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To Cath or Not to Cath
That Is No Longer the Question
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Caveats

• Large and very well-done trial, but underpowered

– ~30% RRR unlikely, since inv vs conservative is ~20% RRR

– ~10-25% crossover further diminishes power in intent to treat

• Numerical trend in hard endpts leaves open possibility of benefit

• Only 6 month follow up – may take longer for mortality reduction 

• Important to examine subgroups – occluded LCx should = STEMI

• Definitely no evidence of harm with early strategy – no need to “cool off”

– Hard endpoints each numerically lower 

– Bleeding rates numerically lower



Conclusions 

• No statistically significant difference in primary endpoint

• Therefore, hospitals that cath within first few days of index 

hospitalization can continue to do so and if recurrent ischemia 

cath right away – still consistent with evidence based medicine

• Strong suggestion, though, that earlier is better – esp if high risk

• In addition, shorter length of stay, presumably lower cost as well

• From a patient’s perspective better to go to cath earlier – nothing 

to lose, potential to gain – so if it were me, take me early!


