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In-depth review

The 2017 Update of the Clinical Guidelines for ST-Segment Elevation Myocardial
Infarction of the European Society of Cardiology

Jang-Whan Bae'?

'Division of Cardiology, Department of Internal Medicine, Chungbuk National University College of Medicine, Cheongju,
ZChungbuk Regional Cardiocerebrovascular Center, Chungbuk National University Hospital, Cheongju, Korea

The 2017 Clinical Guidelines for ST-segment elevation myocardial infarction of the European Society of Cardiology updated
many important aspects of the pre-hospital phase, the selection of a reperfusion strategy, interventional and pharmacological treat-
ment, and patient quality assessment. The principal changes are a clear definition of the first medical contact, elimination of the
door-to-balloon time from consideration, recommended radial access intervention, a recommendation that drug-eluting stents
should be preferred to bare metal stents, recommended complete revascularization during hospitalization, and early discharge of se-
lected patients. Routine manual thrombus aspiration and oxygen supplementation for patients who are not hypoxemic are now
discouraged. (Korean J Med 2018;93:25-32)

Keywords: ST segment elevation myocardial infarction; Practice guideline; Emergency medical services; Percutaneous coronary
intervention; Myocardial reperfusion
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Figure 1. Mode of patient presentation, ischemic time, decision of reperfusion strategy in STEMI. ' means minutes. EMS, emergency
medical service; FMC, first medical contact; STEMI, ST-segment elevation myocardial infarction; PCI, percutaneous coronary
intervention. “Patients with fibrinolysis should be transferred to a PCI centre immediately after administration of the lytic bolus.
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Figure 2. “Do not forget” interventions in STEMI patients undergoing a primary PCI strategy. Mostly prescribed inter-
ventions (class I, green, and Ila, yellow) are presented along with the expected timing of delivery. Solid lines represent
recurrent (daily) intervention. Double-arrowed dashed lines represent a time-window in which the intervention can be
delivered. STEMI, ST-segment elevation myocardial infarction; ECG, electrocardiogram; ED, emergency department;
i.v., intravenous; DES, drug eluting stent; PCI, percutaneous coronary intervention; IRA, infarct related artery; ACE,
angiotensin-converting enzyme; LVEF, left ventricular ejection fraction; HF, heart failure; echo, echocardiogram;
DAPT, dual antiplatelet therapy; MRA, mineralocorticoid receptor antagonist. “90 minutes represents the maximum
target time to PCI-mediated reperfusion. For patients presenting in a PCl-centre, this target time is 60 minutes.
bProlongation of'ticagrelor (60 mg twice daily) in addition to aspirin may be considered for up to 36 months in patients
at high ischaemic risk who have tolerated DAPT without a bleeding complication. “Aspirin loading dose: 150-300 mg
chewed or 75-250 mg intravenous (in patients not already on an aspirin maintenance dose). dPrasugrel loading dose: 60
mg. Ticagrelor loading dose: 180 mg. If there are contra-indications for prasugrel/ticagrelor or these are not available,
a loading dose of clopidogrel (600 mg) is indicated. °If the interventional cardiologist is not expert in radial access, the
femoral route is then preferred. fEnoxaparin or bivalirudin are alternatives to unfractionated heparin (Class Ila A).
Aspirin maintenance dose: 75-100 mg oral. hPrasugrel maintenance dose: 10 mg once daily. Ticagrelor maintenance
dose: 90 mg twice daily. If there are contra-indications for prasugrel/ticagrelor or these are not available, clopidogrel
maintenance (75 mg daily) is indicated.
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(" CHANGE IN RECOMMENDATIONS \(~ 2017 NEW RECOMMENDATIONS )

2012 2017
Radial access? « Additional lipid lowering therapy if LDL > 1.8 mmol/L
MATRIX (70 mg/dL) despite on maximum tolerated statins
IMPROVE-IT, FOURIER
DES over BMS

fpiics * Complete revascularization during index primary
COMFORTABLE-AMI, NORSTENT [Pl T S 2w M Eiees
Expert opinion
Complete revascularization®
PRAMI, DANAMI-3-PRIMULTI, * Cangrelor if P2Y12 inhibitors have not been given
CVLPRIT, Compare-Acute CHAMPION
* Switch to potent P2Y+2 inhibitcors 48 hours after fibrinolysis

Thrombus aspiration® Be Gl

TOTAL, TASTE
* Extend Ticagreior up to 36 months in high-risk patients

Bivalirudin PEGASUS-TIMI 54

MATRIX, HEAT-PPCI * Use of polypill to increase adherence

- FOCUS

Enoxaparin

ATOLL, Meta-analysis * Routine use of deferred stenting

. . DANAMI 3-DEFER
Early hospital discharge* S v/

Small trials & observational data

when AVOID when I Ha

DETO2X
Dose i.V. TNK+{PA Dose i.V. TNK-{PA
same in all patients STREAM  nhalfin Pts > 75 years IIb III
N J
( 2017 NEW / REVISED CONCEPTS )
MINOCA AND QUALITY INDICATORS: TIME LIMITS FOR ROUTINE OPENING OF AN IRA®:
* New chapters dedicated to these topics. 012 hours (Class l); 12-48 hours (Class lla); > 48 hours (Class Ill).
STRATEGY SELECTION AND TIME DELAYS: ELECTROCARDIOGRAM AT PRESENTATION:
* Clear definition of first medical contact (FMC). * Left and right bundle branch block considered equal for
* Definition of “time 0” to choose referfusion strategy recommending urgent angiography if ischemic symptoms.
(i-e., the strategy clock starts at the time of “STEMI diagnosis”).
+ Selection of PCI over fibrinolysis: when anticipated delay TIME TO ANGIOGRAPHY AFTER FIBRINOLYSIS:
from “STEMI diagnosis” to wire crossing is = 120 minutes. « Timeframe is set in 2-24 hours after successful fibrinolysis.
*Maximum delay time from “STEMI diagnosis” to bolus of
fibrinolysis agent is set in 10 minutes. PATIENTS TAKING ANTICOAGULANTS:
+ “Door-to-Ballon” term eliminated from guidelines. + Acute and chronic management presented.
N\ o

Figure 3. New contents in 2017 STEMI Guidelines. DES, drug eluting stent; BMS, bare metal stent; TNK-tPA, tenecteplase tissue plas-
minogen activator; Pts, patients; PCI, percutaneous coronary intervention; STEMI, ST-segment elevation myocardial infarction. “Only
for experienced radial operators. "Before hospital discharge (either immediate or staged). “Routine thrombus aspiration (bailout in cer-
tain cases may be considered). ‘2012 early discharge was considered after 72 hours, in 2017 early discharge is 48-72 hours.
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