
8 Government Actuary's Department. Scouish Populaion Males andfemales.
Interim life tables 1989-91. London: HMSO, 1992.

9 Tunstall-Pedoe H, Bailey L, Chamberlain DA, Marsden AK, Ward ME,
Zideman DA. Survey of 3765 cardiopulmonary resuscitations in British
hospitals (the BRESUS study): methods and overall results. BMJ
1992;304:1347-51.

10 Cobb LA, Baum RS, Alvarez H, Schaffer WA. Resuscitation from out-of-
hospital ventricular fibrillation: 4 years follow-up. Circulation 1975;51,52
suppl 111:223-35.

11 Eisenberg M, Hallstrom A, Bergner L. Long-term survival after
out-of-hospital cardiac arrest. N EnglJMed 1982;306:1340-3.

12 Goldstein S, Landis JR, Leighton R, Ritter G, Vasu M,Wolfe RA, et al. Pre-
dictive survival models for resuscitated victims of out-of-hospital cardiac
arrest with coronary heart disease. Circulation 1985;71:873-80.

13 Hallstrom AP, Cobb LA, Yu BH, Weaver WD, Fahrenbruch CE. An
antiarrhythmic drug experience in 941 patients resuscitated from an initial
cardiac arrest between 1970 and 1985. Am_Cardiol 1991;68:1021-31.

14 Yusuf S, Peto R, Lewis J, Collins R, Sleight P. Beta blockade during and
after myocardial infarction: an overview of the randomized trials. Prog
Cardiovasc Dis 1985;27:335-71.

15 Moosvi AR, Goldstein S, Medendorp SV, LandisJR,Wolfe RA, Leighton R,
et al. Effect of empiric antiarrhythmic therapy in resuscitated
out-of-hospital cardiac arrest victims with coronary artery disease. Am Y
Cardiol 1990;63: 1192-7.

16 Echt DS, Leibson PR, Mitchell LB, Peters RW, Obias-Manno D, Barker
AH, et al. Mortality and morbidity in patients receiving encainide, flecai-
nide or placebo. The cardiac arrhythmia suppression trial. N EnglI Med
1991;324:781-7.

17 Morganroth J, Goin JE. Quinidine-related mortality in the short-to-
medium-term treatment of ventricular arrhythmias. A meta-analysis.
Circulation 1991;84:1977-83.

18 Goldstein S, Landis JR, Leighton R, Ritter G, Vasu CM, Lantis A, et al.
Characteristics of the resuscitated out-of-hospital cardiac arrest victim
with coronary artery disease. Circulation 1981;64:977-84.

19 Sharma B, Asinger R, Francis GS, Hodges M,Wyeth RP. Demonstration of
exercise induced painless myocardial ischaemia in survivors of
out-of-hospital ventricular fibrillation. Am J Cardiol 1987;59:740-5.

20 Hutter AM, De Sanctis RW, Flynn T, Yeatman LA. Non-transmural
myocardial infarction: a comparison of hospital and late clinical course of

patients with that ofmatched patients with transmural anterior and trans-
mural inferior myocardial infarction. Am J Cardiol 1981;48:595-602.

21 Wilber DJ, Garan H, Finkelstein D, Kelly E, Newell J, McGovern B, et al.
Out-of-hospital cardiac arrest. Use of electrophysiologic testing in the
prediction of long-term outcome. NEnglJMed 1988;318:19-24.

22 Every NR, Fahrenbruch CE, Hallstrom AP, Weaver WD, Cobb LA.
Influence of coronary artery bypass surgery on subsequent outcome of
patients resuscitated from out-of-hospital cardiac arrest.JAm Coi Cardiol
1992;19: 1435-9.

23 Kelly P, Rusitn JN, Vlahakes GN, Buckley MJ, Freeman CS, Garan H.
Surgical coronary revascularization in survivors of prehospital cardiac
arrest: its effect on induced ventricular arrhythmias and long-term
survival. JAm Coll Cardiol 1990;15:267-73.

24 Steinbeck G, Andresen D, Bach P, Haberl R, Oeff M, Hoffmann E, et al. A
comparison of electrophysiologically guided antiarrhythmic drug therapy
with beta-blocker therapy in patients with symptomatic, sustained
ventricular tachyarrhythmias. N EnglJMed 1992;327:987-92.

25 CASCADE Investigators. Randomized antiarrhythmic drug therapy in sur-
vivors of cardiac arrest (the CASCADE study). Am J Cardiol
1993;72:280-7.

26 Lehmann MH, Saksena S. Implantable cardioverter defibrillators in
cardiovascular practice: report of the policy conference of the North
American Society of Pacing and Electrophysiology. Pacing and Clinical
Elkctrphysiology 1991;14:969-79.

27 Newman D, Sauve MJ, Herre J, Langberg JJ, Lee MA, Titus C, et al. Sur-
vival after implantation of the cardioverter defibrillator. Am J Cardiol
199 1;69:899-903.

28 Siebels J, Cappato R, Rueppel R, Schneider MAE, Kuck K-H, and the
CASH Investigators. ICD versus drugs in cardiac arrest survivors.
Preliminary results of the cardiac arrest study, Hamburg. Pacing and
Clinical Elctophysiology 1993;16:552-8.

29 Connolly SJ, Gent M, Roberts RS, Dorian P, Green MS, Klein GJ, et al.
Canadian implantable defibrillator study (CIDS): study design and
organization. Am JCardiol 1993;72 (suppl F): 103-8.

30 Doval HC, Nul DR, Grancelli MD, Perrone SV, Bortman GR, Curiel R for
GESICA. Randomized trial of low-dose amiodarone in severe congestive
heart failure. Lancet 1994;344:493-8.

(Accepted IS April 1996)

Prospective evaluation of eligibility for thrombolytic therapy in
acute myocardial infarction

John K French, Barbara F Williams, Hamish H Hart, Susan Wyatt, June E Poole, Christine Ingram,
Christopher J Ellis, Miles GWilliams, Harvey DWhite -

Coronary Care Unit,
Green Lane Hospital,
Auckland, New Zealand
John K French, cardiologist
Barbara FWilliams, research
nurse
Harvey D White, director of
coronary care and
cardiovascular research

Coronary Care Unit,
North Shore Hospital,
Auckland
Hamish H Hart, physician
Susan Wyatt, research nurse

Coronary Care Unit,
Middlemore Hospital,
Auckland
June E Poole, rehabilton
nurse
Miles GWilliams, cardiologist

Coronary Care Unit,
Auckland Hospital,
Auckand
Christine Ingram, charge
nurse
Christopher J Ellis,
cardiologist

Correspondence to:
Dr John French, Cardiology
Departnent, Green Lane
Hospital, Epsom, Auckland
1003, New Zealand.

BMJ 1996;312:1637-41

Abstract
Objective-To determine the proportion of

patients presenting with acute myocardial infarc-
tion who are eligible for thrombolytic therapy.
Design-Cohort follow up study.
Setting-The four coronary care units in Auck-

land, New Zealand.
Subjects-All 3014 patients presenting to the

units with suspected myocardial infarction in
1993.
Main outcome measures-Eligibility for reper-

fusion with thrombolytic therapy (presentation
within 12 hours of the onset of ischaemic chest
pain with ST elevation 22 mm in leads Vl-V3, ST
elevation > 1 mm in any other two contiguous
leads, or new left bundle branch block); propor-
tions of (a) patients eligible for reperfusion and
(b) patients with contraindications to thromboly-
sis; death (including causes); definite myocardial
infarction.
Results-948 patients had definite myocardial

infarction, 124 probable myocardial infarction,
and nine ST elevation but no infarction; 1274
patients had unstable angina and 659 chest pain of
other causes. Ofpatients with definite or probable
myocardial infarction, 576 (53.3%) were eligible
for reperfusion, 39 had definite contraindications
to thrombolysis (risk ofbleeding). Hence 49.7/o of
patients (53711081) were eligible for thrombolysis
and 43.5% (470) received this treatment. Hospital
mortality among patients eligible for reperfusion
was 11.7% (55/470 cases) among those who
received thrombolysis and 17.0% (18/106) among
those who did not.
Conclusions-On current criteria about half of

patients admitted to coronary care units with
definite or probable myocardial infarction are eli-

gible for thrombolytic therapy. Few eligible
patients have definite contraindications to throm-
bolytic therapy. Mortality for all community
admissions for myocardial infarction remains
high.

Introduction
Because of the mortality benefit conferred by thrombo-
lytic therapy in acute myocardial infarction' strategies
must be aimed at delivering treatment to the maximum
number of eligible patients presenting to hospital from
the general communir. The proportion of patients
eligible for thrombolytic therapy reportedly varies
from 15-16%7 8 to 79%.9 These figures are affected by
whether eligibility is based on admission electrocardio-
graphic and time window criteria or a discharge diagno-
sis of myocardial infarction. Patients entering thrombo-
lytic trials such as the fourth international study of
infarct survival,9 which reported 79% utilisation of
thrombolytic therapy, may represent only a subset of
those who present to general hospitals with suspected
myocardial infarction. This is within the range
(70-80%) suggested by Ketley and Woods"0 11 as the
likely optimum rate of eligibility for thrombolytic
therapy and less than the National Health Service.
recommended rate (90%).12 By contrast, some studies
reporting low rates of thrombolytic use may have
excluded potentially eligible patients-for example, eld-
erly patients, diabetic patients, or patients treated by
primary angioplasty.7 8
To determine the eligibility of consecutive, un-

selected patients with suspected acute myocardial
infarction presenting to community hospitals for reper-
fusion with thrombolytic therapy we prospectively
evaluated patients presenting to the four coronary care
units in Auckland, New Zealand, in 1993.
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Table 1-Baseline characteristics

Definite Probable
infarction infarction Total*
(n = 948) (n = 124) (n = 1081)

Mean (SD) age (years) 64 (12) 65 (11) 64 (12)
No (%) male 672 (71) 88 (71) 766 (71)
No (%) with previous

infarction 208 (22) 36 (29) 247 (23)
No (%) with angina 301 (32) 58 (47) 363 (34)
No (%) with hypertension 332 (35) 48 (39) 384 (36)
No (%) with diabetes 106 (11) 18 (15) 124 (11)
No (%) smokers 332 (35) 41 (33) 375 (35)
No (%) with family

history of premature
coronary heart disease 252 (27) 34(27) 288(27)

No (%) with previous
percutaneous
transluminal coronary
angioplasty 18 (2) 1 (1) 19 (2)

No (%) with previous
coronary artery bypass
grafting 44 (5) 10 (8) 55 (5)

*Includes nine patients with ST elevation and no increase in creatine
kinase activity who received thrombolytic therapy (aborted infarction).

Methods
The coronary care units accepted patients of any age

with suspected myocardial infarction unless cardiopul-
monary resuscitation was precluded by comorbidity.
Patients considered to have unstable angina at
presentation were also usually admitted to the units.
The recommended time window and electrocardio-
graphic criteria for thrombolytic therapy were presenta-
tion within 12 hours of symptom onset with either ST
elevation > 1 mm in at least two leads ( 2 mm in leads
V1-V3)5 "' or new onset left bundle branch block.6 Spe-
cific contraindications included uncontrolled hyperten-
sion (blood pressure > 180/1 10mm Hg which could not
be lowered); surgery, trauma, or invasive procedures
within two weeks; prolonged (15 minutes or more) or
traumatic cardiopulmonary resuscitation; known hae-
mostatic disorder; haemorrhagic diabetic retinopathy;
recent gastrointestinal or genitourinary bleeding; or
stroke within six months.

Definite myocardial infarction was defined as two of
the following: 20 minutes or more of ischaemic chest
pain; peak creatine kinase activity ¢ twice normal;
development ofQ waves or persistent T wave changes in
the electrocardiogram. When creatine kinase activity
was increased to less than twice normal for our labora-
tory and there were no evolutionary Q waves or persist-
ent T wave changes probable myocardial infarction was
diagnosed. Patients who presented with ST elevation
and received thrombolytic therapy but did not have
peak creatine kinase activity >300 U/1 were recorded as
having aborted infarction.

Data were collected prospectively. A family history of
premature coronary heart disease was defined as
sudden death, myocardial infarction, or angina in
mother or sisters aged under 60 or in father or brothers
aged under 55. Hypertension was recorded as currently
receiving treatment. Smoking was defined as current or
having quit for less than one month. A history of dys-
lipidaemia was not recorded. The time to hospital
admission and time to thrombolytic therapy from the
onset ofpain were also recorded. Cardiogenic shock was
defined as hypotension with systolic blood pressure
S90 mm Hg for t30 minutes with evidence of hypop-
erfusion despite correction of reversible factors. Heart
failure was defined as radiological evidence of
pulmonary interstitial or alveolar oedema.
The significance of categorical variables was deter-

mined by x2 test and of continuous variables by Student's
t test. 95% Confidence intervals were calculated when
appropriate.

3014
Patients admitted with suspected or established

myocardial infarction or unstable angina

1081 1274 659
Definite or probable Unstable angina Chest pain of

myocardial infarction t pectoris other causes

Fig 1 Flow chart of 3014 patients admitted with suspected
or established myocardial infarction or unstable angina

Results
Admissions to the coronary care units in 1993 included

1072 patients with probable or definite myocardial infarc-
tion, 1274 patients with unstable angina pectoris, and 659
patients considered to have other causes for their chest
pain (fig 1). Additionally, nine patients who presented with
ST elevation had no increase in creatine kinase activity or
persistent electrocardiographic changes after thrombolytic
therapy. Patients with unstable angina pectoris and chest
pain of other causes are excluded from this study. Mean
hospital stay was 7.4 (SD 5.3) days. Table 1 gives the base-
line characteristics , of the patients with myocardial
infarction.

ELIGIBILITY FOR THROMBOLYTIC THERAPY
Five hundred and seventy six patients (53.3%; 95%

confidence interval 50.3% to 56.2%) fulfilled the time
and electrocardiographic criteria for eligibility for
reperfusion, including 12 patients (2.1%; 1.2% to
3.6%) with new onset left bundle branch block. Of
reperfusion eligible patients, 39 (6.8%; 5.0% to 9.1%)
had definite contraindications to thrombolytic therapy
(table 2). Additionally, at the physicians' discretion eight
patients who were eligible for reperfusion but had a his-
tory of peptic ulceration (six), non-haemorrhagic
diabetic retinopathy (one), and advanced oropharyn-

Table 2-Reasons for non-use of thrombolysis in patients
eligible by time and electrocardiographic criteria (n = 106)

No of patients

Contraindications to therapy
Hypertension (blood pressure >180/110 mm Hg) 3
Recent surgery or trauma* 17
Recent gastrointestinal or genitourinary bleeding 7
Stroke 11
Bleeding diathesis 1

Total 39

Relative contraindicatlons
Previous peptic ulcer disease 6
Diabetic retinopathy 1
Cancer 1

Total 8

Diagnostic uncertainty
? Dissection 4
? Pefcarditis 1
Transient or borderline ST elevation 15
? New left or rght bundle branch block 12

Total 32

Other
Severe comorbid disease 3
Aget 5
Physician discretiont 12
Shockt 1
Unknown 6

Total 27

*Includes five traumatic cardiac arrests.
tSee discussion.
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Table 3-Characteristics and outcome of patients
presenting within 12 hours and with ST elevation or new
onset left bundle branch block in electrocardiogram

No
Thrombolytic thrombolytic

therapy therapy
(n = 470) (n = 106)

Mean (SD) age (years) 64 (11) 66 (12)
No (%) male 337(72) 66(62)
No (%) with previous infarction 88 (19) 36 (34)
No (%) with angina 125 (27) 39 (37)
No (%) with hypertension 157(33) 43 (41)
No (%) with diabetes 40 (9) 18 (17)
No (%) smoking 170 (36) 33 (31)
Mean (SD) peak creatine

kinase (U/I) 2250 (1704) 1637 (1325)
No (%) with previous

percutaneous transluminal
coronary angioplasty 5 (1) 2 (2)

No (%) with previous coronary
artery bypass grafting 18 (4) 8 (8)

Mortality 55(12) 18 (17)

geal carcinoma (one) were not given thrombolytic
therapy. Of all patients who fulfilled the electrocardio-
graphic and time window criteria for thrombolytic
therapy, 470 (81.6%; 78.2% to 84.6%) received throm-
bolytic therapy; 455 (79.0%) received streptokinase and
15 (2.6%) recombinant tissue plasminogen activator.
One patient who had surgery 10 days previously was
treated by primary angioplasty. Table 3 lists the charac-
teristics of patients eligible for reperfusion who did and
did not receive thrombolytic therapy.
Of the 948 patients with a discharge diagnosis of

definite myocardial infarction, 534 (56.3%; 53.2% to
59.5%) fulfilled electrocardiographic and time window
criteria for thrombolytic therapy and 428 of these
patients (80.2%; 76.6% to 83.3%) received thrombo-
lytic therapy.

THROMBOLYTIC THERAPY IN PATIENT SUBGROUPS
Of patients who were eligible for reperfusion on elec-

trocardiographic and time window criteria, 50 (23.0%;
17.9% to 29.1%) of 217 aged 70 or more did not
receive thrombolytic therapy as compared with 56
(15.6%; 12.2% to 19.7%) of 359 aged under 70
(x2 = 4.51; P = 0.03). This difference could not be
attributed to decreased utilisation of thrombolytic
therapy among eligible elderly women compared with
elderly men (71/94 (75.5%; 65.9% to 83.2%) v 96/123
(78.0%; 69.9% to 84.5%)). There was a trend towards
decreased utilisation of thrombolytic therapy among
eligible women (women 133/173 (76.9%; 70.0% to
82.6%); men 337/403 (83.6%; 79.7% to 86.9%))

(X2 = 3.5; P = 0.06). Thrombolytic therapy was also
used less commonly in patients with diabetes than in
non-diabetic patients (40/58 (69.0%; 56.0% to 79.5%)
v 430/518 (83.0%; 79.5% to 86.0%)) (X2 = 6.8;
P = 0.02).

PATIENTS PRESENTING LATE OR WITHOUT ST ELEVATION

One hundred and fifty six patients (14.4%; 12.5% to
16.7%) (including 26 with presumed new onset left bun-
dle branch block) were eligible for reperfusion on electro-
cardiographic criteria but presented more than 12 hours
after symptom onset. Of these patients, 36 (23.1%)
received thrombolytic therapy and 120 (76.9%) did not.
Twenty three of 349 patients (6.6%) presenting with ST
depression, T wave inversion, or a normal electrocardio-
gram received thrombolytic therapy (table 4).

MORTALITY
Patients presenting with ST elevation or new onset

left bundle branch block within 12 hours had an overall
hospital mortality of 12.7% (73/576 cases; 95%
confidence interval 10.2% to 15.6%). Of these deaths,
55 (11.7%; 9.1% to 14.9%) occurred among the 470
patients given thrombolytic therapy and 18 (17.0%;
11.0% to 25.3%) among the 106 not given thrombo-
lytic therapy (table 4). Mortality among patients
presenting more than 12 hours after symptom onset
with ST elevation or new onset left bundle branch block
was 21.2% (33/156 cases; 15.4% to 28.3%). Of the
entire cohort of 1081 patients, 138 died (overall
mortality 12.8%; 10.9% to 14.9%). Among the 948
patients with definite myocardial infarction (age range
24-94 years) and 124 patients with probable myocardial
infarction were 130 (13.7%; 95% confidence interval
11.5% to 15.9%) and eight (6.5%; 2.2% to 10.8%)
respectively. The most common cause of death was car-
diogenic shock (55 cases; 39.9%) or heart failure (30;

Table 5-Causes of death

No of patients

Cardiogenic shock 55
Congestive heart failure 30
Confirmed rupture 5
Presumed rupture* 12
Ventricular arrhythmia 17
Unwitnessed death 2
Other cardiovascular 13
No data 4

Total 138

*Electromechanical dissociation.

Table 4-Mortality according to presenting electrocardiogram, age, and thrombolytic therapy. Figures are percentages (whole numbers in
parentheses)

Thrombolytic therapy No thrombolytic therapy Total

Age (years) Age (years) Age (years)

<55 55-69 B70 All ages <55 55-69 >70 All ages <55 55-69 ¢70 All ages

ST elevation or bundle
branch block <12 1.9 8.7 21.6 11.7 5.9 7.7 28.0 17.0 2.4 8.5 23.0 12.7
hours (2/108) (17/195) (36/167) (55/470) (1/17) (3/39) (14/50) (18/106) (3/125) (20/234) (50/217) (73/576)

ST elevation or bundle
branch block >12 0 12.5 27.3 13.9 18.2 18.4 28.3 23.3 12.9 16.7 28.2 21.2
hours* (0/9) (2/16) (3/11) (5/36) (4/22) (7/38) (17/60) (28/120) (4/31) (9/54) (20/71) (33/156)

ST depression 50.0 0 60.0 44.4 0 7.4 20.7 13.7 5.3 7.1 23.0 15.4
(1/2) (0/2) (3/5) (4/9) (0/17) (4/54) (17/82) (21/153) (1/19) (4/56) (20/87) (25/162)

T wave inversion or
normal 0 0 20.0 7.1 0 2.6 9.1 3.5 0 2.4 10.2 3.7
electrocardiogramt (0/3) (0/6) (1/5) (1/14) (0/53) (2/76) (4144) (6/173) (0/56) (2/82) (5/49) (7/187)

*Or time not specified.
tincludes paced rhythm.
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21.7%) (table 5). Confirmed or presumed cardiac rup-
ture occurred in 17 cases (12.3%) and one patient died
of a haemorrhagic stroke after thrombolytic therapy.

Discussion
For reperfusion therapy with thrombolytic agents to

significantly reduce overall hospital mortality from
myocardial infarction we need to rapidly identify and treat
patients who may benefit. The electrocardiographic crite-
ria that we used for eligibility for thrombolytic therapy
have been accepted internationally.5" Nevertheless, they
differed slightly from those used in the Gruppo Italiano
per lo Studio della Streptochinasi nell'Infarto Miocardico
(GISSI) and other studies of thrombolytic therapy
(table 6). Most studies included patients with ST
elevation, though there were two minor differences in the
electrocardiographic criteria: > 1 mm versus 2 mm ST
elevation in leads V4-V6 and one or more versus two or
more leads showing ST elevation. Some studies, however,
including the second international study of infarct survival
(ISIS-2), did not use electrocardiographic criteria, whereas
others such as the GISSI-I study included patients with
ST depression.
We evaluated prospectively eligibility for reperfusion

therapy with thrombolytic agents and utilisation of this
treatment in patients admitted from the community
with suspected acute myocardial infarction. Patients
were admitted irrespective of age provided that they had
no serious comorbidity that might have made admission
to a coronary care unit inappropriate.We did not collect
data on patients with chest pain admitted direct to
medical wards. Nor did we collect data on patients
admitted direct to medical wards with other symptoms,
such as confusion or breathlessness, who later turned
out to have myocardial infarction.
Of patients admitted to coronary care units, 53.3%

(576/1081) presented within 12 hours of symptom
onset and had ST elevation or new left bundle branch
block in the electrocardiogram, thus fulfilling our usual
criteria for eligibility for reperfusion therapy.5 " A total
of 6.8% (39) of these eligible patients had definite con-
traindications to thrombolytic therapy. Of patients with
a discharge diagnosis of definite myocardial infarction,
56.3% (534/948) were eligible for thrombolytic therapy
on time and electrocardiographic criteria. This figure is
lower than that reported (79%).9 These ISIS study dif-
ferences may relate either to patient selection or to
whether eligibility is based on time and electrocardio-
graphic criteria at admission or on a discharge diagnosis
of myocardial infarction. Patients with a discharge diag-
nosis of myocardial infarction include many without ST

elevation or new left bundle branch block in the electro-
cardiogram at presentation, resulting in a smaller
proportion of reperfusion eligible patients.

In this study 32.3% of patients (349/1081) with defi-
nite or probable myocardial infarction presented with
ST depression, T wave inversion, or a normal electro-
cardiogram. There is no evidence for the efficacy of
thrombolytic therapy in reducing mortality in patients
with these electrocardiographic criteria.6

In the GISSI-I study roughly one fifth of patients had
no ST elevation in the electrocardiogram and 13.8% had
contraindications to streptokinasel whereas GISSI-2
required ST elevation in only one lead and 10.3% of
patients had contraindications to thrombolysis.'4

CAUTIONS WITH THROMBOLYTIC THERAPY
In the early years ofclinical treatment with thrombolytic

agents there was caution about its use in older patients, in
patients presenting after six hours, and in those with rela-
tive contraindications." The fibrinolytic therapy trialists'
overview found a significant reduction in mortality with
thrombolytic therapy in patients irrespective of age-
namely, 15 (SD 4) lives saved per 1000 aged under 55; 21
(5) lives saved per 1000 aged 55-64; 37 (6) lives saved per
1000 aged 65-74; 13 (14) lives saved per 1000 aged 75 and
over.6 Our findings show that thrombolytic therapy
remains underutilised in elderly patients who may
otherwise be eligible on time and electrocardiographic cri-
teria. Also some patients presenting after 12 hours benefit
from reperfusion therapy with thrombolytic agents,'6
though predicting which patients may benefit at admission
may be difficult.

Concern about the risk of retinal haemorrhage in
diabetic patients with retinopathy'7 probably explains the
decreased use of thrombolysis in these patients. Recent
evidence suggests that the risk of this complication may be
low'8 and if it occurs it can usually be treated without long
term loss of vision.'9 Because diabetic patients are at high
absolute risk6 they should be considered for thrombolytic
therapy irrespective of retinopathy.

Other potential bleeding risks, including traumatic
cardiopulmonary resuscitation (four (0.4%) cases
excluded in this study) and menstruation (none
excluded), have been considered contraindications to
thrombolytic therapy. Several reports suggest that these
are only relative contraindications and that the risks of
major bleeding are small."0-3 The role of reperfusion
strategies in cardiogenic shock requires definition.
Finally, patients who are eligible for thrombolytic
therapy on electrocardiographic and time window crite-

Table 8-Eligibility criteria for thrombolytic therapy from clinical trials

Time from ST elevation
symptom Amount of ST
onset Limb leads Leads VI-V3 Leads V4-V6 depression Drug (intravenous

Trial (hours) (No) (No) (No) (No of leads) Other unless otherwise stated)

GISSI1 612 >1 mm (1) ¢2 mm (1) >2 mm (1) As for ST - Streptokinase
elevation

USIM28 64 ¢1 mm (1) ¢2 mm (1) ¢2 mm (1) As for ST - Urokinase
elevation

Interuniversity'9 s4 >1 mm (1) >2 mm (1) a2 mm (1) Not eligible - Intracoronary + intravenous
streptokinase

AIMS30 66 ¢1 mm (2) >2 mm (2) ¢2 mm (2) Not eligible - Anisoylated plasminogen
streptokinase activator complex

ISIS-22 624 - - - - Acute infarction clinically Streptokinase
suspected

ASSET31 5 _ _ - Acute infarction clinically Tissue plasminogen activator
suspected

EMERAS32 6-24 _ _ _ Acute infarction clinically Streptokinase
suspected

LATE16 6-24 ¢1 mm (2) ¢2 mm (2) ¢2 mm (2) ¢2 mm (2) Abnormal 0 or T waves Tissue plasminogen activator
(¢2 leads)

Westem 12 1 mm (2) > 1.5 mm (2) - 1 mm (2) Not eligible One lead with ST elevation if no Intracoronary streptokinase
Washington4 0 waves or hyperacute T waves

White et a5 13 :6 1 mm (2) ¢2 mm (2) - 1 mm (2) Not eligible - Streptokinase
ISAM3 s6 ¢1 mm (1) ¢2 mm (1) ¢2 mm (1) Not eligible - Streptokinase
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Key messages

* About half of patients with myocardial infarction present within 12 hours and
have ST elevation > 1 mm in two leads (D 2 mm in leads V1-V3) or new onset left
bundle branch block
* Less than 10% of patients eligible for reperfusion have contraindications to
thrombolysis
* The hospital mortality for all patients with acute myocardial infarction
remains high (14%)
* Better treatments are required to reduce mortality in both reperfusion eligible
and reperfusion ineligible patients

ria but who have definite contraindications to thrombo-
lytic therapy should not be denied reperfusion therapy
and should have primary angioplasty. Only one patient
in this series was referred for primary angioplasty in
these circumstances and potentially others could have
been considered.

In addition to absolute contraindications to thrombo-
lytic therapy, there are numerous relative contraindica-
tions, including pancreatitis, the presence of left atrial
thrombus, infective endocarditis, pregnancy, oral antico-
agulant therapy, and advanced liver disease. Overall these
relative contraindications are uncommon. The possible
risks and likely benefits of treatment need to be assessed
and considered individually in each patient. Having
considered absolute and relative contraindications, there
remained 59 patients (10.2%) who were eligible for
thrombolytic therapy on time and electrocardiographic
criteria but who did not receive this treatment. Most com-
monly either these patients had equivocal or transient ST
elevation or there were other, unstated physicians' reasons
for withholding treatment. Also, some patients had differ-
ential diagnoses which may have precluded thrombolysis.
The overall rate of non-administration of reperfusion
therapy (roughly 10%) among otherwise eligible patients
is low compared with recent registry data in the same era.24
The hospital mortality in this series among patients

considered eligible for reperfusion was 13.7% (95%
confidence interval 11.5% to 15.9%); 11.7% among
patients who received thrombolysis, 17.0% among
those who did not. These results are similar to recent
reports of European registries."" The respective 30
and 35 day death rates were about 7% in the global
utilisation of streptokinase and tissue plasminogen acti-
vator for occluded coronary arteries study27 and the
fourth international study of infarct survival.9 This sug-
gests that patients randomised in trials represent a sub-
group of patients presenting to community hospitals
with suspected acute myocardial infarction.

In conclusion, the community hospital mortality from
myocardial infarction remains high. Definite contraindica-
tions to thrombolysis are uncommon but only half of
patients with suspected acute myocardial infarction and
slightly more with definite myocardial infarction fulfil cur-
rent eligibility criteria. Thrombolytic therapy should be
used as widely and expeditiously as possible in these
patients. Other strategies should be directed at facilitating
hospital admission, and in order to lower overall commu-
nity death rates additonal treatnents are required for
patients not considered eligible for thrombolytic therapy.
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