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of this size is likely to miss a clinically important 5% dif-
ference in death rates between groups.

Another concern about this study is that the patient sam-
ple appeared to be of low rather than intermediate risk. This
may have occurred because the protocol excluded patients
with ST-segment depression in several leads and allowed
emergency physicians to subjectively exclude patients with
whom they were uncomfortable. In addition, although out-
comes were statistically similar, the fact that there were 14
early MIs (6.6%) in the non-CPU group versus 5 (2.4%) in
the CPU group may indicate that patients in the CPU group
were healthier to begin with. 

In this study and another by Gomez and associates,2 no
cardiac events occurred among those CPU patients who
were discharged after a negative stress test. Unfortunately
both studies were underpowered and safety cannot be con-
cluded.

Several studies cite cost efficacy as a major benefit of
CPUs. Because these studies compare CPU costs only to
costs for admitted patients, not to similar patients who were
discharged from the ED with lesser work-ups, the true cost
advantage of CPUs remains uncertain. Further, cost analysis
may be inappropriate until the clinical safety of CPUs is bet-
ter proven. 

Published literature on CPUs suggests that discharging
low- and intermediate-risk patients from the ED after a sta-
ble observation period and negative provocative test is a
safe practice; however, before this can be recognized as the

standard of care, a larger multicentre study or sufficiently
powered systematic review should be undertaken.
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Editor’s note:
This study suggests that some patients with “rule-out” unsta-
ble angina can be safely discharged after an abbreviated
CPU work-up. Unfortunately, because of the nature of the
enrolment criteria, it’s unclear which patients these are. 
The study also shows that if you normally admit low-risk
patients to a CCU (unlikely in Canada), you can reduce costs
by not doing so. The study doesn’t address what will happen
if we widely introduce CPUs and, by protocol, subject
patients (who previously would have been discharged from
the ED) to intensive diagnostic algorithms. It is likely that
this could lead to MORE investigations on more patients
(“build it and they will come”), generating more costs, with-
out clear evidence of improved patient outcomes.[G.I.]
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Section Editors’ notes:
Evidence-based medicine (EBM) has a growing role in health care. Britain’s National Health Service
has mandated the development of a wide variety of evidence-based care plans, which they intend to
introduce nationwide on a compulsory basis. Our own federal Health Minister is already discussing
the importance of valid health outcomes research, so whether we believe in the concept or not, it is
likely that the EBM wave will wash over Canada in the near future. To ensure that EBM is not abused,
it is incumbent upon all of us to understand the process, its strengths, and its limitations.

We hope that many of you will submit CATs and evidence-based reviews for us to evaluate and
choose from. If we receive more quality submissions than we can publish, we will arrange publica-
tion on the CAEP Web site. Please send us your reviews, your opinions, and any other suggestions
you might have for innovations or additions to this section of CJEM. [D.R., M.B.]


