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Syncope presenting to the Emergency Department (ED), ~1% of all attendances (1), remains a vexed problem for two main reasons. The first is that syncope offers a potentially mortal outcome which Emergency physicians seek to identify and pass appropriately to Cardiologists in most cases. In reality, this is short-term goal. Emergency physicians usually are effective in this endeavour but they desire even greater success achieved more easily and quickly. They have examined risk score systems, such as the EGSYS developed by Cardiologists (2) or the San Francisco rule (SFR) from ED (3) with limited gain, and instant blood tests such as Brain natriuretic peptide (BNP) (4), also with limited gain. 

Syncope is a symptom which, above all else, requires history taking to make a diagnosis. A good history takes time which is at a premium in the ED. Thus, a risk score/assessment system on a computer which is quickly filled is a very attractive asset for both ED physicians and Cardiologists with obvious patient benefit, providing it has been carefully assessed demonstrating efficacy. 

The second problem is the different aims and attitudes to the symptom of syncope existing between Emergency physicians - short-term and Cardiologists - longer-term. The former group aims to make a quick and accurate decision on what to do for the patient, admit as an in-patient or discharge usually with follow-up by a physician interested in syncope. The situation regarding out-patient care for syncope has improved and is still improving with the advent of syncope units/clinics (5). Cardiologists are required to make a diagnosis of cause of syncope. This process depends on an excellent and thorough history from patient and witness with carefully selected investigations derived from the history for which most Cardiologists are inadequately trained having little or no mention of syncope as medical students or in Cardiology training. The subject of syncope is often downgraded to being of little importance. Syncope appears to be most widely appreciated as an important symptom in Italian and Canadian medical schools and hospitals but can only be described as patchy in many other highly developed countries.

Syncope is much more challenging in older patients as they may have no memory of the episode and live alone, implying no witness. The likelihood of a serious cause of syncope is much greater including arrhythmias, structural cardiopulmonary disease and iatrogenic overtreatment of hypertension (1,6).  Presentation as an unexplained fall is common and it is estimated that ~20% of falls are really due to syncope (1,6). Patients are often admitted as in-patients unnecessarily and, when they are, they may languish for days in the hospital awaiting valueless investigations such as brain-scanning preceded or not by neurological consultations which may also be poorly informed about syncope. This leads to vast expense without patient benefit (1).

This is the background for the study in this issue of the journal from a prominent group based in Basel, Switzerland (7). They offer a well- studied and tenable solution to the first of the problems described above and their thinking is much more orientated to close cooperation with Cardiologists than many previous ED studies.  
Importantly, they have performed a prospective assessment of their selected risk assessment system called Early Standardised Clinical Judgement (ESCJ).  This is a predetermined clinical report form to be completed including some available investigations (ECG and blood tests) within 2 hours from arrival after the index syncopal event. It is not a points scoring system favoured by some earlier authors (2,3). To achieve the aim of establishing such a system a multicentre large study is required which is offered by these international but dominantly Swiss authors. They placed some limitations chiefly to assess patients of 40 or more years, in making this selection they have focused on the patient group most likely to have an adverse outcome. 

The other leading ED group working in this field is based in Ottawa, Canada which has displayed some similarities of approach with undoubted advance in their Canadian Risk Score System (CRSS) (8,9) well beyond the earlier SFR (3). The CRSS is a points scoring system awarding positive values where data indicates a serious condition and negative in cases where less serious outcomes are expected. Thus, anything suggesting vasovagal syncope has negative points  (-1/-2) while past history of heart disease (+1), blood pressure out of the normal range (+2), abnormal Troponin (+2),  Abnormal ECG (QRS axis and duration plus long QT +1/+2) and an immediate ED diagnosis of cardiac syncope (+2) all score positively. A total score or 4 or more indicates a high risk and 6 or more very high risk, the latter most likely prompting hospital admission. as the risk in terms of mortality in the coming 30 days is judged to be 0.6%. This differs in detail from the Basel system but the final results are very similar in determination of risk.

The Basel group in this issue (7) also compare their ESCJ results with both high-sensitivity Troponin, a blood test now quite widely available in EDs and with BNP which less routinely available. They found that the ESCJ performed better in identifying the cardiac syncope patient than either blood test but when blood tests were added to ESCJ they had the best results.

Ultimately, there will remain limitations in achieving a risk score/assessment system that can be rolled out everywhere and diagnose precisely all patients satisfying both ED and Cardiologists in the timeframe required. A more individualised method for physician and patient should be the aim and to meet this an alternative may lie in correctly applied Artificial Intelligence.

In conclusion, we now see closer and more valuable cooperation between Emergency physicians and Cardiologists with enhanced diagnostic and selective ability to distinguish the patients with  syncope who need expert in-hospital care from those who may receive non-urgent expert care in the community (5). The risk assessment/scoring systems have substantially improved but, in the future, more sophisticated approaches should be anticipated. There remains a low appreciation of syncope and its causes, generally in medicine - especially in the elderly, in medical schools and in major centres where most of Cardiology training is delivered. This must be addressed with urgency.
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