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Abstract: (1) Background: Patients with severe chronic kidney disease (CKD G4–G5) often have
chronically elevated high-sensitivity cardiac troponin T (hs-cTnT) values above the 99th percentile of
the upper reference limit. In these patients, optimal cutoff levels for diagnosing non-ST-elevation
acute coronary syndrome (NSTE-ACS) requiring revascularization remain undefined. (2) Methods:
Of 11,912 patients undergoing coronary angiography from 2012 to 2017 for suspected NSTE-ACS,
325 (3%) had severe CKD. Of these, 290 with available serial hs-cTnT measurements were included,
and 300 matched patients with normal renal function were selected as a control cohort. (3) Results:
In the CKD cohort, 222 patients (76%) had NSTE-ACS with indication for coronary revascularization.
Diagnostic performance was high at presentation and similar to that of the control population (AUC,
95% CI: 0.81, 0.75–0.87 versus 0.85, 0.80–0.89, p = 0.68), and the ROC-derived cutoff value was 4 times
higher compared to the conventional 99th percentile. Combining the ROC-derived cutoff levels
for hs-cTnT at presentation and absolute 3 h changes, sensitivity increased to 98%, and PPV and
NPV improved up to 93% and 86%, respectively. (4) Conclusions: In patients with severe CKD
and suspected ACS, the diagnostic accuracy of hs-cTnT for the diagnosis of NSTE-ACS requiring
revascularization is improved by using higher assay-specific cutoff levels combined with early
absolute changes.

Keywords: troponin; high-sensitivity; chronic kidney disease; renal insufficiency; myocardial infarc-
tion; acute coronary syndrome
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1. Introduction

Acute myocardial infarction (AMI) is a leading cause of death and disability world-
wide. In the setting of acute coronary syndrome, rapid and accurate identification of
patients requiring revascularization is crucial to initiate evidence-based therapy with-
out causing unnecessary harm [1–3]. One third of the patients presenting with persis-
tent ST-segment elevation myocardial infarction (STEMI) and more than 40% of patients
with non-ST-elevation acute myocardial infarction (NSTEMI) have chronic kidney disease
(CKD) [4].

The early diagnosis and therapy of NSTE-ACS in this population can be challenging,
mostly due to frequent atypical clinical presentation, preexisting electrocardiogram abnor-
malities, and the vulnerability of these patients to adverse events related to antiplatelet
treatment and invasive procedures as coronary interventions [5,6]. These patients, espe-
cially those undergoing dialysis for kidney failure (CKD G5D), are therefore less likely to
receive guideline-indicated care despite several studies indicating a higher risk of poor out-
comes after AMI [3,4,7]. In particular, coronary angiography is performed too infrequently
in the context of NSTEMI-ACS in patients with CKD [3,8–11].

Cardiac-specific biomarkers, such as high-sensitivity troponin T (hs-cTnT) and tro-
ponin I (hs-cTnI), are the cornerstone in diagnosing myocardial infarction (MI) irrespective
of renal function [2,12]. However, their clinical utility in patients with renal dysfunction
is a matter of concern since the values of hs-cTnT are frequently chronically elevated in
the presence of CKD even in absence of AMI [13–15]. The identification of cutoff values of
hs-cTnT for diagnosis of NSTEMI is based on healthy populations; thus, the optimal cutoff
level in CKD patients is probably higher [16,17]. Few studies investigating the optimal cut-
offs of hs-cTnT levels in patients with CKD reported higher cutoffs with a lower specificity
and overall accuracy compared to the healthy population [17–20]. However, the most vul-
nerable CKD patients, those with CKD G4 (eGFR 29–15 mL/min/1.73 m2), were constantly
underrepresented or, as in case of patients with CKD G5 (eGFR < 15 mL/min/1.73 m2) and
kidney failure treated by dialysis (CKD G5D), even excluded from most studies [17,19–22].
We therefore aimed to investigate the diagnostic performance and identify the optimal
cutoff of hs-cTnT for the diagnosis of NSTE-ACS requiring revascularization in patients
with severe CKD, including those with KFRT, by using coronary angiography as reference.

2. Materials and Methods
2.1. Study Design and Data Collection

This observational study comprised patients with severe CKD undergoing coronary
angiography for suspected ACS at three tertiary cardiovascular centers of the Charite’ Uni-
versity Hospital in Berlin from January 2012 to December 2017 and who were prospectively
included in the local MI registry. The study complies with the Declaration of Helsinki and
was approved by the locally appointed ethics committee.

Among all unselected patients undergoing coronary angiography for suspected ACS,
those with severe CKD and at least one available hs-cTnT measurement were identified.
Severe CKD was defined as an eGFR < 30 mL/min/1.73 m2 in the presence of a known his-
tory of CKD, as previously described [23]. CKD G5D was defined by the need for long-term
dialysis for at least 30 days [24,25]. Two independent cardiologists (BA and AL) a-posteriori
adjudicated the final diagnosis of NSTE-ACS and the indication for revascularization after
reviewing all available medical records, including patient history, physical examination,
results of laboratory testing, electrocardiograms, echocardiographs, cardiac exercise tests,
and coronary angiograms obtained from the time of the index event to one year of follow-
up. If there was disagreement about the clinical diagnosis or the need for revascularization,
the cases were reviewed and decided collaboratively. AMI was classified according to
the latest definition of the Task Force for the universal definition of MI [2]. In patients
with NSTE-ACS, the indication for revascularization with either percutaneous coronary
intervention (PCI) or coronary artery bypass graft (CABG) was adjudicated based on the
severity and morphology of the lesion on coronary angiogram in correlation with clini-
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cal, laboratory, electro-, and echocardiographic parameters, as recommended by current
ESC guidelines [1,3]. Accordingly, patients were stratified to either the revascularization
group undergoing PCI or CABG or to the non-revascularization group, receiving medical
treatment only. For this study, patients with STEMI were excluded. Patients were also
excluded for missing hs-cTnT measurements, symptom onset or peak not within the last
12 h from presentation, cardiopulmonary resuscitation, shock at the time of presentation,
or undergoing previous PCI or major surgery within ten days prior to hospital admission.
Figure 1 depicts the patient selection process. For the purpose of this study, patients with
NSTEMI type 2 (coronary vasospasm, tachy- or bradyarrhythmias, and hypertensive crisis)
or other conditions that may cause myocardial injury with hs-cTnT elevations, such as pul-
monary embolism, endo-/myocarditis, non-ischemic congestive heart failure, or Takotsubo
cardiomyopathy, were excluded from the final receiver operating characteristic curve (ROC)
analysis. The study was conducted according to the STARD guidelines (Supplementary
Figure S1).

Figure 1. Flow chart of patient selection process. ACS, acute coronary syndrome; CPR, cardiopulmonary resuscitation; ED,
emergency department; eGFR, estimated glomerular filtration rate according to the Chronic Kidney Disease Epidemiology
Collaboration (CKD-EPI) formula.

Patients with normal renal function (defined as an eGFR > 90 mL/min/1.73 m2) with
available hs-cTnT measurements and who were undergoing coronary angiography for
suspected NSTE-ACS were selected as a control cohort. A matched random sampling
on the baseline characteristics gender, age, coronary artery disease (CAD), arterial hy-
pertension, and chronic obstructive pulmonary disease (COPD) was used to equate the
control with the CKD cohort. At each site, data were collected at admission, discharge,
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and scheduled follow-up at one year. Any clinical event since hospital discharge was
collected by reviewing electronic patient records of the hospitals and family physicians or
by telephone contact with the patient or their family.

2.2. Clinical and Laboratory Assessment

All data from the clinical assessment, including physical examination, 12-lead electro-
cardiogram, pulse oximetry, standard blood test, and medical history, were obtained from
medical records. Baseline characteristics, known cardiovascular risk factors and comor-
bidities, were recorded. Renal function was quantified by eGFR, as recommended, using
the Chronic Kidney Disease Epidemiology Collaboration (CKD-EPI) formula based on
plasma creatinine levels obtained at the index event, age, sex, and ethnicity, as previously
described [23]. Blood samples for determination of hs-cTnT at presentation, 3 h, 6 h, and
peak prior to coronary angiography from symptom onset were collected into tubes contain-
ing potassium EDTA- or lithium-heparinized plasma [26]. Hs-cTnT was measured using
a fifth-generation electrochemiluminescence assay (Elecsys, Cobas e602 analyzer, Roche
Diagnostics). According to the manufacturer, the 99th percentile of the upper reference
limit (URL) in healthy individuals is 14 ng/L, the coefficient of variation < 10% at 13 ng/L,
and the limit of detection is 5 ng/L [16]. For patients undergoing dialysis, only blood tests
during the dialysis interval were collected.

2.3. Outcomes

The primary diagnostic outcome was the identification of an optimal cutoff of hs-
cTnT for the diagnosis of NSTE-ACS, requiring revascularization either by PCI or CABG.
Prognostic outcomes were all-cause mortality, cardiovascular mortality, MI, and major
adverse cardiovascular events (MACE), defined as the composite of cardiovascular death,
MI, or unplanned revascularization for ischemia within one year. Survival time for each
outcome was defined as the period from the date of the index coronary intervention in the
intervention group or from the date of the index presentation in the conservative treatment
group to the first event during the one-year follow-up. For all analyses, a comparison to
the matched control cohort with normal renal function was performed. Subgroup analyses
were conducted for patients with CKD G5D and compared to patients with CKD G4–G5.

2.4. Statistical Analysis

Data are expressed as median with interquartile range (IQR) or frequencies and
percentages. All variables were tested for normal distribution with the Shapiro–Wilk test.
Discrete variables were compared by using Fisher’s exact test and continuous ones with the
Wilcoxon rank-sum test for independent samples. The hs-cTnT changes from presentation
to peak according to revascularization groups were analyzed overall and within each
group using a linear mixed model considering the within-patient correlation. Correlations
between renal function and levels of hs-cTnT were assessed by Spearman’s rank correlation
test. Area under the ROC (AUC) was calculated to assess the diagnostic performance
of hs-cTnT at each measured time point. Logistic regression was used to combine hs-
cTnT levels at presentation with early absolute changes in hs-cTnT levels. Comparison
of diagnostic accuracy was also performed according to the presence or absence of ESRD.
The comparison of AUC was carried out as recommended by DeLong et al. for dependent
samples and by Hanly and McNeil for independent samples [27,28]. The optimal ROC-
derived cutoff levels were identified using the Youden index and compared to the 99th
percentile of healthy individuals as well as cutoff levels that achieve predefined sensitivities
(>90%) and specificities (>80%). Negative predictive value (NPV) and positive predictive
value (PPV) were calculated as prevalence-dependent parameters. The decision to use
the 99th percentile of the URL in healthy individuals was guided by its use in guideline
recommendations for the diagnosis of AMI [12].

Kaplan–Meier analysis estimated the cumulative incidence of outcomes at 30 days and
one year. Adjusted hazard ratios (HRs) were calculated in multivariable Cox regressions,
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including baseline characteristics known to impact patient’s outcome. Baseline variables
with p < 0.10 at the univariate analysis were included in the model. Results are presented as
hazard ratios (HRs) and 95% confidence intervals (95% CI). The proportional assumptions
hazard was tested based on Schoenfeld residuals. All probability values were 2-tailed
and considered significant when p < 0.05. Data analysis was performed using STATA15.0
(StataCorp, College Station, TX, USA).

3. Results
3.1. Baseline and Periprocedural Characteristics

Among 11,912 unselected patients undergoing coronary angiography for suspected
AMI, 325 (3%) had severe CKD, and of these, 290 (89%) with an available measurement of hs-
cTnT at the time of presentation were included in the study. Serial hs-cTnT measurements
were available in 243 patients (84%) at 3 h, 6 h, and/or during follow-up until coronary
angiography. The most common reason for missing samples at 3 and 6 h was early transfer
to the catheter laboratory. The control cohort included 300 matched patients with normal
renal function undergoing coronary angiography for suspected NSTE-ACS.

Of the 290 patients with severe CKD, 222 (77%) had an a-posteriori adjudicated
indication for revascularization via PCI (89%) or CABG (11%), and 68 (23%) had no need
for coronary revascularization. In the control population with normal renal function, 72%
of the patients required immediate revascularization (p = 0.156) with similarly distributed
percentages of PCI and CABG compared to the cohort with severe CKD (67% versus 69%,
p = 0.618 and 6% versus 9%, p = 0.229). Figure 1 depicts the process of patient selection in
patients with severe CKD.

The final adjudicated diagnoses in the overall CKD population were NSTEMI type 1
in 156 (54%), NSTEMI type 2 in 55 (19%), unstable angina in 50 (17%), cardiac non coronary
in 14 (5%), non-cardiac cause in 6 (2%), and unknown in 9 (3%) patients (Table 1). In the
subgroup of patients undergoing revascularization, 156 (70%) patients had NSTEMI type 1,
and 45 (20%) had NSTEMI type 2. In the conservatively treated group, the final adjudicated
diagnosis was unstable angina in 50%, type 2 NSTEMI in 15%, and cardiac non-coronary
in 13% of patients.

Table 1. Distribution of the adjudicated final diagnosis in patients with severe CKD.

Revascularization

Total
n = 290

No
n = 68

Yes
n = 222 p-Value

NSTEMI type 1 156 (53.8) 0 (0) 156 (70.3) <0.01

NSTEMI type 2 55 (19.0) 10 (14.7) 45 (20.3) 0.38

Hypertensive crisis 32 (11.0) a 7 (10.3) b 25 (11.3) c 1.00

Tachy-/bradyarrhythmia 28 (9.7) a 7 (10.3) b 21 (9.5) c 0.82

Unstable angina 50 (17.2) 34 (50) 16 (7.2) <0.01

Cardiac, non-coronary 14 (4.8) 9 (13.2) 5 (2.2) 0.001

Takotsubo syndrome 1 (0.3) 1 (1.5) 0 (0) 0.23

Pulmonary embolism 1 (0.3) 0 (0) 1 (0.5) 1.00

Endo-/myocarditis 4 (1.8) 0 (0) 4 (1.8) 0.58

Heart failure non-ischemic 8 (2.8) 8 (11.7) 0 (0) <0.01

Non-cardiac cause 6 (2.1) 6 (8.8) 0 (0) <0.01

Unknown 9 (3.1) 9 (13.2) 0 (0) <0.01
Depicted are counts with frequencies (%). p-values are from Fisher’s exact test. CKD, chronic kidney disease;
NSTEMI, non-ST-elevation acute myocardial infarction. a 5 patients, b 4 patients, and c 1 patient had both a
hypertensive crisis and significant tachy-/bradyarrhythmia.
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Baseline characteristics of CKD patients are summarized in Table S1 in the Supple-
mentary Materials. The rates of males (74% versus 57%, p = 0.010), known CAD (75%
versus 57%, p = 0.006), previous PCI (59% versus 44%, p = 0.036), and electrocardiogram
abnormalities were significantly more frequent in the revascularization group (68% versus
52%, p = 0.018). The other demographic characteristics, cardiovascular risk factors, vital
signs, left ventricular ejection fraction (LVEF), GRACE risk score (the Global Registry of
Acute Coronary Events), and laboratory values at admission were equally distributed.
Notably, 47% of patients had an eGFR between 30 and 15 mL/min/1.73 m2, and 46% were
on dialysis for kidney failure, with similar rates among the revascularization groups.

3.2. Values of hs-cTnT during Serial Sampling

Levels of hs-cTnT at presentation and serial sampling at 3 h and peak prior to angiogra-
phy were significantly higher in patients with severe CKD as compared to the controls with
normal renal function (median interquartile range (IQR) at presentation: 25 (7–102) versus
114 (52–314) ng/L, p < 0.001; at 3 h: 29 (7–116) versus 160 (74–369) ng/L, p < 0.001; at peak:
58 (11–210) versus 207 (79–537) ng/L, p < 0.001; Figure 2A and Supplementary Table S2).
Within the cohort of patients with severe CKD, those undergoing revascularization had sig-
nificantly higher levels of hs-cTnT compared to patients who were conservatively treated
(at presentation: 46 (28–81) versus 160 (69–485) ng/L, p < 0.0001; at 3 h: 55 (29–88) versus
194 (105–409) ng/L, p < 0.001; at peak: 56 (32–93) versus 282 (132–746) ng/L, p < 0.001;
Figure 2B and Supplementary Table S3). Within the cohort of patients with severe CKD,
levels of hs-cTnT were significantly higher in those with CKD G5D (p = 0.022), but this
difference was not significant in the subgroup of patients undergoing revascularization
(p = 0.098, Figure 2C,D). Among patients treated conservatively, there was a significant
inverse correlation between the levels of hs-cTnT at presentation and eGFR (correlation
coefficient rS = 0.402, p = 0.001, Supplementary Figure S2).

Figure 2. Levels of hs-cTnT at serial sampling. (A) Patients with normal renal function versus patients with severe CKD.
(B–D) Among patients with severe CKD: (B) according to revascularization and conservative treatment, (C) in presence or
absence of CKD G5D, and (D) in the subgroup of patients undergoing revascularization, in those with versus without CKD
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G5D. Data are depicted as medians with Q1. p-values are from a generalized linear model accounting for between and
within group differences. CKD, chronic kidney disease; CKD G5D, chronic kidney disease G5 treated by dialysis; hs-cTnT,
high-sensitivity cardiac troponin T.

3.3. Diagnostic Performance of Hs-cTnT in Patients with Severe CKD

The diagnostic accuracy for the indication to revascularization was quantified by the
AUC, with coronary angiography as reference exam. In patients with severe CKD, the AUC
was high for measurements obtained at presentation (AUC, 95% confidence intervals (CI):
0.81 (0.75–0.87)) and increased further at 3 h and peak prior to angiography (0.84 (0.75–0.93)
and 0.86 (0.81–0.92), respectively, Figure 3A–C and Supplementary Table S4).

Figure 3. Diagnostic performance of hs-cTnT at serial sampling in patients with severe CKD. Depicted are ROCs and
AUCs with 95% confidence intervals (CI) and predefined levels of sensitivity and specificity, describing the performance
of the hs-cTnT assay for the diagnosis of NSTE-ACS requiring revascularization at (A) presentation, (B) 3 h, and (C)
peak prior to angiography. (D) Depicts the improvement of the discrimination power of hs-cTnT at presentation when
combined with absolute 3 h changes as compared to each of these variables alone. AUC, area under the receiver operating
characteristic curve; CKD, chronic kidney disease; hs-cTnT, high-sensitivity cardiac troponin T; ROC, receiver-operating
characteristic curve.

Overall, the AUCs for patients with severe CKD were only slightly but not significantly
lower when compared to patients with normal renal function. No significant difference in
the diagnostic accuracy was observed in patients with CKD G5D compared to those with
severe CKD but preserved diuresis (Figure 4).
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Figure 4. AUC of hs-cTnT during serial sampling. Depicted are the AUCs with 95% confidence intervals for hs-cTnT during
serial sampling at presentation, 3 h, 6 h, and peak prior to coronary angiography in (A) patients with normal renal function
and those with severe CKD and (B) among patients with severe CKD, comparing patients with CKD G5D to those with
severe CKD but preserved diuresis. AUC, area under the receiver operating characteristic curve; CKD, chronic kidney
disease; CKD G5D, chronic kidney disease G5 treated by dialysis.

Details on median absolute changes of hs-cTnT during serial sampling are shown
in Table S5 in the Supplementary Materials. Patients undergoing revascularization had
significantly higher early absolute changes as compared to those who did not (median
|∆0–3|: 34 versus 3 ng/L, p < 0.001). The diagnostic accuracy was good and increased from
0.79 (0.64–0.95) to 0.84 (0.75–0.89) when considering both hs-cTnT levels at presentation
and absolute changes at 3 h (Figure 3D and Supplementary Table S5).

3.4. Optimal Cutoff Levels of Hs-cTnT for the Early Diagnosis of NSTE-ACS
Requiring Revascularization

The optimal cutoff levels in patients with severe CKD were identified by ROC analysis
(Figure 3). Table 2 depicts the diagnostic accuracy of hs-TnT in patients with severe CKD as
compared to the conventional 99th percentile of the URL and to the controls with normal
renal function. The assay sensitivity of the 99th percentile of 14 ng/L was high (98%), but
this was associated with a marked decrease in specificity (10%). The optimal ROC-derived
cutoffs of 55 ng/L at presentation and 95 ng/L at peak were, respectively, 3.9 and 6.8 times
the level of hs-cTnT at the 99th percentile and 4.0 and 3.8 times the levels present in controls
with normal renal function. The positive and negative predictive values (PPV and NPV) of
the ROC optimized cutoff at presentation were higher compared to the 99th percentile (PPV,
95% CI: 89% (85–94) versus 79% (74–85); NPV, 95% CI: 52% (39–64) versus 50% (19–81)).
Combining the ROC optimized cutoff levels for hs-cTnT at presentation and absolute 3 h
changes, sensitivity increased to 98%; PPV and NPV further improved up to 93% and 86%,
respectively (Table 2).

Table 2. Diagnostic performance of hs-cTnT in patients with severe CKD.

Hs-cTnT
Cutoff (ng/L)

Sensitivity
(95% CI)

Specificity
(95% CI)

PPV
(95% CI)

NPV
(95% CI)

Multiples
of the 99

Percentile

Multiples
of CKD vs.

Control

0 h

99th percentile a 14 98 (95–99) 10 (2–19) 79 (74–85) 50 (19–81) - -
ROC optimized 55 83 (77–88) 65 (52–77) 89 (85–94) 52 (39–64) 3.9 4.0

Sensitivity ≥ 90% 37 90 (85–94) 48 (35–63) 86 (81–91) 57 (30–64) 2.6 2.7
Specificity ≥ 80% 95 70 (63–77) 80 (68–91) 92 (88–97) 43 (33–53) 6.8 7.0

Peak prior to angiography
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Table 2. Cont.

Hs-cTnT
Cutoff (ng/L)

Sensitivity
(95% CI)

Specificity
(95% CI)

PPV
(95% CI)

NPV
(95% CI)

Multiples
of the 99

Percentile

Multiples
of CKD vs.

Control

ROC optimized 95 84 (79–90) 78 (66–89) 93 (89–97) 59 (46–70) 6.8 3.8
Sensitivity ≥ 90% 71 90 (86–95) 60 (45–73) 89 (84–93) 63 (49–77) 5.0 2.8
Specificity ≥ 80% 112 79 (73–85) 82 (71–92) 94 (90–98) 53 (41–64) 8.0 4.5

0 h + |∆0 h–3 h|

0 h ≥ 55 ng/L or
98 (91–100) 55 (25–82) 93 (83–97) 86 (42–99)3 h-change ≥ 4 ng/L

Depicted are the results of the ROC analysis of hs-cTnT at presentation and peak prior to angiography in patients with severe CKD
(eGFR < 30 mL/min/1.73 m2) compared to the controls with normal renal function and the 99th percentile. The discrimination increases
when combining the ROC optimized cutoff values for hs-cTnT at presentation and absolute 3 h changes. eGFR, estimated glomerular
filtration rate according to the CKD-EPI creatinine equation; hs-cTnT, high-sensitivity cardiac troponin T; NPV, negative predictive value;
PPV, positive predictive value; ROC, receiver operating characteristic curve. a 99th percentile of the upper reference limit refers to the
conventional assay-specific cutoff for the diagnosis of AMI in healthy individuals, as recommended in clinical practice guidelines.

3.5. Outcomes at 30 Days and One Year of Follow-Up

At 30 days of follow-up, rates of MACE were significantly higher in patients requiring
revascularization compared to patients receiving medical treatment only (11% versus 0%,
p = 0.015). At a median follow-up of 365 days, 51 (29%) patients died (Supplementary
Table S6). The rate of MACE was 42%, cardiovascular death 19%, MI 33%, and unplanned
revascularization for ischemia 24%. All these events except cardiovascular death occurred
significantly more frequently in the revascularization group. At one year, patients with
hs-cTnT levels above these ROC-derived cutoffs were at higher risk of all-cause mortality
(crude hazard ratio (HR), 95% CI at presentation: 2.73 (1.22–6.10), p = 0.012; at peak: 4.29
(1.70–10.9), p = 0.002) and MACE (at presentation: 2.73 (1.43–5.19), p = 0.001; at peak:
2.89 (1.52–5.51), p = 0.001). At multivariate analysis, the ROC-optimized cutoffs both
at presentation and peak were independent predictors of all-cause mortality (HR, 95%
CI at presentation: 2.36 (1.05–5.32), p = 0.03; at peak: 3.62 (1.42–9.22), p < 0.01), MI (at
presentation: 4.03 (1.54–10.5), p < 0.01; at peak: 4.00 (1.56–10.3), p < 0.01), and MACE (at
presentation: 3.19 (1.48–6.89), p < 0.01; at peak: 3.06 (1.43–6.54), p < 0.01), whereas CKD
G5D was a predictor of all-cause mortality (HR, 95% CI: 2.09 (1.11–3.94), p = 0.02) and
cardiovascular mortality (1.02 (1.31–7.55), p = 0.01, Supplementary Figure S4).

4. Discussion

To the best of our knowledge, this is the first study to investigate the diagnostic
accuracy of hs-cTnT for the diagnosis of NSTE-ACS requiring revascularization in a con-
siderable cohort of patients with severe CKD (eGFR < 30 mL/min/1.73 m2), including
patients with CKD G5D. The following important findings emerged from our study: first,
in patients with severe CKD, the hs-cTnT assay maintained a high diagnostic accuracy,
which increased from presentation to later sampling points and when combined with early
absolute changes. Second, the high diagnostic accuracy of the hs-cTnT assay was not
reduced in patients undergoing dialysis for kidney failure. Third, hs-cTnT concentrations
at presentation strongly and inversely correlated with the value of eGFR in patients not
requiring revascularization. Fourth, in patients with severe CKD, the optimal cutoff for the
diagnosis of NSTE-ACS requiring revascularization calculated at presentation was four
times higher compared to patients with normal renal function. Fifth, the new identified
ROC-optimized cutoffs were independent predictors of all-cause mortality, MACE, and MI
at one-year follow-up.

Patients with varying degrees of CKD represent a common scenario seen in clini-
cal practice; nonetheless, they have been systematically underrepresented or excluded
from clinical trials and have been unthoroughly studied in the context of peri-MI. The
cardiovascular risk increases with the degree of renal impairment and is ten to thirty times
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higher in patients with kidney failure treated by dialysis [29]. It is therefore of utmost
importance to properly identify those who need an emergent revascularization and avoid
the additional risks of an invasive procedure for those who do not. Particularly in the
context of NSTE-ACS, large-scale registries have demonstrated better short- and long-term
survival with early revascularization compared with drug therapy alone across all CKD
stages [3,8,11,30,31], whereas in patients with stable coronary artery disease, advanced
CKD, and moderate to severe ischemia, there was no survival benefit and no risk reduction
in myocardial infarction for an initial invasive strategy compared with primary conserva-
tive therapy [32]. However, assessing the need for early revascularization in patients with
severe CKD remains a major challenge, as in these patients, the most sensitive biomarker
to date for the diagnosis of AMI, hs-cTnT, is chronically and often nonspecifically ele-
vated [13,14]. The nature of this chronic elevation is incompletely understood and under
investigation. Underlying mechanisms are probably multifactorial, including ongoing
myocyte damage as a result of uremic toxicity, macrovasular or microvascular ischemia,
anemia, and subordinately decreased renal clearance [33–35].

As expected, patients with severe CKD in our study population had significantly
higher hs-cTnT values at all measuring time points compared to patients with normal
renal function irrespective of the presence of NSTE-ACS. In fact, 96% of patients with
severe CKD not requiring revascularization had elevated hs-cTnT above the 99th percentile
of 14 ng/L, with an extremely low specificity of 10%. Among patients with severe CKD
requiring revascularization, the median hs-cTnT values were significantly higher compared
to patients who were not revascularized, which likely indicates that in presence of NSTE-
ACS, a detectable increase of hs-cTnT levels is observed irrespective of the baseline hs-
cTnT levels. In the present population with severe CKD, the AUC increased from 0.81 at
presentation to 0.84 at 3 h and 0.86 at peak hs-cTnT prior to angiography, demonstrating
a high diagnostic accuracy at serial sampling with no significant difference compared
the control cohort with normal renal function. Furthermore, when combining the ROC-
optimized cutoff levels for hs-cTnT at presentation and absolute 3 h changes, the PPV
and NPV increased from 79 to 93% and from 50 to 86%, respectively, compared to the
99th percentile. Our results are in line with the published data from Twerenbold and
colleagues [17]. Although the populations investigated differed among our studies with
regards to the median eGFR (49 versus 23 mL/min/1.73 m2) and the prevalent stages of
CKD (circa 90% CKD G3 versus 100% CKD G4 and G5), they could both demonstrate
higher cutoff values of hs-cTnT and a high diagnostic accuracy. In a very recent study, the
same authors investigated the performance of the 0/1 h algorithm in a similar population
and concluded that although safety is high, the overall efficacy and specificity remain low
despite modifications of the thresholds of the rule-in and rule-out [22]. Notably striking
was the finding that of the included patients with CKD G4, only 1% ended up in the
rule-out group, and 49% required further observation. A similar recent study from Kraus
et al. [21] investigated the diagnostic accuracy of two hs-cTnT assays, demonstrating a
better performance when using 2.5-fold changes in hs-cTnT levels at 3 h with a PPV of
0.8. Additionally, in this study, patients with severe CKD were underrepresented (3.8%
with CKD G4 and 3.6% with CKD G5), and those undergoing dialysis were excluded.
Despite excluding patients undergoing dialysis for kidney failure, these results underline
the difficulties of balancing sensitivity and specificity in patients with CKD as compared to
patients with normal renal function. Our study demonstrates that in patients with severe
CKD, the threshold of the conventional 99th percentile derived from patients with normal
renal function performs worse, as indicated by lower PPV and NPV compared to those
identified in our study (79% versus 89% and 50% versus 52%, respectively).

The high diagnostic accuracy of hs-cTnT was maintained irrespective of the presence
of CKD G5D. In line with the survey by Yang et al., we obtained higher ROC-derived
cutoff levels for patients undergoing dialysis for kidney failure. In their study investigating
optimal hs-cTnT cutoff levels in patients with renal dysfunction, the authors indicated that
at various stages of CKD, including CKD G5D, different cutoff levels are needed despite
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the lack of a linear increase of the cutoff values with decreasing eGFR. The cutoff value was
highest in patients undergoing dialysis and lowest in those with CKD G3. Unfortunately,
no control cohort of patients with normal renal function was available, making it difficult
to assess the overall assay performance in that community-based cohort.

In our study, coronary angiography was used as the most accurate exam to objectify
outcomes in this diagnostically very challenging population. So far, there are only very
few studies, all with major methodological issues, considering the presence of significant
coronary stenosis at coronary angiography as a reference in comparison with different
cTnT assays [36–38]. Of these, only the one by Ballocca et al. [36] applied an hs-cTnT assay,
obtaining a poor AUC for the prediction of AMI in patients with chest pain and CKD.
Most of the recent studies used clinical diagnosis of AMI without carrying out coronary
angiography for all their patients [17–22]. The adjudication of AMI was based on hs-cTnT
and its 99th percentile of healthy individuals together with a significant rise or fall in
hs-cTnT. The definition of a significant rise or fall in hs-cTnT widely differed between the
different investigations. While, for example, Twerenbold et al. applied an absolute change
of at least 6 ng/L within three hours or 10 ng/L within six hours [22], Kraus et al. used a
20% rise or fall in the first six hours [21]. The latter survey even suggests a 250% change
for their diagnostic algorithm. Furthermore, a strong inverse correlation between eGFR
and absolute hs-cTnT changes could be demonstrated in patients with diagnoses other
than NSTEMI, and patients with CKD were more than twice as likely to be diagnosed
with NSTEMI and more than five times as likely to be diagnosed with NSTEMI type 2 [22].
In particular, the clinical distinction between NSTEMI type 1 and type 2 without having
performed coronary angiography seems questionable in this collective. Thus, in these
study cohorts with suspected ACS, all patients with an elevated baseline troponin and
troponin dynamics related to predefined cutoffs on the kidney-healthy population would
all have to be classified as true-positive cases (NSTEMI type 1 or 2) by definition and thus
confirm the existing cutoffs. These studies investigating the diagnostic performance and
optimal cutoffs of hs-cTnT for the diagnosis of AMI use hs-cTnT at the same time for the
definition and adjudication of AMI. Hs-cTnT not only represents the object of investigation
but also serves as a key part of the adjudication of the primary endpoint. Bearing in
mind that patients with renal dysfunction often have chronic hs-cTnT elevations above
the 99th percentile, atypical clinical presentation, and electrocardiogram abnormalities in
the absence of AMI, this constitutes a methodological limitation. Finding an appropriate
hs-cTnT cutoff in patients with severe CKD and suspected ACS who have undergone
coronary angiography to objectify outcomes could help clarify the appropriate indication
for cardiac catheterization and avoid further risks to these vulnerable patients.

Recent studies investigating the prognostic value of hs-cTnT more consistently ob-
served a significant association of hs-cTnT with different outcome parameters, such as
all-cause mortality and major adverse cardiovascular events [15,17,39,40]. In line with
these findings, the cutoffs identified in our study were independent predictors of all-cause
mortality, MI, and MACE. As previously reported, dialysis was an independent predictor
of all-cause and cardiovascular mortality [4].

The strength of the present study is the use of catheterization as reference exam to
independently adjudicate the need for revascularization and the inclusion of a considerable
number of patients with severe CKD. Further, the inclusion of patients with CKD G5D
increases the validity of the study by providing real-world data that comprise the whole
spectrum of patients with severe CKD.

However, this study has limitations that merit consideration. Firstly, it was conducted
in three national centers with a relatively small number of patients, although, to our
knowledge, this is the largest cohort of patients with severe CKD being investigated for the
optimal hs-cTnT cutoff. Therefore, the diagnostic accuracy of the cutoff value needs to be
validated in larger cohorts from different geographical regions. Second, we only evaluated
hs-cTnT values from a single, although widely used, assay; therefore, the present results are
assay specific and cannot be applied to other assays without additional studies. Third, due
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to the fact that only patients with suspected NSTE-ACS undergoing coronary angiography
have been included, our cohort has a higher pretest probability compared with the average
clientele in the emergency department. Fourth, the indication for revascularization was
based on coronary angiography only, and invasive tests for ischemia (i.e., by measurement
of fractional flow reserve) were performed only in a fraction of patients. Lastly, serial
hs-cTnT measurements were available for 84% of patients with severe CKD.

5. Conclusions

In patients with severe CKD and suspected ACS, the diagnostic performance of hs-
cTnT to differentiate an acute myocardial injury due to presumed NSTE-ACS from a
preexisting chronic one is improved by using higher assay-specific cutoff levels combined
with early absolute changes.
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CKD; Table S3: Values of hs-cTnT during serial sampling in patients with severe CKD according to
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in patients with severe CKD; Table S5: Diagnostic performance at presentation and absolute changes
of hs-cTnT in patients with severe CKD; Table S6: Outcomes at 30 days and one year of follow-up in
patients with severe CKD.

Author Contributions: Conceptualization, B.A., A.L. and F.J.-B.; methodology, B.A., A.L. and F.J.-B.;
data curation, F.J.-B.; formal analysis, B.A. and F.J.-B.; resources, A.L., S.C., A.K., M.F., K.S., H.T. and
U.L., writing—original draft preparation, B.A. and F.J.-B.; writing—review and editing, A.L., S.C.,
A.K., M.F., K.S., H.T. and U.L.; visualization, B.A. and F.J.-B.; supervision, A.L. All authors have read
and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Institutional Review Board (or Ethics Committee) of
Charité—Universitätsmedizin Berlin (protocol code 309/17/ST3 24 May 2017).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Conflicts of Interest: A.L. reports grants from Edwards Lifesciences and grants from Abbott Vascular
outside the submitted work. U.L. reports grants from Edwards Lifesciences and grants and personal
fees from Abbott outside the submitted work. The remaining authors have no conflict of interest to
disclose.

References
1. 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. 2020, 42, 1289–1367. [CrossRef] [PubMed]

2. Thygesen, K.; Alpert, J.S.; Jaffe, A.S.; Chaitman, B.R.; Bax, J.J.; Morrow, D.A.; White, H.D. Fourth Universal Definition of
Myocardial Infarction. Circulation 2018, 138, e618–e651. [CrossRef]

3. Neumann, F.J.; Sousa-Uva, M.; Ahlsson, A.; Alfonso, F.; Banning, A.P.; Benedetto, U.; Byrne, R.A.; Collet, J.P.; Falk, V.; Head, S.J.;
et al. 2018 ESC/EACTS Guidelines on myocardial revascularization. Eur. Heart J. 2019, 40, 87–165. [CrossRef] [PubMed]

4. Fox, C.S.; Muntner, P.; Chen, A.Y.; Alexander, K.P.; Roe, M.T.; Cannon, C.P.; Saucedo, J.F.; Kontos, M.C.; Wiviott, S.D. Use of
evidence-based therapies in short-term outcomes of ST-segment elevation myocardial infarction and non-ST-segment elevation
myocardial infarction in patients with chronic kidney disease: A report from the National Cardiovascular Data Acute Coronary
Treatment and Intervention Outcomes Network registry. Circulation 2010, 121, 357–365. [CrossRef] [PubMed]

https://www.mdpi.com/article/10.3390/jcm10184216/s1
https://www.mdpi.com/article/10.3390/jcm10184216/s1
http://doi.org/10.1093/eurheartj/ehaa575
http://www.ncbi.nlm.nih.gov/pubmed/32860058
http://doi.org/10.1161/CIR.0000000000000617
http://doi.org/10.1093/eurheartj/ehy394
http://www.ncbi.nlm.nih.gov/pubmed/30165437
http://doi.org/10.1161/circulationaha.109.865352
http://www.ncbi.nlm.nih.gov/pubmed/20065168


J. Clin. Med. 2021, 10, 4216 13 of 14

5. Szummer, K.; Lundman, P.; Jacobson, S.H.; Schon, S.; Lindback, J.; Stenestrand, U.; Wallentin, L.; Jernberg, T.; Swedeheart.
Relation between renal function, presentation, use of therapies and in-hospital complications in acute coronary syndrome: Data
from the SWEDEHEART register. J. Intern. Med. 2010, 268, 40–49. [CrossRef]

6. Shroff, G.R.; Frederick, P.D.; Herzog, C.A. Renal failure and acute myocardial infarction: Clinical characteristics in patients with
advanced chronic kidney disease, on dialysis, and without chronic kidney disease. A collaborative project of the United States
Renal Data System/National Institutes of Health and the National Registry of Myocardial Infarction. Am. Heart J. 2012, 163,
399–406. [CrossRef]

7. Anavekar, N.S.; McMurray, J.J.; Velazquez, E.J.; Solomon, S.D.; Kober, L.; Rouleau, J.L.; White, H.D.; Nordlander, R.; Maggioni, A.;
Dickstein, K.; et al. Relation between renal dysfunction and cardiovascular outcomes after myocardial infarction. N. Engl. J. Med.
2004, 351, 1285–1295. [CrossRef]

8. Windecker, S.; Kolh, P.; Alfonso, F.; Collet, J.P.; Cremer, J.; Falk, V.; Filippatos, G.; Hamm, C.; Head, S.J.; Jüni, P.; et al. 2014
ESC/EACTS Guidelines on myocardial revascularization: The Task Force on Myocardial Revascularization of the European
Society of Cardiology (ESC) and the European Association for Cardio-Thoracic Surgery (EACTS)Developed with the special
contribution of the European Association of Percutaneous Cardiovascular Interventions (EAPCI). Eur. Heart J. 2014, 35, 2541–2619.
[CrossRef] [PubMed]

9. Chertow, G.M.; Normand, S.L.; McNeil, B.J. “Renalism”: Inappropriately low rates of coronary angiography in elderly individuals
with renal insufficiency. J. Am. Soc. Nephrol. JASN 2004, 15, 2462–2468. [CrossRef]

10. Charytan, D.; Mauri, L.; Agarwal, A.; Servoss, S.; Scirica, B.; Kuntz, R.E. The use of invasive cardiac procedures after acute
myocardial infarction in long-term dialysis patients. Am. Heart J. 2006, 152, 558–564. [CrossRef]

11. Szummer, K.; Lundman, P.; Jacobson, S.H.; Schön, S.; Lindbäck, J.; Stenestrand, U.; Wallentin, L.; Jernberg, T. Influence of renal
function on the effects of early revascularization in non-ST-elevation myocardial infarction: Data from the Swedish Web-System
for Enhancement and Development of Evidence-Based Care in Heart Disease Evaluated According to Recommended Therapies
(SWEDEHEART). Circulation 2009, 120, 851–858. [CrossRef]

12. 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] [PubMed]

13. Guclu, T.; Bolat, S.; Senes, M.; Yucel, D. Relationship between high sensitivity troponins and estimated glomerular filtration rate.
Clin. Biochem. 2016, 49, 467–471. [CrossRef]

14. De Filippi, C.; Seliger, S.L.; Kelley, W.; Duh, S.H.; Hise, M.; Christenson, R.H.; Wolf, M.; Gaggin, H.; Januzzi, J. Interpreting cardiac
troponin results from high-sensitivity assays in chronic kidney disease without acute coronary syndrome. Clin. Chem. 2012, 58,
1342–1351. [CrossRef]

15. Canney, M.; Tang, M.; Er, L.; Barbour, S.J.; Djurdjev, O.; Levin, A. Glomerular Filtration Rate-Specific Cutoffs Can Refine the
Prognostic Value of Circulating Cardiac Biomarkers in Advanced Chronic Kidney Disease. Can. J. Cardiol. 2019, 35, 1106–1113.
[CrossRef]

16. Apple, F.S.; Sandoval, Y.; Jaffe, A.S.; Ordonez-Llanos, J. Cardiac Troponin Assays: Guide to Understanding Analytical Character-
istics and Their Impact on Clinical Care. Clin. Chem. 2017, 63, 73–81. [CrossRef] [PubMed]

17. Twerenbold, R.; Wildi, K.; Jaeger, C.; Gimenez, M.R.; Reiter, M.; Reichlin, T.; Walukiewicz, A.; Gugala, M.; Krivoshei, L.; Marti,
N.; et al. Optimal Cutoff Levels of More Sensitive Cardiac Troponin Assays for the Early Diagnosis of Myocardial Infarction in
Patients with Renal Dysfunction. Circulation 2015, 131, 2041–2050. [CrossRef]

18. Yang, H.; Liu, J.; Luo, H.; Zeng, X.; Tang, X.; Ma, L.; Mai, H.; Gou, S.; Liu, F.; Fu, P. Improving the diagnostic accuracy of acute
myocardial infarction with the use of high-sensitive cardiac troponin T in different chronic kidney disease stages. Sci. Rep. 2017,
7, 41350. [CrossRef] [PubMed]

19. Pfortmueller, C.A.; Funk, G.C.; Marti, G.; Leichtle, A.B.; Fiedler, G.M.; Schwarz, C.; Exadaktylos, A.K.; Lindner, G. Diagnostic
performance of high-sensitive troponin T in patients with renal insufficiency. Am. J. Cardiol. 2013, 112, 1968–1972. [CrossRef]
[PubMed]

20. Chenevier-Gobeaux, C.; Meune, C.; Freund, Y.; Wahbi, K.; Claessens, Y.E.; Doumenc, B.; Zuily, S.; Riou, B.; Ray, P. Influence of age
and renal function on high-sensitivity cardiac troponin T diagnostic accuracy for the diagnosis of acute myocardial infarction.
Am. J. Cardiol. 2013, 111, 1701–1707. [CrossRef] [PubMed]

21. Kraus, D.; von Jeinsen, B.; Tzikas, S.; Palapies, L.; Zeller, T.; Bickel, C.; Fette, G.; Lackner, K.J.; Drechsler, C.; Neumann, J.T.; et al.
Cardiac Troponins for the Diagnosis of Acute Myocardial Infarction in Chronic Kidney Disease. J. Am. Heart Assoc. 2018, 7,
e008032. [CrossRef]

22. Twerenbold, R.; Badertscher, P.; Boeddinghaus, J.; Nestelberger, T.; Wildi, K.; Puelacher, C.; Sabti, Z.; Rubini Gimenez, M.;
Tschirky, S.; du Fay de Lavallaz, J.; et al. 0/1-Hour Triage Algorithm for Myocardial Infarction in Patients with Renal Dysfunction.
Circulation 2018, 137, 436–451. [CrossRef] [PubMed]

23. Levin, A.S.P.; Bilous, R.W.; Coresh, J.; De Francisco, A.L.M.; De Jong, P.E. Chapter 1: Definition and classification of CKD. Kidney
Int. Suppl. (2011) 2013, 3, 19–62. [CrossRef]

http://doi.org/10.1111/j.1365-2796.2009.02204.x
http://doi.org/10.1016/j.ahj.2011.12.002
http://doi.org/10.1056/NEJMoa041365
http://doi.org/10.1093/eurheartj/ehu278
http://www.ncbi.nlm.nih.gov/pubmed/25173339
http://doi.org/10.1097/01.ASN.0000135969.33773.0B
http://doi.org/10.1016/j.ahj.2006.02.021
http://doi.org/10.1161/circulationaha.108.838169
http://doi.org/10.1093/eurheartj/ehv320
http://www.ncbi.nlm.nih.gov/pubmed/26320110
http://doi.org/10.1016/j.clinbiochem.2015.12.012
http://doi.org/10.1373/clinchem.2012.185322
http://doi.org/10.1016/j.cjca.2019.06.014
http://doi.org/10.1373/clinchem.2016.255109
http://www.ncbi.nlm.nih.gov/pubmed/28062612
http://doi.org/10.1161/CIRCULATIONAHA.114.014245
http://doi.org/10.1038/srep41350
http://www.ncbi.nlm.nih.gov/pubmed/28145489
http://doi.org/10.1016/j.amjcard.2013.08.028
http://www.ncbi.nlm.nih.gov/pubmed/24091183
http://doi.org/10.1016/j.amjcard.2013.02.024
http://www.ncbi.nlm.nih.gov/pubmed/23540652
http://doi.org/10.1161/JAHA.117.008032
http://doi.org/10.1161/CIRCULATIONAHA.117.028901
http://www.ncbi.nlm.nih.gov/pubmed/29101287
http://doi.org/10.1038/kisup.2012.64


J. Clin. Med. 2021, 10, 4216 14 of 14

24. Pfeffer, M.A.; Burdmann, E.A.; Chen, C.Y.; Cooper, M.E.; de Zeeuw, D.; Eckardt, K.U.; Feyzi, J.M.; Ivanovich, P.; Kewalramani, R.;
Levey, A.S.; et al. A trial of darbepoetin alfa in type 2 diabetes and chronic kidney disease. N. Engl. J. Med. 2009, 361, 2019–2032.
[CrossRef]

25. Levey, A.S.; Eckardt, K.U.; Dorman, N.M.; Christiansen, S.L.; Hoorn, E.J.; Ingelfinger, J.R.; Inker, L.A.; Levin, A.; Mehrotra, R.;
Palevsky, P.M.; et al. Nomenclature for kidney function and disease: Report of a Kidney Disease: Improving Global Outcomes
(KDIGO) Consensus Conference. Kidney Int. 2020, 97, 1117–1129. [CrossRef]

26. Giannitsis, E.; Kurz, K.; Hallermayer, K.; Jarausch, J.; Jaffe, A.S.; Katus, H.A. Analytical validation of a high-sensitivity cardiac
troponin T assay. Clin. Chem. 2010, 56, 254–261. [CrossRef]

27. De Long, E.R.; De Long, D.M.; Clarke-Pearson, D.L. Comparing the areas under two or more correlated receiver operating
characteristic curves: A nonparametric approach. Biometrics 1988, 44, 837–845. [CrossRef]

28. Hanley, J.A.; McNeil, B.J. The meaning and use of the area under a receiver operating characteristic (ROC) curve. Radiology 1982,
143, 29–36. [CrossRef]

29. Jha, V.; Garcia-Garcia, G.; Iseki, K.; Li, Z.; Naicker, S.; Plattner, B.; Saran, R.; Wang, A.Y.; Yang, C.W. Chronic kidney disease:
Global dimension and perspectives. Lancet 2013, 382, 260–272. [CrossRef]

30. Huang, H.D.; Alam, M.; Hamzeh, I.; Virani, S.; Deswal, A.; Aguilar, D.; Rogers, P.; Kougias, P.; Birnbaum, Y.; Paniagua, D.; et al.
Patients with severe chronic kidney disease benefit from early revascularization after acute coronary syndrome. Int. J. Cardiol.
2013, 168, 3741–3746. [CrossRef]

31. Charytan, D.M.; Wallentin, L.; Lagerqvist, B.; Spacek, R.; De Winter, R.J.; Stern, N.M.; Braunwald, E.; Cannon, C.P.; Choudhry,
N.K. Early angiography in patients with chronic kidney disease: A collaborative systematic review. Clin. J. Am. Soc. Nephrol.
CJASN 2009, 4, 1032–1043. [CrossRef] [PubMed]

32. Bangalore, S.; Maron, D.J.; O’Brien, S.M.; Fleg, J.L.; Kretov, E.I.; Briguori, C.; Kaul, U.; Reynolds, H.R.; Mazurek, T.; Sidhu, M.S.;
et al. Management of Coronary Disease in Patients with Advanced Kidney Disease. N. Engl. J. Med. 2020, 382, 1608–1618.
[CrossRef]

33. De Filippi, C.R.; Herzog, C.A. Interpreting Cardiac Biomarkers in the Setting of Chronic Kidney Disease. Clin. Chem. 2017, 63,
59–65. [CrossRef]

34. Friden, V.; Starnberg, K.; Muslimovic, A.; Ricksten, S.E.; Bjurman, C.; Forsgard, N.; Wickman, A.; Hammarsten, O. Clearance of
cardiac troponin T with and without kidney function. Clin. Biochem. 2017, 50, 468–474. [CrossRef] [PubMed]

35. Van der Linden, N.; Cornelis, T.; Kimenai, D.M.; Klinkenberg, L.J.J.; Hilderink, J.M.; Lück, S.; Litjens, E.J.R.; Peeters, F.; Streng,
A.S.; Breidthardt, T.; et al. Origin of Cardiac Troponin T Elevations in Chronic Kidney Disease. Circulation 2017, 136, 1073–1075.
[CrossRef] [PubMed]

36. Ballocca, F.; D’Ascenzo, F.; Moretti, C.; Diletti, R.; Budano, C.; Palazzuoli, A.; Reed, M.J.; Palmerini, T.; Dudek, D.; Galassi, A.;
et al. High sensitive TROponin levels in Patients with Chest pain and kidney disease: A multicenter registry: The TROPIC study.
Cardiol. J. 2017, 24, 139–150. [CrossRef]

37. Sittichanbuncha, Y.; Sricharoen, P.; Tangkulpanich, P.; Sawanyawisuth, K. The appropriate troponin T level associated with
coronary occlusions in chronic kidney disease patients. Ther. Clin. Risk Manag. 2015, 11, 1143–1147. [CrossRef]

38. Jafari Fesharaki, M.; Alipour Parsa, S.; Nafar, M.; Ghaffari-Rahbar, M.; Omidi, F.; Karimi-Sari, H. Serum Troponin I Level for
Diagnosis of Acute Coronary Syndrome in Patients with Chronic Kidney Disease. Iran. J. Kidney Dis. 2016, 10, 11–16.

39. Cardinaels, E.P.; Altintas, S.; Versteylen, M.O.; Joosen, I.A.; Jellema, L.J.; Wildberger, J.E.; Das, M.; Crijns, H.J.; Bekers, O.; van
Dieijen-Visser, M.P.; et al. High-Sensitivity Cardiac Troponin Concentrations in Patients with Chest Discomfort: Is It the Heart or
the Kidneys as Well? PLoS ONE 2016, 11, e0153300. [CrossRef]

40. Haaf, P.; Reichlin, T.; Twerenbold, R.; Hoeller, R.; Rubini Gimenez, M.; Zellweger, C.; Moehring, B.; Fischer, C.; Meller, B.; Wildi,
K.; et al. Risk stratification in patients with acute chest pain using three high-sensitivity cardiac troponin assays. Eur. Heart J.
2014, 35, 365–375. [CrossRef] [PubMed]

http://doi.org/10.1056/NEJMoa0907845
http://doi.org/10.1016/j.kint.2020.02.010
http://doi.org/10.1373/clinchem.2009.132654
http://doi.org/10.2307/2531595
http://doi.org/10.1148/radiology.143.1.7063747
http://doi.org/10.1016/S0140-6736(13)60687-X
http://doi.org/10.1016/j.ijcard.2013.06.013
http://doi.org/10.2215/CJN.05551008
http://www.ncbi.nlm.nih.gov/pubmed/19423566
http://doi.org/10.1056/NEJMoa1915925
http://doi.org/10.1373/clinchem.2016.254748
http://doi.org/10.1016/j.clinbiochem.2017.02.007
http://www.ncbi.nlm.nih.gov/pubmed/28193484
http://doi.org/10.1161/CIRCULATIONAHA.117.029986
http://www.ncbi.nlm.nih.gov/pubmed/28893963
http://doi.org/10.5603/CJ.a2017.0025
http://doi.org/10.2147/TCRM.S85671
http://doi.org/10.1371/journal.pone.0153300
http://doi.org/10.1093/eurheartj/eht218
http://www.ncbi.nlm.nih.gov/pubmed/23821402

	Introduction 
	Materials and Methods 
	Study Design and Data Collection 
	Clinical and Laboratory Assessment 
	Outcomes 
	Statistical Analysis 

	Results 
	Baseline and Periprocedural Characteristics 
	Values of hs-cTnT during Serial Sampling 
	Diagnostic Performance of Hs-cTnT in Patients with Severe CKD 
	Optimal Cutoff Levels of Hs-cTnT for the Early Diagnosis of NSTE-ACS Requiring Revascularization 
	Outcomes at 30 Days and One Year of Follow-Up 

	Discussion 
	Conclusions 
	References

