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documento, para un uso distinto al Uso Permitido, sin la autorizacidn previa, expresa y por escrito de Almirall esta prohibida.

Almirall no otorga, ni implicita ni explicitamente, ninguna garantia de imparcialidad, precisidn, integridad o exactitud de la informacién, opinién y declaraciones
expresadas en dicha Presentacion o en discusiones que puedan tener lugar durante su utilizacién.

Tanto la Presentacion como los contenidos incluidos en la misma (con caracter enunciativo, que no limitativo, imagenes, diseiio grafico, logos, textos, graficos,
ilustraciones, fotografias, y cualquier otro material susceptible de proteccién) estan bajo la responsabilidad de Almirall y son titularidad exclusiva de Almirall o
Almirall tiene sobre ellos la correspondiente autorizacién de uso.

Igualmente, todos los nombres comerciales, marcas o signos distintivos de cualquier clase contenidos en la Presentacidn estan protegidos por la Ley.

La reproduccién, distribucién, comercializacidn, transformacién, comunicaciéon publica y, en general, cualquier otra forma de explotacién, por cualquier
procedimiento, de todo o parte de la Presentacién o de la informacién contenida en la misma con fines distintos al Uso Permitido, podria constituir una infraccion
de los derechos de Propiedad Intelectual y/o Industrial de Almirall o del titular de los mismos y podria dar lugar al ejercicio de cuantas acciones judiciales o
extrajudiciales pudieran corresponder en el ejercicio de sus derechos. Todo ello salvo que, previa solicitud, Almirall haya autorizado expresamente y por escrito el
uso de los contenidos para un fin especifico, en cuyo caso, el destinatario se compromete a citar la Almirall como fuente titular del contenido.
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Diagnostico dolor atipico

~ ~
Chest pain The use
or pressure
\ of the descriptor ‘atypical’ should be avoided. Chest pain-equivalent
\'ﬁi S N P O-—80% symptoms include dyspnoea, epigastric pain, and pain in the left or right
¢ < / i
‘ <% « arm or neck/jaw.
’ ' of women and men with ACS Misdiagnosis or delayed diagnosis is sometimes due to an incomplete
present with chest pain or pressure . e : Lo ,
history or difficulty in eliciting symptoms from the patient. In order to
Diphorets | EPiaScpain Pe— understand the complexity of ACS-related symptomatology, careful
Indigestion sl history taking and comprehensive interaction with the patient are
(1A . e . .
@ o o GG, crucial and may help to facilitate an early and accurate diagnosis.
J J . P indigestion/epigastric pain and
@ shoulder/arm pain occur commonly
in both women and men with ACS
n ~ En linea con la AHA 2021
Dizzi Nausea/ Jaw/Neck Shortness
S Vomiting pain of breath
Some symptoms may be more common
Vi " in women with ACS, including:
j. ” ./\ Dizziness/Syncope Chest pain should not be described as atypical, because it is not helpful in determining the cause and can
= \ J \‘r.@ * Nausea/Vomiting 1 LD be misinterpreted as benign in nature. Instead, chest pain should be described as cardiac, possibly
- Jaw/Neck pain cardiac, or noncardiac because these terms are more specific to the potential underlying diagnosis.
- Shortness of breath
Q Pain between the shoulder blades
g * - Palpitations
’l 'l " - Fatigue
. @ESsc
- = - et 2023 ESC Guidelines for the management of acute coronary syndromes (European Heart Journal;2023- doi: 10.71093/eurheartj/ehad191) / Gulati M, et al. 2021
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AHA/ACC/ASE/CHEST/SAEM/SCCT/SCMR Guideline for the Evaluation and Diagnosis of Chest Pain: A Report of the American College of Cardiology/American Heart
il i Association Joint Committee on Clinical Practice Guidelines. Circulation. 2021;144(22):e368-454. 7
CardioAdvancedForum



Patrones en el electrocardiograma

gnifying

Isolated T-wave
inversion

ST-segment
depression

Transient
ST-segment
elevation

[ ECGpatern | Criteria vl Signifying ¢ Figure »
Mew ST-elevation at the J-peint in
= 2 contiguous leads® T
225 mm in men <40 years, 22 mm 1
in men =40 years, or 21.5 mm in | T
women regardless of age in leads | Ongoing acute coronary it
V2-¥3 andlor 2| mm in the ather | artery occlusion T
leads (in the absence of LV T T 1 -
hypertrophy or left bundle branch 1
block) L
fincluding ¥3R and V4R
ST-segment depression in leads
W13, especially when the terminal
T-wave is positive (ST-segment -
Posterior elevation equivalent), and Pomitiur G1EH
STEMI concomitant $T-segment elevation
20.5 mm recorded in leads ¥7-V9
S J >
|
R Left circumflex (LCX) artery rcd S E
LCx occlusion/ STagfvint dbavicin KN N. occlusion or right ventricular Y 1
3 : and V3R and V4R, respectively
right ventricular
_J Y, . W7-V9, VIR and V4R ,
. e M ]
ST de zl . B ~
e, mr_':‘l‘_:‘:."h JE::::NI Multivessel ischaemia or left main | | IR
Multivessel ST de 5 A with «coronary artery obstruction. 1111
ischaemia/ prassicn), coupled wi particularly if the patient presents |
ST-segment elevation in aVR 2 % 2
fekt friain iy with heemodynamic compromise I
obstruction 11 1]
ST depression ST elevation in
2 I mminsix or aVR and/or ¥1
J _/ mare surface leads e
QRS duration greater than 120 ms
Absence of Qwave in leads |, b A
V5 and Ve Patients with a high clinical suspicion =1 [ -
Lefr bundle Monomorphic R wave in I, ¥5 of ongoing myocardial ischaemia ;
branch bockl ] should be managed in 2 similar way , |
s ST and T wave displacement to STEMI pasients !
P i opposite to the major deflection
of the QRS com) 1 |
plex / Yy, J
R
QRS duration greater than 120 ms l
SR’ “bunny ear” pattern in the Patients with a high clinical suspicion
anterior precordial leads of angoing myocardial ischaemia 1
Right bundle lleads V1-v3) should be managed in @ similar way 11
DeiiRh Hode Slurred § waves in leads I, aVL to STEMI patients i Fad
and frequently V5 and V6 |
AT
@Eesc—

De Winter ST-T

Wellens sign

T-wave inversion >| mm in =5
leads including I, I, aVL,
and V2-¥6

] point depressed by
20.05 mm in leads V2 and V3 or
=l mm in all other leads

followed by a horizontal or
downsloping ST-segment for
20.08 5 in 2| leads (except aWR)

5T segment elevation in =2
contiguous leads of 22.5 mm in

men <40 years, 22 mm in men =

40 years, or =1.5 mm in women
regardless of age in leads V2-V3
andfor 21 mm in the other leads
lasting <20 min J

Only mildly impaired prognosis

More severe ischaemia

Only mildly impaired prognosis

1=3 mm upsloping ST-segment
depression at the | paint in leads
VI-V6 that continue into tall,
positive, and symmetrical T waves

Isoelectric or minimally elevated
] point (<] mm])
+

biphasic T wave in leads V2 and ¥3
(type A)

or

symmetric and deeply inverted T
waves in leads V2 and V3,
occasionally in leads V1, V4, V5, and
V6 {type B}

Proximal LAD occlusion/
severe stenosis

Proximal LAD ocdusion/
severe stenosis

= =y =
[1AY
ININAV/ERER
111 11
(VIV2VI(-V4)
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Ruta del paciente con SCA

Abnormal
ECG?

v

Perform an ECG to assess
for evidence of ischaemia
or other abnormalities

oL

Clinical
context!?

v

Consider the clinical
context and available

investigations

Stable
patient?

v

Perform an exam to assess
if the patient is clinically
and vitally stable

@ESC—
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ACS

presentation

£

Initial A.C.S.
assessment

Working
diagnosis

@

Early invasive
angiography
according to

patlem: rlsk

PPCI or fibrinolysis if timely + PCl

Physical examination  Clinical history Vital signs hs-cTn? levels
NSTE-ACS NSTE-ACS

with very high-risk featuresb without very high-risk featuresb

o T

Immediate angiography * Immediate angiography Consider angiography
within 24 h for NSTE-ACS

with high risk features

PCI ATT PCI ATT

PPCI not feasible

ATT  Fibrinolysis

Non-immediate Intravascular ~ Non-invasive hs-cTn? ECG
" Echo il e sy s
Q angiography imaging imaging levels meonitoring
Further @ E
investigations
CABG Long-term Lifestyle Smoking
@ medical therapy measures cessation
Further i @
management
@ESC—

2023 ESC Guidelines for the management of acute coronary syndromes
(European Heart Journal;2023- doi: 10.1093/eurheartj/ehad191) 9



Evaluacion del SCA
Troponinas

Blood sampling

It is recommended to measure cardiac troponins
with high-sensitivity assays immediately after

presentation and to obtain the results within 60 min
15,25-27

of blood sampling.

It is recommended to use an ESC algorithmic
approach with serial hs-cTn measurements (0 h/1 h
or 0 h/2 h) to rule in and rule out NSTEM| 28~
Additional testing after 3 h is recommended if the
first two hs-cTn measurements of the 0 h/1 h
algorithm are inconclusive and no alternative
diagnoses explaining the condition have been
radutsAs
The use of established risk scores (e.g. GRACE risk
score) for prognosis estimation should be

considered.”

Triage for emergency reperfusion strategy
It is recommended that patients with suspected
STEMI are immediately triaged for an emergency

reperfusion strategy.>®>*

© ESC 2023

Patient presents with a suspected NSTEMI and
without an indication for immediate invasive angiography

|

g E Take hs-cTnat O hand | h/2 h

Il

Patients who do not meet High initial hs-cTn
(o]}

Increase in | h/2 h hs-cTn

Very low initial hs-cTn?
OR the criteria for either of
the other two pathways

Low initial hs-cTn and no
increase in | h/2 h hs-cTn

|
Appropriate management can be determined
based on the hs-cTn levels and clinical situation

1 1
v v v

Rule-out pathway Observe pathway Rule-in pathway
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Algoritmo de manejo SCASEST

Técnicas de imagen ganan

protagonismo

Recommendations

Class® Level®

Emergency TTE is recommended in patients with
suspected ACS presenting with cardiogenic shock or

suspected mechanical complications.

In patients with suspected ACS, non-elevated (or
uncertain) hs-cTn levels, no ECG changes and no
recurrence of pain, incorporating CCTA or a
non-invasive stress imaging test as part of the initial
workup should be considered.''¢12212/

Emergency TTE should be considered at triage in
cases of diagnostic uncertainty but this should not
result in delays in transfer to the cardiac
catheterization laboratory if there is suspicion of an
acute coronary artery occlusion.

Routine, early CCTA in patients with suspected ACS

is not recommended.""’”

lla C

© ESC 2023

Risk stratify
and determine
therapeutic
strategy

Immediate transfer

Very high
risk?

* Haemodynamic instability or cardiogenic shock

* Recurrent or ongoing chest pain refractory to medical treatment

+ Acute heart failure presumed secondary to ongoing myocardial ischaemia
» Life-threatening arrhythmias or cardiac arrest after presentation

* Mechanical complications

*Recurrent dynamic ECG changes suggestive of ischaemia

Earlyfinpatient transfer
High risk? ; ud High risk

* Confirmed diagnosis of NSTEMI based on ESC algorithms
* GRACE risk score >140
* Transient ST-segment elevation
* Dynamic ST-segment or T wave changes

Inpatient transfer ! Non-high
(if required) risk

.............. ;: A ey A e e
+ In patients without very-high : i _ i
! high-risk features and a low index ' Early (<24 h)
+ of suspicion for unstable angina : invasive
| e S e — ! strategy
H (Class lla)

@ ESC—
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Algoritmo de manejo SCASEST

Estrategia invasiva

Baja de recomendacion
claselAalla A

An early invasive strategy within 24 h should be
considered in patients with at least one of the
following high-risk criteria:

+ Confirmed diagnosis of NSTEMI based on current

recommended ESC hs-cTn algorithms

* Dynamic ST-segment or T wave changes

* Transient ST-segment elevation
* GRACE risk score >14020%22¢-2%0

© ESC 2023

Risk stratify
and determine
therapeutic
strategy

Immediate transfer |

Very high
risk?

* Mechanical complications

* Haemodynamic instability or cardiogenic shock

* Recurrent or ongoing chest pain refractory to medical treatment

+ Acute heart failure presumed secondary to ongoing myocardial ischaemia
» Life-threatening arrhythmias or cardiac arrest after presentation

*Recurrent dynamic ECG changes suggestive of ischaemia

.............................................................................................................................................................................

Earfy!inp@.tiené transfer
High risk? ; ud High risk

* Confirmed diagnosis of NSTEMI based on ESC algorithms

* GRACE risk score >140
* Transient ST-segment elevation

* Dynamic ST-segment or T wave changes

Inpatient transfer '

(if required)

In patients without very-high or
ex

high-risk features and a low ind
of suspicion for unstable angina

mmmmmmEmE

e mEEEEE s E - im-

v

«---

Non-high
risk

Early (<24 h)
invasive
strategy

(Class lla)

.

@ ESC—

Liderando el conocimiento del manana
CardioAdvancedForum

2023 ESC Guidelines for the management of acute coronary syndromes
(European Heart Journal;2023- doi: 10.1093/eurheartj/ehad191)

12




Pretratamiento en SCACEST

GQ)':

Routine
antiplatelet
pretreatment

Baja la recomendacion de IA allb B

Recommendations
Antiplatelet therapy (continued)
Pretreatment with a P2Y,, receptor inhibitor may be considered in patients
undergoing a primary PCl strategy.

retreatment with a P2Y,, receptor inhibitor may be considered in -
patients who are not expected to undergo an early invasive strategy (<24 h) and do
not have HBR.
Pretreatment with a GP lib/llla receptor antagonist is not recommended.
Routine pretreatment with a P2Y,, receptor inhibitor in NSTE-ACS patients in whom
coronary anatomy is not known and early invasive management (<24 h) is planned is

| _not recommended.

Level

C

=55 §

Lidel‘a I'IdO 9| COHOCimiento del ma ﬁaha 2023 ESC Guidelines for the management of acute coronary syndromes
CardioAdvancedForum (European Heart Journal;2023- doi: 10.1093/eurheartj/ehad191)
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Invasive Coronary Angiography

¢ Qué segundo

®

a n ti a g re g a n te Choice of PmsuT:g tat::I"ir‘:::('.':;reIn:)r'
d e bO e I e g i r? P2Y 2 inhibitor® (chss lla)

P li ded in P2Y t
el s e Prasugrel should be considered in preference to

ticagrelor for ACS patients who proceed to lla
PC|.244'290

inhibitor-naive patients proceeding to PCl (60 mg
LD, 10 mg o.d. MD, 5 mg o.d. MD for patients aged

(., Q u é eSt rate g i a >75 years or with a body weight <60 kg).”*°

Ticagrelor is recommended irrespective of the

i :
s e g u I r u treatment strategy (invasive or conservative)

(180 mg LD, 90 mg b.i.d. MD).2®
Clopidogrel (300—600 mg LD, 75 mg o.d. MD) is

recommended when prasugrel or ticagrelor are not

C dSO0S eS p eC i a I es e cann:;i:;;glerated, e

contraindicate

GP lIb/llla receptor antagonists should be considered

if there is evidence of no-reflow or a thrombotic lla C
complication during PCI. __ |
In P2Y4, receptor inhibitor-naive patients --

undergoing PCl, cangrelor may be considered.”*'2*

In older ACS patients,® especially if HBR © clopidogrel
as the P2Y, receptor inhibitor may be

If patients presenting with ACS stop DAPT to considered 242243.291
undergo CABG, it is recommended they resume
DAPT after surgery for at least 12 months.
- L - ol
leera ndo el conocimiento del manana 2023 ESC Guidelines for the management of acute coronary syndromes

CardioAdvancedForum (European Heart Journal;2023- doi: 10.1093/eurheartj/ehad191) 14



¢ Abbreviated DAPT or
DAPT de-escalation
strategies?

Recommendations

Shortening/de-escalation of antithrombotic therapy

In patients who are event-free after 3-6 months of DAPT and who are not high

ischaemic risk, single antiplatelet therapy (preferably with a P2Y,, receptor inhibitor) lla

Class Level

should be considered.

De-escalation of P2Y,, receptor inhibitor treatment (e.g. with a switch from
prasugrel/ticagrelor to clopidogrel) may be considered as an alternative DAPT
strategy to reduce bleeding risk.

In HBR patients, aspirin or P2Y,, receptor inhibitor monotherapy after 1 month of
DAPT may be considered.

De-escalation of antiplatelet therapy in the first 30 days after an ACS event is not
recommended.

Antiplatelet strategies to reduce bleeding risk in the first 12 months after ACS

Abbreviated DAPT strategies
I:::ﬁ:: In HBR and
P non-HBR patients

DAPT de-escalation strategies

Potent PQ.YI2 inhibitor-based DAPT

Aspirin + Prasugrel | (sl Aspirin + Ticagrelor

Time
(Months)

P2Y , inhibitor
or
aspirin monotherapy

Liderando el conocimiento del mahana
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2023 ESC Guidelines for the management of acute coronary syndromes
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Estrategia antitrombotica
de mantenimiento DAPT
mas alla de los 12 meses | ..

del SCA e

Aspirin
monotherapy

U

Rivaroxaban
2.5mg b.d.

} 3

S A s R

+ P2Y, inhibitor

Add a second anti-thrombeotic agent to aspirin for
extended long-term secondary prevention in
patients with high ischaemic risk and without HBR

(Class lla)

HBR
(Class lb)

Anti-thrombotic strategies beyond the first 12 months after ACS

(Class lib)

P2Y |, inhibitor
r monotherapy

(Class Iib)

Recommendations for long-term management
It is recommended to intensify lipid-lowering therapy during the index ACS hospitalization for patients who were on lipid-lowering therapy

before admission.

Low-dose colchicine (0.5 mg once a day) may be considered, particularly if other risk factors are insufficiently controlled or if recurrent

cardiovascular disease events occur under optimal therapy.

Combination therapy with a high-dose statin plus ezetimibe may be considered during index hospitalization.

Liderando el conocimiento del manana
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2023 ESC Guidelines for the management of acute coronary syndromes
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Terapia antitrombotica
a medio y largo plazo

Anticoagulation

K

Routine
antiplatelet
pretreatment

Choice of
P2Y 2 inhibitor®

2

Default DAPT
strategy for the
first 12 months

after ACS®

o
Default strategy

beyond the first
12 months
after ACS

<24h
Enoxaparin  Bivalirudin  {Fondap Enoxaparin | Fo
o\ (Class lla) \ (Class lla) LA (Class lla) L (Chs

NSTE-ACS

 Angiography

Invasive Coronary Angiography

Proceeding to PCI
~ Prasugrel > Ticagrelor
(Class Ila)
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Régimen antitrombotico
en pacientes con SCA e
indicacion de
anticoagulacion oral

Combining antiplatelets and OAC

As the default strategy for patients with atrial
fibrillation and CHA;DS;-VASc score >1 in men and
>2 in women, after up to 1 week of triple
antithrombotic therapy following the ACS event,
dual antithrombotic therapy using a non-vitamin K
antagonist oral anticoagulant at the recommended
dose for stroke prevention and a single oral
antiplatelet agent (preferably clopidogrel) for up to
12 months is recommended.

During PCl, a UFH bolus is recommended in any of

the following circumstances:
» if the patient is on a NOAC
- if the INR is <2.5 in VKA-treated patients.

The use of ticagrelor or prasugrel as part of triple

C

M -

antithrombotic therapy is not recommended.

Time from ACS

6 months

12 months

Beyond

12 months

up to | week ----=--—---

up to | month -

3 months -

9 months -

Patients with ACS and an indication for OAC

Strategy to reduce
ischaemic risk?

Default strategy

TAT: (N)OAC + DAPT

(Class lla)
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PCR y Shock

Cardiac
arrest

r?.*\\
o

O ==

Recommendations

Cardiac arrest and OHCA

A PPCI strategy is recommended in patients with
resuscitated cardiac arrest and an ECG with
persistent ST-segment elevation (or

equivalents).>65-387.388

Routine immediate angiography after resuscitated
cardiac arrest is not recommended in
haemodynamically stable patients without persistent

ST-segment elevation (or equivalents) 373377

Temperature control

Temperature control (i.e. continuous monitoring of
core temperature and active prevention of fever [i.e.
>37.7°C]) is recommended after either
out-of-hospital or in-hospital cardiac arrest for adults
who remain unresponsive after return of

spontaneous circu Jation o

Class®

Recommendations

Immediate coronary angiography and PCl of the IRA

(if indicated) is recommended in patients with CS

complicating ACS 324396404

Emergency CABG is recommended for ACS-related
CS if PCl of the IRA is not feasible/unsuccessful. 37437
In cases of haemodynamic instability, emergency
surgical/catheter-based repair of mechanical
complications of ACS is recommended, based on

Heart Team discussion.

Class?

Systems of care

It is recommended that healthcare systems
implement strategies to facilitate transfer of all
patients in whom ACS is suspected after resuscitated
cardiac arrest directly to a hospital offering 24/7 PPCI
via one specialized EMS.3%%-3%2

Transport of patients with OHCA to a cardiac arrest
centre according to local protocols should be

considered.3?13%3

Fibrinolysis should be considered in STEMI patients
presenting with CS if a PPCI strategy is not available
within 120 min from the time of STEMI diagnosis and

mechanical complications have been ruled out, 184354

Evaluation of neurological prognosis

Evaluation of neurological prognosis (no earlier than

72 h after admission) is recommended in all

comatose survivors after cardiac arrest.*®¢

© FSC 20723

In patients with ACS and severe/refractory CS,
short-term mechanical circulatory support may be

|_considered.*”?

The routine use of an IABP in ACS patients with CS

and without mechanical complications is not

recommended. 397405407
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Revascularizacion en enfermedad multivaso

' Complete revascularization®

(Class lla)

Immediate PCI of IRA only
. (Class 1)

Functional invasive
evaluation of the non-IRA

Staged complete
revascularization during the index procedure

(Class lla) | (Class lIb)
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Recomendaciones en hemodinamia

Técnicas de imagen intracoronarias: IVUS y OCT

Drug-eluting stents are recommended in preference

to bare metal stents in all cases.*63466:468

In patients with spontaneous coronary artery
dissection, PCl is recommended only for patients
with symptoms and signs of ongoing myocardial
ischaemia, a large area of myocardium in jeopardy,

and reduced antegrade flow.

Intravascular imaging should be considered to guide
PC| 495499

Coronary artery bypass grafting should be
considered in patients with an occluded IRA when
PPCl is not feasible/unsuccessful and there is a large
area of myocardium in jeopardy.

Intravascular imaging (preferably optical coherence
tomography) may be considered in patients with
ambiguous culprit lesions.

The routine use of thrombus aspiration is not

recommended.*’ %474

0

m
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&
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@

Clear culprit lesion,
suitable for PC|

Intravascular imaging
to guide PCI
(Class lla)

v
PCI of culprit lesion

l Potential ambiguous
angiographic findings
Multivessel disease

No clear culprit lesion

l Tortuosity/eccentricity

Hazy lesion/calcification

Intravascular imaging
IVUS  or OCT

Potential intravascular
imaging findings

Coronary plaque pathology

Erosion Nodule Rupture

(Class llb)

l

Treat as per

imaging findings

l Potential further

investigations

. C_ons_ider fur'ther_ Left ventriculography
investigations as required
Echocardiography
Cardiac MRI
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Prevencion secundaria “the earlier the better”

During admission l

| |

of LDL-C values

v v
a Initiate Change to N
high-potency high-potency
high-dose statin high-dose statin
(Class 1) (Class 1)
*: Combination Combination *
therapy therapy
with statin and with statin and
ezetimibe ezetimibe
Q (Class llb) (Class llb) J

It is recommended to intensify lipid-lowering

therapy® during the index ACS hospitalization for
patients who were on lipid-lowering therapy before
admission.

For patients with a recurrent atherothrombotic
event (recurrence within 2 years of first ACS
episode) while taking maximally tolerated
statin-based therapy, an LDL-C goal of <1.0 mmol/L
(<40 mg/dL) may be considered.”®>7%¢

Combination therapy with high-dose statin plus

Outpatient follow-up
After 4-6 weeks

On highest tolerated statin,
add ezetimibe

(Class 1)

On highest tolerated statin
and ezetimibe, add PCSK9i
(Class I)

After further 4—6 weeks l

ezetimibe may be considered during index
hospitalization.

788

Adherence to medication

A polypill should be considered as an option to

improve adherence and outcomes in secondary lla
S 753

prevention after AC
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Comorbilidades y
complicaciones

LV thrombus

Recommendations

Chronic kidney disease

Class®

Level®

The use of low- or iso-osmolar contrast media (at

the lowest possible volume) is recommended for

R . 691-693
invasive strategies.

CMR imaging should be considered in patients with

equivocal echocardiographic images or in cases of lla
577,578

high clinical suspicion of LV thrombus.

Oral anticoagulant therapy (VKA or NOAC) should
be considered for 3—6 months in patients with lla
confirmed LV thrombus.®*®

Following an acute anterior M, a contrast
echocardiogram may be considered for the
detection of LV thrombus if the apex is not well

visualized on echocardiography.***

Implantation of a permanent pacemaker is
recommended when high-degree AV block does not
resolve within a waiting period of at least 5 days
after ML.

It is recommended to assess kidney function using
eGFR in all patients with ACS.

It is recommended to apply the same diagnostic and
therapeutic strategies in patients with CKD (dose
adjustment may be necessary) as in patients with
normal kidney function.

Hydration during and after angiography should be
considered in patients at risk of contrast-induced
nephropathy, especially in patients with acute kidney

injury and/or CKD with eGFR <30 mL/min/
173 m2.694-697

Diabetes

It is recommended to base the choice of long-term
glucose-lowering treatment on the presence of
comorbidities, including heart failure, CKD, and
obesity. 578704

It is recommended to assess glycaemic status at initial

evaluation in all patients with ACS.7%>-7%7

It is recommended to frequently monitor blood
glucose levels in patients with known diabetes
mellitus or hyperglycaemia (defined as glucose levels
>11.1 mmol/L or >200 mg/dL).

Glucose-lowering therapy should be considered in
patients with ACS with persistent hyperglycaemia,
while episodes of hypoglycaemia should be

avoided.”%87%

Older adults

It is recommended to apply the same diagnostic and

treatment strategies in older patients as in younger

patie nt5.662'664'665'ﬂ 0711

It is recommended to adapt the choice and dosage of
antithrombotic agent, as well as of secondary
prevention medications, to renal function,
co-medications, comerbidities, frailty, cognitive
function, and specific contraindications.>¢*712

For frail older patients with comorbidities, a holistic
approach is recommended to individualize

interventional and pharmacological treatments after

s am A sy

Patients with cancer

An invasive strategy is recommended in cancer
patients presenting with high-risk ACS with expected

survival >6 months.582689690

A temporary interruption of cancer therapy is
recommended in patients in whom the cancer
therapy is suspected to be a contributing cause of
ACS<713.714

A conservative non-invasive strategy should be

0

considered in ACS patients with poor cancer

progncosisd (i.e. with expected survival <6 months)

and/or very high bleeding risk.6%

Aspirin is not recommended in cancer patients with a
platelet count <10 OOOJ’pLﬁS

Clopidogrel is not recommended in cancer patients
with a platelet count <30 000/pL.

= .

=)
0

|

© ESC 2023

In ACS patients with cancer and <50 000/pL platelet c
count, prasugrel or ticagrelor are not recommended.
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Atencion centrada en el paciente

©)

E

Premorbid
condition

9

-EHa

Hospital
admission

@

gHa -

Preparing for
discharge

=13

()

Consider all Establish medical Consider
risk history and psychosocial
factors prior medications factors

Individualize care
at triage

Perform a person-centred
clinical assessment

Employ shared
decision-making

0O O

Educate about
lifestyle modification

Consider mental
and emotional health

Explain regarding
long-term treatment

The ‘teach back’ technique

+

&7

Explain a

new concept
(ie. a procedure)

Ask the patient e~

to explain the
concept back again

Review the points
missed or incorrectly
interpreted

the patient

to explain the
concept back

o you

to be recognised

to be considered

...consideration of,

and support for,

their family and carers

...their ACS symptoms

...their physical, mental
and emotional wellbeing

ACS patients expect...

...high quality, effective
and safe care delivered
by professionals

...clear, comprehensible
information

...attention to both
their physical and
environmental needs

v

...the right care
at the right time

LY

v

...shared decision
making and respect
for their preferences

9

5

v

...a clean and safe
hospital environment
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Conclusiones

» Abarca el espectro diagnostico del SCA
« Mayor relevancia a las imagenes

« Mayor importancia a comorbilidades y complicaciones

(diabetes, cancer, trombo, pacientes mayores, ERC).

* Pensar en el manejo invasivo, terapia antitrombdética,

revascularizacion y prevencion secundaria.
» Descenso de lipidos temprano.
» Polipildora para mejora de la adherencia terapeutica.

» Atencion centrada en el paciente

ACS encompasses a spectrum

Unstable angina NSTEMI STEMI

Think ‘A.C.S.” at initial assessment

A:) c0) 5@

Think invasive management

STEMI Very high-risk NSTE-ACS High-risk NSTE-ACS
Primary PCI Fibrinolysis Immediate angiography + PCI Early (<24 h) angiography
(H timely primary PCl not feasible) should be considered
@ Think antithrombotic therapy
Antiplatelet therapy AND Anticoagulant therapy

Aspirin P2Y,, inhibitor

@ Think revascularization

Based on dinical status, co-morbidities, Aim for complete
and disease complexity izati

@ -..j:

Antithrombotic Lwdlmverng
therapy T ilitation iderations
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