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efinition

ciousness caused by global
ion with loss of postural
by spontaneous and

complete recovery



Inical History

, febrile convulsions in childhood,

nents noted during one prolonged
e. Variable duration but feels tired for
days afterwards



It Syncope

none, emotion, enviroment,

n - prolonged standing, sudden change
ture, supine

ent phenomena - fatigue, nausea,
~ vomitting, immediate complete recovery



sitSyncope

allor, sweating or “blue’
ing vs twitching but floppy



slassification of Syncope
ope - arrhythmic and non-

y Mediated - vasovagal, situational,
irition, gastroi inal, respiratory,
d sinus hypersensitivity, laughter,
va induced

Orthostatic - primary and secondary
autonomic failure, volume depletion



Fig 1 Causes of syncope by age
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tial Diagnosis

lally complex partial seizures
ic attack

ations - alcohol or substance abuse

ventillation
thers - cataplexy, psychogenic, drop attacks



sessment

e history and clinical
tid bruits, murmurs, pulse,

and standing
ECG

tablish diagnosis in nearly 70% of patients
d often nothing further needs to be done



tatic Hypotension
d pulse after lying down for 10
1, 3 and 5 minutes after

hypotension diagnbsed if fall in systolic
or diastolic >10mm usually with a rise
se rate at 3 minutes and persisting at 5



ed Flags

supine or during exercise
Cc symptoms

mal resting ECG

nt unexplained episodes or injurious
syncope or driving implications



Abnormalities

VT
s bradycardia
exes (>120msec) especially

Q

scicular block
sory pathways (WPW syndrome)

ally long or short QT interval (>450 or
sec)

r T wave inversion (ARVD)

= RBBB With unusual ST elevation in V1-V3
(Brugada syndrome)




Investigations

assage - sequential bilateral

sage (indicated in patients

; s of firm massage at

d bifurcation ing and supine

ns. CSH diagnosed with >3 sec

ular asystole and /or 50mm fall in

ic BP. CSH with syncope defines carotid
ndrome (CSS)




vestigations

Iter - very poor yield and not
mmended

al loop recorders - can be kept
significantly improves

— suspected cardiac syncope

antable loop recorder - can monitor
¢ rhythm for up to 36 months

Exercise stress testing — for syncope during or
- shortly after exercise



nvestigations

table testing is useful in

pe - vasodepressor or cardioinhibitory or
_response seen

ting, CT of pulmonary arteries and/or
nd coronary angiography required in a
minority of patients



ISk Scores

cisco Syncope Rule)

ays: No risk = 0 ; Risk = 1 or more
ent referral or admission if any risk factor

'0BNP levels may be another marker of
high risk



ack to Patient

rology: Probable vasovagal but has
res. ECG, 24 hr tape, EEG and

table test - t was symptomatic from
tart with initial drop in BP which

rered immediately. HR started to drop

4 mins followed by 10sec asystole at

. Patient lost conciousness with jerking
movements. HR returned with reverse tilt with
patient regaining conciousness’







reatment

diology: Vasovagal syncope.

2assurance

‘commenced on Midodrine
1 3/09 - admitted with syncopal episode



[ reatment

ed in Cardiology: 4 further
0/09. Discussed need for
for internal loop recorder

10 - ILR implanted. Patient has syncopal
e post implant. Analysis shows 7 sec
arrest. Kept in hospital for pacemaker

t

1/5/10 - dual chamber pacemaker implanted






A Recommendations

ined syncope and high risk
o 4 weeks after the event if
ause has been identified and treated

ause has been identified then the patient
ires 6 months off driving

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

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

[=]



Conclusion

ommon symptom and affects
ypulation at some point

ostural BP and ECG will

fficient in the rity

Flags” and high risk features should
pt cardiology referral

tantial minority will require detailed
and comprehensive assessment

®m ‘Map of Medicine” available online provides
pathways for management and referral



