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ACS encompasses a spectrum

Unstable angina NSTEMI STEMI

A

Think ‘A.C.S." at initial assessment

Abnormal Clinical
ECG? context?

o Think invasive management
STEMI Very high-risk NSTE-ACS High-risk NSTE-ACS
Primary PCI Fibrinolysis Immediate angiography + PCI Early (<24 h) angiography

(If timely primary PCI not feasible) should be considered

o Think antithrombotic therapy
Antiplatelet therapy Anticoagulant therapy
Aspirin P2Y; inhibitor LMWH Bivalirudin Fondaparinux
@ Think revascularization
Based on clinical status, co-morbidities, Aim for complete Consider adjunctive tests
and disease complexity revascularization to guide revascularization
Intravascular imaging Intravascular physiology
@ Think secondary prevention

® © ®© 6 O

Antithrombatic Lipid lowering Smoking Cardiac Risk factor Psychosocial

theraj the cessation r ilitation mar considerations
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Clinical presentation Working diagnosis?
J

Further investigations
J
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hs-cTn levels
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If a patient has (_> ________ >
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perform an ECG iR
Within |0 min Of FMC
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/\1/‘ %
\. J o J \. J
Recommendations Class Level

It is recommended to base the diagnosis and initial short-term risk stratification of ACS on a
combination of clinical history, symptomes, vital signs, other physical findings, ECG, and hs-
cTn.




Apresentacao Clinica

Oligo/ Increasing chest Persistent chest  Cardiogenic shock/ Cardiac

asymptomatic pain/symptoms pain/symptoms acute heart failure arrest
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Normal ST segment ST segment Malignant
depression elevation arrhythmia
g ECG
- ﬂf BN NI —
NSTE-ACS STEMI
Non-elevated Rise and fall
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Unstable

; NSTEMI STEMI
angina

Diaphoresis

Chest pain
or pressure
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Epigastric pain/
Indigestion
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Shoulder/
Arm pain

Dizziness

Nausea/ Jaw/Neck
Vomiting pain

Shortness
of breath




Apresentacao Clinica

Oligo/ Increasing chest Persistent chest  Cardiogenic shock/ Cardiac
asymptomatic pain/symptoms pain/symptoms  acute heart failure arrest

Clinical
ﬁ‘!j presentation x & L ¢ R
g @®

1-3 mm upsloping ST-segment

® d depression at the | point in leads Proximal LAD occlusion/

VI1-V6 that continue into tall, severe stenosis
positive, and symmetrical T waves

De Winter ST-T

VI-Vé

ST segment ST segment Malignant
depression elevation arrhythmia A
type
ECG
N~ . Isoelectric or minimally elevated S )
& findings | point (<1 mm) R ¥
+
biphasic T wave in leads V2 and V3
(type A) Proximal LAD occlusion/ (VI—)V'Z-V3I(-V4.) )
: or severe stenosis type B Il
Al sig symmetric and deeply inverted T J 1t
. waves in leads V2 and V3, 1 ==
Worklng NSTE-ACS STEMI occasionally in leads V1, V4, V5, and I f\\\lf I
= diagnosis Ve (type B)

(VI-)V2-V3(-V4)

Non-elevated Rise and fall

E hs-cTn
Y levels

s, Final Unstable
@’ diagnosis angina NSTEMI




Abordagem Inicial

self calls

6 Total ischaemic time and Patient J Patient
presents EMS

sources of delay to reperfusion

X ﬁ\ _/J’L

Pre-treatment with a P2Y,, receptor

Onset of Patient with symptoms of ACS and . o o . o
symptoms ) ECC consstant with STEM inhibitor may be considered in
Patient self presents Patient calls o . .
© hospi s patients undergoing a primary PCI
” e strategy.
PCl centre Non-PCl centre Ambulance

=1 9 Y
or
location

PCI possible in <120 min?
PPCI BRI
strategy strategy
eb @

Determine Aim: Aim: Aim:
therapeutic <§0 min to <?O ﬁj’m ] <10 min to
wire crossing wire crossing lytic bolus
strategy

Fibrinolysis
strategy

o

Immediate transfer | Immediate transfer
to PCl centre to PCl centre
for primary PCI after fibrinolysis

== Patient delay
w= EMS delay

w= System delay

@ Total ischaemic time



Estrategia de Reperfusao

R

Non-PCl centre Ambulance PCl centre

FMC
location

Immediate transfer

* 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

Early/inpatient transfer
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

Risk stratify Non-high Inpatient transfer . Non-high
and determine risk (if required) risk

High risk

therapeutic ; v
strate 1 In patients without very-high or H
& 1 high-risk features and a low index | Early (<24 h)
+ of suspicion for unstable angina H invasive
E i B strategy
v (Class Ila)
vy

Patient with symptoms of ACS and ECG consistent with NSTE-ACS

Very high
risk




Biomarcadores

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

l

E Take hs-cTnatO hand 1 h/2 h

-

E]

Patients who do not meet
the criteria for either of
the other two pathways

High initial hs-cTn
OR
Increase in | h/2 h hs-cTn

Very low initial hs-cTn?
OR

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

v

‘----------
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Rule-out pathway Observe pathway Rule-in pathway




Estrategia de Reperfusao

Invasive strategy

Patient risk

“/'

In patients with suspected ACS, non-

elevated (or uncertain) hs-cTn, no

— ECG changes and no recurrence of

“ — Inpatient pain, incorporating CCTA or a non-
invasive stress imaging test as part lla

Non-high risk [ .. of the initial workup should be
. considered.
Selective




Terapéutica Antitrombotica

NSTE-ACS

PPCI PPCI Angiography
<24 h

Enoxaparin) Bivalirudin) -ﬂii- Enoxaparin |
(Class lla) (Class lla) (Class 1) (Class lla) (Class 1)

D

Routine
antiplatelet
pretreatment

Invasive Coronary Angiography

kS

- Proceeding to PC|

Choice of Prasugrel -)> Ticagrelor )
P2Y 1, inhibitor® (Class lla)

opidogre
(Class 1)




Terapéutica Antitrombotica

@ Abbreviated DAPT strategies

In HBR
patients
only
r— I Aspirin + Prasugrel OR Aspirin + Ticagrelor

DAPT

DAPT de-escalation strategies

In HBR and

GRLMER padiertes Potent P2YI2 inhibitor-based DAPT

Time
(Months)

P2Y,, inhibitor
or
aspirin monotherapy




ApOs 0s 12 meses

Time

12 months

Aspirin 4 Rivaroaban by gy e o P2Yip inhibitor
monotherapy 2.5mg b.d. : 12 : monotherapy

I I

patients with high ischaemic risk and without HBR

: (Class lla) ;




Indicagcao OAC

Strategy to reduce
ischaemic risk?

Default strategy

Time from ACS

Up to | week --- -5 o s e

up to | month ---

3 months ---

6O tRS =i e e i i

9 months ---

12 miotiths 73 e s

Beyond
12 months




Pos-PCR

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

Routine immediate angiography after resuscitated cardiac arrest is not recommended

in haemodynamically stable patients without persistent ST-segment elevation (or
equivalents).




Choque Cardiogenico

Immediate coronary angiography and PCI of the IRA (if indicated) is recommended in

patients with CS complicating ACS.
Emergency CABG is recommended for ACS-related CS if PCI of the IRA is not

feasible/unsuccessful.

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

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




Doenca Coronaria Multivaso

Patient with ACS undergoing PCl of IRA with an angiographically significant stenosis in = | non-IRA

¢ i v
Cardiogenic shock STEMI NSTE-ACS

l l e l |

Immediate PCl of IRA only Complete revascularization

(Class 1) Complete revascularization, (Class lla)
either during the index
procedure or within Functional invasive
Staged complete 45 days? evaluation of the non-IRA
revascularization (Class 1) during the index procedure

(Class lla) (Class llb)



Imagem Intravascular

&i Working diagnosis: ACS

4@& 5\ Coronary angiography

£ 1 Potential ambiguous
angiographic findings

Clear culprit lesion, Nodl Iorit lasf Multivessel di
suitable for PCI o clear culprit lesion ulti-vessel disease
Hazy lesion/calcification
l l Tortuosity/eccentricity

Intravascular imaging
IVUS  or OCT

Potential intravascular

Intravascular imaging imaging findings

to guide PCI

Coronary plaque pathology
(Class lla)

Erosion Nodule Rupture

P

l SCAD No lesion

l Potential further

investigations

v
PCI of culprit lesion ; C.OI'IS.IdeI‘ further' Left ventriculography
investigations as required
Echocardiography

Cardiac MRI

Treat as per
imaging findings

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.
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Assessments to consider?

® O

Physical exam ECG assessment

Cath lab

assessment Detailed angiographic Intravascular Assess for coronary
assessment = LV imaging microvascular dysfunction
angiography (incl. LVeDP) (IVUS/OCT) + vasoreactivity (ACh testing)

Assessments to consider?

Step 2
o O
? w Clinical history Physical exam ECG assessment  Echocardiography
)

assessment Blood tests? CTPA/CT brain®

Assessments to consider?

Step.3
°+ j 2
\'! ) l'( » :
Follow-up clinic Repeat Repeat Cardiac
Post discharge evaluation echocardiography CMRI rehabilitation

care

Coronary causes

Coronary embolism

Coronary microvascular dysfunction
Coronary spasm

Coronary thrombosis

Myocardial bridging

Plaque rupture/erosion

Spontaneous coronary artery dissection

Non-coronary, cardiac causes

Cardiac trauma
Cardiomyopathy
Cardiotoxins

Myocarditis

Strenuous exercise
Takotsubo cardiomyopathy
Transplant rejection

Non-cardiac causes

Acute respiratory distress syndrome
Allergic/hypersensitivity reactions
End-stage renal failure

Inflammation

Pulmonary embolism

Sepsis

Stroke



Insuficiencia Cardiaca

Trombo VE

Fibrilhacao Auricular

Arritmias Ventriculares

Bradiarritmias

Complicacoes SCA




Complicacoes SCA

Insuficiencia Cardiaca

90 /mi ’;‘é @johannesneuman

IABP should be considered in patients with haemodynamic instability/cardiogenic

shock due to ACS-related mechanical complications. lla ¢



Complicagcoes SCA

TIS04 MI11

M1

Trombo VE e £ % - I

@Bertolin_Car

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

lla



Complicagcoes SCA

R

In patients with documented de novo AF during the acute phase of ACS, long-term
oral anticoagulation should be considered depending on the CHA,DS,-VASc score,
after taking the HAS-BLED score and the need for concomitant antiplatelet therapy
into consideration. NOACs are the preferred drugs.

Fibrilhacao Auricular

lla



Complicagcoes SCA

Arritmias Ventriculares

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

Prompt and complete revascularization is recommended to treat myocardial
ischaemia that may be present in patients with recurrent VT and/or VF.

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

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.

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

lla

lla

Iib

Iib



Complicagcoes SCA

In cases of sinus bradycardia with haemodynamic intolerance or high-degree AV block without
stable escape rhythm:

e i.v. positive chronotropic medication (adrenaline, vasopressin, and/or atropine) is I c
recommended.
temporary pacing is recommended in cases of failure to respond to atropine. | C
urgent angiography with a view to revascularization is recommended if the | c

patient has not received previous reperfusion therapy.
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 M.
In selected patients with high-degree AV block in the context of an anterior wall Ml b C
and acute HF, early device implantation (CRT-D/CRT-P) may be considered.

Bradiarritmias




Comorbilidades

Contraste hipo/iso-osmolar

Hidratagdo nos doentes com risco de
nefropatia induzida pelo contraste

Avaliar glicemia inicial em
todos e monitorizar nos DM

Tratamento DM

Aplicar as mesmas estratégias
de diagndstico e terapéutica

Adaptar a escolha e doses dos
farmacos

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

Suspensao temporaria se QT for causa do SCA
Avaliar risco hemorragico

Oncologica




Tratamento a Longo Prazo

© @ ©

Support healthy
lifestyle choices

Smoking cessation

©

Healthy diet

0

Regular exercise

Healthy weight

Psychosocial
management

Continue optimal
pharmacological and

cardio-protective treatment

Antithrombotic
therapy

©

Lipid-lowering
therapy

)

Annual influenza
vaccination

Promote drug
adherence and
persistence
+
other treatments
as appropriate®

Reach and sustain risk
factor treatment targets

Systolic BP
<130 mmHg
and diastolic
BP <80 mmHg
(if tolerated)®

LDL-C <.4 mmoliL
(<55 mg/dL)

O

HbAlc <53 mmol/mol
(<73




Hipolipemiantes

Lipid lowering therapy in ACS patients

) o Outpatient follow-up
During admission l After 4—6 weeks
I £ Prior treatment l 1
. On low-potency/
irrt:.TcTi:‘:of low-dose statin, On highest On highest tolerated
LDLPC vl irrespective tolerated statin statin and ezetimibe
of LDL-C values
l l I l After further 4—6 weeks
Initiate

high-potency
high-dose statin
(Class I)

Combination
therapy
with statin and
ezetimibe
(Class lIb)

Change to LDL-C <I.4 mmol/L  LDL-C <I.4 mmol/L

high-potency

or 55 mg/dL? or 55 mg/dL?
high-dose statin 1 ! 1 7
(Class 1) Y N m N
Combination v \;/ v \;/
therapy
with statin and Dl ; A.d d. No ; == :
iaibE change in ezetimibe changein = PCSK9i
(Class lib) therapy  (Classl) therapy @ (Class l)

P LDL-C <I.4 mmol/L
f or 55 mg/dL?

*

On highest tolerated statin,
add ezetimibe
(Class 1)

On highest tolerated statin
and ezetimibe, add PCSK9i
(Class 1)

l

”. LDL-C <I.4 mmol/L
f or 55 mg/dL?

No change in therapy

No change in therapy

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

Em doentes com DCV aterosclerodtica estabelecida e com 2 eventos vasculares em

2 anos sob dose maxima tolerada de estatina, um LDL alvo& 40 mg/dDpode ser
considerado.



BB

Beta-blockers are recommended in ACS patients with LVEF £40% regardless of HF : .
symptoms.
Routine beta-blockers for all ACS patients regardless of LVEF should be considered. lla B

Inibidores RAA

Angiotensin-converting enzyme (ACE) inhibitors are recommended in ACS patients
with HF symptoms, LVEF <40%, diabetes, hypertension, and/or CKD.
Mineralocorticoid receptor antagonists are recommended in ACS patients with an
LVEF £40% and HF or diabetes.

Routine ACE inhibitors for all ACS patients regardless of LVEF should be considered. lla

Colchicina

2 Low-dose colchicine (0.5 mg once daily) may be considered, particularly if other risk
gl factors are insufficiently controlled or if recurrent cardiovascular disease events occur | llb
under optimal therapy.




Abordagem Individualizada

©)

a

—

Premorbid
condition

At every stage, consider physical and psychosocial needs

Hospital
admission

Consider all
risk
factors
.
Individualize care
at triage
W,

Preparing for
discharge

Explain regarding
long-term treatment

=13

)

Establish medical
history and
prior medications

Perform a person-centred

clinical assessment

Educate about
lifestyle modification

Consider
psychosocial
factors

Employ shared
decision-making

Consider mental
and emotional health
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