of the treatment strategy.  

•Given the risk of residual confounding, a randomised trial is required to definitively address 
this issue. 



Conclusions 
• According to the most contemporary dat and 

Guidelines documents, in patients with STEMI who 
are undergoing primary PCI and not in cardiogenic 
shock, a deferred angioplasty strategy of non-culprit 
lesions should be the standard approach in patients 
with MVD.  

• Multivessel PCI during the course of STEMI may be 
associated with a greater hazard for mortality, 
cardiac-mortality,  stent thrombosis and MACE 
compared to staged PCI.  



“Facts are stubborn, but 

statistics are more pliable” 

 
Mark Twain (1835 -1910) 

Final Quote 


