[
M- Focused Issue of This Month - &3

=2T

F zlglo|

A

FU

:Ud STUX-I /\I-O /e!

7=II~H7<0
O J1O—

| 2 M2

Reperfusion Strategies in Acute ST-segment Elevation

Myocardial Infarction

4 " x| Fgetolrl £287|Li3t | Young-Jo Kim, MD

Division of Cardiology, Department of Internal Medicine, Yeungnam University College of Medicine

E-mail : yjkim@medical.yu.ac.kr
J Korean Med Assoc 2010; 53(3): 196 - 203

| Abstract |

t the most severe end of the spectrum of acute coronary syndromes is ST-segment

elevation myocardial infarction(STEMI), which usually occurs when a fibrin-rich thrombus
completely occludes an epicardial coronary artery. Timely reperfusion therapy is the best and the
most important component of the treatment for STEMI. Several randomized trials and meta-
analysis have shown that primary percutaneous coronary intervention(PPCI) is superior to
thrombolysis in STEMI therapy. However, PPCI should be regarded as preferred strategy only
within a reasonable time delay from onset to treatment, in contrast to thrombolysis. There is a
continuing controversy about the acceptable time-window for PPCI in patients with STEMI.
Recent American and European guidelines recommend PPCI if the delay in performing PPCI
instead of administering fibrinolysis (PCl-related delay) is 60 minutes and the presentation delay
is more than 3 hours. Based on a review of the literature, the evidence supports an acceptable
PCl-related delay of 80-120 min and PPCI as a better reperfusion strategy also in the high-,
medium- risk patients and early incomers. Furthermore, To maximize the number of patients with
STEMI eligible for PPCI, the optimal logistic strategy could be the confirmation of the diagnosis in
the prehospital phase, to bypass local hospitals, and to re-route patients directly to facilities that
can administer catheterization. To obtain the maximal benefit for survival, the optimal
antithrombotics and adjuvant drug therapy is necessary.
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FL PPCI . . FL PPCI
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patients , : patients
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I I I I I
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Figure 1. Odds ratio (OR) and 95% ClI for 30-day death in patients randomized to primary percutaneous coronary intervention (PPCI)
in comparison with fibrinolysis (FL) according to presentation delay (left panel) and PCl-related delay used to perform PPCI
instead of initiating fibrinolysis; right panel). Ors were adjusted for patient-, hospital-, and study-level covariates (adopted
from reference 10).
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Table 1. Assessment of Reperfusion Options for Patients With STEMI

Fibrinolysis is generally preferred
Early presentation (<3 h from symptom onset and delay to PCl)
Primary PCl is not an option for the following reasons
Catheterization laboratory occupied/unavailable
Vascular access difficulties
Lack of access to a skilled PCl laboratory
Delay to primary PCI
Door-to-balloon time minus door-to-needle time is >90 min
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classIl-B), bt 19 gTo|a &8

Primary PCl is generally preferred
Skilled PCl laboratory available with surgical backup

Medical contact-to-balloon time or door-to-balloon time is <90 min

Door-to-balloon time minus door-to-needle time is <1 h
High risk from STEMI

Cardiogenic shock

Killip class CHF >3

Contraindications to fibrinolysis, including increased risk of bleeding and ICH

Late presentation (=3 h after symptom onset)
Diagnosis of STEMI is in doubt

o] $1fe] A& Frlolln A HF
WF L] 90 ool 7FsEhA] o
A Ao o] SHLIAE AL
T & 5 ltk(class 11-C).

A F 2ol aE ARE B
(CARESS in AMI(21), CAPITAL-

o o

AMI (22), TRANSFER-AMI (23)) @A

CHF: congestive heart failure, ICH: intracerebral hemorrhage, PCI: percutaneous coron-

ary intervention, STEMI: ST-segment elevation myocardial infarction

A= Aol F& Alolrt. stANE w=o] 39 54 sTRA
& ATAANZ 3] 30% o) o] HgallEo A
G &g 270 TR B3k gl ko] 60~70%7F 2
NP &S 3 gl Wl vl gdah Wdola Hele
538 ) A AEE AR Qls) 908 ool T
APEE e 97 8% AETH20), Eg 2 3 3
dHgsler}t dAbH P so] AA3] §-
%J“S}El% Aol gk s o} glck, whepr] Hdest &
HEWFHE7A| AlTbo| 22 17bo] Aubd E A 8] ApgEo©|
F7IetE R Egslso] it 53] L fToll &
g 7ks o] e Satell= SA) @B AlE Foletal &
F3to] =28 AR EE thA] Aldste] A, 219
T8 3Hste] SA] 2 2441 ool RIS A
7AAAE el 448G X 55 ZAAsh= o] vk

@
3

o

rr ok
=}

0x

Ir re

).
i
>
o
ol
rr
>
o
BN
N
2
)
3
oﬁ '|‘

A _:;_7]__w_ =L

W 2 4, geiddee] 8ol

BHAE Fol F 270 BEUHY
%2 59 1919 4 STR A% A

rd
oM,
=
o]N
é
E'OT
oE:
°1N
y ™
%
k1
E
_0|L
kd
yo
2
n}
_1-10

Basich 771e] A7} Aol b e 24 BH F
§lAl Folalzte] Ado] Fad Aolow

fo et A

Fo) vtar 271 A7t Sl D&)Al % %%
2 ARSI Eag gehd [b/lla JAAE AL
3 g 2 FE5te] deiy
SatEAE A oR Yzt

Jor oz L

ol
i
i
=)
o,
ot
N
-

NN
‘F
rsﬂ
oEE
o
{-o

=2
=
rot
o
i
ol
ﬂF

~

. @M EslNI= R Aulgh sixt ZF0|M x| 2EuALY
== dlokst=71?

FYANTHYI FAHE o] o] ALINAZ ABFI}
Ao W ALNA Fo $ 60~90ol| STH 7H4
7} 50% olah) A HENAEFEE Aldshs 2 vieh
B}aL(ACC/AHA class Ila-B) Ez8-al4] F-o] 3 Aake &
63_3. 10]1/]- xﬂ‘g;d—o] ol‘— O ] _,4.5\:14/&6:1 ] F/P‘Bl-
BCHESC class 1-B) 1L 5+9) 1:]— REACT 937-(24)04 &4
SHAZ APF Aol A Ssaddse] ohd A%
ARaL7E A @G Fout aLAF] 2| s o) vjs) dAs] =
QATkar shot, mest 2 I F9 A AH25) ollA] a2
2 2 g5.ol| v]af A} A3 Y52 AR S =9
A AP EE At B2 Ao HET WY

Oz

=
[Pl

N
i)



Reperfusion Strategies in Acute ST-segment Elevation Myocardial Infarction

;Il-rertes PCl-capable hospital Ambulance Non-PCl-capable hospital

2h | primary PCI < PCI < 2h posslble*

PCI < 2h not possible’

pre-, in-hospital
thrombolysis

3 4

12h | rescue PCI < falled successful

24h anglography® ¢

v [ First Medical Confact(FMC)

Figure 2. Reperfusion strategies. The thick arrow indicates the preferred strategy.

* Time FMC to first ballcon inflation must be shorter than 90 mon in patlents presenting eart (<2 h after syrnptom onset), with lurge
umount of viable myocardium and low risk of bleeding.

#1f PCl is not possible <2 h of FMC, start fibrinolytic therapy as soon as possible.
5 Not eartler than 3 h after start fibfinolysis.
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