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Interpreting troponin is not straightforward. 

It’s essentially a prognostic indicator that is 

elevated in many clinical situations. In 

patients with chest pain it is used to indicate 

whether there is NSTEMI and what further 

management is indicated.   

 

The 99th upper centile is used as the criteria to 

diagnose MI in the right clinical context. There 

will be a rise and fall, compared to static 

elevation in other conditions. Beware the 

timing – the level may have plateaued if there 

is late sampling after an acute event.  

 

 

 

 

Type 1 MI is related to 

plaque rupture. 

 

 

Type 2 MI is related to 

O2 supply/demand  

imbalance, with or without stenosis 

When troponin I levels are >5 ng/L there is an 

incidence of adverse outcomes. 

 

 

 

If interpreting the 99th centile (16 ng/L) as 

normal then there will be a miss rate above 

the 0.5% miss if 5 ng/L is used. 

 

 

In this study the sensitivy for MI of Tpn I up 

to the 99th centile (26ng/L) was only 77% with 

a delta 1-hour troponin, though 98.4% if only 

type 1 MI was considered.  

A 5 ng/L threshold  had 99.8% sensitivity for 

type 1 MI with a 1 hour algorithm. 



 

The TIMI score was devised for use in patients 

with diagnosed UA/MSTEMI to guide further 

inrevention and prognosis. Accelerated 

diagnostic protocols use it as a risk 

stratification to work up undifferentiated chest 

pain, something it was never designed to do. 

It seems to have some utility though. 

The alternate HEART score is also used, 

though is somewhat subjective. Not all points 

are equal, e.g. age and cardiac risk factors. 

 

A recent study pooled data from 15 studies 

with 22651 patients with an overall rule in 

rate for AMI of 15% to allow an estimate of 

diagnostic accuracy and outcomes. 

There is an online calculator at 

https://compass-mi.com/ which gives 

outcome data on various thresholds used. 

 

Low risk is below the threshold chosen, i.e. <2 

ng/L; high risk is above the threshold. 

 

For example if troponins are both < 2 there is 

no MI or death on 30 day follow up.  

 

If above the 6 ng/L and rise of 12 threshold 

used in the above study, then the MI rule in 

rate is appreciable. Risk is low but not zero in 

the grey zone of >6 with a rise <12 ng/L. 

 

If thesholds approaching the 99th centile are 

use (rounded to allow data entry) then there 

will be missed MI if relied on to rule out. 

 

There was also data on elevated troponin with 

MI ruled out as a cause. Mortality in that 

group was 4.8% and 8.1% at 1 and 2 years, 

compared to 1.4 and 3.4% in a matched 

population. Even if not an AMI, raised troponin 

is an adverse prognostic marker.  

These updates are a review of current literature at the time of writing. They 

do not replace local treatment protocols and policy. Treating doctors are 

individually responsible for following standard of care.  

https://compass-mi.com/

