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Transient loss of conciousness caused by global 
cerebral hypoperfusion with loss of postural 
tone which is followed by spontaneous and 

complete recovery 



21 year old lady, febrile convulsions in childhood, 
mild senorineural hearing loss and asthma 

 5 episodes of ‘collapse’ in 4 years. In different 
situations but always while standing and 
preceeded by lightheadedness. Jerking 
movements noted during one prolonged 
episode. Variable duration but feels tired for 
upto 2 days afterwards 

 

 

 

 



The 5 ‘P’s 

1. Precipitants – none, emotion, enviroment, 
exercise, head movement etc 

2. Prodrome – none, other cardiac symptoms, 
lightheadedness, nausea, deja vu etc  

3. Palpitations 

4. Position – prolonged standing, sudden change 
in posture, supine 

5. Post-event phenomena – fatigue, nausea, 
vomitting, immediate complete recovery 



 Appearance – Pallor, sweating or ‘blue’ 

 Movements – Jerking vs twitching but floppy 

 Mental state – prolonged confusion and 
retrograde amnesia vs transient disorientation 

 Incontinence and tongue biting 

 Chronic medical problems, drug and family 
history 

 



 Cardiac Syncope – arrhythmic and non-
arrhythmic 

 Neurally Mediated – vasovagal, situational, 
micturition, gastrointestinal, respiratory, 
carotid sinus hypersensitivity, laughter, 
valsalva induced 

 Orthostatic – primary and secondary 
autonomic failure, volume depletion 
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Fig 1 Causes of syncope by age



 Epilepsy especially complex partial seizures 

 Transient ischaemic attack 

 Falls 

 Intoxications – alcohol or substance abuse 

 Hypoglycemia 

 Hyperventillation 

 Others – cataplexy, psychogenic, drop attacks 



 Comprehensive history and clinical 
examination (carotid bruits, murmurs, pulse, 
heart failure etc) 

 Lying and standing blood pressure 

 12 lead ECG 

This will establish diagnosis in nearly 70% of patients 
and often nothing further needs to be done 

 



 Check BP  and pulse  after lying down for 10 
minutes 

 Then recheck BP at 1, 3 and 5 minutes after 
standing 

Postural hypotension diagnosed if fall in systolic 
>20mm or diastolic >10mm usually with a rise 
in pulse rate at 3 minutes and persisting at 5 
minutes  

 



 Syncope while supine or during exercise 

 Associated cardiac symptoms 

 Family history of premature sudden cardiac 
death or inherited cardiac conditions 

 Abnormal examination 

 Abnormal resting ECG 

 Recurrent unexplained episodes or injurious 
syncope or driving implications 



 Non-sustained VT 

 Unexplained sinus bradycardia 

 Widened QRS complexes (>120msec) especially 
bifascicular block 

 Accessory pathways (WPW syndrome) 

 Abnormally long or short QT interval (>450 or 
<300 msec) 

 Anterior T wave inversion (ARVD) 

 RBBB with unusual ST elevation in V1-V3 
(Brugada syndrome) 

 



1. Carotid Sinus Massage – sequential bilateral 
carotid sinus massage (indicated in patients 
>40years). 10 seconds of firm massage at 
carotid bifurcation in lying and supine 
positions. CSH diagnosed with >3 sec 
ventricular asystole and/or 50mm fall in 
systolic BP. CSH with syncope defines carotid 
sinus syndrome (CSS)     



 24 hour Holter – very poor yield and not 
generally recommended 

 Prolonged external loop recorders – can be kept 
for several weeks and significantly improves 
diagnostic yield 

 Echo – suspected cardiac syncope 

 Implantable loop recorder – can monitor 
cardiac rhythm for up to 36 months 

 Exercise stress testing – for syncope during or 
shortly after exercise 



 Tilt table testing 

Passive head up tilt table testing is useful in 
recurrent syncope of uncertain cause or to 
ascertain mechanism of neurally mediated 
syncope – vasodepressor or cardioinhibitory or 
mixed response seen 

 EP testing, CT of pulmonary arteries and/or 
aorta and coronary angiography required in a 
minority of patients  



SFSR (San Francisco Syncope Rule) 

 Breathlessness 

 Congestive Cardiac Failure 

 Abnormal ECG 

 Hematocrit <30 

 Systolic BP <90mm 

Events at 7days: No risk = 0 ; Risk = 1 or more 

Consider urgent referral or admission if any risk factor 
present 

Elevated ProBNP levels may be another marker of 
high risk 

 



 3/08 – Neurology: Probable vasovagal but has 
epileptic features. ECG, 24 hr tape, EEG and 
MRI brain normal 

 Tilt table test – ‘patient was symptomatic from 
the start with initial drop in BP which 
recovered immediately. HR started to drop 
from 4 mins followed by 10sec asystole at 
5mins. Patient lost conciousness with  jerking 
movements. HR returned with reverse tilt with 
patient regaining conciousness’ 





 6/08 – Cardiology: Vasovagal syncope. 
Advised 

1. Education and reassurance 

2. Increased salt and fluid intake 

3. Physical counterpressure manouvres (PCM) – 
leg crossing, hand clenching, arm tightening 

 10/08 – 3 further episodes. Commenced on 
Fludrocortisone. Echo – normal 

 2/09 – commenced on Midodrine 

 3/09 - admitted with syncopal episode 



 3/09 – reviewed in Cardiology: 4 further 
episodes since 10/09. Discussed need for 
pacemaker. Listed for internal loop recorder 
(ILR) 

 29/4/10 – ILR implanted. Patient has syncopal 
episode post implant. Analysis shows 7 sec 
sinus arrest. Kept in hospital for pacemaker 
implant 

 1/5/10 – dual chamber pacemaker implanted 





 Patients with unexplained syncope and low risk of 
recurrence can drive 4 weeks after the event 

 Patients with unexplained syncope and high risk 
of recurrence can drive 4 weeks after the event if 
the cause has been identified and treated 

 If no cause has been identified then the patient 
requires 6 months off driving 

 Patients thought to have had a seizure must have 
their licence revoked for one year 

 Patient with a loss of consciousness with no 
clinical pointers should have their licence revoked 
for 6 months 

 



 Syncope is a common symptom and affects 
about 40% of population at some point 

 Clinical assessment, postural BP and ECG will 
be sufficient in the majority 

 ‘Red Flags’ and high risk features should 
prompt cardiology referral 

 A substantial minority will require detailed 
and comprehensive assessment 

 ‘Map of Medicine’ available online provides 
pathways for management and referral 


