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challenging, but probably many of them do not
actually have NSTEACS (5). In the high-sensitivity
troponin era, the indiscriminate implementation of
the RIDDLE-NSTEMI conclusions might trigger unnecessary very early catheterization, which will probably translate into a spurious beneﬁt in terms of
ischemic events. In our opinion, Milosevic et al. should
underscore the selective inclusion criteria of their
study; enrolled patients required both new ischemic
electrocardiographic changes and troponin elevation.
What differentiates RIDDLE-NSTEMI from other trials
is the approximate 80% rate of new ST-segment
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depression and 20% rate of new T-wave inversion in
its population. Therefore, to clarify the message, the
conclusions of the study should be modiﬁed to state
that in patients with NSTEACS with both new ischemic
electrocardiographic changes and troponin elevation,
the policy of immediate invasive management is
superior to a delayed invasive strategy.
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clarify the optimal timing of invasive management in
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non–ST-segment elevation acute coronary syndromes
(NSTEACS). They conclude that an immediate (<2 h) is
superior to a delayed (2 to 72 h) invasive strategy at
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mid-term follow-up, mainly because of a decrease in
the risk for new myocardial infarction before catheterization. Certainly, though guidelines recommend
early invasive management, how early it must be
according to patient characteristics within the wide
spectrum of NSTEACS remains a matter of controversy.
Indeed, the results of RIDDLE-NSTEMI could modify
clinical practice, performing early cardiac catheterization. This policy might entail logistic constraints for
many institutions and health care systems. The very
low rate (3%) of patients with nonsigniﬁcant coronary
stenosis found in RIDDLE-NSTEMI, however, is
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trial, including moderate- and high-risk NSTEACS, the
rate of nonobstructive coronary artery disease was
8.8% (2). Furthermore, the introduction of highsensitivity troponins has increased the number of
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