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Diagnosis of the underlying cause of syncope is often inaccurate, inefficient and delayed. There is a lot of variation in management of syncope. The aim of this quality improvement project (QIP) was to improve compliance with recommended guidelines (NICE CG109) on the assessment, diagnosis and referral of adults presenting to Maidstone Hospital with syncope. The main domains assessed were quality of history taking, clinical examination, inpatient investigations, referral to cardiology/neurology, and diagnosis at discharge.
Methodology
Medical take-lists between 01/10/2016 and 30/11/2016 were retrospectively screened to identify patients presenting with syncope. The key terms for screening were “fall”, “syncope”, “LOC (loss of consciousness)”, “blackout”, “seizure”, and “cardiac arrest”. Medical proforma of included patients were assessed, and data was collected for those presenting with true syncope. Expected standard was set at 100% in all domains. A poster was designed to improve initial assessment, which was displayed across A&E and AMU. Data collection was repeated prospectively between 01/05/2018 and 21/05/2018. A “syncope assessment guide” was designed to be incorporated into the local hospital guidelines to help junior doctors clerking patients with syncope.
Results
1760 patients were screened of which 12 had true syncope. Only 2 of the 8 NICE “key implementation” points in history taking were met. Lying/standing BP, neurological examination and ECG recording were sub-standard. 9 of the patients warranted cardiology referral according to NICE, only 2 were referred. 6 patients met the criteria for neurology referral, none were referred. Only 2 of the 12 patients had a definitive diagnosis at discharge.
623 patients were screened in the second round with 13 having true syncope. Quality of history taking was overall sub-standard according to guidelines and worse compared to initial round. There was an overall improvement in clinical examination but still sub-standard. There was an overall reduction in the number of inpatient investigations. Only 3 of the 7 patients warranting cardiology referral were referred. 3 patients meet the indications for neurology referral, none were referred. 10 of the 13 patients had a definitive diagnosis at discharge.
Conclusion
Documentation is a key aspect in clinical data analysis and may be the contributing factor for poor standards. Appropriate cardiology/neurology referrals will increase definitive diagnoses, reduce unnecessary investigations and reduce length of hospital stay. Further initiatives to improve management of patients with syncope and reduce unnecessary investigations and hospital stay costs would be syncope specialist nurses and syncope clinics.
