
hospitals saw a progressive drop of admissions for acute myocardial infarction and
arrhythmias. In order to verify the role of Telemedicine in this context, we compared
6104 ECGs recorded by 5000 pharmacies, with the 17280 ECGs of the same period of
2019, evaluated and stored in the telemedicine platform of Health Telematic
Network (HTN), in collaboration with the Department of Cardiology of the University
of Brescia, Federfarma and Istituto Superiore di Sanità. Chest pain was the reason
for examination in 298 patients (4.88%) vs 402 (2.33%) in 2019 (þ109.86%). Of these,
118 were in Lombardy, (39.50% of the total), 36 in the province of Brescia (30.50%)
and 28 in the province of Bergamo (23.73%). 8 ECGs showed a STEMI picture,
(2.68%), compared with 7 STEMIs (1.74%) detected in 2019 (þ 54.17%). All of these
patients were referred urgently to the emergency department. We detected Atrial
Fibrillation in 344 patients (5.64%), vs 393 (2.27%) in 2019, (þ 40.25%); 32 cases of
Atrial Flutter (0.52%), vs 25 (0.14%) detected in 2019 (þ 26.92%). Finally, we found
paroxysmal supraventricular tachycardia in 8 cases (0.13%), vs 6 cases (0.03%)
detected in 2019(þ 23.07%). During the lockdown period, 384 patients (6.29%) were
referred to the emergency department for symptomatic tachyarrhythmia, vs 424
patients (3.47%) in 2019(þ 55.16%). In Lombardy, 194 cases of tachyarrhythmia were
reported in territorial pharmacies (about 50.52% of the total in Italy), 93 in the
Brescia area (47.94%), 50 in the Bergamo area (25.77%). Conclusions: a high number
of patients with cardiovascular symptoms preferred to refer to territorial pharmacies
during the COVID–19 blast. Telemedicine allowed patients with STEMI to access hospi-
tals quickly, avoiding a serious diagnostic delay; a significant proportion of accesses
to local pharmacies for chest pain occurred in the region most affected by the
COVID–19 outbreak; the service also allowed to refer to the hospital only patients
with clinically relevant tachyarrhythmias, avoiding delay of care and inappropriate
accesses. This underlines how the telemedicine network provided by pharmacies can
become an important resoruce for the citizen, supporting the services of the Italian
National Health System.
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Introduction: The Head Up Tilt Test is an exam that, with prolonged orthostatic
stress, allows you to diagnose neuromediated syncope, but has the drawback of be-
ing a test that requires time, space and dedicated equipment. During the Covid
pandemic, our Syncope Unit was limited both in terms of space and access. Not being
able to perform the HUTT, it was decided to replace it with the Active Stand Test, a
test that allows you to evaluate changes in blood pressure and ECG in a few minutes.
The purpose of this study is to evaluate the effectiveness of the Active Stand Test
as an alternative to HUTT in situations where the latter cannot be performed.
Material and Method: In the period 2020–2021, 53 patients were treated for syncope
at our center. These patients underwent initial evaluation, Active Stand Test and ca-
rotid sinus massage. The Active Stand Test was positive in 8 patients. In order to
have a long–distance follow–up, a remote–controlled loop recorder was implanted in
all patients. Two categories of patients were thus identified: asymptomatic patients
for syncope, in whom no relevant symptoms or arrhythmias were found, and symp-
tomatic patients for syncope. The first were followed only with remote control and
telephone follow–up, symptomatic patients were reconvened for clinical re–
evaluation.
Results: Of the total 53 patients, 34 were asymptomatic patients with syncope and
with no significant arrhythmia recordings and 19 were symptomatic patients with
syncope. Of these, 5 were symptomatic for paroxysmal AVB and were implanted with
PM, 1 for NSVT was protected with Life Vest; the 13 symptomatic without AVB (syn-
cope of unknown origin) continued the follow–up. Among the latter we find the 8
patients who tested positive when performing the Active Stand Test carried out upon
enrollment. The 34 patients asymptomatic for syncope were subsequently recalled
to perform a HUTT.
Conclusions: The emergence of the Covid–19 pandemic has led to a greater enhance-
ment of the function of the Syncope Unit, making it the place of choice for the
etiological diagnosis of syncope. This allowed for an important selection of the tests
necessary to arrive at an etiological diagnosis of syncope. In a situation where the
execution of the HUTT is difficult, the Active Stand Test made it possible to manage
patients for the diagnosis of neuromediated syncopes.

C22 SYNCOPE UNITAND REMOTE CONTROL IN THE ERA OF COVID–19 PANDEMIC:
EXPERIENCE OFA SINGLE CENTER

A. Ferrieri, A. Dentico, G. Epicoco, F. Carretta, C. D‘Agostino, D. Carretta
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Introduction: During the pandemic, many Syncope Units were closed due to inclusion
of them and staff in Covid departments. In our experience, in order to meet the nu-
merous requests of patients suffering from syncope, the care strategy was chosen to
carry out all outpatient procedures within a single access. The use of this protocol
made it possible to satisfy user requests, breaking down all barriers, including the
fear of Covid–19.
Materials and Methods: The procedural process used in this period at our O.U. was:
initial evaluation, execution of Active Stand Test, carotid sinus massage and implan-
tation of loop recorder in a single access. Immediately after implantation, the
patient was equipped with remote monitoring. Patients without events were fol-
lowed only remotely and underwent telephone follow–up approximately every 3
months to update the center on their general state of health and any symptoms. In
patients with events, the individual events were examined by the cardiologist and,
by telephone follow–up, the presence of symptoms was assessed, correlating the
recorded event with the reported symptom. These were subsequently summoned to
the clinic.
Results: With this operating model in the years 2020/2021 we managed 53 patients
in the Syncope Unit. Of these, 5 underwent PM implantation for loop recorder’s re-
mote monitoring of the paroxysmal AVB, and one patient, for the detection of major
ventricular arrhythmias, was protected with Life Vest pending completion of cardio-
logical screening. The remaining patients, thanks to the remote control, are
constantly followed at home and monitored with periodic telephone follow–up.
Conclusions: In line with the literature, also in our ER there was a notable reduction
in accesses for syncope. Our operating model was virtuous as it served to decongest
the ER and the wards, concentrating all patients with syncope in our Syncope Unit
and also reducing the number of tests necessary to arrive at an etiological diagnosis
of syncope. The Covid–19 pandemic has accelerated the transformation process of
the Syncope Unit which is no longer just an elective place for the diagnosis of syn-
cope, but also a fundamental reference for the remote control of ICM wearers.
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