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System Delay (First Medical Contact to Wire) 
and Long-Term Mortality 

Each hour of 
delay 
associated with 
10%  risk of 
death 

Terkelsen JAMA. 2010;304(7):763-771 



 

Primary PCI should be performed in patients with 
STEMI presenting to a hospital with PCI capability  

within 90 minutes of first medical contact 

 as a systems goal.  

PCI in Specific Clinical Situations: STEMI–

Primary PCI of  the Infarct Artery 

I IIa IIb III 

 

Primary PCI should be performed in patients with 

STEMI presenting to a hospital without PCI 

capability 

within 120 minutes of first medical contact 

 as a systems goal. 

 

I IIa IIb III 



Death by guideline goal 

NC RACE, Circulation.2012;126:189–195. 



www.escardio.org/guidelines  European Heart Journal 2012 - doi:10.1093/eurheartj/ehs215 

Logistics of pre-hospital care 

http://www.escardio.org/guidelines
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Logistics of pre-hospital care, con’t 

http://www.escardio.org/guidelines
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Important delays and treatment goals in the 

management of acute STEMI 

http://www.escardio.org/guidelines


NC STEMI Bypassing PCI Center ED 
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Akshay Bagai TCT 2012 



RACE 2008-2009 STEMI diagnosed pre-hospital 
and taken directly to PCI Centers 

 FMC to device < 90 min in 54% 

 17% ED bypass 

 Median ED arrival to cath lab 30 min (IQR 20, 41)  

 FMC to device 75 (ED bypass) vs. 90 minutes 

 FMC to device within 90 min 74% vs. 50% 

Akshay Bagai TCT 2012 



Primary Outcome of 7 Trials of Routine vs Ischemia-driven 

Catheterization and PCI After Fibrinolytic Therapy 
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Time (median or average) from Fibrinolytic to PCI 



Cardiogenic Shock:  Pathophysiology 

    

• Ventricular failure (left in most forms of CS) 

• Decrease cardiac output/stroke volume 

• Decrease regional and peripheral perfusion 

• Release of catecholamines and 

neurohormones  

• Systemic inflammatory response syndrome 

• Continuous and progressive myocardial 

dysfunction 

 



Clinical signs 

• Oliguria, cool, pale and clammy extremities, altered 
mental status, pulmonary congestion, tachycardia, 
elevated lactate, mixed venous saturation of less 
than 65% 
 

• Pre shock 
– higher HR, lower BP among patients on 

presentation among those who develop CS 
• STEMI 

– Systolic blood pressure <= 90 on presentation 
 



Death, shock on presentation 

NC RACE, Circulation.2012;126:189–195 



SHOCK Trial: Long term survival 
after discharge 

- Hochman JAMA 2006 



IABP-SHOCK II Trial 
2012 ESC / NEJM 

 



IABP-SHOCK II Trial 
2012 ESC / NEJM 

 600 AMI patients with cardiogenic shock - IABP or no IABP 

 All early revascularization 

30 day mortality 



 



 



Most Commonly Used Mechanical Devices 

IABP 

TandemHeart 

Impella 


