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Abstract

Cardiovascular disease is the leading cause of death worldwide. The role of cardiac 
markers in the diagnosis, risk stratification, and treatment of patients with chest pain 
is vital. Patients with elevated cardiac troponin levels but negative CK-MB who were 
formerly diagnosed with unstable angina or minor myocardial injury are now reclas-
sified as non–ST-segment elevation MI (NSTEMI) even in the absence of diagnostic 
ECG changes. CK-MB is both a sensitive and specific marker for myocardial infarc-
tion. Cardiac troponin T is a cardio-specific, highly sensitive marker for myocardial 
damage. Cardiac troponin I is a contractile protein exclusively present in the cardiac 
muscle. The absolute cardiospecificity of cTnI allows the diagnosis of myocardial 
infarction distinct from muscle lesions and non-cardiac surgery. In 2000, the European 
Society of Cardiology and the American College of Cardiology redefined AMI with 
a particular advocacy on troponin. The 2002/2007 American College of Cardiology 
(ACC) and the American Heart Association (AHA) Guideline Update for the manage-
ment of these patients strongly recommend to include cTnI. Specifically, with rare 
exception, the diagnosis cannot be made in the absence of elevated biomarkers of 
cardiac injury.

Keywords: acute myocardial infarction, unstable angina, CK-MB, cardiac troponin T, 
cardiac troponin I

1. Introduction

Cardiovascular disease is the foremost cause of death globally, accounting for an estimated 
16.7 million deaths per year [1]. The prevalence of coronary artery disease (CAD) varies 
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between different geographical locations around the world. For example among South Asian 
populations, Pakistani people have the highest known rate of CAD. According to careful 
estimates nearly 100,000 individuals suffered from acute myocardial infarction (AMI) in 
Pakistan, in 2002 [2].

Acute MI is commonly presented with chest pain or discomfort, weakness, sweating, nausea, 
vomiting, and arrhythmias, sometimes loss of consciousness and syncope. It occurs with the 
sudden interruption of coronary blood flow and it is a life-threatening medical emergency 
which requires quick management [3, 4].

2. Pathophysiology

Myocardial ischemia may occur either from increased demand of oxygen by the myocar-
dium, or decreased oxygen supply to the myocardium, or both. During exercise, tachycardia 
or emotions, myocardial oxygen requirement is increased and if there is coronary obstruction, 
it will lead to a transitory imbalance. This condition is often termed demand ischemia and is 
responsible for most episodes of chronic stable angina. In other conditions, this imbalance 
occurs due to acute decrease of oxygen supply because of increased coronary vascular tone 
(i.e., coronary vasospasm) or obvious reduction or occlusion of coronary artery as a result of 
platelet aggregates or thrombi. This condition which is known as supply ischemia may lead 
to MI and unstable angina (UA). In many conditions, ischemia is a result of both an increase 
in oxygen demand and a reduction in supply [5–8].

The leading cause of MI, by far, is atherosclerosis, a progressive accumulation of cholesterol 
and fibrous tissue in plaques present within the arterial wall, spanning over decades [9–12]. 

Nevertheless atherosclerotic plaques may become unstable, rupture, and form a thrombus 
that occludes the artery. When a significant plaque rupture occurs in the coronary vessels, 
it leads to thrombosis and total vascular occlusion which concludes with the occurrence of 
MI [13, 14].

Total coronary occlusion leading decreased myocardial oxygen supply results with the dam-
age of myocytes [15, 16].

This decreased blood supply has the following consequences:

• After 10–15 min of coronary occlusion necrosis of the myocardial tissue starts and since 
myocardial cells are strongly differentiated cells they have so weak regenerative abilities. 
Thus, according the size of the necrotic tissue the heart becomes a permanently weaker 
pump for the rest of the individual’s life;

• The injured myocardial tissue may cause ventricular arrhythmias (e.g. ventricular tachy-
cardias or ventricular fibrillation) by re-entry mechanism. This is the most common under-
lying mechanism of the sudden cardiac death resulting from MI [17, 18].
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3. Histopathological findings

Examination of the heart shows that there is a well-defined circumscribed area of ischemic 
necrosis (coagulative necrosis). In the first 12–48 h, myocardial fibers are still well delin-
eated with concentrated eosinophilic cytoplasm, but lose their transversal striations and the 
nucleus along with red blood cells which infiltrate the interstitial space. Later (5–10 days after 
the initial event), during healing of the myocardial tissue, the area with coagulative necro-
sis shows histologically preserved myocardial fibers with intensely eosinophilic cytoplasm, 
transverse striations and nuclei which are completely lost. The interstitium of the infarcted 
area is primarily infiltrated with neutrophils, then later with lymphocytes and macrophages 
to phagocytose the necrotic myocyte debris. The necrotic area is peripherally surrounded 
and gradually infiltrated by granulation tissue, which ultimately replace the infarct with a 
fibrous scar [19].

4. Risk factors

Atherosclerotic risk factors are also the most common risk factors for MI. These risk factors 
are old age, obesity, smoking, hypertension, hypercholesterolemia more precisely hyperlipo-
proteinemia particularly high low density lipoprotein (LDL) and low high density lipoprotein 
(HDL), diabetes mellitus [20–23].

Furthermore, intense exertion, especially if the exertion is unusually more intense as com-
pared to the usual performance, and emotional stress are other risk factors. Recent studies 
established that quantitatively, the duration of strenuous exercise and following recovery 
is associated with 6-fold higher MI rate in comparison to the more comfortable time frames 
for people who are physically more fit. For individuals with poor physical health, the rate 
differential is over 35-fold higher. Since the increased arterial pulse pressure results in 
stretching and relaxation of arterial vasculature with each heart beat thereby increasing 
the mechanical stress on atheromas, hence it significantly enhances the susceptibility of 
plaque ruptures [16, 24].

Increased spasm/contraction of coronary artery in association with cocaine abuse can also 
precipitate MI [25–29]. Gender is also another risk factor and male individuals are more prone 
to suffer from MI [30, 31].

5. Diagnosis

The diagnosis of acute MI depends on both clinical and laboratory findings including electro-
cardiogram, and cardiac biomarkers for myocyte injury [32]. Biochemical cardiac markers are 
the signals from the injured myocardium (Figure 1) and are released in case of damage at the 
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cardiac muscle. The most common causes of injury are acute coronary syndromes (MI, non 
Q-wave MI, unstable angina pectoris) and other conditions affecting cardiac muscle includ-
ing trauma, cardiac surgery, myocarditis etc. The level of cardiac biomarkers can be detected/
measured in blood samples in these cases [33–35].

The role of cardiac biomarkers in the process of diagnosis, risk evaluation, and management 
of patients with chest pain has continued to evolve. The initial electrocardiogram (ECG) 
may be non-diagnostic. Although physicians awareness and diagnostic utilities increase the 
rate of missed MI continues to remain between 1.5 and 2%. Determination of cardiac bio-
markers plays an increasingly important role for the evaluation and diagnosis of patients 
with chest pain. The guidelines for the diagnosis of MI have recently been upgraded and 
have incorporated the results of cardiac marker estimation in the clinical definition of MI 
[36–39]. Creatine kinase-MB (CK-MB), cardiac troponin T (cTnT), cardiac troponin I (cTnI), 
myoglobin, homocysteine and C-reactive protein (CRP) are all used for evaluation of the 
suspected acute MI. CK-MB, cTnT, and cTnI may also be used to detect and manage high-
risk patients [36–39].

In early 1990s, the diagnosis of MI was primarily based on an elevated serum CK-MB level. 
Though, the introduction of troponin markers significantly increased the sensitivity and 
specificity for the diagnosis of myocardial injury and for this reason succeeded CK-MB as 
the gold standard for the diagnosis. A consensus guideline from both the American College 
of Cardiology (ACC) and the European Society of Cardiology (ESC) has redefined acute MI 
[40]. According to these associations, acute MI is now typically termed as a typical rise and 
fall of serum biochemical markers (e.g., Troponin, CK-MB), associated with symptoms of 
ischemic injury, new pathologic Q waves on ECG, ischemic ECG changes (ST-segment ele-
vation or depression), coronary artery intervention or histologic findings of AMI [41, 42].

Figure 1. Cardiac muscle cell. Biochemical markers (troponin T, CK-MB, and myoglobin) in myocardium; adopted by 
Cummins.
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Patients with elevated cardiac troponin levels but negative CK-MB who were previously diag-
nosed as unstable angina or minor myocardial injury are now re-stratified as non–ST-segment 
elevation MI (NSTEMI) even in the absence of diagnostic ECG changes [43].

5.1. Operational definition for acute myocardial infarction

The term MI should be used when there is evidence of myocardial necrosis in a clinical setting 
consistent with myocardial ischemia. Under these conditions any one of the following criteria 
meets the diagnosis for myocardial infarction:

• Detection of rise and/or fall of cardiac biomarkers (preferably troponin) with at least one 
value above the 99th percentile of the upper reference limit (URL) together with evidence 
of myocardial ischemia with at least one of the following:

• Symptoms of ischemia;

• ECG changes indicative of new ischemia (new ST-T changes or new left bundle branch 
block [LBBB]);

• Development of pathological Q waves in the ECG;

• Imaging evidence of new loss of viable myocardium or new regional wall motion abnor-
mality [43–46].

5.2. Types of myocardial infarctions

The most recent guidelines recognize five distinct types of MI [43–48].

• Type 1: Spontaneous myocardial infarction related to ischemia due to a primary coronary 
event such as plaque erosion and/or rupture, fissuring, or dissection. This would be the 
typical ST elevation or non-ST elevation MI.

• Type 2: Myocardial infarction secondary to ischemia due to either increased oxygen de-
mand or decreased supply, e.g. coronary artery spasm, coronary embolism, anemia, ar-
rhythmias, hypertension, or hypotension.

• Type 3: Sudden unexpected cardiac death, including cardiac arrest, often with symptoms 
suggestive of myocardial ischemia, accompanied by presumably new ST elevation, or new 
LBBB, or evidence of fresh thrombus in a coronary artery by angiography and/or at au-
topsy, but death occurring before blood samples could be obtained, or at a time before the 
appearance of cardiac biomarkers in the blood.

• Type 4: MI associated with percutaneous coronary interventions, and there are two types 
of this category: one associated with the procedure itself, and one associated with subse-
quently verified stent thrombosis.

• Type 5: Myocardial infarction associated with CABG [43–48].
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6. Biochemical markers of myocardial necrosis

Myocardial cell death can be documented by the appearance in the blood of different proteins 
released into the blood circulation from the ischemically injured myocytes: including myo-
globin, cardiac troponin T and I, CK, LDH, besides many others (e.g. heart fatty acid bind-
ing protein). Myocardial infarction is diagnosed when blood levels of sensitive and specific 
cardiac biomarkers such as cardiac troponin or CK-MB are elevated in the clinical setting of 
acute myocardial ischemia [33, 49, 50]. Even though elevated biomarkers reflect myocardial 
damage and necrosis, they do not designate its underlying mechanism. Hence, an elevated 
value in the absence of clinical findings of ischemia triggers a need to search for other causes 
of cardiac damage, for example myocarditis [43, 45, 48].

6.1. Creatine kinase and CK-MB isoenzyme

Creatine kinase is a regulator of high-energy phosphate production, that is utilized in contrac-
tile tissues [51]. In addition it also has a more general role in shuttling high-energy phosphate 
bonds via creatine phosphate from the site of ATP production in the mitochondria to the site 
of utilization within the cytoplasm [51].

Cytoplasmic CK is a dimer, composed of both M and/or B subunits, that produce CK-MM, 
CK-MB and CK-BB iso-enzymes. CK has also a dimeric mitochondrial form consisting of 
both sarcomeric and non-sarcomeric subunits [52]. Mitochondrial CK is unstable in human 
serum, and that’s why it is difficult to measure. CK-MM is the main isoenzyme found in stri-
ated muscle constituting about 97% of the total CK. CK-MB is found principally in cardiac 
muscle comprising approximately 15–40% of the total CK activity, with the remainder being 
CK-BB. CK-BB is the predominant iso-enzyme found in brain, intestinal and urinary systems. 
The skeletal muscle CK-MB produce 2–3% of the total CK activity; the patients with skeletal 
muscle injury may have increased CK and CK-MB levels [53].

The antibodies in turn inhibit M-subunit activity, with remaining enzyme activity being 
derived from B-subunits only; CK-BB is not detectable by activity measurement in serum, 
except the patient has suffered a serious cerebrovascular accident, so the residual activity rep-
resents CK-MB activity. Although antibodies had been developed to the B- and M-subunits of 
CK, it was thought that MB did not have its own unique antigenicity. However, specific anti-
bodies were developed in the mid- 1980s, allowing the development of direct immunological 
assays for CK-MB. Serum total CK activity and CK-MB concentration rise simultaneously 
following myocardial injury [54, 55].

For CK-MB, two forms of the MB iso-enzyme were eventually recognized and isolated from 
plasma; the tissue form is designated CK-MB2; removal of the lysine residue from the car-
boxy terminus of the single M-subunit, catalyzed by the action of carboxypeptidase-N giving 
rise to the CK-MB1 isoform. Elimination of the lysine residue, which is positively charged, 
leaves a more negatively charged isoform thereby leaving a basis for isolation of the iso-
forms by electrophoresis [56]. The B-subunit is not sensitive to enzymic degradation, so only 
two isoforms of CK-MB exist. In normal plasma, CK-MB isoforms exist with each other in 
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balance ratio of 1:1. Release of tissue CK-MB2 increases its fraction in plasma; a change in 
the ratio of CK-MB2:CK-MB1 from 1:1 to 2:1 can be identified using high-voltage gel electro-
phoresis, even though there is no noticeable change in the plasma concentration of CK-MB 
[56, 57]. Significant fluctuations in the ratio of both the isoforms in plasma can be detected 
between 2 and 4 h after myocardial injury. Systematic prospective studies have confirmed 
that CK-MB isoforms act as an early marker of myocardial injury, and have also established a 
CK-MB2:CK-MB1 ratio above 1.5:1 as a diagnostic criterion [57–59]. The isoform ratio returns 

to normal within 18–30 h after injury. It has been proposed that a normal 1:1 isoform ratio in 
a sample collected at least 6 h after an event effectively excludes a diagnosis of myocardial 
infarction. The rapid return to normal values makes the CK-MB isoforms the best available 
laboratory investigation for the confirmation of re-infarction. Unfortunately, the analytical 
procedure used (high-voltage gel electrophoresis) requires specially designed equipment and 
a great deal of technical expertise, and is therefore unfeasible for daily/routine use. CK-MB 
is a sensitive as well as specific marker for myocardial infarction. CK-MB usually becomes 
abnormal 3–4 h after an event of myocardial infarction, peaks in 10–24 h, and returns to nor-
mal within 72 h [60–62].

Besides, skeletal muscle contains trace amounts of CK-MB, so an elevated serum CK-MB may 
be observed in people with severe skeletal muscle damage and/or renal failure. In such cases, 
the CK index that is CK-MB divided by total CK is very useful. If the index is lower than 4%, 
a non-myocardial etiology of a high CK-MB should be suspected [60–62].

6.2. Troponin T

The troponins are regulatory proteins found in both cardiac and skeletal muscles. They have 3 
subunits; troponin I (TnI), troponin T (TnT), and troponin C (TnC). The genes that code for the 
skeletal and cardiac isoforms of troponin C (TnC) are similar. The skeletal and cardiac subforms 
for troponin I (TnI) and troponin T (TnT) are distinct, and immunoassays have been developed 
to distinguish subtypes [63, 64]. Skeletal TnI and TnT are structurally diverse. No cross-reactiv-
ity arises between skeletal and cardiac TnI and TnT with the current assays [63, 64].

Troponin is adhered to the protein tropomyosin and structurally lies within the groove 
between actin filaments in muscular tissue. In a relaxed muscle, tropomyosin blocks the site of 
attachment for the myosin cross-bridge thereby consequently preventing contraction. When 
the muscle cell is triggered to contract by an action potential, calcium channels get open in the 
sarcoplasmic reticulum hence releasing calcium into the sarcoplasm. A portion of this calcium 
gets attach to troponin resulting in conformational change that displaces tropomyosin so that 
the cross bridges can attach to actin and ensue muscle contraction [63, 64].

Troponin can originate from both skeletal and cardiac muscles, but the specific forms of tro-
ponin vary between types of muscle. The main difference is that the TnC in skeletal muscle 
has four binding sites for calcium ion, whereas in cardiac muscle there are only three. The 
process of contraction in both cardiac and skeletal muscles is controlled by variation in the 
intracellular calcium concentration. When calcium level rises the muscles contract, and when 

calcium drops the muscles relax. Smooth muscle does not contain troponin [65].
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Individual subunits play different roles:

• Troponin C binds to calcium ions to create a conformational change in TnI

• Troponin T binds to tropomyosin, interlocking them to constitute a troponin-tropomyosin 
complex

• Troponin I binds to actin in thin myofilaments in order to hold the troponin-tropomyosin 
complex in place [66].

Cardiac troponin T (cTnT) is a cardio-specific, highly sensitive marker for myocardial 
injury. Cardiac troponin T rises approximately 3–4 h after acute myocardial infarction 
(AMI) and may continue up to 2 weeks thereafter [65, 66]. In comparison to ST-elevation 
myocardial infarction (STEMI), the diagnosis of non-ST elevation myocardial infarction 
(NSTEMI) mainly relies upon level of cardiac troponin T [66]. The diagnosis of MI can be 
made when blood levels of cTnT are above the 99th percentile of the accepted limit along 
with an evidence of myocardial ischemia [67]. Cardiac troponin T is an independent prog-
nostic marker which can forecast the near-, mid-, and even long- term outcome of events 
in patients with acute coronary syndrome (ACS). Cardiac troponin T is also ideal marker 
of myocardial injury in the diagnosis and management of non-ST elevation acute coronary 
syndromes [43, 68] (Figure 2).

6.3. Cardiac troponin I

Cardiac troponin I is the contractile part and it is only present inside the myocardium 
[69, 70]. It is a part of the troponin complex (I, T, C) that along with the tropomyosin is 
bound to actin within the thin myofibril filament. cTnI is acquired as free TnI, as well as 
intricated with troponin C with troponin T termed as binary IT or with both the troponin 
C and troponin T where it is called as ternary ITC. Its physiological function is to hinder 
the ATPase activity of the actin-myosin complex during lack of calcium, and thus, to avert 
muscular contraction [71].

Three types of tissue isoforms are found. Fast and slow troponin I (19,800 Da) participating 
in fast and slow twitch skeletal muscle fibers and cTnI (24,000 Da). All the three isoforms of 
troponin I are encoded by the different genes. The human cTnI reveals merely 54 and 52% 
amino acid sequence homology with human slow and fast skeletal troponin I, respectively 
[72]. cTnI specific monoclonal antibody pair is selected. Moreover it is found that skeletal 
muscles do not express cTnI, neither during development nor in response to a stimuli [72]. 

cTnIs can differentiate cardiac and skeletal muscle injuries, and facilitates the diagnosis of 
MI discrete from the skeletal muscle injuries (e.g. rhabdomyolysis, polytraumatism or from 
the non-cardiac surgery) [72–75]. Increased troponin I levels are also determined in unstable 
angina [76] and congestive cardiac failure [77]. In acute MI serum concentrations of both cTnI 
and CK-MB show similar increase and decrease patterns. It is recommended that at least three 
blood samples should be collected during the early triage period [78]. In the cardiac muscles 
the level of cTnI is 13 times more than that of CK-MB. Moreover cTnI does not circulate in the 
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blood in normal circumstances, therefore elevated serum levels of c TnI are more significant 
for the diagnosis of myocardial necrosis [79]. Data obtained from recent studies specify that 
the troponin I concentration can be determined within the first 3–6 h after the onset of chest 
pain. The levels of Troponin I reach the peak level at approximately 12–16 h and remain 
elevated for 4–9 days after acute MI. The time to attain the peak concentration of cTnI was 
found to be more among patients who did not underwent thrombolytic therapy [73, 80, 81].

Recent studies have found that in patients after AMI the predominant form of cTnI exhib-
ited in blood is the binary troponin IC complex with slight concentrations of ternary ITC 
complex, binary IT complex and free cTnI [82–85]. The release pattern of these forms in MI 
is still under investigation. Commercially available laboratory methods can identify com-
plexed and free cTnI subforms [82, 86, 87]. Some of the assays have the same responses to 
different forms of cTnI. The second type may result in over or under estimation of troponin 
I concentrations in complex biological settings. The equimolar binding characterized as the 
ability to determine both the complexed and free cTnI forms uniformly leads to an unbi-
ased estimation of the total cTnI found in the samples from same subject in MI. The Access 
AccuTnI assay identifies the binary troponin IC or IT or ternary troponin ITC complexes and 
free cTnI evenly. The assay detects both the phosphorylated and dephosphorylated forms of 
cTnI complex [88].

The American College of Cardiology (ACC) and the European Society of Cardiology (ESC) 
guidelines advocate that the different laboratories define their own reference range and also 

Figure 2. The troponin regulatory complex; adopted by Roger Cummin.
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an elevated level of cTnI be identified as an amount above the 99th percentile of a normal 
control group, that is, 99th percentile of the upper reference limit [89, 90].

Conversely in patients with unstable angina and acute MI without the evidence of ST segment 
elevation (NSTEMI) the expectation of suffering from an adverse event is reported to be quite 
difficult. The advancement as well as commercialization of more specific and more sensitive 
cardiac troponin I (cTnI) immunoassays have considerably added to the accurate diagnosis of 
MI and to the risk stratification of NSTEMI/UA patients.

The definition of MI was formally redefined in 2000 by the European Society of Cardiology 
and the American College of Cardiology to realign evidence of myocardial injury as defined 
by biomarkers with a particular advocacy on troponin [32]. The 2000/2002 American College 
of Cardiology (ACC) and the American Heart Association (AHA) Guideline Update evoca-
tively advocate to incorporate the estimation of cTnI for the management of AMI patients 
and also for the risk stratification of patients presenting with symptoms suggestive of acute 
coronary syndromes [40, 91]. This definition was updated in 2007 [43] to reflect the progress 
that had been made in understanding assays. It again relied heavily on a definition based on 
troponin. Specifically, with rare exception, the diagnosis cannot be made in the absence of 
elevated biomarkers of cardiac injury [43, 68].

Considering the potential adverse outcomes the estimation of the prognosis should aid clini-
cians in identification and management of high risk patients. Eventually the evaluation of the 
prognosis will be helpful in both the identification of site of care as well as in distinguishing 
patients most likely to get benefit from specific therapeutic interventions.

7. Conclusion

Acute myocardial infarction usually presents with discomfort or chest pain, weakness, sweat-
ing, nausea, vomiting, and arrhythmias. Common risk factors include old age, obesity, smok-
ing, hypertension, hypercholesterolemia and diabetes mellitus. Myocardial ischemia may 
result either from increased demand or decreased supply of oxygen to the myocardium or 
both.

A consensus guideline from both the American College of Cardiology (ACC) and the 
European Society of Cardiology (ESC) has redefined AMI as a typical rise and fall of serum 
biochemical markers (e.g., Troponin, CK-MB), associated with symptoms of ischemic injury, 
new pathologic Q waves on ECG, ischemic ECG changes (ST-segment elevation or depres-
sion), coronary artery intervention or histological findings of AMI.

Biochemical cardiac markers include myoglobin, cardiac troponin T, cardiac troponin I, 
CK-MB, LDH, and many others like ischemia modified albumin, Glycogen phosphorylase BB 
and fatty acid binding protein. Cardiac markers are vital not only from diagnostic but also 
from the prognostic viewpoint.

Myocardial Infarction32



Author details

Shazia Rashid1*, Arif Malik2, Rukhshan Khurshid3, Uzma Faryal4 and Sumera Qazi5

*Address all correspondence to: shazia.rashid9@gmail.com

1 King Abdulaziz Specialist Hospital, Aljouf, Saudi Arabia

2 Institute of Molecular Biology and Biotechnology, University of Lahore, Pakistan

3 Shalamar Medical and Dental College, Lahore, Pakistan

4 Women Medical College, Abbotabad, Pakistan

5 Institute of Basic Medical Sciences, Khyber Medical University Peshawar, Pakistan

References

[1] World Health Organization. The World Health Report 2003-Shaping the Future. Geneva, 
Switzerland: World Health Organization; 2003

[2] Iqbal P. Hyperhomocysteinemia and coronary artery disease in Pakistan. The Journal of 
the Pakistan Medical Association. 2006;56(6):282-285

[3] Lindsay J Jr, Pichard AD. Acute myocardial infarction with normal coronary arteries. 
The American Journal of Cardiology 1984;54:902-904

[4] Osulal S, Bell GM, Hornung RS. Acute myocardial infarction in young adults: Causes 
and management. Postgraduate Medical Journal. 2002;78:27-30

[5] Jr GXB. Bench to bedside: Pathophysiology of acute coronary syndromes and implica-
tions for the therapy. Academic Emergency Medicine. 2002;9:1029

[6] Juneau M, Roy N, Nigam A, Tardif JC, Larivee L. Exercise above the ischemic thresh-
old and serum markers of myocardial injury. The Canadian Journal of Cardiology. 
2009;25:338-341

[7] Karras DJ, Kane DL. Serum markers in the emergency department diagnosis of acute 
myocardial infarction. Emergency Medicine Clinics of North America. 2001;19(2):321-337

[8] Grech ED, Ramdale DR. Clinical review; ABC of interventional cardiology. Acute coro-
nary syndrome: Unstable angina and non-ST segment elevation myocardial infarction. 
BMJ. 2003;326:1259-1261

[9] Davies MJ, Thomas AC. Plaque fissuring—The cause of acute myocardial infarction, 
sudden ischaemic death, and crescendo angina. British Heart Journal. 1985;53(4):363-373

[10] Hort W. Pathology of acute myocardial infarction and the infarct vessel. European Heart 
Journal. 1985;6:5-9

The Diagnostic Value of Biochemical Cardiac Markers in Acute Myocardial Infarction
http://dx.doi.org/10.5772/intechopen.76150

33



[11] Falk E. Coronary thrombosis: Pathogenesis and clinical manifestations. The American 
Journal of Cardiology. 1991;68(7):28B-35B

[12] Kristensen SD, Lassen JF, Ravn HB. Pathophysiology of coronary thrombosis. Seminars 
in Interventional Cardiology. 2000;5(3):109-115

[13] Davies M. The pathophysiology of acute coronary syndromes. Heart. 2000;83(3):361-366
[14] Arbustini E, Dal Bello B, Morbini P, Burke AP, Bocciarelli M, Specchia G, Virmani 

R. Plaque erosion is a major substrate for coronary thrombosis in acute myocardial 
infarction. Heart. 1999;82(3):269-272

[15] Waller BF. The pathology of acute myocardial infarction: Definition, location, pathogene-
sis, effects of reperfusion, complications, and sequelae. Cardiology Clinics. 1988;6(1):1-28

[16] Burke AP, Farb A, Malcom GT, Liang Y, Smialek JE, Virmani R. Plaque rupture and 
sudden death related to exertion in men with coronary artery disease. Journal of the 
American Medical Association. 1999;281(10):921-926

[17] Jordaens L, Tavernier R, and the MIRRACLE Investigators. Determinants of sudden 
death after discharge from hospital for myocardial infarction in the thrombolytic era. 
European Heart Journal. 2001;22:1214-1225

[18] Farb A, Tang AL, Burke AP, Sessums L, Liang Y, Virmani R. Sudden coronary death. 
Frequency of active coronary lesions, inactive coronary lesions, and myocardial infarc-
tion. Circulation. 1995;92(7):1701-1709

[19] Schmermund A, Schwartz RS, Adamzik M, Sangiorgi G, Pfeifer EA, Rumberger JA, et al. 
Coronary atherosclerosis in unheralded sudden coronary death under age 50: Histo-
pathologic comparison with‘healthy’ subjects dying out of hospital. Atherosclerosis. 
2001;155(2):499-508

[20] Ferdinandy P, Schulz R, Baxter GF. Interaction of cardiovascular risk factors with myocar-
dial ischemia/reperfusion injury, preconditioning, and postconditioning. Pharmacological 
Reviews. 2007;59(4):418-458

[21] Wilson PW, D’Agostino RB, Levy D, Belanger AM, Silbershatz H, Kannel WB. Prediction 
of coronary heart disease using risk factor categories. Circulation. 1998;97:1837-1847

[22] De Backer G, Ambrosioni E, Borch-Johnsen K, et al, For the third joint task force of 
European and other societies on cardiovascular disease prevention in clinical practice. 
Executive summary: European guidelines on cardiovascular disease prevention in clini-
cal practice. European Heart Journal 2003;24: 1601-1610

[23] Hackam Daniel G, Anand Sonia S. Emerging risk factors for atherosclerotic vascular 
disease: A critical review of the evidence. Journal of the American Medical Association. 
2003;290(7):932-940

[24] Taylor AJ, Farb A, Ferguson M, Virmani R. Myocardial infarction associated with physi-
cal exertion in a young man. Circulation. 1997;96:3201-3204

[25] McCord J, Jneid H, Hollander JE, de Lemos JA, Cercek B, Hsue P, et al. Management of 
cocaine-associated chest pain and myocardial infarction: A scientific statement from the 
American Heart Association acute cardiac Care Committee of the Council on Clinical 
Cardiology. Circulation. 2008;117(14):1897-1907

Myocardial Infarction34



[26] Weber JE, Shofer FS, Larkin GL, Kalaria AS, Hollander JE. Validation of a brief observa-
tion period for patients with cocaine-associated chest pain. The New England Journal of 
Medicine. 2003;348(6):510-517

[27] Coombs M. Cocaine-induced myocardial infarction. Nursing in Critical Care. 2007;12(4): 
176-180

[28] Pozner CN, Levine M, Zane R. The cardiovascular effects of cocaine. The Journal of 
Emergency Medicine. 2005;29(2):173-178

[29] Maraj S, Figueredo VM, Lynn D. Cocaine and the heart. Clinical Cardiology. 2010;33 
(5):264-269

[30] Anand SS, Islam S, Rosengren A, Franzosi MG, Steyn K, Yusuf S, on behalf of the 
INTERHEART Investigators. Risk factors for myocardial infarction in women and men: 
Insights from the INTERHEART study. European Heart Journal. 2008;29(7):932-940

[31] Barrett-Connor E. Sex differences in coronary heart disease. Why are women so supe-
rior? The 1995 Ancel keys lecture. Circulation. 1997;95:252-264

[32] Ipert JS, Thygesen K, Antman E, Bassand JP. Myocardial infarction redefined –a con-
sensus document of the Joint European Society of Cardiology/American College of 
Cardiology Committee for the redefinition of myocardial infarction. Journal of the 
American College of Cardiology. 2000;36:959-969

[33] Huggon AM, Chambers J, Tutt P, Crook M, Swaminathan S. Biochemical markers in the 
management of suspected acute myocardial infarction in the emergency department. 
Emergency Medicine Journal. 2001;18:15-19

[34] As J, Babuin L, Apple FS. Biomarkers in acute cardiac disease: The present and the 
future. Journal of the American College of Cardiology. 2006;48:1-11

[35] Apple FS, Wu AH, Mair J, Ravkilde J, Panteghini M, Tate J, et al. Future biomarkers 
for detection of ischemia and risk stratification in acute coronary syndrome. Clinical 
Chemistry. 2005;51:810-824

[36] Jr JLJ, Lewandrowski K, MacGillivray TE, John B, et al. A comparison of cardiac tropo-
nin T and creatine kinase-MB for patient evaluation after cardiac surgery. Journal of the 
American College of Cardiology. 2002;39:1518-1523

[37] Lee HS, Cross SJ, Garthwaite P, Dickie A, Ross I, Walton S, et al. Comparison of the 
value of novel rapid measurement of myoglobin, creatine kinase, and creatine kinase-
MB with the electrocardiogram for the diagnosis of acute myocardial infarction. British 
Heart Journal. 1994;71:311-315

[38] de Winter RJ, Koster RW, Sturk A, Sanders GT. Value of myoglobin, troponin T and 
CK-MB in ruling out an acute myocardial infarction in the emergency room. Circulation. 
1995:3401-3407

[39] Hetland O, Dickstein K. Cardiac markers in the early hours of acute myocardial infarc-
tion: Clinical performance of creatine kinase, creatine kinase MB isoenzyme (activity 
and mass concentration), creatine kinase MM and MB subforms ratios, myoglobin and 
cardiac troponin T. Scandinavian Journal of Clinical and Laboratory Investigation. 
1996;56(8):701-713

The Diagnostic Value of Biochemical Cardiac Markers in Acute Myocardial Infarction
http://dx.doi.org/10.5772/intechopen.76150

35



[40] Braunwald E, Antman EM, Beasley JW, Califf RM, Cheitlin MD, Hochman JS, et al. ACC/
AHA 2002 guideline update for the management of patients with unstable angina and 
non–ST-segment elevation myocardial infarction—Summary article: A report of the 
American College of Cardiology/American Heart Association task force on practice 
guidelines (Committee on the Management of Patients with Unstable Angina). Journal 
of the American College of Cardiology. 2002;40:1366-1374

[41] Ipert JS, Thygesen K, Jaffe A, White HD. The universal definition of myocardial infarc-
tion: A consenses document: Ischaemic heart disease. Heart. 2008;94:1335-1341

[42] Rosalki SB, Roberts R, Katus HA, Giannitsis E, Ladenson JH, Apple FS. Cardiac biomark-
ers for detection of myocardial infarction: Perspectives from past to present. Clinical 
Chemistry. 2004;50:2205-2213

[43] Thygesen K, Alpert JS, Harvey D. White on behalf of the joint ESC/ACCF/AHA/WHF 
task force for the redefinition of myocardial infarction. Journal of the American College 
of Cardiology. 2007;50:2173-2195

[44] Senter S, Francis GS. A new, precise definition of acute myocardial infarction. Cleveland 
Clinic Journal of Medicine. 2009;76(3):159-166

[45] Thygesen K, Alpert JS, Harvey D. White on behalf of the joint ESC/ACCF/AHA/WHF 
task force for the redefinition of myocardial infarction. Universal definition of myocar-
dial infarction. European Heart Journal. 2007;28:2525-2538

[46] Roger VL, Killian JM, Weston SA, et al. Redefinition of myocardial infarction—
Prospective evaluation in the community. Circulation. 2006;114:790-797

[47] Gonzalez MA, Eilen DJ, Marzouq RA, Porterfield CP, Hazarika S, Nasir S, et al. The 
universal classification is an independent predictor of long-term outcomes in acute myo-
cardial infarction. Cardiovascular Revascularization Medicine. 2011;12(1):35-40

[48] Andreson J, Adams C, Antman E, et al. ACC/AHA 2007 guidelines for the management 
of patients with unstable angina/non-ST elevation myocardial infarction: A report of 
the American College of Cardiology/American heart association task force on practice 
guidelines. Journal of the American College of Cardiology. 2007;50:e1

[49] Apple FS, Christenson RH, Valdes R Jr, Andriak AJ, Berg A, Koplen B, et al. Simultaneous 
rapid measurement of whole blood myoglobin, creatine kinase MB, and cardiac troponin 
I by the triage cardiac panel for detection of myocardial infarction. Clinical Chemistry. 
1999;45(2):199-205

[50] Fesmire FM, Christenson RH, Fody EP, Feintuch TA. Delta creatine kinase-MB outper-
forms myoglobin at two hours during the emergency department identification and 
exclusion of troponin positive non-ST-segment elevation acute coronary syndromes. 
Annals of Emergency Medicine. 2004;44(1):12-19

[51] Bessman SP, Carpenter CL. The creatine- creatine phosphate energy shuttle. Annual 
Review of Biochemistry. 1985;54:831-862

[52] Klein SC, Haas RC, Perryman MB, Billadello JJ, Strauss AW. Regulatory element analysis 
and structural characterisation of the human sarcomeric mitochondrial creatine kinase 

gene. The Journal of Biological Chemistry. 1991;266:18058-18061

Myocardial Infarction36



[53] Lott JA, Nemesanszky E. Creatine kinase. In: Lott JA, Wolf PL, editors. Clinical Enzy-
mology: A Case-Orientated Approach. New York: Field and Rich/Yearbook; 1996. p. 166

[54] Jockers-Wretou E, P eiderer G. Quantitation of creatine kinase isoenzymes in human 
tissues and sera by an immunological method. Clinica Chimica Acta. 1975;58:223-232

[55] Homburg JJ, Friedman DL, Perryman MB. Metabolic and diagnostic significance of cre-
atine kinase isoenzymes. Trends in Cardiovascular Medicine. 1991;1:195-200

[56] Puleo PR, Guadagno PA, Roberts R, Perryman MB. Sensitive rapid assay of subforms of 
creatine kinase MB. Clinical Chemistry. 1989;35:1452-1455

[57] Puleo PR, Meyer D, Walther C, Tawa CB, Wheeler SH, Hamburg RJ. Use of rapid assay 
of subforms of creatine kinase MB to diagnose or rule out acute myocardial infarction. 
The New England Journal of Medicine. 1994;331:561-566

[58] Vaidya HC, Maynard Y, Dietzler DN, Ladenson JH. Direct measurement of creatine 
kinase-MB activity in serum after extraction with a monoclonal antibody specific to the 
MB isoenzyme. Clinical Chemistry. 1986;32:657-663

[59] George S, Ishikawa Y, Perryman MB, Roberts R. Purification and characterization of nat-
urally occurring and in vitro induced multiple forms of MM creatine kinase. The Journal 
of Biological Chemistry. 1984;259:2667-2774

[60] Braunwald E, Antman EM, Beasley JW, et al. ACC/AHA guideline update for the man-
agement of patients with unstable angina and non-ST segment elevation myocardial 
infarction. Circulation. 2002;106:1893-1900

[61] Young GP, Gibler WB, Hedges JR, Hoekstra JW, Slovis C, Aghababian R, et al. Serial 
creatine kinase-MB results are sensitive indicator of acute myocardial infarction in chest 
pain patients with nondiagnostic electrocardiograms: The second emergency medicine 
cardiac research group study. Academic Emergency Medicine. 1997;4(9):869-877

[62] Kemp M, Donovan J, Higham H, Hooper J. Biochemical markers of myocardial injury. 
British Journal of Anaesthesia. 2004;93:63-73

[63] Ohmann EM et al. Risk stratification with admission cardiac troponin T level in acute 
myocardial ischemia. The New England Journal of Medicine. 1996;335:1333-1334

[64] Christenson RH, Duh SH, Newby LK, Ohman EM, Califf RM, Granger CB, et al. Cardiac 
troponin T and cardiac troponin I: Relative values in short-term risk stratification of 
patients with acute coronary syndromes. Clinical Chemistry. 1998;44(3):494-501

[65] Lindahl B, Diderholm E, Lagerqvist B, Venge P, Wallentin L, and the FRISC II investigators. 
Mechanisms behind the prognostic value of troponin T in unstable coronary artery dis-
ease: A FRISC II substudy. Journal of the American College of Cardiology. 2001;38:979-986

[66] Latini R, Masson S, Anand IS, Missov E, Carlson M, Vago T, et al. Prognostic value of 
very low plasma concentrations of troponin T in patients with stable chronic heart fail-
ure. Circulation. 2007;116:1242-1249

[67] Omland T, de Lemos JA, Christophi C, Rice MM, Jablonski KA, Tjora S, et al. Distribution 
and determinants of very low levels of cardiac troponin T in patients with stable coro-
nary artery disease: The PEACE trial. European Heart Journal. 2008;9(202):1342

The Diagnostic Value of Biochemical Cardiac Markers in Acute Myocardial Infarction
http://dx.doi.org/10.5772/intechopen.76150

37



[68] Melki D, Lind S, Agewall S, Jemberg T. High sensitive troponin t rules out myocardial 
infarction 2 hours from admission in chest pain patients. Journal of the American College 
of Cardiology. 2010;55(118)

[69] Wilkinson JM, RJA G. Comparison of amino acid sequence of troponin I from different 
striated muscles. Nature. 1978;271:31-35

[70] Wade R, Eddy R, Shows TB, Kedes L. cDNA sequence, tissue-specific expression and 
chromosomal mapping of the human slow-twitch skeletal muscle isoform of troponin 
I. Genomics. 1990;7:346-357

[71] Perry SV. The regulation of contractile activity in muscle. Biochemical Society 
Transactions. 1979;7:593-617

[72] Adams JE III, Bodor GS, Davila-Roman VG, Delmez JA, Apple FS, Ladenson JH, et al. 
Cardiac troponin I: A marker with high specificity for cardiac injury. Circulation. 1993; 
88:101-106

[73] Larue C, Calzolari C, Bertinchant JP, Leclercq F, Grolleau R, Pau B. Cardiac-specific 
immunoenzymometric assay of troponin I in the early phase of acute myocardial infarc-
tion. Clinical Chemistry. 1993;39:972-979

[74] Bakker AJ, Koelemay MJW, Gorgels JPMC, van Vlies B, Smits R, Tijssen JGP, Haagen 
FDM. Failure of new biochemical markers to exclude acute myocardial infarction at 
admission. Lancet. 1993;342:1220-1222

[75] Mair J, Wagner I, Puschendorf B, Mair P, Lechleitner P, Diensti F, et al. Cardiac troponin 
I to diagnose myocardial injury (letter). Lancet. 1993;341:838-839

[76] Galvani M, Ottani F, Ferrini D, et al. Prognostic influence of elevated values of cardiac 
troponin I in patients with unstable angina. Circulation. 1997;95:2053-2059

[77] Missov ED, De Marco T. Clinical insights on the use of highly sensitive cardiac troponin 
assays. Clinica Chimica Acta. 1999;284:175-185

[78] Wu HBA, Apple FS, Gibler B, Jesse RL, et al. National Academy of Clinical Biochemistry 
standards of laboratory practice: Recommendations for the use of cardiac markers in 
coronary artery disease. Clinical Chemistry. 1999;45(7):1104-1121

[79] Adams JE, Schechtman KB, Landt Y, Ladenson JH, Jaffe AS. Comparable detection 
of acute myocardial infarction by creatin kinase MB isoenzyme and cardiac troponin 
I. Clinical Chemistry. 1994;40:1291-1295

[80] Mair J, Morandell D, Genser N, Lechleitner P, Dienstl F, Puschendorf B. Equivalent 
early sensitivities of myoglobin, creatine kinase MB mass, creatine kinase isoform ratios, 
and cardiac troponins I and T for acute myocardial infarction. Clinical Chemistry. 
1995;41:1266-1272

[81] Mair J, Genser N, Morandell D, Maier J, Mair P, Lechleitner P, Calzolari C, Larue C, 
Ambach E, Dienstl F, Pau B, Puschendorf B. Cardiac troponin I in the diagnosis of myo-
cardial injury and infarction. Clinica Chimica Acta. 1996;245:19-38

[82] Wu AHB, Feng YJ, Moore R, Apple FS, McPherson PH, Buechler KF, Bodar G. Chara-
cterization of cardiac troponin I forms in the blood of patients with acute myocar-
dial infarction and comparison of assays for troponin T and I. Clinical Chemistry. 
1998;44:1198-1208

Myocardial Infarction38



[83] Morjana NA. Degradation of human cardiac troponin I after myocardial infarction. 
Biotechnology and Applied Biochemistry. 1998;28:105-111

[84] Giuliani I, Bertinchant JP, Granier C, Laprade M, Chocron S, Toubin G, Etievent JP, 
Larue C, Trinquier S. Determination of cardiac troponin I forms in the blood of patients 
with acute myocardial infarction and patients receiving crystalloid or cold blood car-
dioplegia. Clinical Chemistry. 1999;45:213-222

[85] Katrukha AG, Bereznikova AV, Esakova TV, Pettersson K, Lovgren T, Severina ME, 
Pulkki K, Vuopio-Pulkki LM, Gusev NB. Troponin I is released in bloodstream of 
patients with acute myocardial infarction not in free form but as complex. Clinical 
Chemistry. 1997;43:1379-1385

[86] Datta P, Foster K, Dasgupta A. Comparison of immunoreactivity of five human car-
diac troponin I assays toward free and complexed forms of the antigen: Implications for 
assay discordance. Clinical Chemistry. 1999;45:2266-2269

[87] Newman D, Olabiran Y, Bedzyk WD, Chance S, Gorman EG, Price C. Impact of antibody 
specificity and calibration malterial on the measure of agreement between methods for 
cardiac troponin I. Clinical Chemistry. 1999;45:822-828

[88] Uettwiller-Geiger D, Wu AHB, Apple FS, Jevans AW, Venge P, Olson MD, Darte C, 
Woodrum DL, Roberts S, Chan S. Multicenter evaluation of an automated assay for tro-
ponin I. Clinical Chemistry. 2002;48(6):869-876

[89] Alpert JS, Thygesen K, et al. Myocardial infarction redefined—A consensus document 
of the Joint European Society of Cardiology/American College of Cardiology Committee 
for the redefinition of myocardial infarction. JACC. 2000;36(3):959-969

[90] The Joint European Society of Cardiology/American College of Cardiology Committee. 
Myocardial infarction redefined—A consensus document of the joint European Society 
of Cardiology/American College of Cardiology Committee for the redefinition of myo-
cardial infarction. European Heart Journal. 2000;21:1502-1513

[91] Braunwald E, Antman EM, Beasley JW, Califf RM, Cheitlin MD, Hochman JS, Jones 
RH, Kereiakes D, Kupersmith J, Levin TN, Pepine CJ, Schaeffer JW, Smith EE, Steward 
DE, Theroux P. ACC/AHA guidelines for the management of patients with unstable 
angina and non-ST-segment elevation myocardial infarction: Executive summary and 
recommendations. A report of the American College of Cardiology/American Heart 
Association task force on practice guidelines (Committee on the Management of Patients 
with Unstable Angina). Circulation. 2000;102(10):1193-1209

The Diagnostic Value of Biochemical Cardiac Markers in Acute Myocardial Infarction
http://dx.doi.org/10.5772/intechopen.76150

39




