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Abstract Several important scientific questions about the role of thrombolysis in STEMI are raised and dis-
cussed in detail. In the context of a large number of new STEMI patients in China who cannot receive timely direct
PCI treatment, a flexible strategy of thrombolysis followed by PCI can be used to respond to complex working
conditions in the real world. Studies have shown that under the conditions of using new thrombolytic agents. half-
dose thrombolysis followed by PCI after 3 hours is safe and feasible. The effect of post-thrombolysis PCI is not in-

ferior to direct PCI. Therefore, the "pharmaco-invasive strategy" of first thrombolysis followed by PCI may be an

ideal choice for STEMI patients.
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