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Syncope (transient loss of consciousness
with loss of postural tone, collapse and
spontaneous recovery) is a serious public

health issue, accounting for 1%–6% of visits to
emergency departments1,2 and up to 6% of
admissions to acute care hospitals.3 The front-
line clinician assessing a person with syncope
often faces a difficult choice: Can the patient be
safely discharged, or should he or she be admit-
ted for in-patient monitoring and investigation?
Traditionally such choices have remained the
province of clinical judgment, but in recent
years, interest has grown in the development of
prediction rules aimed at the efficient manage-
ment and discharge planning for patients pre-
senting to emergency departments with syncope.
In a related research article, Saccilotto and col-
leagues bring some much needed objectivity to
this issue through their systematic review and
meta-analysis of one such prediction rule.4

Syncope prediction rules were developed to
evaluate the likelihood of short-term serious out-
comes or death using simple scoring systems
that depend on electrocardiogram (ECG) find-
ings, the presence of heart disease and other rel-
evant variables. The rules currently available are
difficult to evaluate, in part because different
studies have placed different weights on the
number and type of variables contributing to the
scoring systems, and in part because application
strategies and patient populations have varied
widely. Meta-analyses and systematic reviews
are of course powerful evaluation tools, but
because of heterogeneity of study design and
outcome assessment in syncope, authors need

to justify completely their inclusions and ex -
clusions; otherwise the effect of “comparing
apples and oranges” becomes a powerful limit-
ing  factor. 

To a large extent, Saccilotto and colleagues
succeed in presenting a cogent view of the avail-
able literature, although the underrepresentation
of older patients in the studies is of concern. This
is not simply an academic exercise: although the
lifetime prevalence of syncope has been esti-
mated to be 42% of the general population,2

there is a threefold rise in incidence with advanc-
ing age, from an overall incidence of 6.2 per
1000 person-years to 18 per 1000 person-years
among people 80 years and older.5

Cardiac causes of syncope are disproportion-
ately represented among patients over 60. Obser-
vational data have shown that up to 30% of such
individuals have an underlying cardiac arrhyth-
mic or structural cause, compared with less than
5% of younger patients.2 Cardiac and other seri-
ous outcomes (adjusted for comorbidity) are also
much more common among older patients with
syncope (adjusted odds ratio 3.8, 95% confi-
dence interval 1.2–12, for patients over 60 years
compared with patients 18–39).6

This increased risk among older patients is
particularly important given the main finding
reported by Saccilotto and colleagues,4 namely
that the San Francisco Syncope Rule (Box 1) is
the most adequately validated across various pop-
ulations,8 a finding echoed in a recent, similar
meta- analysis.9 As the authors point out, al though
the San Francisco Syncope Rule can aid deci-
sion-making at triage in emergency departments,
it should be used only in tandem with a de tailed
clinical assessment, particularly in older individu-
als. Several studies have shown that this rule may
miss arrhythmias and other serious outcomes in
older patients. In a retrospective study involving
517 patients 65 years and older who presented to
the emergency department with syncope, 23 of
the 98 who experienced a serious outcome had a
negative score with the rule; 17 of these 23 had
arrhythmia despite having presented with normal
ECG findings.10 A prospective validation study of
the San Francisco rule similarly showed that 26%
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• Rules to predict serious outcomes following syncope have recently
been developed to aid the management and discharge planning for
patients presenting to emergency departments with syncope.

• A new systematic review and meta-analysis suggests that the San
Francisco Syncope Rule is the best validated rule to date.

• The San Francisco Syncope Rule, however, has important limitations
and should be used only in association with appropriate clinical
judgment to rule out serious cardiac-related causes, particularly in
older patients.
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of patients who subsequently had a poor outcome
were initially misclassified as being at low risk.11

Comparisons of outcomes using syncope pre-
diction rules and careful clinical assessment
sound a further note of caution. In two prospec-
tive studies, clinician judgment was found to per-
form as well as the San Francisco Syncope
Rule12,13 and the OESIL (Osservatorio Epidemio-
logico sulla Sincope nel Lazio) risk score13 in
determining whether a pa tient would have an ad -
verse outcome. Another study, however, showed
that application of the San Francisco Syncope
Rule would have in creased the rate of hospital
admission by 9% in a cohort of older patients
with syncope compared with usual clinical care.14

So where does this leave busy clinicians try-
ing to best serve their patients with syncope?
Risk stratification tools, with guidance on deter-
mining need for hospital admission, associated
length of stay and which tests to perform, are at
best imperfect for the management of patients
with syncope. Educated clinician judgment
based on evidence-based guidelines (e.g., those
published by the European Society for Cardiol-
ogy,2 algorithms published by our group3 and
guidelines from the United Kingdom’s National
Institute for Clinical Excellence15) seem to be the
best strategy for management. Pa tients first need
to be carefully assessed to see if their history
suggests true syncope, as defined in the opening
paragraph. A basic evaluation is then needed to
find features of their history, examination results
and ECG findings that are suggestive of cardiac
versus noncardiac causes of the syncope. Further
triage, referrals and investigation may be re -
quired from this initial review.

Syncope prediction rules can certainly aid this
process, but they are not yet fit for use alone for

risk stratification in any population, particularly
older patients, in whom cardiac syncope (with its
associated excess morbidity and mortality) is
more likely. 

Much of the evidence presented by Saccilotto
and colleagues is difficult to assess because of
the heterogeneity of study design and the use of
short-term mortality and serious outcomes (e.g.,
myocardial infarction and stroke) as proxies for
the sensitivity and specificity of the prediction
rules being evaluated. The risk of subsequent
syncopal events, the potential for injury, the need
for immediate treatment in hospital (e.g., throm-
bolysis for pulmonary embolism, and implant -
able cardiac defibrillators) as well as what hap-
pens to patients following discharge are ignored
by prediction rules. Arguably these issues are
also important in terms of patient management.
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Box 1: The San Francisco Syncope Rule7

The San Francisco Syncope Rule is a simple rule
for evaluating the risk of a serious short-term
(within 30 days) outcome in a patient who
presents to the emergency department with
syncope. The mnemonic for features of the rule
is CHESS:

• C – History of congestive heart failure

• H – Hematocrit < 30%

• E – Abnormal findings on ECG or cardiac
monitoring (new changes or nonsinus rhythm)

• S – Shortness of breath

• S – Systolic blood pressure < 90 mm Hg at
triage

The presence of any of the above risk factors
mandates hospital admission and further
monitoring and investigation.

Note: ECG = electrocardiogram.
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