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ABSTRACT

Background and objectives: Early discharge (within the first 48 hours) in patients with ST-segment elevation myocardial infarc-
tion (STEMI) managed with primary percutaneous coronary intervention (PCI) with stenting is a strategy that has been adopted in 
developed countries. However, its implementation in South America has been uneven.  
Methods: We conducted an uncontrolled intervention pilot study on low-risk STEMI patients managed with primary PCI to evaluate 
the early discharge rate and compare the incidence of major adverse cardiovascular events (MACE) with those occurring in patients 
discharged later.
Results: Of 320 STEMI patients managed with primary PCI from 2013 to 2021, 158 were low-risk patients and 63.9% (95% CI 55.9-
71,4%) of them were discharged early. Diabetes (OR 0.31, 95% CI 0.12-0.83), and anterior wall STEMI (OR 0.34, 95% CI 0.16-0.69) 
were independently associated with lower probability of early discharge. During a median follow-up period of 27.2 months, the 
incidence rate ratio of MACE between the early discharge and non-early discharge groups was 0.77 (95% CI 0.25-2.58; p = 0.61).  
The variables independently associated with MACE were complete revascularization (HR 0.18, 95% CI  0.03-0.95) and fluoroscopy 
time  (HR 1.02, 95% CI 1.01-1.05). There were no significant differences in vascular access complications, 30-day readmission rate 
and overall survival between  groups.
Conclusions: Early discharge in low-risk STEMI patients managed with primary PCI may be feasible even in developing countries, 
without significantly increasing morbidity and mortality. 
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RESUMEN

Introducción y objetivos: El alta hospitalaria temprana (dentro de las primeras 48 horas) en pacientes con infarto agudo de miocar-
dio con elevación del segmento ST (IAMCEST) tratados con angioplastia coronaria primaria con stent (ATCp) ha sido adoptada en 
países desarrollados. Sin embargo, su implementación en Sudamérica ha sido dispar.  
Material y métodos: Estudio piloto de intervención no controlado, argentino, de pacientes con IAMCEST de bajo riesgo tratados con 
ATCp, para evaluar tasa de alta temprana y comparar la incidencia de eventos cardiovasculares adversos mayores (MACE) con la 
que ocurre en pacientes externados en forma no temprana.
Resultados: Desde 2013 hasta 2021 se trataron con ATCp 320 pacientes con IAMCEST, de los que 158 fueron de bajo riesgo. Alta 
temprana en 63,9% (IC 95% 55,9-71,4%). La diabetes (OR 0,31; IC 95% 0,12-0,83) y el IAMCEST anterior (OR 0,34; IC 95% 0,16-
0,69) se asociaron en forma independiente con menor probabilidad de alta temprana. Durante una mediana de seguimiento de 27,2 
meses, la razón de tasas de incidencia de MACE entre los grupos de alta temprana y no temprana fue de 0,77 (IC 95 % 0,25-2,58; p = 
0,61). Las variables asociadas de forma independiente con MACE fueron la revascularización completa (HR 0,18; IC 95% 0,03-0,95) 
y el tiempo de fluoroscopía (HR 1,02; IC 95% 1,01-1,05). No hubo diferencias significativas en las complicaciones del acceso vascular, 
las tasas de reingreso a 30 días y sobrevida global entre los grupos.
Conclusiones: El alta temprana en pacientes con IAMCEST de bajo riesgo tratados con ATCp puede ser factible incluso en países en 
desarrollo, sin aumento significativo de la morbimortalidad. 
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INTRODUCTION
Primary percutaneous coronary intervention (PCI) is 
the standard of care for ST-elevation myocardial in-
farction (STEMI) patients. (1) During the last decade, 
PCI has demonstrated lower incidence of procedure-
related events, 30-day mortality and length of hospi-
tal stay. (2) Technical advancements, such as radial 
access, have led to a reduction in adverse vascular 
events, improving patient care and outcomes. (3-5)

In this scenario, the length of stay in the coronary 
care unit (CCU) following primary PCI for STEMI 
patients has decreased, resulting in a reduction of re-
sources used for medical care and hospital costs. (6) In 
2012, the European Society of Cardiology (ESC) sug-
gested that early discharge of low-risk STEMI patients 
managed with primary PCI would not increase read-
mission or mortality rates. (7-9) The European guide-
lines would consider recommending early discharge in 
low-risk patients with adequate follow-up. (10) Other 
authors suggest that long length of stay in low-risk 
STEMI patients could be cost-effective. (11,12)

Therefore, early discharge could reduce health 
care costs. (13) 

Early discharge after thrombolytic therapy has 
proved to be feasible. (14-18) There are also recent 
data from Europe supporting early discharge 24 hours 
after STEMI. (19) It remains unclear whether early 
discharge of low-risk STEMI patients is feasible or 
whether it increases the risk of readmission in other 
regions of the world. (20-23)

We hypothesized that early discharge after prima-
ry PCI in low-risk STEMI patients could be feasible 
and with no significant impact on major adverse cardi-
ovascular events (MACE), even in a developing coun-
try. Therefore, we conducted this uncontrolled inter-
vention pilot study to evaluate the feasibility of early 
discharge of STEMI patients managed with primary 
PCI (within the first 48 hours) at a university-based 
hospital in Argentina. We also compared the incidence 
rates of MACE among patients with and without early 
discharge.

METHODS
Study design and setting
In this prospective uncontrolled intervention pilot study, 
we included consecutive adult patients with uncomplicated 
STEMI managed with primary PCI in a South American 
center between November 2013 and June 2021. Hospital 
Universitario Austral is situated in Pilar, Buenos Aires, Ar-
gentina. Its operations began in the early 2000s, and it is 
accredited by the Joint Commission International. All the 
patients signed an informed consent form. The study proto-
col complied with the international ethical standards (N°13-
023) and was approved by the Institutional Review Board.  

Eligibility
Low-risk STEMI adult patients were eligible for the study.  
Low-risk STEMI was defined following empirical criteria 
and previous publications as any MI with left ventricular 
ejection fraction (LVEF) of at least 50%, and with all the 
following conditions: 1) first MI; 2) STEMI within 12 h af-

ter symptom onset; 3) electrocardiogram (ECG) with ST-
segment elevation in no more than three contiguous leads; 
4) successful PCI defined as residual stenosis < 20% after 
stent implantation with ST-segment resolution ≥ 50%; 5) ab-
sence of angina or angina equivalents, heart failure or low 
output volume syndrome, complex ventricular arrhythmia, 
mechanical complications or intraventricular thrombus; 
and, 6) clinical tolerance to medical treatment. All the pa-
tients should have signed the informed consent form. All eli-
gible patients understood the likelihood and consequences of 
early discharge and approved and committed to subsequent 
follow-up programs. 

Patients were excluded if they had at least one of the fol-
lowing conditions: 1) previous STEMI; 2) epiphenomenon; 
3) LVEF <50%; 4) acute coronary occlusion (stent thrombo-
sis within 24 h); 5) failed PCI (residual stenosis >20% after 
stent implantation and final TIMI flow grade < 2); 6) hospi-
tal mortality within 48 h; and 7) anterolateral STEMI.

Procedures for early hospital discharge
After primary PCI, all the patients were admitted in the 
CCU. An echocardiogram was performed to evaluate heart 
valves, wall motion and LVEF. Cardiac monitoring, ECG and 
laboratory tests were performed following the usual stand-
ards. Eligible patients were invited to participate in the 
study within 48 h of observation.

Early discharge was canceled in the presence of any of 
the following events: need for mechanical ventilation, severe 
life-threatening arrhythmias, mechanical complications, 
post-MI pericarditis, systemic or vascular access bleeding 
according to GUSTO criteria, stroke or transient ischemic 
attack, acute renal failure, severe infection, decision to treat 
a non-culprit artery after 48 hours in the index hospitaliza-
tion, or any other complication that necessitated postpone-
ment of discharge. These events were recorded to estimate 
the overall proportion and feasibility of early discharge in 
the entire population of STEMI patients. 

Before being discharged, patients were given precise in-
structions on alarm signs and how to maintain a healthy life-
style according to existing protocols. In addition, they were 
provided with the telephone numbers of the interventional 
cardiologist and ICU physician. Clinical follow-up was car-
ried out in clinics 7 and 30 days after discharge, continu-
ing thereafter with the usual care provided by the treating 
physician. 

Exposure variables
Data were collected from the information prospectively re-
corded in an electronic case report form (CRF) The infor-
mation recorded included: 1) demographic data: age, and 
gender; 2) past medical history and risk factors: previous 
coronary artery bypass grafting (CABG), previous PCI, 
peripheral vascular disease, kidney failure, dyslipidemia, 
diabetes, hypertension, smoking habits, infarct location, 
Killip-Kimball (K-K) class, and use of glycoprotein IIb/IIIa 
inhibitors; 3) angiographic data: number of diseased vessels, 
treated vessels, lesion segment (CASS classification), pres-
ence of thrombus, bifurcation, chronic total occlusion, com-
plete revascularization, baseline and final TIMI flow/blush, 
lesion length, use of thrombus aspiration, intravascular ul-
trasound (IVUS), stent diameter and length, duration of the 
procedure, amount of contrast, and fluoroscopy time.

PCI protocol
All the patients received dual antiplatelet therapy before 
the procedure (aspirin 325 mg and clopidogrel 600 mg or 
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After excluding patients who died within 48 hours 
(n=14), those with a history of previous MI (n=43), 
anterolateral STEMI (n=4), STEMI as an epiphenom-
enon (n=10), LVEF < 50% (n=86), failed PCI (n=1), 
and acute coronary occlusion (n=4), a total of 158 
patients were eligible for early discharge (within the 
first 48 hours) (Figure 1). 

Feasibility and early discharge rates
Among STEMI patients, 31.6% (95% CI 26.5-37%; 
101/320) were discharged within 48 hours. When only 
eligible patients were considered, the proportion was 
101/158 (63.9%, 95% CI 55.9-71.4%). Mean length of 
hospital stay was 2 days (IQR 2-2) in the early dis-
charge group versus 3 (IQR 2-4) in the other group (p 
< 0.00001).

Patients who remained in hospital for more than 
48 hours (n=57) presented a higher prevalence of 
diabetes (21% vs. 8.9%; p = 0.03) and anterior wall 
STEMI (45.6% vs. 23.8%; p = 0.005) with occlusion 
of the anterior descending coronary artery (45.6% vs. 
24.7%; p = 0.02). Within this group, a higher percent-
age of patients received complete revascularization of 
non-culprit arteries during the index hospitalization 
(60.8% vs, 10.2%; p<0.0001). However, within the 
early discharge group, a higher percentage of patients 
received complete revascularization of non-culprit ar-
teries during the index procedure (51.3% vs. 26.1%; p 
= 0.07) (Table 2). Table 3 shows crude and adjusted 
OR for the likelihood of early discharge. Diabetes (OR 
0.31, 95% CI 0.12-0.83), and anterior wall STEMI (OR 
0.34, 95% CI 0.16-0.69) were independently associated 
with lower probability of early discharge. 
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prasugrel 60 mg or ticagrelor 180 mg). The Allen test was 
performed before radial artery cannulation. The use of IVUS 
was not mandatory. The decision on how and when to com-
plete revascularization, perform thrombus aspiration or use 
IIb/IIIa inhibitors was left to the operator's discretion on a 
case-by-case basis. All the patients received a stent. 

Definition of events and statistical analysis
Categorical variables are expressed as frequencies and per-
centages and compared using the chi-square test or Fisher's 
test, as applicable. Continuous variables are presented as 
mean and standard deviation (SD), or median and inter-
quartile range (IQR), as appropriate. To compare the data, 
the t-test was used for normal distributions, and the Mann-
Whitney test was used for non-normal distributions.

The primary endpoint was the overall proportion of early 
discharge (up to 48 hours) of STEMI patients managed with 
primary PCI with the corresponding 95% CI. The overall 
proportion of early discharge was calculated by considering 
the ratio of patients who were discharged early divided by 
the total population eligible for the study. The secondary 
endpoints included MACE, vascular access complications 
and rate of readmissions at 30 days. MACE was defined as 
a composite of cardiovascular and non-cardiovascular death, 
reintervention (PCI or CABG), and stroke. Vascular access 
complications were radial artery occlusion with regional 
ischemia, need for surgical repair, arteriovenous fistula, 
pseudoaneurysm, major bleeding (requiring transfusion or 
surgical repair) or radial hematoma > grade III. Readmis-
sion was defined as any new cardiovascular event requiring 
hospitalization within 30-day follow-up after primary PCI. 

Multivariable logistic regression analysis was performed 
to generate prediction models for early discharge, estimat-
ing the odds ratio (OR) and their corresponding 95% CI of 
the patients' baseline characteristics and angiographic vari-
ables. The calibration of each final model was assessed by 
the Hosmer-Lemeshow test, and the discriminatory power 
using the area under the ROC curve. 

We also calculated the incidence rate and incidence rate 
ratio for MACE and death. Time-to-event data was analyzed 
with Kaplan-Meier survival curves and the groups were com-
pared using the log-rank test. Multivariate Cox regression 
analysis was conducted to identify those variables that were 
independently associated with the development of MACE. 
The analysis also addressed the effect of early discharge on 
mortality as well as confounding factors, with estimation of 
the hazard ratios (HR) and their corresponding 95% CI. The 
proportional hazard assumptions were evaluated by graphi-
cal diagnostics based on Schoenfeld residuals and log-plots. 
A two-tailed p value < 0.05 was considered statistically sig-
nificant. All the statistical calculations were performed us-
ing STATA BE 17.0 software package.

RESULTS
Between November 2013 and June 2021, 320 consecu-
tive patients with STEMI were managed with primary 
PCI at Hospital Universitario Austral. The baseline 
characteristics of the population are described in Ta-
ble 1. Median door-to-balloon time was 92 minutes 
(IQR 70-120). Multivessel disease was present in 
49.7% of the patients (n = 159) and compete revascu-
larization was achieved in 76.1% (n = 121). The radial 
access was used in 77.2% (n = 247) of cases and the 
median number of stents implanted was 2 per patient 
(IQR 1-3).

Table 1. Baseline characteristics of STEMI patients between 
2013-2021 (n = 320)

Age, years (± SD)

Male gender, n (%)

Diabetes mellitus, n (%)

Hypertension, n (%)

Smoking habits, n (%)

Dyslipidemia, n (%)

Previous PCI, n (%)

Previous AMI, n (%)

Anterior wall STEMI, n (%)

Killip-Kimball class, n (%)

   A

   B

   C

   D

LVEF, % (± SD)

60 ± 11

273 (85.3)

58 (18.1)

181 (56.6)

202 (63.1)

151 (47.2)

66 (20.6)

49 (15.3)

151 (47.2)

266 (83.1)

40 (12.5)

5 (1.5) 

9 (2.8)

50.8 ± 12.5

ValueVariable

AMI: acute myocardial infarction; IQR: interquartile range; LVEF: left ven-
tricular ejection fraction; PCI: percutaneous coronary intervention; SD: 
standard deviation; STEMI: ST-segment elevation myocardial infarction.
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Main results in patient with early discharge and non-early 
discharge 
During a median follow-up period of 27.2 months 
(IQR16-43.5), patients who were discharged early 
had a 1-year survival rate of 98.8% (95% CI 92.1-
99.8), while patients who were not discharged early 
had a 1-year survival rate of 98.1% (95% CI 87.1-99.7; 
p=0.66) (Figure 2). The MACE incidence rate was 3.1 
per 1000 person-months in the enrolled population, 
with similar rates between groups (early discharge 3.1 
vs. non-early discharge 4.0 per 1000 person-months 
of follow-up). The incidence rate ratio of MACE was 
0.77 (95% CI: 0.25-2.58; p = 0.61). The median time 
to MACE was 10.5 months (IQR 2.4-26.3) in the early 
discharge group versus 22.3 months (IQR 1-39.9) in 
the non-early discharge group (p = 0.89). The vari-
ables independently associated with MACE were com-
plete revascularization (HR 0.18, 95% CI  0.03-0.95) 
and fluoroscopy time (HR 1.02, 95% CI 1.01-1.05). Fi-
nally, vascular event rate and 30-day readmission rate 
were not significantly different between the groups.

Twenty-two patients in the early discharge group 
left the hospital after 24 hours, with no major events, 
most of them during the COVID-19 pandemic. In fact, 
during the pandemic (from March 2020 to Decem-
ber 2022 in our country), 28 of 128 low-risk STEMI 
patients (21.8%) were discharged within 24 hours of 
PCI. However, during the time frame between the 
end of our study and the presentation of this paper 
(July 2021 to February 2023), only 10 out of 78 low-
risk STEMI patients (12.8%) were discharged within 
24 hours.

DISCUSSION 
In our prospective pilot intervention study, we ob-
served that early hospital discharge in the STEMI 
population may be feasible in 1 in 3 patients. This 
number increased to 2 in 3 in low-risk STEMI pa-
tients. Second, early discharge was less probable in 
patients with diabetes or with anterior wall STEMI. 
Third, discharge before 48 hours was not associated 
with an increased risk of MACE or death during long-
term follow-up. Patients with complete revasculariza-
tion had lower risk of MACE. 

In Argentina, early discharge of STEMI patients 
is not a usual practice, and national guidelines do not 
consider this alternative. In view of the recommenda-
tions of international guidelines and the results ob-
tained in our hospital, we decided to perform a pro-
spective, uncontrolled intervention study to evaluate 
the rate of early discharge (≤48 hours after primary 
PCI) in all the patients with STEMI and in low-risk 
patients. (24) Therefore, this is the first intervention 
study to evaluate early discharge after primary PCI of 
STEMI patients in our country. 

Revascularization of STEMI patients has steadily 
improved. In addition, the use of various clinical risk 
scores (11) to identify a population of patients with 
low-risk STEMI has promoted consideration of early 
discharge after primary PCI due to improved manage-
ment and economic considerations.

Few decades ago, some authors demonstrated that 
shorter hospitalization was not associated with higher 
mortality. (25) The Zwolle group created a practical 
risk assessment tool to categorize STEMI patients 

Fig. 1. Flow chart.

LVEF: left ventricular ejection fraction; LOS: length of hospital stay; MI: myocardial infarction; PCI: percutane-
ous coronary intervention; STEMI: ST-segment elevation myocardial infarction.
Note: 162 of 320 patients were excluded. Some patients could have more than one exclusion criteria.

Total STEMI

Nov 2013 – Jun 2021

(n=320)
Excluded  

one condition or greater

• Hospital mortality before 48 h (n = 14)

• Previous myocardial infarction (n = 43)

• Anterolateral STEMI (n = 4)

• Epiphenomenon (n = 10)

• LVEF < 50% (n = 86)

• Failed primary PCI (n = 1)

• Acute coronary occlusion (n = 4)

Eligible for early discharge 

(≤ 48 h) (n = 158) 

LOS ≤ 48 h

(n=101)

LOS > 48 h

(n=57)
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pEarly discharge 
(n = 101, 63.9%)

Variable Non-early discharge 
(n = 57,  36.9%)

Table 2. Comparative analy-
sis between patients early 
discharged within 48 h and 
those with longer length of 
hospital stay.

Age, years (± SD)

Male gender, n (%)

Diabetes mellitus, n (%)

 Hypertension, n (%)

Smoking habits, n (%)

Dyslpidemia, n (%)

Previous PCI, n (%)

Anterior wall STEMI, n (%)

Killio-Kimball class, n (%)

   A

   B

   C

   D

LVEF, % (± SD)

Median door-to-balloon time, 

minutes (IQR)

Culprit artery, n (%)

   LAD

   RCA

    LCx

Multivessel disease, n (%)

Complete revascularization, n (%)

Complete revascularization, n (%)

   Same session

   Same hospitalization  

   At 30 days 

Bifurcation, n (%)

Baseline TIMI flow grade 0-1, n (%)

Radial access, n (%)

7-8 Fr introducer, n (%)

Thrombus aspiration, n (%)

Direct stenting, n (%)

Median stents in index procedure 

(IQR)

Mean stent diameter, mm (± SD)

Median stent length, mm (IQR)

IIb-IIIa, n (%)

IVUS, n (%)

Median fluoroscopy time, minutes 

(IQR)

Median contrast volume, mL (IQR)

58.3 ± 10.5

50 (87.7)

12 (21)

28 (49.1)

33 (57.9)

30 (52.6)

9 (15.8)

26 (45.6)

55 (96.5)

2 (3.5)

0

0

58.8 ± 7.0

90 (62-118)

26 (45.6)

18 (31.5)

13 (22.8)

27 (47.4)

23 (85.2)

6 (26.1)

14 (60.8)

3 (13.04)

4 (7)

35 (61.4)

47 (82.5)

8 (3.8)

7 (12.3)

9 (15.8)

2 (1-2)

3.0 ± 0.5

35 (23-59)

8 (14)

3 (5.2)

9 (6.4-14.1)

160 (129-200)

0.523

0.541

0.033

0.924

0.421

0.145

0.156

0.005

1.0

-

0.334

0.246

0.022 

0.481

0.302

0.073

<0.0001

0.042

0.256

0.804

0.328

0.082

0.403

0.292

0.754

0.226

0.492

0.163

0.352

0.536

0.394

57.2 ± 11.2

85 (84.2)

9 (8.9)

50 (49.5)

65 (64.4)

42 (40.6)

9 (8.9)

24 (23.8)

98 (97)

3 (3)

0

0

60.1 ± 8.0

93 (71-124)

25 (24.7)

49 (48.5)

27 (26.7)

42 (41.6)

39 (92.9)

20 (51.3)

4 (10.2)

15 (38.5)

3 (2.9)

60 (59.4)

89 (88.1)

4 (13.9)

8 (7.9)

23 (22.7)

2 (1-3)

2.9 ± 0.4

34 (23-49)

7 (6.9)

2 (1.9)

9.1 (6.5-12.4)

160 (140-201)

AMI: acute myocardial infarction; IIb-IIIa: IIb-IIIa glycoprotein inhibitors; IQR: interquartile range; IVUS: in-
travascular ultrasound; LAD: left anterior descending coronary artery; LCx: left circumflex  coronary  artery                                       
LVEF: left ventricular ejection fraction; PCI: percutaneous coronary intervention; RCA: right coronary artery               
SD: standard deviation; TIMI: Thrombolysis in Myocardial Infarction.
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following primary PCI, allowing for identification of 
those at low risk for cardiovascular events. (26) 

Unlike previous studies, (27,28) we reduced hospi-
tal stay to 48 hours and included patients with LVEF 
of at least 50%. Finally, multivessel disease was not 
an exclusion criterion. In fact, complete revasculariza-
tion was performed even within the scheduled time for 
early discharge. Our study is more recent and reflects 
the current state of practice in terms of procedure, 
type of stent used, and pharmacologic framework.

A Norwegian study randomized STEMI patients to 
early discharge or usual care and showed no differ-
ences in 30-day mortality between both groups. (29) 

In our study there were no events after discharge and, 
unlike these authors, patients were discharged within 
48 hours.

In conclusion, this is the first pilot uncontrolled 
intervention study in Argentina that demonstrates 
the feasibility of early discharge for low-risk STEMI 
patients undergoing primary PCI. The incidence of 
clinical events and readmissions were low.

Study limitations
One of the limitations of our study is the interven-
tion design in the absence of a control group (without 
evaluating the effect of random assignment). There-

ppUnadjusted OR 
(95% CI)

Adjusted OR 
(95% CI)

Table 3. Variables associated 
with early discharge. Logistic 
regression analysis.

Fig. 2. Kaplan-Meier survival 
analysis 

Diabetes mellitus

Yes (n = 21)

No (n = 137)

Anterior wall STEMI

Yes (n = 50)

No (n = 108)

Culprit artery

LAD (n=51)

RCA (n = 87)

LCx (n = 40)

Complete revascularization in 

the index hospitalization 

Yes (n = 18)

No (n = 44)

0.31 (0.12-0.83)

-

0.34 (0.16-0.69)

-

0.019

0.003

0.036

0.005

-

0.008

0.08

<0.0001

-

0.37 (0.14-0.93)

-

0.37 (0.18-0.74)

-

Ref

2.83 (1.31-6.11)

2.16 (0.91-5.1)

0.07 (0.02-0.28)

-

Variable

STEMI: ST-segment elevation myocardial infarction; LAD: left anterior descending coronary artery; LCx: left 
circumflex  coronary  artery; RCA: right coronary artery.
Notes: The adjusted OR column shows the variables with statistical significance on multivariate analysis. 
The p value for calibration of the model with Hosmer-Lemeshow test was 0.76. Area under the ROC curve 
0.66 (95% CI 0.58-0.73)
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fore, different unknown confounding factors have not 
been evaluated. However, we adjusted for the effect of 
known confounding variables in a multivariable mod-
el and, on the other hand, designing and executing a 
controlled study was not feasible.

This is a single-center study conducted on a rela-
tively small sample. In addition, the population is 
young, and the prevalence of women is low. We did 
not assess clinical factors such as anemia or chronic 
renal failure that could impede early discharge. How-
ever, this is the first regional protocol on this subject.  
There may also be the biases inherent to the nature of 
a registry. But this approach reflects real patients who 
were selected using previously validated inclusion cri-
teria and who received second- and third-generation 
drug-eluting stents.

CONCLUSION
Our data show that in a significant number of low-
risk STEMI patients managed with primary PCI and 
stenting, early discharge within 48 hours may be fea-
sible. An economic analysis should be conducted to 
evaluate the reduction in hospital costs without in-
creasing MACE. 

Outpatient procedures and early discharge are in-
creasingly utilized by institutions to reduce length of 
hospital stay and decrease adverse in-hospital events. 
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