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Objective: To devise a safe, timely, and cost effective strategy based on the current available literature for directing cardiologists to adopt the most appropriate approach while treating patients with ST- elevation myocardial infarction (STEMI).
Background: The field of interventional cardiology is changing dynamically with the advent of newer devices, newer techniques, and the goal of rapid revascularization. Percutaneous coronary intervention (PCI) can now be utilized to treat coronary artery disease and structural heart diseases. Guidelines to reduce patient morbidity and mortality are becoming stricter leading to interventional variations while performing PCI in patients with STEMI. These variations include preference in choosing peripheral access artery (radial vs. femoral) and timing and performance of complete angiography including left ventriculography, prior to or after intervening on the culprit vessel. 
Method: We sought to review the current literature to determine the various techniques that are adopted by interventionists in performing primary PCI in patients with STEMI. We studied how each of these techniques were performed and the advantages and disadvantages related to them. We also attempted to identify the reasons the interventionists preferred to perform a particular technique and the outcomes associated with each of these techniques. 
Results: Wide variations were observed in the preferences of cardiologists when it came to selecting approaches for primary PCI. EKG guided culprit vessel angiography was preferred due to increased demands to reduce door-to-balloon times, although the clinical significance of this reduction is questionable. Performing complete angiography or left ventriculography increased the door-to-balloon time and did not provide an additional advantage over EKG guided culprit vessel angiography. 
Conclusion: A revision of PCI guidelines for cardiologists treating STEMI patients that address the most appropriate approach is needed. Such approach should not only reduce the time taken to establish flow and have proven benefits but also be safe.


