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SCA ST Dosage ultrasensible dettaponine

'Recommendations

It is recommended to measure cardiac troponins with sensitive or high-
sensitivity assays and obtain the results within 60 min.

A rapid rule-out protocol at Oh and 3h is recommended if high-
sensitivity cardiac troponin tests are available.

A rapid rule-out and rule-in protocol at Oh and 1h is recommended if a
high-sensitivity cardiac troponin test with a validated Oh/1h algorithm is
available. Additional testing after 3-6h is indicated if the first two
troponin measurements are not conclusive and the clinical condition is
still suggestive of ACS.

ACS = acute coronary syndromes.
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SCA ST Dosage ultrasensible dettaponine

Compared with standard cardiac troponin assays, high-sensitivity assays:

« Have higher negative predictive value for acute myocardial infarction (MI).

* Reduce the “troponin-blind” interval leading to earlier detection of acute MI.

« Result in a ~4% absolute and ~20% relative increase in the detection of type 1 MI
and a corresponding decrease in the diagnosis of unstable angina.

» Are associated with a 2-fold increase in the detection of type 2 MI.

Levels of high-sensitivity cardiac tropomn should be interpreted as
quantitative markers of cardiomyocyte damage (i.e. the higher the level,
the greater the likelihood of MI):

» Elevations beyond 5-fold the upper reference limit have high (>90%) positive
predictive value for acute type 1 MI.

« Elevations up to 3-fold the upper reference limit have only limited (50-60%) positive
predictive value for acute MI and may be associated with a broad spectrum of
conditions.

« Itis common to detect circulating levels of cardiac troponin in healthy individuals.

Rising and/or falling cardiac troponin levels differentiate acute from chronic
cardiomyocyte damage (the more pronounced the change, the higher the
likelihood of acute MI).

European Heart Journal 2016;37:267-315 - doi: 10.1093/ewheartj/ehv320 SOCIETY OF
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Oh/3h diagnostic algorithm using high-sensitivity
cardiac troponin (hs-cTnh) assays
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GRACE = Global Registry of Acute Coronary Events score; hs-cTn = high sensitivity cardiac troponin;
ULN = upper limit of normal, 99% percentile of healthy controls.

2A change, dependant on assay, Highly abnorm al hs Tn defines values beyond 5-fold the upper limit of normal.
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MINOCA Myocardialinfarctionwith

Non Obstructive€CoronaryArteries

Diagnostic criteria for myocardial infarction ~ @ESC

European Society

with non-obstructive coronary arteries oty
IDM de type II: 314%des STEM

(1) Universal AMI criteria.

(2) Non-obstructive coronary arteries on angiography, defined as no
coronary artery stenosis 250% in any potential IRA.

(3) No clinically overt specific cause for the acute presentation.
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Diagnostic test flow chart in MINOCA (continued)

SUSPECTED DIAGNOSIS AND FURTHER DIAGNOSTIC TESTS
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SCA ST+ : Diagnostic

Recommendations | Class | Level |

J12-lead ECG recording and interpretation is indicated as soon as possible at the
point of FMC, with a maximum target delay of 10 min.

ECG monitoring with defibrillator capacity is indicated as soon as possible in all
patients with suspected STEMI.

The use of additional posterior chest wall leads (V7-V,) in patients with high
suspicion of posterior myocardial infarction (circumtlex occlusion) should be lla

considered.

The use qof additional right precordial leads (VR and V,R) in patients with
inferior myocardial infarction should be considered to identify concomitant RV lla
infarction.

Routine blood sampling for serum markers is indicated as soon as possible in
the acute phase but should not delay reperfusion treatment.

www.escardio.orgfguidelines 2017 ESC Guidelines forthe Managemantof AMFSTEMI (Europaan Heart Journal 2017 - doi:10.1093faurh eartjfehx(95)



SCA ST+ : Diagnostic

Isolated posterior myocardial infarction

Isolated ST depression 20.5 mm in leads V,-V, and ST-segment elevation (20.5 mm)
inposterior chest wall leads V-V,

Ischaemia due to left main coronary artery occlusion or multivessel disease

ST depression 21 mm in eight or more surface leads, coupled with ST-segment
elevationin aVR and/or V,, suggests left main-, or left main equivalent- coronary
obstruction, or severe three vessel ischaemia.

www.escardio.orgfguidelines 2017 ESC Guidelinas forthe Managemantof AMFSTEMI (Europaan Heart Journal 2017 - doi:10.1093faurh eartjfehx(95)



SCA ST+ : Diagnostic Initial

Bundle branch block
Criteria that can be used to improve the diagnostic accuracy of STEMI in LBBB:
« Concordant ST-segment elevation 21 mm in leads with a positive QRS complex
» Concordant ST-segment depression 21 mm in V,-V,
« Discordant ST-segment elevation 25 mm in leads with a negative QRS complex
The presence of RBBB may confound the diagnosis of STEMI.

Ventricular paced rhythm

During RV pacing, the ECG also shows LBBB and the above rules also apply for
the diagnosis of myocardial infarction during pacing; however, they are less specific.

Recommandations 2017 :Le BBD est un equivalent de sus décalage de ST
&

www.escardio.orgfguidelines 2017 ESC Guidalines forthe Managemantof AMFESTEMI (European Heart Journal 2017 - doi:10.1093faurh eartjfehx095)



Sgarbossa’s Criteria
LBBB / Paced Rhythm
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SCA ST+ : Traitement




