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ABSTRACT 

 

- Introduction - Ten to 50% of acute chest pain cases remain undetermined origins. 

Multiple causes are described but only a little is known about the long-term prognosis of 

those patients. We aimed to assess long-term prognosis of patients who leave reassured 

evaluation from the cardiac chest pain unit (CPU) and identify the correlates of adverse 

cardiac events in this population. - Materiel and Methods - 616 patients admitted in the 

cardiac CPU between January 2010 and December 2012, with a final diagnosis of chest pain 

of undetermined origin were prospectively included in the present study and followed for 

major adverse cardiac events (MACE). - Results - Patients’ length of time in the cardiac CPU 

was 6.1 hours (3.6-10.3 hours). Fourteen patients (2.3%) presented MACE within 1-year 

including 3 cardiovascular deaths. Altogether, during the long-term follow-up of 3.2 years 

(2.6-4.1 years), 41 patients (6.7%) presented MACE including 25 coronary events (4.1%) 

and 16 cardiovascular deaths (2.6%). No ST elevation-acute coronary syndrome occurred.  

Three factors were independently associated with MACE occurrence at 1-year and long-term: 

male gender (respectively HR 4.7; 95% CI 1.0 to 21.1 and HR 3.4; 95% CI 1.5 to 7.8), 

global registry of acute coronary events (GRACE) score more than 88 (respectively HR 7.2; 

95% CI 1.5 to 34.4 and HR 3.1; 95% CI 1.5 to 6.4) and left bundle branch block (LBBB) 

(respectively HR 7.6; 95% CI 1.4 to 40.1 and HR 4.9; 95% CI 1.6 to 15.3). - Conclusion - 

Cardiac CPU allowed quick investigations for patients with chest pain of undetermined origin 

and a MACE rate of 6.7% at long-term. Among these patients, those male gender, those with 

high GRACE score or LBBB are at higher risk of subsequent MACE. 
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INTRODUCTION 

 

Acute chest pain is one of the most common complaint of emergency admission 

concerning 4-6% of emergency department (ED) admission1,2. In ED, about 2-4% of patients 

admitted for chest pain are discharged with a missed diagnosis of acute coronary syndrome 

(ACS)3,4 and these patients have a higher mortality3 than patients hospitalized for ACS. 

Chest pain units (CPU) have evolved as alternatives to ED evaluation for the improvement to 

the « rule out » strategy of ACS5,6 but 10 to 50% of all chest pain cases remain 

undetermined origins7–9.  

 

Multiple causes of undetermined chest pain are described in the literature, mostly 

from oesophageal source10 and psychological factors could also play a role11. The prognosis 

of those patients is not necessarily benign12 especially for patients with a past medical 

history of cardiac disease, cardiovascular risk factors or an abnormal ECG13 and could 

represent a diagnostic and therapeutic dilemma for the medical team13. Only a little is known 

about the long-term prognosis and the incidence of adverse cardiac events in this patient 

population7,14. 

 

In the cardiac CPU of our university hospital, a team of cardiologists provide quick and 

early investigation for patients with non–traumatic chest pain. We aimed to assess long-term 

prognosis of patients who leave reassured evaluation and identify the correlates of adverse 

cardiac events in this population. 
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MATERIAL AND METHODS 

 

Population 

 

1362 patients were admitted in the cardiac CPU between January 1, 2010, and 

December 31, 2012, for a non-traumatic chest pain (See Flow-chart figure 1). Patients were 

enrolled if they met the following inclusion criteria at the admission: complaints of non-

traumatic chest pain, and diagnosis of chest pain of undetermined origin after CPU 

evaluation. The exclusion criteria were as follows: refusal of clinical follow-up and discharge 

against medical advice. 666 patients met the inclusion criteria, 39 patients refused clinical 

follow-up, 11 patients were lost-to-follow-up and 616 patients completed the follow-up and 

were analyzed in the present study (figure 1). 

 

Data collection 

 

Data of the index admission in CPU were collected for each patient by one out of two 

independent investigators, i.e. demographic characteristics, mode of admission, 

cardiovascular risk factors, medical history, electrocardiogram, global registry of acute 

coronary events (GRACE) score15, blood test results, echocardiography data, stress tests, 

and invasive or non-invasive investigations if performed. Final diagnosis, hospitalization or 

discharge status and length of stay in the CPU and in a cardiology unit were also recorded. 
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Cardiac chest pain unit 

 

Opened in 2008, the cardiac CPU is implanted in a cardiology department primary 

PCI-capable center, nearly the cardiac intensive care unit, with 5 beds, a treadmill test and 

an echocardiograph dedicated. A medical and a paramedical team, including 1 cardiologist 

senior, 1 resident, 2 nurses and 1 orderly, were dedicated 24 h per day and 5 days a week. 

All the nurses were trained specifically for the management of acute chest pain and cardiac 

emergency. According to the local protocol of care, ECG was performed immediately after 

admission in order to identify ST-segment elevation (STE)-ACS patients who required 

immediate revascularization. Blood test, including cardiac biomarkers creatine kinase and 

troponin Tc (in our center ultra-sensitive troponin assay has been introduced into routine 

clinical during 2012), and trans-thoracic echocardiography (TTE) were performed early after 

medical examination. Each patient was monitored continuously by an ST-segment analyzer 

upon admission (GE Healthcare, Chicago, IL). Patient was then referred to X-rays, treadmill 

test, stress imaging (stress TTE or myocardial perfusion scintigraphy with single photon 

emission computed tomography), cardiac magnetic resonance imaging, 64-slice multi-

detector computed tomography, or coronary artery angiography if indicated. Overall, further 

examinations were performed according the fastest access or could be performed externally 

for patients at very low risk of ACS after normal rest test.  

 

Outcomes measures 

 

The occurrence of major adverse cardiac events (MACE) from CPU discharge until 

May, 2015 were actively searched from patients records for additional visits to the university 

hospital and by phone interview at the end of the follow-up. Outcomes were adjudicated 
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after the agreement of two investigators (VB, SLP). General practitioner, specialist or other 

hospitals were also contacted if no contact had been made after repeated calls.  

 

Endpoint 

 

Primary endpoint was the occurrence of MACE, as a composite endpoint included 1) 

cardiovascular deaths, 2) coronary events i.e. non ST-segment elevation (NSTE)-ACS, STE-

ACS, late myocardial infarction (MI), angina pectoris, and 3) unprogrammed coronary artery 

angiography demonstrating a culprit lesion. 

 

Ethics Committee 

 

This study was approved by the local ethics committee and conducted in accordance 

with the Declaration of Helsinki and local regulatory requirements.  

 

Statistical analysis 

 

For statistical analysis, we distinguished 2 groups according to the occurrence of 

MACE during the follow-up. Categorical variables were presented as number of patients 

(percentage) and continuous variables were presented as mean ± standard deviation or 

median (25th – 75th) in case of non-normal distribution. Comparisons of variables between 

the 2 groups were evaluated with unpaired Chi-2 test, Student t-test, or Mann-Whitney test 

when appropriate. In multivariate analysis for the prediction of the occurrence of MACE 

during the 1-year and long-term follow-up; clinical data, history of cardiovascular disease, 

further examinations, length of stay in cardiac CPU or in cardiology department, ECG and 
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TTE data were tested by a stepwise Cox regression analysis, including variables with p values 

<0.2 in univariate analysis. A p value <0.05 was considered statistically significant. All 

statistical analysis was performed using SPSS version 15.0 for Windows (SPPS, Inc, Chicago, 

IL). 
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RESULTS 

 

Among 616 patients included in the present study, cardiac CPU admissions were 

mostly from home (68%) including 10.1% via mobile care unit (figure 2). Mean age of 

population was 53.5±15.9 years, 379 patients were men (61.6%) and mean body mass 

index was 27±5.4 kg/m2. Median ischemic GRACE score was 81 (64-97) and almost two 

thirds of the patients had a GRACE score less than 88. The distribution of risk factors, the 

medical histories and characteristics of the study population are listed in the table 1.  

 

Fourteen patients (2.3%) presented MACE within 1-year including 3 cardiovascular 

deaths Altogether, during the long-term (median follow-up was 3.2 years), 41 patients 

(6.7%) presented MACE, mostly coronary events (4.1%) or cardiovascular deaths (2.6%). 

No STE-ACS occurred. The distribution of MACE is summarized in table 2. 

 

MACE patients were more men (p=0.026), older (p<0.001), with medical history of 

coronary artery disease (p<0.001) or peripheral arterial disease at the admission (p=0.009), 

had a higher GRACE score and more left ventricle ejection fraction less than 50 % 

(p<0.001), without difference regarding the other cardiovascular risks factors (table 1). 

MACE patients had more repolarization abnormalities: LBBB (p=0.002) or negative T wave 

(p=0.029). The median length of stay in CPU was 6.1 hours (3.6-10.3 hours) (figure 3) and 

MACE patients were more hospitalized (p<0.001). Further investigations (figure 4) were 

performed in 373 patients (60.5%) in first intention and half of these patients (189 patients) 

had a stress imaging. Treadmill stress test was performed as the only further investigation in 

113 patients (18.3%). A total of 29 patients (4.7%) had a coronary artery angiography, 
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including 15 procedures (2.4%) in first intention.  

 

Multivariate analysis (table 3) found, at 1-year and long-term, male gender 

(respectively hazard ratio (HR) 4.7; 95% confidence interval (CI) 1.0 to 21.1 and HR 3.4; 

95% CI 1.5 to 7.8), GRACE score more than 88 (respectively HR 7.2; 95% CI 1.5 to 34.4 

and HR 3.1; 95% CI 1.5 to 6.4), LBBB (respectively HR 7.6; 95% CI 1.4 to 40.1 and HR 4.9; 

95% CI 1.6 to 15.3) and admission via ED (respectively HR 0.1; 95% CI 0.0 to 0.9 and HR 

0.4; 95% CI 0.2 to 0.9) as factors independently associated with the occurrence of MACE. 

While diabetes mellitus (HR 3.4; 95% CI 1.0 to 11.3) and CPU stay time more than 10 hours 

(HR 3.5; 95% CI 1.1-10.9) were independently associated with the occurrence of MACE only 

at 1-year, and medical history of peripheral arterial disease (HR 2.4; 95% CI 1.0 to 5.7) only 

at long-term. 
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DISCUSSION AND CONCLUSION 

 

Primary endpoint 

 

We report the long-term follow-up of patients with chest pain of undetermined origin 

evaluated in a cardiac CPU. In accordance with other study, this diagnosis remained a 

diagnosis of exclusion but concerned almost half of final diagnosis. Our MACE rate was 6.7% 

including 2.6% of cardiovascular deaths at long-term. MACE occurred mainly after 1 year 

without STE-ACS. Only few studies followed those patients. From the Rochester epidemiology 

project13, among 230 patients with a similar diagnosis after ED evaluation, 4.4% experienced 

an adverse cardiac event within 12 months, and 7.4% died from cardiac cause with a mean 

time follow-up of 6.1 years. More recently, Sekhri et al.14 described a risk of 2.7% of 

coronary death or ACS at 3 years for patients thought to have non-cardiac chest pain after a 

rapid-assessment chest pain clinic but these patients had different conditions, with low 

history of coronary artery disease and risk factors compared to our patients. This present 

analysis confirmed that the long-term prognosis of patients with chest pain of undetermined 

origin is not completely benign. 

 

 

Incidence and length of stay 

 

Several studies have evaluated the safety and cost-effectiveness of CPU in European 

population via a high standardized chest pain evaluation16. In France, the management of 

patient is organized around mobile care-unit. For low-risk of ACS patient hospitalization in a 
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cardiology department is not systematic and patient could be managed by ED. Our cardiac 

CPU had a specific plan of care allowed fast access to non-invasive further investigations 

(stress testing or 64-slice CT), when the delay in obtaining an unscheduled additional 

investigation could be long (more than 24 hours)9 with a standard organization. Incidence of 

chest pain of undetermined origin was 49.3%, and was 10 to 50 % in the literature7–9,13,17  

but data on cardiac CPU are scarce. The length of stay in our cardiac CPU was short for these 

patients, 6.1 hours (3.6-10.3 hours) when previous studies reported between 9.2 to 22 

hours17–19 for all chest pain patients. Reduction of length of stay is clearly dependent upon 

timely access to further investigations. Then, in our opinion, this short evaluation is only 

feasible if the CPU is located in the cardiology department, could reduce hospitalization costs, 

unjustified hospitalization (only 12.5% of patients were hospitalized in our study) and did not 

taint the final prognosis of patients. 

  

Multivariate analysis 

 

Factors associated with the occurrence of subsequent MACE were identified with 

multivariate analysis and could be subdivided in 3 classes; firstly, factors with identified 

cardiovascular conditions: GRACE score including multiple cardiovascular clinical risk data15, 

peripheral arterial disease20 and LBBB21 were associated with cardiovascular deaths. 

Secondly,  factors without identified cardiovascular conditions and which MACE could be 

independent from the initial admission motive: male gender had a higher prevalence of 

cardiovascular disease22 and diabetes mellitus was clearly associated with silent coronary 

artery diseases23 and could make difficult the initial assessment. Lastly, factors independent 

of patients conditions: a prolonged cardiac monitoring in CPU more than 10 hours could be 

interpreted as an independent marker of MACE risk identified by the medical team. And 
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admission in cardiac CPU via ED was associated with a low occurrence of MACE, as an 

evidence of the ED assessment, after which only low-risk of ACS patients were transferred to 

cardiac CPU. 

 

Patients origin for CPU admission 

 

In our study, patients could refer themselves to a primary PCI-capable center in case 

of acute chest pain24, thus, our cardiac CPU acts as a “first line” structure and through a 

dedicated team allowed a fast and a specific25 management, reduce the delay to reperfusion 

therapy for STE-ACS26 and improving the quality of care27. For example, STE-ACS was rare 

but represent 1% of patient admitted for non-traumatic chest pain. Patients with chest pain 

of undetermined origin were thus mostly self-referral, as described by the German-CPU 

registry28 where self-referral patients were less ACS-risk. However, our cardiac CPU did not 

act yet completely as a “first line” structure, even if transfers from ED represented less than 

one-third of admission, some patients had previous ED evaluation, and according to the risk 

of ACS patients could be hospitalized directly in cardiology unit, transfer to the cardiac CPU 

or discharge at home. 

 

Limitations 

 

Our study has several limitations. First of all, we reported an observational and single 

center study. Then, data collection did not include clinical characteristics of chest pain which 

is a key factor for the clinical evaluation of the ischemic risk29. Finally, even if the local 

protocol of care complied with the clinical guidelines6, all non-invasive stress tests for 

inducible ischemia are recommended as class 1A. It would be useful to study a standardized 
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management for diagnosis and monitoring of patients.  

 

In conclusion, cardiac CPU allows quick investigations for patients with a diagnosis of 

chest pain of undetermined origin and demonstrated a MACE rate of 6.7% at long-term. 

Among these patients, male gender, high GRACE score or the presence of LBBB increased 

the risk of subsequent MACE and should increase suspicion that the chest pain is cardiac 

origin. 
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1886 patients admitted in the CPU between January 2010 and December 2012 
 

1362 patients admitted for a non-traumatic chest pain 
 

524 excluded patients: admission for other 
causes than non-traumatic chest pain 

 

10 excluded patients (0.7 %): 
- 6 Discharges Against Medical Advice 
- 4 Missing Data 

 
 

 

1352 patients  
 

Chest pain of undetermined origin: 666 patients 
 

Acute Coronary Syndrome:  
374 patients (27.7%) 

- Acute STE-ACS, n=14 (1 %) 
- Late MI, n=25 (1.8 %) 
- NSTE-ACS, n=207 (15.3 %) 
- Functional Angina, n=87 (6.4 %) 
- Sable Angina, n=41 (3 %) 

 
 

 

616 patients completed follow-up, included in the study 
 
 

50 excluded patients (7.5%): 
-39 (5.8%) refusal of clinical follow-up 
-11 (1.6%) lost to-follow-up 

 
 

Non-ischaemic cardiac aetiology:  
209 patients 

- Pericarditis, n=177 (13.1 %)  
- Myocarditis, n=19 (1.4 %) 
- Pulmonary Embolism, n=11 (0.8 %) 
- Aortic Dissection, n=2 (0.1 %) 
 

Non-Cardiac aetiology:  
103 patients 

- Digestive Affection, n=73 (5.4 %) 
- Pulmonary Affection, n=23 (1.7 %) 
- Other Diagnosis, n=7 (0.5 %) 
 

 
 

 

 

Figure 1: Flow-chart of the study population.  
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Figure 2: Description of patient origin (in percentage of patients). 
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Figure 3: Distribution of length of stay in chest pain unit in the population.  
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MRI means magnetic resonance imaging, CT means computed tomography, MP means myocardial perfusion, TTE means 
trans-thoracic echocardiography. 

Figure 4: Distribution of complementary exam in the study population.  

A. Total testing, B. First and second intention testing. 
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 Total 

(n=616) 
No-MACE  
(n=575) 

MACE  
(n=41) p 

Baseline Characteristics     
Male gender, no. (%) 380 (61.7) 348 (60.5) 32 (78) 0.026 
Age, years 53.5±15.9 52.8±15.7 63.9±14.7 <0.001 
Body mass index, kg/m2 27±5.4 27±5.4 26.9±5 0.90 
Systolic Blood Pressure, mmHg 141±22 141±22 144±24 0.40 
Heart Rate, bpm 72±13 72±13 71±13 0.44 
GRACE Score, au 78 (64-97) 78 (62-95) 94 (78-118) <0.001 

Medical History, no. (%)     
History of CAD 108 (17.5) 90 (15.7) 18 (43.9) <0.001 
History of PAD 43 (6.9) 36 (6.3) 7 (17.1) 0.009 
History of Heart Disease 30 (4.9) 27 (4.7) 3 (7.3) 0.45 

Risk factor, no. (%)     
Current Smoking 193 (31.3) 182 (31.7) 11 (26.8) 0.52 
Hypertension 224 (36.4) 204 (35.5) 20 (48.8) 0.09 
Dyslipidemia 201 (32.6) 185 (32.2) 16 (39) 0.37 
Diabetes Mellitus 74 (12) 66( 11.5) 8 (19.5) 0.13 

Treatment, no. (%)     
Beta-blockers 135 (21.9) 114 (19.8) 21 (51.2) <0.001 
Antiplatelet 144 (23.4) 122 (21.2) 22 (53.6) <0.001 
Statin 106 (17.2) 94 (16.3) 12 (29.3) 0.034 

ECG Admission, no. (%)     
Normal Repolarization 487 (79.1) 463 (80.5) 24 (58.5) 0.001 
Negative T Wave 60 (9.7) 52 (9) 8 (19.5) 0.029 
LBBB 15 (2.4) 11 (1.9) 4 (9.7) 0.002 

Biological Results     
Troponin Tc< 0.03 µg/L, no. (%) 583 (94.6) 556 (96.7) 30 (73.2) <0.001 
Troponin Tc > 0.3 µg/l, no. (%) 1 (0.2) 1 (0.2) 0 0.79 
Creatine Kinase, IU/l 129±143 129±143 125±151 0.88 
Hemoglobin, g/dl 14.1±1.4 14.2±1.4 13.5±2.1 0.06 
Glycaemia, mmol/l 6±1.9 6±1.9 6.2±1.8 0.55 
Creatinine, µmol/l 79±42.6 77.4±39.3 102±72.1 0.039 
C-Reactive Protein, mg/l 5.4±22.8 4.1±18.7 24.2±51.6 0.026 
D-Dimer, µg/l 457±566 443±570 651±482 0.044 

TTE, no. (%) 605 (98.2) 565 (98.3) 40 (97.6) 0.74 
LVEF < 50% 22 (3.6) 16 (2.8) 6 (14.6) <0.001 

Hospitalization, no. (%) 77 (12.5) 63 (10.9) 14 (34.1) <0.001 
In Cardiology Department 66 (10.7) 54 (9.4) 12 (30) <0.001 
CPU Stay Time, in hours 6.1 (3.6-10.3) 6 (3.6-10.2) 6.4 (4-16.5) 0.35 
Total Hospitalization Stay Time, in days 3 (2-4) 3 (2-4) 3 (3-4.5) 0.18 

Follow-up Duration, in years 3.2 (2.6-4.1) 3.2 (2.6-4.1) 3.4 (2.3-4.0) 0.38 
MACE means Major Adverse Cardiac Events, CAD means Coronary Arterial disease, PAD means Peripheral Arterial Disease, 
ECG means Electrocardiogram, LBBB means Left Bundle Branch Block, TTE means trans-thoracic echocardiography, LVEF 
means Left Ventricular Ejection Fraction, CPU means Chest Pain Unit. Data are given in mean ± standard deviation or 
median (25th – 75th) in case of non-normal distribution. 

Table I: Distribution of risk factors, the main medical histories and characteristics of the 

study population. 
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 1-year 

follow-up  
Long-term 
follow-up 

Death, no. (%) 3 (0.5) 16 (2.6) 

Cardiopulmonary Arrest  0 3 (0.5) 

Heart Failure 1 (0.2) 4 (0.7) 
Stroke 1 (0.2) 2 (0.3) 
Other Cardiovascular etiology 0 2 (0.3) 
Unknown 1 (0.2) 5 (0.8) 

Coronary events, no. (%) 9 (1.4) 25 (4.1) 
STE-ACS 0 0 
NSTE-ACS 7 (1.1) 12 (2) 
Angina Pectoris 2 (0.3) 13 (2.1) 

Unprogrammed coronary artery 
angiography, no. (%) 10 (1.6) 28 (4.6) 

Culprit lesion 10 (1.6) 23 (82.1) 
Emergency 7 (1.1) 13 (46.4) 
Angioplasty 9 (1.4) 22 (78.6) 

ACS means acute coronary syndrome, STE means ST- Elevation, NSTE means Non ST-Elevation 

Table II: Distribution of MACE during follow-up. 
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 1-year follow-up Long-term follow-up 
 Univariate Multivariate analysis Univariate Multivariate analysis 
 p HR (CI 95%); p p HR (CI 95%); p 
Age > 64 years 0.007  <0.001  
Male gender 0.20 4.7 (1.0-21.1); p=0.044 0.037 3.4 (1.5-7.8); p=0.004 
GRACE score > 88 0.002 7.2 (1.5-34.4); p=0.013 <0.001 3.1 (1.5-6.4); p=0.002 
Body mass index 0.21  0.72  
History of CAD 0.022  <0.001  
History of Heart Disease 0.05  0.19  
History of PAD 0.16  0.001 2.4 (1.0-5.7); p=0.048 
Current smoking 0.23  0.61  
Hypertension 0.69  0.15  
Dyslipidemia 0.77  0.44  
Diabetes Mellitus 0.018 3.4 (1.0-11.3); p=0.049 0.33  
Beta-blockers 0.001  <0.001  
Antiplatelet 0.028  <0.001  
Statin 0.28  0.07  
Troponin Tc > 0.3 µg/l 0.94  0.93  
Normal Repolarization 0.05  0.001  
LBBB 0.022 7.6 (1.4-40.1); p=0.017 0.003 4.9 (1.6-15.3); p=0.006 
LVEF < 50% 0.001  0.001  
Treadmill Stress Test Only 0.22  0.14  
Stress Imaging 0.027  0.26  
Sub-maximal testing 0.42  0.22  
Admission via ED 0.15 0.1 (0.0-0.9); p=0.045 0.08 0.4 (0.2-0.9); p=0.031 
CPU Stay Time  > 10 hours 0.11 3.5 (1.1-10.9); p=0.032 0.28  
Hospitalization Stay Time  0.33  0.52  

CAD means Coronary Arterial disease, PAD means Peripheral Arterial Disease, LBBB means Left Bundle Branch Block, LVEF 
means Left Ventricular Ejection Fraction, ED means Emergency Department, CPU means Chest Pain Unit, HR means Hazard 
Ratio, CI means Confidence Interval. 

Table III:  Univariate and multivariate Cox analysis for the prediction of MACE during the 1-

year and long-term follow-up. 
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BEHAGHEL Vianney 
Pronostic à long terme des patients avec une douleur thoracique d’origine 

indéterminée évalués dans un centre cardiaque de douleur thoracique 

  Mots-clés : Centre cardiaque de douleur thoracique ; Douleur thoracique d’origine indéterminée ; 
Evènements cardiaques majeurs ; Pronostic à long terme 
 

Long-term prognosis of patients with a diagnosis of chest pain of  
undetermined origin evaluated in cardiac chest pain unit 

  Keywords : Chest pain of undetermined origin; Cardiac chest pain unit; Major adverse cardiac events; 
Long-term prognosis 
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É  
Introduction 10 à 50% des douleurs thoraciques aigües restent d’origine indéterminée après une 
évaluation médicale, de nombreuses étiologies ont pu être décrites, mais peu de données sont 
disponibles sur le pronostic à long terme de ces patients. L’objectif de notre étude était de confirmer 
le pronostic favorable à long terme des patients qui sortent rassurés de l’évaluation de notre centre 
cardiaque de douleur thoracique (CDT), et d’identifier les facteurs associés à la survenue 
d’évènements cardiaques à distance dans cette population. Matériel et méthodes 616 patients 
admis dans le CDT situé dans le service de cardiologie, entre janvier 2010 et décembre 2012, avec un 
diagnostic final de douleur thoracique d’origine indéterminée, ont été inclus dans cette étude et ont 
bénéficié d’un suivi prospectif recherchant la survenue d’évènements cardiaques majeurs (MACE). 
Résultats Le temps d’hospitalisation médian dans le CDT était de 6,1 heures (3,6-10,3 heures). 
Quatorze patients (2,3%) ont présenté un MACE dans la première année de suivi dont 3 décès 
cardiovasculaires. Sur le long terme, avec un suivi médian de 3,2 ans (2,6-4,1 ans), 41 patients ont 
présenté un MACE, dont 25 évènements coronariens (4,1%) et 16 décès cardiovasculaires (2,6%). 
Trois facteurs étaient associés de manière indépendante à la survenue de MACE à 1 an et sur le long 
terme ; le sexe masculin (respectivement HR 4.7; 95% IC 1.0 à 21.1 et HR 3.4; 95% IC 1.5 à 7.8), 
un score de GRACE supérieur à 88 (respectivement HR 7.2; 95% IC 1.5 à 34.4 et HR 3.1; 95% IC 1.5 
à 6.4) et un bloc de branche gauche (BBG) (respectivement HR 7.6; 95% IC 1.4 à 40.1 et HR 4.9; 
95% IC 1.6 à 15.3). Conclusion Un CDT situé dans un service de cardiologie permet une évaluation 
rapide des patients présentant un diagnostic de douleur thoracique d’origine indéterminée, avec peu 
d’évènements cardiaque au long cours. Parmi ces patients, les hommes, ceux avec un score de 
GRACE élevé ou un BBG sont plus à risque de MACE à distance.   
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Introduction Ten to 50% of acute chest pain cases remain undetermined origins. Multiple causes are 
described but only a little is known about the long-term prognosis of those patients. We aimed to 
assess long-term prognosis of patients who leave reassured evaluation from the cardiac chest pain 
unit (CPU) and identify the correlates of adverse cardiac events in this population. Materiel and 
Methods 616 patients admitted in the cardiac CPU between January 2010 and December 2012, with 
a final diagnosis of chest pain of undetermined origin were prospectively included in the present study 
and followed for major adverse cardiac events (MACE). Results Patients’ length of time in the cardiac 
CPU was 6.1 hours (3.6-10.3 hours). Fourteen patients (2.3%) presented MACE within 1-year 
including 3 cardiovascular deaths. Altogether, during the long-term follow-up of 3.2 years (2.6-4.1 
years), 41 patients (6.7%) presented MACE including 25 coronary events (4.1%) and 16 
cardiovascular deaths (2.6%). No ST elevation-acute coronary syndrome occurred.  Three factors 
were independently associated with MACE occurrence at 1-year and long-term: male gender 
(respectively HR 4.7; 95% CI 1.0 to 21.1 and HR 3.4; 95% CI 1.5 to 7.8), global registry of acute 
coronary events (GRACE) score more than 88 (respectively HR 7.2; 95% CI 1.5 to 34.4 and HR 3.1; 
95% CI 1.5 to 6.4) and left bundle branch block (LBBB) (respectively HR 7.6; 95% CI 1.4 to 40.1 and 
HR 4.9; 95% CI 1.6 to 15.3). Conclusion Cardiac CPU allowed quick investigations for patients with 
chest pain of undetermined origin and a MACE rate of 6.7% at long-term. Among these patients, 
those male gender, those with high GRACE score or LBBB are at higher risk of subsequent MACE. 
 

 


