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Předmluva 

Je pro mne velkou ctí, že jsem byl pozván jako hostující 
editor tohoto speciálního čísla Cor et Vasa zaměřeného 
na akutní koronární syndromy. Rozhodl jsem se místo 
tradičního editorialu zveřejnit zde nesmírně zajímavou 
mezinárodní diskusi, která následovala po publikaci pro-
vokativního stanoviska České kardiologické společnosti 
(ČKS) k akutním koronárním syndromům v tomto časopi-
se před rokem [1].

Původní komentáře uznávaných světových odborníků 
jsou zde prezentovány v původním znění tak, jak jsem je 
od těchto kolegů obdržel v průběhu roku 2013. Původně 
mi byly zaslány jako osobní e-mailová komunikace. Všech 
kolegů citovaných níže jsem se nyní zeptal, zda souhla-
sí s publikací svého nedávného vyjádření v Cor et Vasa, 
a všichni mi souhlas poskytli.

Úvod

Doporučené postupy Evropské kardiologické společnos-
ti (ESC) defi nují akutní koronární syndromy (AKS) podle 
jejich patofyziologie: „ACS in their clinical presentations 

share a widely common pathophysiological substrate. 
Pathological, imaging, and biological observations have 
demonstrated that atherosclerotic plaque rupture or ero-
sion, with differing degrees of superimposed thrombosis 
and distal embolization, resulting in myocardial under-
perfusion, form the basic pathophysiological mechanisms 
in most conditions of ACS.“ Klasifi kace AKS je založena 
na elektrokardiografi ckém (EKG) obraze a rozděluje ne-
mocné do dvou kategorií: (1) Pacienti s akutní bolestí na 
hrudi a s přetrvávajícími (> 20 min) elevacemi úseku ST. 
(2) Pacienti s akutní bolestí na hrudi bez přetrvávajících 
elevací ST [2].

Je překvapivé, že existuje detailní univerzální defi nice 
akutního infarktu myokardu [3], ale obdobná defi nice ne-
existuje pro AKS. Klasicky AKS zahrnují infarkt myokardu 
s elevacemi úseku ST (STEMI), infarkt myokardu bez elevací 
úseku ST (non-STEMI) a nestabilní anginu pectoris (NAP). 
Logicky by tedy defi nice AKS měla zahrnovat univerzální 
defi nici infarktu myokardu plus defi nici nestabilní anginy 
pectoris. A zde právě leží klíčový problém: v současné době 
díky přesnému stanovení troponinu se skupina nemocných 
klasifi kovaná jako NAP ve skutečnosti rozpadá na dvě úpl-
ně odlišné populace: (a) nemocné se závažnou koronární 
aterosklerózou a nestabilním plátem (či pláty) způsobují-
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cím bolest na hrudi versus (b) nemocné, u nichž je bolest na 
prsou způsobena nekoronární (a často dokonce nekardiál-
ní) příčinou. Tento problém zkresluje výsledky některých 
velkých klinických studií – např. TRILOGY [4], tím, že ve 
studii jsou smíchány dohromady odlišné výsledky pacien-
tů s AKS potvrzeným koronarografi í (prasugrel byl účinný 
v této podskupině) a nemocných bez koronarografi ckého 
ověření původu bolesti na hrudi (prasugrel nebyl účinný 
v této podskupině, nejspíše proto, že řada těchto nemoc-
ných možná trpěla zcela jinými chorobami, které neměly 
nic společného s trombotickou koronární okluzí).

Česká kardiologická společnost publikovala v roce 2013 
odborné stanovisko [1] demonstrující některé významné 
limitace současné klasifi kace AKS a otevírající otázku, zda 
je tato současná klasifi kace AKS ještě dnes praktická nebo 
zda by měla být nahrazena modernější klasifi kací. Tento 
provokativní článek stimuloval zajímavou mezinárodní 
diskusi mezi význačnými kardiology mnoha zemí. Níže je 
tato diskuse prezentována.

Souhrn stanoviska ČKS z roku 2013 [1]: 
a)       Akutní koronární syndrom s pokračující ischemií 

myokardu (AKS s OMI) je defi nován jako pokraču-
jící (nebo recidivující) klinické příznaky akutní is-
chemie myokardu (tj. přetrvávající bolest na hrudi 
a/nebo dušnost) plus nejméně jedna další známka: 

1. elevace ST ve ≥ 2 sousedních EKG svodech (≥ 2 mm 
pro V2–V3, ≥ 0,5 mm pro V7–V9 a ≥ 1 mm pro ostatní 
svody); 

2. nově vzniklá raménková blokáda (pravé či levé ra-
ménko); 

3. přetrvávající deprese úseku ST ve ≥ 2 sousedních 
EKG svodech (≥ 2 mm pro hrudní svody a ≥ 1 mm 
pro končetinové svody); 

4. kardiogenní šok nebo „prešokový“ typ hemodyna-
mické nestability (krevní tlak na dolní hranici nor-
my + tachykardie + chladné končetiny) způsobený 
suspektní ischemií myokardu;

5. maligní arytmie včetně zresuscitované srdeční zá-
stavy s návratem spontánní akce; 

6. klinické známky akutního srdečního selhání (Killip 
II–IV);

7. nově vzniklá regionální porucha kinetiky levé komory.

b)    Akutní koronární syndrom bez pokračující ische-
mie myokardu (AKS bez OMI) zahrnuje všechny 
ostatní formy AKS. Specifi cky sem patří pacienti 
s nestabilní anginou pectoris či s malým infarktem 
myokardu (zvýšení troponinu), kteří nemají výše 
uvedené známky pokračující ischemie v době sta-
novení diagnózy.

Další podrobnosti lze nalézt v původním textu [1].

 Je pravděpodobné, že jsme svědky nové éry v dia-
gnostice AKS a tato nová éra se vyznačuje dvěma dů-
ležitými změnami:
1. Klasifi kace AKS vyžaduje modernizaci jedním ze 

dvou směrů: buďto (a) se nestabilní angina sloučí 
se stabilní anginou pectoris [5] a skutečný akutní 
non-STEMI se sloučí se STEMI, nebo (b) AKS budou 
klasifi kovány podle přítomnosti či absence pokra-
čující ischemie myokardu (ongoing myocardial is-
chemia – OMI).

2. Název akutní koronární syndrom bude používán 
výhradně pro nemocné s prokázaným koronárním 
původem potíží. Jinak řečeno: pro stanovení pro-
pouštěcí diagnózy AKS bude vyžadováno, aby pa-
cient měl buď (a) z minulosti známou pozitivní ko-
ronarografi i, nebo (b) novou – akutně provedenou 
– pozitivní koronarografi i, nebo (c) alespoň pozitiv-
ní CT koronarografi i. Toto by eliminovalo falešně 
pozitivní diagnózy nejen ve studiích, ale i v klinické 
praxi. Takový přístup (nutnost znát koronární ana-
tomii před stanovením defi nitivní diagnózy) může 
pomoci časné diferenciální diagnostice jiných one-
mocnění (např. tako-tsubo kardiomyopatie, akutní 
myokarditidy, gastroezofageálního refl uxu atd.).

 Níže uvedené mezinárodní komentáře k původnímu 
stanovisku ČKS [1] jsou seřazeny podle jejich hlavního 
smyslu do šesti skupin: (1) komentáře podporující „OMI“ 
klasifi kaci; (2) komentáře považující návrh za nevhodný 
pro mnoho zemí či oblastí; (3) požadavek na získání více 
dat k defi nici vysoce rizikové skupiny a k potvrzení návr-
hu na vyřazení NAP; (4) názory, které tvrdí, že podobný 
systém vlastně již funguje; (5) změna klasifi kace by byla 
obtížná a nepraktická; (6) diferenciální diagnóza proti ji-
ným onemocněním je spojena s problémy.

Komentáře podporující novou „AKS-OMI“ 
klasifi kaci

„This is a very thoughtful article and I believe that in Ha-
milton, Canada, we tend to follow this approach if feasi-
ble. Most patients with STEMI and within 12 hrs within the 
city go directly for primary PCI and those with non ST ele-
vation ACS + ongoing symptoms or those at high risk (e.g. 
the TIMACS) are sent if possible to the cath labs which ope-
rate 24/7. Patients from longer distances (or referral area 
can extend to about 120 kms) may follow this, although 
at time the local doctors fi rst give thrombolysis and then 
transfer immediately only those who appear to be unsta-
ble or those who have not evidence of reperfusion. Non 
ST elevation MI patients who are unstable or high risk can 
also be transferred within 24 hrs. Others may have stress 
testing after discharge and then get referred or sometimes 
get referred without stress test. So in our setting the princi-
ples that are outlined in your article are generally followed 
taking into account distance and access.“  (Salim Yusuf)

„Our case from the last week supports your proposal 
without further words: the reason we went to the cath 
lab was: the patient still had pain! We have to do some-
thing for these patients, frequently having left circumfl ex 
or even left main lesions.“  (Menko-Jan DeBoer)

„You have generated very robust and useful discussion 
on this important issue! I too am supportive of this initi-
ative of addressing how to approach ACS defi nition and 
implications for early angiography.“  (Chris Granger)

„This is an interesting and very pragmatic concept 
that deserves further discussion and validation. I am very 
supportive.“  (Jean-Pierre Bassand)
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„A selection of patients who present with non-
-STEMI should be treated ‘STEMI-like’, which is also com-
mon practice in many centers with 24/7 cath-facilities. 
The patients with left circumfl ex or left main occlusion 
or ischemia often present without ST elevation. A study 
randomizing this kind of high-risk non-STEMI patients 
to early vs late intervention would be unethical the mo-
ment the patient is still having chest pain or other signs 
of ongoing ischemia. The question is what to do with 
high-risk non-STEMI patients who present at a non-PCI 
center or at centers without 24/7 cath-facilities. Send 
them immediately to a PCI center? The recently presen-
ted and published ELISA-3 trial addressed this issue and 
it might be that patients presenting at a non-PCI cen-
ter benefi t from early intervention, although this was 
a subgroup analysis. To my opinion, we should no longer 
focus on the presence or absence of ST elevation as sole 
determinants of early angiography or reperfusion thera-
py and completely agree with your concept.“ 

 (Arnoud van’t Hof, comment shared by Jeroen Bax)

„Very interesting new classifi cation, which seems to be 
more close to our clinical needs. I run a single center registry 
in ACS patients with long-term clinical follow-up and shall 
test the impact of this new classifi cation on clinical outcome 
depending on the chosen strategy.“  (Kurt Huber)

„I like this proposal a lot. That is exactly what we al-
ready do: ‘24/7’ cath lab activation is not limited to ongo-
ing ‘ECG’ STEMI only because there are even more high 
risk patients with other ECG patterns/clinical conditions. 
If I just take an example of my last call 2 days ago: ST 
depression on V4–6, still mild chest pain despite initial the-
rapy, we did immediate coronary angiography expecting 
‘ECG-hidden’ acute left circumfl ex as culprit. Instead, it 
was subtotal distal trifurcating left main combined with 
chronic total occlusion of the right coronary artery! Im-
mediate intraaortic balloon pump (IABP) and urgent 
coronary artery bypass surgery (CABG), patient survived 
and currently is already out of intensive care unit (ICU). 
If this patient would enter non-PCI hospital, time-consu-
ming risk stratifi cation, long discussions about P2Y12 pre-
treatment, etc.... You can imagine what would happen 
by delaying time to right diagnosis (which can be estab-
lished in such case only by angiography). I think what you 
suggested really is an ‘upgrade’ of mature STEMI network 
to become ‘acute cardiac network’. It is therefore not 
probably for everyone. My suggestion is, that this if you 
want transformation of ‘STEMI network’ to ‘acute cardiac 
network’, it becomes a new phase of the Stent for Life 
(SFL) project for mature STEMI networks (and not for be-
ginners).“  (Marko Noč)

„I agree with you completely.“  (Deepak L. Bhatt)

Návrh se nehodí pro mnoho zemí či oblastí, 
kde se stále používá trombolýza

„Many thanks for sharing this interesting and provocative 
proposal, which opens a necessary new debate regarding 
management of non-STE ACS. Your proposal is really well 

supported and very applicable to countries as the Czech Re-
public, where there is an excellent and uniform network for 
ACS management at a national level, which has abolished 
thrombolysis. However, I think that it is not applicable to 
the vast majority of countries, as most regional networks 
for STEMI management still consider pharmaco-invasive re-
perfusion with prehospital lysis as an alternative to primary 
PCI when it is not available or cannot be performed with an 
acceptable transfer delay. For instance, in Spain the current 
percentage of lysis varies between 20 and 40% of total re-
perfusion treatments.“  (Francisco Fernández-Avilés)

„The concept of new classifi cation refl ects the reality and 
potential needs in clinical practice of invasive treatment of 
ACS. In Poland similarly to your country very high number 
of cathlabs should enable timely interventions in STEMI 
and very high risk NSTEMI (ACS with OMI) patients. Un-
fortunately still the delays of primary PCI are substantial. 
Prehospital thrombolysis is a solution in certain regions 
and circumstances. In many countries the delays are una-
voidable and prehospital thrombolysis is necessary. The 
proposed classifi cation defi nitely warrants further deba-
te. The results of ongoing studies regarding the effi ca-
cy and safety of very early interventions in NSTEMI with 
OMI may support your proposal. The role of prehospital 
fi brinolysis (when unavoidable delays of PCI) in NSTEMI 
with OMI is still not clear. Focusing early diagnosis in ACS 
on ongoing myocardial ischemia (OMI) is a great value of 
your publication.“  (Andrzej Budaj)

„The message from Andrzej summarises my views too. 
I do like the acronym OMI. It’s useful. A good initiative, 
Petr.“  (Kenneth Dickstein)

„The proposal is provocative, but the importance of 
defi ning ACS according to the initial ECG presentation 
still holds, because the urgency of PCI is certain in the 
presence of STEMI, while ‘to be defi ned case-by-case’ in 
NSTE-ACS. In addition, thrombolysis is still an option in 
several areas of Europe, and I think it would be confu-
sing to have two overlapping classifi cations running at 
the same time for the two different therapeutic options.“ 

(Raffaele De Caterina)

„Utilizing the concept of ‘ongoing ischemia’ as a stra-
tegy-driving factor is certainly very intuitive, reasonable, 
and already applied in many countries/regions; however 
its widespread applicability needs to be verifi ed accor-
ding to local settings. In addition, your new classifi cation 
hints to new guidelines, but for that we do need some 
hard outcome data.“  (Germano Di Sciascio)

„Interesting concept which may well apply locally but 
not in countries or regions that still use the pharmaco-in-
vasive strategy for some of our rural patients with longer 
transfer times despite helicopter use. It is simply a matter 
of geography including distance. The other issue relates 
to the data suggesting that most patients with non-STE 
ACS will not require primary PCI (the ABOARD trial) but 
no-one would argue about emergency angiography for 
patients with persistent ongoing pain and/or ischemia.“ 

(Bernard Gersh)
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„I agree this is where the ACS is moving: further pro-
tocol-driven rational management. Earlier intervention 
in the non-STEMI population (‘should non-STEMI be 
treated as STEMI’) in appropriate patients is probably 
the next paradigm. Indeed the DANCE trial in London 
has mobilised ambulances for non-STEMI management 
along such lines but it is diffi cult to prove it is advan-
tageous. Also as has been suggested lysis is still being 
used worldwide (judging by the responses we are get-
ting to the STREAM trial). In some systems (such as yours 
and ours) most if not all patients do go to the PCI centre 
expeditiously, but clearly in others delays can be incur-
red with worse outcomes. So taking on board all the 
other comments I believe that (1) Groups 1–5 per your 
classifi cation go straight to the cath lab anyway as per 
the ESC Guidelines, (2) the others need to be assessed 
and discussed. There is little evidence having said that 
for any advantage for any of arrythmic, ‘haemodynami-
cally unstable’ acute non-STEMI to be taken urgently to 
the cath lab, although that is what we do. I think the 
proposal misses two real issues: (a) the use of thrombo-
lysis worldwide and more importantly (b) there are pa-
tients who are not as hot as you indicate but who wait 
for 24–72 hours for their cath proceed. Giles Montalescot 
and myself are putting together a trial to see whether 
‘very warm’ patients do better with urgent intervention. 
I think it is fantastic that you have started a debate.“ 
 (Anthony Gershlick)

„Unfortunately not all the countries are the Czech Re-
public. In my country (Italy), the latest nationwide data 
on the reperfusion treatment are the ones below. Fibri-
nolysis is still used in about 60% of the patients in cent-
res without cath lab, in 28% of the cases in centres with 
cath lab available only in the working hours; only in the 
centres with cath lab 24/7 the use of fi brinolysis is neg-
ligible (but anyway existing). It is very important not to 
apply the beautiful data from the best STEMI networks 
published in the literature to the ‘real world’ STEMI 
management in a whole country. Because fi brinolysis is 
applicable in STEMI but not in NSTEMI, the assumption 
of the Czech colleagues is not applicable in my coun-
try. The proposal could be applied in other countries, of 
course.“  (Marco Tubaro)

„You have shaken many trees... In principal I agree, it 
may be feasible in Belgium, but real life depends on geo-
graphy. It is worth of further debate with ultimate aim to 
unify the management across the countries for the maxi-
mal benefi t of all patients.“  (Jozef Bartunek)

Potřebujeme více dat k defi nici 
vysoce rizikové skupiny a k vyřazení 
nestabilní anginy

„I like your approach to early invasive treatment of non-
-STE ACS. It will be important to obtain rigorous data that 
help to defi ne the high risk group. Attached is an article 
[5] on a related subject – the disappearance of unstable 
angina in the era of high sensitivity (hs) troponins.“  
 (Eugene Braunwald)

„This is very interesting and correct approach from 
the pathophysiological point of view. Unfortunately, 
treatment strategies are at this stage diffi cult to match 
with this concept. Together we should, however, consider 
to discard in the future the diagnosis of ‘unstable angi-
na’, because with hs troponins this is less justifi ed.“ 

 (Christian Hamm)

„Your proposal merits full attention not only to the 
Czech acute cardiac care providers but to a more inter-
national platform as it is a clinical based approach that 
might facilitate and streamline acute management of 
ACS patients. The proposal implies a high PCI availability 
which is not guaranteed in many regions. In addition, the 
main difference in management will be in the group of 
patients that showed ischemia on admission and will be 
sent in your proposal directly to the cathlab, whereas in 
many situations non-STE ischemia will disappear after 30–
60 minutes of anti-anginal drugs and those patients will 
get invasive evaluation 24–72 h after admission. It might 
be interesting to study fi rst this ‘urgent invasive protocol’ 
in this subpopulation. Your proposal is also an opportuni-
ty to critically evaluate the current ACS classifi cation and 
to compare the advantage and the disadvantage of both 
classifi cations systems.“  (Marc Claeys)

„I suspect we would all agree that the direction of tra-
vel is to accelerate treatment for high-risk non-STEMIs 
(and indeed all non-STE ACS cases). I think it is premature 
to consider losing the STEMI/NSTEMI classifi cation. From 
responses there is still a lot of work to do internationally to 
get systems of healthcare to change to deliver timely pri-
mary PCI and pharmaco-invasive processes are still clearly 
used. So, although these are continuing challenges, the 
STEMI cohort in effect automatically fulfi ls the OMI clas-
sifi cation. I suspect that most clinicians would investigate 
late-presenter STEMI cases (who fall outside of reperfusi-
on windows) but who have on-going ischaemia at the 
earliest opportunity. The main issue then is to identify 
those non-STEMI cases where much earlier treatment
provides benefi t. Although any earlier treatment that 
minimises myocardial damage may prove effective in the 
longer-term, this is probably dependent on the degree 
of ischaemia, vulnerable territory, potentially for harm 
during procedures etc. One could argue that most non-
STE ACS patients have ongoing ischaemia when they pre-
sent to ‘fi rst medical contact’, but we do not yet have 
suffi cient evidence to suggest a primary PCI-like strategy 
for these cases. I personally am attracted to the ambulan-
ce services triaging cases to primary PCI-capable centres 
such that immediate, very early or next day angiography 
can be offered as deemed appropriate depending on in-
dividual patient characteristics. As long as the patient is 
in the right centre, the current guidelines allow for this. 
TIMACS has had an impact on some systems of care (but 
this is for earlier angiography – within 24 hours – rather 
than a primary PCI-like strategy), but many still believe 
that you need more than one piece of evidence to start 
changing national protocols. In many countries of cour-
se there is no such thing as a national protocol, and it is 
up to individual localities or regions to develop the most 
appropriate networks and pathways of care, which they 
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do with the appropriate steer from the major internati-
onal guideline groups. There are on-going studies that 
will give us additional insight but I don’t think any are 
powered to give us defi nitive answers as yet, so perhaps 
Petr’s challenge is really a challenge to set up such a de-
fi nitive large-scale international study. Sorting out the 
inclusion and exclusion criteria would be a key to a suc-
cessful trial.“  (Mark DeBelder)

„Very interesting and provocative article. I do understand 
the interesting concept that you put across in this article of 
distinguishing ongoing myocardial ischaemia. I believe that 
our previous biomarker detection systems were insuffi cient-
ly sensitive to identify some of the non-ST elevation myo-
cardial infarctions from within the ‘unstable angina’ cohort. 
I think we will be left with a small and heterogeneous num-
ber of ‘unstable angina’ diagnoses overlapping with other 
causes of ECG abnormality – including non-cardiac causes. 
In my view it would be critical to distinguish type 1 myocar-
dial infarction from type 2 (secondary causes for example 
following arrhythmia or heart failure) as these have diffe-
rent therapeutic implications. This distinction relies on the 
clinical context. The issue of ongoing ‘myocardial ischaemia’ 
is complex as it implies that we can detect initial ischaemia 
and continuing ischaemia in all of these patients – I think 
this will be challenging. I think you have provoked a very 
interesting discussion and I am sure that a lot of valuable 
ideas may come out of this!“  (Keith Fox)

„I agree that this is a forward-looking proposal, very 
interesting. Unfortunately, there is not as much data 
as I would like on the status of chest pain at the time 
patients have been taken to the cath lab versus treated 
medically in the prior non-STE ACS trials. This is certainly 
intuitive however, and future studies should collect this 
data.“  (Gregg Stone) 

Podobný systém již existuje

„Your concept is very much matching the needs of your 
country and profi ting from your experiences with even 
long distance transports of STEMI patients to tertiary cent-
res for primary PCI. The logistic situation in Germany is 
very different. As you know, we have a large number of 
24/7 cath-labs in Germany, so that any ACS should be di-
rectly admitted to those (STEMI-patients directly into the 
cath-lab). In addition, the German Cardiac Society has 
supported the implementation of chest pain units (CPU) 
all over the country, the current number of certifi ed 
CPUs (certifi ed by the German Cardiac Society) is 167 (see 
map of Germany with current CPU under http://cpu.dgk.
org/index.php?id=376). In the ideal setting, any patient 
with ACS in Germany would be admitted to a hospital 
with PCI facility, many of them with additional certifi ed 
CPUs providing the expertise to make rapid decisions also 
in patients with ACS without persistent ST-elevations 
according to the risk stratifi cation of current ESC guide-
lines. Taking these considerations into account – at least 
in my view – your proposed new ACS classifi cation would 
not help improving the current ACS-care in Germany.“ 

(Anselm Gitt)

Změna klasifi kace může být obtížná 
nebo nepraktická

„It is certainly an interesting concept. Practically it may be 
hard to change all of the terminology with which people 
are so familiar. I remember how long it took to change 
from Q wave and non Q wave to STEMI and NSTEMI.“ 
  (David Holmes)

„Conceptually a great and well described construct. 
Logistically may be hard to get people to change termi-
nology.“  (Kenneth Mahaffey)

„I agree that it is a great idea to open a discussion on 
ACS classifi cation and treatment strategy. In Denmark we 
are lucky – like in your country we can provide PPCI and 
do not use thrombolysis. Non-STEMI: we all agree that 
there is a small subgroup with on-going ischaemia that 
should be taken to cath acutely. The problem is how we 
handle the remaining 90–95%. We have discussed your 
proposal in our PCI team. The diffi culty is to identify the 
high risk patients among the remaining ACS patients and 
secondly whether this high risk group will benefi t from 
immediate cath. We are conducting a trial (NONSTEMI, 
principal investigator Christian Terkelsen) where high 
risk non-STEMI patients are randomized to immediate 
cath vs cath within 24/72 hour according to ESC guideli-
nes. Personally after discussing implementation of STEMI 
networks with colleagues in many countries I realize that 
there are many different barriers and obstacles. The mes-
sage that STEMI patients need urgent action is a simple 
one – the non-STEMI algorithm is more complex and the 
evidence is not so strong. It is important that we deliver 
simple messages to the health care providers. However, 
an academic discussion on a re-classifi cation of ACS is im-
portant and appropriate.“  (Steen Dalby Kristensen)

„The 2011 ESC non-STE ACS guidelines recommend 
‘STEMI-like’ management for very high-risk ACS patients 
who may have an ‘evolving MI’ (i.e., refractory angina, se-
vere heart failure, life-threatening ventricular arrhythmias, 
or hemodynamic instability), regardless of ECG or biomar-
ker fi ndings. I assume that ‘ongoing ischemia’ (obviously in 
a patient without STEMI) implies persistence of pain (and/
or ECG changes) following administration of standard ini-
tial treatment (antiplatelets/anticoagulants and if appro-
priate nitrates and/or betablockers). In the Geneva area, 
the fi rst medical contact for chest pain patients who do 
call an ambulance is in the fi eld. A physician writes an ECG 
and, in case of STEMI, activates an automatic alarm system 
(ALARME STEMI) and the cath lab team is ‘automatically’ 
called-in. For the physician in the fi eld (usually a resident) 
it may be diffi cult to wait for the response to the fi rst 
treatment prior to decide whether the patient has indeed 
‘therapy refractory’ ongoing myocardial ischemia or not. 
This may lead either to an over-use of our alarm system or 
a delay in the transport.“  (Marco Roffi )

„I like the concept and agree that it should, if gene-
rally implemented, improve outcome in patients with 
unrecognized LCX occlusions. However, I am afraid that 
the positive predictive value for groups 3–7 would be 
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unacceptably low and that it would lead to many false 
negative cath lab activations and unnecessary shipping 
patients with prior MI and heart failure. I defi nitely think 
that your great idea should be tested prospectively in an 
observational study.“  (Stefan James)

„Since in Poland the thrombolytic treatment is almost 
obsolete, your idea makes a lot of sense. It is simple, has im-
portant practical implications and does not impact on the 
fi nal diagnosis. As pointed out by many responders, it will 
be diffi cult to have it accepted by medical community.“

  (Michal Tendera)

Potenciální problémy v diferenciální 
diagnostice

„Interesting suggestion that needs discussion. However, 
ST-Segment elevation may not always refl ect ongoing 
ischemia. Indeed, Tako-Tsubo patients have this featu-
re even after signs of ischemia have subsided clinically. 
We have now at least one patient per week.“ (Thomas F. 
Lüscher)

Souhrn

Tato zajímavá mezinárodní diskuse ukázala širokou škálu 
pohledů na danou problematiku. Současná klasifi kace AKS 
je široce akceptovaná a není jisté, zda podstoupí zásadní 
změny v blízké budoucnosti. Nicméně, jak vyjadřuje mno-
ho příspěvků v této diskusi, má současná klasifi kace jasné 
limitace a nový návrh má potenciál tyto limitace překonat. 

Autor tohoto úvodníku je přesvědčen, že budoucí de-
fi nice AKS (jako za hospitalizace potvrzené, propouště-
cí diagnózy) by měla být podmíněna znalostí koronární 
patologie jakožto conditio sine qua non pro závěrečnou 

diagnózu (koronární syndrom by měl mít průkaz koronár-
ní příčiny) a že budoucí klasifi kace by měla opustit staré 
dělení infarktů podle přítomnosti elevací úseku ST (kte-
ré nemá valný vztah k závažnosti koronárního postižení 
a při moderní léčbě ani k osudům nemocných). 

Prohlášení autora o možném střetu zájmů
Žádný střet zájmů.
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Literatura
 [1] P. Widimsky, R. Rokyta, J. Stasek, et al., Acute coronary 

syndromes with ongoing myocardial ischemia (ACS with OMI) 
versus acute coronary syndromes without ongoing ischemia 
(ACS without OMI). The new classifi cation of acute coronary 
syndromes should replace old classifi cation based on ST 
segment elevation presence or absence—expert consensus 
statement of the Czech Society of Cardiology, Cor et Vasa 55 
(2013) e225–e227.

 [2] C.W. Hamm, J.P. Bassand, S. Agewall, et al., ESC Guidelines 
for the management of acute coronary syndromes in patients 
presenting without persistent ST-segment elevation: the Task 
Force for the management of acute coronary syndromes (ACS) 
in patients presenting without persistent ST-segment elevation 
of the European Society of Cardiology (ESC), Eurepean Heart 
Journal 32 (2011) 2999–3054.

 [3] K. Thygesen, J.S. Alpert, A.S. Jaffe, et al., Third universal 
defi nition of myocardial infarction, European Heart Journal 33 
(2012) 2551–2567.

 [4] M.T. Roe, P.W. Armstrong, K.A. Fox, et al., Prasugrel 
versus clopidogrel for acute coronary syndromes without 
revascularization, New England Journal of Medicine 367 (2012) 
1297–1309.

 [5] E. Braunwald, D.A. Morrow, Unstable angina: is it time for 
a Requiem?, Circulation 127 (2013) 2452–2457.

Z anglického originálu přeložil autor.

377_382_Editorial Widimsky.indd   382 29.8.2014   11:29:20


