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Abstract: Background: Standard troponin has long been pivotal in diagnosing coronary syndrome,
especially Non-ST-Segment Elevation Myocardial Infarction (NSTEMI). The recent introduction of
high-sensitivity troponin (hs-cTnI) has elevated it to the gold standard. Yet, its nuanced role in
predicting angiographic lesions and clinical outcomes, notably in specific populations like obesity,
remains underexplored. Aim: To evaluate the association between hs-cTnI magnitude in NSTEMI
patients and angiographic findings, progression to acute heart failure, and its performance in obesity.
Methods: Retrospective study of 208 NSTEMI patients at a large university center (2020–2023).
Hs-cTnI values were assessed for angiographic severity, acute heart failure, and characteristics in the
obese population. Data collected and diagnostic performance were evaluated using manufacturer-
specified cutoffs. Results: 97.12% of patients had a single culprit vessel. Hs-cTnI elevation correlated
with angiographic stenosis severity. Performance for detecting severe coronary disease was low, with
no improvement using a higher cutoff. No association was found between hs-cTnI and the culprit
vessel location. Hs-cTnI did not predict acute heart failure progression. In the obese population, hs-
cTnI levels were higher, but acute heart failure occurred less frequently than in non-obese counterparts.
Conclusions: In NSTEMI, hs-cTnI elevation is associated with significant stenosis, but not with
location or acute heart failure. Obesity correlates with higher hs-cTnI levels but a reduced risk of
acute heart failure during NSTEMI.

Keywords: troponin; NSTEMI; coronary artery disease; obesity; acute heart failure

1. Introduction

For years, the cornerstone of diagnosing coronary syndrome has been the standard
troponin [1]. Of these acute coronary events, 70% correspond to Non-ST-Segment Eleva-
tion Myocardial Infarction (NSTEMI) [2], a scenario where the role of this biomarker is
crucial. Over time, various studies have shown an association between the magnitude of
its elevation in an initial assessment in the emergency department and different clinical
characteristics in these patients, such as the angiographic severity of the lesion in the culprit
coronary vessel, its anatomical complexity, or the presence of intracoronary thrombus [3–6].
Previously, biomarkers that are not currently used routinely in acute coronary syndrome,
such as CK-MB, were also correlated with the extent of infarction, echocardiographic
features following the acute episode, and even mortality [7]. This correlation was likely
associated with the macrostructural involvement that these biomarkers could determine.
Nowadays, this seems impractical given the ongoing search for molecules that can iden-
tify myocardial damage at a microstructural level, allowing for better anticipation and
prevention of ultrastructural damage [8].
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Since the advent of high-sensitivity troponin (particularly, High-Sensitivity cardiac
troponin I or hs-cTnI), this biomarker has evolved into the gold standard for diagnosing
acute coronary pathology, particularly in NSTEMI patients, consistently retaining this
designation across various updates in clinical guidelines from diverse cardiological soci-
eties [9,10]. Several studies have attempted to illustrate its nuanced variations in specific
scenarios [11,12]. However, to our knowledge, none have systematically assessed whether
the extent of high-sensitivity troponin elevation in the initial measurement, when patients
present at the emergency department and are diagnosed with NSTEMI, can effectively
forecast the characteristics of the angiographic lesion, or what these features are in special
populations. This includes comparisons with other cardiac biomarkers such as amino-
terminal pro-B-type natriuretic peptide (NT-proBNP), where levels in the obese population
are comparatively diminished, especially in the context of acutely decompensated heart
failure [13].

Despite the theoretical limitations in predicting the location of the culprit coronary
lesion in NSTEMI through electrocardiographic changes, empirical findings indicate that
up to 25% of diagnosed patients exhibit vessel occlusion, a pattern like that observed in
ST-Segment Elevation Myocardial Infarction (STEMI) [14,15]. Furthermore, a frequent
practice in emergency departments involves assigning severity to NSTEMI based on initial
measurements of hs-cTnI that exceed the upper normal limit, often lacking a robust rationale
for such classification (the higher, the more severe). These observations underscore the
need for further investigation and critical evaluation of current clinical practices to enhance
diagnostic precision and patient care in the context of NSTEMI.

Considering previous data, this study aimed to evaluate the association between the
magnitude of high-sensitivity troponin in patients with NSTEMI and angiographic findings
in coronary arteries indicative of severe disease. Furthermore, we sought to evaluate their
risk of progression to various stages of acute heart failure during hospitalization, as classi-
fied by the Killip-Kimball classification, and their behavior within the obese population.
This investigation was conducted within a cohort of patients diagnosed with NSTEMI at a
university hospital, providing valuable insights into the scientific understanding of these
clinical parameters.

2. Materials and Methods
2.1. Study Design

This was a retrospective observational study in a large university center of 1401 medical
records of patients admitted to the catheterization laboratory between January 2020 and
July 2023. Demographic, clinical, laboratory, and angiographic variables were collected and
managed using RedCap electronic data capture tools hosted at the Facultad de Medicina of
the Universidad de Chile [16,17]. The cutoff values of hs-cTnI VITROS® (Ortho Clinical
Diagnostics, Rarity, NJ, USA) used to assess the performance of this biomarker in determin-
ing angiographic findings of significant coronary stenosis were based on the usual cutoff
points recommended by the manufacturer, as employed in the diagnosis of NSTEMI (p99
of hs-cTnI or 11 ng/L, and 5 times the value to enhance the PPV or 50 ng/L) [18,19]. This
study received approval from the institution’s ethics committee for accessing information
from patients’ medical records (CEIC HCUCh—55/2023).

2.2. Inclusion and Exclusion Criteria

The study included all patients who were discharged from the hospital who were
18 years of age or older and were diagnosed with NSTEMI. The diagnosis of NSTEMI was
based on a combination of clinical presentation, ECG findings, elevated hs-cTnI levels,
and coronary angiographic study as a gold standard. These diagnostic criteria were
all thoroughly assessed to include the most accurate and relevant patient population in
the study.

Patients who were studied in the catheterization laboratory for procedures other
than coronary angiography (right cardiac catheterization, prosthetic valve implantation,



Diagnostics 2024, 14, 893 3 of 11

left atrial appendage closure, etc.) were excluded from the study. Additionally, those
with conditions that could alter the baseline value of hs-cTnI were excluded such as
end-stage chronic kidney disease, myocarditis, pericarditis, post-cardiac arrest, infiltra-
tive disease, arrhythmia, sepsis, acute bleeding, endocrine disorders, or others according
investigators criteria.

2.3. Statistical Analysis

For the statistical analysis discrete variables were expressed as absolute values (percent-
ages), and continuous variables were expressed as arithmetic mean ± standard deviation
or median [p25–p75]. For comparison data between groups, the chi-square test for discrete
variables was used, or the t-test for unpaired groups. To assess potential confounders, a
multivariate linear regression analysis was conducted. To evaluate the performance of
hs-cTnI in the angiographic finding of significant stenosis, a ROC curve was constructed,
and sensitivity, specificity, positive predictive value (PPV), negative predictive value (NPV),
and accuracy were determined. Data analysis was performed using GraphPad Prism v.10.0
(GraphPad Software, La Jolla, CA, USA) and Stata/MP v.14.1 (Stata Software, College
Station, TX, USA). All analyses were two-tailed, and a statistically significant difference
was defined as a p-value below 5% (p < 0.05).

3. Results
3.1. Study Population and Baseline Characteristics

A review of 1401 medical records of patients who underwent procedures in the
catheterization laboratory of our university center between January 2020 and July 2023
was conducted. From the total reviewed medical records, 208 patients meeting the pre-
established inclusion criteria were selected, as indicated in Figure 1. Subsequently, the
baseline characteristics of the patients included in the study were summarized, as shown
in Table 1.
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Table 1. Characteristics of recruited patients at baseline.

Characteristics of Patients at Baseline

Demographic

Age¯years ± SD 69.5 ± 11.47

Female—n (%) 53 (25.48)

Comorbidities

Hypertension—n (%) 139 (66.83)

Diabetes—n (%) 94 (45.19)

Smoking—n (%) 68 (32.19)

Obesity—n (%) 61 (29.33)

Coronary artery disease—n (%) 68 (32.69)

Statins use—n (%) 82 (39.42)

Laboratory

eGFR—mean ± SD [mL/min] 57 ± 8.39

Serum creatinine—mean ± SD [mg/dL] 0.98 ± 0.5

hs-TnI—median (IQR) [ng/L] 122.75 (31.17–777.9)

Clinical

Severe in angiography
Positive—n (%) 181 (87.02)

Killip-Kimbal classification
Killip-Kimbal 1—n (%) 171 (82.21)
Killip-Kimbal 2—n (%) 21 (10.09)
Killip-Kimbal 3—n (%) 14 (6.73)
Killip-Kimbal 4—n (%) 2 (0.96)

Culprit coronary artery
RCA—n (%) 51 (25.25)
LAD—n (%) 110 (54.46)
LCx—n (%) 32 (15.84)
LMCA—n (%) 9 (4.46)

The group of individuals included in the study had an average age of 69.5 years, with
a majority being males (74.52%). The cohort presented with common comorbidities such as
hypertension (66.83%), diabetes (45.19%), and smoking (32.19%). Upon laboratory analysis,
the mean estimated glomerular filtration rate was found to be 57 [mL/min], and serum
creatinine was 0.98 [mg/dL]. The hs-cTnI median stood at 122.75 (IQR: 31.17–777.9) [ng/L].
Clinical findings indicated a high prevalence of severe angiographic outcomes (87.02%) and
diverse involvement of culprit coronary arteries, with the left anterior descending artery
being the most frequently affected (54.46%). As per the report, the majority of patients did
not show progression in stages of acute heart failure related to the specific coronary event at
the time of admission to the hospital unit, as determined by the Killip-Kimbal classification.

3.2. Angiographic Severity of Coronary Lesion in the Culprit Artery

Out of the 208 analyzed patients, 202 were attributed to a single vessel as the culprit
of the acute coronary event (97.12%).

Regarding the association between angiographic severity and the magnitude of hs-
cTnI elevation, patients were grouped into none to moderate lesion (coronary vessel
stenosis < 70%, n = 27), severe lesion (culprit vessel stenosis 70–89%, n = 112), and criti-
cal/occluded vessel (stenosis 90–100%, n = 69). This grouping was based on the angio-
graphically observed compromise in coronary flow and its clinical repercussions. It was
observed that the magnitude of hs-cTnI elevation in the initial emergency measurement



Diagnostics 2024, 14, 893 5 of 11

was associated with the degree of stenosis observed in coronary angiography, with a greater
involvement as the magnitude increased among groups (p = 0.021, F 3.933). The average
elevation magnitude for each group can be seen in Figure 2A.
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Figure 2. The magnitude of hs-cTnI elevation levels and severity of coronary angiography stenosis. In
panel (A), patients were classified based on the severity of coronary stenosis by coronary angiography
into normal to moderate (0–69%), severe (70–89%), and critical to total occlusion (90–100%) categories
according to the clinical impact of the finding. The mean ± SD of log10[hs-cTnI] (ng/L) is presented,
and the means of the value for each group were compared using ANOVA with Tukey’s post hoc test.
In panel (B), a ROC curve analysis is shown for the performance of hs-cTnI in detecting significant
stenosis (defined as any coronary artery with stenosis > 70% and LMCA > 50%). Ns = not significant,
* p < 0.05.

3.3. Validation of hs-cTnI for the Identification of Angiographically Severe Lesions

Based on the previous findings, we decided to evaluate hs-cTnI in terms of its per-
formance in detecting angiographically severe coronary disease in coronary angiography
using the same cutoff point defined by the manufacturer as the upper normal limit in
diagnostic terms. Angiographically severe lesions were defined as coronary stenosis > 70%
in any vessel (RCA, LCx, or LAD) or left main coronary artery lesion with >50% stenosis
as reported in the catheterization laboratory. Similarly, we assessed the cutoff point set
at five times above the upper normal limit since, for diagnostic purposes, it enhances
its performance in terms of positive predictive value. Therefore, we hypothesized that
it could also improve its performance in detecting angiographically severe disease. Un-
fortunately, the performance of hs-cTnI in this scenario is low (ROC AUC = 0.98, 95%
CI 0.449–0.670) (Figure 2B), and using the cutoff point of 50 ng/L does not significantly
enhance its performance, even reducing its precision (Table 2).

Table 2. Calculated diagnostic performance of hs-cTnI with cutoff points of 11 and 50 (ng/L). The
data were obtained from ROC curve analysis, and the selected cutoff values were the same as those
used in the diagnostic criteria for NSTEMI (p99 for 11 ng/L [18]) and recommended in NSTEMI
guidelines to improve PPV in diagnosis [19].

Cut Off Sensibility (%) Specificity (%) PPV (%) NPV (%) Precision (%)

11 (ng/L) 93.37% 3.7% 86.67% 7.69% 81.73%

50 (ng/L) 70.17% 44.44% 89.44% 18.18% 66.83%

3.4. Localization of Culprit Artery Territory and Heart Failure at Admission

Subsequently, we hypothesized that the magnitude of hs-cTnI elevation might be
associated with the percentage of compromised myocardial mass, and the latter could be
related to the artery that irrigates that territory (given that 175 patients presented with
a lesion of at least 70% in angiography, with cause attributed to the diseased vessel).
Therefore, the coronary vessel irrigating a greater amount of myocardial mass could
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generate a higher biomarker elevation magnitude, and vice versa. Traditionally, territories
have been defined as those irrigated by LAD (n = 109, 56.4%), and the rest (LCx and
RCA) as non-LAD (n = 84, 43.5%), due to the lower percentage of myocardial mass they
perfuse in the heart. Additionally, the analysis included the group of patients with LMCA
involvement, as few data were observed regarding the total sample (n = 8, 4% of the total)
and involving a broad territory. Therefore, they were added to the LAD-irrigated group.
When comparing means in these two groups, no differences were found regarding the
magnitude of hs-cTnI and the culprit vessel (p = 0.239, with LMCA, Figure 3A; p = 0.2595,
without LMCA, Figure 3B).
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Figure 3. The magnitude of hs-cTnI elevation levels: highlighting the localization of the culprit
coronary artery and the development of acute heart failure. In panels (A,B), patients were categorized
based on the culprit coronary artery into LAD and non-LAD groups. In panel (A), we included
LMCA in the LAD group due to its involvement in a large territory, but it was excluded in panel (B)
due to a limited amount of data. Panel (C) compares troponin levels concerning acute heart failure
related to NSTEMI during presentation in the emergency department. The patients are grouped
into Killip-Kimball 1 or >1 based on clinical relevance. The mean ± SD of log10[hs-cTnI] (ng/L) is
presented, and the means of the value for each group were compared using t-test. Ns = not significant.

We decided to determine whether the magnitude of hs-cTnI at the first measurement
upon admission to the emergency department predicted the progression to acute heart
failure in NSTEMI patients according to the Killip-Kimbal classification. It is anticipated
that a higher level of the biomarker could represent a greater amount of compromised
myocardium and, therefore, impairment of systolic function. Out of the total patients,
only 37 presented Killip-Kimbal > 1 (17.79%), and considering the clinical significance
(symptoms associated with Killip-Kimbal > 1), we decided to group patients at Killip-
Kimbal = 1 or >1 for analysis. A t-test was conducted for the means of the described groups,
revealing no differences between them (log10 hs-cTnI [ng/L] 2.243 vs. 2.186, p = 0.743)
(Figure 3C).

3.5. Performance of hs-cTnI and Characterization of Clinical Outcomes in the Obese Population

Notably, the performance of a biomarker within specific populations gains significance,
particularly considering previously reported modifications observed in individuals with
obesity (BMI ≥ 30 kg/m2). Based on the obtained data, we evaluated the characteristics of
hs-cTnI according to the presence of obesity in NSTEMI patients. In our sample, 29.3% were
obese with an average BMI of 33.79 ± 3.72 kg/m2. Analyzing the means of these groups,
differences were found in the magnitude of hs-cTnI elevation in the first measurement at
the emergency room, with higher values for the obese patient group (log10[hs-cTnI] 2.14 vs.
2.45; p = 0.0287, 95% CI 0.03295–0.5949 ng/L), as shown in Figure 4A. After adjusting for
confounding variables of hs-cTnI and obesity about other analyzed variables, this trend
persists (Table 3).
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Figure 4. Obesity, hs-cTnI pattern, and clinical outcomes. Figure (A) illustrates first troponin
levels in the context of NSTEMI in the obese population compared to the non-obese counterpart
at presentation in the emergency department. In (B), the differences in the frequency of significant
coronary angiographic finding (red) are shown in the obese versus non-obese population. Finally,
in (C), the frequency of events related to the progression to acute heart failure (Killip-Kimbal = 1 or
Killip-Kimbal > 1) is depicted about NSTEMI in the same two populations described. In (A), the
mean ± SD of log10[hs-cTnI] (ng/L) is presented, and the mean values for each group were compared
using t-test. In the case of (B,C), contingency tables were analyzed using Fisher’s exact test. * p < 0.05,
ns = not significant.

Table 3. Multivariate analysis of covariates associated with hs-cTnI and obesity. Several potential
demographic and clinical variables are associated with the variation in the magnitude of hs-cTnI
and obesity. The body mass variable changes linearly concerning the hs-cTnI variable without losing
its statistical significance when analyzed with the rest of the covariates. The coefficient, the 95%
confidence interval (95% CI), and the p-value are detailed in the table. * p < 0.05.

Multivariate Analysis

Variable Coef. IC 95% p-Value

Age −44.52 −97.948 8.908 0.102

Gender 508.62 −717.683 1734.929 0.414

Type 2 Diabetes Mellitus 166.96 −934.275 1268.203 0.765

Arterial hypertension 419.01 −806.376 1644.399 0.501

Smoking 495.15 −691.289 1681.598 0.412

Obesity 1638.36 438.994 2837.73 0.008 *

Estimated glomerular filtration rate −9.71 −73.096 53.672 0.763

Similarly, we decided to investigate the severity of the lesions found when there is
a culprit artery for the coronary ischemic condition in this population, compared to their
non-obese counterparts using the same positive coronary angiography classification as
described previously, finding no differences (p = 0.6531) (Figure 4B).

On the other hand, we explored the frequency of progression events to heart failure
according to the Killip-Kimbal classification = 1 or >1. We observed a higher frequency of
Killip-Kimbal > 1 events in non-obese patients (p = 0.0271) as shown in Figure 4C.

4. Discussion

To our knowledge, only a few studies have systematically evaluated the characteristics
of hs-cTnI beyond its diagnostic capabilities and out of the NSTEMI scenario [20–25]. It
is worth mentioning that hs-cTnI is a more sensitive test than the standard troponin test,
allowing for earlier detection of myocardial injury. This has led to a decrease in the time
required for diagnosis and an increase in the accuracy of diagnosing NSTEMI, successfully
reducing the prevalence of unstable angina, as discussed in the literature [26].
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In this study, a retrospective analysis of 208 NSTEMI patients in a large university
center established the predictive capacity of hs-cTnI concerning angiographic findings of
coronary stenosis > 70% in the culprit vessel. Notably, over 95% of patients in this sample
had one of the coronary vessels responsible for NSTEMI, emphasizing the challenge of
discriminating the location of the culprit vessel with subendocardial ischemia [27]. This
data is very interesting because it is similar to other reports where achieving identification
of a culprit artery through angiography study is possible in more than 70% of cases ana-
lyzed [28,29], including intracoronary imaging strategies [30,31]. This contrasts with what
was previously proposed in the literature, probably due to lower efficiency in coronary an-
giographic study techniques [32]. Moreover, within the general population characteristics,
there was a low percentage of medication use recommended for high-risk individuals, such
as those with coronary heart disease or diabetes. Statins, for instance, were used in less
than half of these patients, similar to other reports [33,34].

An important finding was the correlation between the magnitude of the initial hs-cTnI
measurement in the emergency department and the identification of a critical coronary
stenosis or occluded vessel in angiographic studies. This correlation was particularly
evident when hs-cTnI values were high, an observation in previous reports [18]. However,
when we analyzed the performance of hs-cTnI in predicting angiographically severe steno-
sis or greater involvement using a cutoff similar to the diagnostic cutoff value, its accuracy
was low. Attempting to enhance its positive predictive value (PPV) by using a value five
times above the p99 (consistent with diagnostic recommendations) [19] only resulted in
decreased precision without improvement.

It has been discussed that the elevation of the biomarker is related to the amount
of myocardial tissue compromised, and in turn, with the coronary vessel that irrigates it.
This is because it has been estimated that these arteries differentially supply blood to the
myocardium, with almost half of it supplied by the anterior descending artery (LAD) [35].
Therefore, it could be possible to identify and categorize myocardial tissue into LAD and
non-LAD territories. However, our study suggested that the location of coronary stenosis
is not associated with the biomarker level, possibly due to the variation between patients in
the myocardial mass irrigated by each coronary artery or the lack of precision in coronary
artery obstruction details in our records. There is no impact when we include data related
to LMCA, because there are few patients with involvement in this area.

Concerning clinical outcomes, earlier data indicated that patients admitted for acute
coronary syndrome developed heart failure according to elevated hs-cTnI levels [36], likely
influenced by the inclusion of STEMI patients. In our study involving NSTEMI patients
alone, no difference was observed in the Killip-Kimbal classification stages between the two
groups (Killip-Kimbal = 1 or >1). Consequently, our findings suggest that the initial hs-cTnI
measurement did not predict an adverse clinical outcome related to the development of
acute heart failure during the admission of these patients. This contrasts with standard
troponin [29], which includes mortality associated with higher levels, primarily due to the
greater structural damage linked to the elevation of standard troponins in the era before
the ultrasensitive ones. This observation aligns with analogous findings in patients with
myocardial infarction with non-obstructive coronary arteries (MINOCA) [37], marking it
as one of the most feared complications in this patient setting.

Some previous reports with other biomarkers (including standard and high-sensitive
troponins) suggest that there may be differences, particularly in an important population
for acute coronary pathology, such as obese individuals [13,38]. When analyzing the
performance of hs-cTnI in this population, our data revealed an upward difference in
this biomarker compared to their non-obese counterparts. This finding is consistent with
previous studies on hs-cTnT [32], in which this phenomenon could be related to the
remodeling process in the heart that continues over time. Nevertheless, this study did not
find a difference in the progression of Killip-Kimbal stages between both groups in the
acute coronary setting. It is noteworthy that some studies indicate that obesity might even
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play a protective role in the development of acute heart failure, a phenomenon still not
clearly explained [39,40].

This study has several limitations, including focusing on a single initial hs-cTnI
measurement and irregular control after angiographic studies. The above is a challenging
limitation to avoid, as a percutaneous resolution of reported coronary lesions generates
an early peak in hs-cTnI values and can induce a misinterpretation of the rising levels;
for this reason, it is not routine for us to perform a biomarker follow-up after a coronary
angioplasty procedure. Similarly, not all centers have catheterization equipment to address
this pathology, making the applicability of our work useful for low-complexity centers
and the possible courses of action to be taken in the face of a patient with this diagnosis,
relying solely on the initial determination of hs-cTnI. Additionally, with the advent of
ultrasensitive techniques, we have observed a decrease in the need for a second draw with
the data from patients at our center, as they allow for immediate categorization as either
rule in or rule out. Additionally, retrospective studies can have an inherent bias due to
issues with data acquisition, such as a lack of information about the time between when
symptoms started and when the patient sought emergency care. This means that patients
may have initially gone to other healthcare facilities with different complaints, or they may
not remember the exact timing of events leading up to their visit to our hospital. This can
create a reporting bias in terms of the symptoms they experienced. This issue has been
documented in various studies related to this medical context. Finally, previous articles
have reported an association between the peak of standard troponin levels and 3-vessel
disease in NSTEMI patients, an aspect that we cannot evaluate in this first part of our work
due to its initial design.

5. Conclusions

In conclusion, our study suggests that, in NSTEMI patients, the magnitude of hs-cTnI
elevation in the first measurement may be directly associated with significant stenosis in
the culprit vessel (>90%). However, it may not be associated with the location of this lesion
or its clinical impact on acute heart failure development. In obese individuals, hs-cTnI
levels appear higher than in the non-obese population. Nevertheless, they less frequently
develop acute heart failure during an NSTEMI than those without this condition. In any
case, it is necessary to generate population databases that allow for complementing the
findings obtained to support the observed results.
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accuracy of electrocardiogram for acute coronary occlusion resulting in myocardial infarction (DIFOCCULT Study). IJC Heart
Vasc. 2020, 30, 100603. [CrossRef] [PubMed]

16. Harris, P.A.; Taylor, R.; Minor, B.L.; Elliott, V.; Fernandez, M.; O’Neal, L.; McLeod, L.; Delacqua, G.; Delacqua, F.; Kirby, J.; et al.
The REDCap consortium: Building an international community of software platform partners. J. Biomed. Inform. 2019, 95, 103208.
[CrossRef] [PubMed]

17. Harris, P.A.; Taylor, R.; Thielke, R.; Payne, J.; Gonzalez, N.; Conde, J.G. Research electronic data capture (REDCap)—A metadata-
driven methodology and workflow process for providing translational research informatics support. J. Biomed. Inform. 2009, 42,
377–381. [CrossRef]

18. High Sensitivity Troponin I Assay—VITROS®. Available online: https://www2.orthoclinicaldiagnostics.com/emea/diagnostics-
library/solutions/high-sensitivity-troponin-assay (accessed on 20 June 2023).

19. Collet, J.-P.; Thiele, H.; Barbato, E.; Barthélémy, O.; Bauersachs, J.; Bhatt, D.L.; Dendale, P.; Dorobantu, M.; Edvardsen, T.;
Folliguet, T.; et al. Guía ESC 2020 sobre el diagnóstico y tratamiento del síndrome coronario agudo sin elevación del segmento ST.
REC Interv. Cardiol. 2021, 74, 544.e1–544.e73. [CrossRef]

20. Sanchis, J.; Alquézar-Arbé, A.; Ordóñez-Llanos, J.; Bardají, A. High-sensitivity Cardiac Troponin for the Evaluation of Patients
with Suspected ACS: A True or a False Friend? Rev. Esp. Cardiol. 2019, 72, 445–448. [CrossRef]

21. Tahhan, A.S.; Sandesara, P.; Hayek, S.S.; Hammadah, M.; Alkhoder, A.; Kelli, H.M.; Topel, M.; O’Neal, W.T.; Ghasemzadeh, N.;
Ko, Y.; et al. High-sensitivity troponin I levels and coronary artery disease severity, progression, and long-term outcomes. J. Am.
Heart Assoc. 2018, 7, e007914. [CrossRef] [PubMed]

22. Martínez, M.L.; Bertazzo, B.B.; Grima, J.G.; Córdoba, A.V.F.; Konicoff, M.; Martina, L.; Rossa, V.; Amuchastegui, M.; Brenna, E.J.;
Salomone, O.; et al. Validación de percentil 99 de troponina ultrasensible obtenido en la población de un hospital general. Archivos
2020, 77, 281–284. [CrossRef] [PubMed]

https://doi.org/10.1007/s11739-017-1612-1
https://doi.org/10.1038/s41598-023-44214-3
https://doi.org/10.1007/s00380-015-0698-5
https://www.ncbi.nlm.nih.gov/pubmed/26081026
https://doi.org/10.1016/S0300-8932(04)77106-7
https://doi.org/10.1093/clinchem/hvaa231
https://doi.org/10.1016/S0002-8703(99)70404-7
https://doi.org/10.1002/clc.22663
https://doi.org/10.1155/2022/9713326
https://doi.org/10.1161/CIRCULATIONAHA.122.059678
https://doi.org/10.1093/eurheartj/ehad191
https://doi.org/10.1016/j.jacc.2021.01.011
https://www.ncbi.nlm.nih.gov/pubmed/33706879
https://doi.org/10.1016/j.cca.2020.02.004
https://doi.org/10.1161/JAHA.120.018689
https://doi.org/10.1002/clc.23128
https://www.ncbi.nlm.nih.gov/pubmed/30536892
https://doi.org/10.1016/j.ijcha.2020.100603
https://www.ncbi.nlm.nih.gov/pubmed/32775606
https://doi.org/10.1016/j.jbi.2019.103208
https://www.ncbi.nlm.nih.gov/pubmed/31078660
https://doi.org/10.1016/j.jbi.2008.08.010
https://www2.orthoclinicaldiagnostics.com/emea/diagnostics-library/solutions/high-sensitivity-troponin-assay
https://www2.orthoclinicaldiagnostics.com/emea/diagnostics-library/solutions/high-sensitivity-troponin-assay
https://doi.org/10.1016/j.recesp.2020.12.024
https://doi.org/10.1016/j.recesp.2018.11.014
https://doi.org/10.1161/JAHA.117.007914
https://www.ncbi.nlm.nih.gov/pubmed/29467150
https://doi.org/10.31053/1853.0605.v77.n4.27473
https://www.ncbi.nlm.nih.gov/pubmed/33351389


Diagnostics 2024, 14, 893 11 of 11

23. Adamson, P.D.; Hunter, A.; Madsen, D.M.; Shah, A.S.V.; McAllister, D.A.; Pawade, T.A.; Williams, M.C.; Berry, C.; Boon, N.A.;
Flather, M.; et al. High-Sensitivity Cardiac Troponin I and the Diagnosis of Coronary Artery Disease in Patients with Suspected
Angina Pectoris. Circ. Cardiovasc. Qual. Outcomes 2018, 11, e004227. [CrossRef]

24. Wereski, R.; Adamson, P.; Daud, N.S.S.; McDermott, M.; Taggart, C.; Bularga, A.; Kimenai, D.M.; Lowry, M.T.; Tuck, C.;
Anand, A.; et al. High-Sensitivity Cardiac Troponin for Risk Assessment in Patients with Chronic Coronary Artery Disease. J.
Am. Coll. Cardiol. 2023, 82, 473–485. [CrossRef]

25. Ndrepepa, G.; Braun, S.; Schulz, S.; Mehilli, J.; Schömig, A.; Kastrati, A. High-sensitivity troponin T level and angiographic
severity of coronary artery disease. Am. J. Cardiol. 2011, 108, 639–643. [CrossRef] [PubMed]

26. Braunwald, E.; Morrow, D.A. Unstable Angina. Circulation 2013, 127, 2452–2457. [CrossRef] [PubMed]
27. Sharma, M.; Khanal, R.R.; Shah, S.; Gajurel, R.M.; Poudel, C.M.; Adhikari, S.; Yadav, V.; Devkota, S.; Thapa, S. Occluded Coronary

Artery among Non-ST Elevation Myocardial Infarction Patients in Department of Cardiology of a Tertiary Care Centre: A
Descriptive Cross-sectional Study. J. Nepal Med. Assoc. 2023, 61, 54–58. [CrossRef]

28. Balbi, M.M.; Scarparo, P.; Tovar, M.N.; Masdjedi, K.; Daemen, J.; Dekker, W.D.; Ligthart, J.; Witberg, K.; Cummins, P.;
Wilschut, J.; et al. Culprit Lesion Detection in Patients Presenting with Non-ST Elevation Acute Coronary Syndrome and
Multivessel Disease. Cardiovasc. Revascularization Med. 2022, 35, 110–118. [CrossRef]

29. Moustafa, A.; Abi-Saleh, B.; El-Baba, M.; Hamoui, O.; AlJaroudi, W. Anatomic distribution of culprit lesions in patients with
non-ST-segment elevation myocardial infarction and normal ECG. Cardiovasc. Diagn. Ther. 2016, 6, 25–33. [CrossRef]

30. Ekstroem, K.; Loenborg, J.; Nepper-Cristensen, L.; Holmvang, L.; Joshi, F.R.; Iversen, A.Z.; Madsen, P.L.; Olsen, N.T.; Pedersen, F.;
Soerensen, R.; et al. Misclassification rate of the angiographically identified culprit lesion in NSTEMI. Eur. Heart J. 2022, 43,
ehac544-1202. [CrossRef]

31. Ekström, K.; Jensen, M.R.J.; Holmvang, L.; Joshi, F.R.; Iversen, A.Z.; Madsen, P.L.; Olsen, N.T.; Pedersen, F.; Sørensen, R.;
Tilsted, H.-H.; et al. Organized thrombus is a frequent underlying feature in culprit lesion morphology in non-ST-elevation
myocardial infarction. A study using optical coherence tomography and magnetic resonance imaging. Int. J. Cardiovasc. Imaging
2024, 40, 441–449. [CrossRef]

32. Hung, C.-S.; Chen, Y.-H.; Huang, C.-C.; Lin, M.-S.; Yeh, C.-F.; Li, H.-Y.; Kao, H.-L. Prevalence and outcome of patients with non-ST
segment elevation myocardial infarction with occluded “culprit” artery—A systemic review and meta-analysis. Crit. Care 2018,
22, 34. [CrossRef] [PubMed]

33. Machline-Carrion, M.J.; Girotto, A.N.; Nieri, J.; Pereira, P.M.; Monfardini, F.; Forestiero, F.; Raupp, P.; Roveda, F.; Santo, K.;
Berwanger, O.; et al. Assessing statins use in a real-world primary care digital strategy: A cross-sectional analysis of a population-
wide digital health approach. Lancet Reg. Health Am. 2023, 23, 100534. [CrossRef]

34. Tecson, K.M.; Kluger, A.Y.; Cassidy-Bushrow, A.E.; Liu, B.; Coleman, C.M.; Jones, L.K.; Jefferson, C.R.; VanWormer, J.J.;
McCullough, P.A. Usefulness of Statins as Secondary Prevention Against Recurrent and Terminal Major Adverse Cardiovascular
Events. Am. J. Cardiol. 2022, 176, 37–42. [CrossRef] [PubMed]

35. Hsieh, Y.-F.; Lee, C.-K.; Wang, W.; Huang, Y.-C.; Lee, W.-J.; Wang, T.-D.; Chou, C.-Y. Coronary CT angiography-based estimation
of myocardial perfusion territories for coronary artery FFR and wall shear stress simulation. Sci. Rep. 2021, 11, 13855. [CrossRef]

36. Stelzle, D.; Shah, A.S.V.; Anand, A.; Strachan, F.E.; Chapman, A.R.; Denvir, M.A.; Mills, N.L.; McAllister, D.A. High-sensitivity
cardiac troponin I and risk of heart failure in patients with suspected acute coronary syndrome: A cohort study. Eur. Heart J. Qual.
Care Clin. Outcomes 2018, 4, 36–42. [CrossRef] [PubMed]

37. Impellizzeri, A.; Amicone, S.; Armillotta, M.; Sansonetti, A.; Stefanizzi, A.; Angeli, F.; Fabrizio, M.; Bodega, F.; Canton, L.;
Tattilo, F.P.; et al. Prognostic role and predictors of high Killip class in myocardial infarction with non-obstructive coronary artery.
Eur. Heart J. 2022, 43, ehac544-1455. [CrossRef]

38. Lyngbakken, M.N.; de Lemos, J.A.; Hveem, K.; Røsjø, H.; Omland, T. Lifetime obesity trends are associated with subclinical
myocardial injury: The Trøndelag health study. J. Intern. Med. 2022, 291, 317–326. [CrossRef]

39. Zhao, S.; Cao, R.; Zhang, S.; Kang, Y. Explore the Protective Role of Obesity in the Progression of Myocardial Infarction. Front.
Cardiovasc. Med. 2021, 8, 629734. [CrossRef]

40. Buettner, H.J.; Mueller, C.; Gick, M.; Ferenc, M.; Allgeier, J.; Comberg, T.; Werner, K.D.; Schindler, C.; Neumann, F.-J. The impact
of obesity on mortality in UA/non-ST-segment elevation myocardial infarction. Eur. Heart J. 2007, 28, 1694–1701. [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/10.1161/CIRCOUTCOMES.117.004227
https://doi.org/10.1016/j.jacc.2023.05.046
https://doi.org/10.1016/j.amjcard.2011.04.012
https://www.ncbi.nlm.nih.gov/pubmed/21676369
https://doi.org/10.1161/CIRCULATIONAHA.113.001258
https://www.ncbi.nlm.nih.gov/pubmed/23775194
https://doi.org/10.31729/jnma.7934
https://doi.org/10.1016/j.carrev.2021.03.019
https://doi.org/10.3978/j.issn.2223-3652.2015.10.05
https://doi.org/10.1093/eurheartj/ehac544.1202
https://doi.org/10.1007/s10554-023-03005-7
https://doi.org/10.1186/s13054-018-1944-x
https://www.ncbi.nlm.nih.gov/pubmed/29422071
https://doi.org/10.1016/j.lana.2023.100534
https://doi.org/10.1016/j.amjcard.2022.04.018
https://www.ncbi.nlm.nih.gov/pubmed/35606173
https://doi.org/10.1038/s41598-021-93237-1
https://doi.org/10.1093/ehjqcco/qcx022
https://www.ncbi.nlm.nih.gov/pubmed/29045610
https://doi.org/10.1093/eurheartj/ehac544.1455
https://doi.org/10.1111/joim.13391
https://doi.org/10.3389/fcvm.2021.629734
https://doi.org/10.1093/eurheartj/ehm220

	Introduction 
	Materials and Methods 
	Study Design 
	Inclusion and Exclusion Criteria 
	Statistical Analysis 

	Results 
	Study Population and Baseline Characteristics 
	Angiographic Severity of Coronary Lesion in the Culprit Artery 
	Validation of hs-cTnI for the Identification of Angiographically Severe Lesions 
	Localization of Culprit Artery Territory and Heart Failure at Admission 
	Performance of hs-cTnI and Characterization of Clinical Outcomes in the Obese Population 

	Discussion 
	Conclusions 
	References

