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Joseph Loscalzo, in his commendable editorial titled 
“Is Oxygen Therapy Beneficial in Acute Myocardial 
Infarction? Simple Question, Complicated 
Mechanism, Simple Answer” published in The New 
England Journal of Medicine on August 28, 2017 has 
concluded that supplemental oxygen provides no 
benefit to patients with acute coronary syndromes 
who do not have hypoxemia. Fortunately scientist 
who discovered oxygen in 1775 was Joseph; his full 
name is Joseph Priestly.1   

Joseph Loscalzo has written this editorial with 
reference to article tilted “Oxygen Therapy in 
Suspected Acute Myocardial Infarction” published in 
same journal (August 28, 2017 issue) by Hofmann 
and colleagues. This is a multicenter, parallel-group, 
open-label, registry-based randomized clinical trial 
conducted in Sweden. This is largest ever conducted 
trial involving patients with suspected acute 
myocardial infarction who did not have hypoxemia 
at the time of presentation. More than 50% percent 
of the hospitals in Sweden with acute cardiac care 
facilities participated in the trial. The trial is named 
as DETO2X-AMI, Determination of the Role of 
Oxygen in Suspected Acute Myocardial Infarction.2

In DETO2X-AMI trial, 6629 patient suspected of 
having AMI with an oxygen saturation of 90% or 
above were enrolled. Patients were randomly 
assigned to get either ambient air or supplemental 
oxygen at the rate of 6 liters per minute for 6 to 12 
hours, administered through an open face mask. 
The primary end point of death from any cause 
within 1 year after randomization occurred in 5.1% 
of patients assigned to ambient air and in 5.0% of 
patients assigned to oxygen. No clinical significant 
difference was observed in outcome of the patients 
at the end of one year. Also, the incidence of re-
hospitalization with myocardial infarction within 
one year was not significantly different.1,2

Cabello JB, Burls A, Emparanza JI, Bayliss SE and 
Quinn T in their systemic review on Oxygen therapy 

for acute myocardial infarction also concluded that 
supplemental oxygen is not required for patients 
suspected of having acute myocardial infarction 
with no hypoxemia at the time of presentation.3 
The findings of SOCCER trial (Supplemental Oxygen 
in Catheterized Coronary Emergency Reperfusion), 
though small scale consisting of 100 patients 
revealed that supplemental oxygen has no effect on 
infarct size.4 

Almost all hospital with cardiac care facility in 
South Asia including Nepal have been administering 
supplemental oxygen to patients presenting with 
features of acute coronary syndrome, even to the 
patient with oxygen saturation is 90% or higher at 
ambient air.  But the ever largest state of art DETO2X-
AMI trial concluded that routine use of supplemental 
oxygen in patients suspected of myocardial infarction 
with no hypoxemia at the time of presentation do 
not require supplemental oxygen as it provides no 
benefit.2 With this evidence we have to reflect upon 
and may transform our clinical practice. 
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