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Abstract
The treatment of acute coronary occlusion with Primary PCI has been a major factor in improving outcomes of patients

suffering STEMI in the last 15 years, and is the standard treatment for patients suffering STEMI in the UK.

Treatment is beneficial for patients presenting within 12 hours of the onset of symptoms, with the goal being opening

of the occluded artery within 150 min of the call for help.

Opening of the occluded artery is typically completed with a drug-eluting stent followed by administration of antipla-

telet medications for 12 months. Procedures are performed using the radial artery which is associated with improved

outcomes compared to vascular access via the femoral artery.

Evidence is growing to support full revascularisation including the treatment of severe narrowing in other blood vessels

as well as the culprit vessel.
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There have been considerable developments in the last
15 years in the treatment of patients with ST-segment eleva-
tion myocardial infarction (STEMI), including the wide-
spread application of emergency primary percutaneous
coronary intervention (PPCI). In this article, we are going
to describe STEMI, its pathophysiology and advances in
its management.

Diagnosis of STEMI
Criteria for the diagnosis of STEMI are:

• Presentation with clinical symptoms consistent with an
acute coronary syndrome (typically acute onset of
chest pain) together with S-T segment elevation on
ECG.

• ECG changes of Left Bundle Branch (LBBB) with add-
itional criteria suggesting STEMI (Sgarbossa criteria)
and Posterior STEMI may be included in this sub-
heading as the treatment approach is similar; however,
this needs to be correlated with patient symptoms.1,2

Recent ESC guidelines have also included other ECG
criteria for consideration of urgent angiography.3

Pathophysiology:
An ST elevation myocardial infarction (STEMI) most com-
monly occurs when plaque rupture and thrombus formation
results in complete occlusion of a major epicardial coronary

vessel. STEMI is a life-threatening, time-sensitive emer-
gency that must be diagnosed and treated promptly. This
is because heart muscle starts to be lost once a coronary
artery is occluded, and the sooner reperfusion therapy is
delivered, the better the outcome for the patient. Nearly
half of potentially salvageable myocardium may be perma-
nently damaged within 1 hours (h) of the coronary artery
being occluded, and two-thirds within 3 h.4 The extent of
myocardial damage may be affected by the presence of
any collateral supply to the ischaemic territory from other
coronary arteries.

History of emergency coronary reperfusion therapy:
Complete coronary occlusion causing STEMI was demon-
strated more than 35 years ago using coronary angiog-
raphy.5 This resulted in clinical trials of ‘clot-busting’
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(thrombolytic, fibrinolytic) and other drugs being underta-
ken to reopen the affected coronary arteries, and thereby
limit myocardial damage.6

During the 1980s and 1990s, the optimal means of achiev-
ing restoration of flow was to administer a fibrinolytic drug.
The UK introduced a comprehensive system for delivering
fibrinolysis following the publication of the National Service
Framework (NSF) for Coronary Heart Disease in 2000.7

However, whilst shown to be much more effective than
placebo, fibrinolysis was not without its limitations. Around
30% of cases were unsuitable for fibrinolysis (e.g. because
of high bleeding risk): failure of coronary reperfusion occurred
in around 20% - 30%: and in a few (1.0%) it caused a haem-
orrhagic stroke. Even if the vessel was successfully reopened,
the rate of re-occlusion, causing a further MI, was high.

Rationale behind primary percutaneous
intervention (PPCI):
The above deficiencies in thrombolytic treatment led to
attempts to improve outcomes through mechanical techni-
ques as a means of restoring coronary flow (coronary angio-
plasty, thrombus extraction catheters, stenting), that are
grouped under the overarching term ‘primary percutaneous
coronary intervention’ (PPCI).

The use of percutaneous coronary angioplasty to treat nar-
rowing and blockages in epicardial vessels dates back to the
late 1970s. The first angioplasty was performed by Dr A
Gruentziq in Sept 1977 on a patient with a left anterior descend-
ing artery (LAD) stenosis. Nine years later, Puel implanted the
first (self-expanding) coronary stent and one year later, in 1987,
Palmaz and Schatz presented the first balloon-expandable stent.
Over the subsequent 33 years, stent technology has developed
rapidly enabling the use of primary percutaneous intervention
(PPCI) in the way we know it today.

Primary percutaneous coronary intervention VS
thrombolysis:
Percutaneous coronary intervention (PCI) had been used by
individual centres for the treatment of acute ST-elevation
myocardial infarction (STEMI) for many years, but it was
not until the DANAMI-2 and PRAGUE-2 trials, and the
ensuing meta-analysis by Keeley et al. that PPCI became
more widely acknowledged as the preferred method of
reperfusion. These studies showed both a reduction in
short term mortality (7% vs 9%, P 0.0002) and a combined
endpoint of death, stroke and re-infarction (8% vs 14%, P
0.0003).8–10 While the evidence from these trials had
demonstrated the superiority of PPCI over fibrinolysis,
implementation in the UK at that time required major infra-
structural and organisational changes, and an assessment of
the cost-effectiveness and sustainability of a 24/7 PPCI
reperfusion strategy assessment was needed.

PPCI guidelines and best practice
Like thrombolysis, studies had clearly shown that the
effectiveness of PPCI as a reperfusion therapy is time-
dependent.10 Reflecting this evidence, the European
Society of Cardiology and European Association of
Cardiothoracic Surgery (ESC/EACTS) 2018 Acute
Coronary Syndrome (ACS) guidelines give a class I recom-
mendations with level of evidence A indication for treat-
ment of STEMI patients with PPCI within 12 h, a I level
of evidence C recommendation for PPCI beyond 12 h and
lla level of evidence B recommendation for a routine
primary PCI strategy in patients presenting late (12–48 h)
after the onset of symptoms.3,11

As well as time from onset of symptoms, multiple
studies have shown the importance of minimising the
delay from the call for help to the opening of the occluded
artery. The call to balloon time (CTB) is an expression of
the overall response of the healthcare system.12 The UK
NICE quality measure suggests that a call-to-balloon time
of up to 150 min is acceptable13). A position paper of the
British Cardiovascular Intervention Society (BCIS)
endorsed an audit standard of a call-to-balloon time of
less than 150 min in at least 75% of patients (excluding
those presenting with cardiogenic shock or needing ventila-
tion before the procedure).

Door-to-balloon time (DTB) is the interval between the
time of ambulance arrival outside the PPCI hospital and the
time to balloon inflation to open the occluded artery. This is
an expression of the ‘PPCI hospital response’. A DTB time
of less than 90 min has been the standard for hospital
response to higher-risk heart attacks. However, a British
Cardiovascular Intervention Society (BCIS) position
paper suggested that optimal performance should be
defined as a door-to-balloon time of less than 60 min in at
least 75% of patients (excluding those presenting with car-
diogenic shock or needing ventilation before the proce-
dure). The current recommendation from ESC remains at
<90 min in all eligible cases which reflects the data on mor-
tality benefit from published studies.14 The patient pathway
including CTB and DTB is illustrated in Figure 1.

Implementation and assessment of effectiveness and
feasibility of primary percutaneous coronary
intervention (PPCI) in the UK:
To investigate the potential for PPCI to be delivered in
England, from April 2005 to March 2006 the Department
of Health undertook a feasibility study (National Infarct
Angioplasty Project - NIAP). This was an observational
study set up in collaboration with the British
Cardiovascular Society (BCS) and BCIS to test the feasibil-
ity of developing angioplasty services as the initial treat-
ment for STEMI across England. This study reported in
2008 and concluded that PPCI is both feasible and cost-
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effective and that it should become the treatment of choice
for STEMI, provided it could be delivered in a timely
fashion.15 Central to this PPCI strategy is emergency
access to specialist cardiac catheter laboratories and staff.

The issue of ‘timeliness’ formed a key part of this guide-
line. As a part of NIAP, an analysis of expected ambulance
travel times was undertaken and estimated that approxi-
mately 95% of the population lived close enough to a
PPCI centre for this to be their routine reperfusion treatment
and that therefore around 5% might still require fibrinolysis.

Current UK PPCI services and
performance
There has been a substantial improvement in PPCI services
across the UK over the last two decades. During the third
quarter of 2008, only 46% of those STEMI patients in the
UK who received reperfusion treatment were being
treated by PPCI, while the remaining 54% were treated
with thrombolysis. Following the publication of the NIAP
report in August 2008, there was a coordinated rollout of
PPCI services in England. The use of primary angioplasty
continued to increase between 2008 and 2011. By the
second quarter of 2011, 94% of STEMI patients in
England were being treated with PPCI. By 2017/18, 58
out of 98 NHS PCI hospitals/centres offered primary PCI
for the emergency treatment of STEMI, 24/7 every day of
the year, and a further ten linked to form hybrid services.

The changes to treatment of STEMI treatment over time
are illustrated in Table 1.

As described in the 2019 NICOR report; in the last 5
years, DTB times (hospital performance) have remained
the same, but there has been a lengthening of CTB times
implying that ambulance response times have become
slower. The reasons for this deterioration in the pre-hospital
phase are unclear and are being investigated at national
level, but are likely to reflect the increasing pressures on
the system as a whole and the ambulance service in
particular

Key aspects of optimal STEMI treatment by PPCI:
Primary PCI has been the focus of many research studies in
the last 20 years, resulting in improvements in all aspects of
care as summarised below;

A. Institutional standards. Although PCI has been used as a
mainstay of STEMI treatment for many years, BCIS pub-
lished a formal standards/guidance document for PCI and
PPCI in 2015:

A1. Institutional facilities

• Two cardiac dedicated catheter laboratories are the
minimum requirement for a PCI service undertaking
emergency cases.

Figure 1. Flow chart showing STEMI timeline. FMC- First Medical contact. CTB-call to balloon time. DTB- Door to balloon time(after

arrival at PPCI centre).

Mughal and Sastry 3



• Digital Imaging and Communications in Medicine
archiving of images.

• Physiological assessment facilities are needed in all
interventional laboratories.

• Radiation protection monitoring is mandatory

A2. Institutional volume

• Minimum centre volume is 400 cases/year.
• Minimum of three interventional cardiologists per centre.
• PPCI centres should have at least two catheter labora-

tories and 24/7 provision of service for STEMI.
• PPCI centres should perform an absolute minimum of

100 STEMI/PPCI cases/year16

A3. Surgical cover

• The AHA/ACC 2011 guidelines include a Class IIa
recommendation for PPCI in hospitals without on-site
surgery

• In the UK the number and proportion of centres perform-
ing PCI without on-site surgery continue to increase
year-on-year, and is now in the majority. About 40%
of total UK PPCI cases are performed in non-surgical
centres. Reassuringly two major trials Cardiovascular
Patient Outcomes Research Team Trial (CPORT-E)
and Massachusetts Hospitals with Cardiac Surgery
On-Site and Community Hospitals without Cardiac
Surgery On-Site (MASS COMM) published in 2012
and 2013 respectively showed no difference in safety
and mortality between surgical and non-surgical
sites.17,18

B. Patient preparation:. Wherever possible, patients under-
going PPCI need to be appropriately consented for the pro-
cedure. In some UK centres this is a verbal consent process,
due to concerns about the validity of asking patients to sign
standard consent forms whilst suffering an MI and after

receiving opiate analgesia. This approach was validated as
part of the HEAT study.19 Patients need to be loaded with
dual antiplatelet therapy as per STEMI guidelines.
Patients who are unable to take oral medications (unwell,
intubated ventilated or those with severe bystander CAD
requiring urgent coronary bypass grafting) may need a
period of bridging with an intravenous antiplatelet such as
cangrelor or glycoprotein 2B3A inhibitors.

C. Vascular Access:. Accessing the heart from the upper limb
is not new, having been originally done in 1929 by Dr
Werner Forssmann who performed the first human
cardiac catheterisation via a brachial vein. Dr Frank
Mason Sones performed the first coronary catheterization
through the brachial artery by the arterial cut-down techni-
que in 1958. In 1989, 100 trans-radial angiography cases
were reported by Lucien Campeau and the first radial inter-
vention was done by Kiemeneij and Laarman in 1993.20

In the early days of angiography and angioplasty,
femoral artery access was the preferred vascular access.
However, more recently the radial artery access has
become the default procedural access route. The clinical
advantages of the radial over femoral are mainly due to
less access site bleeding. As the radial artery is small, super-
ficial and easily compressible, bleeding complications asso-
ciated with radial arterial access are rare. Its safety has been
established in both STEMI21,22 as well as ACS.23,24 In
STEMI patients there is also clear evidence of improved
outcomes from the use of radial compared to femoral
access.25 In selective cases such as weak or absent radial
pulses (following usage as a graft), tortuous radial or sub-
clavian anatomy, or cardiogenic shock, femoral assess
may be used as an alternative. The availability of
ultrasound-guided access has reduced femoral related
bleeding events and increased first-pass success26 which
may be helpful in cases like cardiogenic shock, where add-
itional large-bore access may be required to insert mechan-
ical support such as an Intra-aortic balloon pump (IABP) or
Impella depending on availability in the centre.

According to current BCIS data, radial artery access has
increased from just over 10% in 2004 to 87.2% in 2017–
2018 for all cases and almost 86% of PPCI cases are per-
formed through radial access. The current ESC and
American guidelines have an IA recommendation for
radial access in PPCI.

D. Choice of balloon or stent treatment in PPCI. Following
vascular access, the Right or Left Infarct Related Artery
(IRA) is intubated with respective guide catheters, the
occlusion is crossed with a guidewire, pre-dilated with an
angioplasty balloon and treated with the appropriate size
(length and diameter) stent or drug-coated balloon.

There have been dramatic improvements in balloon and
stent technology since angioplasty was started. The initial
era of balloon angioplasty or POBA (1970–1980) was

Table 1. Changes to PPCI practice 2008-2018/19 based on yearly

BCIS audits.

Treatment/Devices 2008 2018–2019

Thrombolysis 80% of cases Rarely used

Primary PCI procedures 12% of
cases

>90% of
cases

Call to balloon
time(<150 min)

116(79%) 126(69%)

Door to balloon
time(<90 min)

54(81%) 40(89%)

Drug eluting stents 32% 90%

Radial access 32% 87%
Mortality 4.1% 5.4%
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later replaced by the implantation of bare metal
stents(BMS) (1980–1999), and finally by drug-eluting
stents (1999 onwards) and drug-coated balloons (DCB).
Geoffrey Hartzler in 1979 used the first balloon angioplasty
and Cannon and Roubin in 1991 used the first stent to treat
AMI. The downsides of POBA were acute vessel closure
due to dissection or elastic recoil, and restenosis of coronary
arteries from late vascular remodelling and neo-intimal pro-
liferation. Elastic recoil occurred within minutes to hours in
5–10% of POBA cases and often led to severe complica-
tions, including acute myocardial infarction (AMI) and
the need for emergency coronary artery bypass grafting
(CABG). This led to the development of metal scaffolds
to reduce the risk of vessel recoil and restenosis. Initial self-
expandable, and later FDA approved balloon-expandable
bare-metal stents, were developed in the late 1980s and
early 1990s. In 1993, two landmark trials, the Belgium
Netherlands Stent Arterial Revascularization Therapies
Study (BENESTENT)27 and the North American Stent
Restenosis Study (STRESS)28 demonstrated the superiority
of the bare-metal stents (BMS) over POBA. This estab-
lished coronary stent implantation as an accepted standard
of care for PCI and the FDA approved the use of stents to
treat AMI (STEMI and NSTEMI) after failed balloon
angioplasty. The use of coronary stents increased exponen-
tially over the next few years and by 1999, stents were used
in nearly 85% of PCI procedures. However, the medium
and longer-term follow-up of BMS revealed in-stent reste-
nosis (ISR) in 20–30% of cases, due to proliferation and
migration of vascular smooth muscle cells (VSMCs)
within the stents. ISR may be associated with significant
morbidity and mortality, and drug-eluting stents (DES)
were developed specifically to address the problems of
ISR encountered with BMS.29 Dr Eduardo Sousa in 1999
performed angioplasty using the first drug (sirolimus)
eluting stent in a human coronary artery, and between
2002 and 2004 Cypher and Taxus stents were approved
for use across Europe and the USA.30–32 From early 2000
onwards, the use of DES became the standard of care in
all contemporary PCI procedures, with BMS reserved for
high bleeding risk patients, or patients requiring short dur-
ation antiplatelet treatment for any other reason eg under-
going any urgent major surgical procedure. Since the
development of new generation stents (including polymer-
free stents) and drug-coated balloons, BMS are rarely used
in the UK now.33,34 POBA may still be used in selected
PPCI cases with severe bystander coronary disease to
restore flow to the infarct artery as a bridge to emergency
CABG. Given the success of DES, angioplasty balloons
coated with drugs/drug-eluting balloons (DCB/DEB),
have also been developed to treat small <2.5 mm diameter
coronary arteries and any form of in-stent restenosis.35

DEB-only treatment is also an option during PPCI, such
as in patients with contra-indications to drug-eluting
stents.36

E. Primary Angioplasty and Antiplatelet/antithrombotic therapy.
Periprocedural use of unfractionated heparin (UFH) is stan-
dard in PPCI cases to avoid the development of in situ
thrombus in vessels and catheters (class IC recommendation
by ESC 2017 STEMI guidelines). The use of Bivalirudin has
been compared to UFH, but there was no evidence of benefit,
so this medication is reserved for cases of Heparin allergy or
Heparin-Induced Thrombocytopenia.37

Dual antiplatelet therapy (DAPT) is recommended for
12 months after PPCI irrespective of stent type, while in
patients at high ischaemic risk with low bleeding risk,
DAPT may be extended beyond 12 months.38 If dual anti-
platelet therapy (DAPT) cannot be sustained beyond
1-month post-intervention, treatment with short-duration
DAPT stents or other modalities such as POBA, DEB
may be considered.39 DAPT regimens tested in clinical
trials for PPCI include Aspirin with Clopidogrel, Prasugel
and Ticagrelor. Recent NICE guidance has recommended
Prasugrel as the agent of first choice predominantly on
the basis of safety and efficacy data and ease of use as a
once daily drug.40–42

Some STEMI patients will have an additional indication
for anticoagulation (usually Atrial Fibrillation). Multiple
large RCTs have shown this cohort of patients now can
safely be treated with an oral anticoagulant and two antipla-
telet agents, followed by a period of anticoagulant with
single antiplatelet.43–47 The current ESC 2020 guidelines
recommend between 0–6 months of triple therapy based
on individual patient ischaemic and bleeding risk, though
durations of triple therapy of less than 3 months are more
common in UK practice.

F - Adjunctive procedures and therapy in PPCI. In selective
STEMI cases with a high thrombus burden, aspiration of
thrombus with a catheter may be performed (thrombect-
omy) to improve coronary flow and reduce the risk of
distal embolization. Recommended in the 2008 TAPAS
study with 1027 STEMI patients, thrombus aspiration
resulted in better reperfusion and clinical outcomes than
conventional PCI, irrespective of clinical and angiographic
characteristics at baseline.48 However the TOTAL study
(2015) of more than 10,000 patients with STEMI showed
that routine thrombectomy, as compared with PCI alone,
did not reduce the risk of cardiovascular death, recurrent
myocardial infarction, cardiogenic shock, or NYHA class
IV heart failure within 180 days but was associated with
an increased rate of stroke within 30 days.49 Current guide-
lines do not recommend routine use of thrombectomy (III
level of evidence A), but it is reserved as a bailout in selec-
tive high-risk cases only.

Patients with a heavy thrombus burden are at risk of
developing no-reflow in the culprit vessel, potentially due
to embolization of clot into the coronary microcirculation,
which is associated with poorer outcomes.50 Whilst some
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small scale studies have suggested that additional treatment
with agents including intracoronary nitrates, adenosine,
calcium channel blocker (verapamil, diltiazem and nicardi-
pine) or sodium nitroprusside could potentially improve
flow, there is a paucity of clear randomised evidence in
this area.51

Those patients with previous bypass grafts presenting with
STEMI due to an occluded graft are at high risk of no-reflow
or distal embolization. Studies have indicated that an Embolic
protection Device could help reduce this risk during PCI.52–54

ESC guidelines recommend embolic protection as II level of
evidence B. In addition, direct stenting and smaller stent size
in the graft vessel have been shown to reduce the risk of
distal embolization.55 Adjunctive use of adenosine could
also help with no-reflow.56

The use of intracoronary imaging has been proven to
improve outcomes in elective PCI in a number of studies,
but its routine use has not been proven in STEMI to
date.57,58 Intracoronary imaging may be particularly
helpful in selected cases to clarify the underlying pathology
e.g. Spontaneous Coronary artery dissection (SCAD) or
Myocardial Infarction in Non-Obstructive Coronary
Arteries (MINOCA).

In STEMI patients presenting with MI complicated by
shock, additional mechanical circulatory support may be
required. The use of the Intra-Aortic Balloon Pump has
been studied and found not to be of significant benefit.
Randomised trials supporting the use of LV assist devices
such as Impella are awaited.59–62

G. Deferred VS immediate PCI in STEMI patients. Several
observational studies have suggested that deferred stenting
(initial opening of the occluded vessel with a balloon fol-
lowed by stenting after 24–72 h) was associated with
higher rates of procedural success, higher 6-month left ven-
tricular ejection fraction (LVEF), and lower rates of adverse
events compared with immediate stenting.63–65 Recently,
findings from new randomized controlled trials (RCTs)
have shown inconsistent results compared to previous
observational studies.66,67 A comparative meta-analysis
showed that a deferred-stenting strategy did not reduce
the occurrence of no-reflow or slow flow, death, MI, or
repeat revascularization compared with immediate stenting
in patients with STEMI, but did show improved LV func-
tion in the long term. Following this meta-analysis, the
majority of vessels are treated with immediate stenting.68

H. Single versus multivesse(MV)l PCI. Around 30%-40% of
patients presenting with STEMI have significant bystander
coronary artery disease (CAD). We know that the presence
of significant disease in vessels other than the infarct-related
artery (IRA) has an adverse prognosis following primary
PCI.69

Four major RCTs have shown a benefit of complete
revascularization (performed immediately or staged) as

compared with Infarct Related Artery (IRA) only PCI in
patients with STEMI and multi vessl disease (MVD).70–74

The Complete Revascularisation with MV PCI for
Myocardial infarction (COMPLETE) study was a much
larger RCT than those previously undertaken to assess
this issue. This study and previous meta-analysis of 10
trials has shown that complete revascularization is asso-
ciated with a lower risk of major adverse cardiovascular
events (MACE), due to a lower risk of urgent revasculariza-
tion, with no significant difference in mortality.74,75 These
studies support the concept of full revascularization, and
this has now been adopted into modern practice.

In terms of optimal timing of complete revascularisation,
the COMPLETE study showed no difference in outcomes
whether the procedure was performed during the indexed
hospital stay for STEMI or a staged admission within 45
days. Further studies are needed to clarify how clinicians
can identify which lesions should be revascularized
beyond the culprit lesion.

In patients with multi-vessel disease and AMI with car-
diogenic shock, the CULPRIT-SHOCK trial showed that a
strategy with PCI of the culprit lesion only with possible
staged revascularization determined a lower 30 day and
one year risk of the composite of all-cause mortality or
severe renal failure compared with immediate multi-vessel
PCI.76,77 In the light of Culprit- Shock trial, In the setting of
cardiogenic shock, immediate MV PCI is not now recom-
mended by ESC guidelines.

I. Thrombolysis/Thrombolysis facilitated PCI. In busy PPCI
centres, multiple patients arriving at the same time may
affect door-balloon times, and so outcomes for individual
patients. In these infrequent situations, thrombolysis facili-
tated or pharmaco- invasive PCI strategy is a useful alterna-
tive. In this strategy, patients with a possible delay in CTB/
DTB may receive a half dose of the thrombolytic agent to
minimise myocardial damage prior to definitive PCI.
Trials have shown this is a safe and effective second-line
pathway which can be considered.78.79

J. Primary PCI in patients with out of hospital cardiac arrest
(OOHCA):. CAD remains the leading cause of OOHCA.
Where there is ST Elevation on the ECG in OOHCA
patients, PPCI is the treatment of choice in PPCI centres
in the UK. The ESC 2017 guidelines recommend perform-
ing immediate/emergent coronary angiography and angio-
plasty in survivors of OOHCA with ST-segment elevation
on the ECG (I level of evidence B). These guidelines also
advocate urgent angiography and PCI in patients without
ST elevation but on-going ischaemia (IIaC). There are
limited data to guide the treatment of OOHCA patients
without ST Elevation after the return of spontaneous circu-
lation and no clear ongoing ischaemia. Two recently pub-
lished studies have not supported early angiography in
patients without ST Elevation on their ECG..80–82
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Secondary prevention treatment in STEMI patients:
In addition to PPCI and the antiplatelet medications
described above, a number of other interventions are recom-
mended in guidelines for STEMI patients. Modern PPCI
services also ensure the delivery of these additional investi-
gations, such as echocardiography to assess LV function,
and treatments including statins, ACE inhibitors and aldos-
terone antagonists. A key post-MI therapy is Cardiac reha-
bilitation, which has some of the greatest benefits to patients
of all MI treatments. Clinical trials have shown both physi-
cal and psychological benefits with areas of focus including
health education, post MI stress management, sexual health,
drivig advice and lifestyle changes after an MI.83

Summary
The treatment of acute coronary occlusion with Primary
PCI has been a major factor in improving outcomes of
patients suffering STEMI in the last 15 years, and is the
standard treatment for patients suffering STEMI in the UK.

Treatment is beneficial for patients presenting within 12
h of the onset of symptoms, with the goal being opening of
the occluded artery within 150 min of the call for help.

Opening of the occluded artery is typically completed
with a drug-eluting stent followed by administration of anti-
platelet medications for 12 months. Procedures are per-
formed using the radial artery which is associated with
improved outcomes compared to vascular access via the
femoral artery.

Evidence is growing to support full revascularisation
including the treatment of severe narrowing in other
blood vessels as well as the culprit vessel.
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