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20ENIE De quoi parle-t-on ?
Douleur thorauqﬂe en régulation ? Au SMUR ?
#° Aux urgences ?
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Pas Iagmeme épidémiologie — pas les méme strategles
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™ Douleur th@raaque aux urgences

Epidémiologie aux urgeﬁces (615)
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Di Y
|agnost|quer S Exclure a la fin de Iaeﬁrlse en
rapidement Iesa%batlents
vl IDIV[ST+ ou IDM 3 charge un IDM ouzQUne autre
cause de DT qm aggraveralt

trés hautrisque ou les
WTSq le prognosobic du patient en

autregoceauses entrainant _ 2 d’abs%nce de diaenostic
uﬁe détresse vitale &

P ou de traitement
immédiate &
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29=INI= ™ Quelle cible™? Diagnostiquer les SCA les

plusQa risque de complications

presentation

SCA ST+ et %C‘Ai non ST+

Clinical history Vital signs hs-cTn? levels \\‘?J

@ Physical examination

e 4 a haut rlszque
nitial ..

assessment ol 1} R @Qz

& Sl
KQ" STEMI NSTE-ACS i NSTE-ACS : @6
O(\Q ® with very high-risk features without very high-risk features &Q’Q
H @
LES PLUS GRA&‘E% Working A &0\)
@rlf diagnosis y
r\q:b “““““““““““““““““““““““““““““““““““““““““““ '>,Q\0

Immediate angiography
PPCI or fibrinolysis if timely + PCl
PPCI not feasible

Consider angiography %

within 24 h for NSTE-ACS &) UN PEU MOINS

with high risk features &O\

N2

Early invasive

-arty N GRAVES MAIS
angiography
according to < GRAVES
patient risk
Non-immediate Ech Intravascular ~ Non-invasive hs-tT(c?,6 ECG
b imaging 2D monitoring

angiography imaging

Fatther Byrne, EHJ 2017
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Stratégie immédiate < 2h96
-instabilité hemodynamiﬁue

-choc cardlogenlquaa

-DT récurrente Olék\q‘efractalre
malgré le ttt nggdlcal

-arythmles g?raves ou AC
-compllcg?ons mécaniques
-modgﬁ“catlons récurrente de I'ECG

0

t

v"0

SE'rategle précoce < 24h00
"-diagnostic établie NST (anomalies
ECG ou élévation troponine)
-Modifications dynamiques
(nouvelles) ST/ondes T

- Score GRACE > 140

\\QJ

Byrne, EHJ 2017

|dentifier les'SCA non ST+ a haut et tres
¢ haut risque

l

location

Risk stratify
and determine)
therapeutic
sﬁfaftu)g)l

/ Early/inpatient transfer ; 3

Patient with symptoms of ACS and ECG consistent 'wr.h NSTE-ACS
o
R | centre

x
@ M

Non-PCl centre Ambulance

Very high
risk?

()
Immedﬁ? transfer

* Haemodynamic instability or card&nlc shock

* Recurrent or ongoing chest pa fractory to medical treatment

* Acute heart failure presum ? condary to ongoing myocardial ischaemia
* Life-threatening nrrhythn'ga r cardiac arrest after presentation

» Mechanical complicationg

*Recurrent dynamic @ changes suggestive of ischaemia

A

o
<
(' Con%?ed diagnosis of NSTEMI based on ESC algorithms l
E

BALE risk score >140
nsient ST-segment elevation
& ynamic ST-segment or T wave changes

Non-htgh Non- hngh
risk risk

Inpatlent :mnsfer ;

(lf required)

.
In patients without very hlgh or
1 high-risk features and a low index Early (<24 h)
1 of suspicion for unstable angina invasive
' : snaegr
(Class lla)
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ECG : identi

o

Onset of
symptoms

Patient self presents
to hospital

Alm:
<60 min to
wire crossing

Total ischaemic time and

sources of delay

ﬁ\ j
Patient with symptoms of ACS and
ECG consistent with STEMI

1
|
|
|
|
|
|
|
|
% |
Al |

<%0 min to |
wire crossing |
Immediate transfer :
to PCl centre |
for primary PCI
|

|

l

|

1

FPatient calls
EM:

to reperfusion

Adme
<10 min to
lytic bolus

Immediate transfer
to PCI centre
after fibrinolysis

&

fication la plus rapide

ST+ e;@eéquivalent de ST+ ou non ST+ a tres haut risque

O
&

O
( xcﬁ @ Critera €

Sigritving

Mew ST.elevasion 3 the |-poing n

= 1 contiguous leads®
=25 mm in men <40 years, =2 mm
in men 240 years, or 1.5 mm in
women regardiess of ape in ieady
V2-V3 andlor = | mm in the other
lends (in the absencze of LV
hypertrophy or left bunde branch

ik
Finchuding V3R and V4R

ST-segment depression in beads

eevation
0.5 mem recorded in leads YTV

ST.segment elevation in VI-V3
and VIR and V4R, respectively

ST deprassion = lmm i s of

QRS duration greater than 120 ms
o Absence of 0 wave in leads |
(" 73 Vs andVe

Lefit haale. Manomarphic R wawe in L VS
branch block/ el

ST and T wave displacamens
el oo b the maor defiection
of the QRS compiex

QRS duration greater than 120 ms
i "bunny ear” pattern nthe
anterior precordial keads

faads V1-V3)

Shurred $ wawes in leads |, aVL
and frequantly V3 and Vi

Ongoing acuce coromary

arvery occhaion

Lefe circumdlex (LCX) arcery
oechuion or right vensricular

more surface leads

sagrrare
SAprRLEOS 3 T | pOint In e
Vi-VE Pat sorenas res al,
searres, Wt pevmesial T eavas

BoasTr o TrETaly Seeates

J paire (<1 =)

.

sprase T wyes i lands V2 and V3
inmeA)

or
ryrrrecnis and deapty rewrms T
wasns i laads V2 ane V3,
cccascraly in lads V1, ¥4, V5 ane
Veinpe8)

C i YT C TP
Towawn irmargen | e o2l
lanm mcudeg L L avl, Oy midy pmiree Q
e VI-Wi
%)
N
—~ -
0%
\\Ql
| posre dapresaad by \Q'
2208 rrve in lencls V2 and V3 or 7
@l mvnin ol ochar masy
e BTNty
Onty midy miarnt sesgrost

Frosamal LAD acatuson/

Prossral LAD acchascnd

(VI PV

@esc

Byrne, EH1 2017
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Les blomarque«ﬂrs =

algorithmes-fapides

%
AQJ

* Troponines de &bé’%ate sensibilité
+ Algorithme, HO/H1 ou HO/H2

. Ut|||sat|gﬂ des POC en cas de
délai Long de rendus de résultat

. Zoﬁe crise : autre stratégie ?

DT sans anomalie ECG et sans
élévation d’une troponine de
haute sensibilité : SCA ??

)

Patient presents with a suspected NSTEMI and
without an indication for immediate invasive angiography

|

Take hs-cTnat O hand | h/2 h

Patients wha o not meet High initial hs-cTn
the criteriz for either of OR
the othr two pathways

Very low initial hs-cTn?
OR

Low initial hs-cTn and no
increase in | h/2 h hs-cTn

Increase in | h/2 h hs-cTn

A@bq‘oprlate management can be determined
t)@ised on the hs-cTn levels and clinical situation

Rule-out pathway Observe pathway Rule-in pathway

< ES
53 Byrne, EHJ 2017
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-1 Ne pas oubher autres causes d’élévation

des@Tn et les autres diagnostics

Tachyarrhythmias Q@Q
Heart failure &o&
Hypertensive emergencies
Critical illness (e.g. shoclk/sepsis/burns) {e,%
Myocarditis® @

Takotsubo syndrome 09

Valvular heart disease (e.g. aortics 8@055)

Aortic dissection

Pulmonary embolism, pulmo_n;?y hypertension

Renal dysfunction and assq;&ted cardiac disease

Acute neurological evesit (e g. stroke or subarachnoid
haemorrhage) @(19

Cardiac contusion}l,&cardiac procedures (CABG, PCl, ablation, pacing,
cardioversion, or endomyocardial biopsy)

Hypo- and hyperthyroidism

Infiltrative diseases (e.g. amyloidosis, haemochromatosis, sarcoidosis,
scleroderma)

Myocardial drug toxicity or poisoning (e.g. doxorubicin, 5-fluorouracil,

herceptin, snake venoms)
Extreme endurance efforts

Rhabdomyolysis

Nombreuses cause d’élévation de troponine en

. @
dehors d’'une occlusion &
Coronaire : IDM type 2 et |ésions myocardlqﬁes

QJQ
&

90% autres causes devant une DT =
O
S
@ﬁ-m Orthopaedic Other

Cardiac Pulmonary Vascular
@
Myocarditin/pericarditis, Pulmomary embolism  Aortic dissection &o‘bcwphazﬂn. refhux, or Musculoskeletal Arotiety
aardiomyopathies® Lo sasm disorders dsorders
(4]

Tachyarriythmias (Tension) Symptomatic .laée\ Peptic ulcer, gastritis Chest trauma Herpes zoster

Pneumocthorax aneurysm {@9
Acute heart failure Broachitis, Stroke &6\\% Pancrestts Muscle njury/ Ameria

pneumona S inflammation

N
Hypertensive emergencies Pleurits S Cholecystitis Costochondrits
Aortic valve stenoss Q‘z\" Cervial spine
\)Oe pathologies
Takotsubo syndrome 5 %6 E
Coronary spasm (\Q\Q L
Cardiac trauma Qo ;:
@@0
S

@ Collége
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1 On peut gxfélure un SCA sans dosage
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e Typigue 9& 2 H L H 2
Caractéristiques o . Exclusion a 'admission P |
A des \gﬂments d'atypie 1 < ?
G N 2 %
deladouleur  [rofmentaypine o] Larégle CARE g
:ﬁ:) 65 ans 2 k) ” g
> & A
Age <§®% 45 - 64 ans 1 3&0 - . .. ’
CPQ <45 ans 0 e@ g g é é 2
T N 7z 7 z “ 7%
dj’& >3 facteurs de risque 2 &00 & ? é é é é
facteursde V _ ' AW m) U
0y 1-2 facteurs de risque 1 0 1 2 3 4 5 6 7 8
Risque <
q v Pas de facteur de risque connu 0 CARE score
Déviation significative du ST 2 @ noMACE MACE
- r - O
ECG Autres anomalies aspécifiques 1 ‘2‘:& ig. 2 Percentage of patients with and without MACE
Normal 0 Oeo
6\)

Moumneh Int Emerg Med 2018 (\Q{
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u exclure un SCA sans

297y On peut-e
d osage de troponine

h\)
Patients inclus @Q« .
n=1452 & ), Bclusn=s0t ECM: Evenements
— - Diagnostic connu avant inclusion n=1 o
N _| - Inclusion redondantes n=2 Card|aque maJeLkpg a 45
‘ & "| - Retrait de consentement n=7
: g - Perdus de vu n=36 Jou rs \\o
Patients analysgé - Données insuffisantes n=4
n= 1402/\0 « Deéces car(glﬁque prouvee ou
kﬁo potentlgk“
J > . Infarg&us aigue du myocarde
CARE Négatif ) CARE Positif . Rev&scularlsatlon coronaire
n=279 & n=1123 /\o
Qq:b© OQ\‘@%
v v VL A\ 4 9<®%
R\
ECM HEART HEART HEART Pas de 3 N . ;
n=1 <4 24 and <7 >7 troponine _46° 71.0% ecm a 45 jours
n=476 n=477 n=115 n=55 &
l l | | s
(o]
U(\
ECM ECM ECM .@"’OECM Moumneh Am J Med 2021




Pas de@ﬁouvelle stratégie avec
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Etude BEACON : &
573 pts
Prise en charge standarga‘avec HsTroponine
vs coro TDM d\‘°

D
A. Prunary and Secondary Outcomes

» )
80 OOQ Discharge from ED
I cCTA ° s
& R
mmsoc —
3 v
£ o ©
5 >
= Q
9 Vv
=
]
o
w404
=]
=
'E ICA Outpatient
S Coronary p=0.20 Testing
Revascularization ACS
g 204 [ p<0.01
& p =040 p=040
= |

Imagerie

Recommendation Table 2 — Recommendations for

non-invasive imaging in the initial assessment of patienlgs

with suspected acute coronary syndrome \6\
(\

Recommendations Class‘;o Level"’
\

Emergency TTE is recommended in patients with

suspected ACS presenting with cardiogenic shock or
suspected mechanical complications. &
In patients with suspected ACS, non-elevated \&\P
uncertain) hs-cTn levels, no ECG changes&& no
recurrence of pain, incorporating CCT@‘or a

non-invasive stress imaging test as @Q}t of the initial

workup should be considered. #2127

Emergency TTE should be -é@q’mdered at triage in
cases of diagnostic uncssﬁlnty but this should not
result in delays in tl@%fer to the cardiac lla C
catheterization Iéé)oratory if there is suspicion of an
acute corof_qébf artery occlusion.

outi nqséﬁ'rl‘ly CCTA in patients with suspected ACS
is ng¥fecommended."”

s
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™ Etla cllnlque aux urgences ?

Typologle Warning

29=NS

Chest pain
or pressure

&
ik

of wo Sﬂnd menwr:hACS
/) rgfio o r * Insuffisante pour seule poser un dlagngzéilc
&
%

copsricpun St f e Peut orienter vers des stratégies pll(&s invasive
\ P en cas de certitude : coro TDM, CQ‘T‘O etc

Other symptoms, like diaphoresis, 00 Risk factors and acute myocardial infarction

Mais &

Diaphoresis

%O,V

indigestion/epigastric pain and I h I f 0b 1.0
shoulder/arm pain occur commonly ¢ CO l I I p exe C eZ a e l I I I I I e QK
in both women and men with ACS
. 0.8
* Faible perform d FDRtv
alpble perrormance aes
'00‘,@ 0.5
<
Dizzi MNausea/ Jaw/Neck Shortness (;\\'%
izziness ey 2 \
Vomiting pain of breath 6 0.4
Some symptoms may be more common
Wl i in women with ACS, including: ,\0
b
+ Dizziness/Syncope \z\
J. + Nausea/Vomiting éo 021
O + JawlNeck pain @)
+ Shortness of breath 60
* Pain between the shoulder blades {@6 0.0 : | I I
+ Palpitations ®) 0.0 0.2 04 06 08 10
’ l 'l l l * Fatigue (')Oo 1 - Specificity
<

X Body R, Resuscitation 2008.
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Take. Kome message

\\0(\
o

Pas de révolution stga‘lteglque aux urgences mais meilleure utilisation

& des outils existants &
oﬁé\@ %@0
* ECG: Id@ntlflcatlon des équivalents de ST+ et des anomalies e\@ﬁuant des
occlugerons proximales o
o°q @Q&O
RS /\O&Q
@f”roponlne de haute sensibilité e
 Algorithme HO/H1 ou HO/H2 &é@@
* Savoir ne pas faire de dosage de troponine Q:\o\’%
e
@)

e Pas d’indication du coro TDM en routine
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