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vysoce senzitivnimu troponinu
na urgentnim prijmu
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Tabulka 52 - Prednosti stanoveni vysoce senzitivniho srdecniho

troponinu v klinické praxi

TrO O n i n Ve srovnani se standardnimi metodami stanoveni srdeéniho troponinu
p stanoveni vysoce senzitivniho srdecniho troponinu (hs-cTn):
* Ma vyssi NPV u akutniho IM, zvlasté u pacientu, ktefi se k lékari
* objeven v 60. letech, vyuzivan v diagnostice costavi brzy po prihods.
* Zmensuje diagnostické okno (,troponin-blind” interval) a vede
od 80. let, ) k ¢asnéjSimu odhaleni IM.
* LoD prvni laboratorni Soupravy cinl (1987) - * Vede k ~4% absolutnimu a ~20% relativnimu zvyseni poctu
1900 ng/| odhalenych pfipadud IM 1. typu a k odpovidajicimu snizeni poctu
pfipada diagndzy nestabilni anginy pectoris.
* LoD cTnT (1989) - 1200 ngll o * Je spojeno s dvojnasobnym zvySenim poctu odhalenych pfipada IM
« 4. generace (2007) - LoD 10ng/Il, spolehliva 2. typu.
kolem 30n g /| Hodnoty hs-cTn je nutno interpretovat jako kvalitativni ukazatele
- oL ] o poskozeni kardiomyocytu (tj. ¢im vyssi je hodnota, tim vyssi je
« odr. 2007 je cTn soucasti Univerzalni pravdépodobnost IM):
definice AIM * Je tfeba vyvarovat se pouZivani termind pozitivni a negativni

hodnota troponinu: misto toho se dava prednost pouzivani
terminu zvysené a nezvysené hodnoty troponinu.

* Zvyseni nad pétinasobek homi referencni hranice ma vysokou
(> 90%) PPV na pfitomnost akutniho IM 1. typu.

* Zvyseni az na trojnasobek horni referenéni hranice ma pouze
omezenou (50-60%) PPV na pfitomnost IM a muze byt spojeno se
Sirokym spektrem onemocnéni a stavu.

« Casto se zjisti cirkulujici hodnoty ¢Tn u zdravych jedincd.

s * VVzhledem k vysoké senzitivité stanoveni mohou byt hodnoty ¢Tn
by zvysené v dusledku jinych akutnich i chronickych onemocnéni
& astav(, nez je IM.



Akutni koronarni syndromy

Doporucuje se co nejdfive zaznamenat a interpretovat dvanactisvodové EKG pri FMC s cilem < 10 min. _-

Doporucuje se zalozit diagn6zu a pocatecni kratkodobou stratifikaci rizika AKS na kombinaci klinické anamnézy,
symptomd, vitalnich funkdi, dalsich fyzikalnich nalezd, EKG a hs-cTn.

AKS zahrnuje Siroké spektrum

Nestabilni angina pectoris NSTEMI STEMI

.
@ Postupujte dle ,A.K.S.” pfi inicialnim hodnoceni
Abnormalni Klinicky Stabilni
EKG? kontext? pacient?
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Akutni koronarni syndromy The ACS spectrum

Oligo/ Increasing chest Persistent chest ~ Cardiogenic shock/ Cardiac

NeStabIInl’ anglna peC’[OI’IS Je asymptomatic pain/symptoms pain/symptoms  acute heart failure arrest
definovana jal_<o iIschemie B o ® o I e .
myokardu v Klidu nebo pf T 1 § @& &
minimalni namaze pri absenci

, - ., , Normal ST segment ST segment Malignant
a ku tn I h O pOS koze n I/n e kr’ozy depression elevation arrhythmia
kardiomyocyt(l. Zavedeni méfeni }\ : ALf R SN
hodnot hs-cTn namisto
standardnich stanoveni troponinu P
P-4 r = diagnosis NSTE-ACS STEMI
vedlo ke zvySeni detekce IM a
Non-elevated Rise and fall

zaroven ke snizeni diagnozy
nestabilni anginy pectoris.
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5) J e NSTEMI STEMI
diagnosis angina
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Vyhody

- Méne Casu na ER

- Bez zbyteCnych prijeti

- Bezpecny, oveéreny

- Kvantifikuje rizika

- Umoznuje pacientovi
spolupodilet se na
rozhodnuti

for patients.m'“ ** It is recommended to use the 0 h/1h algorithm (best option) or

the 0 h/2 h algorithm (second-best option) (Figure 6). These algorithms have been
derived and|validated in large multicentre diagnostic studies using central
adjudication of the final diagnosis for all currently available hs-cTn assa},rs.ﬂ
””” Optimal thresholds for rule-out were selected to allow a sensitivity
and NPV of at least 99%.|Optimal thresholds for rule-in were selected to allow a

positive predictive value (PPV) of at least 70%.[These algorithms were developed

from large derivation cohorts and then validated in large independent validation
cohorts. The previous ESC 0 h/3 h algorithm was considered as an alternative,m"r’ﬁ b
three recent large diagnostic studies suggested that the ESC 0 h/3 h algorithm
appears to balance efficacy and safety less well than more rapid protocols using
lower rule-out concentrations, including the ESCo hf/i1h azllgnritl"nm.'11 “The very

ut

high safety and high efficacy of applying the ESC 0 h/1 h algorithm was recently
confirmed in three real-life implementation studies, including one randomized

controlled trial (RCT).”*""” Therefore, the ESCo h/3h algorithm is an alternative for
cases where the ESC 0 hf1h or 0 h/2 h algorithms are not available. Of note, patients
assigned to the ‘rule-out’ pathway using the ESC 0 h/1 h or 0 h/2 h algorithms have a

very low rate of clinical events through to 30 days. T




Algorithms should only be used in conjunction with all available
clinical information, including detailed assessment of chest pain

(il

(iii)

characteristics and ECGs, and should be applied only following ex-
clusion of STEMI or| other life-threatening conditions.|Patients with
a clear pattern of crescendo or UA should undergo further
investigation.

The rapid algorithms should be used only in patients presenting
with suspected ACS and should not be applied in an unselected
ED population (i.e. in patients with stroke or sepsis).

The European Society of Cardiology (ESC) 0 h/1 hand 0 h/2 h al-
gorithms apply to all patients irrespective of chest pain onset. This
approach is very safe (negative predictive value [NPV] and sensitiv-
ity >99%), including in the subgroup of patients presenting very
early (e.g. <2 h).:"r1 However, due to the time dependency of cTn
release and the moderate numter of patients presenting <1 h after
chest pain onset in previous studies, obtaining an additional c¢Tn

concentration at 3 h in early presenters triaged towards rule-out
should be considered.

As late increases in cTn have been described in ~1% of patients, serial
cTntesting should also be pursuec‘ if clinical suspicion remains high or
74

30,31,68,71-

if the patient develops recurrent chest pain.

Slaba mista

(v) Time to decision = time of blocd draw + turnaround time. The use

of the ESC 0 h/1 h algorithms is irrespective of the local turn-
around time (time from blood draw to blood results); 0 h and
1 h refer to the time points at which blood is taken. The second
blood draw may need to be taken before the result from the first
one is available (although the results should be available in most
cases within 60 min of blood sampling), but this does not affect
the interpretation of the algorithms. The clinical and economic
benefit of the ESC 0 h/1 h algorithm compared with other algo-
rithms where the second blood draw is later than 1 h is therefore
independent of the local turnaround time.”®

(vi)

The ESC 0 h/1 h and 0 h/2 h algorithms are assay specificland can

be used only for the suggested assays for which the algorithms have
been validated. If none of these assays are available, an alternative
strategy needs to be considered.
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DalsSi doSetreni

Idealné zvazit, pokud:

) nizka klinickd pravdépodobnost

» podle charakteristik pacienta
moznost ziskat kvalitni obrazky

) odborné znalosti mistnich lékard
a dostupnost

» jsou Zadouci informace o atero-
skleroze

) bez CAD v anamnéze

Neinvazivni
vysetfeni na

» vysoka klinicka pravdépodobnost

Idedlné zvazit, pokud:
) revaskularizace pravdépodobna

pfitomnost <
ischemie

-

—> ——» Farmakoterapie®
koronarografie

[
[

. Pretrvavajici

a dostupnost

» odborné znalosti mistnich 1ékaft
» nutné i vydetreni viability

symtpomy?

\J
Invazivni

koronarni =
angiografie

N

Stendéza > 90 % nebo
s prokazanou korelaci
Funkeni s ischemii

Farmakoterapie® €——  yysetfeni

Revaskularizace

Idealné zvazit, pokud:

» vysoka klinicka pravdépodobnost
a tézké symptomy nereagujici na
farmakoterapii

b typicka angina pectoris pfi nizké zatézi
a klinické vysetfeni véetné zatéZzového
EKG ukazuiji na vysoké riziko pfihod

| » dysfunkce LK naznadujici CAD

©ESC 2019
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Pacient pfichazi se suspektnim NSTEMI a bez
indikace k okamzité invazivni angiografii
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Efektivita
* BezpecCnost
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* Vzdy zhodnot vsechny
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: Na zakladé hodnot hs-cTn a klinické situace :
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Dekuji za
POZOornost a
tésSim se na
diskuzi!




