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Dear Colleagues:

Heart Failure remains a common presentation in the 
emergency department (ED).  For the emergency physician 
clarifying the course of the universal complaint, shortness 
of breath, requires excellent clinical acumen combined with 
a clear understanding of the laboratory tests available to 
distinguish Heart Failure from other causes of dyspnea.

The natriuretic peptides (NP), including the precursor 
N-terminal proBNP (NT-pro-BNP) of biologically active B-type 
natriuretic peptide (BNP) represent the current standard for 
identifying Heart Failure.  In addition, the troponins serve to 
help identify Heart Failure patients at high risk for adverse 
outcomes.  For nearly the last decade, emergency physicians 
have used these biomarkers to diagnose and risk stratify 
these patients.  In this EMCREG-International newsletter, 
Heart Failure expert Dr. Frank Peacock of the Cleveland 
Clinic authors an excellent discussion of the scientific basis 
for the use of these markers, with able support by Dr. Sean 
Collins of the University of Cincinnati who provided peer 
review for the article.

In addition, Dr. Peacock provides a glimpse into the future 
of Heart Failure biomarkers including A-type natriuretic 
peptide (ANP), mid-regional pro-adrenomedullin (MR-
proADM), and C-terminal fragment of arginine vasopressin 
(CT-AVP) which is also known as “copeptin”.  We hope you 
enjoy this important discussion of Heart Failure biomarkers 
of the present and future and our EMCREG-International 
newsletters continue to help serve your clinical practice.

Sincerely,

Peer Reviewer:  Sean P. Collins, MD, Associate Professor, Department of Emergency 
Medicine, University of Cincinnati College of Medicine, Cincinnati, OH.

W. Brian Gibler, MD
President,
EMCREG-International

W. Frank Peacock, MD, FACEP 
Professor, Emergency Medicine 
Vice Chair, Emergency Services Institute  
Cleveland Clinic, Cleveland, OH

Educational Objectives:
1.	 Identify the clinical limitations of natriuretic peptide testing in 

patients presenting to the emergency department with acute 
shortness of breath

2.	 Describe the outcomes associated with an elevated troponin 
concentration in patients hospitalized with heart failure

3.	 List the most important early predictors of mortality in 
patients presenting to the emergency department with 
shortness of breath

4.	 Identify which PCT levels have been associated with a low or 
high probability of bacterial infection 

Introduction
When considering a heart failure diagnosis in the emergency 
setting, shortness of breath (SOB) is the nearly universal complaint, 
reported in over 90% of hospitalized heart failure (HF) patients. In 
some cases, a careful history may provide evidence for the presence 
of heart failure. On the other hand, if the patient is excessively ill, 
speaks another language, or is simply a poor historian, obtaining an 
accurate history can be challenging.  Objective testing is therefore 
helpful to confirm or refute a suspected HF diagnosis. 

The most commonly used diagnostic markers available today for 
suspected acute HF are the natriuretic peptides (NP). Synthesized 
as the precursor pro-BNP, this protein is then cleaved by the 
enzyme corin to the inactive metabolite N-terminal proBNP (NT-
proBNP), and the biologically active B-type natriuretic peptide 
(BNP). The hormone BNP is predominately produced by the 
ventricular myocardium, and is released in response to pressure 
or volume stress. Active BNP causes vasodilation, natriuresis, and 
antagonizes the renin angiotensin system.  Knowledge of its blood 
level can assist in differentiating chronic obstructive pulmonary 
disease and heart failure, two of the most common causes of SOB 
in emergency department (ED) patients.1
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Figure 2: Receiver operator characteristic curve demonstrating 

the value of NT-proBNP as a diagnostic test for heart failure in 

patients presenting to the emergency department  with acute 

dsypnea.  The high AUC suggests this is a valuable test for 

diagnosing acute HF. Adapted and reprinted with permission from 

Januzzi JL, Camargo CA, Anwaruddin S, et al.  The N-Terminal Pro-

BNP Investigation of Dyspnea in the Emergency Department (PRIDE) 

Study. Am J Cardiol 2005; 95:948–954.

“
	 ”

Both NT-proBNP and BNP can be measured rapidly enough 
to provide clinically useful information in the ED setting. 
If either is significantly elevated (>900 pg/mL if under 75 
yrs, or >1800 pg/mL if older than 75 yrs for NT-proBNP, or 
>400 pg/mL for BNP), the positive predictive value for a HF 
diagnosis is approximately 90%. Conversely, very low levels 
(<300 pg/mL NT-proBNP, or <100 pg/mL BNP) have high 
negative predictive values for a HF diagnosis (approximating 
90%) and strongly suggest an alternative diagnosis is 
responsible for the patient’s presentation. Levels between 
the paired cutpoints result in a gray zone for both assays 
(300 to 900 pg/mL for NT-proBNP, and 100 to 400 pg/mL 
for BNP) where diagnostic uncertainty exists and additional 
testing may be needed.2 

One method of presenting the clinical value of a diagnostic 
testing modality is the use of receiver operator characteristic 
curves, where 1-specificity is plotted against sensitivity. 
Figure 1 demonstrates the curves of three different 
performing hypothetical assays. The plotting of the curves 

… very low levels (<300 pg/

mL NT-proBNP, or <100 pg/

mL BNP) have high negative 

predictive values for a HF 

diagnosis (approximating 90%) 

and strongly suggest an alternative 

diagnosis is responsible for the 

patient’s presentation.

Figure 1: Receiver Operator Characteristic Curve describing 

diagnostic accuracy with the C-statistic.  The C-statistic is the 

numerical value of the area underneath the curve derived from 

plotting 1 minus the specificity vs the sensitivity of a test (for 

diagnosis or predicting events). The greater the C-statistic, the 

better is the combination of sensitivity and specificity of a test.
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Figure 3: Receiver operator characteristic curve demonstrating 

the value of BNP as a diagnostic test for heart failure in patients 

presenting to the emergency department with acute dyspnea, 

compared to physician judgement alone. Combining BNP and 

clinical judgement provide the greatest diagnostic accuracy 

as demonstrated by greater AUC. Adapted and reprinted with 

permission from McCullough PA, Nowak RM, McCord J, et al. for the 

BNP Multinational Study Investigators. B-Type Natriuretic Peptide 

and Clinical Judgment in Emergency Diagnosis of Heart Failure: 

Analysis From Breathing Not Properly (BNP) Multinational Study. 

Circulation 2002;106:416-422.

allows the visual comparison of the performance of the 
different assays. The overall clinical value of a diagnostic 
strategy can then be described by the Area Under the 
Curve (AUC).  Those tests with the greatest sensitivity and 
specificity will have the largest AUC. The numerical AUC 
value is then referred to as the C-statistic, or diagnostic 
accuracy. A perfect test will have a C-statistic of 1.0 where 
a completely useless test will have a C-statistic of 0.5. 
These curves have been plotted for the NPs in Figure 2 
and 3. In Figure 3, diagnostic accuracy of BNP is compared 
with the physician’s clinical impression and suggests that 
this biomarker significantly improves overall diagnostic 
accuracy at the initial ED presentation.3,4

Several considerations are necessary when interpreting 
BNP and NT-proBNP test results. As NP levels reflect 
non-specific myocardial stress, non-HF causes of cardiac 
stress are also associated with increased levels including 
pulmonary embolism, primary pulmonary hypertension, 
and acute myocardial infarction.  Natriuretic peptide levels 
are also increased in the setting of renal insufficiency, 
where a rise can be seen in direct proportion to the 
severity of renal dysfunction.5  The elevation of NP from 
renal insufficiency has lead some authors to suggest the 
BNP cut point for a HF diagnosis should be increased to 
200 pg/mL.

Conversely, lower than clinically predicted NP levels can 
occur. This is due to obesity, where there is an inverse 
relationship between NP levels and body mass index.6  
In such patients, BNP should be used with caution and 
the understanding that the patient may have HF, even if 
the BNP does not meet threshold levels. For this patient 
presentation, a suggested correction may be employed if 
the body mass index exceeds 35.  The measured BNP level 
can be doubled, which improves the sensitivity for a HF 
diagnosis. Most importantly, the clinical scenario must be 
considered to accurately interpret NP test results.

Overall, the clinical impact of ED NP testing is to improve 
physician’s diagnostic accuracy. In the “all comers” blinded 
prospective 1586 patient Breathing Not Properly study, 
the diagnostic accuracy of clinical judgment by emergency 
physicians was only 74%, and may have been improved 
to 81.5% if BNP levels had been available and considered 
with clinical judgment (Figure 2).7 A second analysis, where 
physicians estimated the probability of a HF diagnosis, 
if BNP had been available it could have significantly 
decreased diagnostic uncertainty.7

The NP also have independent prognostic value in HF. In a 
50,000 patient analysis of hospitalized HF patients in the 
Acute Decompensated Heart Failure Registry (ADHERE), 
an elevated BNP was associated with a marked increase 
in acute mortality.8  Patients with a BNP in the highest 
quartile at presentation (>1730 pg/mL) had a 6% in-hospital 
mortality, compared to those in the lowest quartile (BNP < 
430 pg/mL) whose mortality was only 2.2%.

In an abstract, one large study evaluated the relationship 
between ED BNP, intravenous loop diuretics, and HF 
outcomes.9 In nearly 15,000 HF patients stratified by BNP 
quartile, delays in diuretic therapy suggested an increased 
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Figure 4: Kaplan Meier plot demonstrating the time 

dependent mortality prediction of the initial troponin level in 

patients hospitalized with acute heart failure. Troponin positive 

patients were more likely to suffer in-hospital mortality. Adapted 

and reprinted with permission from Peacock WF, DeMarco T, 

Fonarow GC, et al, for the ADHERE Investigators. Cardiac troponin 

and outcome in acute heart failure. N Eng J Med 2008; 358(20): 

2117-2126.

“	 ”

mortality in the highest BNP cohorts (>865 pg/mL) but 
there were no time dependent effects with delayed 
treatment in the lowest BNP groups.  In the highest BNP 
quartile (>1738 pg/mL), a diuretic delay >5 hours was 
associated with an acute mortality increase from 5.1% 
to 7.3%, suggesting that BNP identifies patients who may 
benefit from early therapy. Further study is necessary to 
confirm this relationship. 

Other markers can be used for risk stratification in HF. 
Similar to acute coronary syndrome, a troponin level 
provides risk stratification information in acute HF.  In one 
70,000 patient analysis, the rate of coronary artery bypass 
grafting, balloon pump usage and mechanical ventilation 
was 300% higher in the 4500 patients with elevated 
troponin.10  Patients with a positive troponin were 
hospitalized one day longer and spent one half day longer 
in the intensive care unit. Finally, the elevated troponin 
cohort suffered the greatest in-hospital mortality rate 
(Figure 4) and there was a direct relationship between the 
magnitude of the troponin elevation and acute mortality 
(6.3% in the highest vs 1.7% in the lowest quartile).10

In addition to independent prognostic value, troponin 
and BNP can be used in combination. Another ADHERE 
analysis suggests patients with both a top quartile BNP 
(>840 pg/mL) and a positive troponin suffered a hospital 
mortality rate of 10.2%.11 This compared to only 2% if the 
troponin was undetectable and the BNP was in the lowest 
quartile (<840 pg/mL). In the groups where only one of 
the markers was elevated, mortality approximated 4.5%. 
This suggests that both troponin and BNP are excellent 
predictors of acute mortality risk in patients presenting to 
the ED with acute HF.

Markers of the Future  

Although most HF studies evaluate 30 and 90 day outcomes, 
this is less helpful to the emergency physician in the acute 
setting. Emergency physician decisions regarding the need 
for immediate hospitalization can’t be based on mortality 
risk predicted to occur three months into the future. Of 
more value to disposition decision-making is determining 
short term risk, such that immediate intervention could 
alter the near term potential for adverse outcomes.  While 
both BNP and NT-proBNP are good predictors of mortality, 
and both are recommended as diagnostic and prognostic 
adjuncts per the guidelines of most every major medical 
society involved in HF care, they are poor short term 
outcome predictors.

Several other proteins may have prognostic value for 
early risk stratification, but because of their transient and 
unstable nature, have not been previously measurable 
in a clinically practical fashion. These include A-type 
natriuretic peptide (ANP), adrenomedullin (ADM), and 
arginine vasopressin (AVP).  A new immunoassay strategy 
to determine the relative levels of these biomarkers 

This suggests that both troponin and 

BNP are excellent predictors of acute 

mortality risk in patients presenting to 

the ED with acute HF.
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Figure 5: Time-dependent C-statistic (area under the receiver 

operator characteristic curve at various times after an ED visit 

for acute dyspnea) plot comparing MR-proADM, copeptin, BNP, 

troponin, and the combination of MR-proADM and CT proAVP for 

predicting death at various time points.  MR-proADM, Copeptin, 

and their combination predict short term death, although after 90 

days all have similar mortality prediction as troponin. Natriuretic 

peptides are poor short term mortality predictors. Adapted and 

reprinted with permission from Peacock WF, Nowak R, Neath S, et 

al. ED Prediction of Short Term Mortality in Acute Heart Failure: 

Results of the International BACH Trial. Academic Emergency 

Medicine 2009;16(4):S11. 21  

has recently been developed which targets the inactive 
stable protein fragments released during active hormone 
synthesis.12-17 By this method, assays for mid-regionional 
proANP (MR-proANP), mid-regional pro-adrenomedullin 
(MR-proADM), and the C-terminal fragment of CT-AVP 
(also termed “copeptin”) are now available.

A-type natriuretic peptide is a peptide with physiologic 
characteristics similar to BNP and NT-proBNP.  However, 
unlike BNP and NT-proBNP, which are predominately 
synthesized in the cardiac ventricles, most ANP is 
synthesized in the cardiac atria. While the impact of 
this unique origin requires further study, it has been 
suggested that this biomarker may have value in 
conditions of primarily atrial dysfunction such as atrial 
fibrillation or flutter.

Mid-regional pro-adrenomedullin is synthesized in 
equimolar amounts to ADM. Measures of MR-proADM 
reflect serum levels of ADM. A hemodynamically active 
vasodilatory peptide, ADM has potent hypotensive effects.17  
Expressed in many different tissues, its plasma levels are 
elevated in chronic HF,18 and increase in proportion to 
heart failure severity.19,20 Acutely, ADM has inotropic, 
vasodilatory, diuretic, and natriuretic effects, and inhibits 
aldosterone production. Chronically, it demonstrates 
antihypertrophic, anti-apoptotic, antifibrotic, antioxidant, 
and angiogenesis effects. Most importantly for ED use, 
ADM levels may predict short term outcomes in acute HF 
as evident from the measurements of MR-proADM.  

Patients with severe HF commonly present with 
hyponatremia, an indicator of poor prognosis, mediated 
in part by AVP.22,23  A posterior pituitary peptide hormone 
with antidiuretic and vasoconstrictive properties, AVP is 
a major regulator of sodium and free water homeostasis. 
Although AVP secretion increases in proportion to HF 
severity,24 it has been difficult to accurately measure 
due molecular instability and rapid clearance.25 Copeptin 
(C-terminal pre-pro-vasopressin), is synthesized and 
secreted in equimolar amounts to AVP. Unlike AVP, copeptin 
is stable in vitro, making it an ideal surrogate for AVP.26  
Elevated copeptin levels are associated with outcomes in 
sepsis, pneumonia, chronic obstructive pulmonary disease, 
myocardial infarction, and HF. A predictor of mortality in 
HF,27-30 copeptin may be a stronger predictor of acute 
mortality than either BNP or NT-proBNP.31

Predictive ability is not static and can change over time. 
For example, cholesterol is a poor short term marker of 
cardiovascular death, but is excellent at predicting 10 year 
outcomes. This is reflected by changes in the C-statistic 
of a test for any given time point. The recently published 
Biomarkers in Acute Heart Failure (BACH) trial evaluated 
the possible clinical utility of these new markers.32 The 
BACH trial was a multicenter international study which 
prospectively enrolled 1641 patients who presented to an 
ED with a chief complaint of acute dyspnea.  The final gold 
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Figure 6: Adjusted acute mortality in patients presenting 

to the ED with heart failure and an elevated PCT, stratified by 

whether the patients received antibiotics (yes) or not (no).  

Patients with elevated PCT have lower mortality when receiving 

antibiotics.  Adapted and reprinted with permission from Hartmann 

O, Landsberg J, Mueller C, et al.  Procalcitonin Identifies Acute 

Heart Failure Biomarkers in Patients with Acute Heart Failure in 

Need of Antibiotic Therapy: Observational Results From the BACH 

(Biomarkers in Acute Heart Failure) Trial. Getting ahead in lung 

infection; Spoken Sessions, S123. Thorax 2009;64: A62-A64.

standard diagnoses for this investigation were determined 
by two cardiologists reviewing all data at 90 days post 
ED visit. Ultimately, 568 (34.6%) patients were diagnosed 
with acute HF. Overall, 21 (3.5%) had died within 14 days 
of their ED visit.  In an abstract presented at the 2009 
Annual Meeting of the Society of Academic Emergency 
Medicine evaluating the utility of these newly available 
markers, the 14 day death rate prediction was described 
by the C-statistic (Figures 1 and 5).21  

While NP’s have excellent long term mortality predictive 
value, they have very little ability to predict short-term 
mortality. The clinical ramifications are that they do not tell 
emergency physicians which patients require immediate 
aggressive interventions. The better predictors of short 
term mortality were troponin, MR-proADM, and copeptin 
with C-statistics of 0.714, 0.723 and 0.777, respectively (all 
p<0.05) for short-term death. 32  It is important to identify 
mortality prediction as a dynamic process which includes 
the patient’s condition and response to treatment at any 
given time point.  While MR-proADM and copeptin are 
outstanding short term mortality predictors, their ability to 
predict outcomes regresses to become similar to troponin 
in predicting 90-day outcomes. Finally, the best 14-day 
mortality prediction at ED presentation for acute HF was 
found to be the combination of MR-proADM and copeptin 
(C-statistic 0.779, p<0.00001). Although the BACH trial was 
not designed to determine the impact of intervention on 
outcomes in high risk cohorts, the knowledge that a patient 
has an excessively high 14-day mortality risk suggests a 
group of patients in whom aggressive investigation and 
possibly treatment should be considered.

Another analysis from the BACH trial, presented as an 
abstract at the British Thoracic Society, was performed 
to examine patients who present with SOB due to HF 
and concurrent pneumonia.33 Although the second most 
common diagnosis in patients presenting to the ED with 
acute dyspnea,34 community acquired pneumonia (CAP) 
can be particularly challenging to diagnose when there is 
concurrent acute HF. This is due to the insensitive nature 
of the chest x-ray and confounding clinical features. 
Unfortunately, the misdiagnoses of CAP may result in 
a delayed or incorrect treatment, and the potential for 
increased adverse outcomes, mortality, and costs is 
present.35 

“ ”
… the best 14-day mortality prediction 

at ED presentation for acute HF was 

found to be the combination of ADM 

and copeptin (C-statistic 0.779, 

p<0.00001). 
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Procalcitonin (PCT) may be used to determine the presence 
of clinically relevant bacterial infection requiring antibiotic 
therapy.35-38  Normally an intermediate product in the 
synthesis of calcitonin, during severe bacterial infections 
and sepsis, PCT blood levels rapidly rise. Procalcitonin 
levels can accurately differentiate sepsis and bacterial 
infection from viral and noninfectious inflammation.39 
Procalcitonin levels also can correlate with the severity 
of bacterial infection. In healthy patients, concentrations 
are < 0.05 ng/mL, while levels >0.5 ng/mL are abnormal 
and can be found in critically ill patients. Evidence from 
randomized controlled trials demonstrates that knowing 
the PCT level can optimize early clinical treatment. This is 
a result of either the early identification of those requiring 
antibiotics, or by matching the length of antibiotic therapy 
to the clinical situation, such as stopping antibiotics when 
PCT levels drop below 0.25 ng/mL.36  Thus, the use of PCT 
may help improve outcomes and health-care resource 
utilization.35-39

In the BACH trial, ED PCT levels were measured in 1402 
patients not already on antibiotics at presentation. Of 
these 12% (171 of 1402) had a PCT >0.25 ng/mL and 
identified a cohort who would potentially benefit from 
antibiotics. Conversely, the PCT was < 0.1 ng/mL in 68% 
(949 patients), thus potentially excluding bacterial infection 
and antibiotic need.32  In the BACH trial, as physicians were 
blinded to the PCT levels, only 63% with a PCT >0.25 ng/mL 
received antibiotics at any time during their hospitalization. 
Conversely, 42% (399 patients) with a PCT <0.1 ng/mL, 
suggesting no need for antibiotics, received potentially 
unnecessary antibiotics.33  Adjusted outcomes in the HF 
subset, with an admission PCT value >0.25 ng/mL, showed 

that 90 day all cause mortality was significantly lower in 
the cohort receiving antibiotics, compared to those who 
did not (Figure 6).  Interestingly, those HF patients with 
an admission PCT < 0.051 ng/mL who received potentially 
unnecessary antibiotics suffered an increased mortality 
compared to those HF patients with a low PCT who did not 
receive antibiotic therapy.33  Further study is necessary to 
examine this relationship more closely.

Because the BACH trial was not designed to determine 
how unnecessary antibiotic usage was associated with 
increased mortality, it is not clear why this occurred.  It 
may have been the result of the antibiotics themselves 
such as increased rates of pseudomembranous colitis, 
allergic complications, or because the cohort believed to 
suffer primarily from pneumonia received less aggressive 
HF treatment. This analysis of the BACH trial suggests a 
possible incremental clinical value of obtaining PCT levels 
in patients presenting with acute dyspnea. These results 
support and extend previous investigations regarding the 
clinical utility of PCT in the diagnosis and management 
of patients presenting to the ED with acute dyspnea.35-43 
If clinical studies in patients with acute HF demonstrate 
similar clinical utility as previous trials, PCT may be useful 
in determining which acute HF patients need antibiotics.

Conclusion
In summary, NP are useful biomarkers in patients presenting 
with dyspnea where the diagnosis is unclear after the 
initial evaluation. While they contribute to either a “rule 
in”, or “rule out” HF diagnosis, consideration of the clinical 
scenario, body habitus, and renal function are necessary 
to support a correct diagnosis.  Importantly, while assisting 
in diagnosis and providing excellent long-term prognostic 
value, the use of NP for predicting short-term mortality 
outcomes is limited. For prognosis, troponin is an excellent 
marker in the setting of acute HF with any elevation being 
associated with increased short term adverse events.  In 
addition to troponin, other new markers reported in the 
BACH trial demonstrate excellent short term prognostic 
value. The biomarkers NP, MR-proADM and copeptin, 
both individually and combined, more accurately identify 
a cohort of HF patients at high risk of short term mortality. 
Finally, PCT levels may assist in diagnosing HF patients 
presenting with concurrent pneumonia, as well as identify 
patients who may benefit from early antibiotic treatment.

“ ”
 If clinical studies in patients with acute 

HF demonstrate similar clinical utility 

as previous trials, PCT may be useful in 

determining which acute HF patients 

need antibiotics.



Heart Failure: 
Biomarkers of Diagnosis and Prognosis

Page 8

OCTOBER 2010 	 Emergency Medicine Cardiac Research and Education Group

References
1)	 Dao Q, Krishnaswamy P, Kazanegra R, Harrison A, Amirnovin R, 

Lenert L, Clopton P, Alberto J, Hlavin P, Maisel A.  Utility of B-type 
natriuretic peptide in the diagnosis of congestive heart failure in 
an urgent-care setting.  J Am Coll Cardiol 2001; 37(2):379-385

2)	 Silver MA, Maisel A, Yancy CW, McCullough PA, Burnett JC, Francis 
GS, Mehra MR, Peacock WF, Fonarow G, Gibler WB, Morrow DA, 
Hollander J, BNP Consensus Panel 2004: A clinical approach for 
the diagnostic, prognostic, screening, treatment monitoring, and 
therapeutic roles of natriuretic peptides in cardiovascular disease. 
Cong Heart Fail 2004; 10(5 Suppl 3):1–30.

3)	 Maisel AS, Krishnaswamy P, Nowak RM, McCord J, Hollander 
JE, Duc P, Omland T, Storrow AB, Abraham WT, Wu AH, Clopton 
P, Steg PG, Westheim A, Knudsen CW, Perez A, Kazanegra 
R, Hermann HC, McCullough PA, Breathing Not Properly 
Multinational Study Investigators. et al. Rapid measurement of 
B-type natriuretic peptide in the emergency diagnosis of heart 
failure. N Engl J Med 2002; 347(3):161-7.

4)	 Januzzi JL, Camargo CA, Anwaruddin S, Baggish AL, Chen 
AA, Krauser DG, Tung R, Cameron R, Nagurney JT, Chae CU, 
Lloyd-Jones DM, Brown DF, Foran-Melanson S, Sluss PM, Lee-
Lewandrowski E, Lewandrowski KB.  The N-Terminal Pro-BNP 
Investigation of Dyspnea in the Emergency Department (PRIDE) 
Study. Am J Cardiol 2005; 95:948–954.

5)	 McCullough PA, Duc P, Omland T, McCord J, Nowak RM, Hollander 
JE, Hermann HC, Steg PG, Westheim A, Kundsen CW, Storrow AB, 
Abraham WT, Lamba S, Wu AH, Perez A, Clopton P, Krishnaswamy 
P, Kazanegra R, Maisel AS. B-type natriuretic peptide and renal 
function in the diagnosis of heart failure: An analysis from The 
Breathing Not Properly Multinational Study. Am J Kid Dis 2003; 
41:571-19.

6)	 McCord J, Mundy BJ, Hudson MP, Maisel AS, Hollander JE, 
Abraham WT, Steg PG, Omland T, Knudsen CW, Sandberg KR, 
McCullough PA, Breathing Not Properly Multinational Study 
Investigators. Relationship between obesity and B-type natriuretic 
peptide levels. Arch Intern Med 2004; 164:2247-2252.

7)	 McCullough PA, Nowak RM, McCord J, Hollander JE, Hermann HC, 
Steg PG, Duc P, Westheim A, Omland T, Knudsen CW, Storrow AB, 
Abraham WT, Lamba S, Wu AH, Perez A, Clopton P, Krishnaswamy 
P, Kazanegra P, Maisel AS.  B-type natriuretic peptide and clinical 
judgment in emergency diagnosis of heart failure: Analysis from 
Breathing Not Properly (BNP) Multinational Study. Circulation 
2002; 106:416-22.

8)	 Fonarow GC, Peacock WF, Phillips CO, Givertz MM, Lopatin M, for the 
ADHERE Scientific Advisory Committee and Investigators. Admission 
B-type natriuretic peptide levels and in-hospital mortality in acute 
decompensated heart failure. J Am Coll Cardiol 2007; 49(19),  
1943-1950.

9)	 Maisel AS, Peacock WF, Jessie R, Fonarow G. Does time 
to IV diuretic matter in the emergency treatment of acute 
decompensated heart failure?  Ann Emerg Med 2007; 50(3):S8.

10)	 Peacock WF IV, DeMarco T, Fonarow GC, Diercks D, Wynne 
J, Apple FS, Wu AHB, for the ADHERE Investigators. Cardiac 
troponin and outcome in acute heart failure. N Eng J Med 2008; 
358(20):2117-2126.

11)	 Fonarow G, Peacock WF, Horwich TB, Phillips CO, Givertz M, 
Lopatin M, Wynne J. Usefulness of B-type natriuretic peptide 
and cardiac troponin levels to predict in-hospital mortality from 
ADHERE. Am J Cardiol 2008; 101(2):231-237.

12)	 Struck J, Tao C, Morgenthaler NG, Bergmann A. Identification of an 
adrenomedullin precursor fragment in plasma of sepsis patients. 
Peptides 2004; 25:1369-72.

13)	 Morgenthaler NG, Struck J, Alonso C, Bergmann A. Measurement 
of midregional proadrenomedullin in plasma with an 
immunoluminometric assay. Clin Chem 2005; 51:1823-9.

14)	 Morgenthaler NG, Struck J, Thomas B, Bergmann A. 
Immunoluminometric assay for the midregion of pro-atrial 
natriuretic peptide in human plasma. Clin Chem 2004; 50:234-6.

15)	 Morgenthaler NG, Struck J, Alonso C, Bergmann A. Measurement 
of midregional proadrenomedulin in plasma with an 
immunluminometric assay. Clin Chem 2005; 51:1823-9.

16)	 Caruhel P, Mazier C, Kunde J, Morgenthaler NG, Darbouret 
B. Homogeneous time-resolved fluoroimmunoassay for the 
measurement of midregional proadrenomedullin in plasma on the 
fully automated system BRAHMS KRYPTOR®. Clin Biochem 2009; 
42:725-8.

17)	 Jougasaki M. Burnett Jr JC. Adrenomedullin: potential in 
physiology and pathophysiology. Life Sci 2000;  
66:855-72.

18)	 Jougasaki M, Rodeheffer RJ, Redfield MM, Yamamoto K, Wei CM, 
McKinley LJ, Burnett JC. Cardiac secretion of adrenomedullin in 
human heart failure. J Clin Invest 1996; 97:2370-6.

19)	 Jougasaki M, Wei CM, McKinley LJ, Burnett JC. Elevation of 
circulating and ventricular adrenomedullin in human congestive 
heart failure. Circulation 1995; 92:286-9.

20)	 Nishikimi T, Saito Y, Kitamura K, Ishimitsu T, Eto T, Kangawa K, 
Matsuo H, Omae T, Matsuoka H. Increased plasma levels of 
adrenomedullin in patients with heart failure. J Am Coll Cardiol 
1995; 26:1424-31.

21)	 Peacock F, Nowak R, Neath S, Christenson R, Clopton P, DiSomma 
S, Anker S, Maisel A. ED prediction of short term mortality 
in acute heart failure: results of the international BACH Trial. 
Academic Emergency Medicine 2009;16(4):S11.

22)	 Klein L, O’Connor CM, Leimberger JD, Gattis-Stough W, Piña IL, 
Felker GM, Adams KF Jr, Califf RM, Gheorghiade M; OPTIME-CHF 
Investigators. Lower serum sodium is associated with increased 
short-term mortality in hospitalized patients with worsening 
heart failure: results from the Outcomes of a Prospective Trial of 
Intravenous Milrinone for Exacerbations of Chronic Heart Failure 
(OPTIME-CHF) study. Circulation 2005; 17;111(19):2454-60.



Emergency Medicine Cardiac Research and Education Group	 OCTOBER 2010   

Page 9

Heart Failure: 
Biomarkers of Diagnosis and Prognosis

23)	 Gheorghiade M, Rossi JS, Cotts W, et al. Characterization and 
prognostic value of persistent hyponatremia in patients with 
severe heart failure in the EXCAPE Trial. Arch Intern Med 
2007;167(18):1998-2005.

24)	 Pruszczynski W, Vahanian A, Ardaillou R, Acar J.; Role of 
antidiuretic hormone in impaired water excretion of patients with 
congestive heart failure. J Clin Endocrinol Metab 1984; 58(4): 
599-605.

25)	 Fabian M, Forsling ML, Jones JJ, Pryor JS; The clearance and 
antidiuretic potency of neurohypophysial hormones in man, and 
their plasma binding and stability. J Physiol 1969; 204(3):653-68.

26)	 Morgenthaler NG, Struck J, Alonso C, Bergmann A.: Assay for 
the measurement of copeptin, a stable peptide derived from the 
precursor of vasopressin. Clin Chem 2006; 52(1):112-9.

27)	 Struck J, Morgenthaler NG, Bergmann A.; Copeptin, a stable 
peptide derived from the vasopressin precursor, is elevated in 
serum of sepsis patients. Peptides 2005; 26(12):2500-4.

28)	 Stolz D, Christ-Crain M, Morgenthaler NG,; Copeptin, c-reactive 
protein, and procalcitonin as prognostic biomarkers in acute 
exacerbation of COPD. Chest 2007; 131(4):1058-67.

29)	 Voors AA, von Haehling S, Anker SD, C-terminal provasopressin 
(copeptin) is a strong prognostic marker in patients with heart 
failure after an acute myocardial infarction: results from the 
OPTIMAAL study. Eur Heart . 2009; 30(10):1187-94.

30)	 Khan SQ, Dhillon OS, O’Brien RJ; C-terminal provasopressin 
(copeptin) as a novel and prognostic marker in acute myocardial 
infarction: Leicester Acute Myocardial Infarction Peptide (LAMP) 
study. Circulation 2007; 24;115(16):2103-10.

31)	 Neuhold S, et al; Comparison of copeptin, B-type natriuretic 
peptide, and amino-terminal pro-B-type natriuretic peptide in 
patients with chronic heart failure: prediction of death at different 
stages of the disease. J Am Coll Cardiol 2008; 52(4):266-72.

32)	 Maisel A, Mueller C, Nowak R, Peacock WF, Landsberg JW, 
Ponikowski P, Mockel M, Hogan C, Wu AHB, Richards M, Clopton 
P, Filippatos GS, Di Somma S, Anand I, Ng L, Daniels LB, Neath SX, 
Christenson R, Potocki M, McCord J, Terracciano G, Kremastinos 
D, Hartmann O, von Haehling S, Bergmann A, Morgenthaler NG, 
Anker SD. Mid-Region Pro-Hormone Markers for Diagnosis and 
Prognosis in Acute Dyspnea Results From the BACH (Biomarkers in 
Acute Heart Failure) Trial. JACC. 2010; 55(19), 2062-76

33)	 Hartmann O, Landsberg J, Mueller C, Nowak R, Ponikowski P, 
Moeckel M, Hogan C, Wu AHB, Richards M,  Filippatos GS, Di 
Somma S, Anand IS, Ng L, Neath SX, Christenson R, McCord J, 
Morgenthaler NG, Engineer R, Bergmann A, Anker SD, Maisel 
AS, Peacock WF. Procalcitonin Identifies Acute Heart Failure 
Biomarkers in Patients with Acute Heart Failure in Need of 
Antibiotic Therapy: Observational Results From the BACH 
(Biomarkers in Acute Heart Failure) Trial. Getting ahead in lung 
infection; Spoken Sessions, S123. Thorax 2009;64: A62-A64.

34)	 Mueller C, Scholer A, Laule-Kilian K, Martina B, Schindler C, Buser 
P, et al. Use of B-type natriuretic peptide in the evaluation and 
management of acute dyspnea. N Engl J Med 2004; 350(7):647-54.

35)	 Christ-Crain M, Jaccard-Stolz D, Bingisser R, Gencay MM, Huber 
PR, Tamm M, et al. Effect of procalcitonin-guided treatment on 
antibiotic use and outcome in lower respiratory tract infections: 
cluster-randomised, single-blinded intervention trial. Lancet 2004; 
363(9409):600-7.

36)	 Christ-Crain M, Stolz D, Bingisser R, Muller C, Miedinger D, 
Huber PR, et al. Procalcitonin-guidance of antibiotic therapy in 
community-acquired pneumonia - a randomized trial. Am J Respir 
Crit Care Med 2006; 174(1):3-5. 

37)	 Masia M, Gutierrez F, Shum C, Padilla S, Navarro JC, Flores E, 
et al. Usefulness of procalcitonin levels in community-acquired 
pneumonia according to the patients outcome research team 
pneumonia severity index. Chest 2005; 128(4):2223-9.

38)	 Stolz D, Christ-Crain M, Bingisser R, Leuppi J, Miedinger D, 
Muller C, et al. Antibiotic treatment of exacerbations of COPD: 
A randomized, controlled trial comparing procalcitonin-guidance 
with standard therapy. Chest 2007; 131(1):9-19.

39)	 Muller B, Harbarth S, Stolz D, Bingisser R, Mueller C, Leuppi J, et 
al. Diagnostic and prognostic accuracy of clinical and laboratory 
parameters in community-acquired pneumonia. BMC Infect Dis 
2007; 7:10.

40)	 Schuetz P, Christ-Crain M, Muller B. Biomarkers to improve 
diagnostic and prognostic accuracy in systemic infections. Curr 
Opin Crit Care 2007; 13(5):578-85.

41)	 Christ-Crain M, Muller B. Procalcitonin in bacterial infections--
hype, hope, more or less? Swiss Med Wkly 2005; 135(31-32): 
451-60.

42)	 Huang DT, Weissfeld LA, Kellum JA, Yealy DM, Kong L, Martino 
M, et al. Risk prediction with procalcitonin and clinical rules in 
community-acquired pneumonia. Ann Emerg Med 2008; 52(1): 
48-58.

43)	 Kruger S, Ewig S, Marre R, Papassotiriou J, Richter K, von Baum 
H, et al. Procalcitonin predicts patients at low risk of death from 
community-acquired pneumonia across all CRB-65 classes. Eur 
Respir J 2008; 31(2):349-55.



Heart Failure: 
Biomarkers of Diagnosis and Prognosis

Page 10

OCTOBER 2010 	 Emergency Medicine Cardiac Research and Education Group

Want to be notified of future materials?

Please send us your e-mail address to be notified of 

future EMCREG-International symposia  

and educational materials.

Send an e-mail to support@emcreg.org

Support:  This monograph is supported in part by an unrestricted 
educational grant from Thermo Fischer Scientific - B.R.A.H.M.S. 
Biomarkers.

Author Disclosures
Dr. Peacock reports the following disclosures.   Scientific Advisory 
Board: Abbott (modest), Beckman-Coulter (modest), Biosite 
(modest), Inverness (modest), The Medicines Company (modest); 
Research Grants: Abbott (significant), BAS (significant), Biosite 
(significant), Brahms (significant), Inverness (significant), 
Nanosphere (significant), EKR (significant), The Medicines Company 
(significant); Speakers Bureau: Abbott (modest), Brahms (modest); 
Ownership interests: Vital Sensors (significant).
W Frank Peacock, MD – Speaker’s Bureau, The Medicines 
Company.

EMCREG Disclosures
EMCREG-International has disclosed relevant relationships with 
pharmaceutical and device manufacturers. EMCREG-International, 
a medical education company, provides non-biased, high quality 
educational newsletters, monographs and symposia for emergency 
physicians and other health care providers providing emergency 
care. The EMCREG website (www.emcreg.org) provides further 
detail regarding our policy on sponsors and disclosures as well as 

disclosures for other EMCREG members. EMCREG-International 
has received unrestricted educational grants from Abbott POC/i-
STAT, ArgiNOx, Biosite, BRAHMS/bioMérieux, Bristol-Myers Squibb, 
Heartscape Technologies, Inovise, The Medicines Company, 
Millennium Pharmaceuticals, PDL BioPharma, Roche Diagnostics, 
Sanofi-Aventis, Schering-Plough, and Scios (Significant).

CME Accreditation 
The University of Cincinnati College of Medicine is accredited 
by the Accreditation Council for Continuing Medical Education 
(ACCME) to sponsor continuing medical education for physicians.  
The University of Cincinnati designates this educational activity 
for a maximum of (1) AMA PRA Category 1 credit(s)™. Physicians 
should only claim credit commensurate with the extent of their 
participation in the activity. 

Disclaimer 
This document is to be used as a summary and clinical reference tool 
and NOT as a substitute for reading the valuable and original source 
documents. EMCREG-International will not be liable to you or anyone 
else for any decision made or action taken or not taken by you in 
reliance on these materials. This document does not replace 
individual physician clinical judgment.



Emergency Medicine Cardiac Research and Education Group	 OCTOBER 2010   

Page 11

Heart Failure: 
Biomarkers of Diagnosis and Prognosis

PLEASE SEND THIS PAGE to: 
University of Cincinnati College of Medicine,
Office of Continuing Medical Education
PO Box 670556
Cincinnati OH 45267-0556

OR FAX TO: 513-558-1708

CME Expiration Date: November 2011

On a scale of 1 to 5, with 1 being highly satisfied and 5 being highly dissatis-
fied, please rate this program with respect to:
	 Highly 	     Highly
	 satisfied	    dissatisfied
Overall quality of material:

Content of monograph:

Other similar CME programs:

How well course objectives were met:

What topics would be of interest to you for future CME programs?

______________________________________________________________

______________________________________________________________

Was there commercial or promotional bias in the presentation?

q YES      q NO     If YES, please explain _____________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

How long did it take for you to complete this monograph?_______________

_____________________________________________________________________________________________________________

Name (Please print clearly): _ ______________________________________

______________________________________________________________

Date of Birth: ___________________________________________________

Last 4 Digits of Social Security No.: __________________________________
This information is needed for proper registration and generation of CME certificates. The CME 
data base uses a combination of these sets to creat a unique identifier for each participant.

Degree: ________________________________________________________

______________________________________________________________

Specialty: _ _____________________________________________________

Academic Affiliation (if applicable): __________________________________

______________________________________________________________

______________________________________________________________

Address: _______________________________________________________

______________________________________________________________

______________________________________________________________

City: _____________________ State: ________ Zip Code: _______________

Telephone Number: (           ) _______________________________________

Email (Required):_ _______________________________________________

CME Post Test
After you have read the monograph carefully, record your 
answers by circling the appropriate letter answer for each 
question.

1.	 Which of the following are clinical limitations of 
natriuretic peptide testing in patients presenting to 
the emergency department with acute shortness of 
breath?

A.	 Obesity

B. 	 Renal Failure

C. 	 African American Race

D. 	 Concurrent infection

E. 	 A and B

F. 	 All of the above

G. 	 None of the above

2.  	 An elevated troponin concentration in patients 
hospitalized with heart failure portends a worse 
short term outcome:

A.	 True

B. 	 False

3.  	 The most important early predictor of mortality in 
patients presenting to the emergency department 
with shortness of breath is:

A. 	 Elevated troponin

B. 	 Elevated adrenomedullin

C. 	 Elevated BNP

D. 	 Elevated copeptin

E. 	 All of the above

F. 	 None of the above

4. 	 Elevated PCT levels are associated with a higher 
probability of bacterial infection: 

A.	 True

B. 	 False

1     2     3     4     5

1     2     3     4     5

1     2     3     4     5

1     2     3     4     5



				    Educational MATERIAL
	

Heart Failure: 
Biomarkers of Diagnosis and Prognosis

 
October 2010

The Emergency Medicine Cardiac Research
and Education Group
4555 Lake Forest Drive
Suite 650
Cincinnati, OH 45242

�

I n t e r na t i ona l

PRSRT STD
U.S. Postage

PAID
Cincinnati, Ohio
Permit No. 4452

Heart Failure: 

Biomarkers of Diagnosis and Prognosis

October 2010

COLLABORATE  |  INVESTIGATE  |  EDUCATE


