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Senkop nedir?

Postural tonus kaydi ile birlikte seyreden herhangi bir
tibbi miidahale gerektirmeyen gecici kisa stireli bilinc¢
kaybidir.

Altta yatan temel mekanizma her iki serebral kortexte
global hipoperfiizyon veya retikiiler aktive edici
sistemde fokal hipoperfiizyondur.

Oncesinde; bas donmesi, terleme, goz kararmasi,
bulanti, halsizlik gibi prodromal semptomlar olabilir.



Presenkop. senkopun onciil hali olup biling kayb1
gorulmez.

USA’da her yil acil servis bagvurularinin %1-31 senkop
nedeniyledir.

Insanlarin %40’1 hayatinda en az bir defa senkop
oluyor.

Senkop hastalarinin 1/3't herhangi bir tam
konulamadan acil servisten ayrilmaktadirlar.

D’Ascenzo F, Biondi-Zoccai G, Reed MJ, Gabayan GZ, Suzuki M, Costantino G et al.
Incidence, etiology and predictors of adverse outcomes in 43,315 patients presenting
to the Emergency Department with syncope: an international meta-analysis. Int ]
Cardiol 2013;167:57-62.
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Patofizyoloji

Serebral perfizyonun %35 azalmasi veya 5-10 saniye
boyunca tamamen kesilmesi semptomlarin
gelismesine neden olacaktir.

Bunun disinda kardiak outputta azalma, vazospazm ve
kan akiminda diger degisikliklerde SSS'ne kan akimini
azaltarak senkopun olusumuna katki saglamaktadir.
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Etyoloji

Yapisal kalp hastaligi olmayanlarda en sik senkop
sebebi vazovagal senkoptur.

Kardiyak kokenli senkop en kotii prognoza sahip olup
yillik mortalite %20-30 dur.

Day ve arkadaslarinin yaptigi calismada ise %40
vazovagal —psikojenik,%32 hastada SSS,%8

kardiyak,%7 ilaca bagli, %13 nedeni bilinmeyen olarak
siralanmuistir.
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Table 1
The diagnostic classification of the causes of syncope modified from the European

Society of Cardiology syncope practice guidelines.
/ Reflex (neurally-mediated) syncope
i Vasovagal:
- triggered by emotional distress
- triggered by orthostatic stress
Situational:
- cough, sneeze
- gastrointestinal stimulation
- micturition
- others
Carotid sinus syncope

Orthostatic hypotension syncope
Volume depletion:
- inadequate fluid intake (hot weather), diarrhea, vomiting, etc.
Drug-induced orthostatic hypotension:
- alcohol, vasodilators, diuretics, beta-adrenergic blockers
Primary autonomic failure:
- pure autonomic failure, multiple system atrophy, Parkinson's disease with
autonomic failure, Lewy body dementia
Secondary autonomic failure:
- diabetes, amyloidosis, spinal cord injuries

Cardiac syncope (cardiovascular)
Arrhythmia as primary cause:

Bradycardia:
- sinus node dysfunction, atrioventricular conduction system disease

- implanted device malfunction

Tachycardia:

- supraventricular including atrial fibrillation

- ventricular (idiopathic secondary to structural heart disease, or due to
channelopathies)

Structural disease:
- Cardiac: cardiac valvular disease, acute myocardial infarction/ischemia,

hypertrophic cardiomyopathy, cardiac masses (atrial myxoma, tumors, etc.),
pericardial disease/tamponade, congenital anomalies of coronary arteries,
prosthetic valves dysfunction

- Other cardiovascular: pulmonary embolus/hypertension, acute aortic

dissection




Serebro vaskiiler sebepler bagli senkop:TIA, Steal
Sendromu(Subklavian kagis)

Senkop benzerleri:intoksikasyon, nobet,konkiizyon vb.

Pskojenik pseudo-senkop
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Table 2
Short-term risk (1 week to 1 month).

Study Clinical markers

San Francisco [18] Abnormal ECG, low blood pressure, CHF, SOB,
hematocrit <30%

Rose rule [19] Abnormal ECG, elevated BNP, chest pain, fecal blood

STePS [21] Abnormal ECG, trauma, no warning, male gender

ECG, echocardiography; CHF, congestive heart failure; SOB, shortness of breath; BNP,
brain natriuretic peptide.

Table 3
Longer-term.
Study Clinical markers
Martin et al. [22] Abnormal ECG, CHF, SOB, ventricular arrhythmia, age
>435 years
QESIL score [23] Abnormal ECG, age >65 years, history of cardiovascular
disease, no warning
EGSYS [24] Palpitation before event, abnormal ECG or heart

disease, syncope during effort, syncope supine

ECG, echocardiography; CHF, congestive heart failure; SOB, shortness of breath.



Soteriades’in yaptigi calismada(7814 hasta 17 yil
boyunca izlenmis,822 hastada senkop rapor edilmis)
Calismada senkop nedenleri: vazovagal (%21,2),
kardiyak (%9,4), ortostatik (%9), nobet (%s),
norolojik (%4,1) ve nedeni bilinmeyen (%36,6) olarak
siralanmstir.



Kapoor ve arkadaslarinin yaptigi calismada; senkop
tanisi ile bagvuran 433 hastanin 5 yillik mortalite ve
morbidite calismasinda %50,5 kardiyak nedenlere
bagl ex olmus ve bu hastalarin %33,1’i kardiak
nedenlere bagli senkop gecismistir.
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1 ocak 2002-31 aralik 2006 tarihleri rasinda acil servise
basvuran erigkin sadece senkop veya near(pre) senkop
tanisi alan hastalarin kisa donem(30 gtinlik
mortalitesi) hakkinda yapilmis bir retrospektif kohort
calismasidir.

5 yillik stirede 46130 kisi senkop nedeniyle acil servise
basvurmustur.

22189 kisi sadece senkop tanisi ile 23951 defa acil
servise basvurmustur.



Table 1

Characteristics of study participants at the time of their first ED wvisit during the study period.

Characteristic Study Cohort Survived past 30 days  Died by 30 days  piojue ™
¥ = 22,189) (n = 21,908) (n = 281)
Age (vears) " mean (25D 58 8 (£21.0) 58.5 (221.0) 76.9 (+12.2) =0.001 Cinsi et
Age (rears) T n (%) 0,001 y
18-39 5.008 (22.57) 5,005 (22.85) 3 (1.07) ; B
40-59 5,599 (25.23) 5,574 (25.44) 25 (8.90) Etnll{ l(O 1<en
60-79 7464 (33.64) 7,339 (33.50) 125 (44.48)
80 plus 4,118 (18.56) 3,990 (18.21) 128 (45.55)
Female n (%) 12,727 (57.36) 12,602 (57.57) 125 (44 48) -0.001 Hastaneye
Race/ethnicity, n (%6) 0,001
White 10,186 (45.51) 10,013 (45.7) 173 (61.5T) t 1
Hispanic 3.907 (17.61) 3,875 (17.69) 32 (11.39) ya ]-rl ma
Black or African American 2,874 (12.95) 2,837 (12.95) 37 (13.1T)
Asian or Pacific Islander 1.106 (4.98) 1,050 (4.98) 16 (6.1) I(O mo rb it
Other, multiple, unknown 4116 (18.55) 4,093 (18.68) 23 (8.19)
Admitted to hospital ¥ n (% 7571 (34.12) 7,356 (33.58) 215 (76.51) 0,001 ; :
Syncope visits per subject mean (+5D) 1.08 (+0.34) 1.08 (=0.34) 1.03 (=0.17) 0.011 ] ]&St&hk( GI S
Pre-existing comerbidity ¥ n (% of cohort) 3
Diabetes 4,195 (18.91) 4,083 (18.64) 112 (39.86) 0,001 ] <anama
Heart failure 2.436 (10.98) 2,316 (10.57) 120 (42.70) 0,001
Hypertension 11,387 (51.32) 11,165 (50.98) 218 (77.58) 0,001 —larig)
Drysrhythmia® 2,729 (12.30) 2,638 (12.04) 91 (32.38) 0,001 o
Valvular heart disease 1.575 (7.100 1.516 (6.92) 59 (21.00) 0,001 2
Myoecardial infarction 1.165 (5.25) 1,122 (5.12) 43 (15.30) =0.001 Mortallte
Cerebrovascular disease 1.413 (6.37) 1.378 (6.29) 35 (12.46) 0,001
Seizure 809 (3.65) 787 (3.59) 22 (7.83) 0,001 d
Dementia 1.281 (5.77) 1.236 (5.64) 45 (16.01) 0,001 agls:ln an
Gastrointestinal hemorrhage 591 (2.66) 578 (2.64) 13 (4.63) 0.058

= anlamlidir.

P-value for companson of a charactenistc between the sroup who died and the group who swvived at 30 dayvs based on a two-sided hypothesis:
Fizcher's Exact test and Wilcoxon Fank Sum test.

TE-:i:»:l!d. on first ED visit for syncope dunng the study perod m subjects with mulhple wisits.

':Adu:lis:inn the same day or the day afier the ED vizat.

&

Y Comorbidity definitions are provided in the Data Supplement. Dhysrhythmia included a past lustory of 37d degree heart block, Mobit= IT heart

block, other heart block, ventricular tachycardia, ventricular fibrillation or flutter, atmal fibrnllation or flutter, paroxysmal atnal tachycardia, 5S4
node dvsfunction. anomalous AV excitation (pre-exciiation). other conduction disorders. and cardiac arrest.



Acil servis ziyaretinden 7-30-365 giin sonra sirasiyla
107-321-1655 mortalite gortilmektedir.



Table 2

Causes of death by time interval following the final ED visit for syncope during the study period.

Cause of Death 0-7days  8-30days Total by 30 days
Heart disease 42(39.25) 71(33.18) 113 (35.20)
Cancer 15(14.02) 50 (23.26) 65 (19.31)
Stroke 10(9.35)  16(7.48) 26 (6.54)
Respiratory 4(3.74) 16 (7.48) 20(5.92)
Injuries:’r" 5(4.67) 5(2.34) 10(3.12)
Diabetes 2(1.87) 13 (6.07) 15 (4.67)
Alzheimer's, other dementia 3 (2.80) 10 (4.67) 13 (4.05)
Liver 1(0.93) 1(0.47) 2(0.62)
Renal 4(3.74)  8(3.74) 12 (3.74)
Infectious 6 (5.61) 7(3.27) 13 (4.05)
Other 13(12.15) 12(5.61) 25(7.79)
Missing cause 2(1.87) 5(2.34) 7(2.18)
Total (column) 107 (100) 214 (100) 321 (100)

Includes unintentional and infentional injuries.

Values are reported as n (%)

Cause of death was categorized according to the ICD-10 category blocks.

7-30 gunlik
mortaliteler
degerlendirildi
ginde en sik
kalp
hastaliklarina
paglh mortalite
gozikmektedir.




Risk factors for death by 30 days subsequent to any ED visit for syncope during the study period (proportional

hazards model).
Characteristics Death by 30 days
HE (92% CI)  P-value

Male 136 L0817 0.009
Age *

60-79 years sy 3831134 =0.001

80 plus vears 1173 6382092 =0.001
Reecent visit for syncope i 18 108318 004
Diabetes 14g°  LI16-150  0.002
Hypertension 079  037-110 016l
Dyarhythuma 114 038148 0318
Valvular heart disease 116 086136 0332
Myocardial mfaretion 116  083-162 0330
Cerebrovascular disease 092 066128 0622
Selzwre 165 110248 0016
Dementia 1417 103194 0.034
Gastrointestinal hemerrhage 088 0.52-151 0.652
Heart failure®

18-39 years 143 628325 0.001

60-79 years 309 212-449 0.001

80 plus years 334" 163336 0.001

E

Reference group: age 13-39 vyears.

Table 3

TDeﬁ.ued 5 one o more visits within the 30 days of the index ED wisit.

“HR. for presence vs. absence of the comorbidity within the same age group.

Sigmificant associations (P<0.03).

Multivariable Cox proportional hazards model using all ED visits for syncope dunng the study penod. Multiple visits by 2 participant were
clustered for comrection of standard errors using the robust, sandwich estimater. ED visits among 415 patients dunng the first month of the study
(Jan 2002) were dropped from analy=s so that all patients included in the regression model had at least one month of observation to determime a
history of prior syncope visits withn 30 days of the index ED visit. Ameng the 21,774 patients included in the model, there were 23 491 visits, 103

deaths at 7 days, and 307 deaths at 30 days.

Comorbidity defimtions are provided in the Data Supplement.

>60yas mortalite
anlamli olarak
yukseliyor.

Ayrica kalp yetmezligi
hastalarinda
mortalite her yas
grubunda anlamli
olarak ytikseliyor.



Table 4

Mortality at 30 days given heart failure. sex. and age.

Sex and Age (years) Death: per LODD Caszes (95% CT)
Heart Failure
No Yes
Males
18-59 19(0.7-3.8) 33.5(7.2-59.59)
60-79 14.5(10.6-19.3) 419 (28.0-60.0)
80 plus 354(25.7-473) 559(36.35-30.9)
Females
18-59 18(09-32) 263 (3.53-T5.00
60-79 90(6.0-129) 459 (29.3-68.1)
80 plus 13.0{84-19.1) 668 (46.7-92.1)

Confidence mtervals were based on the bmomial distmbution and determined using the exact method. Cells with zero had no deaths. The numbers
of participants with pre-exiztng heart failure 15 provided 1o Table 1.

Kalp yetmezligi senkop hastalarinda oliim riskini en
fazla arttiran etken olarak her yas grubunda
gorulmektedir.
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The Prevalence and Prognostic Significance
of Near Syncope and Syncope

A prospective study of 395 cases in an emergency department (the SPEED Studly)

Yvonne Greve, Felicitas Geier, Steffen Popp, Thomas Bertsch, Katrin Singler, Florian Meier,
Alexander Smolarsky, Harald Mang, Christian Mller, Michael Christ

Deutsches Arzteblatt International | Disch Arztebl Int 2014; 111(1 2): 197-204



Acil servise temmuz ve ekim 2011 yillar1 arasinda
basvuran senkop ve near senkop tanisi alan 395
hastanin mortalite ve morbiditelerini arastirmistir.

Near syncope: biling kayb1 ve kas tonusu kaybi
olmadan bayilmadir.



Variable

Demographic and ather characteristies of patients presenting te the emergeney department with syncope or near syneope

Cohort (m = 395) Syncope (n = 242) Near syncope [n = 153) P
Male, n (%) 216 (55) 119 (49) 97 (B3) o.M
Age, years (median)*' T0 (Q4-0g; 47 1o B0) T2 (Qy to Q3; 50 to 82) 63 (3 to Qz; 535t 78) 0.
=T0 years, n (%)*' 191 (48) 130 (54) 61 40y 0.0
=80 years, n (%) 93 (24) 66 (2T) 27118y 0.03
Hsey
CHD, n (%) e (19) 46 (19) 30200 0.38
Arrhythmia, n (%) 81(21) 51 (21) 30 20y 073
Heart failure, n (%) a0 (20y 49 20) 3120 099
pAOD, n (%) 22 (B) 14 (6) Bi5) 081
Diabetes mellitus, n (%) 91 (23) 57 (24) 3422y 0.88
Hyperiension, n (%) 237 (B0) 155 (64) 82 (54) 0.04
Dementia, n (%) 45 (1) 30012 15 (10 043
Lung disease, n (%) 41 (10) 29(12) 12 (8) 019
Tumor, n (%) 52 (13) k1N ] 22 (14) 076
Kidney failure, n (%) 121 (31) 76 (31) 45 (29) 0.23
Liver disease, n (%) 8(2 3(1) 5(3) 017
wlsgs
Ereathing rate per min 16 (Q, to Qy; 14 to 18) 16 (Q, to Q; 14 1o 18) 16 (2, to Qy; 14 to 18) 027
Heart rate, b_p.m. 78 (24 to Cz; 65 to 88) 76 (Q to Q; 66 to 8Y) 75 (Qy to Qy; 64 to BE) 010
S'_urslil_:lllic:bluodplemure, 135 (Qy to Q5; 120 10 152) 135 (@ t0 Q3 119 1o 152) 134 (T4 to Q5; 120 1o 1507 069
mm Hg
Oxygen saturation, % 98(Q,4 to Q; 96 1o 100) 98 (Qy to Q3; 96 to 100) 98 (Q, to Q; 9% o 100) 0.06
Body temperature, °C 366 (Qt0 Q5 36310368) | 366 (Qto Qs 36310 369) | 3650 to Qs; 36.2 to I6.8) 020
sbomtoryparameters
WBC, 10%uL 8.2(Q,to Oy 6.6 1o 10.1) B3(Qyto Q660 T) B1(Q, 00,6510 105 | 093
Hemoglobin, gidL*’ 136 (0 t0 Q3 12510 148) | 134 (Qyto Q122 10 14.7) 141 (Qy to Qg 12.7 10 15) 0.04
Sodium, mmoliL 136 (0, 10 Q5 134 0 137) | 1362, to Qg 1M 10 137) 136 (Q,t0 Q5 13410 137) | 056
Potassium, mmoliL 39(Q 0 Q;36w42) 39(Qt0Qy; 36104 2) 39(Qt0 0y 371042 0.44
Creatining, mg/dL 099 (Q, to Qz; 0.8 to 1.26) 098 (Qy to Qs; 0.8 40 1.3) 120 (Qy to Qs; 083 o0 1.24) 080
Glucose, ma/dL 122 (0, 1o Q5 10510 151) | 1222, to Qy; 105 to 160) 122 (Q,t0 Q; 10510 145) | 054

+! Significant difference between syncope and near syncope patients (p =0.05)

CHD: Coronary heart disease; pAOD: Peripheral arterial obstructive diseaze; WBC, white blood calls

0. 257 quartile; Oy 5™ quarsie
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Acil servise bagvuran 325 hasta calismaya dahil edildi.
Ortalama yas:66, %59 erkek cinsiyet

Osservatorio Epidemiologico sulla Sincope nel Lazio
(OESIL) risk skorlamasi (>65 yas, Kv hastalik,
prodromal semptom olmamasi, EKG degs.) ve San
Francisco syncope rule (SFSR: EKG degs.,dispne, hmt
<%30, sistolik kb <gommHg/KY 6ykiisii) biitiin
hastalara uygulaniyor.



Table 1. Baseline Characteristics of 325 Patients

SDVariable

Age,y

Men

Women

Whites

Nonwhites

Systemic hy pertension
Diabetes mellitus
Dyslipidemia®

Coronary artery disease
Congestive heart failure
Smoker

Glomerular filtration rate, mL/min
per .73 m*

Aspirin use

Blocker use

ACEI/ARB use

Calcium channel blocker use
Blocker use

Lipid-lowering medication use
Diuretic use

Nitrate use

Psychotropic medications use
Marcotics use?

Trauma/injury during syncope
Absence of prodromal symptoms

Orthostatic hy potension

Abbreviations: ACEl, angiotensin-converting emzyme inhibitor; ARB,
angiotensin receptor blocker; SD, standard deviation.

Table 2. Eticlogy of Syncope on Workup of 325 Patients

Mean +/ — or No. (3&) Etiology
66+ —17 Vasovagal
192 (5g) Volume depletion {including acute blood
133 (41) loss and dehydration)
227 (70) Orthostatic hy potension
98 (30) Bradyarrhythmias
259 (F7) Sick sinus syndrome
74 (23) Advanced second- or third-degree
172 (53) atrioventricular block
107 (33) Tachyarrhythmias
26 (8) Supraventricular tachyarriwthmias
58 (15) Ventricular tachyarrhythmias
73 +/— 29 Pacemaker-mediated tachycardia
Cardiomyopathy leading to implantable
130 (40) b- cardioverter-defibrillator
141 (53) Acute coronary syndromes
147 (45) Aortic stenosis
66 (20) a- Hypertrophic obstructive cardiomyopathy
20 (6) Carotid sinus hypersensitivity
138 (43) Intracranial abnormalities (hemorrhage, stroke, tumor)
79 (24) Anaphylaxis
19 (6) Pulmonary embolism
745 (23) Hypoglycemia
23G) Sedative overdose
£7 (18) Primary pulmonary hy pertension
165 (51) Micturition syncope
30 (5] Heat stroke

Cardiac tamponade

Etiology undeterminad

“Defined as serum cholesterol =/ =200 mg/dL, serum low-density

lipoprotein cholesterol =/ = 100 mg/dL, serum high-density lipopro-
tein cholesterol <40 mg/dL, or serum triglycerides =150 mg/dL, or use

of lipid-lowering drugs.

bMarcotic use was appropriate in all patients taking narcotics.

No. (%)
58 (18)

39 (12)

8(3)
28 (g)
18 (6)

101(3)

36 (11)
15 (5]
20 (6)
1 (=1)

7(2)

23 (7)
B(3)
5 (1)
72
5 (2)
2 (1)
2 (1)
3 (1)
5 (2)
2 (1)
2 (1)

1 (=1)

1(=1)

By (28)

*Volume depletion was diagnosed by a combination of clinical findings
including dry mucous membranes, orthostatic hy potension, elevated

blood urea nitrogen/serum creatinine ratio, and clinical improvement

with restoration of euvolemia.
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Table 3. Incidence of Death and Readmission for Syncope at zy-Month
Follow-Up in 324 Patients

Outcomes Mo, (95%)
Death 38 (12)
Readmission for syncope 13 (&)

1 yillik mortalite incelemesinde OESIL >57% artis
gosteriyor.

SFSR ilk 7 giin mortalitede %96 sensitivite, %62
spesifitesi mevcut.

Fakat; Senkop hastalarinda uzun déonem(27 aylik)
mortalite ve tekrar hastaneye yatista OESIL skoru ve
SFSR anlamli degil.
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Atrial fibrilasyonlu hastalarda uygulanan
CHADS2(Kalp yetmezligi, Hipertansiyon, Yas>7s5,
Diyabetes Mellitus, Inme/TIA-2 puan) skorlama
sisteminin senkop sonrasi kardiyo vaskiiler
mortalitede artisi ile ilgili yapilmis bir calismadir.

Hastalar1 ortalama takip siiresi 4.2 y1l olarak
olctulmistir.



Toplamda 37750 senkop hastasi ve 188525 kontrol
grubu hastasi calismaya dahil edilmistir.

7761(%21) senkop hastasi exitus olmustur.

4020(%52)’si kardiyo vaskiiler nedenlere bagli ex.
olmustur.

Kontrol grubu 27862(%15) hasta exitus olmustur.%s50
kardiyovaskiiler nedene bagli olimdir.



-

Table 1. Baseline Characteristics of the Syncope Population

CHADS.; =0, CHADS, =1-2, CHADS,; =3-4, CHADS, =5-6,
> Characteristics N=21197 (56.2%) N =13 589 (36.0%) N = 2710 (7.2%) N =209 (0.6%)
Age, median (range), y 45 (30-59) 77 (67-83) 79 (75-85) 81 (77-85)
Male sex (%) 9885 (47) 6203 (46) 1418 (52) 110 (53)
Hypertension (%) o 6630 (49) 1757 (65) 193 (92)
Ischemic heart disease (%) 390 (2) 1699 (13) 729 (27) 100 (48)
Cerebral vascular disease (%) 0 549 (4) 1694 (63) 209 (100)
Previous myocardial infarction (%) 132 (1) 667 (5) 293 (11) 41 (20)
Cardiac conduction disorder (%) 117 (1) 315 (3) 118 (4) 13 (6)
Previous atrial fibrillation (%) 254 (1) 1148 (8) 587 (22) 84 (40)
Heart failure (%) o 934 (7) 837 (31 154 74)
Diabetes (%) 0 1511 (11) 847 (31) 116 (56)
COPD (%) 1335 (6) 1423 (10) 370 (14) 29 (14)
Cancer (%) 327 (2) 564 (4) 146 (5) 9 ()
Renal disease (%) 39 (0) 229 (2) 108 (4) 12 (6)
Concomitant pharmacotherapy
Statins (%) 799 (4) 2715 (20) 900 (33) 82 (39)
B-blockers (%) 650 (3) 3555 (26) 1002 (37) 106 (51)
ACEI/ARB (%) 498 (2) 5609 (41) 1,515 (56) 165 (79)
Loop diuretics (%) 381 (2) 2273 (17) 940 (35) 137 (66)
Spironolactone (%) 69 (0) 621(5) 344 (13) 52 (25)
Thiazide (%) 447 (2) 3360 (25) 726 (25) 53 (25)
Calcium channel blockers (%) 379 (2) 3192 (23) 800 (30) 90 (43)
Nitrates (%) 173 (1) 1367 (10) 452 (17) 60 (28)
Digoxin (%) 99 (0) 884 (7) 432 (16) 61 (29)
ASA (%) 686 (3) 3694 (27) 1230 (45) 104 (50)
VKA (%) 220 (1) 790 (6) 351 (13) 40 (19)
Antidepressants (%) 2238 (11) 2397 (18) 714 (26) 64 (31)
Antiepileptics (%) 678 (3) 580 (4) 217 (8) 25 (10)
Anxiolytics (%) 2957 (14) 3958 (29) 900 (33) 70 33)

Abbreviations: ACEIl, angiotensin-converting enzyme inhibitor; ARB, angiotensin receptor blocker; ASA, acetylic salicylic acid; COPD, chronic obstructive

pulmonary disorder; VKA, vitamin K antagonists.
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Death from all-cause long term

Death from all-cause within 1year

Death from all-cause within 1 week

Cardiovascular death long term

Cardiovascular death within 1year

Cardiovascular death within 1week

CHADS,
Score

Hazard Ratio
(Unadjusted), CHADS,
Score =0 |s Reference

6.37
11.09
19.23

5.46
10.24
17.45

6.87
13.16
20.11
10.57
24.85
47.80
10.32
28.24
51.80
10.48
29.76
55.67

95% Confidence

Interval

6.02-6.76"
10.30-11.94"
16.16-22.97°
4.91-6.07"
9.02-11.61°
13.38-22.76
4.88-9.87°
8.71-19.90°
8.95-45.19°
9.56-11.66"
22.26-27.75°
38.70-59.03"
8.51-12.537
23.00-34.687
37.23-72.08"°
5.85-18.77"
16.15-54.867
22.21-139.537

Hazard Ratio (Adjusted),
CHADS, Score=0
Is Reference

£.60
8.29

12.97
4.53
6.90
10.35
5.75
9.69
14.61
9.11
17.32
26.66
8.59
18.05
26.27
8.90
20.75
33.42

==

Table 2. Univariate and Multivariate Cox Proportional Hazard Models Depicting Hazard Ratios of All-Cause Mortality and Cardiovascular Death in Patients
With Syncope According to CHADS, Score, With CHADS, Score =0 as Reference

95% Confidence
Interval

5.28-5.94°
7.66-8.96"
10.81-15.567
4.06-5.04"
6.03-7.10°
7.84-13.68°
3.80-8.31°
6.25-15.027
6.29-33.97°
8.25-10.07°
15.42-19.47"
21.40-33.21°
7.06-10.45"
14.53-22.41°
18.58-37.13"
4.94-16.05°
10.93-39.38°
12.75-87.57°

Multivariate model adjusted for sex, year of inclusion, and comorbidities noted in baseline characteristics except for the variables involved in the CHADS,

score.
%Denotes a Pvalue < 0.001.



eferans gruba gore buitiin mortalite stirelerinde
senkop hastalarinda artis goriilmektedir.

Uzun donemde CHADS2 o0-1-2’de sonkop
hastalarinda mortalite artmaistir.

Table 3. Long-term Mortality Rates per 1000 Person-Years According to
CHADS,, Score in Syncope and Control Population

All- Cardio- Cardio-
Cause vascular All-Cause vascular
Mortality— Mortality— Mortality— Mortality-
Syncope Syncope Control Control
CHADS, score 0 15.1 4.8 7.5 2.3
CHADS; score 1-2 97.9 £1.0 8c.g 42.8
CHADS, score 3—4 172.8 121.9 178.1 120.8

CHADS.; score 5-6 310.9 242.3 272.2 211.1



Table 4. Multivariate Cox Model Comparing Syncope With Controls According to CHADS2 Score

All-cause mortality long-term

All-cause mortality 1year

All-cause mortality 1week

Cardiovascular death long-term

Cardiovascular death 1year

Cardiovascular death 1week

CHADS,
Score

Hazard Ratio
Syncope-Control

2.14
1.29
1.09
1.25
2.78
143
1.18
1.27
4.17
2.84
1.83
1.26
2.17
1.29
1.10
1.19
2.81
1.41
1.20
1.20
8.01
3.76
2.34
1.60

95% Confidence
Interval

2.02-2.27
1.25-1.33
1.02-1.16
1.01-1.54
2.48-3.13
1.34-1.51
1.06-1.30
0.93-1.73
2.62-6.62
2.33-3.48
1.32-2.54
0.51-3.13
1.95-2.41
1.24-1.35
1.02-1.19
0.94-1.51
2.34-3.52
1.29-1.53
1.06-1.35
0.85-1.69
3.22-19.93
2.81-5.03
2.60-3.44
0.62-4.15

Multivariate model adjusted for age, sex, year of inclusion, and comorbidities (not in the CHADS, score).

PValue

<0.001
<0.001
0.009
0.039
<0.001
<0.001
0.002
0.131
<0.001
<0.001
<0.001
0.621
<0.001
<0.001
0.010
0.152
<0.001
<0.001
<0.003
0.306
<0.001
<0.001
<0.003

0.332
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Events
Syncope/Control

1516/ 4289
4741/19587
1368/3683
136/303
445/837
1477/5181
524/1317
62/130
36/40
158/259
60/95
7/15
477/1338
2472/9798
965/2498
106/235
119/235
748/2542
388/929
50/104
13/8
87/104
49/60
7/12



CHADS2 skoru o-1-2 olan biitiin hastalarda biitiin ve
kardiyo vaskiiler mortalite senkop hastalarinda kontrol
grubuna gore anlamli olarak artmustir.

Ozellikle kardiyo vaskiiler mortalite oranlar bir yila
kadar giine kadar CHADS2'de 3-4 de de anlamlidr.



Table 5. Individual CHADS, Risk Factor Covariates Contribution in \/
Composing a Total CHADS, Scores of 1and 2. ey

e Hazard 95% Confidence P
Ratio Interval Value
CHADS, score=0 1.00 NA NA
CHADS, score=1
Hypertension 1.80 1.74-1.85 <0.001
Heart failure 3.84 3.68-4.00 <0.001 CHADSZ Sl(OrlamaSI
Diabetes 2.13 2.04-2.22 <0.001 Senkop hastalarlnda
Age >75years 5.73 5.55-5.91 <0.001
CHADS, score =2 mortalite acisindan
D!abetes+hean fa|lulre 3.97 3.66-4.31 <0.001 yu‘ ks ek pI'O gn OStlk blI’
Diabetes + hypertension 2.08 1.96-2.21 <0.001

Diabetes + age >75years 3.52 3.33-3.72 <0.001 I‘iS__( gOSteI‘gESI olarak

Heart failure + hypertension 3.41 3.24-3.59 <0,001 1 o7
Heart failure + age >75years  4.93 4.70-5.17 <0.001 ku‘ -1an11ab1hr°
Hypertension 4 age >75years  2.72 2.63-2.82 <0,001

Previous stroke 2.54 2.43-2.64 <0.001

Abbreviations: NA, not applicable.
Results from Cox proportional hazard analysis using CHADS, score of 0
as a reference.
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Deceleration capacity as a risk predictor in patients
presenting to the emergency department with syncope

A prospective exploratory pilot study

Martin Duckheim, MD?, Katharina Klee, MD?, Nina Gétz, MD?, Paul Helle, MD®, Patrick Groga-Bada, MD?,
Lars Mizera, MD?, Meinrad Gawaz, MD?, Christine S. Zuern, MD® ", Christian Eick, MD®
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Senkop ile basvuran deselerasyon kapasitesi diismtis
hastalar(kalp yetmezligi, MI, aort stenozu vb.) tizerine
calisma yapilmustir.

Acil servise kasim 2010-aralik 2012 tarihleri arasinda
senkop tanisi basvuran 529 hasta prospektif
inceleniyor. 134 hasta siniis ritmi olmamasi veya sinyal
kalitesi kotli olmasi nedeniyle dislaniyor.

395 hasta calismaya dahil ediliyor.



Deselerasyon kapasitesi 5 adimda olciliiyor 14 puan
uzerinden degerlendiriliyor. <7 yiiksek risk, >7 diistik
risk kabul ediliyor.

Hastalara MEWS(Modified Early Warning Score) ve
SFSS (San Francisco syncope rule: EKG degs.,dispne,
hmt <%30, sistolik kb <gommHg/KY 6ykiisii) skoru
uygulandi.

Hastalara 180 gunliik takip uygulandi.
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— History of the patients who died while a 180-day period after
admission to ED.
— Baseline characteristics and outcomes of the study population. Patient’s no. Patient’s history Cardiac death
Demographics All patients (n=385) 4 Congenital heart disease and fes
Age, y 57.1+20.0 pulmonary hypertension
Females, n 201 (50.9%) 2 Coronary artery disease Yes
Medical history 3 Coronary artery disease and heart failure Yes
Previous myocardial infarction, n 21 (5.3% 4 Previously healthy patient Yes
’ ’ 5 Coronary artery disease and heart failure Yes
Strgke, f ) o 25 (6.3%) 4] Known malignancy No
Peripheral arterial obstructive disease, n 21 (5.3%) 7 Muttiple strokes No
Chronic renal insufficiency, n 29 (7.3%) 8 Known malignancy No
Hypertension, n 176 (45.1.0%)
Diabetes mellitus, n 55 (14.0%) ED = emergency department
Hyperlipidemia, n 60 (15.2%)
Smoking, n B2 (15.7%)
Family history of CVD, n 21 (5.3%) ) ) )
Laboratory parameter Characteristics of survivors and nonsurvivors 180 d after ED
Serum creatinine, mg/dL 09+03 admission.
Hemaoglobin, g/dL 135+14 Survivors Nonsurvivors
Vital signs | (n=387) (n=8) P value
Heart rate, 1/min 76+15
Systolic blood pressure, mm Hg 139+ 24 Patient age, y 56.9+20.0 67.00+199 15
Oxygen saturation, % 97.2+24 Female, n 198 (51.2%) 3 (37.5%) A4
Respiratory rate, 1/min 16.1£14 MEWS, range 0-14 21+1.0 21+08 .84
Criteria of the San Francisco Score Heart rate, 1/min 80 +15 76415 14
Congestive heart failure, n 26 (6.6%) Systolic blood pressure, mm Hg 139424 135431 35
ﬁ”ﬂ;ﬁ[“ﬁ”gﬁ* " . Eg:?% Oxygen saturation, % 073422 941473 0
Shortness of breath, n 2 (0.5%) Respiratory rate, 1/min 161 +1.4 169+19 06
Systolic BP <90 mm Hg, n 2 (0.5%) San Francisco-5core positive, n 53 (13.7%) 4 (50%) 004
Qutpatient treatment, n 150 (38.0%) Hemoglobin, g/dL 135+14 119425 02
Death after 180 d 8 (2.0%) Creatinine, mg/dL 09403 1.3+08 06
OC, ms 6.7+2.4 31+25 <001

CVD =cardiovascular disease, ECG = electrocardiography.

DC = deceleration capacity, ED = emergency department, MEWS = modified early waming score.



180 giinliik takipte %2(8) hasta ex oldu.
DC anlamli derecede farklidir.

MEWS ve SFSS de anlamli fark gorilmedi.
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Acil servise senkop tanisiyla bagvuran erigkin
hastalarla ilgili prospektir makaleler taranmustir.

Kisa stirede(7 giin) mortalite, morbidite ve rekiirrens
sonuclari incelenmistir.

Eger calismada 10-30 giin, 3 ay vb sonugclar varsa
onlarin sonuclarida incelenmistir (7-810 giin).



45770 makale inceleniyor; cesitli mnedenlerle
makaleler ayristiriliyor.

25 makale meta analiz ¢calismasina dahil ediliyor (1982-
2012 yillar arasinda).

1978-2009 yillar1 arasinda 11158 (69-1474) hasta dahil
ediliyor.

Ortalama %46 erkek(38-58),
Ortalama yas 60(41-74) olarak olctiliyor.



Table | Characteristics of the included studies
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Author and

publication year

Day (1982)
Martin (1984)
Eagle (1985)
Racco (1993)
Martin (1997)
Wagner (2000)

Sarasin (2001)
Crane (2002)

Colivicchi (2003)
Cosgriff (2007)
Grossman (2007)
Reed (2007)

Birnbaum (2008)
Costantine (2008)
Quinn (2008)
Rodriguez-Entem (2008)
Agarwal (2009)

Han (2010

Reed (2010)

Romero-Rodriguez
(2010}

Ungar (2010)
Long (2011)
Reed (2011)
Kayayurt (2012)

Tan (2012)

Journal

Am |Med

Ann Emerg Med
Am | Med
Minerva Med
Ann Emerg Med
Eur ] Int Med

Am |Med
Emerg Med|

Eur Heart ]
Can | Emerg Med
] Emerg Med
Emerg Med|

Ann Emerg Med
JACC

Ann Emerg Med
Rev Esp Cardiol
Ann Emerg Med

Heart, Lung and
Circulation

JACC
Rev Clin Esp

Eur Heart)

Ann Emerg Med
Ann Emerg Med
Int | Emerg Med

Acad Emerg Med

Nation

USA
USA
USA
Italy
USA
Switzerland

Switzerland
UK

Italy
Oceania
USA
UK

USA
Italy
USA

Spain
USA

Oceania

UK
Spain

Italy
USA
UK
Turkey

Singapore

Year of

study begin

1978
1982
1981
1990
1981
nr.

1997
1998

1997
2005
2003
2005

2005
2004
2000
2005
nr.

nJr.

2007
2005

2004
2009
2007
2009

ntr.

Multicentre

study

Yes

Aim of the study

Diagnostic strategy and prognosis
Diagnosis

Prognosis

Prognosis

Derivation of Martin risk score

ldentification of hospitalization
predictors

Diagnostic strategy and prognosis

Prognosis according to ACP
dlassification

Derivation of OESIL risk score

Walidation of SFSR

Prognosis

Prognosis and validation of SFSR and
OESIL risk score

Walidation of SFSR

Prognosis

Long term prognosis of SFSR
Diagnostic strategy

Prognosis according to ECG
presentation

Prognosis

Derivation and validation of ROSE rule

High risk syncope prognosis

EGSYS patients prognosis
Prognosis
1-year follow-up of ROSE rule

Validation of existing rules and

derivation of the Anatolic Syncope

Rule
Prospective validation of SFRS

Number of

patients

198
151
176
194
626

87

611
189

598
89
293
99

713
670
1474
199
282

69

1067
77

380
447
1043
231

1195

Mean age

(years)

44
41
54
57
57
64

58
74
58
71

n.r.

74

66
62
63

n.r.

n.r.

Percentage of

males

44
n.r.
49
56
46
Ey)

48
39

46
42
42
48

38
44
44
54
44

n.r.

45
56

58
50
45

n.r.

n.r.

Mean

follow-up

330 days
6.2 months
11.7 months
660 days
365 days

27 months

18 months
365 days

365 days
7 days
30 days

n.r.

7 days

365 days
365 days
237 days
365 days

18 months

1 month

2.1 years

614 days
30 days
365 days
7 days

7 days

n.r., not reported; OESIL, Osservatorio Epidemiologico dela Sincope nel Lazio; SFSR, San Francisco Syncope Rule; ECG, electrocardiogram; ROSE, Risk Stratification of Syncope in the Emergency Department; EGSYS, European Guidelines in

Syncope Study.



1 yillik
Mortalite; hiz1 9 calismada %s5,7-15,5, Ortalamasi1 %8,4
Morbidite ortalamasi:%11,3

Senkop rekiirrensi: %9



e
Table 2 Pooled incidence of mortality, syncope relapse, major events, and overall serious outcomes at different times
P Qutcome Time Number of studies Number of Number of Pooledrate  95% CI (%) I* (‘Eé)II Heterogeneity
patients events (%) P-value®
Mortality 10 days 3(52 54, 55) 1472 10 07 04-13 0 0.8015
30 days 4 (59,515,518, 524) 3214 50 16 12-21 0 0.6851
6 months 4(513;515,517;520) 1923 75 37 25-54 292 02372
1 year 9 (51, 53; 55-58; 514;515; 519) 4879 387 84 6.7-102 712 <0.0001
1.5 years 4(510;516; 522;524) 1254 "M 89 74-10.6 0 0.8345
2 years 2(521,525) 164 18 110 7-168 0 0.7836
Syncope recurrence 30 days 1(524) 380 1 03 0-18 0 -
6 months 2(513;520) 350 18 52 33-82 0 03915
1 year 2(57,522) 797 72 90 72-113 0 05987
1.5 years 4(510;516; 522;524) 1254 202 16.1 142-183 0 09582
2 years 2(521,525) 164 36 220 163-2%.1 0 04727
Morbidity 10 days 2(54,55) 759 45 69 37-126 67.3 0.0804
30 days 3(59,512;518) 1807 179 114 57-15 96.6 <0.0001
6 months 1(517) 99 6 6.1 27-128 0 -
1 year 4' (55,514,519 2336 262 13 58-209 963 <0.0001
1.5 years 2(510;516) 263 58 252 11-478 905 0.0012
Overall serious outcomes 10 days 7 (52,54, 55, 511,517, 519, 523) 4040 357 91 6.6-105 885 <0.00071
30 days 3(59,517;518) 1459 155 116 45-264 964 <0.0001
6 months 2(517,519) 1142 118 103 8.7-1212 0 079012
1 year 4 (51,55 514,519) 2244 363 173 8.6-316 976 <0.0001
1.5 years 2(510;516) 263 79 329 19.3-502 84.1 001227

*Clwere calculated on the basis of a single study.

"Variation in the pooled rate not attributable to chance.

“Assessed using a y test

“In one study,” two different cohorts (derivation and validation) have been analysed separately.
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Tartisma-Sonuc

Senkopta kisa donem mortalite %1'in altinda
Morbidite 10-30 glinde en yliksek seviyede
Rekiirrens 6 ayda belirgin ytlikseliyor(%s5).

Mortalite ve rekiirrens oranlar1 lineer seyrederken
morbidite ayni dogrultuda seyretmiyor.
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Sistematik bir literatiir taramasi yapiliyor.

Senkop hastalarinin 1 hafta(kisa donem), 30 giin ve 3
ay sonuclari inceleniyor.

Acil servise senkop nedeniyle basvuran yetiskin
hastalarla ilgili prospektif mortalite ve morbidite
sonuclar inceleniyor.



Acil servise senkop nedeniyle basvuran hastalarla ilgili
yapilan 67,909 makaleyi database inceliyorlar.

129 full-text makaleye ulasiliyor.

Cesitli nedenlerle(analizlerde yetersizlik, retrospektif

olmasi ve secilen hasta grubu uygun olmamasi) 98
makale eleniyor.

31 makale calismaya dahil ediliyor.



Cesitli tilkelerden makaleler inceleniyor.
69-4030 arasi toplam 21,000 hasta inceleniyor.

Vakalarin ortalama yaslari 41 ile 79 arasinda.



7. gun sonuclarina gore mortalite ile sonuclanan
hastalarin tani oranlari;

Aritmi (%73),
MI(%73),
SVO(%64),

SAK(%45), Pulmoner Emboli (%45), Tranfiizyon
gerektiren kanama(%46), ICD takilmasi, Akciger
Odemi, Intrakraial kanama vb.



30. giin sonuclarina gore mortalite ile sonuclanan
hastalarin tani oranlari;

Aritmi (%54),
MI (%54),

SVO (%54),

Pulmoner Emboli(%46), Tranfiizyon gerektiren
kanama(%46), ICD takilmasi(%46), vb.



3. ay sonuclarina gore (sadece 1 calisma 3 aylik
sonuclari incelemis); MI, aritmiler,

SVO, TIA
SAK, Serebral hemoraji,

Pulmoner odem, emboli vb ensik mortalite sebepleri.
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