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Background

Results

Keywords

Increased access to reperfusion for ST elevation myocardial infarction (STEMI) has contributed to reduced
mortality internationally. We describe temporal trends in pre-hospital care, in-hospital management and
outcomes of the STEMI population in Australia.

Temporal trends with multiple regression analysis on the management and outcomes of STEMI patients
enrolled across 46 Australian hospitals in the Australian cohort of the Global Registry of Acute Coronary
Events (GRACE) and the Cooperative National Registry of Acute Coronary Care Guideline Adherence and
Clinical Events (CONCORDANCE) between February 1999 and August 2016.

4,110 patients were treated for STEMI, mean age 62.5 & 13.7years (SD). The median door-to-balloon time of
primary percutaneous coronary intervention (PPCI) decreased by 11 minutes (p < 0.01) although there was
no increase in rates of PPCI (p = 0.35). Access to non-primary PCl increased by 39% (p < 0.01), provisioning
of fibrinolysis decreased by 13% (p < 0.01) and the median door-to-needle time of 35 minutes remained
unchanged (p = 0.09). Prescription of medical therapies in-hospital remained high, and at discharge there
was an increase in prescription of statins (p < 0.01); aspirin including antiplatelets (p < 0.01), beta blockers
(p =0.023) and ACE/ARB (p = 0.02). The occurrence of any in-hospital adverse clinical events declined by
78% (p < 0.01) albeit, there was no reduction in mortality in-hospital (p = 0.84) or within 6 months (p = 0.81).

Over time, there has been increased access to non-primary PCI; shorter door-to-balloon times for PPCI; less
adverse events in-hospital and fewer readmissions for unplanned revascularisation without the realisation
of reduced mortality in-hospital or at 6 months.
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Introduction

In 2009, we published the first bi-national report on tempo-
ral trends in the management of patients admitted to hos-
pital with an acute coronary syndrome (ACS) across 11
Australian and New Zealand Hospitals [1], and provided
evidence of adherence with evidence-based care and
improved in-hospital survival and survival at 6 months.
Decreasing mortality rates from acute myocardial infarction
(MI) have been attributed to earlier acute treatment and
improved medical management locally and internationally
[2-4], and the benefits of both early reperfusion for ST
elevation myocardial infarction (STEMI) through pre-hos-
pital triage [5] and the benefits of revascularisation for non
ST elevation acute coronary syndrome (NSTEACS) [6] have
also been realised. There is also an appreciation that both
patient risk [7] and access to clinical services such as a
percutaneous coronary intervention (PCI) capable hospitals
impacts long-term survival [8-11].

The Australian cohort of The Global Registry of Acute
Coronary Events (GRACE) and, subsequently, the Cooper-
ative National Registry of Acute Coronary Care Guideline
Adherence and Clinical Events (CONCORDANCE) are
observational registries [12,13] developed within a clinical
quality framework. Collectively, the GRACE and CON-
CORDANCE registries present the most extensive data
on outcome measures of patients admitted to hospital with
STEMI in Australia. These data include process and out-
comes measures that are reproducible and build on current
knowledge on the management and outcomes of patients
admitted to hospital with an ACS. The Australian arm of the
GRACE registry reported outcome data on more than 5,600
patients recruited from nine Australian hospitals between
1999 and 2007. The CONCORDANCE registry was
launched in 2009 in 10 hospitals and expanded over time
so that by 2016, the management and outcomes of more than
9,500 patients have been reported across 41 Australian
hospitals.

In this merging of the GRACE and CONCORDANCE
Registry cohorts we provide a maturity exemplar of the
STEMI population for the purpose of informing health policy
and health service provision for this population in Australia.
The aim of this analysis is to describe temporal trends on the
characteristics of the STEMI population, their pre-hospital
and in-hospital management, clinical events and mortality
in-hospital and at 6 months following the index event.

Methods

Study Design

The designs of the GRACE [14] and CONCORDANCE [15]
registries have been reported previously. Both GRACE and
CONCORDANCE are prospective, observational registries
reporting on the medical management, clinical events and 6
months outcomes of the first 10 consecutively admitted ACS
patients per month. CONCORDANCE was designed within
a comparative effectiveness research framework (CER) to
facilitate web-based real-time reporting of clinical process
indicators (CPIs) to participating clinicians for quality review
and process improvement. In order to ensure data were
similar across the two datasets, standardised data definitions
and data collection methods were applied. Trained hospital
staff abstracted data, and the data captured were audited to
ensure accuracy and consistency with the registry protocols.
All participating hospitals received human research ethics
approval to participate in both registries (Tables 1 and 2).

Inclusion and Exclusion Criteria

Patients were enrolled into both registries based on symp-
toms of an ACS and one or more of either ST segment
electrocardiographic (ECG) changes of >0.5mm, and/or
elevation of cardiac biomarkers, new or previous documen-
tation of heart disease. Additionally, patients were enrolled
into CONCORDANCE based on symptoms of ACS and/or
two high risk features of ACS including; haemodynamic
compromise (BP < 90 mmHg and HR >100 bpm), left ven-
tricular systolic dysfunction (LVEF < 40%), presence of
known diabetes and/or documentation of chronic kidney
disease (estimated GFR <60 mls/min). Patients admitted
to hospital with a co-existent condition such as trauma or
bleeding or those patients hospitalised for less than 24 hours
were excluded from both registries with the exception of
those patients who died within 24 hours of admission and
death was attributed to an ACS. Patients with a non-ACS
diagnosis and hospitals with fewer than 10 patients’ data
were excluded from the analysis [9,15].

Patient consent was required for participation in the
GRACE registry with a waiver of consent applied to patients
who had died in-hospital a result of an ACS. To ensure
consecutive participant recruitment, an opt-out consent pro-
cess was approved for participation in the CONCOR-
DANCE Registry.

Table 1T GRACE registry hospitals in Australia and New Zealand.

Concord Hospital (NSW)
Canterbury Hospital (NSW)

Royal Prince Alfred Hospital (NSW)
Bathurst Hospital (NSW)

Coffs Harbour Hospital (NSW)
Royal Melbourne (Vic)

Dandenong Hospital (Vic)
Liverpool Hospital (NSW)
Bankstown Hospital (NSW)
Christchurch Hospital (NZ)
Waikato Hospital (NZ)
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Table 2 CONCORDANCE registry hospitals in Australia.

Alfred Health (Vic)
Alice Springs Hospital

Concord Hospital
Dubbo Hospital
Flinders Medical Centre
Geelong Hospital

Gold Coast Hospital
John Hunter Hospital

Austin Hospital
Bairnsdale Regional
Bankstown Hospital’
Bathurst Hospital”

Box Hill Hospital
Campbelltown Hospital

Launceston General
Lismore Base Hospital
Liverpool Hospital’
Lyell McEwin Hospital

Canberra Hospital
Coffs Harbour Hospital’

Maitland Hospital

Monash Heart

Nambour General Hospital
Nepean Hospital

Northern Hospital

Nowra Base Hospital
Orange Base Hospital

Port Macquarie Hospital
Prince Charles Hospital
Royal Brisbane Hospital

Royal Darwin Hospital

Royal Hobart Hospital

Royal Perth Hospital

Royal Prince Alfred”

Sir Charles Gairdner Hospital
St Vincent’s Hospital (Victoria)
The Queen Elizabeth Hospital
Toowoomba Hospital
Townsville Hospital
Westmead Hospital

Wollongong Hospital

“Hospitals that had also participated in the GRACE registry.

Analysis

This analysis was limited to patients with a discharge diag-
nosis of STEMI. Patient demographic and clinical character-
istics and in-hospital management including time from
symptom onset to presentation were stratified by year of
enrolment and the merged registry datasets were divided
into six time periods. Categorical data are presented using
frequency and percentage. The Cochrane Armitage test was
performed to assess trend across time and Rao-Scott Chi-
square test was used to account for clustering within hospi-
tals. Numeric data are presented using summary statistics,
differences in means were tested using a general linear mixed
modelling that accounted for clustering within hospitals and
difference in medians were tested using the non-parametric
Kruskal-Wallis test. Multiple Logistic Regression analysis
determined the association between admission time period
and outcomes including in-hospital mortality, (re)MI, heart
failure, and mortality to 6 months and unscheduled readmis-
sion within 6 months after adjustment for admission char-
acteristics including age, previous history of exertional
angina, coronary intervention, coronary artery bypass grafts
(CABG), stroke, peripheral arterial disease (PAD) and smok-
ing. All statistical analyses were conducted using SAS ver-
sion 9.4 SAS Institute Inc. Cary, NC, USA.

Results

This analysis includes 4,110 STEMI patients enrolled into
either the GRACE (n=1,279) or CONCORDANCE
(n =2,832) registries between February 1999 and August
2016 across 46 Australian hospitals. Data are complete for
96% of data items in both datasets relating to pre-hospital and
in-hospital and outcomes.

Characteristics of the Study Population

Patient characteristics by year group are presented in Table 3.
Throughout this period 3,062 males and 1,048 females were
treated for STEMI (p < 0.01). There was an overall decrease

of 2 years in the mean age of the STEMI cohort from 64.5
years in 1999-2002 to 62.5 years in 2015 (p < 0.01). On admis-
sion to hospital, these patients reported less history of heart
failure (p < 0.01), exertional angina (p < 0.01), peripheral
arterial disease (p < 0.01) and stroke and/or episodes of
transient ischaemia (p < 0.01). There was no change in the
rates of smoking (p =0.12) and these patients were more
likely to have undergone prior revascularisation with percu-
taneous coronary intervention (PCI) (p < 0.01) or coronary
artery bypass graft surgery (p < 0.01). Temporal changes in
presenting clinical characteristics included reduced systolic
blood pressure on presentation (p < 0.01), a lower GRACE
Risk Score (p < 0.01), lower serum creatinine concentration
(p = 0.03) and a lower mean total cholesterol (p < 0.01). There
were also decreasing rates of heart failure at presentation
(p <0.01).

Pre-Hospital Treatment

Pre-hospital strategies inclusive of timing of first medical
contact, pre-hospital ECG and the receipt of pre-hospital
fibrinolysis were captured from 2009 in the CONCOR-
DANCE Registry only. From 2009 to 2016 there was a trend-
ing reduction in the time from symptom onset to first medical
contact either by ambulance or patient arrival to hospital
from a median time of 1.48 to 1.21 hours (p = 0.09). There
was no change in the proportion of patients presenting by
ambulance (1,619/4,111; 61%; p =0.97) or performance of
pre-hospital ECG (875/1,619; 57%; p = 0.41), and there was
no change in the provision of pre-hospital fibrinolysis over-
time (p = 0.26) (Table 4).

In-Hospital Management

Medical Management

The use of aspirin or coplavix remained static over the study
period so that 96% of STEMI patients received either of these
therapies in-hospital (p = 0.98) (Figure 1). Rates of prescrip-
tion of aspirin including antiplatelets with either clopidogrel,
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Table 3 Patient Characteristics.

1999-2002  2003-2005 2006-2008 2009-2011 2012-2014 2015-2016  Overall P value
n (%) n (%) n (%) n (%) n (%) n (%) n (%)
Female 186 (31) 106 (25) 58 (23) 159 (24) 407 (25) 132 (25) 1048 (25) 0.0611
Male 415 (69) 323 (75) 191 (77) 506 (76) 1231 (75) 396 (75) 3062 (75)
Age (years) Mean (SD) 64.5(13.3)  63.7(13.5) 62.5(13.3) 612 (13.6) 624 (13.4) 625 (154) 62.6(13.7) 0.0013
Past Medical History
Previous Myocardial Infarction 100 (17) 71 (17) 43 (17) 104 (16) 241 (15) 66 (13) 625 (15) 0.2558
MD
Heart Failure 40 (7) 26 (6) 17 (7) 30 (5) 47 (3) 7 (1) 167 (4) <0.0001
Exertional Angina 208 (35) 76 (18) 49 (20) 63 (9) 158 (10) 32 (6) 586 (14) <0.0001
Positive Stress Test 22 (4) 9() 6(2) 13 (2) 26 (2) 8(2) 84 (2) 0.0207
Coronary Intervention 30 (5) 31 (7) 16 (6) 59 (9) 175 (11) 59 (11) 370 (9) 0.0006
Coronary Arterial Bypass Graft 30 (5) 15 (4) 17 (7) 24 (4) 47 (3) 12 (2) 145 (4) 0.0064
(CABG)
Hypertension 311 (52) 199 (47) 131 (53) 321 (49) 842 (51) 257 (49) 2061 (50)  0.6225
Dyslipidaemia 266 (44) 174 (41) 118 (47) 299 (46) 692 (42) 223 (42) 1772 (43)  0.6408
Diabetes 138 (23) 95 (22) 54 (22) 141 21) 329 (20) 110 (21) 867 (21) 0.7791
Chronic Renal Failure 26 (4) 28 (7) 11 @) 27 (4) 82 (5) 15 (3) 189 (5) 0.2869
Stroke or Transient Ischaemic 54 (9) 30 (7) 13 (5) 27 (4) 90 (5) 17 (3) 231 (6) 0.0017
Attack (TIA)
Peripheral Arterial Disease 41 (7) 24 (6) 15 (6) 19 (3) 76 (5) 11 (2) 186 (5) 0.0077
(PAD)
Current smoker 198 (34) 147 (35) 84 (34) 285 (44) 627 (38) 203 (39) 1544 (38)  0.1276
Clinical characteristics at hospital admission
Heart rate Mean (SD) 80.6 (22.9)  79.9 (22.3) 80.3 (23.3) 80.8(21.2) 78.4(20.2) 77.0(18.4) 79.2(21) 0.0104
Systolic Blood Pressure (mmHg) 140.1 (28.2) 139.4 (29.2)  142.5 (30.2) 136.9(29.1) 136.0 (28.1) 137.7 (27.7) 137.7 (28.5) 0.0041
Mean (SD)
Diastolic Blood Pressure 81.7 (17.8)  80.6(18.5) 82.8(19.1)  83.3(18.4) 81.1(18) 81.8(17.2)  81.7 (18.1) 0.2396
(mmHg)Mean (SD)
Killip Class I 451 (76) 346 (84) 201 (82) 577 (87) 1470 (90) 495 (94) 3540 (87)  <0.0001
Creatinine Mean (SD) 99.8 (37.5)  97.3 (44.2) 100.9 (37.9) 94.6 (54.9) 94.8 (53.6) 90.8 (45.2) 95.6 (49) 0.0307
GRACE Risk Score (Mean) 112.6 (33.7) 110.4 (32.3)  108.3(32.8) 113.4(32.6) 115.5 (31.8) 115.6 (26.2) 113.6 (32.3) 0.0091
Table 4 Pre-hospital investigations and treatment.
2009-2011 2012-2014 2015-2016 Overall P value
Symptom onset to first medical contact’ (hours) 1.48 1.28 1.21 1.33 0.0949
2009-2011 2012-2014 2015-2016 Overall p Value
n (%) n (%) n (%) n (%)
STEMI patients presenting by ambulance 384 (62) 939 (61) 296 (61) 1,619 (61) 0.9685
STEMI presenting by ambulance who have a pre hospital ECG 235 (64) 481 (54) 159 (56) 875 (57)  0.4068
STEMI patients who present by ambulance who have pre-hospital fibrinolysis 89 (23) 250 (27) 98 (33) 437 (27)  0.2615

Abbreviation: STEMI, ST elevation myocardial infarction; ECG, electrocardiograph.

“Ambulance arrival or hospital arrival.

prasugrel or ticagrelor varied overtime, however in aggre-
gate, 91% of this cohort were prescribed anti-platelets in-
hospital (p < 0.01). Overall, 88% of STEMI patients were
prescribed statins (p < 0.01) reflecting a 19% increase

overtime from 69% in 1999-02 to 93% in 2016. Throughout
this period rates of prescription of beta blockers remained
unchanged, 85% of patients received a beta blocker in-hos-
pital (p = 0.03) and overtime 78% of patients received other
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Figure 1 Medical therapies in-hospital.

ACE or ARB (p =0.27). At hospital discharge aspirin was
frequently prescribed so that overall, 95% of STEMI patients
were prescribed aspirin or coplavix with no change over
time. Eighty-three per cent (83%) of STEMI patients were
prescribed a second antiplatelet (either clopidogrel, prasu-
grel or ticagrelor) at discharge, and, although the rates of
prescription fluctuated initially, there was an increase for
trend overtime (p < 0.01). There was a 10% increase for trend
in the prescription ACE or ARB (p = 0.02); a 19% increase in
the prescription of statin therapy (p <0.01) and a 12%
increase in the prescription of beta blockers (p = 0.03) (Figure
2).

Reperfusion

From 1999 there was an increase in the provision of PPCI, so
that 65% of STEMI patients (n=1,663) underwent PPCI
throughout the study period (Figure 3). Overall, the median
time from door-to-primary PCI fell from 95 to 84 minutes
(n =1,428/4,110; p < 0.01). The median time from door-to-
rescue PCI was 7.3 hours with little change over time

2012-2014  2015-2016

(p = 0.06). Coronary angiography rates for the STEMI popu-
lation increased by 46% (49% to 95%, p < 0.01), and PCI at
any time in hospital increased by 55%, (23% to 78%, p < 0.01).
For STEMI patients not receiving emergent revascularisation
with primary PCI, the median door-to-non-primary PCI was
27 hours with no improvement over time (p = 0.09). The use
of fibrinolysis decreased by 13% from 51% (1,999/02) to 38%
(2,015/16) (p < 0.01), with the median door-to needle time
remaining constant at 35 minutes (p = 0.09). Rates of failure
to deliver reperfusion approximated 8% and did not change
throughout the period and CABG was performed in less than
5% of STEMI patients (p = 0.10) (Figure 4).

In-Hospital Outcomes

Rates of in-hospital congestive heart failure declined by 16%
(p < 0.01) and there were fewer episodes of recurrent ischae-
mia (p < 0.01). Following adjustment for age, previous his-
tory of exertional angina, coronary intervention, coronary
artery bypass grafts (CABG), stroke, peripheral arterial dis-
ease (PAD) and smoking, the reduction in in-hospital events

120
100 +
S
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Figure 2 Medical therapies at hospital discharge.
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persisted so that patients admitted early in the study period
were 3.66-fold more likely to experience heart failure and
more than 10 times more likely to experience recurrent
ischaemia than those admitted during the latter years of
the study. Death in-hospital was 6% overall, with no differ-
ence observed overtime either before (p=0.84) or after
(p = 0.55) adjustment (Table 5; Appendix).

Outcomes at 6 Months

Consistent with the unadjusted results, mortality at 6
months did not change over time after adjusting for cova-
riates inclusive of age, previous history of exertional angina,
coronary intervention, coronary artery bypass grafts
(CABQG), stroke, PAD and a past history of smoking. Fol-
low-up data are complete for 93% of patient reported out-
comes in the GRACE Registry and 65% of the cohort in the
CONCORDANCE Registry. Of these, 97% were alive

following treatment for the index event (p =0.81). There
was no change in mortality during the time period either
before (p =0.81) or after (p =0.74) adjustment. However,
readmission for unplanned revascularisation fell signifi-
cantly during the study period (p < 0.01), a difference that
persisted following adjustment for differences in baseline
characteristics (Table 3; Appendix).

Discussion

In this analysis of patients presenting with STEMI across 46
Australian hospitals over a 17-year period, we found some gains
in pre-hospital care and an overall increase in access to PCI
although PPCI rates were not significantly different despite
achieving shorter door-to-balloon times. Over time, there was a
reduction in the occurrence of in-hospital clinical events, and
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Table 5 In-hospital outcomes and outcomes at 6 months.

1999-02 2003-05 2006-08

n (%) n (%) n (%
Congestive cardiac failure 133 (22) 76 (18) 34 (14)
Recurrent ischaemia 267 (45) 185 (44) 98 (40)
In-hospital adverse event’ 359 (60) 238 (56) 125 (51)
In-hospital death 37 (6) 32 (7) 12 (5)
Death at 6 months follow-up 65 (5) 20 (3) 16 (4)
Readmission for unplanned 47 (9) 21 (6) 6 (4)

CABG or PCI at 6 months

2009-11 2012-14 2015-16 Overall P value
n (%) n (%) n (%) n (%)

101 (15) 148 (9) 33 (6) 525 (13) <0.0001
68 (10) 109 (7) 22 (4) 749 (18) <0.0001
228 (35) 443 (27) 108 (21) 1,501 (39) <0.0001
51 (8) 104 (6) 24 (5) 260 (6) 0.84

50 (4) 133 (5) 20 (3) 304 (4) 0.87

14 (3) 26 (2) 4(2) 118 (4) <0.0001

Abbreviations: CABG, coronary artery bypass graft; PCI, percutaneous coronary intervention.

“Inclusive: Myocardial infarction (MI) or re-MI, congestive cardiac failure, cardiogenic shock, recurrent ischaemia and stroke.

readmission for urgent revascularisation without the realisation
of a reduction in in-hospital or 6-month mortality.

There was a declining trend, although non-significant, in
the time taken for this population to make initial contact
with medical care following symptom onset, which may
have contributed to the falling incidence of congestive car-
diac failure on presentation, and possibly the lower inci-
dence of in-hospital adverse clinical events. Overall rates of
access to PPCI did not change, although an 11-minute
improvement in door-to-balloon time was achieved for
those who underwent emergent revascularisation with
PPCI. There was a fall in the provision of fibrinolysis,
and no change in the timely delivery of this therapy during
the 17-year period of this study.

Over time, STEMI patients were more likely to be youn-
ger males with fewer comorbid medical conditions and
were increasingly more likely to have undergone a previ-
ous PCI. The patient demographics reported here are con-
sistent with previous studies reporting STEMI patients are
younger with a current history of smoking [16,17]. These
studies suggest improved survival may be in line with
improved pre-hospital primary prevention strategies
including better management of hypercholesterolaemia,
hypertension and diabetes [17]. In this analysis, the pre-
scription of medical therapies with anti-platelets and sta-
tins increased significantly and there were more modest
increases in the prescription of aspirin, ACE/ARB and beta
blockers.

Other cohort studies suggest the ability to demonstrate the
association between risk-adjusted short-term survival benefit
in patients receiving PPCI has become increasingly difficult
to achieve at a population level [18]. However, when these
data are calculated at the patient level, improved time to
reperfusion therapy resulted in a reduction in in-hospital
mortality [19] and an overall survival benefit. The authors
attributed this finding to reduced ischaemia time quantified
by shorter door-to-balloon times [20].

The observation of no temporal change in mortality in this
analysis may be influenced by the fact that approximately
35% of patients exceeded the 90-minute threshold for reali-
sation of a mortality benefit with primary PCI. Thus, despite

expanded access to non-primary PCI and improved use of
medical therapy, a large proportion of STEMI patients did
not undergo PPCI fast enough to benefit from the mortality
gain associated with this procedure. Bearing in mind the
nature of Australia’s geography, where approximately 30%
of ACS patients live in rural locations, there are limitations in
improvements that can be made in the timely provision of
primary PCI. So, the imperative becomes one of improving
access to reperfusion (either primary PCI or fibrinolysis with
timely transfer to a catheterisation laboratory capable hospi-
tal) earlier if we are to realise the benefits of these strategies.
An additional explanation for our lack of mortality benefit
may be explained by a survivor cohort effect that has been
described as a consequence of improving systems of care
being offered to our STEMI population [21,22]. That is, we are
now treating patients such as late presenters who, in the
earlier years, may have died outside of hospital and therefore
were not been included in the registry. These patients still
have an increased mortality relative to the overall cohort and
thus may mask the benefits of shorter door to balloon times.
Finally, these data augment our understanding on the
management and outcomes of people admitted to hospital
with STEMI. Assigning the likely contribution of differences
in patient characteristics and substantial changes in treat-
ment overtime highlight the benefit of CER initiatives such as
clinical quality registries to provide a continuous data source
on adherence with evidence based processes of care and
measure clinical effectiveness. The data reported here were
collected and reported systematically to facilitate compari-
sons for benchmarking clinical practice thereby enabling
clinicians and health administrators to monitor and report
on practice patterns and patient outcomes. Clinical registries
in the Australian health care system should be engineered to
realise their potential to contribute to health service delivery
evaluation and inform health policy development.

Limitations

This analysis reports observed and risk adjusted outcomes
from two prospective observational registries and although
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data capture for in-hospital management are complete, fol-
low-up data were complete for 65% of patients enrolled in the
CONCORDANCE Registry. Although there was no pattern
in the manner of missing data at follow-up in the CONCOR-
DANCE registry. The diminished follow-up rates in the
CONCORDANCE registry could represent a potential bias
and other potential factors such as changing temporal prev-
alence of unmeasured confounders may have influenced our
findings. Additionally, although there was the application of
the consent waiver in the GRACE Registry and the early
adoption of the opt-out consent in the CONCORDANCE
Registry, it is not inconceivable that selection bias may have
impacted our ability to demonstrate a difference in mortality
in-hospital and during the follow-up period because of fail-
ure to include the sickest of the cohort.

Conclusion

Describing the management and outcomes of STEMI patients
in Australia over a 17-year period has not been undertaken
previously. International studies have demonstrated the ben-
efits of improved access to early reperfusion on reduced
mortality for STEMI, and in this analysis of the combined
Australian GRACE and CONCORDANCE registries we
found an encouraging although non-significant reduction
in the time taken to access medical care from the time of
symptom onset; increased access non-primary PCI, and
reduced door-to-balloon times for primary PCL. We found
improved adherence to the prescription of evidence based
medical therapies in-hospital and at hospital discharge and
an overall decrease in in-hospital clinical events, and reduced
readmission for urgent revascularisation. Yet despite these
gains, we found no increase in access to reperfusion with
PPCI or thrombolysis and no reduction in in-hospital mor-
tality or mortality at 6 months. Ongoing data capture and
reporting would facilitate continuous monitoring of systems
of care to inform future health policy development in this
high risk population.
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