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Simple Summary: Cardiac biomarkers have proved increasingly useful in the various branches of
cardiology, not sparing the field of cardio-oncology. With specific reference to the latter subject, they
have been investigated as predictors and/or diagnostic and monitoring tools, as well as prognostic
factors, with the purpose of allowing the early prevention of many cardiovascular complications
related to the direct action of some cancer types or related to the toxicity of its treatments. However,
despite this great potential and excellent cost-effectiveness, their usefulness in some areas still seems
to be limited due to lack of sufficient specificity or sensitivity. In fact, in clinical practice, while their
use is nowadays standard in some circumstances, evidence does not yet support their routine use in
other cases.

Abstract: In patients with cancer—and especially some specific subtypes—the heart can be patholog-
ically affected due to the direct action of the tumor or its secretion products or due to the toxicity of
some oncological treatments. Cardiac biomarkers have been investigated as inexpensive and easily
accessible tools for prediction, early diagnosis, monitoring, or prognosis of various forms of cancer-
related cardiac diseases. However, their clinical usefulness was not always clearly demonstrated in
every area of cardioncology. For the identification of anthracycline related cardiotoxicity in the very
early stages troponins proved to be more efficient detectors than imaging methods. Nevertheless,
the lack of a standardized dosage methodology and of cardiotoxicity specific thresholds, do not
yet allow to outline the precise way to employ them in clinical routine and to incorporate them
into appropriate diagnostic or managing algorithms. Cardiac biomarkers proved also effective in
patients with primary cardiac amyloidosis, in which both troponins and natriuretic peptides were
able to predict adverse outcome, and carcinoid heart disease, where a precise diagnostic cut-off for N-
terminal prohormone of brain natriuretic peptide (NT-proBNP) was identified to screen patients with
valvular involvement. Likewise, NT-proBNP proved to be an excellent predictor of postoperative
atrial fibrillation (POAF). On the contrary, evidence is still not sufficient to promote the routine use
of cardiac biomarkers to early diagnose myocarditis due to immune check points inhibitors (ICIs),
radiotherapy induced cardiotoxicity and cardiac complications related to androgenetic deprivation.
In this review we present all the evidence gathered so far regarding the usefulness and limitations of
these relatively inexpensive diagnostic tools in the field of cardio-oncology.

Keywords: androgen deprivation; carcinoid; cardiac amyloidosis; cardiac biomarkers; cardio-
oncology; cardiotoxicity; immune check-point inhibitors; NT-proBNP; predictive; troponin

1. Introduction

Heart disease secondary to cancer can be divided in two main strands on the basis
of the causative mechanism: iatrogenic cardiac damage due to cancer treatments toxicity
and direct cardiac damage caused by the tumor itself. In both conditions, cardiac biomark-
ers have been investigated for their potential predictive, diagnostic, monitoring and a
prognostic role.
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The prediction of left ventricular dysfunction (LVD) caused by chemotherapy with
high anthracycline doses and the diagnosis of cardiotoxicity in an early subclinical stage,
i.e., when it is still undetectable with standard cardiovascular imaging methods, are
undoubtedly the clinical purposes for which the employment of cardiac biomarkers has
been most analysed in cardioncology to date. However, even in this setting, a universal
agreement on how to precisely make use of them into routine clinical practice has not been
reached yet [1].

Similar difficulties in establishing the exact potential diagnostic and predictive role of
cardiac biomarkers also emerged in relation to cardiotoxicity due to immune checkpoint
inhibitors (ICIs) and radiotherapy [2,3].

On the other hand, the diagnostic role and usefulness of NT-proBNP as a screening
tool for heart valves involvement in the context of carcinoid syndrome and as a predictor
for lung cancer surgery related atrial fibrillation seem to be well established [4–6], as well
as the prognostic role and the usefulness in monitoring cardiac amyloidosis course of the
previously mentioned biomarker together with highly sensitive troponin T (hs-TnT) [7].

The purpose of this review is to present the evidence gathered so far regarding
the usefulness and limitations of cardiac biomarkers in the various cardioncology fields,
including those recently emerged, and also to provide insights for research where there are
still gaps in the evidence.

2. Cardiac Biomarkers Phatophysiology

The most used cardiac biomarkers in clinical practice are troponins (cTns) and natri-
uretic peptides (NP). Depending on the pathophysiological mechanism involved in each
specific pathology, one or the other type of biomarker may be more useful depending on
whether the cardiac involvement relies more on direct cellular damage or, conversely, on
haemodynamic stress. (Figure 1) [8].

Cancers 2021, 13, x  2 of 27 
 

 

i.e., when it is still undetectable with standard cardiovascular imaging methods, are un-
doubtedly the clinical purposes for which the employment of cardiac biomarkers has been 
most analysed in cardioncology to date. However, even in this setting, a universal agree-
ment on how to precisely make use of them into routine clinical practice has not been 
reached yet [1]. 

Similar difficulties in establishing the exact potential diagnostic and predictive role 
of cardiac biomarkers also emerged in relation to cardiotoxicity due to immune check-
point inhibitors (ICIs) and radiotherapy [2,3]. 

On the other hand, the diagnostic role and usefulness of NT-proBNP as a screening 
tool for heart valves involvement in the context of carcinoid syndrome and as a predictor 
for lung cancer surgery related atrial fibrillation seem to be well established [4–6], as well 
as the prognostic role and the usefulness in monitoring cardiac amyloidosis course of the 
previously mentioned biomarker together with highly sensitive troponin T (hs-TnT) [7]. 

The purpose of this review is to present the evidence gathered so far regarding the 
usefulness and limitations of cardiac biomarkers in the various cardioncology fields, in-
cluding those recently emerged, and also to provide insights for research where there are 
still gaps in the evidence. 

2. Cardiac Biomarkers Phatophysiology 
The most used cardiac biomarkers in clinical practice are troponins (cTns) and natri-

uretic peptides (NP). Depending on the pathophysiological mechanism involved in each 
specific pathology, one or the other type of biomarker may be more useful depending on 
whether the cardiac involvement relies more on direct cellular damage or, conversely, on 
haemodynamic stress. (Figure 1) [8]. 

 
Figure 1. Main cardiac biomarkers and pathophysiological mechanisms involved in their plasma increase. Modified from 
McLean et al. [8]. 

Troponins I (cTnI) and T (cTnT), are part of the contractile myofibrils of myocardial 
cells, and monitoring their release into blood circulation is an effective method to evaluate 
myocardiocytes integrity. While there is no evidence that cTnI could be released by non-
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marker of cardiac damage. [9] Since a variable low concentration of cTns can be detected 
even in the circulation of normal subjects, the diagnosis of myocardial injury relies on 
measuring a cTn value greater than the 99th percentile of the upper reference limit (URL) 
[10]. It can be acute, if characterized by a rapid increase and subsequent decrease in cTn 
values, or chronic, when cTn levels are constantly elevated. However, elevated cTn values 
do not indicate the precise mechanisms underlying myocardial damage and can be found 
not only during acute ischemic events, but also after various other inflammatory or me-
chanical insults or even in the absence of proved pathology (Table 1) [11]. 
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Troponins I (cTnI) and T (cTnT), are part of the contractile myofibrils of myocardial
cells, and monitoring their release into blood circulation is an effective method to evaluate
myocardiocytes integrity. While there is no evidence that cTnI could be released by non-
cardiac tissues, in patients with myopathies damaged skeletal muscle releases proteins that
can be detected by the cTnT assays, resulting in the latter being a slightly less specific marker
of cardiac damage. [9] Since a variable low concentration of cTns can be detected even in
the circulation of normal subjects, the diagnosis of myocardial injury relies on measuring a
cTn value greater than the 99th percentile of the upper reference limit (URL) [10]. It can
be acute, if characterized by a rapid increase and subsequent decrease in cTn values, or
chronic, when cTn levels are constantly elevated. However, elevated cTn values do not
indicate the precise mechanisms underlying myocardial damage and can be found not
only during acute ischemic events, but also after various other inflammatory or mechanical
insults or even in the absence of proved pathology (Table 1) [11].
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Table 1. Causes of troponin elevation. Modified from Thygesen et al. [11].

Main Phatophysiological Mechanism Pathology

Injury related to primary myocardial
ischemia

Plaque rupture

Intraluminal coronary artery thrombus formation

Injury related to supply/demand imbalance
of myocardial ischemia

Tachy-/brady-arrhythmias
Aortic dissection or severe aortic valve disease
Hypertrophic cardiomyopathy
Cardiogenic, hypovolemic, or septic shock
Severe respiratory failure
Severe anemia
Hypertension with or without LVH
Coronary spasm
Coronary embolism or vasculitis
Coronary endothelial dysfunction without significant CAD

Injury not related to myocardial ischemia

Cardiac contusion, surgery, ablation, pacing, or defibrillator shocks
Rhabdomyolysis with cardiac involvement
Myocarditis
Cardiotoxic agents, e.g., anthracyclines, herceptin

Multifactorial or indeterminate
myocardial injury

Heart failure
Stress (Takotsubo) cardiomyopathy
Severe pulmonary embolism or pulmonary hypertension
Sepsis and critically ill patients
Renal failure
Severe acute neurological diseases, e.g., stroke, subarachnoid
hemorrhage
Infiltrative diseases, e.g., amyloidosis, sarcoidosis
Strenuous exercise

Myocardial injury can be a manifestation of irreversible or reversible damage; in the
first case the release of structural proteins from the myocardium relies mainly on apoptosis
or necrosis of the myocardial cells; in the latter case, on the contrary, troponins release may
occur in the absence of cell death and could be due to increased cell wall permeability or
formation and release of membranous blebs. Other mechanisms of troponin release, in the
absence of a myocardial damage, are normal myocardial cell turnover and cell release of
cTn breakdown products (Figure 2). However, it is not clinically possible to distinguish the
mechanisms that cause the cTn level to rise from the laboratory result alone [11–14].

Natriuretic peptides (NP)—atrial (ANP), cerebral (BNP) and NP type C (CNP)—are
released into the circulation in response to haemodynamic stress or adrenergic activation.
ANP is produced by the atria, BNP mainly by the ventricles. Their effect is mediated
by various cell types and is achieved through the induction of vasodilation, natriuresis
and diuresis. CNP is mainly produced by endothelial cells and its role in cardiovascular
pathophysiology is less clear. All NPs are synthesized as pre-prohormones, which are
cleaved into prohormones and then into biologically active hormones; residual inactive
fragments can also be detected in plasma. As already mentioned, NPs are markers of
mechanical stress. In fact, volume or pressure overload induces their synthesis; once
secreted, they exert diuretic, natriuretic and vasodilating effects to mantain cardio-renal
and hemodynamic homeostasis. This results in an improvement in myocardial relaxation
and a reduction in vasoconstriction, Na + reabsorption and sympathetic hypertone that
occur in case of heart failure (HF). Among the NPs, the active (BNP) and inactive (proBNP
and NTpro-BNP) forms of BNP are classically used as biomarkers for the diagnosis and
monitoring of acute and chronic heart failure due to their longer half-life and stability. It
is demonstrated that BNP and NTproBNP levels directly correlate to clinical outcomes in
patients with HF [15,16].
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Sometimes the two types of markers can also increase simultaneously providing
complementary or additive information. It was proved that the combined increase of both
cardio-specific biomarkers increases cardiovascular risk several times even in asymptomatic
individuals enrolled in the general population [17].

3. Iatrogenic Cardiac Damage Caused by Cancer Treatments
3.1. Cardiotoxicity

Cardiotoxicity is one of the major side effects of cancer treatments, affecting the overall
prognosis of the patient and potentially causing chemotherapy discontinuation. In the
past, its diagnosis relied at first on signs and symptoms of heart failure, and then on the
detection of systolic left ventricle dysfunction (LVD) by cardiovascular imaging methods.
However, this approach only allows for late diagnosis, when macroscopically evident organ
damage has already occurred. Furthermore, the diagnostic accuracy of echocardiography
for LVD detection, especially when it is mild, is compromised by operator-dependency,
while more advanced imaging modalities with a greater reproducibility are limited by
excessive cost and poor accessibility [18]. Since evidence from the last twenty years
have demonstrated the possibility of preventing chemotherapy-related decrease in left
ventricular ejection fraction (EF) by promptly initiating an adequate cardio-protection, it
emerged the need for an earlier detection of cardiotoxicity with more refined diagnostic
methods, or, alternatively, to identify predictors that could help select patients deserving
cardioprotective treatments [19–22]. Therefore, considering that they are inexpensive, easily
detectable and reproducible, and that they reflect even minimal cardiomyocytes damage or
slight haemodynamic fluctuations, circulating cardiac biomarkers have been investigated
as potential early cardiotoxicity indicators and/or predictors of subsequent LVD onset [18].

While natriuretic peptides have a high intra-individual variability of about 50–60%,
intra-individual variability between two consecutive measurements of hs-cTnI or hs-cTnT
is low (about 9%); given this, a difference in plasma concentration between two distinct
dosages of the same troponin subtype in a single patient can be considered statistically
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significant when is greater than 30%, whatever the assay used [17,23]. This is relevant
given that in clinical practice there is wide variability in cut-off values between the several
assays of hs-cTnI and hs-cTnT [23–25]. It should be emphasized that, in light of what
has been said, an increase between two measurements just greater than 3–5 ng/L in a
time frame of a few weeks could be statistically significant. This increase of 3–5 ng/L in
hs-Tn concentration is correlated to a necrosis of about 10–20 mg of myocardial tissue,
absolutely undetectable with cardiac imaging techniques, even with the most sensitive
ones [17,23,26]. This important experimental evidence suggests that when using hs-Tn
for cardiotoxicity detection, biomarker measurement using a hs-cTnI or hs-cTnT method
should be performed in all patients with a blood sample collected at baseline, prior to
treatment with cardiotoxic agents, and that monitoring of biomarker changes during the
whole period of treatment must be performed using the same hs-cTnI or hs-cTnT method
(possibly in the same clinical laboratory) [17].

3.1.1. Anthracycline Cardiotoxicity

Anthracyclines exert their cytotoxic effect by binding to isoenzymes of topoisomerase
2 which are inhibited in cardiomyocytes with consequent double-stranded DNA breaks.
This results in activation of the p53-mediated apoptotic cell death pathway. Anthracyclines
also cause an increased release of reactive oxygen species (ROS), which act as secondary
signaling molecules in various pathways involved in homeostasis, including cell prolifera-
tion and cell death. In the heart, both of the above mechanisms participate in determining
cell lysis with the release of troponin (Figure 3) [27].
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Troponin as a cardiotoxicity predictor began to be investigated between the late 1990s
and the 2000s, both in animal models and in patients undergoing chemotherapy with
high-dose anthracycline-containing regimens [28–32].

Cardinale et al. showed that Troponin I (TnI) serially assayed at every cycle exceeded
at least once the cut-off in 32% of the 204 patients enrolled in their clinical trial. Then,
depending on troponin positivity, patients were divided into TnI positive and TnI negative;
both groups experienced an early, mild decline in EF at the end of chemotherapy, but this
decline turned out to be reversible only in patients without troponin elevation. A strong
linear correlation was also found between the maximum troponin value detected during
chemotherapy and the EF nadir reached during follow-up (Figure 4) [33].
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Although this result was confirmed by some subsequent clinical trials, other authors
did not find any significant increase in troponin related to anthracycline treatment. It is
worth noting, however, that in many studies the biomarker was not dosed with every
chemotherapy cycle, but often only after the end of the treatment, suggesting that its
increase occurs acutely for the cardiac injury caused by cancer treatment and that the possi-
bility of finding positive samples relies on the correct timing of the measurement [28,34,35].
Furthermore, Feola et al., in their study including 53 patients with breast cancer, while
actually observing a significant mean troponin I rise from baseline (p = 0.0001) at the end of
chemotherapy, failed to demonstrate that troponin increase had a good positive predictive
value for the future development of LVD [36].

The use of troponin as a diagnostic marker and predictor of cardiotoxicity has not
been questioned only because of the previously mentioned conflicting results. The lack of
multicenter studies and the use of reference values approved for myocardial ischemia and
not specific for the disease in question were also the subject of discordance [37]. Besides,
further uncertainties arose after the introduction of ultra-sensitive troponin, but they were
partially cleared thanks to a study by Salvatici et al. who found a good correlation and
agreement between the old and the new assay [38].

To our knowledge, only two meta-analyses aimed at verifying the usefulness of
troponin as a predictor of cardiotoxicity were carried out, one including adult patients, one
including pediatric patients. It emerged that in both cases anthracycline chemotherapy
actually can induce a release of troponin with a consensual plasma level increase. Adult
patients who were treated with beta-blockers and angiotensin converting enzyme inhibitors
during chemotherapy had a significantly lower mean serum troponin peak than untreated
patients (OR 4.1). Moreover, in the adult population, patients with positive troponin assays
were more at risk of developing left ventricular dysfunction and troponin was shown to
have a high negative predictive value (93%) for a future EF decrease; on the contrary this
evidence was not strong enough for pediatric patients [39,40].
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Finally, a study by Kang et al. analysed the predictive capacity towards cardiotoxicity
of the combination of a biohumoral datum—hs-cTnI rise—and a cardiovascular imaging
datum—decrease in GLS—demonstrating a good positive (61%) and excellent negative
(95%) predictive value [41].

It must be said that regardless of the predictive capacity of troponin for clinically
manifest cardiotoxicity, its increase alone represents an index of subclinical cardiac damage
related to cancer treatment. In light of this, and given that some clinical trials such as
OVERCOME and PRADA [19,20] demonstrated the efficacy of the intrachemotherapeutic
administration of drugs such as angiotensin converting enzyme inhibitors (ACE-I) and beta-
blockers in preventing the development of LVD due to cardiotoxicity, some authors proved
that a strategy based on prompt administration of cardioprotective therapies exclusively in
patients having an increase in troponin during chemotherapy was effective as well [21,22].

Other markers that have been extensively studied as possible predictors or early
detectors of cardiotoxicity are natriuretic peptides. For them, however, the results of the
studies were not as encouraging as for troponin. Little evidence of their usefulness in
this context comes from a study by Feola et al., which showed that the mean baseline
BNP of patients who experienced a decrease in EF of more than 10 percentage points
from baseline after chemotherapy was significantly higher than in patients whose EF
did not change [36]. However, no other relevant evidence has emerged supporting their
effectiveness as subclinical cardiotoxicity diagnostic tools. In the aforementioned meta-
analysis by Michel et al. no consistent association between an increase in BNP or N-
terminal-proBNP (NT-proBNP) during chemotherapy and subsequent LVD development
was found [39].

The different effectiveness of troponins and natriuretic peptides as early markers of
cardiotoxicity, as easily understandable, lies in the different mechanisms by which they are
released into the circulation. The increase in the blood concentration of natriuretic peptides
mainly depends on the haemodynamic stress to which the atria are subjected; this stress
usually occurs when ventricular function is already significantly impaired. Troponins, on
the other hand, are released into the circulation early in the event of cellular distress, even
in the absence of cell death. The gradual progressive increase in serum troponin from
baseline observed in the various clinical trials as chemotherapy progresses demonstrates
its unequivocal dependence on the cumulative toxic effect caused by each subsequent
anthracycline administration (Figure 5). The lack of a specific cut-off for cardiotoxicity,
the early use of preventive cardioprotective drugs in some studies and some additional
individual patient factors could explain the reason for the low positive predictive value
of troponin despite the high negative predictive value for manifest LVD found in meta-
analyses [18,42].
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3.1.2. Trastuzumab Cardiotoxcity

In 2010 Cardinale et al. carried out a study including 251 women with breast cancer
that investigated troponin as a predictor of future LVD related to trastuzumab treatment.
Troponin was found to be a predictor of LVD with a hazard ratio (HR) of 22.9 (p < 0.001).
Furthermore, patients with troponin increase had less chance of recovery from LVD than
those who experienced a drop in EF but no troponin level rise. It should be underlined
that some of the patients had previously been treated with other chemotherapeutic agents,
including anthracyclines, and trastuzumab was often administered in association with
other anti-cancer drugs. The same authors described a troponin increase at baseline in 7 of
the 36 patients who overall tested positive for troponin during treatment with trastuzumab.
In addition, in most cases, troponin increased during the very first courses of trastuzumab,
and then decreased during treatment continuation. This would suggest that troponin
increase was due to delayed myocardial damage from previous chemotherapy with other
cardiotoxic drugs, rather than direct damage from trastuzumab [43,44]. A similar troponin
behavior during trastuzumab courses was found by Dhesy-Thind et al. in a recent clinical
trial where 21 women with HER-2 positive early-stage breast cancer were enrolled after
completion of an anthracycline-based chemotherapy. The hs-cTnI concentrations in the
cohort were the highest at 3 weeks after the initiation of Trastuzumab but then, started to
decrease, reaching the lowest at 18 weeks while still on therapy (p < 0.01) (Figure 6) [45].
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Zardavas et al. also found a correlation between high troponin levels at baseline and
subsequent LVD development in patient treated with trastuzumab; similarly to what was
observed in the study by Cardinale et al., only a really small fraction of patients suffered
from an increase in troponin during trastuzumab courses [46].

Ponde et al. investigated troponin and NPs ability to predict LVD in anthracycline
naïve patients treated with trastuzumab and found that their increment is very rare during
such therapy [47].

Overall, evidence suggests that troponin is effective in predicting cardiotoxicity in
patients undergoing sequential treatment with anthracyclines followed by trastuzumab,
where the latter appears to act as a precipitating agent. However, troponin, and cardiac
biomarkers in general, do not appear to be clearly useful for cardiotoxicity monitoring
during treatment with trastuzumab not combined with anthracyclines. The reason why
troponin does not significantly increase when on treatment with trastuzumab alone may
lie in the mechanism by which this drug exerts its cardiotoxic action, which does not imply



Cancers 2021, 13, 5426 9 of 25

cell death. As for natriuretic peptides, their limited usefulness could be related to the
fact that significant increases in their levels during trastuzumab courses occur only if the
patient develops severe LVD, but usually milder dysfunctions are detected earlier with
imaging techniques.

3.1.3. Myocarditis Due to Immune Check Points Inhibitors

Immune checkpoint inhibitors (ICIs) are anticancer drugs that disinhibit T-cells by
interfering with checkpoint molecules, leading to an enhanced antitumor immune response.
They can cause autoimmunity also against the myocardium.

A study by Mahmood et al. on 964 patients treated with ICIs it showed that the
incidence of myocarditis was 1.14%, while that of major adverse cardiovascular events
(MACEs) was 0.52% [48].

Mir et al. carried out in 2018 a systematic review on cardiac complications associated
with ICIs use. The authors were able to gather data relating to the onset of heart disease in
patients treated with these drugs only from case reports and small case series, since none
of the randomized clinical trials under analysis reported data on cardiac complications.
Therefore, no conclusions could be drawn on the overall incidence of these complications.
The authors then focused on 99 patients who developed signs of cardiotoxicity, without
specifying in detail any definition of the latter and probably referring to any form of acute
cardiac involvement. In fact it is then specified that among these 99 patients 45% were
diagnosed with myocarditis, while 27% were affected by other forms of acute heart failure
or cardiomyopathy with no signs of myocarditis; moreover, 15% had pericarditis and
12% conduction disturbances. The mortality rate among this 99 patients was 35%, which
indicates the relevance of ICIs cardiotoxicity and the importance of an early diagnosis
despite the overall low incidence found in other studies. When Troponin T was dosed, it
was elevated in 93% of cases. Creatine kinase (CK) and its MB isoform (CK-MB), BNP and
myoglobin levels were found to be above the threshold in all cases [49,50].

Since ICIs-related myocarditis can be subtle in onset but potentially lethal, the impor-
tance of early diagnosis even in the subclinical phase—in the absence of clear clinical signs
and symptoms—is fundamental to promptly intervene. Cardiac biomarkers were inves-
tigated as potentially optimal diagnostic tools for this purpose. Research focused on the
ability of the same markers to predict, if dosed at baseline, or early detect, if dosed serially
during chemotherapy, myocarditis at the onset. Among the few clinical trials regarding
the predictive ability of baseline troponin measurement for subsequent myocarditis after
ICIs initiation, none proved a good positive predictive value or good specificity of the
biomarker [3].

The serial measurement of troponin during ICIs courses has also been proposed in
routine clinical practice [51], but the clinical usefulness of a biomarker-based screening for
ICIs-related myocarditis has not yet been proved [3]. To be useful, this approach should
lead to the early diagnosis of myocarditis without resulting in the unnecessary suspension
of cancer therapy. Since myocarditis is not the only complication of ICIs therapy potentially
causing troponin increase, Spallarossa et al. suggested to improve the specificity of a
biomarkers-based screening strategy for myocarditis by adding the measurement of CK
besides troponin. In fact, a generic myocardial lesion not related to myocarditis has less
probability to cause an increase of less sensitive markers of myocardial damage like CK
itself; however, CK is not a specific cardiac marker, since it increases also in case of myositis,
a possible side effect of ICIs. Spallarossa et al. also proposed an algorithm for ICIs-related
myocarditis screening based on cardiac biomarkers (Figure 7) [52,53].
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The timing of troponin assays repetition differs due to the presence/absence of symptoms. * Result
of integration and interpretation of clinical, anamnestic, laboratory, ECG and echocardiographic
data [53].

However, in their first study Spallarossa et al. have not identified a precise troponin
cut-off specific for myocarditis, while they adopted the standard threshold used to detect
myocardial injury. The study included 59 patients treated with nivolumab for non-small
cell lung cancer. Six patients had a troponin value above the threshold but only one
was deemed as possibly having subclinical myocarditis [52,54]. Given the high risk of
inappropriate therapy interruption in the other five patients with high troponin levels but
without evidence of a threatening cardiac complication, the same authors concluded that a
screening strategy based on troponin needs to be better investigated through larger clinical
trials [52].

Waliany et al. in a 2021 carried out a prospective study and found that among 214 pa-
tients included, 11.2% had a positive hsTnI value (≥55 ng/L) during chemotherapy with
ICIs, while the incidence of myocarditis was only 1.4% (3 patients). In most cases, therefore,
hsTnI positivity was then attributed to cardiovascular causes other than myocarditis. Using
different hsTnI thresholds the positive predictive value (PPV) for myocarditis was 12.5%
for 55 ng/L, 75.0% for 1000 ng/L, and 100% for 2000 ng/L; the negative predictive value
(NPV) was 100% at each threshold. It must be specified that the diagnosis of myocarditis
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was only “probable” in one case and “possible” in another. Moreover, no patient showed a
reduction in EF [55]. This is the largest prospective study carried out so far on the topic.
Other few studies were carried out, but they were weak in methodology and had a too
small population to find significant results [3].

Unlike what happens for anthracycline cardiotoxicity, where the eventual increase in
troponin is slow and progressive with the advancement of the chemotherapy cycles (a sort
of long-lasting troponin curve that slowly returns to baseline after the end of the therapy), a
troponin elevation due to myocarditis related to ICIs is expected to be sudden, reflecting the
acuteness of the triggering event. By consequence it is difficult to establish the correct timing
of the dosage to promptly detect such an acute increase in troponin. Moreover, a sudden
hyper-troponinemia in the absence of symptoms or clear clinical and instrumental signs
does not allow by itself a distinction among the underlying mechanisms, i.e., myocarditis
or other causes (arrhythmias, pulmonary embolisms, myocardial infarctions, etc.) or even
no specific evident cause. Although Waliany et al. were able to identify a troponin cut-off
with a high positive and negative predictive value for ICIs related myocarditis, given
the overall low incidence of this complication, such a result cannot be considered strong
evidence, as it was obtained from a small population sample (only three patients were
diagnosed with myocarditis) and it is not yet possible to draw definite conclusions on the
net clinical benefit that a troponin-based monitoring approach would entail in everyday
clinical practice. Although promising, therefore, specific troponin cut-offs for ICIs related
myocarditis need to be validated by larger clinical trials and, in general, the effectiveness
of a screening method based on troponin in terms of obtaining aa prompt diagnosis with
low risk of inappropriate therapy interruption needs to be confirmed as the same authors
stated in the conclusions [55].

Some clinical trials showed also that elevated NT-proBNP is a very frequent finding
during ICI-associated acute myocarditis and that elevated levels of natriuretic peptides
can be found in virtually 100% of patients with ICI-related cardiotoxicity. However, the
specificity of natriuretic peptides remains as low as for troponin [56].

To date no precise protocol has been universally accepted for active screening of
ICI-associated myocarditis [3]. According to the guidelines of the American Society of
Clinical Oncology, troponin should be dosed upon symptoms, while it could be measured
at baseline especially in patient treated with combination immune therapies; however,
it is not clearly specified whether measurements should be performed serially during
chemotherapy courses and at what timeframe [57].

3.2. Radiotherapy

Most of the studies aimed at evaluating the effects of radiotherapy on the heart
using biomarkers have focused on the acute phase, with the aim of detecting immediate
subclinical damage expressed precisely as fluctuations in the biomarkers themselves. On
the other hand, since the anatomical and functional alterations that radiotherapy can induce
are usually extremely late, it is more difficult to demonstrate a correlation between the
subclinical damage detected by the biomarker alterations and the future development of
myocardial or valvular pathology

In 1995 Hughes-Davies et al. investigated whether troponin T values changed from
baseline immediately after left breast irradiation; they found no signs of acute myocardial
injury after radiotherapy, at least within the detection capability of the assays available at
the time [58].

In 2010 Nellessen et al., after dosing serially during the various cycles of radiotherapy
treatment TnI and BNP, showed that both biomarkers had increased significantly when
plotted on a log scale (log10), even if changes were not so relevant when absolute values
were considered [59].

Zaher et al. investigated whether there were differences in the extent of heart damage
related to the side on which radiotherapy for breast cancer was performed. A significant
change in mean EF occurred only in patients treated on the left side. Six of these patients
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had a one-year drop in EF of 20% or more. TnI and creatine kinase MBRI isoenzyme values
were more frequently above threshold in left breast treated patients, and the six patients
with an EF drop ≥ 20% were all among those with altered biomarkers and treated on the
left side [60].

In 2015 Skyttä et al. carried out a prospective study involving 58 patients with left
breast cancer treated with radiotherapy and naive to chemotherapy. The authors mea-
sured TnT before, during and at the end of radiotherapy and considered an increase in
hscTnT > 30% to be significant. This increase from baseline occurred in 21% of patients
during or after radiotherapy. The group of patients with increased hscTnT received signifi-
cantly higher radiation doses than patients with no increase in hscTnT (Figure 8). BNP did
not increase in a significant way after radiotherapy and there was no difference between
the two groups [61].
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Figure 8. Troponin level variation before, during and after RT in patients treated with higher radiation
doses and who had a hscTnT increase > 30% from baseline (Group a) versus patients treated with
lower radiation doses and who did not experience a significant increase in hscTnT (Group b) [61].

In a subsequent prospective study, the same authors evaluated radiotherapy-induced
changes in cardiac biomarkers and echocardiographic parameters from baseline over
a three-year period. At the end of the follow-up, mean global longitudinal strain was
significantly reduced, as well as EF and cardiac output. The diastolic function of the left
ventricle was also adversely affected, as well as the size of the left atrium. These changes
were more prominent in patients treated for left breast cancer than right breast cancer.
On average, NT-proBNP values increased significantly three years after radiotherapy.
However, the same marker did not increase in patients treated on the right side [62].

Some other studies did not show significant changes in biomarkers levels after ra-
diotherapy. Donovan et al. measured highly sensitive TnI and TnT before and during
radiotherapy at week two and four; they found no significant increase in the two markers,
but the study population was very small and the cumulative radiation dose was low [63].
De Sanctis et al. found no increase in cardiac TnI and BNP levels from baseline related
to left breast irradiation [64]. Yu et al. investigated whether radiotherapy could induce
high sensitivity TnI increases after anthracyclines and trastuzumab based chemotherapy;
no significant change in biomarker level was detected from baseline [65]. Furthermore,
Saibene et al. investigated if intraoperative radiotherapy can cause heart damage by dosing
ultrasensitive TnI and NT-proBNP levels at baseline, six hours after the end of surgery and
after 12 months. None of the patients showed altered levels of either biomarker before
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or after surgery or during follow-up [66]. This result has been recently confirmed by
Stefanovic et al. [67].

Overall, the results of the studies on cardiac biomarkers behaviour during or imme-
diately after radiotherapy are conflicting, although apparently there is some degree of
evidence that, for high cumulative radiation doses in patients treated for left breast cancer,
an increase in TnI can potentially occur as a sign of acute myocardial injury. As far as we
know, there is no meta-analysis on this subject that could resolve the conflict in evidence [2].
Furthermore, there is too little evidence regarding the eventual correlation between an
increase in cardiac biomarkers after radiotherapy and echocardiographic changes or car-
diovascular events in the short-term. Finally, if any subclinical cardiac injury recorded in
the acute phase could correlate with long-term cardiovascular morbidity or mortality is
not clearly demonstrated and will require longer follow-up studies. [2,62,68].

3.3. Postoperative Atrial Fibrillation/MACEs

Another widely investigated application of cardiac biomarkers in oncology is that
aimed at the prediction of postoperative atrial fibrillation (POAF) and other cardovascular
events in patients treated with surgery for cancer, and particularly for lung cancer. Several
studies were carried out for both types of biomarkers, natriuretic peptides and troponins.

Cardinale et al. in 2007, after dosing NT-proBNP 24 h before and 1 h after lung cancer
surgery, found that the incidence of POAF was markedly increased in those patients with a
high level of this marker in any of the two measurements (relative risk respectively was
27.9 and 20.1) [69]. In a study by Nojiri et al., the preoperative BNP value was found to be
an effective predictor of POAF in patients undergoing lung cancer surgery; with a cut-off
of 30 mg/mL, this marker showed a sensitivity of 77%, a specificity of 93%, a positive
predictive value of 81% and a negative predictive value of 92%. [70].

Although some other studies did not show consistent results with the previously cited
trials [71,72], two meta-analyses proved that natriuretic peptides are good predictors of
POAF: according to the results obtained by Cai et al., summary estimates for the sensitivity
and specificity of using NP levels for predicting POAF were 75% and 80% respectively,
while from Simmers et al. meta-analysis including only patients scheduled fot thoracic
surgery it merged that an elevated preoperative NP measurement was associated with an
OR of 3.13 for POAF [4,5].

Regarding the ability of troponin to predict POAF, as far as we know, all the studies
carried out so far have included only patients undergoing cardiac surgery. Furthermore, the
results of the various clinical trials are not in agreement and there is a lack of meta-analyses.
In two studies, troponin did not predict POAF [71,73]. On the contrary, Leale et al. found
that it was significantly more frequent to find TNI, dosed immediately after coronary
artery bypass grafting, beyond the cut-off of 0.901 ng/mL in patients who subsequently
developed POAF than in those who remained in sinus rhythm. [74]. Lahoz-Tornos et al.
demonstrated that high troponin T values detected before surgery could predict POAF but
with modest sensitivity and specificity [75]. Hernández-Romero et al. in 2013 demonstrated
that high pre-surgical troponin T values were independent predictors of POAF, while post-
surgical values were not, suggesting that intra and postoperative myocardial damage does
not provoke this arrhythmia [58].

Despite the lack of data regarding the ability of troponin to predict POAF in patients
undergoing thoracic surgery, a recent study has shown that in this population an increase
in TNI over 0.16 ng/mL in the early postoperative period is however correlated with an
increase in mortality within one year [76].

3.4. Androgenic Deprivation in Prostate Cancer Patients

Androgen deprivation therapy is associated with an increased risk of cardiovascular
events. In particular, gonadotropin-releasing hormone (GnRH) agonists appear to be
more prone to causing such complications than antagonists [77]. The impact of androgen
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deprivation on the heart represents, therefore, a new topic on which research is recently
focusing to evaluate the usefulness of cardiac biomarkers as prognostic tools or predictors.

In 2016 Campora et al. found an association between higher levels of NT-proBNP
and TnT dosed 3 months after initiation of abiraterone therapy and the incidence of severe
cardiac adverse events [78].

Margel et al. investigated whether serum NT-proBNP and high-sensitivity troponin
levels could predict the onset of new cardiovascular events during a 12-month period in
prostate cancer patients with a history of previous cardiovascular disease who were treated
with a GnRH agonist or antagonist. The baseline features between patients enrolled in
the two treatment arms were similar. High NT-proBNP and troponin baseline levels were
associated with the occurrence of new cardiovascular events in the GnRH agonist group
but not in the antagonist. There were no significant changes in NT-proBNP and troponin
from baseline either in patients who experienced a new cardiovascular event, or in those
who did not, during the 12-month follow-up [77,79].

Another ongoing study aimed at evaluating the difference between GnRH agonists
and antagonists in terms of cardiac side effects provoked, in addition to investigating the
incidence of adverse cardiovascular events induced by the two different drug typologies,
will analyze if cardiac biomarkers are useful in this context [80].

Despite the evidence gathered so far, further studies are needed to clearly establish if
NT-proBNP can effectively predict cardiovascular complications in patients undergoing
androgen deprivation.

4. Cardiac Involvement in Oncological Diseases
4.1. All-Cause Mortality in Newly Diagnosed and Chemotherapy-Naïve Cancer Patients without
Evidence of Acute Cardiac Disease

Elevated levels of natriuretic peptides, hsTnT and other cardiac disease-associated
molecules can occasionally be found in the plasma of newly diagnosed and chemotherapy-
naïve cancer patients without known previous heart pathology or affected also by stable
cardiac pathologies but without clinical signs of acuities. Since the meaning of this isolated
finding is unknown [81], Pavo et al. tried to test whether baseline increase in cardiac
biomarkers in this population correlated with an increase in subsequent all-cause mortality.
According to the authors, in fact, the detection of elevated levels of these cardiac markers
could reflect the deleterious subclinical effects that cancer can have on heart, and could also
correlate with the worsening of the oncological disease, assuming that cardiac involvement
increases as the cancer progresses. In other words, cardiac biomarkers could represent
not only indicators of heart involvement, but also, indirect prognostic tools for global
outcome in cancer patients. More than 500 patients without cardiovascular disease or with
a clinically stable cardiac condition and recently diagnosed with cancer of any type prior to
the initiation of any cardiotoxic chemotherapy, were selected. Biomarkers were dosed at
the first hospital presentation. During the follow-up, which lasted an average of 25 months,
34% of patients died. Among the various markers analyzed, also natriuretic peptides and
hsTnT proved to be indipendent (regardless of age, sex, extent and stage of the tumor and
the presence of comorbidities) predictors of mortality (Figure 9) [82].

Moreover, natriuretic peptides and hsTnT levels were found to be significantly higher
(p = 0.002 and p < 0.001 respectively for NT-proBNP and hsTnT for the mean difference
between stage 1 and stage 4) with progression of the tumor stage, suggesting that the
presence of subclinical myocardial dysfunction and damage directly related to oncological
disease progression [82].
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Another very recent study including 930 patients with cancer (mainly breast cancer
48.4%, upper gastrointestinal carcinoma 10.6%, multiple myeloma 5.5%), with or without
concomitant heart diseases and not yet undergone chemotherapy, failed to demonstrate
baseline echocardiographic parameters or elevation of NT-proBNP correlate with all-cause
mortality (logistic regression LVEF <50%: p = 0.46, NT-proBNP: p = 0.16), but proved that
hs-cTnT above the median (≥7 ng/L) dosed prior to chemotherapy induction was an
independent predictor of mortality (multivariant logistic regression, OR: 2.21, p = 0.0038).
No death was clearly correlated to a direct cardiovascular cause [83].

Another study involving 5032 cancer-free patients found an association between
baseline elevated levels of circulating biomarkers of inflammation, immune activation,
metabolism, and fibrosis—all related to an altered cardiovascular homeostasis—and the
increased incidence of subsequent cancer and cancer related-mortality, suggesting a shared
pathway in the genesis of both cardiovascular and oncological pathologies and that
biomarkers of subclinical cardiovascular damage may also indirectly have a predictive and
prognostic value in relation to cancer. [84].

In conclusion, the employment of cardiac biomarkers as prognostic tools not only for
cardiac outcomes in cancer patients but also for cancer-related mortality itself seems to
be promising, but further evidence is needed to allow their standardized clinical use in
this field.

4.2. Carcinoid Heart Disease

Cardiac biomarkers have been extensively investigated as diagnostic tools and predic-
tors in carcinoid heart disease.

Based on the fact that serotonin typically secreted by functional neuroendocrine
tumors is a potent vasoconstrictor, and therefore a potential ischemia-causing agent, Meijer
et al. in 1999 investigated whether TnI, TnT and creatine kinase MB isoenzyme were able to
detect myocardial damage in 20 patients with carcinoid syndrome. Patients were divided
into 3 groups according to the degree of cardiac involvement established on the basis of
echocardiographic parameters. All 20 patients showed increased urinary 5-HIAA excretion.
TnI and TnT for all three groups were below detection limits. Creatine kinase values were
also within reference limits [85].

From then on, studies focused on natriuretic peptides. Zuetenhorst et al. in 2004 dosed
Cromogranin A (CgA), 5-Hydroxyindoleacetic acid (5-HIAA), ANP and NT-proBNP in 32
patients with neuroendocrine tumors. The plasma levels of these markers were compared
with echocardiographic data. Carcinoid heart disease was diagnosed in the presence of
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tricuspid valve thickening and a regurgitation of grade 3 or 4 out of 4 (28% of the patients
satisfied these criteria, all with carcinoid related symptoms). Mean NT-proBNP and 5-
HIAA levels were significantly higher in affected patients, while ANP and CgA levels
did not differ between unaffected and affected patients (Figure 10). Right heart chambers
dilation, tricuspid valve thickening, and regurgitation severity correlated significantly with
NT-proBNP levels (Figure 11). Significantly better survival was observed in patients with
normal NT-proBNP [86].
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In 2008 Bhattacharyya et al. subjected 200 patients with carcinoid syndrome to echocar-
diography to rule out cardiac involvement. They also devised a score to quantify the sever-
ity of carcinoid heart disease. NT-proBNP, measured at the same time as echocardiography,
was significantly higher in patients with cardiac involvement than in those without. The
sensitivity and specificity of NT-proBNP for the detection of carcinoid heart disease with
a cut-off of 260 pg/mL were 0.92 and 0.91, respectively, with an area under the receiver
operating characteristic curve of 0.96. Furthermore, the levels of NT-proBNP correlated
positively with the score designed by the authors (r = 0.81) (Figure 12) [6].
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Similar results regarding the sensitivity and specificity of NT-prBNP with respect to
carcinoid heart disease were found by other authors [87,88]. Korse et al. also demonstrated
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the prognostic potential of NT-proBNP in combination with CgA given the poorer survival
of patients with both positive markers compared to patients with negative markers [87].

Based on what has been mentioned so far, it emerges that NT-proBNP is an excellent
diasnostic and prognostic tool for carcinoid heart disease. To the best of our knowledge, no
meta-analysis has been carried out on this subject, but the studies are all in agreement.

According to the “Expert Statement on Diagnosing and Managing Carcinoid Heart Dis-
ease in Patients With Neuroendocrine Tumors”, NT-proBNP is the most useful biomarker
to screen for cardiac involvement in patients with carcinoid syndrome (Evidence Level 2 to
3, Grade B). The authors also proposed a screening algorithm for carcinoid heart disease
based on the positivity of the same biomarker (Figure 13) [89].
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4.3. Cardiac AL Amyloidosis

The first studies aimed at analyzing the levels of circulating cardiac biomarkers in
patients with primary cardiac amyloidosis date back to the early 2000’s. Miller et al. demon-
strated that troponins are above the ischemia threshold in most of the patients with cardiac
involvement and no coronary disease [90]. In 2003 Dispenzieri et al. retrospectively investi-
gated if troponins could predict a higher mortality in these patients and demonstrated that
troponin T was the best negative predictor for survival [91].

In the same year, Palladini et al. examined the ability of NT-proBNP to predict an
adverse outcome and to monitor the response to therapy. It emerged that NT-proBNP
was significantly higher in patients with cardiac amyloidosis than in those without heart
involvement and that a cut-off of 152 pmol/L had a sensitivity of 93% and a specificity
of 90% for the diagnosis of heart infiltration. Patients with values above this cut-off were
at least six times more likely to die than those with lower values. Moreover, NT-proBNP
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showed to be more accurate in reflecting therapy response, intended as amyloidogenic
protein reduction, than echocardiographic parameters [92].

In 2004, Dispenzieri et al. retrospectively assayed NT-proBNP in sera from the same
patients who had been included in their previous analysis [91], and designed a prognostic
model which classified patients in three groups according to their positivity to none (stage
I), one (stage II) or both (stage III) the markers, NT-proBNP and troponin T. Median survival
decreased significantly with stage progression [93]. Subsequently, the same authors have
retrospectively tested their scoring system in patients undergoing peripheral blood stem
cell trans-plantation in order to verify the ability of the same model to identify patients
with a more favorable prognosis and who would benefit more from the graft: patients at
stage III had, also in this case, a worse prognosis than those at stage I or II [94].

Several subsequent studies have also confirmed the predictive ability of cardiac
biomarkers for long-term survival [95,96]. Research has also focused on identifying which
had the best diagnostic profile between natriuretic peptides and troponin. Palladini et al.
in 2010 compared high-sensitivity cTnT (hs-TnT), NT-proBNP, and troponin I. All of the
three markers were good survival predictors, but hs-TnT showed the highest accuracy.
On the contrary, NT-proBNP proved to be the best marker to evaluate the response to
treatment [97]. Apridonidze et al. found that at univariate analyses predictors of all-
cause mortality included, among others, increased troponin and BNP, but, from Cox’s
multivariate survival analysis, only troponin was a predictor of all-cause mortality [98].

Since long-term survival in patients with AL amyloidosis is based not only on the
degree of cardiac involvement, but also on some characteristics of the plasma cell clone,
Dispenzieri et al. in 2012 updated their prognostic staging system by incorporating into it a
third marker: the difference between involved and uninvolved light chain. They obtained
a new four-stage risk stratification system capable of predicting the survival of patients
with AL amyloidosis at 5 years [99]. However, since high sensitivity assays for troponin
T had not been used yet in their model, the same authors investigated whether replacing
TnT with hs-TnT would improve its prognostic accuracy. It emerged that hs-TnT improved
the prognostic value of the model and, moreover, that even when considered alone, hs-TnT
could provide excellent information on prognosis. [100].

In conclusion, hs-TnT is currently used as a reference marker for cardiac AL amyloi-
dosis. Values greater than 50-54 ng/L predict increased mortality rates and are strongly
correlated with NYHA functional class, LVEF, and left ventricular wall thickness. As for
NT-proBNP, it also remains an excellent prognostic indicator [7].

5. Conclusions

Cardiac biomarkers, natriuretic peptides and troponins in particular, have been inves-
tigated for their potential role as prognostic, predictive, diagnostic and monitoring clinical
tools in multiple cardioncological fields.

They have proved to be useful and inexpensive in several clinical settings, however
there are several gaps in the evidence which often do not yet allow to establish their precise
role even in areas where they have been extensively investigated.

Regarding anthracycline-related cardiotoxicity it seems indisputable that troponin
increases gradually during chemotherapy, at least in a relevant percentage of the patients
treated. However, it is not clear why troponin does not increase in all of the patients, even
when they have similar underlying conditions at baseline. Troponin was proven to have
only a high negative predictive value towards clinically detectable cardiotoxicity, but not
a high positive predictive value, as emerged from the only meta-analysis carried out so
far; this is also due to the use of different cut-offs in the various clinical trials, since a
specific one for cardiotoxicity has not been identified yet, but there are probably other
unknown patients-related factors that contribute to the onset of LVD only in a minority
of those who experience a troponin release during chemotherapy. Therefore, a troponin
rise during anthracycline courses remains still difficult to precisely interpret. Nevertheless,
there is evidence that the increase in troponin itself, which certainly represent the onset



Cancers 2021, 13, 5426 20 of 25

of subclinical myocardial damage due to cardiotoxicity, may be sufficient to justify the
preventive use of cardioprotective therapies.

As for Trastuzumab related cardiotoxicity, the evidence shows that this drug does
not induce a release of troponin; rather, some patients would experience an increase in
this marker during the very first cycles only as a consequence of deferred toxicity from
previous anthracycline therapy. Therefore, troponin would not represent a useful indicator
of the direct cardiotoxic effects of Trastuzumab.

Troponin was proven to be a sensitive marker for ICIs related myocarditis, but not very
specific, with the consequent risk that an isolated increase of the marker could lead clini-
cians to improperly interrupt chemotherapy; for this reason, and also in view of the rather
low incidence of this adverse event, the routine use of troponin for screening purposes in
this setting is still a matter of debate and is not currently indicated by guidelines.

As far as radiotherapy is concerned, any troponin increase recorded during treatment
has not been clearly correlated with long-term adverse outcomes, given the long latency
between the therapy itself and the onset of related cardiovascular diseases.

Regarding the ability to predict POAF in patients undergoing lung cancer surgery,
NT-proBNP was proven to have good sensitivity and specificity, while results for troponin
are in contrast.

Elevated baseline NT-proBNP and hsTn appear to be related to worse outcomes in
patients undergoing androgen deprivation for prostate cancer, particularly when GnRH
agonists are used; however higher quality evidence is needed.

With regard to the ability of cardiac biomarkers to predict, diagnose and/or monitor
the course of cancer-related cardiovascular diseases not on iatrogenic bases, their usefulness
appears greater and their role more defined than those demonstrated for the prediction of
cardiac damage induced by oncological treatments.

NT-proBNP was proven to be extremely sensitive and specific for the detection of
severe heart valves dysfunction related to syndromic carcinoid, so much so that a precise
cut-off (260 pg/mL) has been identified to select patients deserving a more in-depth study
with cardiovascular imaging.

Finally, concerning AL amyloidosis, both NT-proBNP and hsTnT were proven to be
effective for diagnostic purposes and in predicting outcome, so much so that they have
been incorporated into various prognostic models.

6. Future Perspectives

Given what has been mentioned so far, several objectives for the future emerge, among
which are the following:

- trying to individuate a troponin cut-off that is specific for anthracycline cardiotox-
icity, which should have at least a high negative predictive value for future LVD
development in order to identify patients who can benefit from a early preventive
cardioprotective therapy; in particular, research should focus on that subset of patients
with multiple baseline cardiovascular risk factors or who receive high cumulative
doses of anthracyclines or who are planned to undergo multiple cardiotoxic treat-
ments in succession (i.e., anthracyclines followed by trastuzumab, anthracyclines
followed by mediastinal radiotherapy, etc.), since those are the patients more at risk
of developing LVD;

- clearly establishing whether a screening strategy based on serial troponin dosage
for ICIs myocarditis is actually useful, taking into account the low incidence of the
phenomenon and the frequent cases of isolated aspecific hyper-troponinemia, or if
instead it induces only an increase in inappropriate therapy discontinuation rate;

- establishing whether troponin increase during treatment with thoracic radiotherapy
correlates with the future development of post-actinic heart disease, although this
objective is difficult to achieve given the long interval between therapy end and the
eventual development of the disease;
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- more quality evidence is needed to establish the utility of NT-proBNP in predicting
which patients undergoing androgen deprivation are at risk of developing cardio-
vascular complications and therefore deserve closer cardiological follow-up and the
implementation of preventive cardiac therapy.
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68. Pudil, R.; Mueller, C.; Čelutkienė, J.; Henriksen, P.A.; Lenihan, D.; Dent, S.; Barac, A.; Stanway, S.; Moslehi, J.; Suter, T.M.;
et al. Role of serum biomarkers in cancer patients receiving cardiotoxic cancer therapies: A position statement from the Cardio-
Oncology Study Group of the Heart Failure Association and the Cardio-Oncology Council of the European Society of Cardiology.
Eur. J. Heart Fail. 2020, 22, 1966–1983. [CrossRef]

69. Cardinale, D.; Colombo, A.; Sandri, M.T.; Lamantia, G.; Colombo, N.; Civelli, M.; Salvatici, M.; Veronesi, G.; Veglia, F.; Fiorentini,
C.; et al. Increased Perioperative N-Terminal Pro-B-Type Natriuretic Peptide Levels Predict Atrial Fibrillation After Thoracic
Surgery for Lung Cancer. Circulation 2007, 115, 1339–1344. [CrossRef] [PubMed]

70. Nojiri, T.; Maeda, H.; Takeuchi, Y.; Funakoshi, Y.; Kimura, T.; Maekura, R.; Yamamoto, K.; Okumura, M. Predictive value of
B-type natriuretic peptide for postoperative atrial fibrillation following pulmonary resection for lung cancer. Eur. J. Cardio-Thorac.
Surg. 2010, 37, 787–791. [CrossRef]

71. Masson, S.; Wu, J.; Simon, C.; Barlera, S.; Marchioli, R.; Mariani, J.; Macchia, A.; Lombardi, F.; Vago, T.; Aleksova, A.; et al.
Circulating cardiac biomarkers and postoperative atrial fibrillation in the OPERA trial. Eur. J. Clin. Investig. 2015, 45, 170–178.
[CrossRef] [PubMed]

72. Hernández-Romero, D.; Vílchez, J.A.; Lahoz, A.; Romero-Aniorte, A.I.; Orenes-Piñero, E.; Caballero, L.; Jara-Rubio, R.; Arribas,
J.M.; García-Alberola, A.; Valdés, M.; et al. High-sensitivity troponin T as a biomarker for the development of atrial fibrillation
after cardiac surgery. Eur. J. Cardio-Thorac. Surg. 2014, 45, 733–738. [CrossRef]

73. Knayzer, B.; Abramov, D.; Natalia, B.; Tovbin, D.; Ganiel, A.; Katz, A. Atrial Fibrillation and Plasma Troponin I Elevation After
Cardiac Surgery: Relation to Inflammation-Associated Parameters. J. Card. Surg. 2007, 22, 117–123. [CrossRef] [PubMed]

74. Leal, J.C.; Petrucci, O.; Godoy, M.F.; Braile, D.M. Perioperative serum troponin I levels are associated with higher risk for atrial
fibrillation in patients undergoing coronary artery bypass graft surgery. 2012, 14, 22–25. Interact. Cardiovasc. Thorac. Surg..
[CrossRef]

75. Lahoz-Tornos, Á.; Vilchez-Aguilera, J.A.; Hernandez-Romero, D.; Romero-Aniorte, A.I.; Orenes-Piñero, E.; Jara-Rubio, R.; Del
Saz-Ortiz, A.; Arribas-Leal, J.M.; García-Alberola, A.; Valdés-Chávarri, M.; et al. Colesterol HDL y troponina T ultrasensible como
biomarcadores predictivos de fibrilación auricular postoperatoria [HDL cholesterol and high-sensitive troponin T as predictive
biomarkers of atrial fibrillation after heart surgery]. Arch. Cardiol. Mex. 2015, 85, 111–117.

76. Uchoa, R.B.; Caramelli, B. Troponin I as a mortality marker after lung resection surgery—A prospective cohort study. BMC
Anesthesiol. 2020, 20, 118. [CrossRef]

77. Margel, D.; Peer, A.; Ber, Y.; Shavit-Grievink, L.; Tabachnik, T.; Sela, S.; Witberg, G.; Baniel, J.; Kedar, D.; Duivenvoorden, W.C.M.;
et al. Cardiovascular Morbidity in a Randomized Trial Comparing GnRH Agonist and GnRH Antagonist among Patients with
Advanced Prostate Cancer and Preexisting Cardiovascular Disease. J. Urol. 2019, 202, 1199–1208. [CrossRef]

78. Campora, S.; Campazzi, E.; Zanardi, S.; Puntoni, M.; Piccininno, M.; Piccardo, A.; Naseri, M.S.Z.; Defferrari, C.; Provinciali, N.;
Petrera, M.; et al. Association of Biomarkers with Serious Cardiac Adverse Events during Abiraterone Acetate Treatment in
Castration Resistant Prostate Cancer. Transl. Oncol. 2016, 9, 600–605. [CrossRef]

79. Margel, D.; Ber, Y.; Peer, A.; Shavit-Grievink, L.; Pinthus, J.H.; Witberg, G.; Baniel, J.; Kedar, D.; Rosenbaum, E. Cardiac biomarkers
in patients with prostate cancer and cardiovascular disease receiving gonadotrophin releasing hormone agonist vs antagonist.
Prostate Cancer Prostatic Dis. 2021, 24, 177–185. [CrossRef]

80. Melloni, C.; Slovin, S.F.; Blemings, A.; Goodman, S.G.; Evans, C.P.; Nilsson, J.; Bhatt, D.L.; Zubovskiy, K.; Olesen, T.K.; Dugi, K.;
et al. Cardiovascular Safety of Degarelix Versus Leuprolide for Advanced Prostate Cancer. CardioOncol. 2020, 2, 70–81. [CrossRef]

81. Narayan, V.; Thompson, E.W.; Demissei, B.; Ho, J.E.; Januzzi, J.L.; Ky, B. Mechanistic Biomarkers Informative of Both Cancer and
Cardiovascular Disease. J. Am. Coll. Cardiol. 2020, 75, 2726–2737. [CrossRef] [PubMed]

http://doi.org/10.1080/0284186X.2019.1630751
http://doi.org/10.1016/j.clon.2019.04.003
http://www.ncbi.nlm.nih.gov/pubmed/31031066
http://doi.org/10.1016/j.clbc.2020.09.005
http://www.ncbi.nlm.nih.gov/pubmed/33012660
http://doi.org/10.1016/j.echo.2018.12.009
http://doi.org/10.1007/s00066-020-01671-3
http://doi.org/10.1002/ejhf.2017
http://doi.org/10.1161/CIRCULATIONAHA.106.647008
http://www.ncbi.nlm.nih.gov/pubmed/17339553
http://doi.org/10.1016/j.ejcts.2009.09.043
http://doi.org/10.1111/eci.12393
http://www.ncbi.nlm.nih.gov/pubmed/25510286
http://doi.org/10.1093/ejcts/ezt488
http://doi.org/10.1111/j.1540-8191.2006.00366.x
http://www.ncbi.nlm.nih.gov/pubmed/17338744
http://doi.org/10.1093/icvts/ivr019
http://doi.org/10.1186/s12871-020-01037-3
http://doi.org/10.1097/JU.0000000000000384
http://doi.org/10.1016/j.tranon.2016.08.001
http://doi.org/10.1038/s41391-020-0264-9
http://doi.org/10.1016/j.jaccao.2020.01.004
http://doi.org/10.1016/j.jacc.2020.03.067
http://www.ncbi.nlm.nih.gov/pubmed/32466889


Cancers 2021, 13, 5426 25 of 25

82. Pavo, N.; Raderer, M.; Hülsmann, M.; Neuhold, S.; Adlbrecht, C.; Strunk, G.; Goliasch, G.; Gisslinger, H.; Steger, G.G.; Hejna, M.;
et al. Cardiovascular biomarkers in patients with cancer and their association with all-cause mortality. Heart 2015, 101, 1874–1880.
[CrossRef]

83. Finke, D.; Romann, S.W.; Heckmann, M.B.; Hund, H.; Bougatf, N.; Kantharajah, A.; Katus, H.A.; Müller, O.J.; Frey, N.; Giannitsis,
E.; et al. High-sensitivity cardiac troponin T determines all-cause mortality in cancer patients: A single-centre cohort study. ESC
Heart Fail. 2021, 8, 3709–3719. [CrossRef] [PubMed]

84. Jovani, M.; Liu, E.; Paniagua, S.M.; Lau, E.S.; Li, S.X.; Takvorian, K.S.; Kreger, B.E.; Splansky, G.L.; de Boer, A.R.; Joshi, A.D.; et al.
Cardiovascular disease related circulating biomarkers and cancer incidence and mortality: Is there an association? Cardiovasc.
Res. 2021, cvab282. [CrossRef]

85. Meijer, W.G.; Swaanenburg, J.C.; Van Veldhuisen, D.; Kema, I.P.; Willemse, P.H.; de Vries, E. Troponin I, Troponin T, and Creatine
Kinase-MB Mass in Patients with the Carcinoid Syndrome with and without Heart Failure. Clin. Chem. 1999, 45, 2296–2297.
[CrossRef] [PubMed]

86. Zuetenhorst, J.M.; Korse, C.M.; Bonfrer, J.M.G.; Bakker, R.H.; Taal, B.G. Role of natriuretic peptides in the diagnosis and treatment
of patients with carcinoid heart disease. Br. J. Cancer 2004, 90, 2073–2079. [CrossRef]

87. Korse, C.M.; Taal, B.G.; de Groot, C.A.; Bakker, R.H.; Bonfrer, J.M. Chromogranin-A and N-Terminal Pro-Brain Natriuretic Peptide:
An Excellent Pair of Biomarkers for Diagnostics in Patients with Neuroendocrine Tumor. J. Clin. Oncol. 2009, 27, 4293–4299.
[CrossRef]

88. Dobson, R.; Burgess, M.I.; Banks, M.; Pritchard, D.M.; Vora, J.; Valle, J.; Wong, C.; Chadwick, C.; George, K.; Keevil, B.; et al. The
Association of a Panel of Biomarkers with the Presence and Severity of Carcinoid Heart Disease: A Cross-Sectional Study. PLoS
ONE 2013, 8, e73679. [CrossRef]

89. Davar, J.; Connolly, H.M.; Caplin, M.E.; Pavel, M.; Zacks, J.; Bhattacharyya, S.; Cuthbertson, D.; Dobson, R.; Grozinsky-Glasberg,
S.; Steeds, R.; et al. Diagnosing and Managing Carcinoid Heart Disease in Patients with Neuroendocrine Tumors. J. Am. Coll.
Cardiol. 2017, 69, 1288–1304. [CrossRef]

90. Miller, W.L.; Wright, R.; McGregor, C.G.; Dispenzieri, A.; McConnell, J.P.; Burritt, M.F.; Jaffe, A.S. Troponin levels in patients with
amyloid cardiomyopathy undergoing cardiac transplantation. Am. J. Cardiol. 2001, 88, 813–815. [CrossRef]

91. Dispenzieri, A.; Kyle, A.R.; Gertz, A.M.; Therneau, T.M.; Miller, W.L.; Chandrasekaran, K.; McConnell, J.P.; Burritt, M.F.; Jaffe,
A.S. Survival in patients with primary systemic amyloidosis and raised serum cardiac troponins. Lancet 2003, 361, 1787–1789.
[CrossRef]

92. Palladini, G.; Campana, C.; Klersy, C.; Balduini, A.; Vadacca, G.; Perfetti, V.; Perlini, S.; Obici, L.; Ascari, E.; D’Eril, G.M.; et al.
Serum N-Terminal Pro–Brain Natriuretic Peptide Is a Sensitive Marker of Myocardial Dysfunction in AL Amyloidosis. Circulation
2003, 107, 2440–2445. [CrossRef]

93. Dispenzieri, A.; Gertz, M.A.; Kyle, R.A.; Lacy, M.Q.; Burritt, M.F.; Therneau, T.M.; Greipp, P.R.; Witzig, T.E.; Lust, J.A.; Rajkumar,
S.V.; et al. Serum Cardiac Troponins and N-Terminal Pro-Brain Natriuretic Peptide: A Staging System for Primary Systemic
Amyloidosis. J. Clin. Oncol. 2004, 22, 3751–3757. [CrossRef]

94. Dispenzieri, A.; Gertz, M.A.; Kyle, R.A.; Lacy, M.Q.; Burritt, M.F.; Therneau, T.M.; McConnell, J.P.; Litzow, M.R.; Gastineau, D.A.;
Tefferi, A.; et al. Prognostication of survival using cardiac troponins and N-terminal pro-brain natriuretic peptide in patients with
primary systemic amyloidosis undergoing peripheral blood stem cell transplantation. Blood 2004, 104, 1881–1887. [CrossRef]
[PubMed]

95. Bellavia, D.; Pellikka, P.A.; Al-Zahrani, G.B.; Abraham, T.P.; Dispenzieri, A.; Miyazaki, C.; Lacy, M.; Scott, C.; Oh, J.K.; Miller, F.A.
Independent Predictors of Survival in Primary Systemic (AL) Amyloidosis, Including Cardiac Biomarkers and Left Ventricular
Strain Imaging: An Observational Cohort Study. J. Am. Soc. Echocardiogr. 2010, 23, 643–652. [CrossRef]

96. Bellavia, D.; Pellikka, P.A.; Dispenzieri, A.; Scott, C.G.; Al-Zahrani, G.B.; Grogan, M.; Pitrolo, F.; Oh, J.K.; Miller, F.A. Comparison
of right ventricular longitudinal strain imaging, tricuspid annular plane systolic excursion, and cardiac biomarkers for early
diagnosis of cardiac involvement and risk stratification in primary systematic (AL) amyloidosis: A 5-year cohort study. Eur. Heart
J. Cardiovasc. Imaging 2012, 13, 680–689. [CrossRef]

97. Palladini, G.; Barassi, A.; Klersy, C.; Pacciolla, R.; Milani, P.; Sarais, G.; Perlini, S.; Albertini, R.; Russo, P.; Foli, A.; et al. The
combination of high-sensitivity cardiac troponin T (hs-cTnT) at presentation and changes in N-terminal natriuretic peptide type B
(NT-proBNP) after chemotherapy best predicts survival in AL amyloidosis. Blood 2010, 116, 3426–3430. [CrossRef]

98. Apridonidze, T.; Steingart, R.M.; Comenzo, R.L.; Hoffman, J.; Goldsmith, Y.; Bella, J.N.; Landau, H.; Liu, J.E. Clinical and
Echocardiographic Correlates of Elevated Troponin in Amyloid Light-Chain Cardiac Amyloidosis. Am. J. Cardiol. 2012, 110,
1180–1184. [CrossRef]

99. Kumar, S.; Dispenzieri, A.; Lacy, M.Q.; Hayman, S.R.; Buadi, F.K.; Colby, C.; Laumann, K.; Zeldenrust, S.R.; Leung, N.; Dingli, D.;
et al. Revised Prognostic Staging System for Light Chain Amyloidosis Incorporating Cardiac Biomarkers and Serum Free Light
Chain Measurements. J. Clin. Oncol. 2012, 30, 989–995. [CrossRef] [PubMed]

100. Dispenzieri, A.; Gertz, A.M.; Kumar, S.K.; Lacy, M.Q.; Kyle, A.R.; Saenger, A.K.; Grogan, M.; Zeldenrust, S.R.; Hayman, S.R.;
Buadi, F.; et al. High sensitivity cardiac troponin T in patients with immunoglobulin light chain amyloidosis. Heart 2014, 100,
383–388. [CrossRef] [PubMed]

http://doi.org/10.1136/heartjnl-2015-307848
http://doi.org/10.1002/ehf2.13515
http://www.ncbi.nlm.nih.gov/pubmed/34396713
http://doi.org/10.1093/cvr/cvab282
http://doi.org/10.1093/clinchem/45.12.2296
http://www.ncbi.nlm.nih.gov/pubmed/10585378
http://doi.org/10.1038/sj.bjc.6601816
http://doi.org/10.1200/JCO.2008.18.7047
http://doi.org/10.1371/journal.pone.0073679
http://doi.org/10.1016/j.jacc.2016.12.030
http://doi.org/10.1016/S0002-9149(01)01877-X
http://doi.org/10.1016/S0140-6736(03)13396-X
http://doi.org/10.1161/01.CIR.0000068314.02595.B2
http://doi.org/10.1200/JCO.2004.03.029
http://doi.org/10.1182/blood-2004-01-0390
http://www.ncbi.nlm.nih.gov/pubmed/15044258
http://doi.org/10.1016/j.echo.2010.03.027
http://doi.org/10.1093/ehjci/jes009
http://doi.org/10.1182/blood-2010-05-286567
http://doi.org/10.1016/j.amjcard.2012.05.061
http://doi.org/10.1200/JCO.2011.38.5724
http://www.ncbi.nlm.nih.gov/pubmed/22331953
http://doi.org/10.1136/heartjnl-2013-304957
http://www.ncbi.nlm.nih.gov/pubmed/24402772

	Introduction 
	Cardiac Biomarkers Phatophysiology 
	Iatrogenic Cardiac Damage Caused by Cancer Treatments 
	Cardiotoxicity 
	Anthracycline Cardiotoxicity 
	Trastuzumab Cardiotoxcity 
	Myocarditis Due to Immune Check Points Inhibitors 

	Radiotherapy 
	Postoperative Atrial Fibrillation/MACEs 
	Androgenic Deprivation in Prostate Cancer Patients 

	Cardiac Involvement in Oncological Diseases 
	All-Cause Mortality in Newly Diagnosed and Chemotherapy-Naïve Cancer Patients without Evidence of Acute Cardiac Disease 
	Carcinoid Heart Disease 
	Cardiac AL Amyloidosis 

	Conclusions 
	Future Perspectives 
	References

