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Background and Objective: The 99th percentile upper reference limit (URL) of high-sensitivity 
troponin is used as a diagnostic threshold for acute myocardial infarction. It is not established if troponin 
differs across different populations. This narrative review discusses 99th percentile URLs of high-sensitivity 
cardiac troponin I (hs-cTnI) and high-sensitivity cardiac troponin T (hs-cTnT) derived from healthy 
reference populations in different populations across different geographic locations.
Methods: Articles investigating high-sensitivity troponin in healthy reference populations which reported 
sex-specific 99th percentile URLs, with a minimum of 800 subjects, and written in English were included. 
Besides more recent articles identified from PubMed and Google Scholar until December 2022, we included 
studies in the systematic review previously published by Kimenai in 2018 that met our inclusion criteria. 
Studies that did not use high-sensitivity troponin assays were excluded. 
Key Content and Findings: Nineteen articles (9 with hs-cTnT studies and 15 with hs-cTnI studies) 
were identified. The largest difference in hs-cTnT across studies was 19.6 ng/L, but very little difference was 
seen between similarly designed studies. The biggest difference in hs-cTnI (Abbott ARCHITECT STAT) 
was 22.9 ng/L. Expectedly, as hs-cTnI is not standardized differences exist between studies using different 
analytical platforms from different vendors. Reference cohort compositions and statistical treatment varied 
across all studies limiting comparison.
Conclusions: Population differences in high-sensitivity troponin values do not appear to be very different 
across similarly studied populations for hs-cTnT in different countries. More differences are noted for hs-
cTnI. Differences in 99th percentile hs-cTn URLs between populations are influenced by many variables 
including composition of the reference cohort and statistical methods employed. Male sex, increasing age, 
comorbidities such as subclinical heart disease, renal dysfunction and dysglycemia, and including outliers in 
analysis can raise hs-cTn 99th percentile URLs. Existing study designs investigating 99th percentile URLs 
of troponin have been heterogenous making it challenging to compare population differences in troponin 
concentrations. The jury is still out on whether troponin values differ across populations. Reference cohorts 
should include a representative distribution of the regional population composition in the applicable 
geographic area as recommended by expert committees.
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Introduction

Background

Cardiovascular disease (CVD) is the leading cause of death 
globally (1). An estimated 17.9 million people died from 
CVD in 2019. Timely diagnosis and intervention of acute 
myocardial infarction (MI) is crucial in optimizing outcomes 
and are enabled by high-sensitivity cardiac troponins 
(hs-cTn) as recommended by the European Society of 
Cardiology (ESC) and the American Heart Association 
(AHA) (2-4). As part of the contractile apparatus in striated 
cardiac and skeletal muscle, cardiac troponin (cTn) I and T 
are released from injured myocardium, making them useful 
markers for diagnosing myocardial injury and MI (5-7).  
The population 99th percentile upper reference limit (URL) 
is particularly important as it is the threshold used to 
diagnose myocardial injury and MIs (8). Troponin is also 
increasingly being interpreted as a continuous biomarker 
for prognostication and risk stratification (9-14).

Rationale and knowledge gap

Over the last decade, more hs-cTn assays have been 
developed. The International Federation of Clinical 
Chemistry and Laboratory Medicine (IFCC) states that for 
a troponin assay to be labelled as high-sensitivity, the total 
imprecision [% coefficient of variation (CV)] at the 99th 
percentile has to be ≤10%, and the assay should be able to 
measure concentrations above the assay’s limit of detection 
(LOD) in at least 50% of healthy individuals of both  
sexes (7). High-sensitivity troponin assays and improvements 
in analytical platforms have also enabled measuring high-
sensitivity troponins with lower limits of detection and more 
precise analytical sensitivity. This has revealed differences 
in high-sensitivity troponin values between sexes, different 
ages and health statuses. It is unclear if there are differences 
in 99th percentile URLs of hs-cTn derived from healthy 
subjects from different geographical populations.

Objective

Several studies have explored high-sensitivity troponins 
in different geographical locations, and some have 
compared 99th percentile URLs derived from different 
racial populations (15-17). We aim to provide an updated 
view of whether there are population differences in the 99th 
percentile URLs of high-sensitivity cardiac troponin I (hs-
cTnI) and high-sensitivity cardiac troponin T (hs-cTnT) 

derived from healthy reference populations in different 
populations across different geographic locations. We 
present this article in accordance with the Narrative Review 
reporting checklist (available at https://jlpm.amegroups.
com/article/view/10.21037/jlpm-22-73/rc).

Methods

The IFCC Committee on Clinical Application of Cardiac 
Bio-Markers (C-CB) has only recently advised that for the 
99th percentile URL to have a robust confidence interval 
(CI) of 95%, 800 subjects (400 female and 400 male) have 
to be studied (18). Articles investigating high-sensitivity 
troponin in healthy reference populations which reported 
sex-specific 99th percentile URLs, with a minimum of  
800 subjects, and were written in English were included. 
Besides more recent articles identified from PubMed and 
Google Scholar until December 2022, we also included 
studies that were previously published in a systematic review 
by Kimenai et al. (19) that met our inclusion criteria. Studies 
that did not use high-sensitivity troponin assays were 
excluded. For analysis, articles were grouped and compared 
according to hs-cTnT versus the respective hs-cTnI assay 
platforms. For studies that reported more than one cohort, 
only cohorts that met the inclusion criteria were used for 
analysis. In studies where there were more than one cohort 
that met all inclusion criteria, the cohort with the strictest 
criteria for cohort selection (biochemical screening for co-
morbidities—renal dysfunction, subclinical heart disease, 
and diabetes) was chosen for inclusion. Male sex, older age, 
renal dysfunction, subclinical heart disease, and diabetes are 
associated with higher troponin values and can raise the 99th 
percentile URLs. In addition, exclusion of outliers using 
stricter methods compared to others (e.g., Tukey > Reed, 
Dixon > no exclusion of outliers) can result in lower results. 
These factors were taken into consideration when reviewing 
the 99th percentile URLs. The 99th percentile URLs were 
compared across geographical locations where possible.

Results

Overall, 19 articles [articles from Kimenai et al. (19) =9, 
articles from additional search = 10] were included in this 
review. The articles comprised of nine hs-cTnT and 15 hs-
cTnI studies including five articles which reported on both 
hs-cTnT and hs-cTnI assays. All nine hs-cTnT studies were 
conducted with the hs-cTnT Roche Elecsys assay. The 15 
hs-cTnI studies comprised hs-cTnI Abbott ARCHITECT 

https://jlpm.amegroups.com/article/view/10.21037/jlpm-22-73/rc
https://jlpm.amegroups.com/article/view/10.21037/jlpm-22-73/rc
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STAT assay (10 studies), Siemens ADVIA Centaur hs-cTnI 
assay (2 studies), Beckman Coulter Access hs-cTnI assay  
(1 study), Ortho Clinical Diagnostics VITROS hs-cTnI 
assay (1 study), and Singulex Clarity hs-cTnI assay (1 study).

hs-cTnT (Roche Elecsys)

Studies using hs-cTnT included in this review are slightly 
easier to compare as hs-cTnT assays are from a single 
vendor, Roche. Studies using hs-cTnT are shown in Table 1  
(12,16,20-26). The nine studies that assessed the 99th 
percentile of hs-cTnT were conducted in eight different 
countries and five different analyzers were used (cobas 
e170, e411, e601, e602, and e801). The inclusion criteria 
for screening of healthy subjects varied in their biochemical 
screening for co-morbidities (vide supra). Two studies 
screened for all three subclinical disorders and three 
studies did not screen for any subclinical conditions in their 
reference cohorts. 

The overall 99th percentile URLs ranged from 13.6 to 
28.0 ng/L, the 99th percentile URLs in females ranged from 
7.9 to 24.0 ng/L and the 99th percentile URLs in males 
ranged from 14.4 to 34.0 ng/L. The largest difference in 
99th percentile hs-cTnT URLs across studies was 19.6 ng/L  
between males in the study by Odsæter et al. (25) in 
Norwegians and the Cardiovascular Health Study (CHS) 
in Americans by Gore et al. (26). The 99th percentile URLs 
from the study by Odsæter et al. (25) were consistently 
the lowest while the 99th percentile URLs from the CHS 
reported by Gore et al. (26) were consistently the highest. It 
is worth noting that the cohort studied by Odsæter et al. (25) 
was thoroughly screened with all 3 biochemical parameters 
for subclinical disease and used Tukey, a stricter technique 
for identifying outliers while the CHS cohort studied by 
Gore et at. (26) was older (median age 72 versus 43 years), 
did not screen for dysglycemia, and did not exclude any 
outliers. 

Comparing the studies by Zhang et al. (20) in Chinese 
and Odsæter et al. (25) that screened for all three subclinical 
conditions with exclusion of outliers, the maximum 
difference in 99th percentile hs-cTnT URL was 5.1 ng/L  
in females. Odsæter et al. (25) used Tukey, a stricter 
technique to identify outliers, while Zhang et al. (20) used 
Reed-Dixon. The Odsæter et al. (25) study used the cobas 
e801 whereas the Zhang et al. (20) employed the cobas 
e170. These differences in outlier treatment and analyzer 
platforms may have contributed to the difference.

If we exclude the study by Odsæter et al. (25) which had 

stricter outlier treatment, and the CHS Atherosclerosis Risk 
in Communities Study (ARIC) cohorts in Gore et al. (26) 
which had cohorts that were older than the other studies 
(72 and 61 years) in Table 1, there was little difference in the 
99th percentile hs-cTnT URLs (maximum difference was  
6.2 ng/L in males) between Chinese, Singaporeans, 
Australians, Germans, Dutch, Scottish, and Americans. 

The study by Fitzgerald et al. (16) (n=1,301) conducted 
at 7 US sites concluded that the hs-cTnT 99th percentile 
URLs (18.5–20.0 ng/L) and median values (3.0–3.7 ng/L) 
were generally consistent across different populations (Asian, 
African American, Caucasian, Hispanic, non-Hispanic) (16).  
From Table 1, hs-cTnT 99th percentile URLs across 
populations in Asia, Oceania, Europe and North America 
also do not seem to be very different.

hs-cTnI assays

Concentrations of hs-cTnI vary widely across assays and 
are difficult to compare as hs-cTnI are not standardized. 
As such we have segregated them by the respective assay 
platforms as far as possible. 

hs-cTnI (Abbott ARCHITECT STAT)
Studies we reviewed using the Abbott ARCHITECT 
STAT assay are shown in Table 2 (12,22-24,27-32). Between 
the 10 studies from 15 different countries, three different 
analyzers (ARCHITECT ci16200, ARCHITECT i1000SR, 
and ARCHITECT i2000SR) were used. Reference cohort 
inclusion criteria varied between studies. One study 
screened for all three subclinical diseases (vide supra) while 
four studies did not screen for any subclinical disease. 

In Table 2, the overall 99th percentiles ranged from 13.0 
to 28.9 ng/L, the 99th percentile URLs in females ranged 
from 11.0 to 22.7 ng/L, and the 99th percentile URLs in 
males ranged from 20.0 to 42.9 ng/L. The largest difference 
was the male 99th percentile URLs which had a difference 
of 22.9 ng/L between the studies by Hickman et al. (30) and 
Kimenai et al. (24)/Ji et al. (29) in Australians and the Dutch/
South Koreans, respectively. The overall 99th percentile 
URLs differed by 15.9 ng/L between Kimenai et al. (24)  
and the Australian cohort in Ungerer et al. (22). The lowest 
female 99th percentile URL was similarly from the study 
by Kimenai et al. (24) while the highest 99th percentile 
URL was from the cohort by Li et al. (27) in Chinese. The 
cohort in Kimenai et al. (24) was screened for both renal 
dysfunction and subclinical heart disease and excluded 
outliers using Dixon, while both these diseases and outliers 



Journal of Laboratory and Precision Medicine, 2023Page 4 of 13

© Journal of Laboratory and Precision Medicine. All rights reserved. J Lab Precis Med 2023;8:14 | https://dx.doi.org/10.21037/jlpm-22-73

T
ab

le
 1

 D
em

og
ra

ph
ic

s, 
bi

oc
he

m
ic

al
 e

xc
lu

si
on

 c
ri

te
ri

a 
fo

r 
re

fe
re

nc
e 

co
ho

rt
 se

le
ct

io
n 

an
d 

st
at

is
tic

al
 m

et
ho

ds
 o

f a
rt

ic
le

s r
ep

or
tin

g 
se

x-
sp

ec
ifi

c 
99

th
 p

er
ce

nt
ile

 U
R

L
s f

or
 h

s-
cT

nT
 (R

oc
he

 
E

le
cs

ys
 h

s-
cT

nT
 a

ss
ay

)

S
tu

dy
 

lo
ca

tio
n

A
ut

ho
r 

[y
ea

r]
P

ar
tic

ip
an

ts
 

(n
)

Fe
m

al
es

 
(%

)

M
ea

n/
m

ed
ia

n/
ag

e 
ra

ng
e 

(y
ea

rs
)

P
la

tf
or

m

B
io

ch
em

ic
al

 p
ar

am
et

er
s 

us
ed

 to
 

ex
cl

ud
e 

su
bj

ec
ts

 fr
om

 re
fe

re
nc

e 
co

ho
rt

99
th
 p

er
ce

nt
ile

 (n
g/

L)

S
ta

tis
tic

al
 

m
et

ho
d

eG
FR

  
<

60
 m

L/
m

in
/1

.7
3 

m
2

A
bn

or
m

al
 

H
bA

1c
 

or
 fa

st
in

g 
gl

uc
os

e

A
bn

or
m

al
 

B
N

P
 o

r N
T-

pr
oB

N
P

O
ve

ra
ll

Fe
m

al
e

M
al

e

A
si

a

C
hi

na
Z

ha
ng

 [2
02

0]
93

2
63

.0
N

R
C

ob
as

 e
17

0
Ye

s
Ye

s
Ye

s
16

.0
13

.0
18

.0
N

P
/R

ee
d-

D
ix

on

S
in

ga
po

re
A

w
 [2

01
7]

1,
08

6
50

.0
52

.2
C

ob
as

 e
60

1
Ye

s‡
N

o
N

o
17

.0
12

.0
18

.6
N

P

O
ce

an
ia

A
us

tr
al

ia
U

ng
er

er
 [2

01
6]

2,
00

4
35

.2
40

.0
C

ob
as

 e
60

1
N

o
N

o
N

o
15

.9
9.

6
18

.1
N

P

E
ur

op
e

G
er

m
an

y
G

ia
nn

its
is

 [2
02

0]
82

7
50

.9
56

.0
C

ob
as

 e
41

1,
 

co
ba

s 
e6

02
N

o
N

o
N

o
16

.8
13

.3
19

.2
N

P
/D

ix
on

N
et

he
rla

nd
s

K
im

en
ai

 [2
01

6]
1,

54
0

52
.4

57
.0

C
ob

as
 e

60
1

Ye
s

N
o

Ye
s

15
.0

12
.0

16
.0

N
P

/D
ix

on

N
or

w
ay

O
ds

æ
te

r 
[2

02
0]

98
3

49
.8

43
.0

C
ob

as
 e

80
1

Ye
s

Ye
s

Ye
s

13
.7

±
0.

1
8.

0±
0.

1
14

.5
±

0.
1

N
P

/T
uk

ey

S
co

tla
nd

W
el

sh
 [2

01
9]

19
,5

01
58

.3
18

–9
8

C
ob

as
 e

41
1

N
o

N
o

N
o

N
R

14
.4

†
20

.7
†

N
P

/L
TV

 >
5 

S
D

N
or

th
 A

m
er

ic
a

U
S

A
Fi

tz
ge

ra
ld

 [2
02

0]
1,

30
1

50
.4

48
.0

C
ob

as
 e

60
1

Ye
s

N
o

Ye
s

O
 1

9.
2,

 A
A

 
18

.5
, C

 2
0.

0,
 

N
H

L 
19

.2

13
.5

–1
3.

6
21

.4
–2

2.
2

N
P

G
or

e 
[2

01
4]

D
H

S
 1

,9
78

, 
A

R
IC

 7
,5

75
, 

C
H

S
 1

,3
74

D
H

S
 5

5.
9,

 
A

R
IC

 6
0.

8,
 

C
H

S
 6

4.
4

D
H

S
 4

3.
2,

 
A

R
IC

 6
1.

0,
 

C
H

S
 7

2.
0

N
R

Ye
s

N
o

Ye
s

D
H

S
 1

4.
0,

 
A

R
IC

 2
1.

0,
 

C
H

S
 2

8.
0

D
H

S
 1

1.
0,

 
A

R
IC

 1
5.

0,
 

C
H

S
 2

4.
0

D
H

S
 1

7.
0,

 
A

R
IC

 2
6.

0,
 

C
H

S
 3

4.
0

N
P

† , 
es

tim
at

ed
 u

si
ng

 w
ei

gh
te

d
 m

ea
n 

of
 s

ub
gr

ou
p

s;
 ‡ , 

eG
FR

 <
90

 m
L/

m
in

/1
.7

3 
m

2 . 
A

A
, 

A
fr

ic
an

 A
m

er
ic

an
; 

A
R

IC
, 

A
th

er
os

cl
er

os
is

 R
is

k 
in

 C
om

m
un

iti
es

 S
tu

d
y;

 C
, 

C
au

ca
si

an
; 

C
H

S
, C

ar
di

ov
as

cu
la

r 
H

ea
lth

 S
tu

dy
; D

H
S

, D
al

la
s 

H
ea

rt
 S

tu
dy

; e
G

FR
, e

st
im

at
ed

 g
lo

m
er

ul
ar

 fi
ltr

at
io

n 
ra

te
; H

bA
1c

, h
em

og
lo

bi
n 

A
1c

; h
s-

cT
nT

, h
ig

h-
se

ns
iti

vi
ty

 c
ar

di
ac

 t
ro

po
ni

n 
T;

 L
TV

, 
lo

g-
tr

an
sf

or
m

ed
 v

al
ue

s;
 N

H
L,

 n
on

-H
is

p
an

ic
 L

at
in

o;
 N

T-
p

ro
B

N
P,

 N
-t

er
m

in
al

 p
ro

 B
-t

yp
e 

na
tr

iu
re

tic
 p

ep
tid

e;
 O

, 
ov

er
al

l; 
N

P,
 n

on
-p

ar
am

et
ric

; 
N

R
, 

no
t 

re
p

or
te

d
; 

S
D

, 
st

an
da

rd
 d

ev
ia

tio
n;

 U
R

L,
 u

pp
er

 re
fe

re
nc

e 
lim

it.



Journal of Laboratory and Precision Medicine, 2023 Page 5 of 13

© Journal of Laboratory and Precision Medicine. All rights reserved. J Lab Precis Med 2023;8:14 | https://dx.doi.org/10.21037/jlpm-22-73

T
ab

le
 2

 D
em

og
ra

ph
ic

s, 
bi

oc
he

m
ic

al
 e

xc
lu

si
on

 c
ri

te
ri

a 
fo

r 
re

fe
re

nc
e 

co
ho

rt
 se

le
ct

io
n 

an
d 

st
at

is
tic

al
 m

et
ho

ds
 o

f a
rt

ic
le

s r
ep

or
tin

g 
se

x-
sp

ec
ifi

c 
99

th
 p

er
ce

nt
ile

 U
R

L
s f

or
 h

s-
cT

nI
 (A

bb
ot

t 
A

R
C

H
IT

E
C

T
 S

T
AT

 h
s-

cT
nI

 a
ss

ay
)

S
tu

dy
 

lo
ca

tio
n

A
ut

ho
r 

[y
ea

r]
P

ar
tic

ip
an

ts
 

(n
)

Fe
m

al
es

 
(%

)

M
ea

n/
m

ed
ia

n/
 

ag
e 

ra
ng

e 
(y

ea
rs

)

P
la

tf
or

m
 

(A
R

C
H

IT
E

C
T)

B
io

ch
em

ic
al

 p
ar

am
et

er
s 

us
ed

 to
 e

xc
lu

de
 

su
bj

ec
ts

 fr
om

 re
fe

re
nc

e 
co

ho
rt

99
th
 p

er
ce

nt
ile

 (n
g/

L)

S
ta

tis
tic

al
  

m
et

ho
d

eG
FR

 <
60

 m
L/

m
in

/1
.7

3 
m

2

A
bn

or
m

al
 

H
bA

1c
 o

r 
fa

st
in

g 
gl

uc
os

e

A
bn

or
m

al
 B

N
P

 
or

 N
T-

pr
oB

N
P

O
ve

ra
ll

Fe
m

al
e

M
al

e

A
si

a

C
hi

na
Li

  
[2

01
7]

1,
48

5
50

.8
36

.0
i2

00
0S

R
Ye

s
Ye

s
N

o
28

.0
22

.7
31

.1
N

P

S
in

ga
po

re
A

w
  

[2
01

3]
1,

12
0

46
.7

50
.4

i2
00

0S
R

Ye
s

N
o

N
o

25
.6

17
.9

32
.7

N
P

S
ou

th
 K

or
ea

Ji
  

[2
01

6]
85

4
50

.1
49

.8
i2

00
0S

R
Ye

s
Ye

s
Ye

s
18

.0
19

.0
20

.0
N

P
/R

ee
d

O
ce

an
ia

A
us

tr
al

ia
H

ic
km

an
 

[2
01

9]
1,

00
7

52
.6

48
–9

2
ci

16
20

0
N

o
Ye

s
N

o
N

R
15

.8
†

42
.9

†
N

P

U
ng

er
er

 
[2

01
6]

2,
00

4
35

.2
40

.0
†

i2
00

0S
R

N
o

N
o

N
o

28
.9

20
.2

31
.3

N
P

E
ur

op
e

G
er

m
an

y
G

ia
nn

its
is

 
[2

02
0]

82
7

50
.9

54
.0

i2
00

0S
R

N
o

N
o

N
o

16
.0

12
.5

27
.4

N
P

/D
ix

on

N
et

he
rla

nd
s

K
im

en
ai

 
[2

01
6]

1,
54

0
52

.4
57

.0
i2

00
0S

R
Ye

s
N

o
Ye

s
13

.0
11

.0
20

.0
N

P
/D

ix
on

S
co

tla
nd

W
el

sh
 

[2
01

9]
19

,5
01

58
.3

56
.0

i2
00

0S
R

N
o

N
o

N
o

N
R

14
.5

†
31

.6
†

N
P

/L
TV

 >
5 

S
D

Z
el

le
r 

 
[2

01
5]

4,
03

9
49

.6
50

.0
i2

00
0S

R
Ye

s
N

o
N

o
26

.0
19

.4
32

.5
H

aj
ek

’s
 m

et
ho

d

3,
86

5
49

.6
49

.0
i2

00
0S

R
N

o
N

o
Ye

s
21

.7
14

.8
25

.9
H

aj
ek

’s
 m

et
ho

d

9 
E

ur
op

ea
n 

co
un

tr
ie

s‡

K
rin

tu
s 

[2
01

4]
1,

76
9

56
.1

56
.1

i2
00

0S
R

/
i1

00
0S

R
N

o
N

o
N

o
19

.3
11

.4
27

.0
N

P
/R

ee
d

† , 
es

tim
at

ed
 u

si
ng

 w
ei

gh
te

d 
m

ea
n 

of
 s

ub
gr

ou
ps

; 
‡ , 

A
us

tr
ia

, 
B

el
gi

um
, 

D
en

m
ar

k,
 F

ra
nc

e,
 G

er
m

an
y,

 I
ta

ly
, 

N
or

w
ay

, 
P

ol
an

d,
 S

pa
in

. 
eG

FR
, 

es
tim

at
ed

 g
lo

m
er

ul
ar

 f
ilt

ra
tio

n 
ra

te
; 

H
bA

1c
, h

em
og

lo
bi

n 
A

1c
; h

s-
cT

nI
, h

ig
h-

se
ns

iti
vi

ty
 c

ar
di

ac
 t

ro
po

ni
n 

I; 
LT

V,
 lo

g-
tr

an
sf

or
m

ed
 v

al
ue

s;
 N

P,
 n

on
-p

ar
am

et
ric

; N
T-

pr
oB

N
P,

 N
-t

er
m

in
al

 p
ro

 B
-t

yp
e 

na
tr

iu
re

tic
 p

ep
tid

e;
 

N
R

, n
ot

 re
po

rt
ed

; S
D

, s
ta

nd
ar

d 
de

vi
at

io
n;

 U
R

L,
 u

pp
er

 re
fe

re
nc

e 
lim

it.



Journal of Laboratory and Precision Medicine, 2023Page 6 of 13

© Journal of Laboratory and Precision Medicine. All rights reserved. J Lab Precis Med 2023;8:14 | https://dx.doi.org/10.21037/jlpm-22-73

were not excluded from the cohorts in Ungerer et al. (22) 
and Hickman et al. (30), thus contributing to their higher 
hs-cTnI values. Subclinical heart disease and outliers were 
also not excluded from the cohort in Li et al. (27). It is thus 
not surprising that there are differences between these 
studies.

Furthermore, the cohort studied in Ungerer et al. (22) 
had a higher proportion of males in the cohort (35.2% of 
cohort was female). The sex-specific 99th percentile URLs in 
Ungerer et al. (22) were comparable to other studies in Table 2, 
thus the higher overall 99th percentile URLs can likely be 
attributed to the larger proportion of males in the reference 
cohort. The age distribution of the reference cohorts in 
Table 2 were similar except for the cohort in Li et al. (27). 
The study by Li et al. (27) had a younger cohort (mean age 
36 years) and did not screen for subclinical heart disease 
nor exclude any outliers. With these effects canceling each 
other out very little difference in the 99th percentile hs-cTnI 
URLs is seen. 

Focusing on the studies by Kimenai et al. (24) and Ji 
et al. (29) in South Koreans that screened for both renal 
dysfunction and subclinical heart disease and excluded 
outliers, the maximum difference in 99th percentile URLs 
was 8 ng/L in females.

The studies by Giannitsis et al. (23) in Germans, Welsh  
et al. (12) in Scottish, and Krintus et al. (31) conducted in nine 
European countries did not exclude subjects with subclinical 
diseases using biochemical parameters but excluded outliers. 
The maximum difference in 99th percentile URLs was similar 
in these studies (maximum difference was 4.6 ng/L in males). 

Although differences in 99th percentile hs-cTnI URLs 
were observed in Table 2, at least some of these differences 
can be attributed to differences in cohort composition and 
inconsistent treatment of outliers.

hs-cTnI (Siemens ADVIA Centaur)
Studies reviewed using the Siemens ADVIA Centaur assay 
are shown in Table 3 (25,33). Both studies used the ADVIA 
Centaur XPT Immunoassay System and were conducted in 
two different countries. Each study reported multiple 99th 
percentile URLs with different permutations of screening 
for subclinical disease and statistical methods to derive the 
99th percentile URLs. The 99th percentile URLs reported 
by Odsæter et al. (25) in Norwegians were higher than by 
Clerico et al. (33,34) in Italians although not by a large 
magnitude (maximum difference 12.9 ng/L). Overall, 
female, and male 99th percentile URLs were 40.1 versus 
53 ng/L [90% confidence interval (CI): 41–61 ng/L], 32.4 T
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versus 35 ng/L (90% CI: 26–59 ng/L), and 43.4 versus 
55 ng/L (90% CI: 42–61 ng/L), respectively. On closer 
examination, each 99th percentile URL reported fell within 
the 90% CI of the corresponding 99th percentile URL from 
the other study. It is likely there was no difference between 
the two different populations within Europe. There were 
no other studies identified that were conducted in other 
geographical regions to compare against.

hs-cTnI (Beckman Coulter Access, Ortho Clinical 
Diagnostics VITROS, Singulex Clarity)
There was a single study each for the Beckman Coulter 
Access, Ortho Clinical Diagnostics VITROS, and 
Singulex Clarity assays (Table 4) (34-36). These studies 
were conducted in two different countries. Although the 
Singulex Clarity assay is no longer commercially available, 
we have included it in this review due to its superior 
sensitivity with an LOD of 0.80 ng/L and a measurable 
hs-cTnI of >99% in both females and males that may 
provide additional insights (37). As hs-cTnI assays are not 
standardized across platforms, we did not compare the 
results across the studies. All three studies screened their 
reference populations for subclinical renal dysfunction, 
subclinical diabetes, and subclinical cardiac disease. Two 
different methods used to handle outliers (Dixon and 
Tukey) were employed.

Limitations

Troponin concentrations are affected by sex, age, renal 
function, diabetes, and cardiac dysfunction. We need to 
understand how each of these variables influence troponin 
concentrations so as to be thoughtful about the effects they 
have on the 99th percentile URLs when comparing different 
populations.

Sex
Troponin concentrations are higher in males. Differences in 
troponin concentrations between sexes have been brought 
up in all the platforms but the magnitude of discrepancy 
varies by analyzer platform. Higher troponin concentrations 
observed in males than females are likely due to physiological 
differences that influence cardiovascular health (8,38-40).  
Our previous study with cardiac magnetic resonance 
imaging (MRI) demonstrated that left ventricular mass in 
females are smaller (39 g/m2) than in males (50 g/m2) (41,42). 
Cardiac mass and volumes were independently associated 
with hs-cTnI (Abbott ARCHITECT STAT) concentrations. 

The concentrations of Abbott ARCHITECT STAT hs-
cTnI in transgender men and women who are prescribed 
testosterone and estrogen were similar to cisgender men 
and women, suggesting that hormones are also driving the 
difference in hs-cTnI (Abbott ARCHITECT STAT but 
not Beckman Coulter Access) values between sexes (43). 
It has been well demonstrated that sex-specific thresholds 
for diagnosing MI optimizes the performance of troponins 
especially in females (44,45). Reference cohorts used to 
derive 99th percentile URLs should have an equal sex 
representation and sex-specific limits should be used for 
comparison across populations. 

Age
Severa l  s tud i e s  have  found  inc rea sed  t ropon in 
concentrations with age (16,23,30,33-36,41,46,47). There 
seems to be a stronger correlation with troponin in older 
populations when comparing groups aged above and below 
age 40–65 years (23,33,34,47,48). The slope when plotting 
age against hs-cTnI concentrations in a healthy cohort 
(n=1,302) is nearly constant from 18 to 55 years of age 
before steadily increasing and reaching levels up to 3 times 
higher at 85 years (34). The development of a relationship 
between troponin and age later in life is consistent with 
age-related accumulation of cardiovascular risks and disease. 
Elevations in troponin concentration with age may also 
be attributed to physiological processes such as increased 
release of troponin due to myocyte turnover, cardiomyocyte 
proliferation and increased cardiac mass (49). In older 
cohorts, the 99th percentile URL has less discriminatory 
power due to comorbidities and higher prevalence of 
individuals with troponin levels above the URLs (50-55). 
Stratifying troponins according to age-adjusted URLs 
improves their diagnostic and prognostic performance 
(50,56,57). Furthermore, troponin reference limits should 
also be derived from a reference population that reflects the 
age demographics of patients who present with chest pain. 
An age-specific 99th percentile URL at every decade after  
40 years will likely optimize diagnostic accuracy of hs-cTn 
in the elderly. However, recruiting a reference population of 
sufficiently sized healthy elderly is difficult. It is noteworthy 
that less rigorous selection of the reference population for 
derivation of the 99th percentile URL were accepted in 
the past for cardiac biomarkers in the past (58). A practical 
solution could be a 3-band age-specific diagnostic threshold 
as has been done for N-terminal pro B-type natriuretic 
peptide (NT-proBNP): <50, 50–75, >75 years to optimize 
clinical specificity (59). We similarly need to be particularly 
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conscious of the age distribution of the reference cohort 
used to derive the 99th percentile URL when using these 
thresholds clinically and when comparing different cohorts.

Comorbidities
Subclinical heart failure will raise troponins as myocardial 
dysfunction affects the distribution of troponin (18). The 
IFCC C-CB recommends screening for subclinical heart 
disease using NT-proBNP >125 ng/L or BNP >35 ng/L. 
Some groups have suggested more thorough screening for 
subclinical cardiac disease in reference populations with 
electrocardiograms (ECGs) and cardiac imaging. History 
and eGFR >90 mL/min/1.73 m2 alone were non-inferior 
to cardiovascular magnetic resonance imaging (CMRI) in  
779 subjects to exclude underlying cardiac disease (25). 
Other studies have likewise demonstrated that there is 
minimal or no incremental benefit of ECG or cardiac 
imaging over natriuretic peptides for reference cohort 
screening (23,26,32). Besides NT-proBNP is convenient 
and effective in identifying subclinical cardiac dysfunction 
since screening with cardiac imaging would increase barriers 
to deriving 99th percentile URLs. 

Although the clearance of cTn is not well understood, 
a dual clearance model has been proposed where at high 
concentrations, as seen in MI, cTn is predominantly 
hepatically degraded, while at lower levels, such as in chronic 
heart failure, renal clearance dominates and can partially 
explain higher troponin concentrations in individuals with 
renal dysfunction (60,61). Troponin increases with declining 
eGFR even between eGFR 60–90 mL/min/1.73 m2 (56,62,63). 
Reduced eGFR is linked to cardiovascular risk factors and 
CVD, yet few studies take into account the effect of stage 
1 and stage 2 chronic kidney disease (CKD) on troponin 
levels which also increase with age (26,29,41,64,65). 
Our previous analysis eGFR of 60–90 mL/min/1.73 m2  
concurred and for every 10 mL/min/1.73 m2 decrease in 
eGFR from 90 mL/min/1.73 m2 there was a significant step-
wise increase in hs-cTnT (41). The sensitivity of troponin 
for predicting of future MI or mortality is improved when 
excluding patients with eGFR <90 mL/min/1.73 m2 (57). 
In line with the recommendation to exclude subclinical 
cardiac disease (66), a stricter eGFR exclusion criterion of  
<90 mL/min/1.73 m2 would be appropriate to exclude 
subclinical CKD in view of the close cardio-renal connection 
in CKD. Besides, screening for stage 1 and 2 CKD is less 
costly and labor intensive than ECGs and cardiac imaging. 
It is important to take note of the renal status of the 
reference cohort as any overt or subclinical decline in renal 

function can elevate troponin levels.
The association of dysglycemia and raised troponin 

concentrations has also been demonstrated. While the 
impact of diabetes mellitus [odds ratio (OR) 1.4] on elevated 
troponin is less than cardiomyopathy (OR 2.2) and renal 
insufficiency (OR 2.8) it can still contribute to troponin 
differences if not accounted for (67,68).

Statistical methods
Of all the variables discussed when comparing population 
troponin values, one largest impact on the 99th percentile 
URL is the statistical methods employed in their 
derivation (69). The distribution of hs-cTn values is highly 
skewed to the right. In the Odsæter study (25), the male 
99th percentile URL could vary from 55 to 144 ng/L solely 
based on different treatment of outliers. We suggest that 
more rigorous methods to exclude outliers, such as Tukey, 
should be considered. Larger reference cohorts may have 
to be recruited to mitigate against these outlier effects.

Conclusions

While not comprehensive, our review provides an overview 
of the current evidence base on population differences in 
hs-cTn. High-sensitivity troponin values do not appear 
to be very different across different populations similarly 
studied when using hs-cTnT. However, when using hs-
cTnI (Abbott ARCHITECT STAT), some differences in 
the 99th percentile hs-cTnI URLs may be noted—male hs-
cTnI 99th percentile URLs were higher in Australian than 
Dutch cohorts with different compositions of subclinical 
disease and statistical handling of outliers. Differences in hs-
cTnI (Abbott ARCHITECT STAT) were less prominent 
when comparing cohorts of more similar composition. 
Differences in 99th percentile URLs between populations 
are influenced by many variables including selection criteria 
of the reference cohort and statistical methods used in 
their derivation. Male sex, increasing age, comorbidities 
such as subclinical heart disease, renal dysfunction and 
dysglycemia, and including outliers in analysis can raise hs-
cTn 99th percentile URLs. Existing studies investigating 
99th percentile URLs of troponin have employed varied 
selection criteria for the reference populations and 
statistical treatment making it challenging to compare 
population differences in troponin concentrations. The jury 
is still out on whether hs-cTn values differ across different 
populations. Further studies employing appropriately 
sized cohorts (of at least 800), uniform screening criteria 
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and statistical methods are needed. Age-specific diagnostic 
thresholds for troponin may also be needed akin to that 
for NT-proBNP. Reference cohorts should continue 
to include a representative distribution of the regional 
population composition in the applicable geographic area as 
recommended by expert committees.

Acknowledgments

Funding: None.

Footnote

Provenance and Peer Review: This article was commissioned 
by the Guest Editors (Xander van Wijk, Amy Saenger, 
Steven Meex, and Allan Jaffe) for the series “Cardiac 
Troponin” published in Journal of Laboratory and Precision 
Medicine. The article has undergone external peer review.

Reporting Checklist: The authors have completed the 
Narrative Review reporting checklist. Available at https://
jlpm.amegroups.com/article/view/10.21037/jlpm-22-73/rc

Peer Review File: Available at https://jlpm.amegroups.com/
article/view/10.21037/jlpm-22-73/prf

Conflicts of Interest: Both authors have completed the 
ICMJE uniform disclosure form (available at https://jlpm.
amegroups.com/article/view/10.21037/jlpm-22-73/coif). 
The series “Cardiac Troponin” was commissioned by the 
editorial office without any funding or sponsorship. The 
authors have no other conflicts of interest to declare.

Ethical Statement: The authors are accountable for all 
aspects of the work in ensuring that questions related 
to the accuracy or integrity of any part of the work are 
appropriately investigated and resolved.

Open Access Statement: This is an Open Access article 
distributed in accordance with the Creative Commons 
Attribution-NonCommercial-NoDerivs 4.0 International 
License (CC BY-NC-ND 4.0), which permits the non-
commercial replication and distribution of the article 
with the strict proviso that no changes or edits are made 
and the original work is properly cited (including links 
to both the formal publication through the relevant 
DOI and the license). See: https://creativecommons.org/
licenses/by-nc-nd/4.0/.

References

1. Cardiovascular Diseases (CVDs) Fact Sheet. World Health 
Organization. 2021. Available online: https://www.who.
int/news-room/fact-sheets/detail/cardiovascular-diseases-
(cvds) (accessed Sept 27 2022).

2. Wu J, Gale CP, Hall M, et al. Editor's Choice - Impact of 
initial hospital diagnosis on mortality for acute myocardial 
infarction: A national cohort study. Eur Heart J Acute 
Cardiovasc Care 2018;7:139-48.

3. Gulati M, Levy PD, Mukherjee D, et al. 2021 AHA/
ACC/ASE/CHEST/SAEM/SCCT/SCMR Guideline 
for the Evaluation and Diagnosis of Chest Pain: A 
Report of the American College of Cardiology/American 
Heart Association Joint Committee on Clinical Practice 
Guidelines. Circulation 2021;144:e368-454.

4. Collet JP, Thiele H, Barbato E, et al. 2020 ESC Guidelines 
for the management of acute coronary syndromes in 
patients presenting without persistent ST-segment 
elevation. Eur Heart J 2021;42:1289-367.

5. Takeda S, Yamashita A, Maeda K, et al. Structure of the 
core domain of human cardiac troponin in the Ca(2+)-
saturated form. Nature 2003;424:35-41.

6. Mair J, Lindahl B, Hammarsten O, et al. How is cardiac 
troponin released from injured myocardium? Eur Heart J 
Acute Cardiovasc Care 2018;7:553-60.

7. Apple FS, Collinson PO; . Analytical characteristics 
of high-sensitivity cardiac troponin assays. Clin Chem 
2012;58:54-61.

8. Thygesen K, Alpert JS, Jaffe AS, et al. Fourth universal 
definition of myocardial infarction (2018). Eur Heart J 
2019;40:237-69.

9. Kaura A, Panoulas V, Glampson B, et al. Association of 
troponin level and age with mortality in 250 000 patients: 
cohort study across five UK acute care centres. BMJ 
2019;367:l6055.

10. Park KC, Gaze DC, Collinson PO, et al. Cardiac 
troponins: from myocardial infarction to chronic disease. 
Cardiovasc Res 2017;113:1708-18.

11. Hughes MF, Ojeda F, Saarela O, et al. Association of 
Repeatedly Measured High-Sensitivity-Assayed Troponin 
I with Cardiovascular Disease Events in a General 
Population from the MORGAM/BiomarCaRE Study. Clin 
Chem 2017;63:334-42.

12. Welsh P, Preiss D, Hayward C, et al. Cardiac Troponin 
T and Troponin I in the General Population. Circulation 
2019;139:2754-64.

13. Lam CSP, Castillo R, Ho DT, et al. High-sensitivity 

https://jlpm.amegroups.com/article/view/10.21037/jlpm-22-73/rc
https://jlpm.amegroups.com/article/view/10.21037/jlpm-22-73/rc
https://jlpm.amegroups.com/article/view/10.21037/jlpm-22-73/prf
https://jlpm.amegroups.com/article/view/10.21037/jlpm-22-73/prf
https://jlpm.amegroups.com/article/view/10.21037/jlpm-22-73/coif
https://jlpm.amegroups.com/article/view/10.21037/jlpm-22-73/coif
https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/


Journal of Laboratory and Precision Medicine, 2023 Page 11 of 13

© Journal of Laboratory and Precision Medicine. All rights reserved. J Lab Precis Med 2023;8:14 | https://dx.doi.org/10.21037/jlpm-22-73

troponin I for cardiovascular risk stratification in the 
general asymptomatic population: Perspectives from Asia-
Pacific. Int J Cardiol 2019;282:93-8.

14. Farmakis D, Mueller C, Apple FS. High-sensitivity cardiac 
troponin assays for cardiovascular risk stratification in the 
general population. Eur Heart J 2020;41:4050-6.

15. Gaggin HK, Dang PV, Do LD, et al. Reference interval 
evaluation of high-sensitivity troponin T and N-terminal 
B-type natriuretic peptide in Vietnam and the US: The 
North South East West Trial. Clin Chem 2014;60:758-64.

16. Fitzgerald RL, Hollander JE, Peacock WF, et al. The 99th 
percentile upper reference limit for the 5th generation 
cardiac troponin T assay in the United States. Clin Chim 
Acta 2020;504:172-9.

17. Lim SM, Thambiah SC, Zahari Sham SY, et al. 
Determination of the 99th percentile upper reference 
limit for high-sensitivity cardiac troponin I in Malaysian 
population. Malays J Pathol 2017;39:135-40.

18. Aakre KM, Saenger AK, Body R, et al. Analytical 
Considerations in Deriving 99th Percentile Upper 
Reference Limits for High-Sensitivity Cardiac Troponin 
Assays: Educational Recommendations from the IFCC 
Committee on Clinical Application of Cardiac Bio-
Markers. Clin Chem 2022;68:1022-30.

19. Kimenai DM, Janssen EBNJ, Eggers KM, et al. Sex-
Specific Versus Overall Clinical Decision Limits for 
Cardiac Troponin I and T for the Diagnosis of Acute 
Myocardial Infarction: A Systematic Review. Clin Chem 
2018;64:1034-43.

20. Zhang X, Han X, Zhao M, et al. Determination of high-
sensitivity cardiac troponin T upper reference limits under 
the improved selection criteria in a Chinese population. J 
Clin Lab Anal 2020;34:e23007.

21. Aw TC, Phua SK, Lam CW, et al. What are normal high-
sensitivity troponin-T values in a large multi-ethnic Asian 
population. Blood Heart Circ 2017;1:1-4.

22. Ungerer JP, Tate JR, Pretorius CJ. Discordance with 3 
Cardiac Troponin I and T Assays: Implications for the 
99th Percentile Cutoff. Clin Chem 2016;62:1106-14.

23. Giannitsis E, Mueller-Hennessen M, Zeller T, et al. 
Gender-specific reference values for high-sensitivity 
cardiac troponin T and I in well-phenotyped healthy 
individuals and validity of high-sensitivity assay 
designation. Clin Biochem 2020;78:18-24.

24. Kimenai DM, Henry RM, van der Kallen CJ, et al. Direct 
comparison of clinical decision limits for cardiac troponin 
T and I. Heart 2016;102:610-6.

25. Odsæter IH, Grenne B, Hov GG, et al. Establishing 

the 99th percentile of a novel assay for high-sensitivity 
troponin I in a healthy blood donor population. Clin 
Chem Lab Med 2020;58:1557-63.

26. Gore MO, Seliger SL, Defilippi CR, et al. Age- and 
sex-dependent upper reference limits for the high-
sensitivity cardiac troponin T assay. J Am Coll Cardiol 
2014;63:1441-8.

27. Li S, Zuo Y, Huang W. Establishment of a reference 
interval for high-sensitivity cardiac troponin I in healthy 
adults from the Sichuan area. Medicine (Baltimore) 
2017;96:e6252.

28. Aw TC, Phua SK, Tan SP. Measurement of cardiac 
troponin I in serum with a new high-sensitivity assay in a 
large multi-ethnic Asian cohort and the impact of gender. 
Clin Chim Acta 2013;422:26-8.

29. Ji M, Moon HW, Hur M, et al. Determination of high-
sensitivity cardiac troponin I 99th percentile upper 
reference limits in a healthy Korean population. Clin 
Biochem 2016;49:756-61.

30. Hickman PE, Abhayaratna WP, Potter JM, et al. Age-
related differences in hs-cTnI concentration in healthy 
adults. Clin Biochem 2019;69:26-9.

31. Krintus M, Kozinski M, Boudry P, et al. European 
multicenter analytical evaluation of the Abbott 
ARCHITECT STAT high sensitive troponin I 
immunoassay. Clin Chem Lab Med 2014;52:1657-65.

32. Zeller T, Ojeda F, Brunner FJ, et al. High-sensitivity 
cardiac troponin I in the general population--defining 
reference populations for the determination of the 99th 
percentile in the Gutenberg Health Study. Clin Chem Lab 
Med 2015;53:699-706.

33. Clerico A, Masotti S, Musetti V, et al. Evaluation of 
99th percentile and reference change values of the hs-
cTnI method using ADVIA Centaur XPT platform: A 
multicenter study. Clin Chim Acta 2019;495:161-6.

34. Clerico A, Ripoli A, Masotti S, et al. Evaluation of 99th 
percentile and reference change values of a high-sensitivity 
cTnI method: A multicenter study. Clin Chim Acta 
2019;493:156-61.

35. He B, Wang K, Xu P, et al. Determination of Age- and 
Sex-Specific 99th Percentile Upper Reference Limits for 
High-Sensitivity Cardiac Troponin I in Healthy Chinese 
Adults. Cardiology 2022;147:261-70.

36. Agnello L, Bellia C, Scazzone C, et al. Establishing the 
99(th) percentile for high sensitivity cardiac troponin I in 
healthy blood donors from Southern Italy. Biochem Med 
(Zagreb) 2019;29:020901.

37. Apple FS, Wu AHB, Sandoval Y, et al. Sex-Specific 99th 



Journal of Laboratory and Precision Medicine, 2023Page 12 of 13

© Journal of Laboratory and Precision Medicine. All rights reserved. J Lab Precis Med 2023;8:14 | https://dx.doi.org/10.21037/jlpm-22-73

Percentile Upper Reference Limits for High Sensitivity 
Cardiac Troponin Assays Derived Using a Universal 
Sample Bank. Clin Chem 2020;66:434-44.

38. Clayton JA, Gaugh MD. Sex as a Biological Variable in 
Cardiovascular Diseases: JACC Focus Seminar 1/7. J Am 
Coll Cardiol 2022;79:1388-97.

39. Mensah GA, Fuster V. Sex and Gender Differences in 
Cardiovascular Health. J Am Coll Cardiol 2022;79:1385-7.

40. Solola Nussbaum S, Henry S, Yong CM, et al. Sex-
Specific Considerations in the Presentation, Diagnosis, 
and Management of Ischemic Heart Disease: JACC Focus 
Seminar 2/7. J Am Coll Cardiol 2022;79:1398-406.

41. Aw TC, Huang WT, Le TT, et al. High-Sensitivitycardiac 
Troponinsin Cardio-Healthy Subjects: A Cardiovascular 
Magnetic Resonance Imaging Study. Sci Rep 
2018;8:15409.

42. Salton CJ, Chuang ML, O'Donnell CJ, et al. Gender 
differences and normal left ventricular anatomy in an adult 
population free of hypertension. A cardiovascular magnetic 
resonance study of the Framingham Heart Study Offspring 
cohort. J Am Coll Cardiol 2002;39:1055-60.

43. Greene DN, Schmidt RL, Christenson RH, et al. 
Distribution of High-Sensitivity Cardiac Troponin and 
N-Terminal Pro-Brain Natriuretic Peptide in Healthy 
Transgender People. JAMA Cardiol 2022;7:1170-4.

44. Mueller T, Egger M, Peer E, et al. Evaluation of sex-
specific cut-off values of high-sensitivity cardiac troponin I 
and T assays in an emergency department setting - Results 
from the Linz Troponin (LITROP) study. Clin Chim Acta 
2018;487:66-74.

45. Lee KK, Ferry AV, Anand A, et al. Sex-Specific 
Thresholds of High-Sensitivity Troponin in Patients With 
Suspected Acute Coronary Syndrome. J Am Coll Cardiol 
2019;74:2032-43.

46. Nassar E, S. Helmy M, Sharaki O, et al. Study of the 99th-
percentile reference value for sensitive cardiac troponin 
I assays in Egyptian population. The Egyptian Journal of 
Laboratory Medicine 2020;32:33-9.

47. Ahn S, Kim HK, Lee W, et al. Effect of Outlier 
Elimination on the 99th Percentile Upper Reference 
Limits of High-Sensitivity Cardiac Troponin I Assays 
Based on a Strictly Selected Healthy Reference Population. 
Ann Lab Med 2022;42:331-41.

48. Zeller T, Tunstall-Pedoe H, Saarela O, et al. High 
population prevalence of cardiac troponin I measured by 
a high-sensitivity assay and cardiovascular risk estimation: 
the MORGAM Biomarker Project Scottish Cohort. Eur 
Heart J 2014;35:271-81.

49. Giannoni A, Giovannini S, Clerico A. Measurement of 
circulating concentrations of cardiac troponin I and T in 
healthy subjects: a tool for monitoring myocardial tissue 
renewal? Clin Chem Lab Med 2009;47:1167-77.

50. Lowry MTH, Doudesis D, Wereski R, et al. Influence of 
Age on the Diagnosis of Myocardial Infarction. Circulation 
2022;146:1135-48.

51. Boeddinghaus J, Nestelberger T, Twerenbold R, et 
al. Impact of age on the performance of the ESC 
0/1h-algorithms for early diagnosis of myocardial 
infarction. Eur Heart J 2018;39:3780-94.

52. Chin CW, Shah AS, McAllister DA, et al. High-sensitivity 
troponin I concentrations are a marker of an advanced 
hypertrophic response and adverse outcomes in patients 
with aortic stenosis. Eur Heart J 2014;35:2312-21.

53. Goh VJ, Le TT, Bryant J, et al. Novel Index of 
Maladaptive Myocardial Remodeling in Hypertension. 
Circ Cardiovasc Imaging 2017;10:e006840.

54. Dietl A, Zimmermann ME, Brandl C, et al. Distribution 
and specificity of high-sensitivity cardiac troponin T 
in older adults without acute cardiac conditions: cross-
sectional results from the population-based AugUR study. 
BMJ Open 2021;11:e052004.

55. Normann J, Mueller M, Biener M, et al. Effect of older 
age on diagnostic and prognostic performance of high-
sensitivity troponin T in patients presenting to an 
emergency department. Am Heart J 2012;164:698-705.e4.

56. Blankenberg S, Salomaa V, Makarova N, et al. Troponin 
I and cardiovascular risk prediction in the general 
population: the BiomarCaRE consortium. Eur Heart J 
2016;37:2428-37.

57. Kavsak PA, Cerasuolo JO, Hewitt MK, et al. Identifying 
Very-Low-Risk Patients for Future Myocardial Infarction 
or Death. Can J Cardiol 2022. [Epub ahead of print]. 
doi:10.1016/j.cjca.2022.10.014.

58. Apple FS, Quist HE, Doyle PJ, et al. Plasma 99th 
percentile reference limits for cardiac troponin and 
creatine kinase MB mass for use with European Society 
of Cardiology/American College of Cardiology consensus 
recommendations. Clin Chem 2003;49:1331-6.

59. Januzzi JL Jr, Chen-Tournoux AA, Christenson RH, et 
al. N-Terminal Pro-B-Type Natriuretic Peptide in the 
Emergency Department: The ICON-RELOADED Study. 
J Am Coll Cardiol 2018;71:1191-200.

60. Muslimovic A, Fridén V, Tenstad O, et al. The Liver and 
Kidneys mediate clearance of cardiac troponin in the rat. 
Sci Rep 2020;10:6791.

61. Fridén V, Starnberg K, Muslimovic A, et al. Clearance of 



Journal of Laboratory and Precision Medicine, 2023 Page 13 of 13

© Journal of Laboratory and Precision Medicine. All rights reserved. J Lab Precis Med 2023;8:14 | https://dx.doi.org/10.21037/jlpm-22-73

cardiac troponin T with and without kidney function. Clin 
Biochem 2017;50:468-74.

62. Cardinaels EP, Altintas S, Versteylen MO, 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.

63. Martens RJ, Kimenai DM, Kooman JP, et al. Estimated 
Glomerular Filtration Rate and Albuminuria Are 
Associated with Biomarkers of Cardiac Injury in a 
Population-Based Cohort Study: The Maastricht Study. 
Clin Chem 2017;63:887-97.

64. Manjunath G, Tighiouart H, Ibrahim H, et al. Level 
of kidney function as a risk factor for atherosclerotic 
cardiovascular outcomes in the community. J Am Coll 
Cardiol 2003;41:47-55.

65. Abe N, Tomita K, Teshima M, et al. Distribution of 
cardiac troponin I in the Japanese general population and 

factors influencing its concentrations. J Clin Lab Anal 
2018;32:e22294.

66. Elsayed EF, Tighiouart H, Griffith J, et al. Cardiovascular 
disease and subsequent kidney disease. Arch Intern Med 
2007;167:1130-6.

67. Everett BM, Cook NR, Magnone MC, et al. Sensitive 
cardiac troponin T assay and the risk of incident 
cardiovascular disease in women with and without 
diabetes mellitus: the Women's Health Study. Circulation 
2011;123:2811-8.

68. Sedighi SM, Fulop T, Mohammadpour A, et al. Elevated 
Cardiac Troponin Levels in Geriatric Patients Without 
ACS: Role of Comorbidities. CJC Open 2020;3:248-55.

69. Eggers KM, Apple FS, Lind L, et al. The applied statistical 
approach highly influences the 99th percentile of cardiac 
troponin I. Clin Biochem 2016;49:1109-12.

doi: 10.21037/jlpm-22-73
Cite this article as: Lee DJ, Aw TC. Population differences 
and high-sensitivity troponin values: a narrative review. J Lab 
Precis Med 2023;8:14.


