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Figure 1
Central illustration

Animation available online 
on the European Heart 
Journal website and in the 
ESC pocket Guidelines App
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Figure 3
Classification of 
patients presenting 
with suspected acute 
coronary syndrome: 
from a working to a 
final diagnosis
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Recommendations Class Level
It is recommended to base the diagnosis and initial short-term risk stratification of ACS on a 
combination of clinical history, symptoms, vital signs, other physical findings, ECG, and hs-
cTn. 

I B

ECG
Twelve-lead ECG recording and interpretation is recommended as soon as possible at the 
point of FMC, with a target of <10 min. 

I B

Continuous ECG monitoring and the availability of defibrillator capacity is recommended as 
soon as possible in all patients with suspected STEMI, in suspected ACS with other ECG 
changes or ongoing chest pain, and once the diagnosis of MI is made.

I B

The use of additional ECG leads (V3R, V4R, and V7–V9) is recommended in cases of inferior 
STEMI or if total vessel occlusion is suspected and standard leads are inconclusive. 

I B

An additional 12-lead ECG is recommended in cases with recurrent symptoms or diagnostic 
uncertainty.

I C

Recommendations for clinical and diagnostic tools for patients with 
suspected acute coronary syndrome (1)
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Figure S1
Symptoms at 
presentation in acute 
coronary syndrome in 
women and men 
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Figure 2
The spectrum of 
clinical presentations, 
electrocardiographic 
findings, and high-
sensitivity cardiac 
troponin levels in 
patients with acute 
coronary syndrome
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Figure S1
Symptoms at 
presentation in acute 
coronary syndrome in 
women and men 
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Figure S3
Electrocardiographic 
abnormalities in 
patients with non-ST-
segment elevation 
acute coronary 
syndrome
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Figure 7
Modes of 
presentation and 
pathways to invasive 
management and 
myocardial 
revascularization in 
patients presenting 
with STEMI
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2017 and 2020 Class Level 2023 Class Level
Recommendations for antiplatelet and anticoagulant therapy in STEMI
A potent P2Y12 inhibitor (prasugrel 
or ticagrelor), or clopidogrel if these 
are not available or are 
contraindicated, is recommended 
before (or at latest at the time of) 
PCI, and maintained over 12 
months, unless there are 
contraindications such as excessive 
risk of bleeding.

I A

Pre-treatment with a P2Y12 receptor 
inhibitor may be considered in 
patients undergoing a primary PCI 
strategy.

IIb B

Revised recommendations (3)
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2017 and 2020 Class Level 2023 Class Level
Recommendations for antiplatelet and anticoagulant therapy in STEMI
A potent P2Y12 inhibitor (prasugrel 
or ticagrelor), or clopidogrel if these 
are not available or are 
contraindicated, is recommended 
before (or at latest at the time of) 
PCI, and maintained over 12 
months, unless there are 
contraindications such as excessive 
risk of bleeding.

I A

Pre-treatment with a P2Y12 receptor 
inhibitor may be considered in 
patients undergoing a primary PCI 
strategy.

IIb B

Revised recommendations (3)
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Figure 8
Selection of invasive 
strategy and 
reperfusion therapy 
in patients presenting 
with NSTE-ACS
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Figure 6
The 0 h/1 h or 0 h/2 h 
rule-out and rule-in 
algorithms using 
high-sensitivity 
cardiac troponin 
assays in patients 
presenting to the 
emergency 
department with 
suspected NSTEMI 
and without an 
indication for 
immediate invasive 
angiography
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2017 and 2020 Class Level 2023 Class Level
Recommendations for imaging for patients with suspected NSTE-ACS
In patients with no recurrence of 
chest pain, normal ECG findings, and 
normal levels of cardiac troponin 
(preferably high sensitivity), but still 
with suspected ACS, a non-invasive 
stress test (preferably with imaging) 
for inducible ischaemia or CCTA is 
recommended before deciding on 
an invasive approach.

I B

In patients with suspected ACS, non-
elevated (or uncertain) hs-cTn, 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.

IIa A

Revised recommendations (1)
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Figure 10
Recommended 
default 
antithrombotic 
therapy regimens in 
acute coronary 
syndrome patients 
without an indication 
for oral 
anticoagulation
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Figure 11
Alternative 
antiplatelet strategies 
to reduce bleeding 
risk in the first 12 
months after an ACS

Terapêutica Antitrombótica
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Figure S4
Antithrombotic 
strategies beyond the 
first 12 months after 
ACS



Indicação OAC

www.escardio.org/guidelines

©
ES

C

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

Figure 12
Antithrombotic 
regimens in patients 
with acute coronary 
syndrome and an 
indication for oral 
anticoagulation
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Recommendations Class Level
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). 

I B

Routine immediate angiography after resuscitated cardiac arrest is not recommended 
in haemodynamically stable patients without persistent ST-segment elevation (or 
equivalents). 

III A

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

I B

Recommendations for cardiac arrest and out-of-hospital cardiac arrest (1)



Choque Cardiogénico

www.escardio.org/guidelines

©
ES

C

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

Recommendations Class Level
Immediate coronary angiography and PCI of the IRA (if indicated) is recommended in 
patients with CS complicating ACS. 

I B

Emergency CABG is recommended for ACS-related CS if PCI of the IRA is not 
feasible/unsuccessful. 

I B

In cases of haemodynamic instability, emergency surgical/catheter-based repair of 
mechanical complications of ACS is recommended, based on Heart Team discussion. 

I C

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. 

IIa C

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

IIb C

The routine use of an IABP in ACS patients with CS and without mechanical 
complications is not recommended. 

III B

Recommendations for cardiogenic shock
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Recommendations Class Level
Immediate coronary angiography and PCI of the IRA (if indicated) is recommended in 
patients with CS complicating ACS. 

I B

Emergency CABG is recommended for ACS-related CS if PCI of the IRA is not 
feasible/unsuccessful. 

I B

In cases of haemodynamic instability, emergency surgical/catheter-based repair of 
mechanical complications of ACS is recommended, based on Heart Team discussion. 

I C

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. 

IIa C

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

IIb C

The routine use of an IABP in ACS patients with CS and without mechanical 
complications is not recommended. 

III B

Recommendations for cardiogenic shock



Doença Coronária Multivaso

www.escardio.org/guidelines

©
ES

C

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

Figure 14
Algorithm for the 
management of acute 
coronary syndrome 
patients with 
multivessel coronary 
artery disease
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Figure 13
A practical algorithm 
to guide intravascular 
imaging in acute 
coronary syndrome 
patients

Imagem Intravascular
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Figure 15
Underlying causes for 
patients with a 
working diagnosis of 
myocardial infarction 
with non-obstructive 
coronary arteries
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Figure 16
Evaluation of patients 
with a working 
diagnosis of MINOCA
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Insuficiência Cardíaca

Trombo VE

Fibrilhação Auricular

Arritmias Ventriculares
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Recommendations Class Level
Heart failure
IABP should be considered in patients with haemodynamic instability/cardiogenic 
shock due to ACS-related mechanical complications.

IIa C

LV thrombus
CMR imaging should be considered in patients with equivocal echocardiographic 
images or in cases of high clinical suspicion of LV thrombus. 

IIa C

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

IIa C

Following an acute anterior MI, a contrast echocardiogram may be considered for the 
detection of LV thrombus if the apex is not well visualized on echocardiography. 

IIb C

Recommendations for acute coronary syndrome complications (1)

@johannesneuman
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Recommendations Class Level
Heart failure
IABP should be considered in patients with haemodynamic instability/cardiogenic 
shock due to ACS-related mechanical complications.

IIa C

LV thrombus
CMR imaging should be considered in patients with equivocal echocardiographic 
images or in cases of high clinical suspicion of LV thrombus. 

IIa C

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

IIa C

Following an acute anterior MI, a contrast echocardiogram may be considered for the 
detection of LV thrombus if the apex is not well visualized on echocardiography. 

IIb C

Recommendations for acute coronary syndrome complications (1)

@Bertolin_Car
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Recommendations Class Level
Atrial fibrillation (continued)
In patients with documented de novo AF during the acute phase of ACS, long-term 
oral anticoagulation should be considered depending on the CHA2DS2-VASc score, 
after taking the HAS-BLED score and the need for concomitant antiplatelet therapy 
into consideration. NOACs are the preferred drugs. 

IIa C

Ventricular arrythmias
ICD therapy is recommended to reduce sudden cardiac death in patients with 
symptomatic HF (NYHA Class II–III) and LVEF ≤35% despite optimal medical therapy 
for >3 months and at least 6 weeks after MI who are expected to survive for at least 1 
year with good functional status. 

I A

Intravenous beta-blocker and/or amiodarone treatment is recommended for patients 
with polymorphic VT and/or VF unless contraindicated. 

I B

Recommendations for acute coronary syndrome complications (3)
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Recommendations Class Level
Atrial fibrillation (continued)
In patients with documented de novo AF during the acute phase of ACS, long-term 
oral anticoagulation should be considered depending on the CHA2DS2-VASc score, 
after taking the HAS-BLED score and the need for concomitant antiplatelet therapy 
into consideration. NOACs are the preferred drugs. 

IIa C

Ventricular arrythmias
ICD therapy is recommended to reduce sudden cardiac death in patients with 
symptomatic HF (NYHA Class II–III) and LVEF ≤35% despite optimal medical therapy 
for >3 months and at least 6 weeks after MI who are expected to survive for at least 1 
year with good functional status. 

I A

Intravenous beta-blocker and/or amiodarone treatment is recommended for patients 
with polymorphic VT and/or VF unless contraindicated. 

I B

Recommendations for acute coronary syndrome complications (3)
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Recommendations Class Level
Ventricular arrythmias (continued)
Prompt and complete revascularization is recommended to treat myocardial 
ischaemia that may be present in patients with recurrent VT and/or VF. 

I C

Transvenous catheter pacing termination and/or overdrive pacing should be 
considered if VT cannot be controlled by repeated electrical cardioversion.

IIa C

Radiofrequency catheter ablation at a specialized ablation centre followed by ICD 
implantation should be considered in patients with recurrent VT, VF, or electrical 
storm despite complete revascularization and optimal medical therapy.

IIa C

Treatment of recurrent VT with haemodynamic relevance (despite repeated electrical 
cardioversion) with lidocaine may be considered if beta-blockers, amiodarone, and 
overdrive stimulation are not effective/applicable. 

IIb C

In patients with recurrent life-threatening ventricular arrhythmias, sedation or 
general anaesthesia to reduce sympathetic drive may be considered. 

IIb C

Recommendations for acute coronary syndrome complications (4)
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Recommendations Class Level
Ventricular arrythmias (continued)
ICD implantation or the temporary use of a wearable cardioverter defibrillator may be 
considered <40 days after MI in selected patients (incomplete revascularization, pre-
existing LVEF dysfunction, occurrence of arrhythmias >48 h after STEMI onset, 
polymorphic VT or VF).

IIb C

Treatment of asymptomatic and haemodynamically irrelevant ventricular arrhythmias 
with anti-arrhythmic drugs is not recommended.

III C

Bradyarrhythmias 
In cases of sinus bradycardia with haemodynamic intolerance or high-degree AV block without 
stable escape rhythm:
• i.v. positive chronotropic medication (adrenaline, vasopressin, and/or atropine) is 

recommended. 
I C

• temporary pacing is recommended in cases of failure to respond to atropine. I C

Recommendations for acute coronary syndrome complications (5)
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Recommendations Class Level
Bradyarrhythmias (continued)
• urgent angiography with a view to revascularization is recommended if the 

patient has not received previous reperfusion therapy.
I C

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 MI.

I C

In selected patients with high-degree AV block in the context of an anterior wall MI 
and acute HF, early device implantation (CRT-D/CRT-P) may be considered. 

IIb C

Pacing is not recommended if high-degree AV block resolves after revascularization or 
spontaneously. 

III B

Recommendations for acute coronary syndrome complications (6)
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• Contraste hipo/iso-osmolar
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nefropatia induzida pelo contrasteDRC
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• Tratamento DM

• Aplicar as mesmas estratégias 
de diagnóstico e terapêutica

• Adaptar a escolha e doses dos 
fármacos

• Estratégia invasiva nos SCA alto risco e sobrevida > 
6 meses

• Suspensão temporária se QT for causa do SCA

• Avaliar risco hemorrágico 
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Figure 17
Long-term 
management after 
acute coronary 
syndrome
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Figure 18
Lipid-lowering 
therapy in ACS 
patients
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Figure 18
Lipid-lowering 
therapy in ACS 
patients

Em doentes com DCV aterosclerótica estabelecida e com 2 eventos vasculares em 
2 anos sob dose máxima tolerada de estatina, um LDL alvo < 40 mg/dL pode ser 
considerado.
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Recommendations Class Level
Pharmacological treatment
Lipid-lowering therapy (continued)
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. 

IIb B

Combination therapy with high-dose statin plus ezetimibe may be considered during 

index hospitalization. 
IIb B

Beta-blockers
Beta-blockers are recommended in ACS patients with LVEF ≤40% regardless of HF 

symptoms. 
I A

Routine beta-blockers for all ACS patients regardless of LVEF should be considered. IIa B

Recommendations for long-term management (3)
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Recommendations Class Level
Pharmacological treatment
RAAS system inhibitors
Angiotensin-converting enzyme (ACE) inhibitors are recommended in ACS patients 

with HF symptoms, LVEF ≤40%, diabetes, hypertension, and/or CKD. 
I A

Mineralocorticoid receptor antagonists are recommended in ACS patients with an 

LVEF ≤40% and HF or diabetes. 
I A

Routine ACE inhibitors for all ACS patients regardless of LVEF should be considered. IIa A
Adherence to medication
A polypill should be considered as an option to improve adherence and outcomes in 

secondary prevention after ACS. 
IIa B

Recommendations for long-term management (4)

Inibidores RAA

Colchicina
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Recommendations Class Level
Imaging
In patients with pre-discharge LVEF ≤40%, repeat evaluation of the LVEF 6–12 weeks 
after an ACS (and after complete revascularization and the institution of optimal 
medical therapy) is recommended to assess the potential need for sudden cardiac 
death primary prevention ICD implantation.

I C

Cardiac magnetic resonance imaging should be considered as an adjunctive imaging 
modality in order to assess the potential need for primary prevention ICD 
implantation.

IIa C

Vaccination
Influenza vaccination is recommended for all ACS patients. I A
Anti-inflammatory drugs
Low-dose colchicine (0.5 mg once daily) may be considered, particularly if other risk 
factors are insufficiently controlled or if recurrent cardiovascular disease events occur 
under optimal therapy. 

IIb A

Recommendations for long-term management (5)
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Figure 19
A person-centred 
approach to the ACS 
journey
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