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Syncope in ED- Risk Stratification 
Ger McMahon 

3- 8% of ED presentations – increasing with advancing age 

>50% are admitted

@ 75% of Healthcare Costs due to Syncope

ED physicians ranked syncope ED physicians ranked syncope ED physicians ranked syncope ED physicians ranked syncope 
as the 2as the 2as the 2as the 2ndndndnd most common most common most common most common 
decision making dilemmadecision making dilemmadecision making dilemmadecision making dilemma

Graham I, Stiell I,, et al. Potential areas for new clinical 

decision rules: comparison of North America and 

Europe. Annu Meet Inc Soc Technol Assess Health Care. 

2009;15.

Syncope 1yr Mortality

Cardiac causes of syncope have high mortality rates: 

(1 year Mortality Rate of 30%)

Compared to non-cardiac syncope: 

(1 year Mortality Rate of 0-12%)

Department of Emergency Medicine
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Kapoor W. Medicine 1990;69:160-175.

Risk Stratification of Syncope in ED - one of key new 2018 ESC Syncope Guidelines 
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ED Approach

8

1. Assess for life threatening problems standard ABC/PRIMARY 
SURVEY approach

2. True syncope from “non-syncopal” disorders

• Was LOC complete

• Was LOC transient with a rapid onset and short duration 

• Did the patient recover spontaneously, completely without 
sequelae or post-ictal state

• Did the patient lose postural tone 

� If yes to all then Syncope Likely 

Detailed History including witness account 

and physical examination can differentiate 

syncope from other forms of TLOC in > 60% 

of cases

Red Flags in HistoryHistoryHistoryHistory

• Chest pain (CAD/PE), Dyspnoea, Palpitations preceding syncope

• Known severe structural or coronary heart disease

• Family Hx of sudden cardiac death

• Syncope during exercise or supine

• Frequent and/or injurious syncope

• Syncope while driving 

• Prolonged unconsciousness

• post-event confusion

• lateral tongue biting

T-LOC Suspected Syncope 

• Physical examination

• Cardiovascular

• Neurological

• 12-lead ECG 

• Orthostatic BP measurements 

• BM & Baseline lab investigations 

11

12-lead ECG

• Normal or abnormal

• Acute MI

• Severe sinus bradycardia/pause

• AV block

• Tachyarrhythmia(SVT, VT)

• Pre-excitation (WPW), Long QT, Brugada

• Short sampling window (12 seconds) 

• May require extended ECG monitoring to improve diagnostic yield (ILR)
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Risk Stratification at the initial evaluation (I)Risk Stratification at the initial evaluation (I)Risk Stratification at the initial evaluation (I)Risk Stratification at the initial evaluation (I) Risk Stratification at the initial evaluation (II)Risk Stratification at the initial evaluation (II)Risk Stratification at the initial evaluation (II)Risk Stratification at the initial evaluation (II)

Risk Stratification at the initial evaluation (III)Risk Stratification at the initial evaluation (III)Risk Stratification at the initial evaluation (III)Risk Stratification at the initial evaluation (III) Risk Stratification at the initial evaluation (IV)Risk Stratification at the initial evaluation (IV)Risk Stratification at the initial evaluation (IV)Risk Stratification at the initial evaluation (IV)
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Cases & 
Traces

From the Emergency dept.  

Case 1 

68yr old taxi driver 

BIBA: Collapse and scalp laceration. 

“Standing in the kitchen talking to his son, last thing he remembers is his wife calling him…..

came round on the kitchen floor…..denies any prodrome”

4 episodes in previous 12m

PMH: High cholesterol, 

Meds: Lipitor 20mgs

Clinical Assessment

• Alert and Fully orientated, GCS15/15, no HI red flags

• Blood Sugar normal 

• BP/HR normal : OH neg

• Clinical exam: Cardiac, Neurological NAD

• Lab investigations: NAD
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Clinical Assessment

• Alert and Fully orientated, GCS15/15, no red flags for HI

• Blood Sugar normal 

• BP/HR normal : OH negative

• Clinical exam: Cardiac, Neurological NAD

• Lab investigations: NAD

• 12 –lead: nil acute

• Discharged to FASU

CSM – Cardio-inhibitory CSS with Syncope & requiring Frappē

8 Seconds asystole

T-LoC

Case 2 

• 26yr old male BIBA following a witnessed syncopal episode at 
work at his desk. Alert and orientated, in no acute distress on 
arrival

• Clinical exam: normal 

• History: 

� Prodrome of palpitations and weakness

� Previous episodes of dizzy spells no syncope

� No family hx SCD,

�No substance misuse
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31 32

� Terminal notch in the QRS

� Present in approximately 50% of patients with ARVD 

� Confirmed at Cardiac MRI

Epsilon Wave

Arrythmogenic Right Ventricular Dysplasia 
(ARVD)

• First described in 1977

• Important cause of SCD

• True prevalence unknown

• May present as syncope 

• Aetiology is linked to fatty 
myocardial infiltration 

• AICD implantation 

• Radiofrequency ablation 

• Medical Management with B-
blockers first line)

Case 3

• 19 year old:

• Presented to ED following a syncope episode, had been at a 
concert, had a few drinks, standing for a long period, felt weak 
and dizzy for 2 minutes, then remembers waking up on the 
ground.

• Has had similar episodes previously (2 over the last year).

• Always upright, always prodromal, all episodes associated with 
prolonged standing.

• Clinical Examination, Lab investigations and ECG normal.

• Active Stand: Normal 

Family history of sudden cardiac death (a first cousin maternal side, aged 30.
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FASU 
Tilt at 17 minutes, 2 minutes post symptoms-

Blood pressure drop followed by asystole 26 seconds

26 Second Asystole  

Case 6

• 78 yr. old presented to ED - fall at shop ….
remembers tripping on the kerb

• Fallen 3 times in the last 2 months - tripped on a 
rug at home, fell going upstairs.  

• Independent, lives alone, drives.  

• PMhx: Mild asthma, TIA 6 years ago.

• Meds: Aspirin, Lipitor
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Older Fallers 
presenting to ED

• 1/5 falls in older persons are 
unexplained. 

• 1/5 of unexplained fallers had an 
Arrythmogenic cause.

• Arrhythmias are predictive of increased 
risk of future falls

FUSE study Heart 2016

Cough Syncope

Multiple injurious falls in past 10days secondary to cough syncope 

• No Prodrome 

• Clinical Examination, ECG  no other red flags

• Referred for urgent assessment in FASU

• Advised against driving 

R-Test Mobitz Type 2 with Ventricular standstill
Management 

Multi-pronged

1. Respiratory 

• Smoking Cessation/ Cough Suppression + Education

• Treatment of Underlying Chronic Pulmonary Disease

2. Cardiac 

• Pacemaker 

3. Driving Advice 

Department of Emergency Medicine

Advise against driving until full assessment is complete, unless recurrence 

whilst driving deemed unlikely 
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