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Abstract: Major adverse cardiovascular events are frequently
observed in patients undergoing major non-cardiac sur-

gery during the peri-operative period. At this time, the

possibility to predict cardiovascular events remains

limited, despite the introduction of several algorithms to

calculate the risk of adverse events, mainly death and

major adverse cardiovascular events (MACE) based on

the clinical history, risk factors (sex, age, lipid profile,

serum creatinine) and non-invasive cardiac exams

(electrocardiogram, echocardiogram, stress tests). The

cardiac-specific biomarkers natriuretic peptides (NPs) and

cardiac troponins (cTn) have been proposed as additional

tools for risk prediction in the peri-operative period,

particularly for the identification of myocardial injury
in patients undergoing major non-cardiac surgery. The
prognostic information from the measurement of BNP/
NT-proBNP and hs-cTn is independent and complementary
to other important indicators of risk, also including ECG
and imaging techniques. Elevated levels of cardiac-specific
biomarkers before surgery are associated with a markedly
higher risk of MACE during the peri-operative period. BNP/
NT-proBNP and hs-cTn should be measured in all patients
during the clinical evaluation before surgery, particularly
during intermediate- or high-risk surgery, in patients aged
>65 years and/or with comorbidities. Several questions
remain to be assessed in dedicated clinical studies, such as
how to optimize the management of patients with raised
cardiac specific biomarkers before surgery, and whether a
strategy based on biomarker measurement improves patient
outcomes and is cost-effective.
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Introduction

Patients undergoing major non-cardiac surgery have a
substantial risk of major adverse cardiovascular events
(MACE) during the peri-operative period [1–7]. These
events still represent a significant concern in patients un-
dergoing non-cardiac surgery, despite a decreasing inci-
dence over the last 30 years [8–11]. Every year about
167,000 cardiac complications related to non-cardiac sur-
gery are reported, and 19,000 of them are life-threatening
events [8]. 2014 European Society of Cardiology/European
Society of Anaesthesiology (ESC/ESA) Guidelines recom-
mended to perform a careful risk assessment of cardiac
events also in patients undergoing non-cardiac surgery [8].
Unfortunately, the possibility to predict cardiovascular
events remains limited, despite the introduction of several
algorithms to calculate the risk of adverse events, mainly
death and MACE based on the clinical history, risk factors
(sex, age, lipid profile, serum creatinine) and non-invasive
cardiac exams (electrocardiogram, echocardiogram, stress
tests) [4, 5, 8, 9]. For this reason, cardiac-specific bio-
markers have been proposed as additive tools to predict the
risk of cardiovascular events [3, 10–12].

The Canadian Cardiovascular Society (CCS) Guide-
lines published in 2017 recommended themeasurement of
cardiac natriuretic peptides (NPs; B-type NP [BNP] or the
N-terminal fragment of pro-BNP [NT-proBNP]) before
surgery to refine the prediction of cardiac events during
the peri-operative period [13]. These recommendations
relied on prospective observational studies and six meta-
analyses that evaluated the accuracy of NPs to predict
major adverse cardiovascular events after non-cardiac
surgery [14–21].

Over the last 10 years, increased concentrations
of cardiac troponin (cTn) have been associated with a
higher risk of cardiac events in the short- and long-term in
patients undergoing non-cardiac surgery [10–13, 22–45].
Nonetheless, at present there are no specific recommen-
dations on the measurement of cTn during the peri-
operative period.

This inter-society expert document aims to analyze in
detail the clinical value of cardiac-specific biomarkers
measured before surgery and changes in biomarker levels

during the peri-operative period, as well as their role,
which is essential to predict the adverse events in patients
undergoing major non-cardiac surgery. Building on
published evidence we have formulated recommenda-
tions for the evaluation of patients at highest risk of MACE
during non-cardiac surgery. This Consensus Document
has been written by the Inter-Society Study Group on
Cardiac Biomarkers of the Italian Societies of Clinical
Biochemistry, and has been endorsed by the boards of the
following Italian Societies: European Ligand Assay Soci-
ety (ELAS), Italian section; Società Italiana di Biochimica
Clinica e Biologia Molecolare Clinica (SIBioC); Società
Italiana di Patologia Clinica e Medicina di Laboratorio
(SIPMel).

Evaluation of the cardiovascular
risk through the use of cardiac
biomarkers in patients undergoing
non-cardiac surgery

Around half of cardiac deaths during the peri-operative
period occurs in patients without a history of cardiac
disease [7, 10]. This suggests that our current protocols for
the assessment of subclinical cardiac disease are still
suboptimal [10]. The risk predictionmodels based only on
clinical criteria, including the classical risk factors and
cardiac stress tests, do not seem to improve the accuracy
of pre-operative risk stratification and to reduce 30-day
mortality after non-cardiac surgery [9, 11, 12]. Most
notably, a 2019 meta-analysis included six studies on the
accuracy of cardiac stress test to predict 30-day mortality,
and concluded that there is insufficient evidence that
stress testing leads to a reduction in peri-operative
mortality [11].

Measurement of BNP and NT-proBNP has been widely
accepted as a tool to refine risk stratification and improve
prognostic accuracy in patients undergoing non-cardiac
surgery, particularly as these biomarkers allow to identify
a subclinical cardiac dysfunction [46, 47]. Furthermore,
the measurement of cTnI and cTnT with high-sensitivity
assay (hs-cTnI and hs-cTnT) methods has been recom-
mended for identification of myocardial damage [43–45,
48–50].

Cardiac NPs are hormones produced and secreted to
a greater extent by the heart compared to other organs
[43, 46, 51]. International Guidelines recommend the
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measurement of BNP/NT-proBNP for diagnosis, risk strat-
ification andmonitoring of patients with acute and chronic
heart failure [47, 52]. 2014 ESC/ESA Guidelines stated
that measurement of NPs before surgery should not be
performed in all patients who must undergo major
non-cardiac surgery, but can be considered in all high-risk
patients [8]. Recently, some prospective observational
studies and six meta-analyses have reassessed the prog-
nostic accuracy of BNP andNT-proBNP for the prediction of
cardiovascular events after non-cardiac surgery [14–21].
Based on these results, 2017 CCS Guidelines provided rec-
ommendations for peri-operative risk assessment before
non-cardiac surgery [13]. This document strongly recom-
mends the measurement of BNP or NT-proBNP before
surgery (including non-cardiac surgery) to improve the
prediction of peri-operative MACE in patients with the
following characteristics: age >65 years, age 45–64 years
but known cardiovascular disease, a Revised Cardiac Risk
Index (RCRI) score >1 [13]. The RCRI algorithm includes:
ischemic cardiac disease, heart failure, cerebrovascular
disease, diabetesmellitus, serum creatinine >177 μmol/L or
2.0 mg/dL, and high-risk major surgery (intra-peritoneal,
vascular endothoracic or suprainguinal) [13].

2014 ESC/ESA Guidelines stated that cTnI or cTnT
measurement can be considered in patients at high risk,
before and 48–72 h after major cardiac surgery, to detect a
cardiac damage [8]. This recommendation is based on the
evidence that peri-operative increases in cTn concentra-
tions are associated with a greater risk of cardiac events in
the short- and long-term in patients undergoing non-
cardiac surgery, particularly when hs-cTnI and hs-cTnT
methods are used [10–13, 22–42].

In 2019,Humble et al. performeda systematic reviewand
meta-analysis on the prognostic value of the increase of cTn
above a decisional (usually the 99th percentile Upper Refer-
ence Limit, URL) value in adult patients undergoing non-
cardiac surgery [35]. The endpoints were MACE during the
hospital stay or within 30 days from discharge or all-cause
death. This meta-analysis included 19 studies that evaluated
the pre-operative concentration of cTn and three studies
assessing the peri-operative changes in cTn [35]. cTn was
measured in a total of 13,386 samples (from 33 to 4,575 across
the different studies). The studies were mostly prospective
and single-center, and patients underwent different types of
non-cardiac interventions, but with an intermediate-to-high
risk. Six studies employedhs-cTnmethods [35]. Pre-operative
cTn measurement was able to predict adverse events on the
short- (adjusted odds ratio [OR] 5.87, 95%confidence interval

[CI] 3.24–10.65, p<0.001) and the long-term (adjusted hazard
ratio 2.0, 95% CI 1.4–3.0, p<0.001) [35].

Recently, Lowe et al. evaluated the utility of the peri-
operative increase in cTn as a predictor of cardiac
morbidity and mortality in patients operated on femoral
neck fractures [53, 54]. These fractures are rare in subjects
aged <50 years in the absence of major traumas, while in
elderly patients they may occur following minor traumas
because of reduced bone density and bone frailty [39, 53,
54]. This meta-analysis included 11 studies with a total of
1,363 patients (mean age 83 years, 351 men and 904
women) [39]. In detail, seven studies assessed cTnI, 3 hs-
cTnT and one study assessed hs-cTnI. Overall, 497 patients
(36.5%) have displayed an increase in cTn concentration
after surgery. The peri-operative increase in troponin was
significantly associated with all-cause mortality (OR 2.6,
95% CI 1.4–4.6, p<0.001) and cardiac complications (OR
7.4, 95% CI 3.5–15.8, p<0.001) [39]. Higher cTn levels have
been associated with pre-existing coronary artery disease,
heart failure, hypertension, stroke and prior myocardial
infarction [39]. These results demonstrate that the peri-
operative increase in cTn is significantly associatedwith an
increase in mortality and post-operative cardiac compli-
cations in patients operated for femoral neck fractures [39].

Take-home messages

– About one half of deaths for cardiac cause during the
peri-operative phase occurs in patients without a his-
tory of cardiac disease. Therefore, there is a crucial
need to assess more accurately the cardiovascular risk
before major non-cardiac surgery.

– In 2014, ESC/ESA Guidelines stated that pre-operative
measurement of NPs (BNP or NT-proBNP) should
not be systematically performed for risk stratification
in all patients who must undergo major non-cardiac
surgery, but can be considered in patients with a high-
risk [8].

– The same Guidelines state that cTnI and cTnI mea-
surement may be considered in patients with a high
risk, before or 48–72 h after major surgery, to detect a
myocardial damage [8].

– In 2017 the CCS recommended the measurement of
BNP or NT-proBNP before surgery to better estimate
the risk of peri-operative MACE in patients with a
higher risk because of their clinical history, age (>65
years), or comorbidities.
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Analytical and pathophysiological
considerations on cardiac-specific
biomarkers

BothNPs and cTn are useful prognostic indicators in patients
undergoing major non-cardiac surgery [10–42]. Nonetheless,
clinicians should interpret measured values based on
the analytical performance of the assay methods and the
mechanisms of production and release by the heart. In
healthy subjects,NPsandcTnare found in the circulation ina
range of concentration (from about 3 to 50 ng/L) [43–45] that
are 100–1,000 times lower than other biomarkers, including
C-reactive protein, creatinine, cholesterol, D-dimer, neutro-
phil gelatinase-associated lipocalin [43, 55–57]. Some
proteins and circulating peptides can influence directly
the binding of NPs and cTn to specific antibodies used
by immunometric methods, thus affecting results. As dis-
cussed in details elsewhere [43–45, 58–60], this interference
becomes more relevant when molar concentrations of
different substances able to bind themonoclonal antibodies
used by the immunometric systems increase compared to
cardiac biomarkers. Furthermore, the measurement of cTnI
andcTnTwith immunometricmethods canbe influencedby
the binding of these two cardiac troponins with troponin C,
with some tissue or plasma proteins and also with some
heterophile antibodies or autoantibodies, especially when
macromolecular complexes are formed [58, 59]. Therefore,
both the accuracy and the clinical interpretation of the
measurement of cardiac biomarkers strongly depend on the
analytical characteristics and the performance of assay
methods [43, 58–61].

Assay methods of cardiac natriuretic
peptides (BNP and NT-proBNP)

The determination of cardiac NPs is an essential diagnostic
and prognostic tool in patients with cardiac disorders
because these biomarkers are released following a stress
able to activate the neuro-endocrine-immune system
[43, 44, 51]. It is important to specify that the increase in
BNP/NT-proBNP by itself does not allow to define the stress
mechanisms acting on an individual patient [51, 60–62]. In
particular, variations in circulating levels of NPs are useful
to detect cardiac stress in patients with risk factors or
asymptomatic cardiovascular disease [51, 60–63].

Cardiac NPs are rapidly degraded in vivo. The active
hormone BNP has a shorter plasma half-life (20–40 min)
than the inactive peptide NT-proBNP (>60min) [51, 60, 64].
Because of their rapid turnover, BNP has a greater intra-

and inter-individual variability (40–50% and 50–60%,
respectively) compared with NT-proBNP (30–40% and 40–
50%, respectively) [60, 64]. A wide variability is associated
with large confidence intervals and large differences be-
tween serial measurements in a single individual, regard-
less of changes in the disease state [65].

Clinicians should be informed by Biochemical Chem-
istry experts and then consider some critical issues for a
correct interpretation of changes in plasma concentrations
of BNP/NT-proBNP [43, 44, 46, 51]. In particular, values
should be interpreted based on sex, age, body mass index,
comorbidities and current therapies [43, 47, 60–62].
Furthermore, kidney disease can influence the clearance of
BNP/NT-proBNP increasing their circulating levels [60, 61].
Nevertheless, a meta-analysis has demonstrated that
NT-proBNP retains a diagnostic utility for acute heart fail-
ure even in patients with chronic kidney disease (although
with higher cut-offs) and holds prognostic value regardless
of renal function [63].

The methods that measure BNP show greater system-
atic differences between them than methods that measure
NT-proBNP [60, 66]. Because of its greater stability in vivo
and in vitro and a lower difference between assaymethods,
NT-proBNP is a better indicator of disease and outcome
than BNP [60].

From a clinical perspective, it is important to notice that
international guidelines recommend decisional values for
the diagnosis and risk prediction in patients with heart
failure, but not for the risk stratification of patients under-
going major non-cardiac surgery [46, 47]. The lack of a
general consensusonspecific thresholdvaluesundoubedtly
limits the use of BNP/NT-proBNP in clinical practice for the
evaluation of the peri-operative risk. Optimal cut-off values
have been calculated for MACE prediction, with a large
variability in the proposed values. In 2009, a meta-analysis
on 15 studies and 4,856 patients reported that NT-proBNP
cut-offs were higher than BNP cut-offs (range 201–791 ng/L
vs. 35–255 ng/L, respectively) [16]. More recently, Rodseth
et al. have evaluated the prognostic value of pre-operative
BNP for cardiovascular events (defined as cardiovascular
deaths and non-fatal myocardial infarction) and all-cause
mortality during thefirst 30 days after vascular surgery in an
individual patient data meta-analysis assessing a total of
632 patients. From the receiving operating characteristics
(ROC) curve, the Authors calculated a BNP cut-off of 116 ng/
L (sensitivity 66%, specificity 82%) as the value with the
better combination of sensitivity and specificity, and then
with the greater accuracy for outcome prediction [17]. The
Authors also proposed a value of 30 ng/L as a rule-out cut-
off (sensitivity 95%, specificity 44%) and a value of 372 ng/L
as a rule-in cut-off (sensitivity 32%, specificity 95%) [17].
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Assay methods for cTnI and cTnT

The assay methods for hs-cTnI and hs-cTnT have been
recommended by the latest international guidelines as the
golden standard methods for the diagnosis of myocardial
damage and myocardial infarction [49, 67–70]. The docu-
ment published in 2018 from the American Association for
Clinical Chemistry and the International Federation of
Clinical Chemistry [67] establishes the two essential criteria
that define the high-sensitivity methods for cTnI and cTnT.
The first criterion is that the 99th percentile URL (i.e., the
99th percentile of the distribution of values of hs-cTnI or
hs-cTnT in a reference population) must be measured with
an error (expressed as coefficient of variation) lower than
or equal to 10%. The second, more restrictive, criterion
involves that hs-cTnI and hs-cTnT methods measure
biomarker concentrations with values higher than the limit
of detection of the method in at least 50% of individuals in
a reference population including at least 300 apparently
healthy women and men [67].

The mechanism underlying the presence of detectable
levels of hs-cTnI and hs-cTnT in healthy subjects is not well
understood [48, 71–73]. Teorethical considerations and
some experiments in animals and in humans suggest that
the 99th URL value corresponds to the amount of hs-cTn
within around 40 mg of myocardial tissue [48, 71–73]. Car-
diac troponins are localized mostly in the sarcomere of
cardiomyocytes and bound tomyofibrils; while only around
4–9% of cTnI and cTnT are found in the cytosol of car-
diomyocytes as unbound proteins [48, 71, 72]. According to
these studies, hs-cTn levels in healthy adult subjects at rest
should be considered as a specific indicator of the physio-
logical turnover of cardiomyocytes [48, 71, 72]. The estimate
of URL values of hs-cTnI and hs-cTnT assay methods is
influenced by the demographical characteristics of the
reference population, in particular sex and age distribution,
and likely also the ethnic group [58, 59, 67, 74–76]. A very
important point is that the intra-individual biological vari-
ability of these twobiomarkers is very low (on average about
9%) [77]. Furthermore, the hs-cTnI and hs-cTnT methods
have an excellent analytical imprecision (coefficient of
variability 5–7%) at the 99th percentile URL [58, 77].
Because of these favorable characteristics, the critical
differences (reference change value, RCV) between two
valuesofhs-cTnIorhs-cTnTmeasured in the samesubject in
different times are greatly lower than other cardiac bio-
markers (especially BNP/NT-proBNP) [43, 44, 58, 77–83].
Therefore, hs-cTnI and hs-cTnT are better suited to act as
prognostic biomarkers than BNP and NT-proBNP because
of the higher analytical and biological variability of NPs

[58, 77, 84]. The hs-cTnI and hs-cTnT methods indeed
display ideal analytical and pathophysiological character-
istics for prognostic biomarkers [44, 48, 58, 60, 84] (Table 1).

Combined measurement of BNP/NT-proBNP
and hs-cTn

According to the Fourth Definition ofMyocardial Infarction
[49], published in 2018, the term myocardial injury should
be employed when there are elevated concentrations of hs-
cTnI or hs-cTnT with at least one value above the 99th
percentile URL value. There are many cardiac and extrac-
ardiac conditions that can produce a myocardial injury in
the absence of acute myocardial ischemia (Table 2). Acute
myocardial infarction is defined as a myocardial injury
with clinical evidence of myocardial ischemia and an in-
crease and/or decrease of hs-cTnI or hs-cTnT with at least
one value higher than the 99th percentile URL [49].

Many clinical studies and some meta-analyses have
confirmed that there are some individualswith no evidence
of cardiac disease who have concentrations of hs-cTnI or
hs-cTnT in the third tertile of biomarker values (then still
below the 99th percentile URL), who have nonetheless a
higher risk of cardiac mortality even in the intermediate
term (around 6–12 months) and/or rapid progression to-
ward heart failure [84, 85]. The combined measurement of
NPs and hs-cTn should allow to identify more easily these

Table : Biological and analytical characteristics of cardiac tropo-
nins as cardiac-specific biomarkers.

Cardiac troponins are optimal cardiac-specific biomarkers because:
(1) Cardiac troponins are tissue-specific biomarkers, expressed just

by cardiomyocytes in healthy subjects
(2) Cardiac troponins aremore stable in vivo and in vitro than cardiac

natriuretic peptides
(3) Cardiac troponins can bemeasured on both plasma (with EDTA or

heparin) and serum
(4) Reliable laboratory tests for both cardiac troponins are

commercially available
(5) High-sensitivity methods are available (limit of detection about

1–3 ng/L)
(6) The concentration value can be measured within 30 min with the

most diffuse automated platforms
(7) Both cardiac troponins have an intra-individual biological vari-

ability <10%, while the inter-individual variability is higher
(40–50%) because it is correlated to age, sex and body mass
(and then cardiac mass)

(8) Considering that both cardiac troponins have a similar intra-
individual variability and also the analytical variability of all the
hs-cTnI and Tmethods at the clinical cut-off is ≤10%, the reference
change values are basically equal to for all assays.

Adapted from ref. [].
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individuals who have a higher risk [44, 77]. Indeed,
cardiac-specific biomarkers have different but comple-
mentary characteristics. Concentrations of NPs and hs-cTn
are differently affected by the mechanisms causing cardiac
dysfunction and/or damage [43, 44, 56, 57, 60]. An increase
in circulating levels of both biomarkers suggests that the
stress mechanisms have already caused relevant alter-
ations of cardiac function (increase in BNP/NT-proBNP)
and also a significant damage to cellular structure (in-
crease in hs-cTn) [43, 44]. Furthermore, experimental and
clinical studies report that individuals from the general

population or patients with cardiac disease and elevated
values of both cardiac biomarkers have worse outcomes
than individuals with just one abnormal biomarker
[84–86]. The same occurs in individuals undergoing non-
cardiac surgery [87].

In particular, Moon et al. performed a retrospective
evaluation of 2,490 adult patients (aged 20–78 years,
median 54 years; 74% men) undergoing liver trans-
plantation between 2010 and 2018 to define the prognostic
value of the combined measurement of BNP and cTnI
before organ transplantation to predict post-transplant
90-day mortality [87]. During a median follow-up of 2.9
years (interquartile range 1.3–4.9 years), 221 (8.9%) pa-
tients died after liver transplantation. However, only 72
patients (2.9% of total number) died during the first
90 days, and these patients were taken into account for
the calculation of 90-daymortality rate, considered as the
primary end-point of the study. Because patients with
higher cardiac markers differed significantly from those
with lower cardiac markers, cases were dichotomized
using the cut-off values of BNP and cTnI calculated by
means of ROC analysis and then divided into three groups
using a combination of cut-off values: both biomarker
below threshold, either one elevated, and both elevated.
The calculated crude Hazard Ratios (HR) were also
adjusted by established risk factors. Patients with both
biomarkers below threshold were considered as the
reference patient group with an adjusted Hazard Ratio
(HR)=1. The most important results are that the combined
measure of cardiac-specific biomarkers predict mortality
at 90 days after the transplant. Indeed, patients with both
biomarkers above the thresholds (i.e., 400 ng/L for BNP
and 60 ng/L for cTnI, respectively) displayed an adjusted
HR of 4.23 (95% CI 1.98–9.03, p<0.001) more 4-folds
higher than the reference patient group (BNP and cTnI
values below the threshold). Furthermore, patients with
only one biomarker elevated (BNP or cTnI) showed HR
values significantly higher than the reference patient
group: only BNP above the cut-off value, HR=2.52 (95% CI
1.07–5.89, p=0.033); only cTnI above the cut-off value,
HR=3.30 (95% CI 1.49–7.31, p=0.003). Therefore, the
combined measurement of BNP and cTnI before trans-
plantation would help define the priority of liver trans-
plantation in individual patients.

Take-home messages

– Both NPs and hs-cTn are useful prognostic indicators
in patients undergoing major non-cardiac surgery.

Table : Pathophysiological conditions associated to elevation of
measured circulating levels using hs-cTnI and hs-cTnT methods due
to the presence of myocardial injury, according to the Fourth Uni-
versal Definition of Myocardial Infarction [].

Myocardial injury related to acute myocardial ischemia (related to
Type  AMI)
(1) Atherosclerotic plaque disruption with thrombosis.

Myocardial injury related to acute myocardial ischemia because of
oxygen supply/demand imbalance (related to Type  AMI)
(1) Reduced myocardial perfusion, e.g.

– Coronary artery spasm, microvascular dysfunction
– Coronary embolism
– Coronary artery dissection
– Sustained bradyarrhythmia
– Hypotension or shock
– Respiratory failure
– Severe anaemia

(2) Increased myocardial oxygen demand, e.g.
– Sustained tachyarrhythmia
– Severe hypertension with or without left ventricular

hypertrophy

Other causes of myocardial injury
(1) Cardiac conditions, e.g.

– Heart failure
– Myocarditis
– Cardiomyopathy (any type)
– Takotsubo syndrome
– Coronary revascularization procedure
– Cardiac procedure other than revascularization
– Catheter ablation
– Defibrillator shocks
– Cardiac contusion

(2) Systemic conditions, e.g.
– Sepsis, infectious disease
– Chronic kidney disease
– Stroke, subarachnoid haemorrhage
– Pulmonary embolism, pulmonary hypertension
– Infiltrative diseases, e.g. amyloidosis, sarcoidosis
– Chemotherapeutic agents
– Critically ill patients
– Strenuous exercise

Reproduced from ref. [].
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– Although the measurement of NPs is useful to detect
cardiac stress, it is not able to discriminate the specific
mechanisms causing cardiac dysfunction.

– Myocardial injury is defined as elevated concentra-
tions of hs-cTnI or hs-cTnT with at least one value
above the 99th percentile URL (i.e., the 99th percentile
of the distribution of biomarker values in the reference
population).

– There are many cardiac and extracardiac conditions
that can cause amyocardial injury, and cliniciansmust
always search for these conditions.

– The combined measurement of NPs and hs-cTn pro-
vides more accurate pathophysiological and clinical
information than the measurement of single bio-
markers. Therefore, both cardiac-specific biomarkers
should be measured when there is a suspicion of car-
diovascular disease.

– An increase in both biomarkers suggests that the stress
mechanisms have already caused relevant alterations
of cardiac function (increase in BNP/NT-proBNP) as
well as a significant damage to some myocardiocytes
(increase in hs-cTn).

Assessment of myocardial injury in
patients undergoing major non-
cardiac surgery

Several studies have evaluated the changes in circulating
hs-cTnI and hs-cTnT in patients undergoing major non-
cardiac surgery [6–9, 22–42, 88–93]. In 2021, considering
that hs-cTnI and hs-cTnT are frequently elevated in pa-
tients undergoing major non-cardiac surgery and that
biomarker elevation is associated withmortality andmajor
vascular complication, the Scientific Statement from the
American Heart Association [93] proposed a new clinical
diagnosis of Myocardial Injury after Non-cardiac Surgery
(MINS). According to this statement, MINS should be
defined by at least one elevated postoperative cardiac
troponin concentrations that exceed the 99th percentile
URL value of the cTnI and cTnT assay and are attributable
to a presumed ischemic mechanism, with or without
concomitant symptoms or signs [93]. It is important to note
that this definition of MINS includes some cases of
myocardial infarction and ischemic myocardial injury that
do not fulfill the Fourth Universal Definition of Myocardial
Infarction [49].

Episodes of myocardial injury can occur in the first
30 days, but more frequently within 72 h, and nearly all
within the two first days after non-cardiac surgery [93]. In

particular, the VISION study was a prospective cohort
study enrolling 40,004 patients (aged ≥45 years, half of
them men) undergoing non-cardiac surgery during hospi-
tal admission from 2007 to 2013 in 28 centers in 14 countries
in North and South America, Asia, Europe, Africa and
Australia [91]. This study demonstrated a prevalence of MI
after myocardial injury of 13% (95% CI 12.7–13.3). The
prevalence was more common in vascular surgery (633
patients, 24.0%) and less common in urologic or gyneco-
logic surgery (503 patients, 10.4%). Furthermore, the
occurrence of myocardial injury after non-cardiac surgery
was significantly associated to 30-day mortality (314
deaths; adjusted HR 2.2, 95% CI 1.9–2.6) andwas one of the
main causes of death [91]. cTnT levels were measured 6–
12 h after the surgery and on day 1, 2 and 3 after surgery
using a not hs method, thus possibly underestimating the
prevalence of myocardial injury.

Only recently, hs-cTnI and hs-cTnT methods were
used to detect the presence of myocardial injury in
patients undergoing non-cardiac surgery [31, 34, 37, 40,
41, 88, 89, 91]. The most important elements of experi-
mental design and results of some very recent studies
using contemporary or high-sensitivity cTnI and cTnT
methods are summarized in Table 3. Indeed, both
contemporary and high-sensitivity methods for cTnT
[31, 40] and cTnI assays [41] were used in some studies
because the enrollment of patients lasted many years. In
two retrospective studies, the prevalence of myocardial
injury in patients undergoing non-cardiac surgerywas 9%
in a Spanish study where hs-cTnI was measured [41] and
3.5% in an US study where hs-cTnT was measured [91].
The other four studies [34, 37, 40, 88] wished to evaluate
the association between hs-cTnT and peri-operative car-
diovascular risk. Despite the large differences in term of
experimental design, number of enrolled patients, type of
surgery and results of surgery, the rate of mortality was
clearly higher in patients with myocardial injury than
those without [34, 37, 40, 88]. Additionally, patients un-
dergoing non-cardiac surgery had more often other
important complications such as sepsis or bleeding
[37, 40].

A study published in 2012 evaluated 46,539 adult pa-
tients undergoing non-cardiac surgery in 498 hospitals in
28 European countries [94]. In this study, 1,855 patients
(4%) died before discharge, 3,599 (8%) were admitted in
intensive care unit after surgery for a median of 1.2 days
(0.9–3.6); 1,358 of the deceased patients (73%) were not
admitted to intensive care unit after surgery [94]. Never-
theless, the raw rates of mortality were highly different
across countries (from 1.2%, 95% CI 0.0–3.0 in Islanda
to 21.5%, 95% CI 16.9–26.29 in Lettonia), likely because
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Table : Recently published studies using cTnI and cTnTmethods for the detection of MINS and/or cardiovascular risk in patients undergoing
major non cardiac surgery.

Authors,
year

Methods Type of study Enrolled population Clinical results Ref.

Deveraux PJ
et al. VISION
Study ()

Fourth-generation
cTnT and fifth-
generation high-
sensitivity hs-TnT

Prospective cohort study Two enrolled populations (first popula-
tion , patients, second popula-
tion more than , patients.
Considering all the , partici-
pants, the mean age was . (SD,
.) years and .% were female.

Among patients undergoing
noncardiac surgery, peak
postoperative hs-TnT during
the first  days after surgery
was significantly associated
with -day mortality.
Elevated postoperative hs-
TnT without an ischemic
feature was also associated
with -day mortality.

[]

Górka J et al.
()

hs-cTnT Prospective observational
cohort study

 adult patients (≥ years, men
.%, mean age . ± . years)
undergoing surgery for PAD (.%) or
AAA (.%).

-year mortality was higher
in patients with MINS
(.%), evaluated by
increased hs-cTnT, than
non-MINS patients (.%;
p=.)

[]

Ackland GL
et al. ()

hs-cTnT Prospective multicentre
observational cohort study

, patients aged ≥ years under-
going elective noncardiac surgery
(mean age,  ±  years, men .%).

Patients with elevated
troponin (.%) have more
frequently noncardiac
morbidity (OR: .; %CI:
.–.), and are also at
higher risk of infectious
morbidity (OR: .; %CI:
.–.) and critical care
utilization (OR: .; %
CI: .–.).

[]

Costa
MCDBG et al.
()

Fourth-generation
cTnT and fifth-
generation high-
sensitivity hs-TnT

Prospective multicentre
observational cohort study

, adult (≥ years) patients (mean
age . ± . years; men %) un-
dergoing noncardiac surgery at  ter-
tiary hospitals.

MINS, evaluated by
increased hs-cTnT within
 days after noncardiac
surgery, was related to
higher mortality (HR: .,
% CI: .–.).

[]

Serrano SK
et al. ()

Both contemporary
and hs-cTnI assays

Prospective cohort with
retrospective analysis.
Multivariable logistic
regression analysis was
used to study risk factors
associated with MINS, eval-
uated by increased hs-cTnI.

, adult (≥ years) patients (mean
age . ± . years; men .%)
undergoing major non-cardiac surgery.

The incidence of MINS was
%. Preoperative risk fac-
tors that increased the risk
of MINS were age, ASA
classification and vascular
surgery.

[]

Kler A et al.
()

Fifth generation hs-
TnT assay

Retrospective single center
study

 consecutive patients (men .%)
who underwent open pan-
creaticoduodenectomy (median age 

years, range – years)

ROC curves demonstrated a
strong correlation between
elevated mean hsTnT and
-day (AUC=.),
-day (AUC=.) mor-
tality and MACE
(AUC=.). In multivar-
iate analysis hs-TnT was
significantly associatedwith
-day mortality (OR:
., p=.) andMACE
(OR: ., p=.).

[]
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of cultural, demographic, socio-economic and political
differences between nations, all factors that affect the
outcomes of surgery [94].

Overall, the data in Table 3 confirm that myocardial
injury, evaluated with the hs-cTnI and hs-cTnTmethods, is
frequently observed in patients undergoing major non-
cardiac surgery, particularly in more elderly patients or
thosewith cardiac or extra-cardiacmorbility [34, 37, 40, 41,
88, 91]. These studies also confirm that increased hs-cTnI
and hs-cTnT above the 99th percentile URL value are
significantly associated with an increased risk of mortality
or MACE [34, 37, 40, 88].

Clinical considerations on the
measure of cardiac-specific
biomarkers in patients undergoing
major non-cardiac surgery

Several technical aspects, surgical factors and clinical
conditions may influence the evaluation and/or clinical
interpretation of cardiac-specific biomarkers in patients
undergoing major non-cardiac surgery. Some of these
factors deserve a more detailed discussion.

Clinical relevance of the measurement of
biomarkers before surgery

The stress induced by surgery and the anesthesiamay cause
myocardial ischemia by increasing oxygen requirements,
reducing oxygen availability or by the combination of these
mechanisms [8]. According to the 2014 ESC/ESAGuidelines,
themaingoal of pre-operative evaluation is to search for and
manage the cardiovascular risk factors in patients under-
going surgery [8]. These Guidelines recommend to consider
BNP andNT-proBNPmeasurement to predict the risk of peri-
operative and late cardiac events in patients at high risk

(class IIb, level B). cTn should be measured in patients at
high risk, both before and 48–72 h after major surgery (class
IIb, level B). On the other hand, a systematic screening of
cardiac biomarkers before surgery is not recommended
(class III, level C) [8].

The Authors of the present document deem that NPs
and hs-cTnI or hs-cTnT should always bemeasured before
surgery, particularly in patients with a higher risk, for
example because of their age (>65 years) and/or presence
of comorbidities [84, 85, 93]. The measurement of BNP/
NT-proBNP and hs-cTn is independent and complemen-
tary to other important indicators of risk, such as those
deriving from ECG and imaging techniques [6, 8, 23].
Elevated levels of cardiac-specific biomarkers before
surgery are associated with a markedly higher risk of
MACE during the peri-operative period [34, 35, 37, 40, 87,
88, 93]. Importantly, if a preoperative measurement is not
performed, it is impossible to assess the specific contri-
bution of surgery to the increase in cardiac biomarkers
observed during or just after the surgery.

The measurement of hs-cTnI or hs-cTnT can identify
subjects free from symptomatic cardiac disease but having
a higher cardiovascular risk. These subjects have hs-cTn
values in the third tertile or even above the 99th percentile
URL value [84, 85, 95]. Importantly, many cardiac and non-
cardiac conditions may cause a myocardial damage,
particularly in elderly patients with comorbidities (Ta-
ble 2). Furthermore, the detection of high cardiac-specific
biomarkers during the pre-operative evaluation can
prompt clinicians to perform further non-invasive or
invasive cardiac tests to identify the underlying cardiac
disease and then obtain further information on the clinical
condition of the patient [2, 8].

According to the international guidelines [49, 93], se-
rial cTn concentrations (preferably measured with hs-cTnI
and hs-cTnT methods) are necessary to diagnose MINS
because they allow to better distinguish acute from chronic
myocardial injury; furthermore, pre-operative cTn con-
centrations inform the interpretation of post-operative
measurements. In particular, the 2021 Scientific Statement

Table : (continued)

Authors,
year

Methods Type of study Enrolled population Clinical results Ref.

Turan A et al.
()

Fourth-generation
cTnT assay

Single center retrospective
analysis

, of adults (≥ years) with routine
postoperative TnT monitoring after
noncardiac surgery (mean age .
years, men .%)

The incidence of MINS was
/, (.%).

[]

PAD, vascular surgery for peripheral artery disease; AAA, abdominal aortic aneurysm; MINS, myocardial injury after non-cardiac surgery; ASA,
American Status Anaesthesiology; MACE, major adverse cardiovascular events. Adapted from ref. [].
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from theAmericanHeart Association [93] recommends that
patients at high clinical risk for cardiovascular events such
as adults ≥65 years of age or adults ≥45 years of age with
established coronary or peripheral atherosclerotic cardio-
vascular disease, should be evaluated by means of a pre-
operative baseline cTn measurement and then a repeated
measurement within 48–72 h after surgery, if the results
would modify clinical management. Furthermore, when a
post-operative cTn concentration is elevated but a recent
prior cTn measurement (pre- or post-operative) is not
available, a second cTn measurement should be obtained
to determine whether a rising or falling pattern indicative
of acute myocardial injury is present [93]. Of course, peri-
operative myocardial injury with a documented non-
ischemic cause should not be classified as MINS [49, 93].

Effects of cardiac-protective drugs

Patients undergoing major non-cardiac surgery with
increased concentrations of cardiac biomarkers, and then
with a higher risk of peri-operative MACE, should be pro-
tected through cardiac-protective medications [8]. Accord-
ing to ESC/ESA Guidelines, beta-blocker therapy may be
considered before high-risk surgery if patients have at least
two classic clinical risk factors or score at least three on the
American Society of Anesthesiologists scale (class IIb, level
B). Furthermore, beta-blockers before surgery might be
consideredalso inpatientswith ahistory of ischemic cardiac
disease or myocardial ischemia (class IIb, level B) [8].

The primary objective of a cardiac-protective therapy is
to reduce the stress to the heart by counteract neurohor-
monal and immune activation [51, 57, 62, 96]. As a result, a
continuous therapy with cardiac protective drugs such as
beta-blockers, angiotensin converting enzyme inhibitors
(ACEi) or angiotensin receptor blockers (ARB) tends to
reduce circulating levels of biomarkers in patients with
cardiac disease [51, 57, 62, 96]. Even diuretics, often pre-
scribed to patients with hypertension or heart failure,
should be maintained in patients undergoing major non-
cardiac surgery [8]. A continued therapy with diuretics
tends to reduce NP levels [51, 57, 62].

Chronic heart failure

Heart failure is a well-established predictor of peri- and
post-operative cardiac events and is included in several
algorithms for risk prediction [8, 97–99]. In a study on a
registry of 160,000Medicare procedures including patients
aged ≥65 years, heart failure was found in 18% of cases and

was associated with a 63% higher risk of surgical mortality
and a 51% higher risk of 30-day readmission for all causes
compared to patients with coronary artery disease but no
heart failure [97]. In particular, a study reported that a left
ventricular ejection fraction (LVEF) ≤35% is a strong pre-
dictor of cardiac events after vascular surgery [99]. Circu-
lating NP levels are increased in patients with acute or
chronic HF, with reduced or preserved EF [8, 47].

Pre-operative NP levels are strongly correlatedwith the
outcome of patients with heart failure and with the peri-
and post-operative morbidity and mortality [6, 8, 18, 100].
Furthermore, compared to a single pre-operative mea-
surement of BNP/NT-proBNP, their post-operative mea-
surement improves risk stratification for the composite
outcome of death or non-fatal MI at 30 days and ≥180 days
after non-cardiac surgery [20]. Based on this evidence [6,
18, 20, 100], Guidelines recommend that NPs are routinely
measured before non-cardiac surgery when a cardiac
dysfunction is known or suspected [8].

The circulating levels of hs-cTnI and hs-cTnT are often
elevated in patients with chronic HF, particularly those aged
>65 years or with comorbidities [43–47, 50], suggesting the
presence of heart failure associated with myocardial damage
(usually not acute). Furthermore, the start of a specific ther-
apy should be considered at least one week before surgery in
stablepatientswith systolicheart failure (class IIa, level C) [8].

Importantly, some drugs such as ACEi or ARB tend to
reduce circulating levels of both cardiac-specific biomarkers
[43, 44, 50, 60, 96]. In particular, sacubitril/valsartan has
complex effects on the metabolism of NPs [101, 102]. There-
fore, clinicians should consider both the clinical conditions
and the analytical characteristics of methods for BNP/
NT-proBNP measurement to correctly interpret changes in
biomarker levels, especially in patients undergoing major
non-cardiac surgery and receiving sacubitril/valsartan,
during the first month of treatment with this drug [101, 102].

Cardiac arrhythmias

Cardiac arrhythmias are common causes of morbidity and
mortality during the peri-operative period [8]. A systematic
revision including 14 studies found that increased levels of
BNP or NT-proBNP can identify patients at risk for post-
operative atrial fibrillation (AF) after surgery, particularly
after lung or esophageal resection [103]. AF is the most
common cardiac arrhythmia. Its prevalence increases with
age, with a prevalence <0.2% in adults <55 years and
around 10% in those aged ≥85 years, and is higher in men
[104]. Arrhythmias such as AF and ventricular tachycardia
often denote an underlying structural cardiac disease [105].
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AF is an important risk factor for ischemic stroke [104]. 2022
US Preventive Services Task Force (USPSTF) Guidelines
state that the current evidence does not allow to assess the
cost-effectiveness of a screening for AF in asymptomatic
adults by intermittent or continuous screening strategies,
with ECG or photoplethysmography [104]. Nonetheless, the
finding of these arrhythmias before surgery should lead to
a cardiac evaluation including echocardiography [8].

Patients with AF usually have elevated values of BNP/
NT-proBNP (usually, during acute episodes, over 5-fold
higher than reference limits) [44].Due to their higher turnover
in vivo, concentrations of NPs tend to decrease rapidly after
an acute arrhythmic episode (BNP more rapidly than
NT-proBNP), and reach values within the reference limits if
no cardiac dysfunction is present [44, 98]. Increased values of
hs-cTn are found in 10–15%of patientswithAF and suggest a
structural cardiac disease, pointing to a high cardiac risk.

Take-home messages

– The systematic assessment of results from recent studies
confirms that myocardial damage, evaluated through
evaluated through hs-cTnI and hs-cTnT methods, can
be frequently observed in patients undergoing major
non-cardiac surgery, particularly in elderly patients or
those with cardiac or non-cardiac morbility

– These studies confirm that hs-cTnI and hs-cTnT above
the 99th percentile URL are associated with an
increased risk of death or MACE

– 2014 ESC/ESA Guidelines recommend that BNP/
NT-proBNP measurement be considered for the prog-
nostic evaluation of peri-operative and late cardiac
events in high-risk patients (class IIb, level B). Further-
more, cTn should be evaluated in patients at high risk,
both before and 48–72 h after major surgery (class IIb,
level B). However, the routine measurement before
surgery is not recommended for risk stratification and to
prevent cardiac events (class III, level C)

– 2014 ESC/ESA Guidelines recommend that pre-
operative administration of beta-blockers be consid-
ered in patients before a high-risk surgery if they have
at least two classical risk factors or a score 3 based on
the ASA classification (class IIb, level B). Furthermore,
pre-operative treatment with beta-blockers might be
considered also in patients with history of ischemic
cardiac disease (class IIb, level B)

– 2014 ESC/ESA Guidelines recommend that specific
therapy for heart failure is continued during the sur-
gery in stable patients with systolic heart failure (class
IIa, level C)

– A continuous therapy with the most used cardiac
protective drugs (such as beta-blockers, ACEi or ARB)
tends to reduce circulating levels of cardiac bio-
markers in patients with heart disease

– Patients with AF usually present high levels of BNP/
NT-proBNP, which usually fall within the reference
limits after the acute arrhythmic episode and with the
restoration of sinus rhythm, unless cardiac disease is
present. Increased hs-cTn values are found in about
10–15% of patients with AF and suggest a structural
heart disease, then the presence of a myocardial
damage, pointing to a high cardiac risk. Even in pa-
tients undergoing major non-cardiac surgery, the
diagnosis ofMI during or after the interventionmust be
done through the evaluation of changes in hs-cTnI and
hs-cTnT, according to recent Guidelines.

Analytical and clinical issues related to the
measurement of cTnI and cTnT in patients
undergoing major non-cardiac surgery.

Diagnosis of MINS

Even in patients undergoing major non-cardiac surgery, the
diagnosis of MI during or after surgery should be performed
through the measurement of changes in cTnI or cTnT values
[49, 67–70, 93, 106]. In particular, the very recent Scientific
Statement from the American Heart Association [93] points
out that serial cTnI and cTnT concentrations are necessary to
distinguish acute from chronic myocardial injury, and that
pre-operative biomarkers concentrations are useful for a
better clinical interpretation of post-operative measure-
ments. In particular, for patients at high clinical risk for
cardiovascular events (such as adults ≥65 years of age or
adults ≥45 years of age with established coronary or periph-
eral atherosclerotic cardiovascular disease), these guidelines
recommend to perform a pre-operative baseline biomarker
measurement and then a repeat measurement within
48–72 h after surgery if the results of testing would modify
clinical management [93]. When a post-operative cTnI and
cTnT concentration is elevated above the 99th percentile
URL value, but a recent prior biomarker measurement
(pre- or post-operative) is not available, this scientific state-
ment [93] recommends that a further measurement should
be obtained to determine whether a rising or falling pattern
of biomarker is present, in accordance with the Fourth
Universal Definition of Myocardial Infarction [49].

The Scientific Statement from the American Heart As-
sociation [93] does not recommend specific cut-off values
for the diagnosis of MINS using cTnI and cTnT assay. In
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accordance with the Fourth Universal Definition of
Myocardial Infarction [49], this Scientific Statement sug-
gest that among patients with a pre-operative or initial
post-operative cTn value exceeding the 99th percentile
URL value, amyocardial injury should be considered acute
when there is a >20% rise or fall in a subsequent cTn con-
centration, even if this threshold, based on expert
consensus, has not been validated in the clinical setting of
non-cardiac surgery [93].

More specifically, the Scientific Statement from the
American Heart Association [93] correctly observes that
data concerning MINS detected using hs-cTnI assays are
lacking. However, this statement suggests that the use of
an increase in biomarker values above the 99th percentile
URL >20% may be reasonable also for hs-cTnI assays.
Considering the hs-cTnT assay, this document states that
an absolute increase in hs-cTnT of ≥14 ng/L above pre-
operative values, or an increase in hs-cTnT ≥5 ng/L above
the prior concentration and with a peak high-sensitivity
cTnT >20 ng/L should be also considered acute [93].

It is well known that the 99th percentile URL values of
hs-cTnI and hs-cTnT methods are strictly method depen-
dent [58, 59, 67–69, 74–76, 79–83]. However, several recent
studies have demonstrated that the most popular hs-cTnI
and hs-cTnT methods have a comparable analytical per-
formance showing similar imprecision profiles for the
biomarker values around the 99th percentile URL value
[58, 59, 79–83]. Furthermore, recent studies have also
demonstrated that circulating levels of cTnI and cTnT in
healthy subjects have also similarwithin-subject biological
variation, especially when measured with high-sensitivity
methods [77, 107–113]. According to Fraser CG [65], it is
possible to calculate the Reference Change Value (RCV) as
the absolute difference (expressed as ng/L) or alternatively
as percentage between biomarkermeasurements of two (or
more) samples collected from the same subject or patient at
different times, when measured with the same hs-cTnI or
hs-cTnTmethod. Clerico A et al. have recently reported that
the RCV related to biomarker values measured with the
most popular three hs-cTnI methods and the hs-cTnT
method for the difference between two samples is clearly
different among different methods, when the difference is
expressed as the absolute concentration value (as ng/L),
but it is very similar among all cTn methods when
expressed as percentage [77]. In particular, the mean RCV
percentage value, calculated in the range of biomarker
from about 5 ng/L to about 40 ng/L, was RCV 32.0% (CI
2.4%) with these hs-cTnI and hs-cTnT methods [77].

Notably, the RCV statistical approach [65] has the
advantage of taking into account several validated data
related to both within-subject biological variation and

analytical imprecision of some hs-TnI and hs-cTnT
methods [58, 59, 77, 79–83, 107–113]. Furthermore, in the
study by Clerico A et al. [77] for the calculation of RCV the
analytical imprecision in someplasma sampleswith values
of biomarker concentration below of the 99th percentile
values were also taken into account. These samples were
measured with an analytical imprecision >10% CV (i.e., the
analytical imprecision recommended by international
guidelines for the measurement of the 99th percentile URL
value of hs-cTnI and hs-cTnT methods) [49, 67]. Therefore,
it is conceivable that in patients with MINS, with at least
one biomarker value >99th percentile URL of the hs-cTnI
and hs-cTnt method, the calculated RCV concentrations
may be lower than 32% and so more closed to the value
of 20% suggested by the Scientific Statement from
the American Heart Association [93]. In particular, the
mean analytical imprecision of some hs-cTnI and hs-cTnT
methods for biomarker values above the 99th percentile
URL are about 5%CVwith RCV ranging from 26.0 to 28.4 for
measured biomarker concentrations of about 40 ng/L [77].
Accordingly, the estimated RCV percentage value for the
most popular hs-cTn methods becomes comparable with
the cut-off of 20% value suggested by the Scientific State-
ment from the American Association [93] for variations in
biomarker levels ≥99th percentile URL value.

With the aim to promote an accurate and mostly an
early diagnosis of MINS, the Authors strongly support the
recommendation, also suggested by Scientific Statement
from the American Heart Association [93], to always
perform a pre-operative baseline biomarker measurement
using the same method (preferably using hs-cTnI or hs-
cTnT assay), that will be used for further measurements
during and/or after surgery (within 48–72 h), especially in
patients at high clinical risk for cardiovascular events
(such as adults ≥65 years or age or adults ≥45 years of age
with established coronary or peripheral atherosclerotic
cardiovascular disease). In fact, the variation of biomarker
valuesmeasured before andduring (or post) surgery can be
used for an early detection of MINS.

Cardiovascular risk estimation

Several studies reported that peri-operative cardiovascular
risk estimation bymeans of cTnI and cTnT assay can identify
patients who require more intensive monitoring and man-
agement in the post-operative period [5, 6, 8, 31, 93]. How-
ever, the accurate estimation of cardiovascular risk in
patients undergoing non-cardiac surgery is greatly limited by
different demographic characteristics and clinical conditions
of patients, by type of non-cardiac surgery, and also by
different cut-off values related to contemporary or high-
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sensitivity cTnI and cTnTmethods used in clinical studies. In
particular, Devereaux PJ et al. [6] reported that using the
fourth-generationcTnTmethoda threshold ≥30ng/Lwasalso
associated with an adverse prognosis in a very large pro-
spective study including 15,133 patients aged 45 years and
older and required at least an overnight hospital admission
after having non-cardiac surgery. The results of Vision study
[31] indicated that among patients undergoing non-cardiac
surgery, using serial measurement of biomarker, a post-
operative peak of hs-TnT ≥5 ng/L during the first 3 days after
surgery was significantly associated with 30-day mortality
(adjusted HR=4.69; 95% CI 3.65–6.25).

The Scientific Statement from the American Heart As-
sociation [93] reports that a pre-operative cardiovascular
risk assessment can identify patients with an increased risk
to developMINS. In particular, this document recommends
specific prognostic cut-off values for MINS only for cTnT
assay [93]. In particular, some cut-off values were recom-
mended: for the cTnT four generation method a cut-off
value ≥30 ng/L; for the hs-cTnTmethod a cut-off value ≥20–
<65 ng/L with an absolute change of ≥5 ng/L, or any
elevation ≥65 ng/L, or any absolute change ≥14 ng/L [93].

Due to the lack of data for high-sensitivity cTnI assays,
the Scientific Statement from the American Association
[93] suggests that the use of an absolute increase of >99th
percentile URL value for the hs-cTnI assay may be
reasonable for risk estimation in patients undergoing ma-
jor noncardiac surgery.

Future perspectives

Further clinical studies are needed to define if a strategy
based on themeasure of cardiac-specific biomarkers before
surgery significantly improves both patient outcomes and
cost/benefit ratio. Another important question is if the
combined measure of both cardiac-specific biomarkers
adds significant information to the measurement of a sin-
gle biomarker (BNP/NT-proBNP or hs-cTn). Importantly,
hs-cTn can be considered an ideal cardiac biomarker
because of its specificity, relatively low-cost and the pos-
sibility to obtain results though an automated platform
within 20–30min [45, 48, 50, 58–60] (Table 1). Some point-
of-care (POCT) methods recently introduced on the market
can measure hs-cTnI using just a blood drop with similar
analytical performance than assays for hs-cTnI using
completely automated platforms [114, 115]. Therefore, these
new POCT hs-cTnI methods can allow a more rapid diag-
nosis ofmyocardial damage at the bedside of the patient, in
the outpatient clinic, in intensive care units or in the sur-
gery room [114, 115].

Conclusions

Several recent studies have demonstrated the clinical
relevance of the measure of cardiac-specific biomarkers to
evaluate the cardiovascular risk before major non-cardiac
surgery, particularly for the identification of MINS through
hs-cTn assays. The Authors believe that BNP/NT-proBNP
and hs-cTn should be measured in all patients during the
clinical evaluation before surgery, particularly during in-
termediate- or high-risk surgery, in patients aged >65 years
and/or with comorbidities. Several questions remain to be
assessed in dedicated clinical studies, such as how to
optimize the management of patients with raised cardiac
specific biomarkers before surgery, and whether a strategy
based on biomarker measurement improves patient out-
comes and is cost-effective.

Final recommendations

– The prognostic information from the measurement of
cardiac-specific biomarkers is independent and com-
plementary to other important indicators of cardiac
risk, such as ECG and imaging findings, in patients
undergoing non-cardiac surgery.

– Elevated values of both cardiac-specific biomarkers
(BNP/NT-proBNP and hs-cTn) before surgery are
associated with a markedly higher risk of MINS in the
peri-operative period.

– Elevated values of cardiac-specific biomarkers before
surgery should suggest the need for a pathophysiolog-
ical and clinical evaluation of the condition responsible
for cardiac dysfunction and myocardial damage.

– Changes in hs-cTn values during the peri-operative
period should be evaluated according to the recom-
mendations made by the Scientific Statement from the
American Heart Association for the diagnosis of MINS
and cardiovascular risk evaluation [93].

– The Authors suggest that hs-cTn should be measured
beforemajor non-cardiac surgery, especially in patients
at high clinical risk for cardiovascular events (such as
adults ≥65 years of age or adults ≥45 years of age with
established coronary or peripheral atherosclerotic car-
diovascular diseaase), because the pre-operative mea-
surement of biomarker should allow a more accurate
and earlier diagnosis of MINS during or after surgery.

– Among patients with a pre-operative or initial post-
operative hs-cTn value exceeding the 99th percentile
URL value, myocardial injury should considered acute
when there is a >20% rise or fall in a subsequent hs-cTn
concentration, suggesting the diagnosis of MINS [93].
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