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ARTICLE:

· Citation: Pradoni, et al. Prevalence of Pulmonary Embolism among Patients Hospitalized for Syncope
· Country: Italy
· Funding Sources: Institutional research funding from the University of Padua
PURPOSE:

· Research Question(s): What is the prevalence of pulmonary embolism among patients hospitalized for syncope?
· Hypothesis: 10-15% of people will have it
DESIGN:

· Study Design: Prospective cross sectional study
· Dependent / outcome Variable(s): Presence of PE
· Independent / research Variable: Admission for syncope, defined as rapid onset of <1 min LOC, spontaneous resolution, with obvious causes such as seizure, stroke, trauma ruled out.
SETTING / SUBJECTS:

· Research Setting: 11 hospitals (2 academic and 9 community) in Italy 
· Subjects:

· Study population: All patients admitted to the hospital for syncope from the ED over 2 year period
· Inclusion / Exclusion criteria: 

· Inclusion:  Adults (age >18) with presentation to the ED for first episode of syncope and admission because of trauma related to falls, comorbidities, unexplained cause, high probability of cardiac syncope based on Evaluation of Guidelines in Syncope Study Score
· [image: image1.jpg]ire 5: 1he EUSTS Score

« Palpitations preceding syncope - 4 points

+ Heart disease and/or abnormal electrocardiogram
(sinus bradycardia, second or third degree atrio-
ventricular block, bundle branch block, acute or old
myocardial infarction, supraventricular or ventricu-
lar tachycardia, left o right ventricular hypertrophy,
ventricular preexcitation, long QT, Brugada pat-
tem) - 3 points

+ Syncope during effort - 3 points

+ Syncope while supine - 2 points

+ Precipitating o predisposing factors (warm,
crowded place, prolonged orthostasis, pain, emo-
tion, fear) - minus 1 point

+ Aprodrome of nausea or vomiting - minus 1 point

A score of 23 had 92% sensiivity and 69% specifcty for cardiac syncope in
the valdation cohort. During follow-up at a mean of 20 mariths, ptients with a

score 3 had higher mortality than pticnts with scoe <3 i bot
(17 vermes 3%) and valldation cohocts (21 varms 7).




· Exclusion: Recurrent episodes of syncope, anticoagulated, pregnant.
· Number (control / intervention groups): 2500 presented to ED, 1800 discharged, 717 admitted, 560 included in study.
· Demographics: Table 2: Mean age sent home 54. Mean age admitted of 76 (75% more than 70 yrs, 52% > 80yrs), 40% male, 5.5% previous VTE. More than 30% had at least 1 VTE risk factor, only active cancer reaching significant odds ratio
· Attrition: none
METHODS:

· Interventions: Standardized medical history based on 2014 European Society of Cardiology Guidelines. All got orthostatics. All underwent CXR, EKG, ABG, basic labs, D-dimer.
· Study Groups: 330 had low pretest by Wells and negative dimer vs. 230 that had high pre-test, positive dimer, or both
· Instruments: CT angiography (180), VQ scan (49), autopsy (1)
DATA ANALYSIS:

· Level of Data:   Categorical    Ordinal    Interval
· Statistics Used: Chi square for categeorical, student’s t test for continuous between 2 groups. SPSS used to calculated Odds ratios and CIs
· What, if any, confounding variables were controlled for / adjusted for: None
RESULTS:

· Brief answers to research questions:

· Prevalence in entire cohort = 17% (14.2-20.5)
· 25% of those with undetermined origin (19-31)
· 13% of those with potential alternative explanation (9-16)
· 63% had likely alternative explanation for syncope on admission
· 59% had PE ruled out by low risk wells and negative dimer
· PE found in 42% of the “look for PE group”
· Additional findings:

· 93% were segmental or more proximal. PE lobar in main PA in 42%, lobar in 25%, segmental in 26%, only 7% subsegmental
· In the 13% with alternative explanations for syncope, 69% had lobar or more proximal PE

· On VQ scan, >50% area in 17%, 25-50% in 33%, 1-25% in 50%
· Clinical signs and symptoms of PE much more common in those with it, but absence could not rule out, and 25% had no clinical manifestation of PE
· Significantly more likely if:
· Previous VTE
· Active cancer
· Tachypnea > 20
· Tachycardia > 100
· Clinical signs/sx of DVT
· Limitations?:

· Strengths: All comers, presented to ED, multicenter trial, use of validated workup (wells+dimer)
· Limitations:
· A specific syncope workup was not mandated. 
· Search for other causes of syncope was at physician discretion – were other causes underreported?
· No assessment of heart strain to help stratify which PEs were clinically significant
· No follow-up. We don’t know how these patients were treated and how they did.
· Imaging performed within 48 hours after admission – did some patients develop PE from immobility in the hospital?
· Patients did get VTE prophylaxis
· Who is reading these films? Not insignificant false positive rate of CT-PAs
· Prevalence of PE in their study roughly double of US patients – this was an older, sicker, higher risk group
· Remember that of all patients presenting to ED, numbers are 97/2584 (1/26) 
IMPLICATIONS FOR PRACTICE:

· Applicable to this clinical practice:

· NOT applicable to your standard ED patient, i.e. low risk syncope that is being discharged
· If you are admitted, make sure you are thinking about and have screened for VTE risk
· Unclear impact for admitted patients because we don’t know the outcomes
· Feasibility (cost, resources, etc):

· Feasible, but more $$$, and we don’t know the risk of asymptomatic PE vs. risk of dye, radiation, and 3 months blood thinner in a high fall risk population
· Clinically Relevant: 

· Yes, but more for the admitting docs than us
· LEVEL OF EVIDENCE / DECISION FOR USE:

·  Background   Consider Replication   Ready for use
· Level of Evidence:

Ia
Evidence obtained from meta-analysis of randomized controlled trials
Ib
Evidence obtained from at least one RCT
IIa
Evidence obtained from at least one well-designed controlled study without randomization
IIb
Evidence obtained from at least one other type of well-designed quasi-experimental study
III
Well-designed non-experimental studies
IV
Expert committee reports, opinions of experts
