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Background

Coronary angioplasty (PTCA), though
superior to thrombolysis (TT) in patients
with ST-elevation acute myocardial infarc-
tion (AMI)1,2, has substantial logistic limi-
tations and is being offered only to a mi-
nority of patients in our country, where TT
remains the most widespread reperfusion
treatment3. Both failure of reperfusion and
early reocclusion often occur after TT4.
Rescue (R) PTCA is recommended by the
current guidelines5,6, but it is not regularly
performed after failed TT3, and data from
large contemporary investigations are not
available. In this paper, the characteristics

and the outcomes of a consecutive series of
patients referred to our Center for R-PTCA
after failed TT are reviewed and compared
to those of the other AMI patients treated
with emergency PTCA during the same pe-
riod. 

Methods 

In our Center, emergency PTCA has
been the treatment of choice for high-risk
patients with AMI since 1993. Patients with
large (ST-segment deviation in > 4 leads),
anterior, inferior + right ventricular, or re-
current AMI, as well as those with acute
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Background. Rescue coronary angioplasty (PTCA), though recommended by the guidelines, is not
regularly performed after failed lysis in patients with ST-elevation acute myocardial infarction
(AMI), and data from large contemporary studies are not available. The outcomes of a recent series
of consecutive patients in our Center are presented. 

Methods. Between August 2000 and November 2003, 270 patients with AMI < 12 hours were re-
ferred to our cath lab for emergency PTCA: 117 (43%) for rescue PTCA after failed lysis, and 153 for
primary or facilitated PTCA. The baseline, procedural and outcome data of all patients were prospec-
tively collected, analyzed on an “intention-to-treat” basis and compared. Cineangiographic data were
reviewed by three angiographers who were unaware of the clinical data. 

Results. No significant differences were found between rescue PTCA and primary/facilitated
PTCA patients as to: age, female gender, diabetes, hypertension, previous AMI, time from pain onset
to the first emergency room admission, heart rate at admission, systolic blood pressure, number of
leads with ST-segment elevation, total ST-segment deviation, collateral flow to the infarct-related
artery, initial TIMI 2-3 flow, and three-vessel disease. Patients with rescue PTCA, as compared to pri-
mary/facilitated PTCA, had a longer time from pain onset to the cath lab (336 ± 196 vs 229 ± 155 min,
p = 0.0001) and more frequently had an anterior AMI (52 vs 38%, p = 0.027), a higher Killip class (1.5
± 0.98 vs 1.26 ± 0.7, p = 0.02), shock (11 vs 5%, p = 0.073), and intra-aortic balloon pump use (17 vs
8%, p = 0.048); fewer patients were in Killip class 1 (74 vs 85%, p = 0.043). PTCA was performed im-
mediately in 78 vs 95% of patients (p = 0.0001); 8 vs 3 patients had PTCA of the infarct-related artery
and 8 vs 1 had bypass surgery later during hospitalization. Patients with rescue PTCA, as compared
to primary/facilitated PTCA, had a final TIMI 3 flow in 62 vs 76% of cases (p = 0.017), ≥ 70% ST-seg-
ment resolution in 36 vs 50% (p = 0.086), and both of the latter in 24 vs 45% (p = 0.006); the overall
hospital mortality was 12 vs 6.5%, and 5.8 vs 3.4% when patients in shock on admission were not con-
sidered; reinfarction and stroke occurred in 0.9 vs 1.3% and in 2.6 vs 0% of the patients respectively.

Conclusions. Due to referral, rescue PTCA patients were admitted to the cath lab later after the
onset of infarction, and had a higher risk profile, as compared to primary/facilitated PTCA patients;
both recanalization and reperfusion were less satisfactory, as were the outcomes. Thrombolysis is of-
ten ineffective but, as long as it remains a widespread treatment, efforts should be made to improve
reperfusion and survival in these patients, possibly by an earlier referral for rescue PTCA. 

(Ital Heart J 2004; 5 (10): 739-745)



left ventricular failure (Killip class > 2), are considered
high-risk. Since August 2000, AMI patients admitted to
our hospital who were candidates for PTCA have been
treated with reteplase 10 U (facilitated PTCA) in cases
when the angiography room was expected to be un-
available for at least 30 min. Coronary angiography
was then performed as soon as possible, followed by
PTCA in most cases. When the angiography room was
expected to be available within 30 min, no thrombolyt-
ic drug was administered, and the patient was immedi-
ately transported to the cath lab (primary PTCA). A de-
tailed description of our experience with primary and
facilitated PTCA has been published separately7.

Our Center is the only interventional cath lab in a
large province, serving a population of about 500 000
inhabitants. Since July 2000, a cardiac surgical division
has been active in our hospital, with 24/24 hour and 7/7
day coverage, and our around-the-clock program of
emergency PTCA in AMI has also been offered to 6
nearby hospitals without interventional cardiology fa-
cilities (4 with a cardiac intensive care unit), to provide
R-PTCA potentially in all cases of failed TT. 

Between August 2000 and November 2003, 153 pa-
tients were admitted to our cath lab within 12 hours of
the onset of AMI, to undergo facilitated PTCA (n = 80)
or primary PTCA (n = 73); because in these patients
PTCA was chosen as a reperfusion strategy from the
very beginning, they were considered as a single group
(P&F-PTCA). During the same period, 117 patients
were referred to our cath lab for R-PTCA after failed
TT. No definite protocol was followed by the nearby
hospitals for the selection of patients to be referred for
R-PTCA. In the patients included in this report, failed
TT was diagnosed by the attending cardiologists as the
persistence (or recurrence) of various degrees of ST-
segment elevation within 12 hours of TT, most often ac-
companied by chest pain and/or signs of left ventricu-
lar failure.

The baseline, procedural and outcome data of all pa-
tients were prospectively collected as part of our quali-
ty assurance program, and were analyzed on an “inten-
tion-to-treat” basis (i.e., even when PTCA was not per-
formed immediately or at all).

The femoral access was used for cardiac catheteri-
zation whenever possible. Heparin was administered
during the interventional procedure, to achieve an acti-
vated clotting time ≥ 300 s. A left ventriculogram was
not routinely performed. The use of thrombus aspira-
tion systems (Rescue, Boston Scientific, Scimed,
Maple Grove, MN, USA) and of glycoprotein IIb/IIIa
inhibitors was at the operator’s discretion. When glyco-
protein IIb/IIIa inhibitors were used, activated clotting
times between 230 and 270 s were considered satisfac-
tory. Immediate PTCA was generally withheld when
the coronary anatomy was very unfavorable and imme-
diate bypass surgery was an option, or when the an-
giogram showed a TIMI 3 flow in the infarct-related
artery (IRA) with a heavy thrombotic component, and

at least 50% ST-segment resolution was apparent on the
12-lead ECG; in the latter case, elective myocardial
revascularization, either with elective PTCA after treat-
ment with heparin and ticlopidine ≥ 48 hours or with
bypass surgery when indicated, was scheduled. Intra-
aortic balloon counterpulsation was regularly used in
patients with left ventricular failure, when the aorto-il-
iac anatomy was not unfavorable. Ticlopidine 500
mg/day per os and aspirin 100 to 250 mg/day were
started within hours of stent implantation and contin-
ued for 1 month, and intravenous heparin was adminis-
tered for 48 hours after the procedure. Femoral sheaths
were generally removed 48 to 72 hours after the initial
procedure.

A 12-lead ECG was recorded before and immediate-
ly (< 30 min) after the end of the initial procedure in all
patients; ST-segment elevation and deviation in the ini-
tial ECG could be analyzed in 93 and 137 R-PTCA and
P&F-PTCA patients, and in both ECG recordings in 87
and 129 patients respectively, who survived in the ab-
sence of pacemaker rhythm or left bundle branch block;
ECG readings were computed both as the sum of ST-seg-
ment elevations and deviations. Cineangiographic data
were reviewed by three angiographers who were un-
aware of the clinical and ECG data. 

Statistical analysis. Univariate analysis of the clinical,
ECG and angiographic characteristics was performed in
both groups. The �2 test and the Student’s t-test were
used to compare proportions and means respectively. A p
value of < 0.05 was considered as statistically significant.

Results

There were no significant differences in the baseline
historical characteristics of R-PTCA (n = 117) and
P&F-PTCA patients (n = 153) (Table I), except for a
trend to a younger age in the former (60 ± 12 vs 64 ± 13
years, p = 0.08). 

The clinical and ECG picture at presentation (Table
II) showed a similar time interval between symptom
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Table I. Baseline historical characteristics.

R-PTCA P&F-PTCA p
(n=117) (n=153)

Age (years) 60 ± 12 64 ± 13 0.08
Females 20% 20% NS
Diabetes mellitus 15% 16% NS
Hypertension 55% 47% NS
Previous CABG 0.9% 3% NS
Previous PTCA 7% 11% NS
Previous AMI 13% 15% NS

AMI = acute myocardial infarction; CABG = coronary artery
bypass graft; P&F = primary and facilitated; PTCA = coronary
angioplasty; R = rescue.



onset and first admission to the emergency room in
both groups (139 ± 125 vs 142 ± 135 min, median 95
vs 90 min). R-PTCA patients had a significantly longer
delay from the first emergency room to the cath lab
(197 ± 128 vs 91 ± 73 min, median 180 vs 70 min, p =
0.0001), with a broader range (75-740 vs 20-240 min),
mirrored by a longer total interval between symptom
onset and procedure start (336 ± 196 vs 229 ± 155 min,
median 300 vs 180 min, p = 0.0001). Previous full-dose
TT with alteplase, reteplase and tenecteplase had been
respectively administered to 65, 20 and 15% of R-PTCA
patients. AMI was more often anterior in R-PTCA pa-
tients (52 vs 38%, p = 0.027) and, although overall, it
was not more extensive as judged at ST-segment analy-
sis, the left ventricular function was more markedly im-
paired in these patients, in terms of both a lower preva-
lence of Killip class 1 upon admission (74 vs 85%, p =
0.043), and a higher mean Killip class in their group
(1.5 ± 0.98 vs 1.26 ± 0.7, p = 0.02). Cardiogenic shock
on admission was present in 11 vs 5% of R-PTCA and
P&F-PTCA patients respectively (p = 0.073). In the
R-PTCA group, 3 patients were already intubated at the
time of arrival to the cath lab, and another deceased in
the cath lab before coronary angiography could be per-
formed.

The angiographic findings and procedural data are
listed in table III. Initial IRA patency was similar under
all aspects in both groups, and a TIMI 2-3 flow was pre-
sent in a similar proportion of cases (36 vs 34% in R-
PTCA vs P&F-PTCA). The extent of coronary artery
disease was also similar, with single-vessel involve-
ment in about one half of cases. An intra-aortic balloon
pump was used more often in R-PTCA patients (17 vs
8%), while glycoprotein IIb/IIIa inhibitors and throm-
bus aspiration systems were used only exceptionally (6
and 3% respectively). 

It is of note that immediate R-PTCA was not per-
formed after coronary angiography in 24 patients.

Three patients had a completely occluded IRA with an
excellent collateral supply, and 12 had a TIMI 3 flow,
with a satisfactory ST-segment resolution in all; in 9 pa-
tients, the IRA flow was suboptimal (TIMI ≤ 2 flow),
either in the presence of a stenosis deemed not
amenable to PTCA, or in the absence of any discrete
and severe stenosis. Elective PTCA of the IRA and
emergency or elective bypass surgery were performed
during admission in 8 and 8 cases respectively in the R-
PTCA group. Immediate PTCA was withheld in 8
P&F-PTCA patients with a satisfactory reperfusion,
and elective PTCA of the IRA and bypass surgery were
performed in 3 and 3 cases respectively. 

The post-procedural angiographic and ECG data
are listed in table IV. All indicators of IRA recanaliza-
tion and of myocardial reperfusion were less favorable
in the R-PTCA group, with a lower incidence of final
TIMI 3 flow (62 vs 76%), a definite trend toward less
frequent ≥ 70% ST-segment resolution (36 vs 50% of
cases, p = 0.086), and a poorer overall reperfusion out-
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Table II. Clinical and ECG picture at presentation.

R-PTCA P&F-PTCA p
(n=117) (n=153)

Interval between symptom onset and first 139 ± 125, median 95 142 ± 135, median 90 NS
emergency room admission (min)
Interval between first emergency room admission 197 ± 128, median 180, 91 ± 73, median 70, 0.0001
and procedure (min) range 75-740 range 20-240
Interval between symptom onset and procedure (min) 336 ± 196, median 300, 229 ± 155, median 180, 0.0001

range 75-1340 range 35-810
Anterior AMI 52% 38% 0.027
No. leads with ↑ST* 5 ± 2 4 ± 2 NS
No. leads with ↑↓ST 7 ± 3 7 ± 3 NS
Sum of ST ↑ and ↓ (mm) 18 ± 13 17 ± 10 NS
Killip class 1 74% 85% 0.043
Killip class (mean) 1.5 ± 0.98 1.26 ± 0.7 0.02
Shock 11% 5% 0.073

AMI = acute myocardial infarction; P&F = primary and facilitated; PTCA = coronary angioplasty; R = rescue. * initial ST-segment el-
evation could not be assessed in 40 patients.

Table III. Angiographic findings and procedural data.

R-PTCA P&F-PTCA p
(n=117) (n=153)

Single-vessel CAD 50% 48% NS
Three-vessel CAD 28% 30% NS
Initial IRA TIMI 3 flow 13% 12% NS
Initial IRA TIMI 2-3 flow 36% 34% NS
Collateral supply to the IRA 52% 48% NS
Immediate PTCA of the IRA 78% 95% 0.0001
Stent 87% 89% NS
IABP 17% 8% 0.048
GP IIb/IIIa antagonists 6% 10% NS
Thrombus aspiration 3% 7% NS

CAD = coronary artery disease; GP = glycoprotein; IABP = in-
tra-aortic balloon pump; IRA = infarct-related artery; P&F = pri-
mary and facilitated; PTCA = coronary angioplasty; R = rescue.



come (final TIMI 3 flow and ≥ 70% ST-segment reso-
lution in 24 vs 45% of patients, p = 0.006). 

When only the patients actually treated with imme-
diate R-PTCA and P&F-PTCA were considered, a
post-procedural TIMI 3 flow in the IRA was achieved
in 68 and 71% of cases respectively. 

The in-hospital outcomes for all patients are de-
tailed in table V. The difference in overall mortality be-
tween R-PTCA and P&F-PTCA (12 vs 6.5%) did not
attain statistical significance, and appeared consistent
with the higher incidence of cardiogenic shock on ad-
mission in the former group. One patient in the R-
PTCA group and 2 in the P&F-PTCA group, in whom
immediate PTCA had been withheld due to a patent
IRA and ST-segment resolution, had reinfarction before
the planned PTCA and underwent emergency PTCA.

Of the 24 patients in the R-PTCA group in whom
coronary angiography had been performed and imme-
diate PTCA had not, 4 with a TIMI grade 2-3 IRA pa-
tency died before day 4 due to irreversible heart failure,
one before and another after emergency bypass
surgery; 3 of these patients were in shock at the time of
admission; 15 patients were discharged uneventfully
after elective PTCA of the IRA (8 patients), or after by-

pass surgery (7 patients); 2 were scheduled for elective
bypass surgery after discharge and 3 were discharged
on medical treatment alone. In all, 4 patients (17%)
died out of 24 in whom R-PTCA was not – for any rea-
son – immediately performed after coronary angiogra-
phy, vs none out of 8 in whom immediate P&F-PTCA
was withheld. The mortality in patients actually treated
with immediate R-PTCA and P&F-PTCA was, there-
fore, 10 and 6.9%, respectively.

Non-hemorrhagic stroke occurred in 3 R-PTCA pa-
tients; bleeding complications requiring transfusion oc-
curred in 2 R-PTCA patients. Bleeding at the vascular
access site occurred in 8 patients in each group, with no
need for transfusions or surgical repair.

Overall, when the patients in the two groups were
considered together (Table VI), shock upon admission,
a longer time interval from pain onset to the beginning
of coronary angiography, a final IRA TIMI flow < 3
and a final ST-segment resolution < 50% or non-as-
sessable, were all significantly associated with in-hos-
pital death at univariate analysis. The proportions of pa-
tients who died among those with shock, with a final
IRA TIMI flow < 3, and with final ST-segment resolu-
tion < 50% or non-assessable, were similar in both the
R-PTCA and P&F-PTCA groups (62 vs 71%, 14 vs
19% and 14 vs 14%). 

Discussion

Observational data from this small, consecutive se-
ries of patients show that during a period of time last-
ing 3 years the number of patients transported from
nearby hospitals to our referral Center for R-PTCA was
extremely small. This seems consistent with data from
a recent national survey covering 90% of Italian coro-
nary care units: overall, about 50% of patients with
AMI receive TT, but only 10% of the latter undergo
subsequent R-PTCA3. 

In the absence of strict regional or local protocols, it
is unclear how often efforts were made to identify evi-
dence of failed reperfusion after TT in the nearby coro-
nary care units, how – and how timely – this diagnosis
was made, and on the basis of which criteria some of
these patients were transferred to our Center. The time
interval between arrival to the first emergency room on
admission and the start of the cardiac catheterization
procedure in our cath lab shows an extreme dispersion
in our R-PTCA patients, which is only partially ac-
counted for by variations in ambulance travel times (30
to 60 min). Although the exact time TT was initiated
was not recorded in all cases, this wide range of inter-
vals probably reflects variable delays in the diagnosis
of TT failure, as well as in the logistics of patient trans-
fer. It is also likely that patients referred for the treat-
ment of failed reperfusion were those with a perceived
higher risk if untreated/higher potential benefit from R-
PTCA. In fact, our R-PTCA patients tended to be
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Table IV. Post-procedural angiographic and ECG data.

R-PTCA P&F-PTCA p
(n=117) (n=153)

Final IRA TIMI 3 flow* 62% 76% 0.017
Final IRA TIMI 2-3 flow 88% 93% NS
Distal embolization 11% 11% NS
Resolution ↑ST < 50%** 42.5% 33.9% NS
Resolution ↑ST ≥ 50% < 70% 21.3% 16.5% NS
Resolution ↑ST ≥ 70% 36.2% 49.6% 0.086
Final IRA TIMI 3 flow + 40% 55% 0.058
resolution ↑ST ≥ 50%
Final IRA TIMI 3 flow + 24% 45% 0.006
resolution ↑ST ≥ 70%

IRA = infarct-related artery; P&F = primary and facilitated; PT-
CA = coronary angioplasty; R = rescue. * 1 patient died before
coronary angiography could be performed; ** in 54 patients, fi-
nal ST-segment resolution could not be assessed.

Table V. In-hospital outcomes.

R-PTCA P&F-PTCA p
(n=117) (n=153)

MB peak (U/l) 388 ± 282 317 ± 246 0.03
LVEF (days 2-11) (%) 48 ± 9 49 ± 9 NS
Death 12% 6.5% NS
Death (shock excluded) 5.8% 3.4% NS
Reinfarction 0.9% 1.3% NS
Stroke 2.6% 0 NS

LVEF = left ventricular ejection fraction; MB = MB isoenzyme
of creatine kinase; P&F = primary and facilitated; PTCA = coro-
nary angioplasty; R = rescue.



younger than our P&F-PTCA patients and, despite a
similar extension of ST-segment deviation on the initial
ECG, more often had anterior AMI and signs of left
ventricular failure; 11% were in shock at the time of ad-
mission, and 3 were intubated. 

Immediate R-PTCA was withheld for clinical or an-
giographic reasons in about 20% of our patients, as
compared to about 5% P&F-PTCA. This is not unusu-
al in patients referred to an interventional center after
failed TT, and has been well documented in a previous
intention-to-treat-based report8. Possibly also as a re-
sult of this policy, both IRA patency and myocardial
perfusion status in the acute phase were less satisfacto-
ry in our patients, as were their in-hospital outcomes. 

Due to both the small number of patients in each
group, and to the bias inherent to R-PTCA patient re-
ferral, statistical workup with multivariate analysis was
thought to be of limited significance in our patient se-
ries. Considering our population as a whole, however,
univariate analysis showed that the presence of shock at
the time of admission, of an abnormal (TIMI flow < 3)
final flow in the IRA, and of a poor (< 50%) or non-as-
sessable final ST-segment resolution at ECG, were all
significantly associated with in-hospital death, as was a
longer time delay from symptom onset to the beginning
of the invasive procedure. This is consistent with previ-
ous data from larger studies of reperfusion treatment in
AMI9-12. Overall, our in-hospital mortality of 8.9% was
consistent with the 8-9% reported in two single-center
databases of consecutive patients with very similar
baseline characteristics13,14.

Our data may be of interest because they reflect a
host of open questions.

Effectiveness of rescue coronary angioplasty. In pa-
tients with AMI, irrespective of which TT is used, early
and complete restoration of the IRA patency and my-
ocardial perfusion is the major determinant of their 30-
day mortality15,16. Even with the use of newer drugs with
an improved lytic power, failure of reperfusion still oc-

curs in about 20 to 30% of patients17. Despite some val-
idated criteria, such as ≥ 50% ST-segment resolution18,
the diagnosis of failed TT may not be straightforward in
many cases, and the management is unclear19,20. Al-
though for R-PTCA some benefit has been shown in
most8,21-24 but not all25,26 reports, studies in the pre-stent
era have failed to document a clear-cut benefit in terms
of survival23,27. Evidence from randomized trials using
contemporary PTCA technology is not available. 

Adjunctive drug treatment during coronary angio-
plasty. The use of abciximab has been shown to be ben-
eficial before or during P-PTCA, and – together with
stents – is considered by some as the new standard for
this treatment28. Due to concern regarding possible he-
morrhagic complications29, adjunctive treatment with
glycoprotein IIb/IIIa inhibitors is not often used during
R-PTCA in patients who have received full-dose TT in
the preceding hours, although data from a small ran-
domized study have shown that abciximab may sub-
stantially improve myocardial reperfusion in these pa-
tients, with acceptable risks30.

Delay in diagnosis and referral. In most reports, a
long delay in patient referral, a severely impaired left
ventricular function, and a very poor outcome in case of
persistent failure of reperfusion, are all recurrent fea-
tures of R-PTCA patients23,26,31; these aspects appear to
be linked together. Patient transfer to an interventional
center for “intentional R-PTCA” immediately after TT
has been proposed, and the outcomes of this strategy
have been reported to be similar to those of primary
PTCA32-35. Data from a very large database of patients
in the American College of Cardiology National Car-
diovascular Data Registry show that transferred pa-
tients who received previous TT had better outcomes
following PTCA than those who did not36.

Conclusive remarks. Despite the recognized superior-
ity of primary PTCA1,2, due to logistic limitations, TT
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Table VI. Univariate analysis of in-hospital death for the whole population (n = 270).

Dead Discharged alive Total p
(n=24) (n=246) (n=270)

Age (years) 65 ± 12 62 ± 12 63 ± 11 NS
Females 5 49 54 NS
Previous AMI 5 33 38 NS
Anterior AMI 10 109 119 NS
No. leads with ↑ST on admission* 4.1 ± 1.5 4.7 ± 2 4.6 ± 2 NS
Shock on admission 13 7 20 0.0001
Single-vessel CAD** 9 121 130 NS
Time from pain onset to procedure start (min) 361 ± 220 268 ± 177 290 ± 180 0.027
Final ST-segment resolution < 50% or non-assessable*** 20 123 143 0.004
Final TIMI grade < 3 or non-assessable flow in the IRA** 14 68 82 0.004

AMI = acute myocardial infarction; CAD = coronary artery disease; IRA = infarct-related artery; P&F = primary and facilitated;
PTCA = coronary angioplasty; R = rescue. * initial ST-segment elevation could not be assessed in 40 patients; ** 1 patient died before
coronary angiography could be performed; *** final ST-segment resolution could not be assessed in 54 patients.



is – and will remain for some years to come – the most
frequently used reperfusion treatment in patients with
AMI, in our country as well as in many others. On the
one hand, considering both the logistic burden and the
costs of emergency transfer and of unplanned interven-
tions in these patients, proof of the efficacy of R-PTCA
as currently used (i.e., for the treatment of failed TT) is
urgently needed from trials. On the other hand, efforts
to improve both myocardial reperfusion and survival in
these patients should be encouraged. The risk/benefit
profile of adjunctive treatment with abciximab during
R-PTCA in patients who have received full-dose TT
should be investigated in larger numbers of patients.
Shortening the delay to R-PTCA is likely to have a
strong impact on survival, at least in high-risk patients
in whom TT has not been effective. In contrast with
both the current “wait for complications” attitude, and
the often recommended “watchful wait” attitude, this
approach would require prompt transfer to the inter-
ventional center during TT or immediately after it,
without wasting time in any assessment of reperfusion.
In this case, “intentional R-PTCA” would assume the
same significance as “facilitated PTCA”. A strategy of
“inject-and-transfer”, with full-dose tenecteplase, ap-
peared superior to tenecteplase + conditional transfer in
case of failed reperfusion, in a recently reported ran-
domized trial in Canada (LeMay M. Results of the
CAPITAL-AMI randomized trial. Scientific Session of
the American College of Cardiology, New Orleans, LA,
USA, unpublished data); this strategy is also being test-
ed in the CARESS randomized trial including high-risk
patients, with the use of half-dose reteplase plus abcix-
imab. There is reason to hope that in the near future, pa-
tients for whom TT has been – for any reason – the ini-
tial reperfusion treatment are no longer left on their
own, nor managed as sons of a lesser god.
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