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Usefulness of Cardiac Troponin I as a Prognostic Marker i Nonr
cardiac Critically Il Patients

Hwi Jong Kim, MD., Hyoun Seok Ham, MD., Yu Ji Cho, M.D., Ho Cheol Kim, M.D., Jong Deok Lee MD.,,
Young Sil Hwang MD.

Department of Internal Medicine, College of Medicine, Gyeongsang National University, Jinju

Background : Cardiac troponin I (¢Tnl) is a specific marker of myocardial injury. It is known that a higher level
of ¢Thl is associated with a poor clinical outcome in patients with acute coronary syndrome. An elevation in ¢Tnl
is also observed in various noncardiac critical illnesses. This study evaluated whether ¢Tnl is useful for predicting
the prognosis in noncardiac critically ill patients.

Methods : From June 2003 to July 2004 at Gyeongsang National University Hospital, we enrolled 215 patients
(male:142, female:73, mean age:63+15 years ) who were admitted for critical illness other than acute coronary
syndrome at the medical intensive care unit(ICU). The severity score of critical illness (SAPS 1I and SOFA) was
determined and serum c¢Tnl level was measured within 24 hours after admission to the ICU. The mortality rate
was compared between the ¢Tnl-positive (=0.1ug/l) and cTnl-negative (cTnlI<0.1ug/l,) patients at the 10™ and 30™
day after admission to the ICU. The mean ¢Thl value was compared between the survivors and non-survivors at
the 10™ and 30™ day after admission to the ICU in the ¢Tnl-positive patients. The correlation between ¢Tnl and
the severity of the critical illness score (SAPS II and SOFA) was also analyzed in ¢Tnl-positive patients.
Results : 1) The number of ¢Inl-negative and positive patients were 95(44%) and 120(56%), respectively. 2) The
mortality rate at the 10" and 30™ day after admission to the ICU was significantly higher in the ¢Tnl-positive
patients (29%, 41%) than in the ¢Tnlnegative patients (12%, 21%)(p<0.01). 3) In the ¢Tnl-positive patients, the mean
value of the ¢Tnl at the 10™ and 30™ day after admission to the ICU was significantly higher in the non-survivors
4.5 +92 ng/l, 35 + 7.9 ug/l) than in the survivors( 1.8 + 3.6 ug/l,, 2.0 = 3.9 ug/L) (p < 0.05). 4) In the ¢Tnl-positive
patients, the ¢Inl level was significantly correlated with the SAPS II score (r=0.24, p<0.001) and SOFA score
(r=0.30, p<0.001).

Conclusion : The ¢Tnl may be a useful prognostic marker in noncardiac critically ill patients.

(Tuberc Respir Dis 2006 59: 53-61)
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Table 1. Clinical characteristics

Tuberculosis and Respiratory Diseases Vol. 59. No. 1, Jul. 2006

Variables cTnl negative patients(n=95) cTnl positive patients(n=120)
Agelyrs) 64 £ 1 61 =2
Male/Female (n) 80/42 64/32
Serum albumin (g/dl) 28 £ 06 30 + 07
Serum bilirubin (mg/dl) 17 £ 32 19 + 31
C-reactive protein (mg/L) 11 + 69 102 + 75
SAPS 1T (points) 3B+ 12 42 + 19
SOFA (points) 6.03 + 3.37 797 £ 498+
Underlying disorder (n)
Hypertension 4 1
DM 17 19
CRF 4 9
Malignancy 13 10
Liver cirrhosis 4 12
Heart failure 1 2
Others 25 30
= 0<<0,05 compared with cTnl negative patients
Data are presented as the mean value + SD or number of patients.
Definition  of  abbreviations SAPS 1T = Sinplfied acute physiology score II; SOFA= Sequential organ fallure  assessment;
DM=Diabetes  mellitus; ~ CRF=Chronic  renal  failure.  Others include  chronic  obstructive  pulmonary  disease and  cerebral

vascular accident

Table 2. Diagnosis upon admission to the IC

Diagnosis on admission No. of ¢Tnl negat

ive patients (%) No. of ¢Tnl positive patients (%)

Pneumonia 50 (23) 42 (19)

COPD exacerbation 10 ( 4) 13 ( 6)

ARDS 0(0 2 (09

Asthma attack 3( 1 0(0

Drug intoxication 9( 4 24 (11)

Acute pancreatitis 1 (04) 3(1

Acute renal failure 0(0 3(1

Rhabdomyolysis 1 (04) 6(2

Diabetic ketoacidosis 0(0 3(1

Empyema 4( 1) 1004

Septic shock of unknown origin 3(1) 5(2

Others 14 ( 6) 18 ( 8
Definition of abbreviations : COPD = Chronic obstructive pulmonary disease; ARDS = Acute respiratory distress syndrome.
S(80/4278, 64/32%8)+= el gk zkol7} it 1t o} 309A AbgE o] ¢Tnl S/l vl3l fFrelstA =
SAPS M(35 + 12, 42 + 19) SOFA <(6.30 + 3.37, FUTHP<0.01) (Figure 1). T3 ¢Tnl FAd9] +4 A
797 + 498)% ¢Tnl Y] ¢Tnl 2wl B8l Z£E9| cTnl SAATHT Fo5HA EStH(p<0.001)
O)&HA H=UtHTable 1)(p<0.05). Y BA] e & (Figure 2).
A, v A ARG FA o, g 5
o] =AE EUTtHTable 2). 3. cTnl 2I0fA ME 04F0]| WE cTnl K| H|ul
2. cTnl S48zt FYTUAML| AFUE H|w cTnl FAolA A0 LA Adte] ¢Tnl 3|

(45+9.2ug/1)7F &2l ¢Tnl $2(1.8+3.6pg/L) K.

A 108 LA cTnl Fd72] AFGEL 29%, 5437 o frofshAl E=%aL(p<0.05), A30ELA Aol
2 12%0]a1, Al 30WLEA (TnlYAdwe] AldE2 cTnl TX(35+79ug/L) % AE2] ¢Tnl %20+
419%, SAE 21% = Tl ¥l HY 104 39ug/L) B et =% tHp<0.05) (Figure 3).
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