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Abstract

ABSTRACT

Background: The presence of multi-vessel disease has been found to be 
associated with worse prognosis in patients with STEMI. (14 ) Identification of 
optimal strategies for treating these patients is the subject of considerable interest 
and controversy.

Objective: To compare in-hospital, long-term outcomes and LV EF ( 6 months) 
between complete revascularization (CR) and  culprit - only revascularization
(COR) in STEMI patients with MVD undergoing p-PCI.

Methods: A total of 40 patients with recent STEMI and MVD undergoing p-
PCI were alternatively randomized to CR (group A) or COR (group B)during p-
PCI and followed for 6 months for completion of PCI in group B after 1 month.   
Patients were followed for incidence of MACE (in-hospital, at 1&6 months), CIN
and EF improvement at 6 months.

Results: Forty pts (mean age 55.2 ± 9.1 years, 33 Males, 7 Females) with 
comparable risk factors between both groups.
 In gp. A, LV EF improved significantly after 6 months [ 54.3 ± 9.1 to 58.4 ± 

6.2 ( P value 0.002)] compared to gp. B [ 54.9 ± 5.2 to 55.7 ± 6.7 (P value 
0.55)]. This improvement was more observed in patients with anterior wall 
myocardial infarctions.

 Incidence of MACE in both groups was comparable during hospital stay and at 
1and 6 months follow up. Two cases in group B, while no MACE in group A 
at 1 and 6 months follow up ( P value 0.14).

 Safety of aggressive strategy for complete revascularization is comparable for 
culprit- only strategy as regard incidence of CIN [2 cases in gp. A, while 1 case 
in gp. B ( P value 0.54)] and Vascular complications [no cases in gp. B, while 
only one case in gp. A ( P value 0. 31)].

 Patients with Door to baloon time less than 90 minutes are associated with 
better EF in comparison to more than 90 minutes (57.1 ± 6.3 versus 50.5 ± 7.3 
P value  0.005) 

Conclusion: complete revascularization is safe during p-PCI and associated with 
better LV EF at 6 months especially in anterior MI.
Key words: Complete revascularization, Culprit-only revascularization, Primary PCI,
MACE      
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Introduction

Primary percutaneous coronary intervention (p-PCI) has become the 

treatment of choice for patients presenting with ST-segment elevation 

myocardial infarction (STEMI) when it can be performed expeditiously by 

an experienced team. (1 – 3) This strategy has been found to be superior to 

thrombolytic therapy in improving morbidity and mortality. (4-6) The goal is

restoration of flow within 90 min of presentation to a PCI-equipped centre.
(7, 8 )

An important piece of information gained at the time of angiography 

and p-PCI is information not only about the culprit lesion but also about the 

extent and severity of the underlying coronary artery disease. In patients 

presenting with STEMI, multi-vessel coronary artery disease is found to be

present from 41 to 67% of patients depending upon the baseline

characteristics (especially age) of the specific population studied; (9 – 12)

however, in one study only 10% of STEMI patients initially treated by p-PCI 

had a clinical indication for non-culprit PCI during the subsequent follow-up 

of up to 3 years. (13)

The presence of multi-vessel disease has been found to be associated

with worse prognosis in patients with STEMI. (14 ) Identification of optimal 

strategies for treating these patients is the subject of considerable interest 

and controversy.
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Treatment strategies vary widely from an aggressive approach which 

treats all significant lesions in the acute phase of p-PCI to a conservative 

approach with p-PCI of only the infarct-related artery (IRA) and subsequent 

medical therapy unless recurrent ischemia occurs. Between these two 

extremes are other alternatives; mainly that of staged procedures with the 

IRA treated acutely and other lesions treated later during the hospital stay or 

within the first month following discharge. There is no randomized data to 

definitely answer the issues about the specific scientific merits of any of 

these approaches. However, there are increasing data from observational 

series. Each approach has advantages and disadvantages.

Advances in device technology, pharmacological therapy and non-

ionic contrast media made an aggressive approach more feasible, with 

simultaneous or staged treatment of all suitable, angiographically significant 

lesions.

This could lead to a reduced incidence of prolonged in hospital stay 

and adverse events at follow-up and could be cost-effective, reducing the 

need for further hospitalization and interventions.

On the other side, multi-vessel percutaneous coronary intervention 

(PCI) in the early phase could be associated with increased risk—because of 

higher amount of contrast medium, ischemia in noninfarcted myocardial 

regions, longer procedural time and with overtreatment of clinically silent 

lesions relying only on their angiographic severity.



Aim of work

3

Aim Of The Work

Our aim is to:

compare in-hospital, long-term outcomes and Lt 

ventricular ejection fraction ( 6 months) between complete 

revascularization and  culprit - only revascularization 

(followed by staged percutaneous coronary intervention of 

secondary lesions) in STEMI patients with multivessel 

coronary disease undergoing primary angioplasty.


