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Biochemical analysis
All samples were centrifuged after 30 min, and material for the biobank was aliquoted and frozen at -80oC.  Routine and 1-h samples were measured for hs-cTnT (Roche Diagnostics) with limit of blank of 3 ng/L, limit of detection of 5 ng/L, 99th percentile of 14 ng/L and measurement range of 4 – 10 000 ng/L (1). The 10% analytical within-series coefficient of variation (CVA) was at 4.5 ng/L, with CVA <5% for concentrations 10 ng/L or higher. The analysis was done continuously on fresh material using 9 different reagents and calibrator lots. For hs-cTnI, biobanked samples were measured using the Abbott Diagnostics hs-cTnI assay. The assay has a limit of blank of 0.9 ng/L, limit of detection of 1.7 ng/L, and 99th percentile of 26 ng/L (1). The measurement range was 2-50 000 ng/L and the 10% CVA was 4.6 ng/L. The CVA was <4% for concentrations above 15 ng/L. The analysis was done using reagent lot 71164V100 and calibrator lot 65294V100 for the derivation cohort, and reagent lot 11151UI00 and calibrator lot 09906 UI00 for the validation cohort. The glomerular filtration rate was estimated using the Chronic Kidney Disease Epidemiology Collaboration formula using an enzymatic isotope dilution-mass spectrometry traceable creatinine assay (Roche Diagnostics) with a CVA <3% for concentration above 60 µmol/L. 





Diagnostic definitions
[bookmark: OLE_LINK38][bookmark: OLE_LINK39]Myocardial infarction was defined according to the third universal definition of myocardial infarction (2).
Detection of a rise and/or fall of cardiac biomarker values (preferably cardiac troponins cTn ) with at least one value above the 99th percentile upper reference limit and with at least one of the following:
•Symptoms of ischemia
•Development of pathologic Q waves in the electrocardiogram (ECG)
•New or presumed new significant ST-segment-T wave (ST-T) changes or new left bundle branch block
•Identification of an intracoronary thrombus by angiography or autopsy
•Imaging evidence of new loss of viable myocardium or a new regional wall motion abnormality
Prior myocardial infarction was defined by Q waves or QS complexes in the absence of QRS confounders in patients with ischemic heart disease regardless of symptoms (2)
 Unstable angina pectoris (UAP) was defined as symptoms suggestive of an ACS without elevation in biomarkers with or without ECG changes indicative of ischemia (3).
Stable angina was defined as typical angina symptoms lasting >1 month without an increase in magnitude, duration or frequency of the pain and a known history of coronary artery disease (4).
 Pericarditis was diagnosed  if at least two of four diagnostic criteria were present, as defined in several studies: typical pleuritic chest pain, detection of a pericardial rub on auscultation, typical ECG changes, new or increased amount of pericardial effusion on echocardiography (5). 
Myocarditis was diagnosed  according to the ESC’s 2013 position statement  (6). 
Takotsubo cardiomyopathy was diagnosed with the modified criteria suggested by The Mayo Clinic in 2008 (7).
Heart failure was defined according to the 2016 ESC diagnostic criteria  (8).
Atrial fibrillation, atrial flutter and other supraventricular arrhythmias were diagnosed by ECG findings and the lack of symptoms and biochemical results supporting another disease. 
Aortic stenosis and other valve diseases were diagnosed in accordance with echocardiographic results and a history supporting the valve disease as cause of the symptoms (9).
Myalgia was defined as chest pain provoked by palpation in lack of cardiac disease.
 Gastroesophageal reflux disease was based on gastroscopic findings, also in the lack of cardiac disease. 
Cholecystitis was defined by the Tokyo Guidelines of 2006 while other abdominal diseases where defined according to operative, endoscopic or radiological findings (10).
Pneumonia acquired typical symptoms and a chest X-ray supporting the disease, whereas  the diagnosis of both pulmonary embolism and pneumothorax was  based on radiologic results and the lack of concurrent cardiac disease. 
Chronic obstructive pulmonary disease was defined in accordance with the 2008 criteria of Stephens et al (11), while chest pain without any specific clinical, radiologic or biochemical findings where defined as non-specific chest pain.







Definition of risk factors
Diabetes was defined by the use of insulin, oral antidiabetic, or diet to lower the concentration of blood glucose.
Hypertension was based on the use of antihypertensive medication.
Hypercholesterolemia was defined by the use of statin or other lipid-lowering drugs.
Chronic kidney disease was defined as an estimated glomerular filtration rate <60 mL/min/1.73 m2.
Family history of cardiovascular disease was defined as cardiovascular disease in first-degree relatives, before 55 y of age in men and 65 y of age in women.
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