
2017 ESC Guidelines for
the management of acute myocardial
infarction in patients presenting with 
ST-segment elevation
Stefan James
Professor of Cardiology
Uppsala University Uppsala, Sweden 

   12:00 - 12:15 STEMI patient with 
multivessel disease in shock - What do the 
Guidelines say



2



www.escardio.org/guidelines 2017 ESC Guidelines for the Management of AMI-STEMI (European Heart Journal 2017 - doi:10.1093/eurheartj/ehx095)

Modes of patient presentation, components of ischaemic time 
and flowchart for reperfusion strategy selection

Total ischaemic time

Total ischaemic time

Patient delay EMS delay

Patient delay

System delay

System delay

FMC: EMS
<10’

STEMI
diagnosis

<10’

FMC:
Non-PCI centre

<10’

FMC: PCI centre

Primary
PCI

strategy
Reperfusion

(Wire crossing)

Fibrinolysis
strategy

Reperfusion
(Lytic bolus)

Primary
PCI

strategy
Reperfusion

(Wire crossing)

<90’

<10’

<60’

STEMI
diagnosis

≤120 min

>120 min

Time
to PCI?

3

http://www.escardio.org/guidelines


www.escardio.org/guidelines 2017 ESC Guidelines for the Management of AMI-STEMI (European Heart Journal 2017 - doi:10.1093/eurheartj/ehx095)

Modes of patient presentation, components of ischaemic time 
and flowchart for reperfusion strategy selection

Total ischaemic time

Total ischaemic time

Patient delay EMS delay

Patient delay

System delay

System delay

FMC: EMS
<10’

STEMI
diagnosis

<10’

FMC:
Non-PCI centre

<10’

FMC: PCI centre

Primary
PCI

strategy
Reperfusion

(Wire crossing)

Fibrinolysis
strategy

Reperfusion
(Lytic bolus)

Primary
PCI

strategy
Reperfusion

(Wire crossing)

<90’

<10’

<60’

STEMI
diagnosis

≤120 min

>120 min

Time
to PCI?

4

Left and right bundle branch block are considered equal 
for recommending urgent angiography if ischaemic 

symptoms.

Atypical ECG presentations

§ Bundle branch block, 

§ Ventricular pacing, 

§ Hyper-acute T waves, 

§ Isolated depression in anterior leads, 

§ Universal ST depression with aVR elevationIn

In the presence of symptoms, a primary PCI 

strategy (urgent angiography and PCI if 

indicated) should be followed.
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In the absence of ST-segment elevation Class Level

A primary PCI strategy is indicated in patients with suspected ongoing 
ischaemic symptoms if:
‒ haemodynamic instability or cardiogenic shock,
‒ recurrent or ongoing chest pain refractory to medical treatment,
‒ life-threatening arrhythmias or cardiac arrest,
‒ mechanical complications of myocardial infarction,
‒ acute heart failure,
‒ recurrent dynamic ST-segment or T-wave changes, particularly with 

intermittent ST-segment elevation.

I C
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Complete revascularization (non-IRA PCI)
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Level of evidence
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21%

159 recommendations 
based on 477 references

A

B

C

37
23%

44
28%

78
49%

 A A
Data derived from multiple randomized Data derived from multiple randomized 
clinical trials or meta-analyses.clinical trials or meta-analyses.

 B B
Data derived from a single randomized Data derived from a single randomized 
clinical trial or large non-randomized clinical trial or large non-randomized 
studies.studies.

 C C
Consensus of opinion of the experts Consensus of opinion of the experts 
and/or small studies, retrospective and/or small studies, retrospective 
studies, registries.studies, registries.
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Gaps in the evidence and areas for future research

1.  Public awareness and emergency care
2.  Reduction of ischaemia/ reperfusion injury
3.  Refinement of (acute and long-term)antithrombotic regimes)
4.  Beta-blockers and ACE inhibitors 
5.  Post-STEMI risk stratification
6.  Shock and left ventricular assist devices
7.  Myocardial repair/rescue
8.  Need for observational data and real-world evidence
9.  Need for pragmatic real-life clinical trials
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Summary Key Points
In patients with cardiogenic shock complicating STEMI and NSTEMI:

• Primary PCI should routinely be restricted to the IRA
• Immediate multivessel PCI may be justified if the IRA is difficult to identify or 

incorrectly defined initially or when multiple culprit lesions are identified. 
• Immediate multivessel PCI may be justified in selected cases in which there is a 

flow-limiting non-IRA very severe stenosis irrigating a large myocardial area. 
• Staged non-IRA PCI might be an option, carefully balancing the benefits and risks.
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