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Introduction

– Percutaneous Coronary Intervention is a minimally invasive nonsurgical 

procedure performed to improve blood flow in one or more segments of the 

coronary circulation.

– The first percutaneous coronary angioplasty was performed by the German 

Cardiologist Andreas Gruentzig on 1977 , but the first angioplasty in lower limb 

arteries was done with Dr. Dotter on 1964.

– Coronary revascularization with PCI primarily involves the use of balloon 

angioplasty and intracoronary stenting with DES or BMS.



– The first coronary angioplasty with a drug delivery stent system was performed 

in Buenos Aires in 1999.

– DES reduced the rate of restenosis and target lesion revascularization compared 

with BMS

– DES :  1. metallic alloy  2.polymer coating ( durable or bioabsorbable )  

3.antirestenotic drug 





– Benefit of Stenting : prevent recoil & negative remodeling

– DES reduced local neointimal hyperplasia.

– DES significantly lower the rate of target lesion revascularization compared 

BMS.



Type of DES





Primary PCI

– STEMI is defined by symptoms of myocardial ischemia associated with persistent 
electrocardiographic evidence of ST elevation and subsequent elevation of biologic 
markers of myocardial necrosis.

– ST elevation in the absence of either left bundle branch block (LBBB) or left 
ventricular (LV) hypertrophy is defined as new ST elevation of at least 2 mm in men 
or 1.5 mm in women in at least two contiguous leads.

– STEMI is inexorably linked to sudden cardiac death. Indeed, some 70% of deaths 
attributable to coronary heart disease occur with out of-hospital arrest.



– Primary PCI is generally preferable to fibrinolytic therapy.

– Primary PCI, when successful, also results in early hospital discharge and return 

to activities. 

– Potential adverse effects of primary PCI include arterial access site 

complications and contrast agent– and antithrombotic-related complications.



Primary PCI











Rescue PCI & Elective PCI



















Vascular Access

– Femoral & radial

– In femoral access  INR < 1.8

– In Radial Access  INR < 2.2



Rival Trial



Vascular Access

Complications

– Vascular access site complications occur after 3% to 7% of femoral PCIs and lead 

to significantly increased length of hospital stay, total cost, and morbidity and 

mortality. Complications range from relatively minor access site hematomas, to 

life-threatening retroperitoneal bleeding requiring emergency blood 

transfusion, to damage to the vasculature necessitating prompt surgical 

intervention



– Predisposing factor :

older age, female sex, larger vascular sheath size, low body mass index, renal 

insufficiency, and degree of anticoagulation during the procedure





– In femoral access , sheath removal is done when ACT < 180

– In radial access , sheath removal is done after procedure and TR band is used 

– Cardiac monitoring

– ECG

– Evaluation for complication after PCI like hematoma , bleeding from access site , 

retroperitoneal hemorrhage , stroke , chest pain , arrhythmia

– After Primary PCI  CBR until 12 h except in unstable homodynamic 

– NPO or clear liquid diet until 4 – 12 h then Po low salt low fat



Post PCI Care

– Chest pain after PCI is relatively common.

– Chest pain after PCI , may occur as a result of acute or subacute stent 

thrombosis, residual dissections, plaque prolapse, side branch occlusion, or 

thrombus at the treatment site





– Primary PCI without on site surgery  class IIa

– Elective PCI without on site surgery   Class IIb



Thanks for your attention




