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The identification of acute coronary syndrome in patients presentii
ing to the emergency room with chest pain or other equivalent 
symptoms suggesting a potential or acute ischemic event is a 
common daily diagnostic dilemma and challenge to the acute 
medical services. 

In the United States there are approximately 5 million ER 
visits for chest pain a year. In Israel the number ranges from 
100,000 to 150,000 [1,2]. However, only 25% of these patients 
are finally diagnosed as having ACS [3]. On the other hand, 
5–10% of patients with chest pain who are discharged from 
the ER actually have myocardial infarction. These “missed” MI 
patients have a shortiterm mortality of at least twice what could 
be expected had they been admitted [4]. Failure to diagnose MI 
is the leading cause of malpractice awards against emergency 
rooms, which account for 21% of the total litigation costs [5]. It 
is therefore not surprising that physicians tend to overestimate 
the incidence of ACS and admit a large number of patients. 
The term “ROMI” – Rule Out Myocardial Infarction – resulted in 
unnecessary millions of admissions, tests, procedures and, as a 
result, expenses.

With the increasing economic pressure on healthcare, physiii
cians and medical centers are determined to improve the efficacy 
of care for patients with acute chest pain. The concept of the 
chest pain unit has been developed to address these problems. 
The rationale of the CPU is to reduce overall admission rates 
and increase the early identification of genuine cases of ACS that 
need to be admitted.

The CPU is usually a separate unit located within the ER. 
Patients with chest pain who are at low or intermediate risk, for 
whom no definite diagnosis of ACS has been made after initial 
clinical assessment that also includes electrocardiograph and 
chest Xiray, are admitted to the CPU for observation. There they 
are closely monitored for several hours (usually 6–24 hours), 
and undergo a number of biochemical tests (including troponin), 
repeated ECGs, ST segment monitoring, and ischemia provocative 

ER = emergency room
ACS = acute coronary syndrome
MI = myocardial infarction

tests. Patients with negative tests are discharged and patients 
with positive and equivocal tests are admitted. 

The introduction of the CPU has unquestionably improved 
the outcome of patients with chest pain and reduced the costs 
of health services [7]. Chest units may vary in size (according to 
the number of ER visits), length of stay, and use of diagnostic/
provocative modalities (according to local resources and experiii
ence). Management in the CPU is based on local protocols and 
algorithms. The success of the CPU depends on close cooperation 
between the ER staff and cardiologists. 

Recently, the Israel Ministry of Health recommended a pilot 
study to evaluate the costieffectiveness of CPUs in Israel (a letter 
from the DirectoriGeneral of the Ministry was sent on 4 May 
2004 to all hospitals in Israel, under the heading: “Chest pain 
unit”). The study by Rubinshtein et al. in this issue of IMAJ [8] 
is the first published Israeli experience using the concept of CPU 
for the evaluation of patients with chest pain in the CPU. The 
authors report that the introduction of a cardiologistibased CPU 
pathway for evaluation of patients with possible ACS significantly 
changed the initial ER physician decisions in more than onei
third of the patients. Thirty patients who were designated by the 
ER team to be hospitalized were safely discharged after a short 
evaluation (13.6 ± 10 hours). On the other hand, 13 patients who 
were scheduled for discharge by the ER team after a short and 
probably inadequate assessment were suspected or diagnosed 
after additional evaluation in the CPU as having ACS and were 
hospitalized. 

This pilot study by Rubinshtein and colleagues supports the 
concept of a CPU that operates according to standard protocols. 
The appropriate use of local, available, sophisticated diagnostic 
testing by an experienced cardiologist was shown to improve 
patient assessment, potentially save many unnecessary hospiii
talizations and prevent unwarranted discharge. This experience 
should encourage other hospital administrations, ER staff and 
cardiologists to evaluate the CPU program in their local setting. 
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Largeiscale sequence analysis of avian flu isolates based 
on 4339 virus genes from many wild birds confirms 
longiknown facts of flu biology, such as the variability 
of hemagglutinin and neuraminidase sequences, the freii
quency of reiassortment, and the restricted compatibility 
of internal virion subunits. Obenauer et al. have developed 
the means to characterize these viruses by a technique 

they term “proteotyping” and use the method to identify 
specific combinations of genes and gene products that 
travel together. They also identified a previously overlooked 
motif that appears to correlate closely with virulence, at 
least in strains of avian origin.
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A catalog of avian flu

Global surveys, inaugurated by almost complete compendiums 
of the genes of various organisms, have been expanded to 
cover proteins and, more recently, microRNAs (miRNAs), which 
are roughly 25 nucleotideilong RNA molecules that function 
to block the production of proteins from mRNAs. Cummins 
and team describe a protocol – the miRNA serial analysis of 
gene expression (miRAGE) – and its application to assessing 
the miRNA composition of human colorectal cancer cells. Their 
approach meets the technical challenge of recovering short RNA 

pieces, present in vanishingly small quantities; analyzing an 
enormous number of parallel amplification reactions resulted 
in the identification of 200 miRNAs known within these cells 
(with oneiquarter differentially expressed in comparison to 
normal colonic epithelial cells) and of 168 candidate miRNAs, 
of which oneififth were independently identified and deposited 
by other groups during the course of their study. 
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A colorectal catalog

Those who failed to oppose me, who readily agreed with me, accepted all my views, and 
yielded easily to my opinions, were those who did me the most injury, and were my worst 
enemies, because, by surrendering to me so easily, they encouraged me to go too far … I 
was then too powerful for any man, except myself, to injure me.

Napoleon Bonaparte (1769-1821), Emperor of France

You can discover more about a person in an hour of play than in a year of discussion

Plato (427-347 BC), Greek philosopher
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