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ACS encompasses a spectrum

Gl A 4

Unstable angina NSTEMI STEMI

@ Think ‘A.C.S." at initial assessment

\ Stable
context? patient?
@ Think invasive management
STEMI Very high-risk NSTE-ACS High-risk NSTE-ACS
OR d 4
Primary PCI Fibrinolysis Immediate angiography + PCI Early (<24 h) angiography
(If timely primary PCI not feasible) should be considered
@ 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
CABG Intravascular imaging Intravascular physiology
@ Think secondary prevention
Antithrombotic Lipid lowering Smoking Cardiac Risk factor Psychosocial
therapy therapy cessation rehabilitation management considerations

. @ESsc
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A New ECG Sign of Proximal LAD Occlusion
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ECG Patterns

of Occlusion Myocardial Infarction:
A Narrative Review
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Beta-Blocker Interruption or Continuation after
Myocardial Infarction

e NEW ENGLAND
JOURNAL of MEDICINE

Karim Aacha 7, Abdourahmane Diallo 7, Eric Vicaut 7,
ABYSS Investigators of the ACTION Study Group
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In patients with ACS and severe/refractory CS, short-term mechanical circulatory
support may be considered.

—— Extracorporeal life support  ---- Control ORIGINAL ARTICLE
100~ ,
Extracorporeal Life Support
% in Infarct-Related Cardiogenic Shock
'g H. Thiele, U. Zeymer, I. Akin, M. Behnes, T. Rassaf, A.A. Mahabadi, R. Lehmann,
K . Eitel, T. Graf, T. Seidler, A. Schuster, C. Skurk, D. Duerschmied,
"6 P. Clemmensen, M. Hennersdorf, S. Fichtlscherer, I. Voigt, M. Seyfarth, S. John,
e_- 60 S. Ewen, A. Linke, E. Tigges, P. Nordbeck, L. Bruch, C. Jung, J. Franz, P. Lauten,
o) T. Goslar, H.-J. Feistritzer, J. Pdss, E. Kirchhof, T. Quarrak, S. Schneider, S. Desch,
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Relative risk, 0.98 (95% Cl, 0.80-1.19)
P=0.81
0 | | | | | |
0 5 10 15 20 25 30
Days since Randomization
No. at Risk
Control 208 146 120 109 105 104 100

Extracorporeal life support 209 161 136 119 109 107 105




Recommendations for cardiac arrest and eof-hospital cardiac arrest

Evaluation of neurological prognosis (no earlier than 72 h after admission) is
recommended in all comatose survivors after cardiac arrest.
Transport of patients with oubf-hospital cardiac arrest to a cardiac arrest centre

according to local protocol should be considered.

lla C

Cardiacarrest Standard
centre group group (n:
(n=414)

In conclusion, this large, multicentre, randomised trial of
expedited transfer to a cardiac arrest centre did not show a
survival benefit compared with standard of care. This study
does not support prehospital transportation of all patients
to a cardiac arrest centre following resuscitated cardiac

‘arrest without ST elevation within this health-care setting.

Cumulative incidence of all-cause mortality (%)
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—— Standard care group
— Cardiac arrest centre group

Risk ratio at 30 days 1-00, 95% Cl 0-90-1-11; p=0-96
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Number at risk

Standard care group 413
Cardiac arrest centre group 414
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@ ESC European Heart Journal (2017) 00, 1-66 ESC GUIDELINES
European Society doi:10.1093/eurheartj/ehx393
of Cardiology

2017 ESC Guidelines for the management of
acute myocardial infarction in patients
presenting with ST-segment elevation

The Task Force for the management of acute myocardial infarction

in patients presenting with ST-segment elevation of the European
Society of Cardiology (ESC)




outcomes. This Task Force recognizes the lack of contemporaneous
data to set the limit to choose PCl over fibrinolysis. For simplicity, an
absolute time from STEMI diagnosis to PCl-mediated reperfusion [i.e.
wire crossing of the infarct-related artery (IRA)] rather than a relative
PCl-related delay over fibrinolysis has been chosen. This limit is set to

120 min. Given the maximum limit of 10 min from STEMI diagnosis to
bolus of fibrinolytics (see below), the 120 min absolute time would
correspond to a PCl-related delay in the range of 110-120 min, being
in the range of the times identified in old studies and registries as the
limit delay to choose PCI.'%7117~12¢
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