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Pour comprendre les diapos ©EESDCSW

of Cardiology

Levels of evidence

Classes of recommendations

Definition Wording to use

Evidence and/or general agreement
that a given treatment or procedure is
beneficial, useful, effective.

Class Il Conflicting evidence and/or a divergence of opinion about the usefulness/
efficacy of the given treatment or procedure.

Classes of recommendations

Class lla Weight of evidence/opinion is in Should be considered Level of Consensus of opinion of the experts and/or small studies,
favour of usefulnessfefficacy. evidence C retrospective studies, registries.
Class b Usefulness/efficacy is less well
established by evidence/opinion.
Class Il Evidence or general agreement that the

given treatment or procedure is not
useful/effective, and in some cases
may be harmful.
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Prevention goals for all

10-year CVD risk

Residual CVD risk

Diabetes mellitus, CKD, Familial
Hypercholesterolaemia

Risk modifiers
l « Psychosocial stress
« Ethnicity
CVD risk estimation « Imaging (e.g. coronary calcium scoring)
. Comorbidity

« e.g.cancer, COPD, inflammatory disease,
mental disorders, sex-specific conditions

i

About CVD (lifetime) risk and
treatment benefits tailored to individual
needs and preferences considering
age, comorbidities, frailty, polypharmacy

4

Personalized treatment
decisions

i

Cost-effectiveness
.
considerations

Individual-level
interventions and
treatment goals

Z .,ngﬁhgm)mmw + Public health policy and advocacy

* Psychosocial factors * Specific risk factor interventions

e oA
|lPld_S. i prfassure,d : . Enviror'rmen air ol,luﬁon

* Anti-thrombotic therapy ; E t, air p: ;

* Disease-specific interventions climate change

Reduction of CVYD burden

\ @ESC—

Population-level
interventions




Syndrome coronarien

+

ACS encompasses a spectrum

Gl e

Unstable angina NSTEMI STEMI

Stable
patient!
@ Think invasive management
STEMI Very high-risk NSTE-ACS High-risk NSTE-ACS
OR
Primary PCI Fibrinolysis Immediate angiography + PCl Early (<24 h) angiography
(If timely primary PCI not feasible) should be considered
@ Think antithrombotic therapy
Antiplatelet therapy Anticoagulant therapy
Aspirin P25 inhibitor Bivalirudin Fondaparinux
@ Think revascularization
Based on clinical status, co-morbidities, Aim for complete Consider adjunctive tests
and disease l:omplexity revascularization to guide revascularization

Intravascular imaging Intravascular physiology

@ Think secondary prevention
Antithrombotic Lipid lowering Smoking Risk factor Psychosocial
therapy therapy cessation rehabllrtat.lon management considerations

@ESc



Syndrome coronarien

Long term treatment after ACS

,;rﬁ.‘ Discharge on cardie- ° o= ®

! b protective medications,
5 start lifestyle management w
o ’ and refer to cardiac rehab \ )

Support healthy
lifestyle choices

Smoking cessation

2

Healthy diet

O

Regular exercise

Psychosocial
management

Treatment goals

©

Continue optimal
pharmacological and

cardio-protective treatment

7
Antithrombotic
therapy

&)

Lipid-lowering
therapy

O

Annual influenza
vaccination

Promote drug
adherence and
persistence
+
other treatments
as appropriate®

Arrange OPD review to
manage comorbidities
and discuss patient goals
and preferences

Reach and sustain risk
factor treatment targets

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

LDL-C <14 mmol/L
(<55 mg/dL)

HbAlc <53 mmol/mol
(<7%)"

@Esc—



Fndocardite
Infectieuse

- = .

Endocarditis Team

-

Imaging

[

Cardiac surgery

Continue appropriate
antibiotic therapy

Complications

- = a a

Endocarditis Team

D)

O

Patient with infective
endocarditis

Bloed culture

Adjust antibiotic according
to results of blood cultures

Continue appropriate
antibiotic therapy

Complications

Continue appropriate
antibiotic therapy




Les items de cardiologie



Nouvelles recommandations 2024 @ESC

European Society

F ° I ° ] L] of Cardiology
I r I a I O n a r I a e Table 10 Updated definitions for the CHA,DS,-VA score

CHA;DS,-VA component Definition and comments Points
awarded”
C  Chronic heart failure Symptoms and signs of heart failure (irrespective of LVEF, thus including HFpEF, HFmrEF, and 1

HFrEF), or the presence of asymptomatic LVEF <40%,26' 263

Tachycardie irreguliere a QRS fin T SR G )
Diagnostic + si épisodes > 30 s sur un tracé de 12 dérivations

120-129/70-79 mmHg (or keep as low as reasonably achievable)."’z‘z"*

A Age 75 years or above Age is an independent determinant of ischaemic stroke risk.”*” Age-related risk is a continuum, 2
but for reasons of practicality, two points are given for age >75 years.
. . b 7 D  Diabetes mellitus Diabetes mellitus (type 1 or type 2), as defined by currently accepted criteria,*® or treatment 1
- Biologie : lonogramme sanguin, créat, TSH, BNP
S Prior stroke, TIA, or arterial Previous thromboembolism is associated with highly elevated risk of recurrence and therefore 7
. Tra ite m e nt : - :/hromboen.ﬂbolism weighted 2 points.- . v . . . . .
ascular disease Coronary artery disease, including prior myocardial infarction, angina, history of coronary 1

revascularization (surgical or percutaneous), and significant CAD on angiography or cardiac

« ANTICOAGULATION (selon CHA,DS,VA) imaging*”

OR
Peripheral vascular disease, including: intermittent claudication, previous revascularization for PVD,

. — AUCUN anticoagulant ou antiagrégant

percutaneous or surgical intervention on the abdominal aorta, and complex aortic plaque on §
&
. . N . s imaging (defined as features of mobility, ulceration, pedunculation, or thickness >4 mm).%452¢? 9
« CHA,DS,VA=1—A | d
2 2 nt I Coa u at I O n a CO n Sl e re r A Age 65-74 years 1 point is given for age between 65 and 74 years. 1 L:J
. . . . 7 ' : ; :
BP, blood pressure; CAD, coronary artery disease; CHA;DS,-VA, chronic heart failure, hypertension, age >75 years (2 points), diabetes mellitus, prior stroke/transient ischaemic attack/
« CHA,DS,VA=>22 — A | d wor
2 2 Z nt I Coa u atlon I n I u ee arterial thromboembolism (2 points), vascular disease, age 65-74 years; HFmrEF, heart failure with mildly reduced ejection fraction; HFpEF, heart failure with preserved ejection
fraction; HFrEF, heart failure with reduced ejection fraction; LVEF, left ventricular ejection fraction: PVD, peripheral vascular disease.
° Tra ite m e nt . AO D 0 u AV K “In addition to these factors, other markers that modify an individual's risk for stroke and thromboembolism should be considered, including cancer, chronic kidney disease, ethnicity (black,
. Hispanic, Asian), biomarkers (troponin and BNP), and in specific groups, atrial enlargement, hyperlipidaemia, smoking, and obesity.

« FA valvulaire : FA + valve mécanique ou RM — AVK uniqguement
+ Si contre-indication stricte a I'anticoagulation et CHA,DS,VASc 2 2 (&) ou 3 (?) : penser a la fermeture d’auricule gauche (HAS 2024)

« Controble de la frequence ou du rythme
« FEVG normale (absence de cardiopathie) : Bétabloquant ou Inhibiteur calcique / Flécaine

« FEVG abaissée : Bétabloquants ou Digoxine / Cordarone

- Cardioversion uniquement si instable (sinon contréle de |la fréquence cardiagque + anticoagulation et cardioversion a
distance)
« Penseral’ablation de FA

Siare®aa, : H At




FA rapide
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Cardioversion for atrial fibrillation

Check OAC status

I

Already on therapeutic OAC
for minimum 3 weeks

. Wait-and-see
Pharmacological
. approach for
or electrical
— . . spontaneous
cardioversion .
(Class Ila) conversion
(Class lla)

l

]

Not already on OAC

!

Suitable for
wait-and-see Cardioversion
approach cannot wait
(Class lla)
Therapeutic OAC L
for at least 3 weeks Initiation of DOAC

before scheduled
cardioversion
(adherence to
DOACs or
INR =2.0 for VKAs)
(Class )

Elective electrical
cardioversion,

if needed

— ¥ =  Haemodynamically stable F@\l

Emergency electrical cardioversion
(Class )

!

Check OAC status as soon as
possible and proceed to last step

I

(or VKA, LMWH,
or UFH) for
unscheduled

cardioversion as

soon as possible

(Class lla)

}

Check current AF
episode duration

J

AF onset <24 h

I

Pharmacological or
electrical cardioversion

}

AF onset 224 h or unknown

TOE guided

(Class )

}

Decide on continued OAC post-cardioversion

I

!

cardioversion

Short-term OAC after cardioversion (4 weeks) for all patients, even if CHA,DS,-VA = 0
(optional if AF onset definitely <24 h and low thromboembolic risk)
Long-term OAC for all patients according to thromboembolic risk assessment

@Esc—
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European Society
of Cardiology

FA et cardioversion

- FA et hémodynamique instable :

 Cardioversion électrique en urgence
* FA et patient stable:

Cardioversion électrique ou médicamenteuse

- Patient déja anticoagulé : cardioversion possible (immédiate
ou a distance)

- Patient non anticoagulé :

* FA < 24h : cardioversion possible (on encadre la procédure en
anticoagulant)

* FA > 24h ou date non connue:

* Cardioversion apres > 3 semaines d’anticoagulation
* Ou ETO + cardioversion (PEC de « confort ») + anticoagulation

- FA permanente : pas de cardioversion



FA et contrdle de la fréequence
cardiaque

* FA rapide :

- FEVG normale : bétabloquant, inhibiteurs calciques
bradycardisants ou digoxine

- FEVG altérée : bétabloquants ou digoxine
- En aigu et en chronique

@ESC

European Society
of Cardiology

Fibrillation atriale — Recommandations 2024

Patient with paroxysmal AF

I

Follow AF-CARE for [C] comorbidity and risk factor management & [A] avoid stroke and thromboembolism

l

Rate control target = resting heart rate <I10 b.p.m. (lenient control),
with stricter control with continuing symptoms
(Class lla)

r\‘(’ — LVEF =40% ’—OT

Beta-blocker Combination Beta-blocker, digoxin, Combination
or digoxin rate control therapy diltiazem or verapamil *>  rate control therapy
(Class 1) (Class lla) (Class 1) (Class lla)
~——

Shared decision-making on rhythm control

l—' (Class I) )

Antiarrhythmic drug therapy
Stable HFmrEF

HFrEF (LVEF 41-49%), o m‘?:isr:::r:eart
(LVEF <40%) coronary heart disease, disease

valvular heart disease

! ! I |

. N 4
Amiodarone rone Dmr;erd:rr:::.f;e:;mde Catheter ablation?
(Class 1) (Class 1) (Class I) (Class 1)
Sotalol Sotalol
(Class lIb) (Class lIb)
L b

!

Recurrence of AF symptoms  «

l

Shared decision-making

I_' (Class I) 'j

If failed antiarrhythmic If failed catheter
drug therapy ablation
I : 7 1
Catheter ablation Re-do catheter ablation Surgical/hybrid ablation Antiarrhythmic drug
(Class 1) (Class lla) (Class lib) therapy (see above)

@Esc




FA et antiarythmiques

- FA paroxystique ou persistante :

« Traitement médicamenteux
 FEVG normale : Flécaine
« FEVG altérée : Cordarone

- Ablation de FA
- Penser a respecter le choix du patient

- Si échec du traitement médicamenteux —
Orienter vers I'ablation de FA

- Si FEVG altérée — ablation en 1¢ intention

@ESC

European Society
of Cardiology

Fibrillation atriale — Recommandations 2024

Patient with paroxysmal AF

I

Follow AF-CARE for [C] comorbidity and risk factor management & [A] avoid stroke and thromboembolism

l

Rate control target = resting heart rate <I10 b.p.m. (lenient control),
with stricter control with continuing symptoms
(Class lla)

r j"' — LVEF <40% »—OT

Beta-blocker Combination Beta-blocker, digoxin, Combination
or digoxin =  rate control therapy diltiazem or verapamil «>  rate control therapy
(Class 1) (Class lla) (Class 1) (Class lla)

Shared decision-making on rhythm control

l—' (Class I)

Antiarrhythmic drug therapy

Stable HFmrEF

HFrEF (LVEF 41-49%),
(LVEF <40%) coronary heart disease,
valvular heart disease

Absence
or minimal heart
disease

! ! !

Amiod Dronedarone, flecainide
((':Ia:sr;ne dronedarone or propafenone
(Class 1) (Class 1)

Catheter ablation®
(Class 1)

Sotalol Sotalol
(Class lIb) (Class lIb)

1 b

Recurrence of AF symptoms  «

l

Shared decision-making

I_' (Class I) 'j

If failed antiarrhythmic If failed catheter
drug therapy ablation
I : 7 1
Catheter ablation Re-do catheter ablation Surgical/hybrid ablation Antiarrhythmic drug
(Class 1) (Class lla) (Class lib) therapy (see above)

@Esc




Classification CCS

Table 5 Grading of effort angina severity according to
the Canadian Cardiovascular Society

(] (] Grade Description of angina severity®®
Sy n d rO I I I e CO ro n a rI e n C h rO n I q u e | Angina only with Presence of angina during strenuous,
strenuous exertion rapid, or prolonged ordinary activity
(walking or climbing the stairs)
. , . . . . Il Angina with Slight limitation of ordinary activities
* Anciennement appelé angor chronique stable ou angine de poitrine moderate exertion  when they are performed rapidy, after
meals, in the cold, in the wind, under
* Douleur thoracigue angineuse apparaissant a I'effort et disparaissant a emotional stress, or during th first

few hours after waking up, but also

I’arrét de celui-ci. Classification CCS

walking uphill, climbing more than one

flight of ordinary stairs at a normal

° Explorations fonCtionneues . pace, and in normal conditions
’ ] Angina with mild Having difficulties walking one or two
* Epreuve d effort . . . . , . exertion blocks or climbing one flight of stairs at b
* Scintigraphie myocardique (Critére pronostique : ischémie > 10%) a normal pace and conditions B
* ETT d’effort ou ETT dobutamine (Critére pronostique > 3 segments akinétiques ou v Angina at rest SR o
hypokinétiques /16)
Class® Level®

* Coronarographie selon explorations fonctionnelles & reererne e

Statins are recommended in all patients with CCS. **"#%

[ ] Le t ra ite m e nt re pose S u r : If a patient’s goal® is not achieved with the maximum tolerated dose of statin, combination with ezetimibe is --

recommended.®"*2°

¢ Antlagrega nt plaq uetta ire : Asp irine For patients at very high risk who do not achieve their goal® on a maximum tolerated dose of statin and ezetimibe,
° Anti_isc h é m i q ues : :)Cn;b.in:?:f)n with a PCSK9 inhibitor is recommended.*?*3%*
innhibitors
e er: .

° BEtabloquants en 1 intention +++ ACE inhibitors (or ARBs) are recommended if a patient has other conditions (e.g. heart failure, hypertension, or --

* Inhibiteurs calciques si insuffisant si contre-indication diabetes). % 3%

. Dérivés nitrés ACE inhibitors should be considered in CCS patients at very high risk of cardiovascular events 232335336 lla -

o Other drugs

¢ Statl nes Beta-blockers are recommended in patients with LV dysfunction or systolic HF.2' 212214 --
° IEC (in d ication Ia rge) In patients with a previous STEMI, long-term oral treatment with a beta-blocker should be considered, 3420~ 22225343 lla -

* Regles hygiéno-diététiques : arrét du tabac, exercice régulier, alimentation
e Le traitement médical est tres efficace +++



ESC

SCA ST+ WS, , |

Total ischaemic time and ~ Total Y Patient ¥ Patient
ischaemic self (=11

time presents EMS

of Cardiology

sources of delay to reperfusion

- Reconnaitre le ST+, chercher le miroir dans le

. . Vé | S
territoire oppose L% ‘ﬁ‘ N F
Onset of
. itOi . symptoms R A vkesvi
Les territoires :

Patient self presents

- Anterieur : V1-V2, septal : V3, apical : V4, Sad t hospial
« Inférieur : DII, DIl et aVF s
- Latéral : V5, V6 (latéral bas), DI et aVL (latéral haut) '

- Traitements : e

* En urgence:
* Aspirine 250 mg,
« Ticagrelor ou Prasugrel dose de charge,

PCl possible in <120 min?

NO

1
Fibrinolysis
strategy

’
strategy :
» Héparine IVSE (HNF) ou IV + SC (Enoxaparine) D i 6
« CORONAROGRAPHIE IMMEDIATE : 3:::;2’:,:,‘1 90 min .,L“Ab.
Wire crossing WIrg Crossing | i bolus
« Si délai PEC médicale / salle de coro < 2h => Coro S immedite canser | Inmedate st
« Si délai PEC médicale / salle de coro > 2h => Fibrinolyse forprimany Pl e thrmelys = Patienc delay
. ; . . | == EMS del
puis transfert vers un centre d’angioplastie | = Sy by
= Total ischaemic tme
@Esc—
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Coronarographie

Artére coronaire droite (CD)

Artére circonflexe (CX)




SCA ST+ inférieur




Complications mécaniques de I'IDM

- Insuffisance mitrale aigué (rupture de cordage, rupture de pilier)

- Rupture myocardique




SCA ST-

Un ECG normal n’élimine pas un SCA ST-

Anticoagulation :
« HNF (ACT < 24h) ou Fondaparinux (ACT > 24h)

« Délai de coronarographie

« < 2hsiinstabilité ischémique, rythmique ou
hémodynamique

« 24-72 h pour des SCA ST- de haut risque ou de risque
intermédiaire
Antiagrégants :
« Aspirine
- Ticagrelor ou Prasugrel (une fois le réseau coronaire
connu)

- Durée 1 an (méme en |'absence de stent)
Traitement au long cours (idem SCA ST+ / ST-) :

- DAPT

« IEC

- Bétabloquants

- Statines => Objectif LDL cholestérol < 0.55 g/L

)

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

!

Take hs-cTnatOhand | h/2 h

Patients who do not meet High initial hs-cTn
OR

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

v v

Rule-out pathway Observe pathway Rule-in pathway

@ESc—
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European Society
of Cardiology

SCA ST- et anticoagulation

g ™

Patients with ACS and an indication for OAC

Default strate Strategy to reduce
il ischaemic risk®

9 months —--

ESC 2023 )



rome myopéricardique inflammatoire (IMPS): regroupe les péricardites et les myocardites (nouvelle dénomination ESC)

IMPS

If diagnostic criteria for myocar

Péricardite aigue
(ESC 2025)

Possible Clinical presentation” with 1 additional criterion

- Etiologie virale = la plus fréguente (mais nombreuses étiologies), sujet jeune en général
. Episode viral précédant la péricardite (angine gastro_entéritem) Unlikely/rejected Only clinical presentation” without additional criteria

x 2 b
- Clinique typique (douleur augmentée a I'inspiration profonde, majorée par le décubitus, intense, £adiiona critera beyond cyves! presentutons
soulagée par I'antéflexion)

Pericarditis

. L. , Clinical® Pericardial rubs
« ECG : Sus-ST diffus, concave vers le haut, absence de miroir, sous-décalage du PQ Evrs T T
° Biomarkers C-reactive protein elevation é
’ . .. . . . lm:lgmg‘1 New or worsening pericardial effusion 9
- Douleur péricarditique typique + 1 critére parmi : K Pericardial oedema andlor LGE (CMR findings) =
* Frottement péricardique a |'auscultation ;v;;p'wjma;iiﬁ;f:;j;ﬁ;;W'W;(;rdm;m"""""W“‘“‘e
. ECG : sus-ST difoS ou SOUS—PQ Bacterial: Mycobacterium tuberculosis (common, other bacterial

rare), Coxiella burnetii, Borrelia burgdorfers,rarely: Preumococcus spp.
Lz . . Meningococcus spp. Gonococcus spp, Streptococcus spp, Staphylococcus
» ETT : épanchement péricardique spp. Haemophius spp, Chlamycdiaspp, Mycoplasma spp, Legionells spp.

Leptospira spp. Listeria spp, Providencia stuarti.

° : Fun v re): Histoplasma spp (more likely In immunocompetent
patients), Aspergv/lus spp. Blastomyces spp, Candida spp (more likely in
immunocompromised host).

»  Fievre >38 °C; =
*  Symptdmes présents depuis plusieurs jours ou semaines ; B. Non
. Epanchement péricardique abondant (> 20 mm) ou tamponnade ; Systemic autoimmune and auto-inflammatory diseases (systemic lupus

Echinococcus spp, Toxoplasma spp

< Résistance au anti-inflammatoire (aspirine ou AINS) prescrit depuis 7 i s
. . , . , Horton disease, Takayasu disease, Behget sar 5\0(' mav
+  Patientimmunodéprimé ; Miterranean o, fammstory bogplfones sm‘é _
. Neoplastic g
»  Patient sous AVK ; Primary tumours (e ll per @é loa) \'\‘\
Secondary £ tumours gm SBove all 6 anc
(A

* Aprés un traumatisme thoracique ; [
*  Présence d’une myocardite associée.

\
- ETT: KA
- Recherche d’un épanchement péricardique, d’'une tamponnade goft ircion smiems. poserardowny sy
ercutaneous intervention, pacemaker lead insertion and radiofrequency

- TTT:

Dru ¢ are): Lupus-like syndrome (procainamide, hydralazine, |
.. . . N . isonlazid, drugs (often assocated witha
. dose anti-inflammatoire (3 semaines a 1 mois) rmy s perardopaty ) doroibicn. unorucn,
cytosine penicillins  as
H H Iypersensicvity pericardids with ecsmophxhn amiodarone, - methysergide.
© 4 0,5 mg x 2 (poids > 70 kg) ou 0,5 mg x 1 (poids < 70 kg) e S e it it e
thiazides, suep(cmy:m, thiouradik, sv.repmklr\aw p».lm\nosah:yh: acid, sulfa-
. et drugs. cyclosporine, bromocriptine, several vaccines, GM-CSF. anti-TNF
agents.
A A H Ott imon): Amyloidosis, aortic dissection, pulmonary arterial
‘ ContrOIe ETT a 1 mois hyper(ens\onznddwom(hearrfanure
. \ . . Otk on): congenital partial and complete absence of the
« Toujours penser a la , complication grave e

« Rechercher la myocardite associée (augmentation de troponine)
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ECG de péricardite aigue
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ECG swinging heart (= épanchement abondant)
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Myocardite aigue

« Continuum de la péricardite aigué, inflammation myocardique avec lyse myocardique
« 10a 20 cas pour 100000 habitants/an
«  Etiologies similaires a la péricardite (virale ++) + 2 étiologies a connaitre :

+ Induites par le vaccin anti-COVID-19 (rare)

- Induites par les biothérapies anticancéreuses (inhibiteurs check point : environ 1,1% des patients)
«  Symptdmes: 2 grands types de symptomes :

« Douleur thoracique péricardique

« Oudouleur de type SCA
- Episode viral précédant la myocardite tres fréquent (angine, gastro-entérite...)
- Gravité variable :

» Résolution spontanée

«  Choc cardiogénique (= myocardites fulminantes)

+  Mort subite

- Critére diagnostique de référence = biopsie myocardique (mais non réalisable a tous en pratique,
uniqguement pour les myocardites fulminantes)

- Biologie: Recommendations for the diagnosis and management

+ 72 des marqueurs de nécrose myocardique : troponine of pericarditis associated with myocarditis
»  Syndrome inflammatoire
- ECG . Recommendations Class® | Level® | Ref.©
. In cases of pericarditis with suspected
N 0rma| associated myocarditis, coronary
> Signes de péricardite angiography (according to clinical
. . presentation and risk factor assessment)
¢ Slgnes ECG mimant un SCA is recommended in order to rule out
- ETT: acute coronary syndromes
Cardiac magnetic resonance is
° Normal recommended for the confirmation of
- Trouble de la cinétique myocardial involvement
. - . . Hospitalization is recommended for
Altération de la FEVG (myocardites graves) diagnosts and monitoringi patients with
- IRM: myocardial involvement

Rest and avoidance of physical activity
beyond normal sedentary activities is

» Permet le diagnostic (en I'absence de biopsie myocardique)

M Rehaussement tardif recommended in non-athletes and
. athletes with myopericarditis for a
+  Traitement: period of 6 months
» Hospitalisation (surveillance télémétrée) Empirical anti-inflammatory therapies

(lowest efficacious doses) should be
considered to control chest pain

* Repos, arrét du sport (6 mois)
» Traitement de 'insuffisance si FEVG altérée
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Normal Rehaussement
paroi latérale
C
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Dyslipidémie

Risque CV en fonction des pays

@ Low risk Moderate risk @ High risk @ Very high risk
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Dyslipidémie (ESC 2021) . ——

+ v v
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Dyslipidémies
Prévention secondaire
(ESC2022)

Cible en prévention secondaire et
pour le tres haut risque

< 0,55 g/L

Les traitements
@ Statines

@ Ezetimibe
@ Anti-PCSK9 sioL>0.7g/1)

STEP 1® l

Intensified treatment based on:

¢ Residual |10-year CVD risk*
o Lifetime CVD risk and treatment benefit?

» Comorbidities, frailty
+ Patient preferences




Dyslipidémie (ESC 2025)

Prévention primaire SCORE2 et SCORE2-OP

European Society
of Cardiology

|@Esc

ISCORE2/SCORE2-OP <29%)

Treatment goal I+ SCORE2/SCORE2-OP 2% and <10% | _ _ _ _ _ _ __ _ _ _ _ _ _  ___________ |
for LDL-C : » Young patients (TTDM <35years; | . SCORE2/SCORE2-OP 210% and <20% I
I T2DM <50 y.ears) with DM duration | : Markedly elevated single risk factors, in particular |
1 <10years without other riskfactors || 7C>8 mmol/L (310 mg/dL) or LDL-C >49 mmol/L (190 mg/dL) I
<3.0 mmol/L Low or BP 2180/110 mmHg
Class lIb (<116 mg/dL) r:;k |- FH without other major risk factors :
4 |+ Moderate CKD (eGFR 30-59 mL/min/1.73 mz) I
= I. DM w/o target organ damage, with DM duration >10 years |
Class lla - I or other additional risk factor |
oo ————————— 1
. | « ASCVD (clinical/imaging) I
& ?SO%JEd‘th'O” | SCORE2/SCORE2-OP >20% |
rom pasefine | + FHwith ASCVD or with another major risk factor |
<1.8 mmol/L | + Severe CKD (eGFR <30 mL/min/1.73 mzl I
Class| p——r I - DM &target organ damage: =3 major risk factors; |
{ or early onset of TIDM of long duration (>20 years) |
[+ Patients with ASCVD who experience
recurrent vascular events while taking
Class I <1.4 mmol/L maximally tolerated statin-based therapy |
(<55mg/dL) « Patients with polyvascular (e.g. coronary |
_and peripheral) arterial disease |
<1.0 mmol/L
Class lib (<40mg/dL)
—J “a
@Class Ila for individuals in primary prevention with FH at very high risk CVRisk

W@ESC (Pens _/
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To reduce mortality - for all patients

Insuffisance cardiaque
(recommandations 2021) MRA

Type of HF HFrEF HFmrEF HFpEF - B - -
< 1 Symptoms + Signs* Symptoms + Signs® Symptoms + Signs® To reduce HF hospitalization/mortality - for selected patients
E LVEF <40% LVEF 41—-49%° LVEF >50%
E = = Obijective evidence of cardiac structural and/or functional 5 Vb T T
= abnormalities consistent with the presence of LV diastolic ﬁ
dysfunction/raised LV filling pressures, including raised natriuretic peptides® % =
SR with LBBB = 150 ms SR with LBBB [30—149 ms or non LBBB= 150 ms
- Insuffisance cardiaque : CREPD )
- AFEVG preservee (>50%) Ischaemic aetiology Non-ischaemic aetiology
- A FEVG altérée (<40%) ICD IcD )
- FEVG intermédiaire (« mid range ») : 41-49% (en cours de o o ’ . ) o
¢rial fbrillati trial fibrillati - "
Changement ->reco 2026) ial fibrillation ial fibrillation oronary artery disease ron deficiency
. . .. . Digoxin ) PVl ) CABG ) Ferric carboxymaltose )
- Diagnostic étiologique : s : s :
. . T . Aortic stenosi Mitral itati Heart rate SR>70 b, Black R ACE-I/ARNI intol
- Coronaropathie, Valvulopathie, idiopathique... e o R e
A , , TEE MV Repair ) Ivabradine )  Hydralazine/ISDN )
+ Roleclé de 'ETT \ : \ : -
« Traitements indispensables For selected advanced HF patients
- FEVG altérée:
< |EC ou ARAIl + Inhibiteur Néprilysine ( Sacubitril / valsartan = Entresto®) MCSas BTTBTC )  Long-term MCS as DT )

« Bétabloquants
» Antagoniste des récepteurs des minéralocorticoides (MRA)
» Gliflozines
- FEVG préservée :
+ Gliflozines
* Antagoniste des récepteurs des minéralocorticoides (MRA) (reco 2026)

« Penser ala resynchronisation cardiaque (BBG > 150 ms Muldi-professional disease management
et FEVG < 35%) et au DAI

To reduce HF hospitalization and improve QOL - for all patients

Exercise rehabilitation

| | ‘

Recommandations de classe 1
N —— @ESC




Rétrécissement aortique
(ESC 2025)

Aortic
. Stenosis
- (Narrow
Valve)

Les étiologies :
- Bicuspidie (sujet jeune)
« Post-RAA (rare) Aortic Stenosis

- Dégénératif ou maladie de Monckeberg (sujet agé, fréquent++)
Rétrécissement serré :

Vmax > 4 m / S - Onset of severe symptoms
« Gradient moyen > 40 mmHg
- Surface <1 cm? ou 0.6 cm¥m? ¥ —
- Symptomes =le tournantdela "] s s RIS
maladie : 1 o
« Insuffisance cardiaque (dyspnée) 201 ieiag
« Angor 0 -
0 10 20 30 40 50 60 70 80
* Syncope

Age (years)

Traitement (si symptomes et RA serré) :
+ RVA (biologique ou mécanique)
« Valve mécanique : durée — a vie / anticoagulants

- Valve biologique : durée de vie limitée / pas d’anticoagulants
- TAVI

 Age>70ans
« Haut risque chirurgical (Euroscore Il ou STS score > 8%)

Patient with suspected AS

!

Vmax =4 m/s and mean PG 240 mmHg

7

?

AVA <1 cm?

( (AVAI <0.6 cm?/m?)

? T

Non-severe AS 2

Exclude measurement errorsa

|

(—D SVi <35 mL/m?

7 ;

Normal flow
low-gradient AS
(severe AS less likely)c

—

v

i

AVCS
>1200 AU (female)
>2000 AU (male)

[}

LVEF =250%

@

v v
Integrated

Severe AS assessmentf

DSE with flow reserved and AVA <1 cm?

AVCS >1200 AU (female) >2000 AU (male)

[

? !

i
v

¥

AVA <1 cm?
(AVAI <0.6 cm?/m?)

T

¥y—

Reversible
high flowb

[
4

!

Reassess under
normal flow

—
?

—®—

and/ore —®—

!

DSE with flow reserved
and AVA >1cm?

v

Pseudo-severe AS Severe AS

@ESC @EL\CTS/



Rétrécissement aortique et chirurgie

Age (years)

Ross
procedure

Limitations Technical complexity OAC (embolic/haemorrhagic risk) Limited durability

- @ESC @EACTS—



Hypertrophie ventriculaire gauche
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Insuffisance mitrale
(ESC 2025)

Etiologie : (fréquent++), post-RAA, ischémique,

post-El

IM chronique versus aigue (rupture de cordage, rupture
de pilier)

Examen clé = ETT

Classification de I'lM : petite < modérée < moyenne <
importante (SOR >40 mm2 ; VR =2 60 mL)

- Dilatation VG et FEVG
- PAPS (HTAP)
- Taille de l'oreillette (dilatation de I'OG -> FA)

Traitement :
- Meédical : vasodilateurs (IEC) et diurétiques

- CHIRURGIE si IM importantes et symptomes ou altération FEVG
et/ou dilatation VG
 Plastie mitrale ++ / RVM biologique ou mécanique
* |IM aigué => Chirurgie en urgence
 Possibilité du MitraClip (TEER)

F@—o Symptoms

LVEF <60% or LV dilatation —
(LVESD =40 mm or LVESDi =20 mm/m?) - \

|
N

®

Presence of at least 3 of the following:

- AF

» SPAP at rest >50 mmHg

+ LAVI 260 mL/m? or diameter 255 mm

- Concomitant secondary TR >moderate

7
N

¥

AF or

SPAP at rest >50 mmHg O_W
{ !
u z

\l}

Significant LA dilatation
(LAVI 260 mL/m?*or diameter =55 mm)
and high likelihood of durable repair

f /
N "

T I ! !

O

Patient with severe primary mitral regurgitation

High surgical risk according
to the Heart Team

j!_ i
Y
A
+
Anatomical suitability
for TEER®
Y &

v v v

TMVI
if feasible
| |
Surdical MV surgery MV surgery High risk
Watchful MVrge air (preferably (preferably TEER surgery in
waiting (CIassFTIa) repair) repair) (Class Ila) selected
(Class Ila) (Class 1) patients
Medical
treatment

@Esc @EeACTsS




Insuffisance aortique
(ESC 2025)

» Dystrophique

« Secondaire a une El
« Bicuspidie aortique
+ Rhumatismale

» Dissection aortique
+ Endocardite infectieuse

Symptomes : dyspnée d’effort (NYHA), angor d’effort et parfois de repos
(fonctionnel), insuffisance cardiaque (rare et tardive, de mauvais pronostic)

Examen clé :
- ETT (mécanisme, quantification, retentissement FEVG et diametre VG)
« Toujours rechercher une dilatation de I'aorte ascendante associée (bicuspidie, Marfan...)

Le pronostic est sévere des que les symptdmes apparaissent...

Traitement médical : vasodilateurs (IEC) et traitement de I'insuffisance
cardiaque

IA aigue importante : chirurgie immédiate
IA chronique : chirurgie si : Symptomes + Diamétre VG > 50 mm (en systole) ou
FEVG < 50% ou dilatation de I'aorte ascendante > 55 mm.

Chirurgie : RVA, Bentall (RVA + tube aortique + Réimplantation coronaires),
Tirone David (Tube aortique + réimplantation coronaires sans valve)

Patient with AR
(—o Significant aortic root enlargement?2 —
N Y
b 7
— Severe AR (—c Significant AR
® “’ :
N Y
’ T !
VSARR Good tissue quality
— Team expertise
Young patient D_W
Symptoms o ? Y
v
Bentall VSARR
and AV repair
®
Eligible for surgery? o & N
7
Y
LVEF <50% or l
LVESD>50 mm % —| AV SIUfgerY
orLVESDi >25 mm/m? (Class)
Ql‘;
LVEF <55% or
LVESDi >22 mm/m?
or LVESVi >45 mL/m?
/—@/—j _
Good tissue quality
pz\cléggg)y =  Team expertise
Young patient
N m
| | ‘,
AV repair TAVI
Follow-up SAVR (Class lla) (Class llb)

@esc @EeacTs




Pour les valvulopathies, la prise en charge est simple !

- On opere :

* Les valvulopathies séveres :
* RA ou RM serré
* |A ou IM sévere (grade 4)

« Symptomatiques :
* Insuffisance cardiaque
- Angor (RA, IA)
* Troubles du rythme

 Et / ou entrainant un retentissement sur la fonction cardiaque :

* Altération de la FEVG
- Et / ou dilatation ventriculaire gauche

« On opeére les valvulopathie SEVERES et SYMPTOMATIQUES (et/ou avec retentissement VG)




|.Blood cultues positive for |IE

Endocardite infectieuse il e e i £ 1 e o

+ Viridans streptococci, Streptococcus gallolyticus (Streptococcus
bovis), HACEK group, Staphylococcus aureus; or

+ Community-acquired enterococci, in the absence of a primary
focus; or

Bactéries : staphylocoques et streptocoques b. Microorgansms consistent with IE from persistenty posicve blood

cultures:

m aj O rita i re m e nt + =1 positive blood cultures of blood samples drawn =12 h apartor

* All of 3 or a majority of 24 separate cultures of blood (with first

and last samples drawn =1 h apart); or

Hémocu Itu res +++ (pOSitiveS da ns 90% des CaS) c. Single positive blood culture for Coxiella burnetii or phase | IgG

antibody titre >1:800

Maladie systémique 2 Imaging positve for [E

a. Echocardiogram positive for IE:

° . +Vegetation;
e D ia g nNo St IC : Pathological criteria *Abscess, pseudoaneurysm, intracardiac fistula;
* Microorganisms demonstrated by culture or on histological *Valvular perforation or aneurysm;
‘2 inati i i i * New partial dehiscence of prosthetic valve.

° H emocu Itu res :-,x,-_a::::;;:: a:fsze::gs:t::il:-,t; ::getauon fhac has embolzed, or an b. Ahnorrﬁ:l-t:cti\rity around 'dfe site of prosthetic valve implantation
* Pathological lesions; vegetation or intracardiac abscess confirmed by detected by "*F-FDG PET/CT (only if the prosthesis was implanted

« ETO histological examination showing active endocarditis for >3 months) or radiolabelled leukocytes SPECT/CT.
Clinical criteria c. Definite paravalvular lesions by cardiac CT.

BI Ia N d eXte nS I O N . * | major criterion and 3 minor criteria; or

« & minor criteria |. Predisposition such as predisposing heart condition, or injection

drug use.
[ ]
Scan TAP + crane T e ———
* | major criterion and | minor criterion; or 3. Vascular phenomena (including those detected by imaging only):

Re C h erc h e et t ra ite me nt d e | a * 3 minor criteria major arterial emboli, septic pulmonary infarcts, infectious (mycotic)

aneurysm, intracranial haemorrhage, conjunctival haemorrhages, and

po rte d’e nt rée + Firm alternate diagnosis; or Janeway’s IElSi':'"S' B . )
» Resolution of symptoms suggesting IE with antibiotic therapy for 4. Immunological phenomena: glomerulonephritis, Osler’s nodes, Roth's

<4 days; or

* No pathological evidence of IE at surgery or autopsy, with antibiotic
therapy for <4 days; or

* Does not meet criteria for possible IE, as above

spots, and rheumatoid factor.

5. Microbiological evidence: positive blood culture but does not meet
a major criterion as noted above or serological evidence of active
infection with organism consistent with |E.




Endocardite infectieuse

 Antibiothérapie :
- Streptocoque :

< Amoxicilline ou Ceftriaxone +/- gentamicine (4 semaines si valve native, 6
semaines si prothese)

- Staphylocoque Méti-S :

¢ Cloxacilline ou Cefazoline (+ Rifampicine 6 semaines et Gentamicine 2 semaines
si prothese)

- Staphylocoque Méti-R :
» Vancomycine (+ Rifampicine 6 semaines et Gentamicine 2 semaines si prothese)
- Durée : 4 a 6 semaines si valve native et 6 semaines si prothése (possibilité
de traitement + court de 2 semaines si streptocoque sur valve native, sans
complication)
 Chirurgiesi :
. @ Insuffisance cardiaque non contrélée par TTT médicale
. @ Syndrome infectieux non contrélé
. @ Risque embolique si taille importante de la végétation (> 15 mm)
« El fungique

Traitements empiriques

(avant identification du germe)

Recommendation Table 10 — Recommendations for
antibiotic regimens for initial empirical treatment of in-
fective endocarditis (before pathogen identification)*

Recommendations Class® Level®

In patients with community-acquired NVE or late
PVE (=12 months post-surgery), ampicillin in
combination with ceftriaxone or with (flu)cloxacillin
and gentamicin should be considered using the

following doses:>*

Adult antibiotic dosage and route

Ampicillin 12 g/day i.v. in 4-6 doses
Ceftriaxone 4 g/day iv. or im. in 2 doses
(Flu)cloxacillin 12 g/day iv. in 4-6 doses

lla C
Gentamicin® 3 mg/kg/day iv. or i.m. in 1 dose
Paediatric antibiotic dosage and route
Ampicillin 300 mg/kg/day iv. in 4-6 equally
divided doses
Ceftriaxone 100 mglkg iv. or im. in 1 dose
(Flu)cloxacillin 200-300 mg/kg/day iv. in 4-6
equally divided doses
Gentamicin® 3 mg/kg/day iv. or i.m. in 3 equally
divided doses
In patients with early PVE (<12 months
post-surgery) or nosocomial and non-nosocomial
healthcare-associated IE, vancomycin or daptomycin
combined with gentamicin and rifampin may be
considered using the following doses:**
Adult antibiotic dosage and route
Vancomycin® 30 mg/kg/day iv. in 2 doses
Daptomycin 10 mg/kg/day iv. in 1 dose
Gentamicin® 3 mg/kg/day iv. or im. in 1 dose c
Rifampin 900-1200 mg i.v. or orally in 2 or
3 doses
Paediatric antibiotic dosage and route

Vancomycin® 40 mg/kg/day iv. in 2-3 equally
divided doses

Gentamicin® 3 mg/kg/day iv. orim. in 3 equally
divided doses

Rifampin 20 mg/kg/day iv. or orally in 3
equally divided doses




Recommendations Class® Level®

Endocardite infectieuse e ST

individuals at high and intermediate risk for IE.

Antibiotic prophylaxis is recommended in patients
. . with previous IE.*7#4%¢
° A ntl b 10 p ro p hyl axie : Antibiotic prophylaxis is recommended in patients

with surgically implanted prosthetic valves and with

C

. V4 ° C
- U nlquement pour les prOCEdures dentaires (avec atteinte de la any material used for surgical cardiac valve
gencive) repair. 757-%
« AMOXICILLINE 2 g PO 30-60 min avant la procédure Antibiotic prophylaxis is recommended in patients
with transcatheter implanted aortic and pulmonary C
. . 91-94
¢ Ou AZITHROMYCINE 500 mg PO si allergie valvular prostheses.
Antibiotic prophylaxis is recommended in patients
Table 6 Prophylactic antibiotic regime for high-risk
dental procedures with untreated cyanotic CHD, and patients treated
with surgery or transcatheter procedures with
Situation Antibiotic Single-dose 30-60 min . e .
S [ post-operative palliative shunts, conduits, or other c
prostheses. After surgical repair, in the absence of
Adults Children residual defects or valve prostheses, antibiotic
No allergy to Amaoxicillin 2 g orally 50 mg/kg orally proph}rlaxis is recommended Dﬂly' for the first &
penicillin or Ampicillin 2gim. 50 mg/kg iv. or im. months after the pmcedum.s‘q'w"m
icilli iv.
e , o o Antibiotic prophylaxis is recommended in patients
Cefazolin or 1gim. 50 mg/kg iv. or i.m. C
ceftriaxone oF iv. with ventricular assist devices.'"*
Allergy to Cephalexin®® 2 g orally 50 mglkg orally Antibictic prophylaxis should be considered in
penicillin or Azithromycin or 500 mg 15 mg/kg orally patients with transcatheter mitral and tricuspid valve lla C
ampicillin clarithromycin orally . 95
: repair.
Doxycycline 100 mg <45 kg, 2.2 mglkg
orally orally Antibiotic prophylaxis may be considered in c
>45 kg, 100 mg recipients of heart transplant.’®~"%" E
& =
orally & Antibiotic prophylaxis is not recommended in other Q
Cefazolin or 1gim. 50 mg/kgiv.orim. Y ) ) 11.51 C i}
ceftriaxone® or iv. S patients at low risk for IE. )




HAS @9

HAUTE AUTORITE DE SANTE rangais

atiypertiniin irinate

Moyenne des valeurs de PA en automesure tensionnelle
(AMT) ou en mesure ambulatoire de la PA (MAPA) (diurne)
correspondant a une HTA

» PAS 2135 mmHg ou PAD 2 85 mmHg

Cibles tensionnelles a 6 mois

+ PAdiurne en AMT ou en MAPA <135/85 mmHg
* PA <140/90 mmHg

Septembre 2016
CHEZ TOUS LES PATIENTS
9 SURVEILLANCE REGULIERE DE LA PA )

‘ Découverte d'une PA 2 140/90 persistante dans le temps
o

I
v
|

L Confirmation de I'HTA par AMT ou MAPA

|
v
|

Bilan clinique et paraclinique

I
v
1

‘ Consultation d'annonce : information du patient/
adhésion du patient |

PRISE EN CHARGE DE LHYPERTENSION ARTERIELLE DE LADULTE, HORS GROSSESSE

Avis spécialisé en cas de -

* HTA sévere (PAS > 180 ou PAD > 110 mmHg) demblée

* HTA avant I3ge de 30 ans

* HTA avec hypokaliémie

= Autres situations cliniques évocatrices d'une HTA secondaire

* Recherche facteurs de risque cardio-vasculaire associés
« Recherche hypotension orthostatique
« Rechercher HTA compliquée ou secondaire

* Risques |

+ Bénéfices de la prise en charge

ies a 'HTA

* Plusde 80 ans:
- PAS <150 mmHg
- PAS diurne en AMT ou en MAPA <145 mmHg

INSTAURER DES MESURES HYGIENO-DIETETIQUES

)

mnlrﬁv

Surveillance selon plan de soins

Le bilan paraclinique initial comporte :

Plan de soins de 0 a 6 mois

+ Consultation mensuelle jusqu'a l'obtention des chiffres cibles
* Mesurer la PA (AMT ou MAPA)

« Rappeler les mesures hygiéno-diététiques

« Expliquer les difficultés de prises quotidiennes

« Vérifier l'adhésion du patient

« Evaluer la tolérance et l'efficacité de la prise en charge

sodium et potassium plasmatiques ;
créatinine plasmatique avec estimation du débit de filtration glomérulaire’
glycémie a jeun ;
exploration d’'une anomalie lipidique a jeun ;
recherche d'une protéinurie quelle que soit la méthode ;
Plan de soins aprés 6 mois
ECG de repos. » Consultation tous les 3 4 6 mois
* Mesurer la PA (AMT ou MAPA)
* Rappeler les mesures hygiéno-diététiques
* Expliquer les difficultés de prises quotidiennes
« \érifier l'adhésion du patient
* Contréle biologigue (tous les 13 2 ans) et ECG (tous les 3 5 ans)
+ Evaluer la tolérance et I'efficacité de la prise en charge
« Evaluer le risque dinteractions médicamenteuses
« Adapter les posologies médicamenteuses si besoin

Bilan a connaitre par coeur

Reéduire :

= sédentarité - surpoids

* consommation dalcool et de tabac
» aliments gras, salés et sucrés

* [EC* ou ARA2** ou inhibiteur calcique ou diurétique thiazidique
» Bétabloguant en second choix

« De préférence en monoprise

« Prescription en DCI : éviter changement de marque

* Association de 2 classes parmi: IEC ou ARAZ,
inhibiteur calcique, diurétique thiazidigue

_/

PA nor
mnmlee

—»
Mesure de la PA mensuelle (AMT ou MAPA) jusqu'au contréle de la PA + surveillance selon plan de soins
e
PAnen
contralée
PA\ Débuter une monothérapie
— . —»
contrdlée Mesure de la PA (AMT ou MAPA) + surveillance selon plan de soins
N
PA
:untralee
PA Débuter une bithérapie
contrélée Mesure de la PA (AMT ou MAPA) + surveillance selon plan de soins
N \_
PAnor
contralee
- ) Gl
PA Débuter une trithérapie
Ti'a":"“ Mesure de la PA (AMT ou MAPA) + surveillance selon plan de soins

* |EC ou ARAZ + diurétique thiazidique + inhibiteur calcique

malgré une trithérapie
Rechercher la cause de IHTA

Cibles tensionnelles NON atteintes a 6 mois

_'

* Inhibiteur de ['enzyme de conversion
** Antagoniste des récepteurs d




H TA (recommandations 2024)
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Table 5 Comparison of office, home, and ambulatory blood pressure measurement thresholds for elevated blood

pressure and hypertension

Office BP Home BP Daytime ABPM
(mmHg)* (mmHg) (mmHg)
Reference
Non-elevated BP <120/70 <120/70 <120/70
Elevated BP 120/70-<140/90 120/70—<135/85 120/70—<135/85
Hypertension >140/90 >135/85 >135/85

ABPM, ambulatory blood pressure monitoring; BP, blood pressure.

24 h ABPM
(mmHg)

<115/65
115/65-<130/80
>130/80

Night-time
ABPM (mmHg)

<110/60
110/60-<120/70
=120/70

*The BP thresholds provided assume that a standardized approach to office BP measurement is performed (Figure 3). However, evidence indicates that office BP measurement in routine
clinical settings is often not done using a standardized approach and, in this case, the routine office BP value may be 5-10 mmHg higher than it would have been if measured using the

recommended standardized approach.t"r‘“

Figure 6 Blood pressure categories. ABPM, ambulatory blood pressure monitoring; BP, blood pressure; DBP, diastolic blood pressure; HBPM, home
blood pressure monitoring; SBP, systolic blood pressure. We note that the respective non-daytime ABPM thresholds for elevated BP and hypertension

© ESC 2024

e

Non-elevated
blood pressure

Office BP

SBP <120 mmHg
and
DBP <70 mmHg

HBPM

SBP <120 mmHg
and
DBP <70 mmHg

ABPM

Daytime SBP <120 mmHg
and
Daytime DBP <70 mmHg

Insufficient evidence confirming

the efficacy and safety of BP
pharmacological treatment

Blood pressure classification

Elevated
blood pressure

Office BP

SBP 120139 mmHg
or
DBP 70-89 mmHg

HBPM

SBP 120-134 mmHg
or
DBP 70-84 mmHg

ABPM

Daytime SBP 120-134 mmHg
or
Daytime DBP 70-84 mmHg

Risk stratify to identify
individuals with high
cardiovascular risk for BP
pharmacological treatment

Hypertension

Office BP

SBP =140 mmHg
or
DBP 290 mmHg

HBPM

SBP =135 mmHg
or
DBP =85 mmHg

ABPM

Daytime SBP =135 mmHg
or
Daytime DBP =85 mmHg

Cardiovascular risk is
sufficiently high to merit
BP pharmacological
treatment initiation

The diagnosis of hypertension and elevated BP requires confirmation using out-of-office
measurements (HBPM or ABPM) or at least one additional subsequent office measurement

diagnosis are listed in Section 5 (Table 5).

@ESC—
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Screening for hypertension by office BP

]
| I I }

Non-elevated BP Elevated BP Hypertension Hypertension
<120/70 120-139/70-89 140-159/90-99 160—179/100-109
mmHg mmHg mmHg mmHg
High CVD risk conditions
or
SCORE2/SCORE2-OP =10%
or
SCORE2/SCORE2-OP 5% — <10%
+ risk modifiers
v
240 years?
? T ? T
T T !

Opportunistic  Opportunistic

BP screening BP screening preferably with either preferably with either
at least every at least home or ambulatory home or ambulatory
3 years every year BP measurements BP measurements
(Class lla) (Class lla) (Class I) (Class I)

}

Hypertension
=180/110
mmHg

hypertensive

emergency
(Class 1)

W@ESC—

AInitial monotherapy preferred
* Elevated BP category (120/70—139/89 mmHg)
* Moderate-to-severe frailty
* Symptomatic orthostatic hypotension
* Age >85 years

combination® therapy
ACEi or ARBs / CCBs / Diuretics

(Class )
FU at least every year <@ —e BP controlled after 1-3 months
Y — (assessment at | month preferred if possible)
?

combination therapy
ACEi or ARBs / CCBs / Diuretics
(Class )

I

. BP controlled after -3 months
(assessment at | month preferred if possible)

?

®

FU at least every year

combination therapy
ACEi or ARBs / CCBs / Diuretics
(Class )

I

FU at least every vear 4 ¥ BP controlled after 1-3 months
Yy ~ (assessment at | month preferred if possible)

t

@

Apparent resistant hypertension

Test for adherence
(Class lla)

Refer to hypertension clinic
(Class lla)

Add spironolactone

(Class Ila)

See section on management of resistant
hypertension for further steps as needed

if compelling indications

(angina, post-myocardial

infarction, systolic heart failure,

or heart rate control)
(Class )

@Esc—
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Figure 20 Systolic blood pressure categories and treatment target range. BP, blood pressure; SBP, systolic blood pressure.

SBP target range
120-129 mmHg
(Class 1)

SBP 120 mmHg
is the optimal
point in this

range if tolerated

(<120 mmHg)

Elevated SBP
~ (120-139 mmHg)

--------------------

Assess for symptoms

1
1
. or signs of hypotension ;

---------------------

Target SBP as low as
reasonably achievable
(preferably <140)
if 120129 mmHg
target not tolerated
or in these settings:

—»

-
’

]

)

'
\

Pre-treatment
symptomatic
orthostatic
hypotension and/or
age >85 years
(Class lla)

~ Clinically significant

moderate-to-severe
frailty at any age
and/or limited
predicted lifespan
(<3 years)
(Class lIb)

_________________

Exclude hypertensive \;

emergency




Table 5 The revised Geneva clinical prediction rule for
pulmonary embolism

Embolie pulmonaire

+ Incidence : entre 40 et 120 pour 100000 habitants / an

» Facteurs de risque majeurs :
- Fracture membre inférieur
- Hospitalisation pour insuffisance cardiaque |
- Prothése totale de genou ou hanche ;
«  Traumatisme majeur '
« Infarctus du myocarde (dans les 3 mois) ‘

@ESC

European Society

- Antécédent d’EP / TVP of Cardiology
-. .Lésion de la moelle épiniere 2019
« Clinique :
. (douleur pleurale a type de point de coté)
. (brutale ou plus progressive)
. (rare)
« Score de probabilité (score de Genéve ou score de Wells)
- ECG:

+ Tachycardie sinusale (parfois FA)
- Déviation axiale droite
- BBD

+ Ondes T négatives dans le précordium droit (ischémie fonctionnelle du VD)

- 51Q3: historique, non spécifique, peu informatif
- Biologie : D-dimeres — Valeur prédictive négative
» Imagerie:
« Score de risque : score de PESI

- EP grave = de haut risque (thrombolyse)
« ACR

¢ PAs<90 mmHgou ™ = 40 mmHg de la PAs (pendant plus de 15 min) ou recours a des amines

« TTT anticoagulant de I'EP :

. en 1% intention (Rivaroxaban, Apixaban,...)
. comme alternative (en 1¢ intention si SAPL ou insuffisance rénale)

» Arrét a 3 mois si 1° épisode d’EP associé a un facteur de risque majeur et transitoire

Items

Previous PE or DVT
Heart rate
75—94 b.p.m.
>95 b.p.m.

Surgery or fracture within the

past month
Haemoptysis

Active cancer

Unilateral lower-limb pain

Pain on lower-limb deep venous

palpation and unilateral oedema

Age >65 years
Clinical probability
Three-level score
Low
Intermediate
High
Two-level score
PE-unlikely
PE-likely

bp.m. = beats per minute; DVT = deep vein thrombosis; PE = pulmonary

embolism.

Clinical decision rule points

Original
version®'
3

=

0-3
4-10
>11

Simplified
version®’
1

EE P = =

0—1
2-4
>5

0-2
>3

@ESC 2019

Table 7 Original and simplified Pulmonary Embolism

Severity Index

Parameter
Age

Male sex

Cancer

Chronic heart
failure

Chronic pulmonary
disease

Pulse rate >110
b.p.m.

Systolic BP <100
mmHg

Respiratory rate
>30 breaths per
min

Temperature
<36°C

Altered mental
status

Arterial oxyhaemo-
globin saturation
<90%

Original
version?2®

Agein years

+10 points
+30 points
+10 points

+10 points

+20 points

+30 points

+20 points

+20 points

+60 points

+20 points

Risk strata®

Class I: <65 points

very low 30 day mor-
tality risk (0—1.6%)

Class Il: 66—85
points

low mortality risk
(1.7-3.5%)

Class 11l: 86— 105
points

moderate mortality
risk (3.2—7.1%)

Class IV: 106 —125
points

high mortality risk
(4.0—11.4%)

Class V: >125
points

very high mortality
risk (10.0—24.5%)

Simplified
version???

1 point (if age >80
years)

1 point

1 point

1 point

1 point

1 point

0 points = 30 day
mortality risk 1.0%
(95% C10.0—-2.1%)

>1 point(s) = 30
day mortality risk
10.9% (95% Cl
85-13.2%)

BP = blood pressure; b.p.m. = beats per minute; Cl = confidence interval.
“Based on the sum of points.

©ESC 2019



ECG - embolie pulmonaire
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Embolie pulmonaire
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Suspected PE in a patient with haemodynamic instability2

( Bedside TTEP )

v

[ RV dysfunction?® )

No Yes

v

CTPA immediately available
and feasible?

[ 1
Nod Yes

Positive Negative

‘, |

(

Search for other causes of
shock or instability

Ly Treatment of Search for other causes of
high-risk PE? shock or instability

©ESC 2019

Suspected PE in a patient without haemodynamic instability2

Assess clinical probability of PE

Clinical judgement or prediction ruleb

. v

High clinical probability
or PE likely

Low or intermediate clinical probability,
or PE unlikely

v v

Negative Positive

. ! v .

No PE PE confirmed? No PE PE confirmed?

o . .

No treatment®
or investigate
further®

[ No treatment® j [ Treatment® j

Treatment®

©ESC 2019



Embolie pulmonaire

Early mortality risk Indicators of risk
Haemodynamic Clinical parameters RV dysfunction on Elevated cardiac
instability® of PE severity and/ TTE or CTPAb troponin levels©

or comorbidity:
PESI class IlI-V or
sPESI =I

Intermediate _ _ _ _ _

Intermediate—low One (or none) positive

©ESC 2019
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PATIENT WITH ACUTE PE }

/

Anticoagulate

!

HAEMODYNAMIC INSTABILITY?

CHECK @ and ©:

Distinguish low- from intermediate-risk PEP J

Ve

@ CLINICAL SIGNS OF PE SEVERITY, ® RV DYSFUNCTION

OR SERIOUS COMOREBIDITY? ONTTE OR CTPA?®
Yes: > PESI Class lll-IV or sPESI =€
HIGH RISK*? > Alternatively: 21 Hestia criterion of PE

severity or comorbidity fulfilled?

.
@ or © present Neither @ nor @ present:
LOW RISK"

A

y

[ Perform troponin testf 17

Troponin positive

+ RV dysfunction:
INTERMEDIATE-
HIGH RISK®

Reperfusion
treatment

haemodynamic
support

Troponin negative:

b

HOSPITALIZE

No other reasons for
hospitalization?®
Family or social support?s
Easy access to medical care?

>| not true Yes, all true

EARLY DISCHARGE
HOME TREATMENT

©ESC 2019



Arréet cardiocirculatoire

2 type d’ACR :
« Asystolie
. EP
* AVC (hémorragique)
* Intoxication

« Trouble du rythme ventriculaire (chocable) (FV, TV)

 |IDM
* |ntoxication

A : « Airway » (maintien des voies aériennes libres)
B : « Breathing » (assistance respiratoire)

C : « Circulation » (maintenir une circulation)

D : « Defibrillation » (si le rythme initial est une tachycardie ou une fibrillation ventriculaire) et « Drogues »

Massage cardiaque externe :
« 100-120/min

A

« Compressions de 4 a5 cm d’amplitude

« 30/2
CEE si rythme chocable

Adrénaline 1 mg toutes les 3 a 5 minutes :

- Immédiatement si asystolie
« Apres le 3¢me choc si FV




Dissection aortique

 Urgence diagnostic et thérapeutique
- HTA ancienne, syndrome de Marfan, maladie de Turner

- Douleur thoracique aigué, prolongée, intense, a type de déchirement, irradiant dans
le dos, migratrice, descendant vers les lombes. Déficit neurologique parfois associé.

- ECG normal ou SCA si la dissection aortique a |ésé une artere coronaire.
« ANGIOSCANNER THORACIQUE ou ETO

« Contrble tensionnel en urgence :
 Bétabloquants IV ou IVSE (1 intention) (ex : Esmolol)
« Inhibiteurs calciques IVSE (28™e intension)

- Chirurgie en urgence : Type 1 ou 2 / Stanford A
- Bentall, Tyrone David ou tube droit ' "




Dissection aortique

Angioscanner thoracique




AUTRES ECG A CONNAITRE




e
Les ECG a 'ECN(i) EDN...

CPC 5%

Péricardite 3%

D
Tachycarda SCA ou sequelle IDM

. . 3% 19%
jonctionnelle
3%
Amylose
3%
EP
3%
Paralysie sinusale
2%
Hyperkaliémie
5%
FA
19%

Bloc bi/trifasciculaire
8%

BAV
16%



Troubles du rythme et de la conduction — BAV complet
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Troubles du rythme et de la conduction — BAV 2 Mobitz 2
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Bloc bi-fasciculaire (BBD + HBAG)

als puc =
Sans 4
Ui
aEEEE

H ==
aV

\ 282 i —
aVL 5
aVE o Vi
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Dysfonction sinusale
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Tachycardie jonctionnelle




Tachycardie jonctionnelle - Striadyne




Tachycardie ventriculaire
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Signe des oreilles de lapin
R>R’ (contrairement au BBD)

Tachycardie ventriculaire Complexe de fusion
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Troubles ioniques

Hyperkaliémie menacante

Referred by: Confirmed By: EKG DEF. MENT

Test ind:

Hypokaliémie
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Amylose cardiaque — Insuffisance cardiaque, HVG a I'ETT
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Bon courage !!!
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