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Guide 
 
1. Did the review explicitly address a sensible 
question?  
 

 
 Yes. Assessing the accuracy of the clinical exam for 
identifying patients with cardiac syncope is an important 
question.       

 
2. Was the search for relevant studies details and 
exhaustive?  
 

 
     Yes, 11,460 abstracts were screened, 552 full text articles 
selected for review of which only 11 studies met selection criteria  

 
3. Were the primary studies of high 
methodological quality?  
 

 
Yes. Authors used the QUADAS tool in determination and selection 
of articles to include.    

 
4. Were the criteria for study inclusion pre-
determined and clearly stated?   
 
 

 
  Yes. Studies had to use a reference standard such as cardiology 
consultation; noninvasive cardiac evaluation, such as 
echocardiography, Holter monitoring, loop monitoring, tilt table 
testing, or carotid sinus massage; or invasive cardiac evaluation, 
such as cardiac catheterization or electrophysiologic study, were 
included   

 
5. Did the authors adequately assess the quality 
of the included studies? 
 
 

 
Yes. Studies were designated level 1-3 for quality  
Level 1 prospective with at least 100 patients (4 studies) 
Level 2 Prospective but less than 100 patients (2 studies) 
Level 3 Ref standard but not prospective (5 studies) 

CLINICAL IMPORTANCE 
 
6. What were the overall results of the review? 
 
(Are the results of all included studies clearly 
displayed?  Are the results similar from study to 
study?  Is there a clinical bottom line?  If the study 
results combined, was it appropriate to do so?) 
 
 

 
 

 
There were many highly specific findings (low false positive rates 
or alternatively stated, “a positive result in a test with high 
specificity is useful for ruling in disease”) see Table 1.  
 
Some examples with LR’s   
Hx of Afib/Flutter Specificity: 98% (CI 96-100) LR 7.3 
Hx of dyspnea Specificity 95% (CI 80-99) LR 3.5 
Hx of cyanosis with syncope Specificity 99% (98-100) LR 6.2 
Feeling cold prior to Specificity 89% (85-93) LR 0.16 
Hx of mood changes after syncope Specificity 83% (78-88); LR, 
0.21 and Inability to remember behavior prior to syncope Specificity 
82% (77-87) LR 0.25, were associated with lower likelihood of 
cardiac syncope. 
 
 
Findings with high sensitivities (negative result in a test with high 
sensitivity likely rules out disease) see Table 1 
Examples:  
No hx of heart dx + Normal ECG Sensitivity 88% (82-94) LR 0.20 
Age >35 y/o Sensitivity 91% (85-97) LR 3.3 
EGSYS Score >3 Sensitivity 89-91% LR 2.8-3.3 
 
Seizure vs. Syncope 
Head turning during event Specificity 97% (95-98) LR 14 
Unusual posturing during event Specificity 97% (96-99) LR 13 
Incontinence Specificity 96% (95-98) LR 6.7 
Tongue bite Specificity 97 (96-99) LR 17   
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7. How precise are the results? 
 
(What were the confidence intervals? p-values?) 

95% Confidence interval reported (table 1). The majority of CI’s 
were pretty narrow suggesting high precision.   
 
 
 

 
8. Were the results similar from study to study?  
 
 

Hard to know. Authors did not report on I-statistic for heterogeneity 
between studies however, they did limit studies to those with 
similar reference standards and applied a random effects model.     

APPLICABILITY  
 
9.  How can I best interpret the results to apply 
them to the care of my patients?  
 

Findings reported by authors may help to inform the initial clinical 
assessment of patients who present to the ED with a complaint of 
syncope.   I can use the EGSYS as a reasonably good negative 
predictor in low risk patients.  and “Figure 2: approach to 
determining whether a patient has cardiac syncope.”  
Performing an accurate clinical assessment may assist in avoiding 
unnecessary tests such as troponins and NT-BNP’s in low risk 
patients.  
 
There is good evidence that clinicians can accurately differentiate 
seizure vs syncope using key clinical features 

 
10. Were all patient important outcomes 
considered?  
 
 

Yes, I like that they also considered seizure vs syncope in the 
study. The authors did not provide the potential economic impact 
and cost savings from accurate initial clinical assessment.  

 
11. Are the benefits worth the costs and potential 
risks?  
 
 
 

 
Yes.   

 
Strengths: Addresses many different clinical features of syncope. 95% confidence interval. Added bonus of 
seizure vs syncope  
 
 
Limitations: Misclassification bias. Authors mention that they excluded studies in patients with unexplained 
syncope which may Increase their sensitivity and specificity results.  Most of the studies used structured 
questionnaires, trained researchers, or expert clinicians for the clinical examination, so diagnostic accuracy by 
less-trained clinicians is not known. 
 
 
Clinical Bottom Line: There are several clinical features of syncope that are indicative of non-cardiac syncope and 
should be considered prior to admitting for further cardiac workup and/or ordering biomarkers. Patients with highly 
specific findings such as structural heart disease, dyspnea, chest pain, cyanosis and seizure warrant further 
assessment.   


