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Randomized (n=344)

l

Assessed for eligibility (n=402)

Excluded|n=58)
Not meeting inclusion criteria (n=49)
Declined to participate (n=5)
Other reasons (n=4)

|

171 received Phi strategy

1 died before catheterization L:
3 refused angiography after fibrinolysis

167 underwent angiography

6 did not require PCl after CAG |

161 had primary endpaint analysis

167 had

|

173 received PPCI strategy

|

173 underwent angiography

| 1 refused PCI
5 did not require PC after CAG

primary endpoint anakysis
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Table 3. Time Intervals of EARLY-MYO Trial
Time Delay (Min) Phl (n=171) PPCI (n=173) P Value
Symptom onset to first | 148 (108-204) 155(114-210) 0.559
medical contact
Symptom onset to 190 (136-251) 185 (137-242) 0.971
randomization
Symptom onset to 695 (451-1115) | 280 (214-340) <0.001
arterial sheath insertion
Symptom onset to 210 (166-270) 280 (214-340) <0.001
reperfusion treatment
Randomization to 521 (303-957) 110 (50-160) <0.001
arterial sheath insertion
Randomization to 57 (7-88) 110 (50-160) <0.001

reperfusion treatment
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Table 3 Atypical electrocardiographic presentations

that should prompt a primary percutaneous coronary

intervention strategy in patients with ongoing symp-

toms consistent with myocardial ischaemia

Bundle branch block
Criteria that can be used to improve the diagnostic accuracy of STEMI
in LBBB*:
* Concordant ST-segment elevation =| mm in leads with a positive
QRS complex
* Concordant ST-segment depression = mm in V,-V;
* Discordant ST-segment elevation =5 mm in leads with a negative
QRS complex
The presence of RBBB may confound the diagnosis of STEMI

Ventricular paced rhythm

During RV pacing, the ECG also shows LBBB and the above rules also
apply for the diagnosis of myocardial infarction during pacing; however,
they are less specific

Isolated posterior myocardial infarction
Isolated ST depression 20.5 mm in leads Vi-V3 and ST-segment
elevation (=0.5 mm) in posterior chest wall leads V7—Vs

Ischaemia due to left main coronary artery occlusion or
multivessel disease

ST depression =l mm in eight or more surface leads, coupled with
ST-segment elevation in aVR and/or Vi, suggests left main-, or left main
equivalent- coronary obstruction, or severe three vessel ischaemia
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Table 4 Definitions of terms related to reperfusion Table 5 Summary of important e targets

therapy
FMC The time point when the patient is either
initially assessed by a physician, paramedic, Maximum time from FMC to ECG and diagnosis® | <I0 min
nurse or other trained EMS personnel who
can obtain and interpret the ECG, and deliver . . . A
initial interventions (e.g. defibrillation). FMC Maximum expected delay from STEMI diagnosis <120 min
can be either in the prehospital setting or to primary PCI (wire crossing) to choose primary
=0 P“'e? "rt"’a' :‘)‘ the hospital (e.g. PCI strategy over fibrinolysis (if this target time
emergenc epartmen ” N »
Eeney 7R cannot be met, consider fibrinolysis)
STEMI diagnosis The time at which the ECG of a patient
with ischaemic S‘i’r’mpmms is I‘“te'_"PretEd Maximum time from STEMI diagnosis to wire <60 min
as presenting -segment elevation or L. . B .
equivalent crossing in patients presenting at primary PClI
hospitals
Primary PCI Emergent PCl with balloon, stent, or other
approved device, performed on the IRA ) i ) ) . i
R 1 Maximum time from STEMI diagnosis to wire <90 min
crossing in transferred patients
Primary PCl strategy Emergent coronary angiography and PCI of
the IRA if indicated 5 i @ o :
Maximum time from STEMI diagnosis to bolus or | <0 min
Rescue PCI Emergent PCI performed as soon as possible infusion start of fibrinolysis in patients unable to
in the case of failed fibrinolytic treatment meet primary PCI target times
Routine early PCI Coronary angiography, with PCl of the IRA
strategy after if indicated, performed between 2 and 24 Time delay from start of fibrinolysis to evaluation | 60-90 min
fibrinolysis hours after successful fibrinolysis y ,
of its efficacy (success or failure)
Pharmacoinvasive Fibrinolysis combined with rescue PCI s
N . . . . . . . <
strategy (in Ica;ec |°f failed ﬁ(brlnol)fSIS) f°" rout'?el = Time delay from start of fibrinolysis to 2-24 hours o
early strategy (in case of successful |7 . . 0 s =
fibrinolysis) 7 angiography (if fibrinolysis is successful) i
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 CHANGE IN RECOMMENDATIONS ) 2017 NEW RECOMMENDATIONS
2012 2017
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+» Additional lipid lowering therapy if LDL > |.8 mmaol/L
(70 mgldL) despite on maximum tolerated statins
IMPROVEIT™, FOURIER™
+ Complete revascularization during index primary
PClin STEMI patients in shock
Expert opinion

PRAMI', DAMAMEI-PRIMULTIS,
CVLPRIT'™, Compare-Acute'”
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5a02 <95% 5a02 <90%

\\same in all patients STREAEY half in Pts =75 years )
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Recommendations Class | Level

Early angiography (within 24 hours) is recommended if symptoms are
completely relieved and ST-segment elevation completely normalized
spontaneously or after nitroglycerin administration (provided there
are no recurrence of symptoms or ST-segment elevation).

In patients with time from symptom onset >12 hours, a primary PCI
strategy is indicated in the presence of ongoing symptoms suggestive
of ischaemia, haemodynamic instability, or life-threatening
arrhythmias,

A routine primary PCl strategy should be considered in patients

presenting late (12-48 hours) after symptom onset. i .

In asymptomatic patients, routine PCl of an occluded IRA >48 hours
after onset of STEMI is not indicated.
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