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TRt . TRUST M2 Wik 12 &% EDACS N2 Wik faxs S T/ 2. L8348 30 d WA
EEPEDNIAIFIE NI E5R AW A 134 i3, TRUST M2 Wi A2 L0 v (IR e iR 3 57 61,
30 d INFEVIAS R AR IUESE 1], SRR e M i BUsk s 83.3%, FRAE 43.8%, [ITEM
WIE 98.2% ; EDACS Jil#i2 Wi B AR 0 BE AR AL AR 51491, 30 d PIRf45 Rk & 30 2tk O LR SE 3%
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[ Abstract ] Objective To compare the ability of Vancouver chest pain rule, Triage Rule-out
Using high-Sensitivity Troponin accelerated diagnostic protocol and Emergency Department Assessment
of Chest pain Score accelerated diagnostic protocol in rapid assessment of patients with chest pain.
Methods Patients with chest pain suggestive of acute coronary syndrome were recruited from January
2017 to February 2017 in Emergency Department of Tianjin Medical University General Hospital. Patients
were stratified into various risk groups with Vancouver chest pain rule, Triage Rule-out Using high-
Sensitivity Troponin accelerated diagnostic protocol and Emergency Department Assessment of Chest pain
Score accelerated diagnostic protocol. The end point was acute myocardial infarction (AMI) within 30
days. Results A total of 134 patients were enrolled. Fifty-seven patients were preliminary classified as a
low risk for suitable discharge by Triage Rule-out Using high-Sensitivity Troponin accelerated diagnostic
protocol, and one of them had AMI within 30 days. The sensitivity of stratifying low-risk patient was
83.3%, the specificity was 43.8%, and the negative predictive value was 98.2%. Fifty-one patients were

preliminary classified as a low risk for suitable discharge by Emergency Department Assessment of Chest
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pain Score accelerated diagnostic protocol, and none of them had AMI within 30 days; the sensitivity of
stratifying low risk patient was 100%, the specificity was 39.8%, and the negative predictive value was
100%. Twenty-four patients were preliminary classified as a low risk for suitable discharge by Vancouver
chest pain rule, and none of them had AMI within 30 days; the sensitivity of stratifying low risk patient
was 100%, the specificity was 18.8%, and the negative predictive value was 100%. Conclusions Using
accelerated diagnostic protocols to stratify emergency department patients with chest pain achieved early
and safe emergency department discharge. The Emergency Department Assessment of Chest pain Score
accelerated diagnostic protocol stratified more than 30% of low-risk patient, with a sensitivity of no less
than 98% and a specificity of no less than 99.5%.

[ Keywords ] Acute chest pain; Triage Rule-out Using high-Sensitivity Troponin accelerated
diagnostic protocol; Emergency Department Assessment of Chest pain Score accelerated diagnostic

protocol; Vancouver chest pain rule; High-Sensitivity Troponin; Acute coronary syndrome;Acute

myocardial infarction; Point-of-care testing
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Table 2 Triage Rule-out Using high-Sensitivity Troponin
N accelerated diagnostic protocol
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2. W I S AT O UBEZEAH 2
3. [ FHASER H Y 15 min YRR R W2 %
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= RSt diiE il
6. i E (U4t < 100 mmHg )
AV 7. ST R 3
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Fig. 1 The flow chart of the research process TRUST A2 WAL -
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able 3 Emergency Department Assessment of Chest pain
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Fig.2 Vancouver chest pain rule
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Table 4 Baseline characteristics of the patients

— B L Bl
M (5B %) 82 (53.7)
ARG, BE(SD), % 52.3 (13.5)

JRALSES
PRI (%) 21 (15.7)
LR (%) 63 (47.0)
R IAE (% ) 55 (41.0)
B CAD it 0
IEEW AR s R (% ) 42 (313)

WEA o2
L8R (%) 14 (10.4)
LS 6 TR E 0
TN EAE = 50% H (%) 3(22)
LAUERERL PCI 8 CABG 2 0
DL 0
iz s (%) 6 (45)
MPERR S (%) 18 (13.4)
1 JE A BRI CAR (%) 9 (6.7)

B
i IMELE (%) 24 (17.9)
S 0
T 24 h MR d K] (h) 15
URIFIR MR N (% ) 15 (11.2)
i ft i 2 i (% ) 13 (9.7)
PRI (%) 3(22)
ABEHTE IR SR ERZS I nT 22 il (%) 5(3.7)

(ENTi0E 0
ABEC%, ¥%0 (SD), K /min 82 (20.9)
ABEIE, $#%0, mmHg 131/81
BV, #%5 (SD), K /min 18 (2.6)
ABE SPO2, % (SD), % 98 (1.2)
MR (%) 6 (45)
WP EAR (% ) 10 (7.5)
IR CERLp ) 0
T CRU ) (%) 1(0.7)

{3645
0-h hs-cTnl, ¥3%% (ng/L) 15.9

NN
cTnl, %% (ng/mL) O
CK-MB, ¥/%{ (ng/mL) @ -
MYO, #% (ng/mL) 65.3
D-Dimer, ¥J%¢ (ng/mL ) 571.5
BNP, ¥%{ ( pg/mL ) 455

2-h LWL S =35
cTnl, %1 (ng/mL) @D
CK-MB, ¥4 (ng/mL) @ -
MYO, ¥4 (ng/mL ) 89.3
6-h hs-cTnl, ¥4 (ng/L) 19.4

- O 2EEURE Tl R AR <0.05 ng/mL, Joikit
B s O# I EHURE CK-MB SR MR BR <1 ng/mL, TG
P

3 it
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Table 5 Results of the three accelerated diagnostic
protocols in rapid assessment of patients
with chest pain

J5h7 TRUST finiE  EDACS fini  Ja+F el
LA LA 2Rl

HURE (%) 83.3 100 100

R (%) 43.8 39.8 18.8

BAMESEAE (%) 98.2 100 100

B TEE (%) 6.3 7.2 5.5

FH AR 15 1.7 1.2

[ IPEARLSA L 0.4 0 0

fRfE e (%) 425 38.1 17.9

30 d WAZERTE 1/57 (1.8) 0/51 (0) 0/24 (0)

LUEBE (%)

PR RGN T BHF 2T, SULRR, R4
LIRS IR AR H KATE 2% ~ 10%". I
TR PR AR 732 T3 S8 Xk P M A A T DR
fiti IR BPR AT RER I 22 A HERR s S M i — Bk
ALY AN a2 WA AL, IR A
SRS, WERERENAET R, APTE X
3 P bR A B8 23 J2 77 58 S0 2 i e S A O fE
BoRPRESE RS 7025 5T R T 2k N s
EbE .
3.1 TRUST hniEi2 k&2 7 22 M B Rz

TRUST Jini# 2 Wi i#% 4% ( Triage Rule-out Using
high-Sensitivity Troponin accelerated diagnostic
protocol, & 2) 3 [E {7 & 3 W K 2% Carlton 2
FAE 2015 4EHE Y, B AR LT B Goldman
V43 MO SIS 35 1A .- Carlton 42 AE LAY
AL g A 867 B, 2 I A] 2012 4F 6 J1 F
20134 8 A, FIAFEIE 57.9 %, L300 d ZNEkE
AP WUASEAE A F T2 5L, TRUST JiE 2 Wi
A28 S VK A o g B BEURROEE O 92.8%, B TG
98.7%, Fi5tIE 47.4%.

ABEFE I G N 134 ] %, TRUST Ml i2
T S A ol EK A M U BURREE Ol 83.3%, R SR B
43.8%, FAPERUN(E 98.2%, FHYEFTNE 6.3%, BH
PERIAR L 1.5, FITPEISRLE 0.4, 5 Carlton 220
FERH AR, G D R ik S S I A B g 1 8 g
SIGE R L (P>0.05) (£6).
3.2 EDACS fniE1i2 12 75 Mg fe o B9 Sz

EDACS 2 W42 ( Emergency Department
Assessment of Chest pain Score accelerated diagnostic
protocol ) FHTPY %243 Than % " 75 202 = I
PEALPE 3 R G A U Bz 0-2h LS H
J& T 2014 4R FE Y Than ZE2 /LW I DR 5E 9 A

#£ 6 5 Carlton #15E H 4R
Table 6 Comparison between this study and the Carlton study

21 5] HEfE fi5fe pali] P1H
ABISE 77 57
Carlton WF5¢ 482 385

1974 B, LL30 RN EA FZONEA R F4
( Major adverse cardiac event, MACE ) AEfE N
SR, S RIS AE M U 99.0%, KRS
J& 49.9%. Than 1Y J5 19 56 TEAF 5 D) 31k 5 H A0 EE
H100%, FESFEE 59.0%, fiKfE b ik 51.3%, 7
2015 4F 3 3 {1 — I3 282 11 H 3 AU IR UERF ST 45
SIS A A o 9 SR L 88.2%
AR, s RMEGIEDT T " g 763 Bl E, %
SIARK e e e 1) SRR EE 3R 3 100%, 5 5 46.4%,
B FNAE 100%, FHEEBE 17.5%.

ANF5E EDACS N 12 W i A% 4 B A6 B g i)
HURE R 100%, (IRfE B 5 L >30%, 5 Than %
FIBFSE —20 ; BT R 39.8%, FAPEBIIE 100%,
FHAPETIINAE 7.2%, FRPEUSRLE 1.7, BAYERISALE O,
KEMRAG B 5 >30%, BURE >98%, BT
A >99.5% B Hbx, HJE 3 PG 22 %
e —— A HARR RS, BT B 2 AR DCHT
58, VARG R IZ N
3.3 REFELRTEIS WA TR 1ER S T A R

I BF 4 K 9 12 W i 72 ( Vancouver chest pain
rule ) H Christenson 25 "' ¥F 2006 4421, Lt
a2 R A e . AR A . ECG KoL
PRaEP RO A, WESE IR A 769 1 B A,
S AR e B e 7 SRR R 98.8%, RSB 32.5%,
FIPEFENE 99.0%, (RFEEE KL 25.7%, 2012 4
Jalili 45 U 56 F H 5 B /6 Mo i SBURKBE 95.1%, 4%
S 56.3%, BIHEHUNE 98.6%.

ARAIF 5T Hh IR AE A R 12 W I AR S AR A i e
() BB BE O 100%, 7 5 B 18.8%, B 11 I A
100%, PFHYETRIAE 5.5%, PHYERISREE 1.2, BT
ISR 0. 5 Christenson 25 " 97 Lb &, BUR
JE B T 40K 31 100%, {EE G H 3 o5 HeATy
IHELAR, h 3 P b i i —A,

i LTk, MG 2R RE R, BT
PG 5 532 7 S S I fe /R B T AT,
(A5 — R, EDACS Hi#i2 B i 44 nl fig
A FIF 2R IS B I 2 BB,

BT R BRYE « ABF5E 30 KR EZLOLIEAR
Tl — DR A S OISR, X ] BE (&6

0.164 0.685
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