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Methodology:	Prospective	convenience	sample	of	11	academic	ED’s	in	the	USA.	Authors	attempted	
to	assess	patients	over	the	age	of	60	with	a	complaint	of	syncope	or	near-syncope.		
	
Primary	Outcome	Measure:	 Serious cardiac arrhythmia identified within 30 days of the index ED 
evaluation 
 
Secondary Outcome Measure: Any serious outcome identified within 30 days of the index ED 
evaluation.  
	
Inclusion	criteria:		transient loss of consciousness, associated with loss of postural tone, with 
immediate, spontaneous, and complete recovery. Near syncope was defined as the sensation of imminent 
syncope without loss of consciousness.  
 
Exclusion criteria: Patients with a presumptive loss of consciousness because of seizure, stroke or 
transient ischemic attack, or hypoglycemia; those who did not have an initial ED ECG completed; or 
those with an arrhythmia on initial ED ECG were excluded. Patients who were intoxicated from alcohol 
or other drugs, required medical or electrical intervention to restore consciousness, were non-English or 
Spanish speaking, or who were unable or unwilling to provide informed consent and follow-up 
information were also excluded. 
 
Data analysis ECG were reviewed in a central location by research physicians who were blinded to 
patient’s clinical findings or study objectives.    
 
  
	

How	serious	is	the	risk	of	bias?	
	
Was	the	sample	of	patients’	
representative?	
	

	
In	some	ways,	yes-	there	was	a	large	sample	size	from	11	
different	academic	sites.	Male	vs.	female	was	also	fairly	
representative.	However,	white	people	were	over-
represented	(85%)	while	Hispanic/Latino	and	Asian	were	
under-represented.	Non-English/Spanish	speakers	as	a	
whole	were	excluded.	Also,	the	centers	were	all	academic	
hospitals,	and	looking	at	the	list	appear	to	be	almost	
exclusively	in	large	cities.	
	

Were	the	patients	classified	into	
prognostically	homogenous	groups?	
	

The	authors	assessed	patients	with	both	syncope	and	“near-
syncope”	though	they	do	not	define	chief	complaints	or	other	
characteristics	of	individuals	with	near	syncope	other	than	
stating	“Near syncope was defined as the sensation of imminent 
syncope without loss of consciousness.” 		
 
	

Was	follow-up	sufficiently	complete?	
	
	

Unclear.	It	appears	they	were	very	thorough	in	their	review	
of	the	EMR	as	a	f/u	tool	as	they	reviewed	all	enrolled	
patient’s	charts	after	30	days	for	repeat	visits.	They	state	
that	they	called	enrolled	patients	to	follow-up	but	did	not	



report	on	what	percentage	were	followed-up	by	phone	or	
lost	to	follow	up.		
	
They	also	included	a	wide	number	of	ECG	findings	in	the	
initial	ECG	abnormalities	as	well	as	numerous	different	
“serious	cardiac	arrhythmias”	in	the	results	portion.	
	
However,	the	window	of	follow-up	at	30	days	was	very	short	
in	my	opinion	though	this	is	a	common	follow-up	period	in	
syncope	studies	in	general.	.	

Were	outcome	criteria	objective	and	
unbiased?	
	

In	my	opinion,	yes-	“ECG	interpretations	were	based	on	the	
first	ECG	obtained	in	the	ED	and	were	abstracted	by	1	of	5	
research	study	physicians	who	were	blinded	to	all	clinical	
data	and	the	study	hypothesis.”	
	
Less	clear	is	their	definition	of	Q/ST/T	segment	changes	
consistent	with	acute	or	chronic	ischemia	which	represented	
up	to	30%	of	those	with	serious	arrythmia	after	ED	
evaluation.	
	
They	also	used	guidelines	in	evaluating	ECGs	and	AHA	
guidelines	for	defining	serious	cardiac	arrhythmias.		
	

What	are	the	results?	
	
How	likely	are	the	outcomes	over	time?	
	
	

Primary	Outcome:	One hundred four (3.0%; 95% CI 
2.5% to 3.7%) of 3,416 subjects had a serious cardiac 
arrhythmia identified after the initial ED visit but within 30 days 
of the index ED visit. 
	
Secondary	Outcome:	Two-hundred ninety (9.1%; 95% CI 
8.1% to 10.1%) of the remaining 3,190 subjects had a serious 
outcome identified after the initial ED visit but within 30 days of 
the index ED visit	 
	
	

How	precise	are	the	estimates	of	
likelihood?	
	
	
	

In	general,	all	of	the	OR’s	reported	have	fairly	narrow	CI’s	
with	LBBB	having	highest	OR	(3.2	(1.7-6.2)	for	30D	
arrythmia		
	
I	would	describe	it	as	a	mixed	bag-	some	ECG	findings	
showed	a	clear	increased	likelihood	for	serious	cardiac	
arrhythmia,	some	clearly	didn’t,	and	a	few	were	right	at	the	
borderline.	For	example,	those	with	left	or	right	axis	
deviations,	first	degree	heart	block	and	NSSTTW	changes	
had	the	lowest	OR’s	and	probably	represent	the	group	we	
are	most	interested	in	discharging.		
	
	

How	can	I	apply	the	results	to	my	patient	care?	
	
Were	the	study	patients	and	their	
management	similar	to	those	in	my	
practice?	
	

Mostly	Caucasian	patients	which	is	not	representative	of	
SNGH.		
Majority	were	normotensive	in	ED	which	may	also	not	be	
representative	
	



Over	50%	were	on	B-blocker	which	may	not	be	
representative.		
	
Mean	age	was	71	which	is	a	bit	higher	and	may	
overrepresent	those	with	more	serious	overall	outcomes	of	
9%.	Which	is		higher	than	generally	reported	in	syncope	data	
of	serious	adverse	events	of	3-5%		
	
A	majority	of	their	patients	were	admitted	to	an	observation	
unit	and	it	is	unclear	what	the	mean	period	of	observation	
was	or	what	their	observation	protocol	was.			
	
In	some	ways	yes-	obviously	we	see	plenty	of	elderly	
patients,	although	the	number	of	white	people	do	seem	over-
represented.	Also	given	this	was	largely	performed	in	large	
cities,	it	might	not	translate	as	well	to	Obici	or	other	more	
rural	settings.	
	

Was	follow-up	sufficiently	long?	 Debatable-	30	days	is	a	pretty	limited	follow-up	window,	
especially	for	elderly	people	with	syncope.	I	imagine	if	they	
stretched	it	out	to	90	days	the	data	would	be	much	stronger.	
Also	their	f/u	data	is	not	fully	reported	regarding	telephone	
or	lost	to	f/u.		
	
	
	

Can	I	use	the	results	in	the	management	
of	patients	in	my	practice?	

Possibly.	–	Many	of	the	significant	ECG	findings	with	high	
OR’s	are	likely	to	be	admitted	anyway	because	of	their	
increased	risk	for	cardiac	syncope.		
	
NSSTTW	abnormalities	more	common	in	those	under	
consideration	for	D/C	from	the	ED	represented	only	6.7%	of	
their	patients	though	it	seems	to	portend	low	risk	(CI:	0,4-
3.7)	which	could	be	helpful	in	a	patient-centered	discussion			
	
No	distinction	is	made	in	their	reporting	data	between	
syncope	and	near	syncope	
	
	

	
Adapted	from	McMaster	Evidence-based	Clinical	Practice	Workshops	and	the	Users'	Guide	to	the	Medical	Literature	3rd	Ed.	

Strengths:	Multicenter-study,	blinded	ECG	interpreters,	fairly	large	patient	cohort.				

	

Weaknesses:	1.	Convenience	sample	that	missed	eligible	patients.	2.	Used	retrospective	chart	
review	for	follow-up	without	reporting	how	many	were	lost	to	follow-up	or	had	incomplete	f/u	by	
phone.	3.	Mostly	white	patients	4.	Majority	were	admitted	to	obs.	unit	and	no	data	provided	
regarding	ancillary	testing	which	could	confound	parameters	such	inpatient	admission	rates.				

Clinical	Bottom	Line	In	patients	over	the	age	of	60	who	present	to	the	ED	with	syncope,	ECG	
findings	such	as	LBBB,	paced	or	non-sinus	rhythms,	frequent	PVC’s,	short	PR	appears	to	be	
associated	with	high	30-day	serious	adverse	events.	Isolated	NSSTTW	changes	in	low	pre-test	
probability	patients	after	a	period	of	observation	may	be	associated	with	lower	30-day	serious	
event	rate.		


