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All Troponin results must be interpreted in conjunction with clinical presentation and electrocardiograms. 
Repeated episodes of chest pain of an ischaemic nature should be referred for urgent cardiology input regardless of Troponin results 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Pain ≥ 6 hours Second hs-TnT after 3 hours 

hs-TnT 
∆ ≥ 7.0 ng/L 

 

hs-TnT 
∆ ≤ 3.0ng/L 

hs-TnT 
∆  3.1 – 6.9ng/L 

Pain free, GRACE& < 140, diff Dx excluded? 

Chest Pain- Suspected acute coronary syndrome 

Measure hs-TnT at presentation 

hs-TnT<5.0ng/l and 
non-ischaemic ECG^ 

If CP <3hours before presentation repeat hs-cTnT 
at 3 hours, if ≥3hr no need for repeat hs-cTnT 

5.0 -14.0ng/l 14.1-51.9ng/l ≥52.0ng/l 
*consider non-coronary causes 

of elevated troponin 

yes No 

Pain < 6 hours 

MI Excluded / unlikely 
consider discharge 

Observational zone 
(ACCU/AMU) 

MI Likely 
(ACCU) 

Lead author: Dr Aleem Khand, Consultant Cardiologist 
Contact: Aleem.khand@aintree.nhs.uk (office hours) 
Evidence Base: B Pan-Liverpool Consultation 

PTO to read the accompanying 
explanatory notes to this pathway. 
These include definitions of acronyms 
and abbreviations etc. 
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All patients with STEMI on their ECG should be managed according the primary PCI pathway (with emergency 
transfer to LHCH if criteria fulfilled http://www.cmcsn.nhs.uk/fileuploads/PPCI_Protocol_Final_April_20131.pdf  
 
This pathway is not a substitute for careful history taking, clinical examination and scrutiny of serial 
electrocardiograms. In cases where clinician/nurse practitioner judgement differ from pathway directed care then 
clinician/ nurse practitioner judgement should take precedence. 
 
Any patient with ongoing or recurrent ischaemic sounding chest pain should be referred for urgent cardiology 
input 
Any patient with dynamic or baseline ischaemic changes on their ECG should be referred for urgent cardiology 
input, irrespective of the initial troponin result. 
 
The pathway should be used for patients presenting with chest pain/discomfort/ possible ‘ischaemic’ symptoms 
who are suspected to have acute coronary syndrome.  Non-cardiac chest pain should be managed accordingly 
without an hs-TnT check.  
 
The pink boxes refer to time of arrival at accident and emergency. Therefore, blood samples for hs.TnT should be 
drawn at presentation, irrespective of time of chest pain, and (for those mandated by the pathway) at 3 hours 
after presentation. 
 
For patients with suspected acute coronary syndrome who present early (<3 hours from the time of [peak] chest 
pain) a 2nd troponin at 3 hours should be undertaken even if presentation troponin is <5ng/l with a non-ischaemic 
ECG 
 
This algorithm is conditional upon the use of a high sensitivity troponin and is specific to the ROCHE (elecsys) 
high sensitivity troponin T (hs-cTnT) biomarker analysed with the standard 18minute assay in the COBAS 
e601/602 analysers.  
 
Renal function: moderate-severe renal dysfunction is associated with troponin elevation by a number of 
mechanisms. These patients are more likely to be classified in the ‘observation zone’. For patients with moderate-
severe renal dysfunction in whom an acute coronary syndrome is suspected, using a ∆20% rise or fall maybe more 
appropriate, rather than an absolute value, in terms of diagnosing myocardial infarction. 
 
Referrals to Rapid Access Chest Pain Clinics/ HOT clinics: In each trust there will be policies for patient referrals 
for those discharged for further assessment/ cardiac imaging. This service should be utilised only for patients with 
suspected coronary disease who are deemed safe to be discharged but require further investigation. It should not 
be a default position for all acute chest pain patients discharged with the aid of this pathway (a large proportion 
of whom can be reassured with no follow-up or investigations) 
 
 Abbreviations/acronyms: 
• Hs-TnT= high sensitive (elecsys- ROCHE) troponin T 
• ACCU: Acute Cardiovascular Care Unit, AMU: Acute Medical Unit 
• Diff Dx:  differential diagnosis 
• ^ nonischaemic ECG has the following definition:  sinus rhythm or atrial fibrillation/ flutter with VR <110, absence of 

LBBB, absence of ST segment depression or elevation, absence of T wave inversion or t wave flattening in 2 contiguous 
leads, absence of paced rhythm. 

• *For potential non-coronary causes of troponin elevation please see table 
http://circ.ahajournals.org/content/124/21/2350.full 

• pain ≥ or <6 hours refers to the time between chest pain onset/peak and the time of the first Hs-TnT sample. 
• ∆ refers to the absolute change in troponin values between 1st and 2nd sample (at 3 hours) and can be a rise or fall 
• All patients in the ‘observation zone’ should be cared for in the ACCU or the cardiology ward. If they are in A&E or in 

AMU when the 2nd troponin results indicate that they be categorised in the ‘Observation Zone’ triage (and thereby 
require further investigation /clinician input) then they should be transferred to ACCU or the cardiology ward. Care 
should continue in AMU (or A&E) only in the absence of ACCU or cardiology beds.  

• GRACE& refers to the GRACE score. (http://www.gracescore.org/website/WebVersion.aspx)  

http://www.cmcsn.nhs.uk/fileuploads/PPCI_Protocol_Final_April_20131.pdf
http://circ.ahajournals.org/content/124/21/2350.full
http://www.gracescore.org/website/WebVersion.aspx
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