hypertension extends the “window” of time for the salvage of
myocardium by reperfusion strategies.

Glucocorticoids and nonsteroidal anti-inflammatory agents, with
the exception of aspirin, should be avoided in patients with STEMI.
They can impair infarct healing and increase the risk of myocardial
rupture, and their use may result in a larger infarct scar. In addition,
they can increase coronary vascular resistance, thereby potentially
reducing flow to ischemic myocardium.

PRIMARY PERCUTANEOUS CORONARY INTERVENTION
(See also Chap. 276) PCI, usually angioplasty and/or stenting
without preceding fibrinolysis, referred to as primary PClI, is effective
in restoring perfusion in STEMI when carried out on an emergency
basis in the first few hours of Ml. It has the advantage of being
applicable to patients who have contraindications to fibrinolytic
therapy (see below) but otherwise are considered appropriate
candidates for reperfusion. It appears to be more effective than
fibrinolysis in opening occluded coronary arteries and, when
performed by experienced operators in dedicated medical centers, is
associated with better short-term and long-term clinical outcomes.
Compared with fibrinolysis, primary PCI is generally preferred when
the diagnosis is in doubt, cardiogenic shock is present, bleeding risk
is increased, or symptoms have been present for at least 2—-3 h
when the clot is more mature and less easily lysed by fibrinolytic
drugs. However, PCl is expensive in terms of personnel and
facilities, and its applicability is limited by its availability, around the
clock, in only a minority of hospitals (Fig. 275-5). Whereas prior trials
suggested that the only vessel upon which an intervention should be
performed is the infarct-related artery, more contemporary studies
(PRAMI, CvLPRIT, COMPLETE) provide evidence that performing
PCI on nonculprit coronary vessels results in a lower rate of
cardiovascular events and a lower need for subsequent ischemia-
driven revascularization.
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