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(Classification and definition of acute coronary syndromes — A time for change?)
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Pfredmluva

Je pro mne velkou cti, Ze jsem byl pozvan jako hostujici
editor tohoto speciadlniho ¢isla Cor et Vasa zaméreného
na akutni koronarni syndromy. Rozhod| jsem se misto
tradi¢niho editorialu zverejnit zde nesmirné zajimavou
mezinarodni diskusi, kterd nasledovala po publikaci pro-
vokativniho stanoviska Ceské kardiologické spole¢nosti
(CKS) k akutnim koronarnim syndromdm v tomto ¢asopi-
se pred rokem [1].

Pavodni komentare uzndvanych svétovych odbornikd
jsou zde prezentovany v pavodnim znéni tak, jak jsem je
od téchto kolegt obdrzel v pribéhu roku 2013. PGvodné
mi byly zaslany jako osobni e-mailovd komunikace. Vsech
kolegt citovanych nize jsem se nyni zeptal, zda souhla-
si s publikaci svého neddvného vyjadreni v Cor et Vasa,
a vsichni mi souhlas poskytli.

Uvod

Doporucené postupy Evropské kardiologické spolec¢nos-
ti (ESC) definuji akutni koronarni 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.” Klasifikace AKS je zaloZena
na elektrokardiografickém (EKG) obraze a rozdéluje ne-
mocné do dvou kategorii: (1) Pacienti s akutni bolesti na
hrudi a s pretrvavajicimi (> 20 min) elevacemi useku ST.
(2) Pacienti s akutni bolesti na hrudi bez pretrvavajicich
elevaci ST [2].

Je prekvapivé, Ze existuje detailni univerzalni definice
akutniho infarktu myokardu [3], ale obdobna definice ne-
existuje pro AKS. Klasicky AKS zahrnuji infarkt myokardu
s elevacemi Useku ST (STEMI), infarkt myokardu bez elevaci
useku ST (non-STEMI) a nestabilni anginu pectoris (NAP).
Logicky by tedy definice AKS méla zahrnovat univerzalni
definici infarktu myokardu plus definici nestabilni anginy
pectoris. A zde pravé lezi klicovy problém: v sou¢asné dobé
diky pfesnému stanoveni troponinu se skupina nemocnych
klasifikovana jako NAP ve skutec¢nosti rozpada na dvé upl-
né odlisné populace: (a) nemocné se zdvaznou koronarni
aterosklerézou a nestabilnim platem (Ci platy) zpUsobuiji-
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cim bolest na hrudi versus (b) nemocné, u nichz je bolest na
prsou zpUsobena nekoronarni (a ¢asto dokonce nekardial-
ni) pfi¢inou. Tento problém zkresluje vysledky nékterych
velkych klinickych studii — napf. TRILOGY [4], tim, Ze ve
studii jsou smichdny dohromady odlisné vysledky pacien-
tU s AKS potvrzenym koronarografii (prasugrel byl ucinny
v této podskupiné) a nemocnych bez koronarografického
ovéreni puvodu bolesti na hrudi (prasugrel nebyl ucinny
v této podskupiné, nejspiSe proto, Ze rfada téchto nemoc-
nych mozna trpéla zcela jinymi chorobami, které nemély
nic spolecného s trombotickou koronarni okluzi).

Ceska kardiologicka spole¢nost publikovala v roce 2013
odborné stanovisko [1] demonstrujici nékteré vyznamné
limitace soucasné klasifikace AKS a otevirajici otazku, zda
je tato soucasnd klasifikace AKS jesté dnes praktickd nebo
zda by méla byt nahrazena modernéjsi klasifikaci. Tento
provokativni ¢lanek stimuloval zajimavou mezindrodni
diskusi mezi vyznacnymi kardiology mnoha zemi. Nize je
tato diskuse prezentovana.

Souhrn stanoviska CKS z roku 2013 [1]:

a) Akutni koronarni syndrom s pokracujici ischemii
myokardu (AKS s OMI) je definovan jako pokracu-
jici (nebo recidivujici) klinické priznaky akutni is-
chemie myokardu (tj. pretrvavajici bolest na hrudi
a/nebo dusnost) plus nejméné jedna dalsi zndmka:

1. elevace ST ve > 2 sousednich EKG svodech (=2 mm
pro V,-V;, >0,5 mm pro V,-V,a > 1 mm pro ostatni
svody);

2. nové vznikla raménkova blokada (pravé ¢i levé ra-
ménko);

3. pretrvavajici deprese Useku ST ve > 2 sousednich
EKG svodech (= 2 mm pro hrudni svody a > 1 mm
pro koncetinové svody);

4. kardiogenni$ok nebo ,preSokovy” typ hemodyna-
mické nestability (krevni tlak na dolni hranici nor-
my + tachykardie + chladné koncetiny) zpusobeny
suspektni ischemii myokardu;

5. maligni arytmie v¢etné zresuscitované srdecni za-
stavy s ndvratem spontanni akce;

6. klinické znamky akutniho srde¢niho selhani (Killip
11-1V);

7. nové vznikla regionalni porucha kinetiky levé komory.

b) Akutni koronarni syndrom bez pokracujici ische-
mie myokardu (AKS bez OMI) zahrnuje viechny
ostatni formy AKS. Specificky sem patfi pacienti
s nestabilni anginou pectoris ¢i s malym infarktem
myokardu (zvyseni troponinu), ktefi nemaji vyse
uvedené znamky pokracujici ischemie v dobé sta-
noveni diagndzy.

Dalsi podrobnosti Ize nalézt v plvodnim textu [1].

Je pravdépodobné, Ze jsme svédky nové éry v dia-
gnostice AKS a tato nova éra se vyznacuje dvéma d-
lezitymi zménami:

1. Klasifikace AKS vyzaduje modernizaci jednim ze
dvou sméru: budto (a) se nestabilni angina slouci
se stabilni anginou pectoris [5] a skute¢ny akutni
non-STEMI se slouci se STEMI, nebo (b) AKS budou
klasifikovany podle pfitomnosti ¢i absence pokra-
Cujici ischemie myokardu (ongoing myocardial is-
chemia — OMI).

2. Nazev akutni koronarni syndrom bude pouzivan
vyhradné pro nemocné s prokdzanym koronarnim
plvodem potizi. Jinak rfeceno: pro stanoveni pro-
poustéci diagnézy AKS bude vyZzadovéano, aby pa-
cient mél bud (a) z minulosti znamou pozitivni ko-
ronarografii, nebo (b) novou - akutné provedenou
- pozitivni koronarografii, nebo (c) alespon pozitiv-
ni CT koronarografii. Toto by eliminovalo falesné
pozitivni diagnézy nejen ve studiich, ale i v klinické
praxi. Takovy pfistup (nutnost znat koronarni ana-
tomii pred stanovenim definitivni diagndzy) mlze
pomoci ¢asné diferencidlni diagnostice jinych one-
mocnéni (napf. tako-tsubo kardiomyopatie, akutni
myokarditidy, gastroezofagealniho refluxu atd.).

Nize uvedené mezinarodni komentare k pavodnimu
stanovisku CKS [1] jsou sefazeny podle jejich hlavniho
smyslu do Sesti skupin: (1) komentare podporujici ,,OMI"
klasifikaci; (2) komentare povaZujici navrh za nevhodny
pro mnoho zemi i oblasti; (3) poZadavek na ziskani vice
dat k definici vysoce rizikové skupiny a k potvrzeni navr-
hu na vyrazeni NAP; (4) nazory, které tvrdi, Ze podobny
systém vlastné jiz funguje; (5) zména klasifikace by byla
obtiZna a neprakticka; (6) diferencialni diagndza proti ji-
nym onemocnénim je spojena s problémy.

Komentare podporujici novou ,,AKS-OMI”
klasifikaci

»This is a very thoughtful article and | 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 PCl 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 first 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 Ml 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 circumflex
or even left main lesions.” (Menko-Jan DeBoer)

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

»This is an interesting and very pragmatic concept
that deserves further discussion and validation. | 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 circumflex 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 PCl center? The recently presen-
ted and published ELISA-3 trial addressed this issue and
it might be that patients presenting at a non-PCl cen-
ter benefit 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 classification, which seems to be
more close to our clinical needs. | run a single center registry
in ACS patients with long-term clinical follow-up and shall
test the impact of this new classification on clinical outcome
depending on the chosen strategy.” (Kurt Huber)

»| 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 V,_, still mild chest pain despite initial the-
rapy, we did immediate coronary angiography expecting
'ECG-hidden’ acute left circumflex 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-PCl hospital, time-consu-
ming risk stratification, long discussions about P2Y 12 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). | 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 Noc)

.| agree with you completely.” (Deepak L. Bhatt)

Navrh se nehodi pro mnoho zemi ¢i oblasti,
kde se stale pouziva trombolyza

»~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, | 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
PCl 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 Fernandez-Avilés)

»The concept of new classification reflects 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 PCl 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 classification definitely warrants further deba-
te. The results of ongoing studies regarding the effica-
cy and safety of very early interventions in NSTEMI with
OMI may support your proposal. The role of prehospital
fibrinolysis (when unavoidable delays of PCl) 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 OMIL. It's useful. A good initiative,
Petr.” (Kenneth Dickstein)

.The proposal is provocative, but the importance of
defining ACS according to the initial ECG presentation
still holds, because the urgency of PCl is certain in the
presence of STEMI, while ‘to be defined case-by-case’ in
NSTE-ACS. In addition, thrombolysis is still an option in
several areas of Europe, and | think it would be confu-
sing to have two overlapping classifications 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 verified accor-
ding to local settings. In addition, your new classification
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 PCl (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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»| 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 difficult 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 PCl centre
expeditiously, but clearly in others delays can be incur-
red with worse outcomes. So taking on board all the
other comments | believe that (1) Groups 1-5 per your
classification 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. | 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)

L~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 fibrinolysis 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 fibrinolysis 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 | 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 benefit of all patients.” (Jozef Bartunek)

Potfebujeme vice dat k definici
vysoce rizikové skupiny a k vyrazeni
nestabilni anginy

«| like your approach to early invasive treatment of non-
-STE ACS. It will be important to obtain rigorous data that
help to define 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 difficult 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 justified.”

(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 PCl 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 first this ‘urgent invasive protocol’
in this subpopulation. Your proposal is also an opportuni-
ty to critically evaluate the current ACS classification and
to compare the advantage and the disadvantage of both
classifications systems.” (Marc Claeys)

.« suspect we would all agree that the direction of tra-
vel is to accelerate treatment for high-risk non-STEMiIs
(and indeed all non-STE ACS cases). | think it is premature
to consider losing the STEMI/NSTEMI classification. From
responses there isstill a lot of work to do internationally to
get systems of healthcare to change to deliver timely pri-
mary PCl and pharmaco-invasive processes are still clearly
used. So, although these are continuing challenges, the
STEMI cohort in effect automatically fulfils the OMI clas-
sification. | 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 benefit. 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 ‘first medical contact’, but we do not yet have
sufficient evidence to suggest a primary PCl-like strategy
for these cases. | personally am attracted to the ambulan-
ce services triaging cases to primary PCl-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 PCl-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 | don’t think any are
powered to give us definitive answers as yet, so perhaps
Petr’s challenge is really a challenge to set up such a de-
finitive 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. | do understand
the interesting concept that you put across in this article of
distinguishing ongoing myocardial ischaemia. | believe that
our previous biomarker detection systems were insufficient-
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 — | think
this will be challenging. | think you have provoked a very
interesting discussion and | am sure that a lot of valuable
ideas may come out of this!” (Keith Fox)

.| agree that this is a forward-looking proposal, very
interesting. Unfortunately, there is not as much data
as | 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)

Podobny systém jiz existuje

. Your concept is very much matching the needs of your
country and profiting from your experiences with even
long distance transports of STEMI patients to tertiary cent-
res for primary PCl. 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 certified
CPUs (certified 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 PCl facility, many of them with additional certified
CPUs providing the expertise to make rapid decisions also
in patients with ACS without persistent ST-elevations
according to the risk stratification of current ESC guide-
lines. Taking these considerations into account — at least
in my view — your proposed new ACS classification would
not help improving the current ACS-care in Germany.”
(Anselm Gitt)

Zména klasifikace mize byt obtizna
nebo neprakticka

JItis certainly an interesting concept. Practically it may be
hard to change all of the terminology with which people
are so familiar. | 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)

.| agree that it is a great idea to open a discussion on
ACS classification and treatment strategy. In Denmark we
are lucky — like in your country we can provide PPCl 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 PCl team. The difficulty is to identify the
high risk patients among the remaining ACS patients and
secondly whether this high risk group will benefit 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 | 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-classification 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 findings. | 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 first medical contact for chest pain patients who do
call an ambulance is in the field. 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 field (usually a resident)
it may be difficult to wait for the response to the first
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)

»| like the concept and agree that it should, if gene-
rally implemented, improve outcome in patients with
unrecognized LCX occlusions. However, | 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 Ml and heart failure. | definitely 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
final diagnosis. As pointed out by many responders, it will
be difficult to have it accepted by medical community.”

(Michal Tendera)

Potencialni problémy v diferencialni
diagnostice

«Interesting suggestion that needs discussion. However,
ST-Segment elevation may not always reflect 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.
Liischer)

Souhrn

Tato zajimava mezindrodni diskuse ukdazala Sirokou skalu
pohledli na danou problematiku. Soucasna klasifikace AKS
je Siroce akceptovana a neni jisté, zda podstoupi zasadni
zmény v blizké budoucnosti. Nicméné, jak vyjadfuje mno-
ho prispévka v této diskusi, ma soucasna klasifikace jasné
limitace a novy ndvrh ma potencidl tyto limitace prekonat.

Autor tohoto Uvodniku je pfesvédcen, Ze budouci de-
finice AKS (jako za hospitalizace potvrzené, propousté-
ci diagndzy) by méla byt podminéna znalosti koronarni
patologie jakoZto conditio sine qua non pro zavérecnou

diagnoézu (koronarni syndrom by mél mit prikaz koronar-
ni priciny) a ze budouci klasifikace by méla opustit staré
déleni infarktd podle pritomnosti elevaci useku ST (kte-
ré nema valny vztah k zdvaznosti koronarniho postizeni
a pfi moderni 1é¢bé ani k osuddm nemocnych).

Prohlaseni autora o mozném stietu zajmu
Zadny stret zajma.

Financovani
Zadné.

Prohlaseni autora o etickych aspektech publikace
Neni potieba.
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