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Introduction:

Acute coronary syndrome(ACS) is a major cause

of mortality in developing countries and are

responsible for a large number of hospitalization

annually.1In between 9% to 19% of patients with

ACS die in the first 6 months after being

diagnosed, with about one-half of deaths

occurring within 30 days of diagnosis.2 ACS

encompasses acute ST segment elevation

myocardial infarction (STEMI) and non-ST

segment elevation acute coronary syndrome

(NSTE-ACS) & UA (unstable angina).

Effective and timely reperfusion of the infarct

related coronary artery is central to optimal

treatment for both STEMI and NSTE-ACS and

efficiently achieved by percutaneous coronary

intervention (PCI).3 STEMI represents the most

lethal types of ACS, one in which a completely

occlusive thrombus causes in total cessation of

coronary blood flow in the territory of the

occluded artery & the resultant ST-segment

elevation on the ECG.  If the door to balloon

(D2B) time can be maintain within 90 minutes of

a STEMI the choice of reperfusion should be

Primary Percutaneous Coronary Intervention

(PPCI).   Recent studies have continued to

demonstrate clear superiority of primary PCI

over pharmacologic reperfusion, improved event-
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Abstract:

Background: This study was to compare the outcome of early versus delayed invasive intervention in

acute coronary syndrome (ACS) patients.

Methods: A total of 200 patients with ACS underwent early intervention group (d”24 h, n=100) and

delayed intervention group (>24 to 72 h, n=100) after percutaneous coronary intervention (PCI) were

enrolled. The probable outcomes were a composite of re-infarction, acute LVF, recurrent ischemia, repeat

revascularization, bleeding, stroke or death at 30 days.

Results: Male were predominating (74%vs26%). Left anterior descending artery was the commonest infarct

related artery in both groups (p=0.114). Cardiac markers, Cardiogenic shock, Acute left ventricular failure

(LVF) and ventilator requirement were significantly higher (p=0.007, p=0.060, p=0.009, p=0.002) and mean

duration of hospital stay was longer (p <0.001) in delayed intervention group. At 30 days follow-up

improvement of chest pain, LVF and ejection fraction were achieved significantly in patient undergoing

early intervention (p <0.001, p=0.016, 54.7±7.4 vs. 48.4±6.9; p <0.001). Adverse outcome like acute LVF

(7% vs. 21%; p=0.004), re-infarction (0% vs. 7%; p=0.007), acute kidney injury (AKI) (5% vs. 17%; p=0.007),

bleeding (11% vs. 18%; p=0.160), stroke (3% vs. 9%; p=0.074), repeat revascularization (1% vs. 7%; p=0.032),

death (0% vs. 5%; p=0.030)  was higher in delayed invasive intervention group (p=0.001).

Conclusion: Acute LVF, ventilator requirement and duration of hospital stay were significantly

predominating in delayed intervention group. Early invasive strategy in ACS patient associated with

lower rates of acute LVF, acute kidney injury, re-infarction, stroke, bleeding, repeat revascularization and

death compared with delayed invasive strategy at 30 days of follow-up.
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free survival and lower incidence of intracranial

bleeds even for patients who need to be

transferred to a tertiary center.4 In our country

this is not always possible due to financial

constrain and lack of knowledge about the

outcome of the procedure. Beside this misbelieve

about the procedure also plays a role.

Furthermore, rescue PCI and early routine post-

thrombolysis angiography with subsequent PCI

have shown to reduce the rates of re-infarction

and recurrent ischemia in comparison to a

conservative strategy. 5

NSTE-ACS are a more frequent clinical

presentation than STEMI and are associated

with a poorer long-term prognosis.6,7 Among

NSTE-ACS patient a routine strategy of early

angiography and revascularization (PCI) in both

sexes improve clinical outcome and lowers rates

of recurrent ischemia, re-hospitalization, repeat

revascularization, myocardial infarction(MI) and

reduced rate of death in comparison with a

conservative strategy.8-10 It has been additionally

become apparent that an early invasive approach

is also beneficial in patients with UA. UA is

unusually secondary to reduce myocardial

perfusion usually from coronary artery

atherothrombosis. ISARCOOL trial was recently

attributable to lower rates of new MI in patients

with immediate intervention.11 Data for the

CARESS in AMI study recently reported that

high risk patient presenting withevolving STEMI

who undergo thrombolytic therapy should be

transferred for PCI early after thrombolysis

regarding of the success of thrombolytic

therapy.12

So this study indicate that an early as opposed

to a delayed invasive strategy is safe and

associated with a lower risk of refractory

ischemia and a shorter duration of hospital stay.

Methods:

Descriptive cross sectional study by systematic

sampling technique was conducted in all    adult

patients presented with acute coronary

syndrome and underwent PCI during

hospitalization at the Department of Cardiology

in Ibrahim Cardiac Hospital & Research

Institute, Dhaka, Bangladesh during the period

from January to June 2017.

A total of 200 patients with Acute Coronary

Syndrome underwent early intervention group

(d”24 h, n=100) and delayed intervention group

(>24 to 72 h, n=100) after PCI were

enrolled.Thrombolytic patients underwent PCI

according to their arrival time up to 72 hours.

The patient who received thrombolysis was

included after 2 hours of thrombolysis either in

early or delayed intervention group.Those who

arrived within 24 hours of thrombolysis were

included in early intervention group.

Brief history, clinical parameters, demographic

characteristics, risk factors, ECG, LV ejection

fraction, lab investigations, angiographic &

procedural data, in hospital outcome & after 30

days follow-up outcome of PCI were analyzed.

Patients with STEMI undergone primary PCI

within door to balloon (D2B) time of 90 minutes

were excluded. STEMI patients, who underwent

PCI beyond 90 minutes but within 24 hours, were

considered as early invasive group.

Also patient with prior myocardial infarction,

previous history of revascularization (PCI or

CABG surgery), mechanical complication of MI,

cardiogenic shock, valvular or congenital heart

disease and cardiomyopathy. Serum creatinine

level >2mg/dl, patient with thrombocytopenia,

bleeding disorder, advanced malignancy, chronic

liver disease, severe anaemia and patient who

did not give consent for coronary angiography

were excluded.

Verbal informed written consent was taken from

patients prior to enrollment. Ethical approval

was obtained from the ethical review committee

ofIbrahim Cardiac Hospital & Research

Institute.

Outcome variables in hospital after PCI were

death (related to the procedure), MI related to

PCI, cardiogenic shock, acute heart failure,

cerebral stroke, bleeding and re-infarction.

Follow-up comprised into two parts during

hospital stay and 30 days after PCI includes:

Repeat hospitalization, recurrent ischemia, MI,

heart failure, death, bleeding, stroke and repeat

revascularization.

Patients were followed up; up to entire duration

of hospital stay until time of discharge. Chest
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pain, shortness of breath, palpitation, bleeding

etc. were looked for and documented following

PCI.

Clinical parameters, pulse, blood pressure, chest

and pre cordial auscultation, peripheral pulses,

vascular access sites were examined and any

abnormalities were noted. ECG was done daily

for the first 24 hours after PCI, where there

was ongoing chest pain further blood sample were

taken for Troponin-I estimation.

At 30 days patients were followed up further to

find out any complication at one month following

PCI over telephone and short – term outcome

variable were documented.

Statistical analysis was carried out by using

SPSS 16.0 (statistical package for the social

sciences by SPSS Inc. Chicago,ii,USA,2007.

Continuous variables were expressed as mean

values ± standard deviation and compared using

Student’s t-test. Categorical variables were

expressed as frequencies with corresponding

percentage and compared using chi-square test.

Multiple logistic regression analysis was

performed to identify predictors of short-term

adverse outcome. A p value of < 0.5 was

considered statistically significant.

Results:

A total of 200 ACS patients were selected in this

prospective observational study. 100 patients

were consecutively assigned to the early

intervention group (group-1), who underwent

PCI within 24 hrs of presentation and 100

patients to the delayed intervention group

(group-2) who underwent PCI after 24 to 72hrs

of presentation. Patient was diagnosed as

STEMI, NSTEMI and UA based on clinical

assessment, ECG evidence and laboratory

evaluation. A complete 30 days follow up was

performed in both groups. The main objective of

the study was to assess the outcome and observe

for any complication including re- infarction,

recurrent ischemia, repeat revascularization,

bleeding, stroke or death in patients undergoing

early and delayed invasive intervention.

Table I shows the demographic characteristics

where there are no significant intergroup

difference between the age & sex distribution of

the population (p = 0.722 and p = 0.622).

Table-I

Comparison of patients by their demographic

characteristics (N = 200).

Demographic                          Group p-value

characteristics Early Delayed

(n=100) (n=100)

Age#(years) 55.5 ± 10.7 54.9 ± 11.8 0.722

Sex*

Male 74(74.0) 77(77.0) 0.622

Female 26(26.0) 23(23.0)

Figures in the parentheses indicate corresponding %;

* Chi-square Test was done to analyze the data.

# Data were analyzed usingUnpaired t-Test and were presented

as mean ± SD.

Figure 1 shows 39% of the patients in early

invasive group and 36% of the patients in delayed

invasive group had normal BMI. Over half of

the patients in both groups were overweight or

obese (58% and 63%).

Table II shows there was no significant

differences in major risk between groups. In

contrast HTN demonstrated their significant

presence in the delayed invasive group (64% vs.

73% p=0.171). Diabetes, dyslipidaemia and

family history of CAD prevalence were equal in

both groups. There was more CKD patient

underwent early intervention (p = 0.014) than

delayed group.

Table III shows Chest pain, shortness of breath

and ventilator requirement was frequently

observed (p <0.001, 0.020 and 0.002) in delayed

intervention group and hospital stay was shorter

in the early strategy compared with the delayed

(p <0.001) intervention strategy. Cardiogenic

shock, ALVF were significantly higher (p = 0.060,

p = 0.009) in delayed group.

Table IV shows the delayed PCI group was more

likely to present with biomarker elevation (95%

vs. 83%). S. creatinine, NT pBNP and SGPT

Fig.-1: Comparison of patients by their BMI.
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Table-II

Comparison of patients by their risk factors (N=200).

Cardiovascular risk factor                                      Group p-value

Early (n=100) Delayed (n=100)

Smoking *

Current 63(58.0) 65(65.0) 0.486

Former 11(11.0) 12(12.0)

No smoking 26(26.0) 23(23.0)

Alcohol ** 3(3.0) 1(1.0) 0.311

HTN* 64(64.0) 73(73.0) 0.171

DM* 59(59.0) 58(58.0) 0.886

CKD** 6(6.0) 0(0.0) 0.014

DL* 38(38.0) 33(33.0) 0.460

FH CAD* 9(9.0) 9(9.0) 1.000

* Chi-square Test was done to analyze the data.

# Data were analyzed usingUnpaired t-Test and were presented as mean ± SD.

**Fisher’s Exact Test was done to analyze the data.

Table-III

Comparison of patients by their clinical features (N=200).

Clinical feature                                     Group p-value

Early(n=100) Delayed (n=100)

Duration of cheat pain# 9.5 ± 5.6 20.5 ± 14.4 <0.001

SOB* 22(22.0) 37(37.0) 0.020

Sweating* 58(58.0) 48(48.0) 0.157

Vomiting * 25(25.0) 15(15.0) 0.202

Syncope ** 6(6.0) 2(2.0) 0.104

Palpitation * 11(11.0) 11(11.0) 1.000

Required ventilator ** 0(0.0) 9(9.0) 0.002

Duration of hospital stay  (days)# 3.03 ± 1.2 3.9 ± 1.5 <0.001

Cardiogenic shock * 4(4.0) 11(11.0) 0.060

ALVF* 22(22.0) 39(39.0) 0.009

Bronchial asthma COPD* 6(6.0) 14(14.0) 0.059

Prior MI** 0(0.0) 4(4.0) 0.061

Prior Stroke ** 3(3.0) 2(2.0) 0.500

* Chi-square Test was done to analyze the data.

# Data were analyzed usingUnpaired t-Test and were presented as mean ± SD.

**Fisher’s Exact Test was done to analyze the data.

levels had no significant difference between the

two groups.

Figure 2 shows the ECG changes ST elevation

was present in 50% cases in early group, and

59% in delayed group. ST depression was present

33% cases in early group, and 36% in delayed

group. Normal ECG was present 17% in early

group, and 5% in delayed group.



V
o

l.-1
1

,    N
o

.-2
,     J

a
n

u
a
ry

   2
0
1
9

      C
a
rd

io
v
a
s
 J

o
u

rn
a
l

1
3

3
Outcome of Early vs. Delayed Invasive Intervention in Acute Coronary Syndrome Masuma Jannat Shafi & Sahela Nasrin

133

Table V Coronary angiogram finding revealed

that majority of the patient in early invasive

group had SVD, whereas delayed invasive group

had mostly DVD and TVD. Comparing the two

groups it shows that the percentage of DVD were

approximately equal in both groups. However

the percentage of SVD was more in the early

invasive group. Frequency of TVD was higher in

delayed group (p = 0.001). LAD was the

commonest IRA in both the groups (p = 0.114).

Table VI shows the treatment characteristics

were equally distributed in two groups. All

patients were treated with aspirin and

Clopidogrel. Ticagrelor used in higher amount

in delayed group (p= 0.052) where prasugrel used

56% in early group and 47% in delayed group.

Table VII shows that majority of the patient in

both groups had mild LV systolic dysfunction,

LVEF (45-55) %. 22% of patients in the delayed

group had moderate LV systolic dysfunction,

LVEF (30-44) % which was 5% in early invasive

group (p = 0.001). Normal LV systolic function

LVEF ≥55% constitutes 38.0% in early group and

20% in delayed group. 1% of patients in delayed

group had severe LV systolic dysfunction with

EF <30%.

Table-IV

Comparison of biochemical findings between groups (N=200).

Investigation                                     Group p-value

Early (n=100) Delayed (n=100)

Troponin positive* 83 (83.0) 95 (95.0) 0.007

CK-MB  (U/L)# 33.7 ± 2.6 31.6 ± 3.1 <0.001

Creatinine (mg/dl)# 1.1 ± 0.5 1.2 ± 0.3 0.358

NT pBNP (pg/ml)# 539.9 ± 219.8 835.0 ± 130.6 0.250

SGPT (U/L)# 44.1 ± 50.9 25.5 ± 43.9 0.180

* Chi-square Test was done to analyze the data.

# Data were analyzed usingUnpaired t-Test and were presented as mean ± SD.

Fig.-2: Comparison of patients by their ECG

type.
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Table-V

Comparison of Angiographic findings between groups (N=200).

Angiographic pattern*                                     Group p-value

Early(n=100) Delayed (n=100)

Vessel involved

SVD 54(54.0) 35(35.0) 0.001

DVD 40(40.0) 43(43.0)

TVD 6(6.0) 22(22.0)

IRA (Infarct related artery)

LAD 54(54.0%) 40(40.0%) 0.114

LCX 19(19.0%) 30(30.0%) 0.027

RCA 27(27.0%) 30(30.0%) 0.248

* Chi-square Test was done to analyze the data.
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Table VIII shows Drug eluting stent were

commonly used in both groups. The mean no of

stents received were 1.3 ± 0.5 in early group &

1.5 ± 0.7 in delayed group (P= 0.062). Stent size

was same in both the group 2.7 ± 0.3 mm.

Table IX shows the evaluation of  patient at 30

days  follow –up after PCI, chest pain and

shortness of breath remains higher (p = <0.001,

p= 0.016) in delayed intervention group. LVEF

was significantly improved in Early Intervention

group (p= <0.001).Left ventricular failure, Re-

infarction, stroke, bleeding and AKI, repeat

revascularization were higher (p= 0.004, p=

0.007, p= 0.074, p=0.160, p=0.007, p=0.032) in

delayed intervention group.

Table X shows the adverse outcome was found

comparatively higher in delayed invasive group

(p=0.001), 5% of patient in delayed invasive group

expired which was statistically significant.

Table-VI

Comparison of use of Medical Therapies between groups (N=200).

Medical therapy*                                   Group p-value

Early(n=100) Delayed (n=100)

Clopidogrel 42(42.0) 45(45.0) 0.669

Ticagrelor 2(2.0) 8(8.0) 0.052

Prasugrel 56(56.0) 47(47.0) 0.203

Trimetazidine 66(66.0) 69(69.0) 0.651

BB 74(74.0) 78(78.0) 0.508

Diuretic 42(42.0) 50(50.0) 0.256

Nitrate 80(80.0) 83(83.0) 0.585

Statin 98(98.0) 92(92.0) 0.052

ACEI_ARB 49(49.0) 48(48.0) 0.887

CCB 16(16.0) 15(15.0) 0.845

OHA Insulin 54(54.0) 57(57.0) 0.669

* Chi-square Test was done to analyze the data.

Table-VII

Comparison of LVEF between groups (N=200)

EF (%)*                                      Group p-value

Early(n=100) Delayed (n=100)

Mild 57(57.0) 57(57.0) 0.001

Moderate 5(5.0) 22(22.0)

Severe  dysfunction 0(0.0) 1(1.0)

Normal 38(38.0) 20(20.0)

* Chi-square Test was done to analyze the data.

Table-VIII

Comparison in use of STENT in between groups.

Stent information                                  Group p-value

Early(n=100) Delayed (n=100)

No of Stent # 1.3 ± 0.5 1.5 ± 0.7 0.062

Stent size(diameter)* 2.7 ± 0.3 2.7 ± 0.3 0.958

Stent type**

   DES 100(100.0) 99(99.0) 0.500

   BMS 0(0.0) 1(1.0)

* Chi-square Test was done to analyze the data.

# Data were analyzed usingUnpaired t-Test and were presented as mean ± SD.

**Fisher’s Exact Test was done to analyze the data.
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Discussion:

The principal findings of our study are that in

patients withACS, an early intervention strategy

is superior to a delayed interventionfor the

prevention of death, re-infarction and repeat

revascularization. Patients who underwent early

intervention showed lower rates of death,

recurrent ischemia in comparison with those

underwent delayed invasive intervention. The

principal results of our study are similar to the

results of the ISAR-COOL trial that showed a

decrease in the rates of death or MI at 30 days

in the early intervention group.13

Tricoci P, et al. and Swanson N, et al., suggested

that earlier intervention as compared with

delayed intervention may reduce events.14,15

There was no evidence of hazard associated with

early intervention at 30 days follow-up. Our

findings were matched with their results.

In this present study baseline characteristics of

patients show that there was no significant

difference regarding the mean age and gender

in between groups. Nearly similar pattern of age

distribution was reported by Akanda, et al.16 in

their study in Bangladesh. But there was

difference in mean age with different studies

done in abroad.17-21Most probably this was due

to the late onset of atherosclerotic coronary

artery disease in developed countries than that

of a third world country population.

Male patients were predominant than female

patient in this study. In Bangladesh and abroad

various studies showed that the female patients

formed a small percentage.14,18,19,21

There were similar types of risk factors like

obesity, hypertension, diabetes, smoking,

dyslipidaemia and family history of IHD in both

Table-IX

Comparison of follow-up in between groups (N=200).

Follow-up                                    Group p-value

Early(n=100) Delayed (n=100)

Chest pain* 26(26.0) 52(52.0) <0.001

SOB* 38(38.0) 55(55.0) 0.016

Bleeding* 11(11.0) 18(18.0) 0.160

ECG change*

   as before 99(99.0) 91(91.0) 0.009

   ++new changes 1(1.0) 9(9.0)

EF (%) # 54.7 ± 7.4 48.4 ± 6.9 <0.001

Cardiogenic Shock** 0(0.0) 3(3.0) 0.123

ALVF* 7(7.0) 21(21.0) 0.004

AKI* 5(5.0) 17(17.0) 0.007

Stroke* 3(3.0) 9(9.0) 0.074

Repeat revascularization** 1(1.0) 7(7.0) 0.032

Re-infarction* 0(0.0) 7(7.0) 0.007

* Chi-square Test was done to analyze the data.

# Data were analyzed usingUnpaired t-Test and were presented as mean ± SD.

**Fisher’s Exact Test was done to analyze the data.

Table-X

Comparison of outcome in between groups (N=200).

Outcome                                    Group p-value

Early(n=100) Delayed (n=100)

Adverse outcome* 20(20.0) 45(45.0) <0.001

Death** 0(0.0) 5(5.0) 0.030

* Chi-square Test was done to analyze the data.

**Fisher’s Exact Test was done to analyze the data.
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groups. In our study over half of the patients in

both groups were overweight or obese. Obese

individual have a higher incidence of

cardiovascular risk factors such as hypertension,

dyslipidemia and diabetes mellitus. Therefore

this group of patients had higher morbidity and

mortality associated with disease of the

cardiovascular system. 39% patients of early

invasive group had normal BMI, where as it was

36% in case of delayed group. 1% patient of early

invasive group had morbid obesity where there

was no patient with morbid obesity in delayed

group. Very small percentage of patients was

underweight in both groups. Both groups of

patient had higher morbidity and mortality

associated with disease in the cardiovascular

system. The MADIT II study found an inverse

correlation between body mass index and total

mortality and sudden cardiac death in patient

with systolic dysfunction after acute myocardial

infarction.17

Risk factor distribution showed current smoking

and alcohol intake were almost equal in both

groups. There was more CKD patient underwent

early intervention. Both groups of patient had chest

pain, shortness of breath, sweating, vomiting at

presentation. Duration of chest pain and shortness

of breath were frequently observedin delayed

intervention group, whereas sweating, vomiting,

and syncope were more frequent in early

intervention group. Ventilator requirement was

significantly higher, mean duration of hospital stay

was longer, cardiogenic shock, acute LVF were

significantly higher in delayed group in comparison

to early invasive group.

Cardiac Biomarkers Troponin I and CK-MB were

significantly raised in delayed group than in the

early intervention group. Patients underwent

PCI had more frequent cardiac biomarkers

elevation. ACCF/AHA guideline, 2014

recommended that high risk patient as older age,

Renal dysfunction, Diabetes with elevated

cardiac biomarkers are more evident in delayed

group.22

On admission ST elevation was present in 50%

in early group and 59% in delayed group. ST

depression was found 33% cases in early group

and 36% in delayed group which is higher

compared with previous trials.13,23,24

Coronary angiogram findings revealed that that

the percentage of DVD were approximately equal

in both groups. However the percentage of SVD

was more in the early group and TVD in delayed

group. LAD artery was most frequently identified

as infarct related artery in early group. LCX and

RCA was more common IRA in delayed

group.Drug Eluting Stent used more in both

groups in our study which could prove safer in

term of long-term complication.

Treatment characteristics were equally

distributed between the groups. Pharmacological

treatment regimens were similar in both groups.

In the ACUITY trial a greater number of patients

undergoing early PCI received aspirin and beta

blocker as compared to delayed group which are

well known to decrease mortality in patients with

ACS.25 There was no difference in the medical

treatment of post PCI patients between groups.

Long term medical compliance was not

evaluated.

In ACS patients there was significant left

ventricular systolic dysfunction before PCI which

was improved in early group after PCI in

comparison to delayed group.

At 30-day follow-up, chest pain and SOB was

significantly higher in delayed intervention

group. New changes of ECG were significant in

delayed intervention group.  Left ventricular

failure, Re-infarction, AKI, stroke, bleeding and

death were significantly higher in delayed group.

Significant difference was found between the

early and delayed intervention group with

respect to the composite endpoint of death, re-

infarction, ALVF, AKI, bleeding, stroke. Since

these events occurred at least 30days after the

index hospitalization this difference was

irrespective of initial procedure-related

myocardial infarction. Repeat revascularization

was frequent in delayed intervention group at

30days follow-up compare to early intervention

group. TIMACS11 reported recurrent ischemia

is an important cause for repeat

revascularization.

The post-hoc analysis from the two large trials

(ACUITY12& PURSUIT34) showed improved

primary outcome (death or MI) at 30 days in

early PCI. OPTIMA 24 study showed there was

no mortality difference between the 2 groups at
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30 days. The improved outcome with early PCI

as noted in ISAR-COOL13, PURSUIT34 &

ACUITY12 trial could have been due to rigorous

early use of antithrombotic and antiplatelet

therapy along with early PCI.

Patient undergoing delayed PCI for management

of NSTE-ACS are likely to have higher risk

features such as older age, increase biomarkers,

and higher burden of co morbidities early

intervention may prevent recurrent ischemia and

re infarction. Delaying PCI incurs the risk of

recurrent ischemia, MI or death likely due to

abrupt reoclusion.26  In a recent multicenter trial

an early d”24hrs invasive strategy in NSTE-ACS

patient showed advantage over a delayed

invasive strategy11 which is consistent in our

study. In our study SOB, chest pain, ventilator

requirement, ALVF, duration of hospital stay was

significantly higher in delayed group.

An early PCI aimed to restore a normal coronary

flow may reduce the ischemic time and reduced

MI size as a consequence there will be good

outcome in early intervention group. Data from

the CARESS in AMI study recently reported

that high risk patient presenting with evolving

STEMI who undergo thrombolytic therapy

should be transferred for PCI early after

thrombolysis, regardless of the success of

thrombolytic therapy.12.  An additional benefit

of early intervention was that it significantly

reduce the risk of composite of death, MI.27,28

Our finding that earlier intervention is

associated with reduced rate of recurrent

ischemia and duration of hospital stay appears

to be in accord with most of the previous studies

and meta-analysis.29-33

Conclusion:

 The comparison of clinical findings of patients

with early versus delayed invasive intervention

groups showed that significantly improvement

of chest pain was achieved in patient undergoing

early intervention group, whereas shortness of

breath, ventilator requirement, duration of

hospital stay were significantly predominate in

delayed intervention group. Early invasive

strategy in ACS patient was associated with

lower rates of acute LVF, acute kidney injury,

re-infarction, cerebral Stroke, bleeding, repeat

revascularization and death compared with

delayed invasive strategy at 30 days follow-up.

So, early invasive intervention should be the

preferred management of Acute Coronary

Syndrome than delayed invasive intervention in

short term.
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