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onset of severe chest pain (8 anterior, 6 inferior AMI) and restudied (4 hrs.
& § days) after coronary anery rovasculanzation therapy (acute PTCA or
nPA-thrombolysis). {B (dB) was measured frame by frame within rogions of
intarest (21 = 21 pixel) in nomal and ischemic myocardium and CVIB (= IB
enddiastole-IB endsystolo/iB endaiastula in %) was calculaten. Success of
revascularization therapy was determined hy coronary angrography, regiona)
wall thickening and follow-up of myocardial enzymaos.
~ Resuits: CVIB was significantly decreased in acute infarcted myocardium
in comparison to normal regions (8.9 + 7.6% vs. 209 1 7.8%, p < 0.001)
before reperfusion. CVIB ingreased significantly 10 24.3 £ 12.1% and 22.5 +
11.3% (4 hrs. & 5 days respectively) va. normal values (21.8 + 9.1%, n.g. and
23.3 + 7.5%. n.5.) after successtul reperfusion (8 pta.). GVIB did not recover
inGpts. with 123 + 20% (4 his, p < 0.01) and 13.7 + 9.4% (3 days. p =
0.05) in whom reperfusion therapy was unsuccossful.

Conctusion: CVIB detects immediately acute myocardial infarction and
delineates early benoficial effects of coronary adery revasculatization ther.
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TIM! trame count (TFC) has been introduced as a simple. reproducible
quanttative index of coronary flow i acute myocardial infarction. TFC s
based on the time interval, expressed in frames, between nitial appearance
of contrast in the proximal artery and its arnvai at certam prespecified distal
landmarks.

To anaiyso iterpbserver vanability, three independent experienced an-
giographers assessed TFC's ot 30 coronary arteriograms (10 LAD, 10 RCX,
10 RCA) giving 60 duplo determinations. When presented in a histogram we
noted that in about 80% of the cases Gaussian distnbufion with a standard
deviation >t about 3 frames was appropnate. In 20%, however, considerable
disagreement between observers existed, caused by different interpretation
of the distal langmark. The Blond-Altman presentation showed that their
differences were arbitranly distnbuted (see below).
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Conclusion: In 80% ot observations TFC was a reproducible quantitative
index ot coronary flow with a standard deviation of 3 frames. In about 20%.
however, considerable discrepancies accurred, caused by uncertainty about
distal fandmark identification tor which a better definition is needed.

1058-151| Prehospital Ambulance 12-Lead

Electrocardiograms Heduce Door to Needle
Time for Thrombolysis in the Emergency Room

P. DiLorenzo, L. Martin, i, T. Mayer. M. Butke, E. Rubino, M. Sheridan.
Institute of Research and Education, nova Fairfax Hosgital, Fairfax,
Virginia, USA

Background: Rapid administration of tibmnolytic therapy in eligible acute
myocardial infarction patients conters a survival improvement. Prehospital
12-lead EKGs shouy!d result in quicker diagnosis of acute myocardial infarc-
tion. Fairfax County Emergency Medical Services began installing 12-lead
EKG machines in their complement of ambulances beginning May 1996.
We compare door-to-needle times (DTNT) in contemporaneous fibrinolytic
treated patients in one center.

Methods: Beginning December 1995, we prospectively analyzed 240
consecutive fibrinalytic treated patients at Fairfax Emergency Reom. This
group was comprised of 35 walk-in patients. 165 ambulance patients without
prehospital 12-lead EKGs (AM - EKG). and 40 ambulance patients with
prehospital 12-lead EKGs (AM + EKG). There were no significant baseline
differences between the groups.
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The Walk-in group DTNT was significantly longer than the AM - EXG
group (p = 0.01) and the AM + EXQ group (p < 0,001). Watk-in patients have
the tongest DTNTa. The AM - EKG group OTNT was sionificantly fonger
than the AM + EKG group (p = 0.01). Prehospital 12ead EKG perormance
hastened fibrinolytic treatment by 18 minutes. ‘

Conclusion: Ambulances equipped with 12-lead EKG machines result in
more rapid fibrinotytic treatment. Fibninolytic treated walk<in patients have
significantly longer DTNTS than similar ambulance patients.
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" Non-invasive Assessment of Reperfusion
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Background: Early reperfusion is associated with good prognosrs after acute
myocardial infarclion (AMI) but assesament using 12-fead ECG andror bio-
chemical markers has produced sub-optimal results. Body surface mapping
(BSM) utifizes a much larger area of sampling with spatial and temporat
resolution.

Methods: Seriat 64-lead anterior BSMs were recorded from 67 patients
{pts) with AMI having coronary angiography 90 mins after thrombalytic ther-
apy. BSM1 was taken prior to, or up to 85 mins after therapy (mean 18 mins
+ S030), and BSM2 a3 90-220 mins (mean 124 mins + SD25). A difference
map (BSM1-BSM2) was constructed. From the 12-lead ECG at the time of
BSM1, the maximum ST elevation (STEmax) was noted. >50% ST resalu-
tion (n ‘he same lead on ECG2 represented reperfusion. The 67 pis were
randamly divided into a fraining (T) set (34 pts) and validation (V) set (33
pts). Isointegral (area) andt isopatential ST-T vaniabies from difference maps
of Tset pts were compared with TIMI flow using a discriminant function to
identify which vanables (24) best classified reperfusion. A model containing
these vanables was then tested prospectively m the Vset.

Resuits: Reperfusion accurred in 32/24 Tset pts (27 TIMI3, 5 TIMI2) and
29/33 Vset pts (25 TIMI3, 4 TIMI2). in the Tset, use of STEmax resafution
correctly classified 24/32 pis (sensitivity 75%) who reperfused and 1/2 oc-
cluded pts (spectficity 50%). In the Vset. STEmax resclution classified 16/29
pts {sensitivity 55%) who reperfused and 2/4 occluded pts (speaificity 50%).
In companson. using BSMs, in the Tset the model correctly classitied all
pts. When tested n the Vset the model classified 28/29 pts who reperfused
(senstiviy 97%) and alt 4 acciuded pis (specificity 100%).

Conctusion: BSM is a much more useful non-invasive tool than the 12
lead ECG in the assessment of reperfusion a*er thrombolytic therapy for
AME

i 1058-153 [ Myocardial Viability and Left Ventricular
Function Recovery After Direct PTCA:
Comparison to Front-loaded rTPA
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IRCCS H San Rattaele, Milaro, ltaly

Background: Compared to thrombolysis (TL) direct coronary angioplasty
(JPTCA) affords signdficant improvement in acute patency rate, mortality and
post-Mi ischemic evenis. Aim of our study was to compare the eftects ot
dPTCA and TL on residual viability and regtonat tunction recovery.

Methods: We studied 96 conseculive patients (pts) admitted within 4 hours
trom the onset of symptoms for AMI. We excluded 20 pts with no clear-cut
ST segment elevation and 6 with cardiogemic shock. Ot the remaining 70 pts.
32 underwent dPTCA (gr. 1) and 38 received front-loaded rTPA (gr.2). Al
underwent echocardiograms aon admission. after 4 days dunng dobutarmne
infusion (5-10-20 mecgrkg/min) and at discharge. For each patient. we cal-
culated the dystunction score an admission (hypokinesia = 1. akinesia = 2.
diskinesia = 3} and its percent reduction alter dobutamine (viability} and at
discharge (recovery). Gr.2 patients underwent elective PTCA within 7 days.
it the infarct-related artery had more than 60% residual stenosis.

Results: On admission. there were no differences in age. sex, site of M,
time from onset of symptoms. ST-segment elevation (gr.1: 20 * 11. gr.2:
18 + 8). dystunction score {18 = 5 vs 16 = 6) and EF (47 = ‘9 vs 49
+ 9%). The delay from onset ot symptoms and treatment was significantly
greater in gr.1 (144 = 96 vs 108 = 84 min. p - 0.05) Results were as
follows:






