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Abstract: High-sensitivity cardiac troponin (hs-cTn) assays have significantly refined the resolution
of biomarker-level detection and have emerged as the gold standard cardiac biomarker in evaluating
myocardial injury. Since its introduction, hs-cTn has been integrated into the Fourth Universal
Definition of Myocardial Infarction and various European Society of Cardiology (ESC) and American
College of Cardiology/American Heart Association (ACC/AHA) guidelines for the evaluation
and diagnosis of chest pain syndromes. However, despite its integral role in caring for patients
with chest pain, there are still substantive gaps in our knowledge of the clinical interpretation of
dynamic changes in hs-cTn values. Whether a relative or absolute hs-cTn delta should be used
to detect acute myocardial injury remains debatable. There are also emerging considerations of
possible sex and racial/ethnic differences in clinically significant troponin deltas. In the emergency
department, there is debate about the optimal time frame to recheck hs-cTn after symptom onset
for myocardial infarction rule-out and whether hs-cTn deltas should be integrated into clinical risk
scores. In this review, we will provide an overview of the history of clinical utilization of cardiac
biomarkers, the development of hs-cTn assays, and the ongoing search for a meaningful delta that
can be clinically applicable.
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1. Introduction

Ischemic heart disease (IHD) represents a significant burden of morbidity and mor-
tality worldwide, and its prevalence is expected to continue to increase over time, given
rising contributions from metabolic disorders and population aging [1,2]. Therefore, a
safe, rapid, and accurate diagnostic method is crucial for patients suspected to have acute
coronary syndromes (ACS), enabling timely initiation of evidence-based therapies and
allowing for very low-risk patients to be ruled out. Over the past decades, cardiac troponin
(cTn) has emerged as the gold standard cardiac biomarker in evaluating myocardial injury
and infarction [3]. Subsequent technological advancements have led to the development
of high-sensitivity cardiac troponin (hs-cTn) assays, which have significantly refined the
resolution of biomarker-level detection, enabling the fast detection of very low troponin
concentrations with high precision.

Since its introduction, hs-cTn has been integrated into and taken on a central role in
both the Fourth Universal Definition of Myocardial Infarction and various European Society
of Cardiology (ESC) [4] and American College of Cardiology/American Heart Association
(ACC/AHA) [5] guidelines for the evaluation and diagnosis of chest pain syndromes [6,7].
Nonetheless, the need to interpret very low concentrations and minute changes in troponin
concentrations may confuse many clinicians unfamiliar with this biomarker. Furthermore,
there are still substantive gaps in our knowledge of what constitutes a clinically significant
dynamic change in hs-cTn.
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This review will provide an overview of the history of troponin as a cardiac biomarker,
the development and clinical implementation of hs-cTn assays, and the various clinical
challenges associated with interpreting hs-cTn deltas (Figure 1).

J. Cardiovasc. Dev. Dis. 2024, 11, x FOR PEER REVIEW 2 of 11 
 

 

biomarker. Furthermore, there are still substantive gaps in our knowledge of what 

constitutes a clinically significant dynamic change in hs-cTn. 

This review will provide an overview of the history of troponin as a cardiac 

biomarker, the development and clinical implementation of hs-cTn assays, and the 

various clinical challenges associated with interpreting hs-cTn deltas (Figure 1). 

 

Figure 1. Clinical challenges in troponin delta interpretation. A summary of the definitions of acute 

and chronic myocardial injury, and some of the various clinical challenges associated with 

interpreting high-sensitivity cardiac troponin (hs-cTn) deltas. 

2. The History of Troponin 

In 1965, troponin, a protein component of the myofibrillar apparatus in both skeletal 

and cardiac myocytes, was discovered [1]. Physiologically, troponin proteins work with 

calcium ions to facilitate muscle contraction by regulating the interaction of actin and 

myosin filaments as part of the filament sliding mechanism. Cardiac troponin (cTn) is a 

protein complex that is made up of three subunits: troponin T (TnT), which attaches the 

troponin protein complex to the actin filament; troponin C (TnC), which is the calcium ion 

binding site; and troponin I (TnI) which acts as an inhibitor preventing interaction of the 

troponin protein complex with myosin heads when there is an insufficient concentration 

of calcium [2,3]. 

At rest, the troponin protein complex is attached to tropomyosin by TnT, occluding 

the binding site for myosin on the actin filament. TnI anchors the troponin–tropomyosin 

complex in place by binding it to actin [6,7]. An action potential creates cell depolarization 

during cardiac myocyte contraction, increasing the intracellular calcium concentration. 

Intracellular calcium ions bind to TnC, leading to a conformation change of the protein 

complex and disengagement of TnI. With both myosin and myosin-binding sites on actin 

filaments exposed, myosin binds to actin, producing sarcomere and, subsequently, 

myocardium contraction [8,9,10]. 

Although TnC is found in cardiac and slow skeletal muscle, cardiac isoforms of TnI 

and TnT are found almost exclusively in adult myocardium [6,11]. With myocardial cell 

damage, the systemic blood concentrations of cardiac isoforms of TnI and TnT increase. 

This makes TnI and TnT useful biomarkers for injury to cardiac myocytes, regardless of 

Figure 1. Clinical challenges in troponin delta interpretation. A summary of the definitions of
acute and chronic myocardial injury, and some of the various clinical challenges associated with
interpreting high-sensitivity cardiac troponin (hs-cTn) deltas.

2. The History of Troponin

In 1965, troponin, a protein component of the myofibrillar apparatus in both skeletal
and cardiac myocytes, was discovered [1]. Physiologically, troponin proteins work with
calcium ions to facilitate muscle contraction by regulating the interaction of actin and
myosin filaments as part of the filament sliding mechanism. Cardiac troponin (cTn) is a
protein complex that is made up of three subunits: troponin T (TnT), which attaches the
troponin protein complex to the actin filament; troponin C (TnC), which is the calcium ion
binding site; and troponin I (TnI) which acts as an inhibitor preventing interaction of the
troponin protein complex with myosin heads when there is an insufficient concentration of
calcium [2,3].

At rest, the troponin protein complex is attached to tropomyosin by TnT, occluding
the binding site for myosin on the actin filament. TnI anchors the troponin–tropomyosin
complex in place by binding it to actin [6,7]. An action potential creates cell depolarization
during cardiac myocyte contraction, increasing the intracellular calcium concentration.
Intracellular calcium ions bind to TnC, leading to a conformation change of the protein
complex and disengagement of TnI. With both myosin and myosin-binding sites on actin
filaments exposed, myosin binds to actin, producing sarcomere and, subsequently, my-
ocardium contraction [8–10].

Although TnC is found in cardiac and slow skeletal muscle, cardiac isoforms of TnI
and TnT are found almost exclusively in adult myocardium [6,11]. With myocardial cell
damage, the systemic blood concentrations of cardiac isoforms of TnI and TnT increase.
This makes TnI and TnT useful biomarkers for injury to cardiac myocytes, regardless of the
cause of myocyte damage [3,8,9]. Even though there have since been studies indicating the
presence of TnI and TnT in various other tissues, including skeletal muscle, it is generally
accepted that TnI and TnT are the most specific biomarkers for identifying myocardial
injury [3,6].

3. High-Sensitivity Troponin Assays
3.1. Pharmacokinetics of Troponin

The pharmacokinetics of cTn can be explained by the distribution of the protein
in cardiomyocytes: the vast majority of cTn is found in the cardiac sarcomere as part
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of the troponin protein complex, while only about 4% to 5% of cTn is found as free
protein in the cytoplasm [7,12,13]. Therefore, following myocardial injury, there is an
initial rapid increase in serum cTn due to release from the cytoplasm, followed by a
secondary serum cTn rise from the decaying myocardial contractile apparatus, which is
slower, gradual, and continuous [7,9,11,12]. This is important to note as other disease
processes that cause chronic myocardial injury, such as end-stage kidney disease (ESKD) or
infiltrative cardiomyopathies, have different cTn cellular release kinetics, leading to chronic
low-level serum cTn elevation [14]. However, as the half-life of troponin is approximately
2 h, the continuous cTn release and increase in serum concentration are highly suggestive
of acute myocardial ischemia.

3.2. High-Sensitivity Troponin Assays

The most commonly used methods for troponin detection are immunochemical meth-
ods, such as enzyme-linked immunoassay (ELISA) or radioimmunoassay (RIA). These
assays are similar: an initial immunological phase with antibody–antigen binding, a sec-
ond phase of an enzymatic reaction or a secondary antibody–antigen reaction, and a final
detection phase. Detection varies based on the assay method used; for instance, in ELISA, a
spectrophotometer measures color intensity, while in RIA, a radiometer measures radionu-
clide emission. Quantification is possible as signal strength directly correlates to the amount
of troponin proteins detected. Over time, several generations of troponin assays have been
developed, with each iteration leading to decreases in diagnostic antibody cross-reactivity
and improvements in analytical characteristics [9,15,16]. Currently, the fifth generation of
troponin immunoassays represents the gold standard of cTn detection.

High-sensitivity cardiac troponin (hs-cTn) assays can detect troponins at a significantly
lower serum concentration than prior assays by using antibody reagents that have consider-
ably higher avidity for cTn proteins than prior assays, improving the overall signal-to-noise
ratio for the tests [17]. It has been proposed that to qualify as a high-sensitivity assay,
the assay should (1) have a total imprecision at the 99th percentile of ≤10%, and (2) for
measurable concentrations of troponin below the 99th percentile, be able to attain at a
concentration value above the assay’s limit of detection for at least 50% (and ideally >95%)
of healthy individuals [15,18]. It has also been proposed that to decrease confusion and un-
necessary decimal points and zeros, concentrations for hs-cTn assays should be expressed
in nanograms per liter (picograms per milliliter) instead of the commonly published units
of micrograms per liter; that is, for instance, a concentration of 0.0015 µg/L should be
reported as 1.5 ng/L [18].

Given that each specific high-sensitivity troponin assay approved by the Food and
Drug Administration (FDA) has different sensitivities and reference populations, the FDA
recommended cutoff values; that is, the 99th percentile of the upper reference limit are
assay-specific [19–21]. For instance, the first high-sensitivity troponin assay approved by
the FDA, the Elecsys Troponin T Gen 5 Short Turnaround Time [STAT] immunoassay by
Roche Diagnostics (Basel, Switzerland), has cutoff values of 22 ng/L for men and 14 ng/L
for women [21], while the ARCHITECT STAT High Sensitive Troponin-I assay by Abbott
Laboratories (Abbott Park, IL, USA) has a cutoff value of 26.2 ng/L [22].

4. Dynamic Troponin Changes and a Meaningful Delta
4.1. Dynamic Troponin Changes in Clinical Practice

The application of hs-cTn assays improved diagnostic sensitivity for early ACS [23–25].
However, this increased sensitivity, which came from being able to detect minute concentra-
tions of cTn, is also accompanied by a decrease in diagnostic specificity for acute myocardial
infarction (AMI), as many other acute or chronic disease processes can cause myocardial
injury and a corresponding increase in serum cTn concentrations [25–27]. Although the
combination of symptoms suggestive of myocardial ischemia and one or more cTn values
greater than the 99 percentile of the upper reference limit is used in clinical practice for the
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diagnosis of AMI, the formal definition of AMI requires a dynamic change, that is, a rise
and/or fall of cTn values over time [4].

Indeed, a central concept in our understanding of AMI is that the injury should lead
to dynamic troponin release [4,17,21,28]. This should be accompanied by a rising or falling
cTn as detected by hs-cTn assays. Furthermore, any subsequent event that leads to another
phase of active myocardial damage would be able to be detected after cTn decreases
from the initial insult [6,29]. If this pattern of dynamic change is not present, nonacute
conditions that lead to myocardial injury, such as ESKD or compensated heart failure, are
typically considered. However, it should also be noted that a dynamic change could also be
accompanied by non-AMI sources of cardiac injury, including Takotsubo cardiomyopathy,
cardiac amyloidosis, arrhythmia, and other systemic illnesses such as sepsis [23,25,26,30].

4.2. A Clinically Significant Delta

Despite the importance of a dynamic change in troponin in diagnosing AMI, there
are no consensus statements or universal guidelines about what constitutes a clinically
significant change in hs-cTn values. There remains debate over whether an absolute or a
relative change in the hs-cTn value should be used and the optimal time interval required
for the hs-cTn change to be diagnostic for AMI. Furthermore, experts suggest that the
optimal criteria for determining a clinically significant hs-cTn change depends on factors
including patient-specific factors and the individual hs-cTn assay used; indeed, though
present guidelines do not recommend a specific threshold, individual health systems have
produced their own management algorithms to guide clinicians [4,26,28].

4.3. Relative vs. Absolute Delta Cutoffs

Multiple studies have evaluated the utility of a relative or an absolute delta, concluding
that adding a delta criterion improves overall diagnostic accuracy [18,24,27,29,31–33].
Apple et al. provided one of the first studies to examine delta changes in hs-cTn in
2009 [34]. This study examined the utility of percentage changes of ≥10, ≥20, and ≥30%
of hs-TnI and found a ≥30% change in hs-TnI values either from baseline or follow-up
optimized diagnostic specificity in patients presenting with symptoms concerning ACS [34].
A subsequent study by Eggers et al. in 2011 [23] expanded on these results by examining the
utility of ≥20%, ≥50%, and ≥100% in hs-TnI values and determined that a cutoff of ≥50%
would have resulted in too many false-negative results for ACS. Eggers et al. proposed that
clinicians combine guidelines from the Universal Definition of AMI with a ≥20% hs-TnI
delta to optimally and reliably differentiate between patients with acute and chronic causes
of hs-TnI elevation.

Given the concern that a relative delta may not be optimal in specific patient pop-
ulations, such as those with a high initial troponin value, subsequent studies aimed to
determine if a clinically significant absolute delta exists. Reichlin et al. in 2011 [35] were
among the first to evaluate this question. They found that a 2 h absolute hs-cTn change
performed better than a 2 h relative hs-cTn change for accurate AMI diagnosis. Mueller
et al. further studied absolute hs-cTn deltas for non-ST elevation myocardial infarctions
(NSTEMI) [32]. They found that, compared to relative deltas, a ROC-optimized absolute
delta generated significant added value to the discrimination of NSTEMI, mainly due to
higher specificity [32].

Overall, although the hs-cTn assays used have varied across studies, a criteria of a 20%
relative change in hs-cTn value or an absolute change of ≥50% of the 99th percentile value
(e.g., 7 to 9 ng/L with hs-TnT depending on individual assays) have both been deemed to
be reasonable definitions of a clinically significant change [27,29]. Each strategy does come
with its drawbacks, with relative changes being likely to overestimate (for patients with
low baseline values) or underestimate (for patients with high baseline values) dynamic cTn
changes, while absolute changes are dependent on the specific hs-cTn assay being used and
the individual patient (individual clinical risk factors, baseline troponin values, biological
availability, etc.).



J. Cardiovasc. Dev. Dis. 2024, 11, 318 5 of 11

Some experts suggest that absolute delta thresholds may be of greater utility in the
era of hs-cTn, particularly as an absolute delta performs well in patients with very low
baseline hs-cTn (possibility of large relative delta with a minimal absolute delta) or high
initial hs-cTn (such as in patients with late presenting ACS, the possibility of small relative
delta with a large absolute delta) [25,36,37]. A clinical scenario where absolute delta could
be favored over a relative delta is discussed in Figure 2. Other experts suggest using an
absolute change criterion in patients with a baseline hs-cTn value ≤ 99th percentile and
a relative change criterion in patients with a baseline hs-cTn value > 99th percentile [29].
Furthermore, due to the inherent variability that is introduced when different commercially
available FDA-approved hs-cTn assays are used in different health systems, many individ-
ual health systems have now produced their own hs-cTn interpretation algorithms to guide
clinicians [4,26,28]. Clinicians should refer to their health system’s specific guidelines and
algorithms if available.
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Figure 2. Advantages and drawbacks of absolute delta criteria versus percent rise criteria for high-
sensitivity troponin. High-sensitivity serum troponin values were previously below the limit of
detection in earlier generation assays. There has been a shift to using absolute delta criteria instead
of percent rise criteria. For a given patient who develops chest pain at 12:00, depending on the
window of time along his/her presentation to the ED, the progression from the first to second
measured values of serum troponin may meet the absolute value criteria but not meet the percent
rise criteria. Abbreviations: %ile: percentile; ED: emergency department; ESKD: end-stage kidney
disease; hs-cTn: high-sensitivity cardiac troponin; MI: myocardial infarction.
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4.4. Sex- and Race-Specific Delta Cutoffs

Women have lower baseline troponin values than men in healthy populations, which is
possibly partly explained by biological differences such as lower left ventricular mass [38,39].
In fact, multiple guideline groups have recommended sex-specific 99th percentiles for
clinical practice, and all FDA-approved hs-cTn assays report individualized sex-specific
99th percentiles [4,28]. All these aim to combat underdiagnoses of cardiac chest pain and
AMI in women [5,28]. Further studies on recommended sex-specific 99th percentiles’ effect
on clinical practice and outcomes are ongoing [40]. However, current clinical algorithms
have not proposed sex-specific deltas [41], though individual studies have suggested their
utility [42]. For instance, a 2020 study by Kimenai et al. [43] showed that using sex-specific
hs-cTn thresholds improved ACS diagnosis. A study by Liu et al. in 2022 also found
that for AMI rule-ins, sex-specific delta thresholds based on 90% specificity (14 ng/L for
males, 11 ng/L for females) performed well [42]. However, no significant impact on clinical
management and prognosis was seen [43].

Much less has been studied on racial and ethnic differences in cardiac biomarkers,
including cTn. Several studies have suggested that Black individuals have higher baseline
and 99th percentile troponin levels than non-Black individuals [11,44,45]. However, there
are currently no FDA recommendations or consensus guidelines recommending race-
specific cTn cutoffs.

4.5. Timing the Troponin Delta

Just as elevated hs-cTn values and clinically significant dynamic hs-cTn value changes
are essential in diagnosing ACS, negative hs-cTn values and changes are equally impor-
tant in ruling out cardiac chest pain. This is especially important given that emergency
department (ED) volume and boarding times are constantly increasing, and timely workup
and management are vital for the more than 20 million people who present to the ED to be
evaluated for ACS annually [46,47].

For patients who present late, defined in the literature as presenting more than 2 h
after symptom onset (more than 3 h in the 2021 AHA/ACC guidelines [5]), multiple
studies have shown that a single low hs-cTn value can identify patients with low risk of
AMI [28,48–50]. These patients have been followed by longitudinal studies and were found
to be unlikely to experience major adverse cardiovascular events during both short- and
long-term follow-up, and therefore can be considered low-risk and be discharged early
from the ED [28,46,51]. However, it must be noted there is no universal definition for a
low level of troponin, which could refer to the LoD, the limit of quantification (LoQ), or an
assay-specific validated hs-cTn value that balances sensitivity and specificity: currently,
guideline recommendations are based on the LoD value [5,28,52]. It is important to note
that hs-cTn assays approved by the FDA to be used in the United States (US) only report
the LoQ, not the LoD [18]. This issue is because the LoQ values are almost always higher
than the LoD, though the difference may be negligible depending on the individual hs-cTn
assay [53]. Although the ACC/AHA recommendation for identifying low-risk patients
uses LoD values, it is clinically challenging to apply in the US. Nonetheless, studies have
shown that the LoQ value performs well in identifying patients with chest pain at low risk
for AMI and that a single hs-cTn LoQ value of <6 ng/L is also promising [49,54,55].

Given that the accuracy of AMI diagnosis is increased with analysis of a rising or
falling pattern in hs-cTn, several algorithms for repeating troponin to rule out AMI have
been evaluated [28,51,56–59]. As hs-cTn assays have been in use outside of the US for more
than a decade before clinical adoption in the US, the ESC has provided rapid AMI rule-out
protocols since 2011. In 2011, a 0 and 3 (0/3 h) hour rapid-rule-out protocol with the use
of hs-cTn was recommended [60], with the subsequent addition of a 0 and 1 (0/1 h) hour
rule-out protocol in the 2015 guidelines, both as Class I recommendations [61]. In the most
recent ESC guidelines from 2020, however, the 0/3 h hour protocol has been downgraded
to a Class II recommendation, with the 0/1 h or the 0 and 2 h (0/2 h) ESC algorithms
recommended as Class I recommendations instead [41], as there have now been multiple
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studies showing that the 0/3 h ESC algorithm has a decreased sensitivity and negative
predictive values for AMI rule-out as compared to the 0/1 h or 0/2 h algorithms [58,62].

However, it should be noted that the latest AHA/ACC guidelines from 2021 do not
differentiate between these algorithms and recommend repeat hs-cTn sampling at 1, 2, or
3 h from ED arrival, which can be considered for AMI rule-out [5]. Interestingly, most
recently, clinical policies from the American College of Emergency Physicians (ACEP) from
2018 have suggested using a 0/2 h algorithm to identify low-risk patients for more rapid
discharge from the ED [63]. Studies have also proposed that strict time intervals may not
be necessary for hs-cTn in evaluating ACS; that is, hs-cTn “velocity” may be just as valid as
hs-cTn deltas [64]. Therefore, an optimal algorithm for timing to repeat hs-cTn to rule out
AMI remains to be determined.

4.6. Integration of Clinical Risk Scores with Troponin Delta

Given the importance and prevalence of ACS workup in the ED, several EDs have
evaluated the utility of combining clinical risk scores with hs-cTn deltas. Although some
studies have found positive impacts of combining hs-cTn deltas pathways with the HEART
score [65] on optimizing risk stratification [66] or reducing admission rates [67], results
have been mixed with other studies showing no improved classification performance for
AMI diagnosis [68]. Some possible explanations for these discrepancies include different
underlying risk profiles in the studied populations [68]. There have also been concerns
that the clinical risk scores, such as the HEART score, may require recalibration in the era
of hs-cTn [69,70]. Currently, this is still an area of active research, and the incorporation
of clinical risk scores with hs-cTn delta algorithms has not been endorsed by any major
society guidelines.

5. Conclusions

Since its introduction, hs-cTn has been integral in the workup and management of
patients with chest pain. However, there are still substantial gaps in our knowledge of the
clinical interpretation of hs-cTn values. Further studies on the contribution of sex, race,
and ethnicity to normal baseline hs-cTn values and clinically significant hs-cTn deltas will
add to our understanding and application of this biomarker. The debate remains around
what constitutes a clinically significant relative or absolute hs-cTn value change to diagnose
AMI and the optimal timing to repeat hs-cTn to optimize test sensitivity and specificity for
ruling out AMI in patients with chest pain.

Author Contributions: All authors participated in manuscript preparation. All authors have read
and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: No new data were created or analyzed in this study. Data sharing is
not applicable to this article.

Acknowledgments: Figure 2 is an original figure designed in BioRender.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Ebashi, S.; Kodama, A. A New Protein Factor Promoting Aggregation of Tropomyosin. J. Biochem. 1965, 58, 107–108. [CrossRef]

[PubMed]
2. Ooi, D.S.; Isotalo, P.A.; Veinot, J.P. Correlation of Antemortem Serum Creatine Kinase, Creatine Kinase-MB, Troponin I, and

Troponin T with Cardiac Pathology. Clin. Chem. 2000, 46, 338–344. [CrossRef] [PubMed]
3. Omran, F.; Kyrou, I.; Osman, F.; Lim, V.G.; Randeva, H.S.; Chatha, K. Cardiovascular Biomarkers: Lessons of the Past and

Prospects for the Future. Int. J. Mol. Sci. 2022, 23, 5680. [CrossRef] [PubMed]

https://doi.org/10.1093/oxfordjournals.jbchem.a128157
https://www.ncbi.nlm.nih.gov/pubmed/5857096
https://doi.org/10.1093/clinchem/46.3.338
https://www.ncbi.nlm.nih.gov/pubmed/10702520
https://doi.org/10.3390/ijms23105680
https://www.ncbi.nlm.nih.gov/pubmed/35628490


J. Cardiovasc. Dev. Dis. 2024, 11, 318 8 of 11

4. Thygesen, K.; Alpert, J.S.; Jaffe, A.S.; Chaitman, B.R.; Bax, J.J.; Morrow, D.A.; White, H.D. The Executive Group on behalf of the
Joint European Society of Cardiology (ESC)/American College of Cardiology (ACC)/American Heart Association (AHA)/World
Heart Federation (WHF) Task Force for the Universal Definition of Myocardial Infarction Fourth Universal Definition of
Myocardial Infarction (2018). Circulation 2018, 138, e618–e651. [CrossRef] [PubMed]

5. Gulati, M.; Levy, P.D.; Mukherjee, D.; Amsterdam, E.; Bhatt, D.L.; Birtcher, K.K.; Blankstein, R.; Boyd, J.; Bullock-Palmer, P.;
Conejo, T.; et al. 2021 AHA/ACC/ASE/CHEST/SAEM/SCCT/SCMR Guideline for the Evaluation and Diagnosis of Chest Pain.
J. Am. Coll. Cardiol. 2021, 78, e187–e285. [CrossRef]

6. Garg, P.; Morris, P.; Fazlanie, A.L.; Vijayan, S.; Dancso, B.; Dastidar, A.G.; Plein, S.; Mueller, C.; Haaf, P. Cardiac Biomarkers of
Acute Coronary Syndrome: From History to High-Sensitivity Cardiac Troponin. Intern. Emerg. Med. 2017, 12, 147–155. [CrossRef]

7. Kozinski, M.; Krintus, M.; Kubica, J.; Sypniewska, G. High-Sensitivity Cardiac Troponin Assays: From Improved Analytical
Performance to Enhanced Risk Stratification. Crit. Rev. Clin. Lab. Sci. 2017, 54, 143–172. [CrossRef]

8. Westermann, D.; Neumann, J.T.; Sörensen, N.A.; Blankenberg, S. High-Sensitivity Assays for Troponin in Patients with Cardiac
Disease. Nat. Rev. Cardiol. 2017, 14, 472–483. [CrossRef]

9. Lazar, D.R.; Lazar, F.-L.; Homorodean, C.; Cainap, C.; Focsan, M.; Cainap, S.; Olinic, D.M. High-Sensitivity Troponin: A Review
on Characteristics, Assessment, and Clinical Implications. Dis. Markers 2022, 2022, 9713326. [CrossRef]

10. Sutanto, H.; Lyon, A.; Lumens, J.; Schotten, U.; Dobrev, D.; Heijman, J. Cardiomyocyte Calcium Handling in Health and Disease:
Insights from in Vitro and in Silico Studies. Prog. Biophys. Mol. Biol. 2020, 157, 54–75. [CrossRef]

11. Raber, I.; McCarthy, C.P.; Januzzi, J.L. A Test in Context: Interpretation of High-Sensitivity Cardiac Troponin Assays in Different
Clinical Settings. J. Am. Coll. Cardiol. 2021, 77, 1357–1367. [CrossRef] [PubMed]

12. Katus, H.A.; Remppis, A.; Scheffold, T.; Diederich, K.W.; Kuebler, W. Intracellular Compartmentation of Cardiac Troponin T and
Its Release Kinetics in Patients with Reperfused and Nonreperfused Myocardial Infarction. Am. J. Cardiol. 1991, 67, 1360–1367.
[CrossRef] [PubMed]

13. Gokhan, I.; Dong, W.; Grubman, D.; Mezue, K.; Yang, D.; Wang, Y.; Gandhi, P.U.; Kwan, J.M.; Hu, J.-R. Clinical Biochemistry of
Serum Troponin. Diagnostics 2024, 14, 378. [CrossRef]

14. Korff, S.; Katus, H.A.; Giannitsis, E. Differential Diagnosis of Elevated Troponins. Heart 2006, 92, 987–993. [CrossRef] [PubMed]
15. Januzzi, J.L.; Mahler, S.A.; Christenson, R.H.; Rymer, J.; Newby, L.K.; Body, R.; Morrow, D.A.; Jaffe, A.S. Recommendations for

Institutions Transitioning to High-Sensitivity Troponin Testing. J. Am. Coll. Cardiol. 2019, 73, 1059–1077. [CrossRef]
16. Cediel, G.; Rueda, F.; García, C.; Oliveras, T.; Labata, C.; Serra, J.; Núñez, J.; Bodí, V.; Ferrer, M.; Lupón, J.; et al. Prognostic Value

of New-Generation Troponins in ST-Segment–Elevation Myocardial Infarction in the Modern Era: The RUTI-STEMI Study. J. Am.
Heart Assoc. Cardiovasc. Cerebrovasc. Dis. 2017, 6, e007252. [CrossRef]

17. Wu, A.H.B.; Christenson, R.H.; Greene, D.N.; Jaffe, A.S.; Kavsak, P.A.; Ordonez-Llanos, J.; Apple, F.S. Clinical Laboratory
Practice Recommendations for the Use of Cardiac Troponin in Acute Coronary Syndrome: Expert Opinion from the Academy
of the American Association for Clinical Chemistry and the Task Force on Clinical Applications of Cardiac Bio-Markers of the
International Federation of Clinical Chemistry and Laboratory Medicine. Clin. Chem. 2018, 64, 645–655. [CrossRef]

18. Apple, F.S.; Collinson, P.O. IFCC Task Force on Clinical Applications of Cardiac Biomarkers Analytical Characteristics of
High-Sensitivity Cardiac Troponin Assays. Clin. Chem. 2012, 58, 54–61. [CrossRef] [PubMed]

19. Karády, J.; Mayrhofer, T.; Ferencik, M.; Nagurney, J.T.; Udelson, J.E.; Kammerlander, A.A.; Fleg, J.L.; Peacock, W.F.; Januzzi, J.L.;
Koenig, W.; et al. Discordance of High-Sensitivity Troponin Assays in Patients with Suspected Acute Coronary Syndromes. J. Am.
Coll. Cardiol. 2021, 77, 1487–1499. [CrossRef]

20. Rubini Gimenez, M.; Badertscher, P.; Twerenbold, R.; Boeddinghaus, J.; Nestelberger, T.; Wussler, D.; Miró, Ò.; Martín-Sánchez, F.J.;
Reichlin, T.; Mueller, C. Impact of the US Food and Drug Administration–Approved Sex-Specific Cutoff Values for High-Sensitivity
Cardiac Troponin T to Diagnose Myocardial Infarction. Circulation 2018, 137, 1867–1869. [CrossRef]

21. Bhatia, P.M.; Daniels, L.B. Highly Sensitive Cardiac Troponins: The Evidence Behind Sex-Specific Cutoffs. J. Am. Heart Assoc.
Cardiovasc. Cerebrovasc. Dis. 2020, 9, e015272. [CrossRef] [PubMed]

22. Westwood, M.; Ramaekers, B.; Grimm, S.; Worthy, G.; Fayter, D.; Armstrong, N.; Buksnys, T.; Ross, J.; Joore, M.; Kleijnen, J.
Background and Definition of the Decision Problem(s). In High-Sensitivity Troponin Assays for Early Rule-Out of Acute Myocardial
Infarction in People with Acute Chest Pain: A Systematic Review and Economic Evaluation; NIHR Journals Library: Southampton,
UK, 2021.

23. Eggers, K.M.; Jaffe, A.S.; Venge, P.; Lindahl, B. Clinical Implications of the Change of Cardiac Troponin I Levels in Patients with
Acute Chest Pain—An Evaluation with Respect to the Universal Definition of Myocardial Infarction. Clin. Chim. Acta Int. J. Clin.
Chem. 2011, 412, 91–97. [CrossRef]

24. Reichlin, T.; Hochholzer, W.; Bassetti, S.; Steuer, S.; Stelzig, C.; Hartwiger, S.; Biedert, S.; Schaub, N.; Buerge, C.; Potocki, M.; et al.
Early Diagnosis of Myocardial Infarction with Sensitive Cardiac Troponin Assays. N. Engl. J. Med. 2009, 361, 858–867. [CrossRef]
[PubMed]

25. Simpson, P.; Tirimacco, R.; Cowley, P.; Siew, M.; Berry, N.; Tate, J.; Tideman, P. A Comparison of Cardiac Troponin T Delta Change
Methods and the Importance of the Clinical Context in the Assessment of Acute Coronary Syndrome. Ann. Clin. Biochem. 2019,
56, 701–707. [CrossRef] [PubMed]

26. Lowry, M.T.H.; Anand, A.; Mills, N.L. Implementing an Early Rule-out Pathway for Acute Myocardial Infarction in Clinical
Practice. Heart 2021, 107, 1912–1919. [CrossRef] [PubMed]

https://doi.org/10.1161/CIR.0000000000000617
https://www.ncbi.nlm.nih.gov/pubmed/30571511
https://doi.org/10.1016/j.jacc.2021.07.053
https://doi.org/10.1007/s11739-017-1612-1
https://doi.org/10.1080/10408363.2017.1285268
https://doi.org/10.1038/nrcardio.2017.48
https://doi.org/10.1155/2022/9713326
https://doi.org/10.1016/j.pbiomolbio.2020.02.008
https://doi.org/10.1016/j.jacc.2021.01.011
https://www.ncbi.nlm.nih.gov/pubmed/33706879
https://doi.org/10.1016/0002-9149(91)90466-X
https://www.ncbi.nlm.nih.gov/pubmed/1904190
https://doi.org/10.3390/diagnostics14040378
https://doi.org/10.1136/hrt.2005.071282
https://www.ncbi.nlm.nih.gov/pubmed/16775113
https://doi.org/10.1016/j.jacc.2018.12.046
https://doi.org/10.1161/JAHA.117.007252
https://doi.org/10.1373/clinchem.2017.277186
https://doi.org/10.1373/clinchem.2011.165795
https://www.ncbi.nlm.nih.gov/pubmed/21965555
https://doi.org/10.1016/j.jacc.2021.01.046
https://doi.org/10.1161/CIRCULATIONAHA.117.031940
https://doi.org/10.1161/JAHA.119.015272
https://www.ncbi.nlm.nih.gov/pubmed/32390494
https://doi.org/10.1016/j.cca.2010.09.020
https://doi.org/10.1056/NEJMoa0900428
https://www.ncbi.nlm.nih.gov/pubmed/19710484
https://doi.org/10.1177/0004563219876671
https://www.ncbi.nlm.nih.gov/pubmed/31569964
https://doi.org/10.1136/heartjnl-2019-316242
https://www.ncbi.nlm.nih.gov/pubmed/34479874


J. Cardiovasc. Dev. Dis. 2024, 11, 318 9 of 11

27. Morrow, D.A.; Bonaca, M.P. Real-World Application of “Delta” Troponin. J. Am. Coll. Cardiol. 2013, 62, 1239–1241. [CrossRef]
28. Sandoval, Y.; Apple, F.S.; Mahler, S.A.; Body, R.; Collinson, P.O.; Jaffe, A.S.; on behalf of the International Federation of Clinical

Chemistry and Laboratory Medicine Committee on the Clinical Application of Cardiac Biomarkers. High-Sensitivity Cardiac
Troponin and the 2021 AHA/ACC/ASE/CHEST/SAEM/SCCT/SCMR Guidelines for the Evaluation and Diagnosis of Acute
Chest Pain. Circulation 2022, 146, 569–581. [CrossRef]

29. Haaf, P.; Wildi, K.S.; Mueller, C. Should We Use a Relative or Absolute Change to Define a Significant Change in Troponin? Avail-
able online: https://www.acc.org/latest-in-cardiology/articles/2014/10/14/11/01/http://www.acc.org/latest-in-cardiology/
articles/2014/10/14/11/01/should-we-use-a-relative-or-absolute-change-to-define-a-significant-change-in-troponin (accessed
on 10 August 2024).

30. Maayah, M.; Grubman, S.; Allen, S.; Ye, Z.; Park, D.Y.; Vemmou, E.; Gokhan, I.; Sun, W.W.; Possick, S.; Kwan, J.M.; et al. Clinical
Interpretation of Serum Troponin in the Era of High-Sensitivity Testing. Diagnostics 2024, 14, 503. [CrossRef]

31. Keller, T.; Zeller, T.; Ojeda, F.; Tzikas, S.; Lillpopp, L.; Sinning, C.; Wild, P.; Genth-Zotz, S.; Warnholtz, A.; Giannitsis, E.; et al.
Serial Changes in Highly Sensitive Troponin I Assay and Early Diagnosis of Myocardial Infarction. JAMA 2011, 306, 2684–2693.
[CrossRef]

32. Mueller, M.; Biener, M.; Vafaie, M.; Doerr, S.; Keller, T.; Blankenberg, S.; Katus, H.A.; Giannitsis, E. Absolute and Relative Kinetic
Changes of High-Sensitivity Cardiac Troponin T in Acute Coronary Syndrome and in Patients with Increased Troponin in the
Absence of Acute Coronary Syndrome. Clin. Chem. 2012, 58, 209–218. [CrossRef]

33. Bjurman, C.; Larsson, M.; Johanson, P.; Petzold, M.; Lindahl, B.; Fu, M.L.X.; Hammarsten, O. Small Changes in Troponin T Levels
Are Common in Patients with Non-ST-Segment Elevation Myocardial Infarction and Are Linked to Higher Mortality. J. Am. Coll.
Cardiol. 2013, 62, 1231–1238. [CrossRef] [PubMed]

34. Apple, F.S.; Pearce, L.A.; Smith, S.W.; Kaczmarek, J.M.; Murakami, M.M. Role of Monitoring Changes in Sensitive Cardiac
Troponin I Assay Results for Early Diagnosis of Myocardial Infarction and Prediction of Risk of Adverse Events. Clin. Chem. 2009,
55, 930–937. [CrossRef]

35. Reichlin, T.; Irfan, A.; Twerenbold, R.; Reiter, M.; Hochholzer, W.; Burkhalter, H.; Bassetti, S.; Steuer, S.; Winkler, K.; Peter, F.;
et al. Utility of Absolute and Relative Changes in Cardiac Troponin Concentrations in the Early Diagnosis of Acute Myocardial
Infarction. Circulation 2011, 124, 136–145. [CrossRef] [PubMed]

36. Haaf, P.; Drexler, B.; Reichlin, T.; Twerenbold, R.; Reiter, M.; Meissner, J.; Schaub, N.; Stelzig, C.; Freese, M.; Heinzelmann, A.; et al.
High-Sensitivity Cardiac Troponin in the Distinction of Acute Myocardial Infarction From Acute Cardiac Noncoronary Artery
Disease. Circulation 2012, 126, 31–40. [CrossRef]

37. Kim, J.W.; Kim, H.; Yun, Y.-M.; Lee, K.R.; Kim, H.J. Absolute Change in High-Sensitivity Cardiac Troponin I at Three Hours
After Presentation Is Useful for Diagnosing Acute Myocardial Infarction in the Emergency Department. Ann. Lab. Med. 2020, 40,
474–480. [CrossRef]

38. Kimenai, D.M.; Shah, A.S.V.; McAllister, D.A.; Lee, K.K.; Tsanas, A.; Meex, S.J.R.; Porteous, D.J.; Hayward, C.; Campbell, A.; Sattar,
N.; et al. Sex Differences in Cardiac Troponin I and T and the Prediction of Cardiovascular Events in the General Population. Clin.
Chem. 2021, 67, 1351–1360. [CrossRef]

39. de Bakker, M.; Anand, A.; Shipley, M.; Fujisawa, T.; Shah, A.S.V.; Kardys, I.; Boersma, E.; Brunner, E.J.; Mills, N.L.; Kimenai, D.M.
Sex Differences in Cardiac Troponin Trajectories Over the Life Course. Circulation 2023, 147, 1798–1808. [CrossRef] [PubMed]

40. Zhao, Y.; Wong, F.K.Y. Effects of a Postdischarge Transitional Care Programme for Patients with Coronary Heart Disease in China:
A Randomised Controlled Trial. J. Clin. Nurs. 2009, 18, 2444–2455. [CrossRef]

41. Collet, J.-P.; Thiele, H.; Barbato, E.; Barthélémy, O.; Bauersachs, J.; Bhatt, D.L.; Dendale, P.; Dorobantu, M.; Edvardsen, T.; Folliguet,
T.; et al. 2020 ESC Guidelines for the Management of Acute Coronary Syndromes in Patients Presenting without Persistent
ST-Segment Elevation. Eur. Heart J. 2021, 42, 1289–1367. [CrossRef]

42. Liu, L.; Consagra, W.; Cai, X.; Mathias, A.; Worster, A.; Ma, J.; Rock, P.; Kwong, T.; Kavsak, P.A. Sex-Specific Absolute Delta
Thresholds for High-Sensitivity Cardiac Troponin T. Clin. Chem. 2022, 68, 441–449. [CrossRef]

43. Kimenai, D.M.; Lindahl, B.; Jernberg, T.; Bekers, O.; Meex, S.J.R.; Eggers, K.M. Sex-Specific Effects of Implementing a High-
Sensitivity Troponin I Assay in Patients with Suspected Acute Coronary Syndrome: Results from SWEDEHEART Registry. Sci.
Rep. 2020, 10, 15227. [CrossRef] [PubMed]

44. de Lemos, J.A.; Drazner, M.H.; Omland, T.; Ayers, C.R.; Khera, A.; Rohatgi, A.; Hashim, I.; Berry, J.D.; Das, S.R.; Morrow, D.A.;
et al. Association of Troponin T Detected with a Highly Sensitive Assay and Cardiac Structure and Mortality Risk in the General
Population. JAMA 2010, 304, 2503–2512. [CrossRef] [PubMed]

45. Hackler, E.; Lew, J.; Gore, M.O.; Ayers, C.R.; Atzler, D.; Khera, A.; Rohatgi, A.; Lewis, A.; Neeland, I.; Omland, T.; et al. Racial
Differences in Cardiovascular Biomarkers in the General Population. J. Am. Heart Assoc. 2019, 8, e012729. [CrossRef] [PubMed]

46. Anand, A.; Lee, K.K.; Chapman, A.R.; Ferry, A.V.; Adamson, P.D.; Strachan, F.E.; Berry, C.; Findlay, I.; Cruikshank, A.; Reid,
A.; et al. High-Sensitivity Cardiac Troponin on Presentation to Rule Out Myocardial Infarction: A Stepped-Wedge Cluster
Randomized Controlled Trial. Circulation 2021, 143, 2214–2224. [CrossRef] [PubMed]

47. Hollander, J.E.; Than, M.; Mueller, C. State-of-the-Art Evaluation of Emergency Department Patients Presenting with Potential
Acute Coronary Syndromes. Circulation 2016, 134, 547–564. [CrossRef]

48. Sandoval, Y.; Smith, S.W.; Love, S.A.; Sexter, A.; Schulz, K.; Apple, F.S. Single High-Sensitivity Cardiac Troponin I to Rule Out
Acute Myocardial Infarction. Am. J. Med. 2017, 130, 1076–1083. [CrossRef]

https://doi.org/10.1016/j.jacc.2013.06.049
https://doi.org/10.1161/CIRCULATIONAHA.122.059678
https://www.acc.org/latest-in-cardiology/articles/2014/10/14/11/01/http://www.acc.org/latest-in-cardiology/articles/2014/10/14/11/01/should-we-use-a-relative-or-absolute-change-to-define-a-significant-change-in-troponin
https://www.acc.org/latest-in-cardiology/articles/2014/10/14/11/01/http://www.acc.org/latest-in-cardiology/articles/2014/10/14/11/01/should-we-use-a-relative-or-absolute-change-to-define-a-significant-change-in-troponin
https://doi.org/10.3390/diagnostics14050503
https://doi.org/10.1001/jama.2011.1896
https://doi.org/10.1373/clinchem.2011.171827
https://doi.org/10.1016/j.jacc.2013.06.050
https://www.ncbi.nlm.nih.gov/pubmed/23933541
https://doi.org/10.1373/clinchem.2008.114728
https://doi.org/10.1161/CIRCULATIONAHA.111.023937
https://www.ncbi.nlm.nih.gov/pubmed/21709058
https://doi.org/10.1161/CIRCULATIONAHA.112.100867
https://doi.org/10.3343/alm.2020.40.6.474
https://doi.org/10.1093/clinchem/hvab109
https://doi.org/10.1161/CIRCULATIONAHA.123.064386
https://www.ncbi.nlm.nih.gov/pubmed/37114498
https://doi.org/10.1111/j.1365-2702.2009.02835.x
https://doi.org/10.1093/eurheartj/ehaa575
https://doi.org/10.1093/clinchem/hvab230
https://doi.org/10.1038/s41598-020-72204-2
https://www.ncbi.nlm.nih.gov/pubmed/32943674
https://doi.org/10.1001/jama.2010.1768
https://www.ncbi.nlm.nih.gov/pubmed/21139111
https://doi.org/10.1161/JAHA.119.012729
https://www.ncbi.nlm.nih.gov/pubmed/31514563
https://doi.org/10.1161/CIRCULATIONAHA.120.052380
https://www.ncbi.nlm.nih.gov/pubmed/33752439
https://doi.org/10.1161/CIRCULATIONAHA.116.021886
https://doi.org/10.1016/j.amjmed.2017.02.032


J. Cardiovasc. Dev. Dis. 2024, 11, 318 10 of 11

49. Vigen, R.; Diercks, D.B.; Hashim, I.A.; Pandey, A.; Zhong, L.; Kutscher, P.; Fernandez, F.; Yu, A.; Bertulfo, B.; Molberg, K.; et al.
Association of a Novel Protocol for Rapid Exclusion of Myocardial Infarction with Resource Use in a US Safety Net Hospital.
JAMA Netw. Open 2020, 3, e203359. [CrossRef]

50. Allen, B.R.; Christenson, R.H.; Cohen, S.A.; Nowak, R.; Wilkerson, R.G.; Mumma, B.; Madsen, T.; McCord, J.; Huis In’t Veld,
M.; Massoomi, M.; et al. Diagnostic Performance of High-Sensitivity Cardiac Troponin T Strategies and Clinical Variables in a
Multisite US Cohort. Circulation 2021, 143, 1659–1672. [CrossRef]

51. Chapman, A.R.; Lee, K.K.; McAllister, D.A.; Cullen, L.; Greenslade, J.H.; Parsonage, W.; Worster, A.; Kavsak, P.A.; Blankenberg, S.;
Neumann, J.; et al. Association of High-Sensitivity Cardiac Troponin I Concentration with Cardiac Outcomes in Patients with
Suspected Acute Coronary Syndrome. JAMA 2017, 318, 1913–1924. [CrossRef]

52. Kontos, M.C.; de Lemos, J.A.; Deitelzweig, S.B.; Diercks, D.B.; Gore, M.O.; Hess, E.P.; McCarthy, C.P.; McCord, J.K.; Musey, P.I.;
Villines, T.C.; et al. 2022 ACC Expert Consensus Decision Pathway on the Evaluation and Disposition of Acute Chest Pain in the
Emergency Department. J. Am. Coll. Cardiol. 2022, 80, 1925–1960. [CrossRef]

53. Armbruster, D.A.; Pry, T. Limit of Blank, Limit of Detection and Limit of Quantitation. Clin. Biochem. Rev. 2008, 29, S49–S52.
[PubMed]

54. Peacock, W.F.; Baumann, B.M.; Bruton, D.; Davis, T.E.; Handy, B.; Jones, C.W.; Hollander, J.E.; Limkakeng, A.T.; Mehrotra, A.;
Than, M.; et al. Efficacy of High-Sensitivity Troponin T in Identifying Very-Low-Risk Patients with Possible Acute Coronary
Syndrome. JAMA Cardiol. 2018, 3, 104–111. [CrossRef] [PubMed]

55. Sandoval, Y.; Lewis, B.R.; Mehta, R.A.; Ola, O.; Knott, J.D.; De Michieli, L.; Akula, A.; Lobo, R.; Yang, E.H.; Gharacholou, S.M.;
et al. Rapid Exclusion of Acute Myocardial Injury and Infarction with a Single High-Sensitivity Cardiac Troponin T in the
Emergency Department: A Multicenter United States Evaluation. Circulation 2022, 145, 1708–1719. [CrossRef]

56. Fox, W.R.; Diercks, D.B. Troponin Assay Use in the Emergency Department for Management of Patients with Potential Acute
Coronary Syndrome: Current Use and Future Directions. Clin. Exp. Emerg. Med. 2016, 3, 1–8. [CrossRef]

57. Backus, B.E.; Body, R.; Weinstock, M.B. Troponin Testing in the Emergency Department—When 2 Become 1. JAMA Netw. Open
2021, 4, e210329. [CrossRef]

58. Chiang, C.-H.; Chiang, C.-H.; Pickering, J.W.; Stoyanov, K.M.; Chew, D.P.; Neumann, J.T.; Ojeda, F.; Sörensen, N.A.; Su, K.-Y.;
Kavsak, P.; et al. Performance of the European Society of Cardiology 0/1-Hour, 0/2-Hour, and 0/3-Hour Algorithms for Rapid
Triage of Acute Myocardial Infarction. Ann. Intern. Med. 2022, 175, 101–113. [CrossRef] [PubMed]

59. Ashburn, N.P.; Snavely, A.C.; O’Neill, J.C.; Allen, B.R.; Christenson, R.H.; Madsen, T.; Massoomi, M.R.; McCord, J.K.; Mumma,
B.E.; Nowak, R.; et al. Performance of the European Society of Cardiology 0/1-Hour Algorithm with High-Sensitivity Cardiac
Troponin T among Patients with Known Coronary Artery Disease. JAMA Cardiol. 2023, 8, 347–356. [CrossRef] [PubMed]

60. Hamm, C.W.; Bassand, J.-P.; Agewall, S.; Bax, J.; Boersma, E.; Bueno, H.; Caso, P.; Dudek, D.; Gielen, S.; Huber, K.; 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). Eur. Heart J. 2011, 32, 2999–3054. [CrossRef] [PubMed]

61. Roffi, M.; Patrono, C.; Collet, J.-P.; Mueller, C.; Valgimigli, M.; Andreotti, F.; Bax, J.J.; Borger, M.A.; Brotons, C.; Chew, D.P.; et al.
2015 ESC Guidelines for the Management of Acute Coronary Syndromes in Patients Presenting without Persistent ST-Segment
Elevation: Task Force for the Management of Acute Coronary Syndromes in Patients Presenting without Persistent ST-Segment
Elevation of the European Society of Cardiology (ESC). Eur. Heart J. 2016, 37, 267–315. [CrossRef]

62. Pickering, J.W.; Greenslade, J.H.; Cullen, L.; Flaws, D.; Parsonage, W.; George, P.; Worster, A.; Kavsak, P.A.; Than, M.P. Validation
of Presentation and 3 h High-Sensitivity Troponin to Rule-in and Rule-out Acute Myocardial Infarction. Heart Br. Card. Soc. 2016,
102, 1270–1278. [CrossRef]

63. American College of Emergency Physicians Clinical Policies Subcommittee (Writing Committee) on Suspected Non–ST-Elevation
Acute Coronary Syndromes; Tomaszewski, C.A.; Nestler, D.; Shah, K.H.; Sudhir, A.; Brown, M.D. Clinical Policy: Critical
Issues in the Evaluation and Management of Emergency Department Patients with Suspected Non-ST-Elevation Acute Coronary
Syndromes. Ann. Emerg. Med. 2018, 72, e65–e106. [CrossRef] [PubMed]

64. Suh, E.H.; Probst, M.A.; Tichter, A.M.; Ranard, L.S.; Amaranto, A.; Chang, B.C.; Huynh, P.A.; Kratz, A.; Lee, R.J.; Rabbani, L.E.;
et al. Flexible-Interval High-Sensitivity Troponin Velocity for the Detection of Acute Coronary Syndromes. Am. J. Cardiol. 2023,
203, 240–247. [CrossRef] [PubMed]

65. Six, A.J.; Backus, B.E.; Kelder, J.C. Chest Pain in the Emergency Room: Value of the HEART Score. Neth. Heart J. 2008, 16, 191–196.
[CrossRef] [PubMed]

66. Sanchis, J.; Valero, E.; García Blas, S.; Barba, E.; Pernias, V.; Miñana, G.; Brasó, J.; Fernandez-Cisnal, A.; Gonzalez, J.; Noceda, J.;
et al. Undetectable High-Sensitivity Troponin in Combination with Clinical Assessment for Risk Stratification of Patients with
Chest Pain and Normal Troponin at Hospital Arrival. Eur. Heart J. Acute Cardiovasc. Care 2020, 9, 567–575. [CrossRef] [PubMed]

67. Ljung, L.; Lindahl, B.; Eggers, K.M.; Frick, M.; Linder, R.; Löfmark, H.B.; Martinsson, A.; Melki, D.; Sarkar, N.; Svensson, P.; et al.
A Rule-Out Strategy Based on High-Sensitivity Troponin and HEART Score Reduces Hospital Admissions. Ann. Emerg. Med.
2019, 73, 491–499. [CrossRef]

68. Khan, E.; Lambrakis, K.; Blyth, A.; Seshadri, A.; Edmonds, M.J.R.; Briffa, T.; Cullen, L.A.; Quinn, S.; Horsfall, M.; Morton, E.; et al.
Classification Performance of Clinical Risk Scoring in Suspected Acute Coronary Syndrome beyond a Rule-out Troponin Profile.
Eur. Heart J. Acute Cardiovasc. Care 2021, 10, 1038–1047. [CrossRef]

https://doi.org/10.1001/jamanetworkopen.2020.3359
https://doi.org/10.1161/CIRCULATIONAHA.120.049298
https://doi.org/10.1001/jama.2017.17488
https://doi.org/10.1016/j.jacc.2022.08.750
https://www.ncbi.nlm.nih.gov/pubmed/18852857
https://doi.org/10.1001/jamacardio.2017.4625
https://www.ncbi.nlm.nih.gov/pubmed/29238804
https://doi.org/10.1161/CIRCULATIONAHA.122.059235
https://doi.org/10.15441/ceem.16.120
https://doi.org/10.1001/jamanetworkopen.2021.0329
https://doi.org/10.7326/M21-1499
https://www.ncbi.nlm.nih.gov/pubmed/34807719
https://doi.org/10.1001/jamacardio.2023.0031
https://www.ncbi.nlm.nih.gov/pubmed/36857071
https://doi.org/10.1093/eurheartj/ehr236
https://www.ncbi.nlm.nih.gov/pubmed/21873419
https://doi.org/10.1093/eurheartj/ehv320
https://doi.org/10.1136/heartjnl-2015-308505
https://doi.org/10.1016/j.annemergmed.2018.07.045
https://www.ncbi.nlm.nih.gov/pubmed/30342745
https://doi.org/10.1016/j.amjcard.2023.06.080
https://www.ncbi.nlm.nih.gov/pubmed/37506670
https://doi.org/10.1007/BF03086144
https://www.ncbi.nlm.nih.gov/pubmed/18665203
https://doi.org/10.1177/2048872620907539
https://www.ncbi.nlm.nih.gov/pubmed/32067483
https://doi.org/10.1016/j.annemergmed.2018.11.039
https://doi.org/10.1093/ehjacc/zuab040


J. Cardiovasc. Dev. Dis. 2024, 11, 318 11 of 11

69. Khand, A.U.; Backus, B.; Campbell, M.; Frost, F.; Mullen, L.; Fisher, M.; Theodoropoulos, K.C.; Obeidat, M.; Batouskaya, K.;
Carlton, E.W.; et al. HEART Score Recalibration Using Higher Sensitivity Troponin T. Ann. Emerg. Med. 2023, 82, 449–462.
[CrossRef]

70. Suh, E.H.; Mumma, B.E.; Einstein, A.J.; Chang, B.C.; Huynh, P.A.; Rabbani, L.E.; Ranard, L.S.; Sacco, D.L.; Tichter, A.M.; Probst,
M.A. External Validation of the Recalibrated HEART Score for Evaluation of Possible Acute Coronary Syndrome. Am. J. Cardiol.
2024, 229, 13–21. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.annemergmed.2023.04.024
https://doi.org/10.1016/j.amjcard.2024.08.005

	Introduction 
	The History of Troponin 
	High-Sensitivity Troponin Assays 
	Pharmacokinetics of Troponin 
	High-Sensitivity Troponin Assays 

	Dynamic Troponin Changes and a Meaningful Delta 
	Dynamic Troponin Changes in Clinical Practice 
	A Clinically Significant Delta 
	Relative vs. Absolute Delta Cutoffs 
	Sex- and Race-Specific Delta Cutoffs 
	Timing the Troponin Delta 
	Integration of Clinical Risk Scores with Troponin Delta 

	Conclusions 
	References

