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[Abstract] In 2023, the European Society of Cardiology (ESC) published guidelines for the management of acute
coronary syndromes (ACS), which are based on the 2017 ESC Guidelines for the management of acute myocardial
infarction in patients presenting with ST-segment elevation and the 2020 ESC Guidelines for the management of acute
coronary syndromes in patients presenting without persistent ST-segment elevation. Combined with the latest
evidence—based medical evidence in this field, a comprehensive and systematic management strategy for ACS disease
spectrum is presented for the first time. In this paper, the key content updates of the guidelines are interpreted one by
one in order to understand the guidelines deeply and guide clinical practice.
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