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Key messages
e Diagnosis: initial evaluation
e Diagnosis: subsequent investigations

e Treatment
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Key messages
Diagnosis: initial evaluation

1. At the initial evaluation answer the following
four key questions:

+ Was the event TLOC?

- In cases of TLOC, are they of syncopal or non-syncopal
origin?

« In cases of suspected syncope, is there a clear aetiological
diagnosis?

« Is there evidence to suggest a high risk of cardiovascular
events

or death?
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The initial evaluation of T-LOC
4 key questions

Question #1
Does the event concern TLOC?
l If yes

Question #2
Is TLOC of syncopal origin?

/ Nes

Question #3 Question #4
Which is the risk? Is there a diagnosis?
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Key messages
Diagnosis: initial evaluation

2. At the evaluation of TLOC in the ED, answer
the following three key questions:

« Is there a serious underlying cause that can be
identified?

« If the cause is uncertain, what is the risk of a serious
outcome?

« Should the patient be admitted to hospital?
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Management of syncope in the ED

1- Is the syncope the predominant

reason for ED presentation? No
Syncope is one of
Yes the symptoms of an acute
principal disease tre’pathway
2- Is diagnosis uncertain of the principal
(after initial evaluation in ED)? \N°\ disease

Diagnosis is certain
Yes or highly likely \
lv G Appropriate
3- Follow the risk stratification therapy
flow chart

Management of syncope in the ED

ESC
Should the patient be admitted to hospital? @ European Socty
Favour initial management in ED observation
|___unit and/or fast-track to syncope unit
High-risk features AND: High-risk features AND:
* Stable, known structural heart disease « Any potentially severe coexisting disease that
* Severe chronic disease requires admission
* Syncope during exertion * Injury caused by syncope
* Syncope while supine or sitting * Need of further urgent evaluation and
* Syncope without prodrome treatment if it cannot be achieved in another
* Palpitations at the time of syncope way (i.e. observation unit), e.g. ECG

Favour admission to hospital

* Inadequate sinus bradycardia or sinoatrial block monitoring, echocardiography, stress test,
* Suspected device malfunction or inappropriate electr i ical study, angiography,
intervention device malfunction, etc

* Pre-excited QRS complex

* SVT or paroxysmal atrial fibrillation

* ECG ing an inheritable arrhy!
disorders

* Need for treatment of syncope

* ECG suggesting ARVC O i .
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Syncope European Society
Management of syncope in the ED @esc (after initial evaluation in ED) e
European Society
st l
Neither

Short-term outcome of syncope pts in ED

Average data of 10401 patients from 13 studies:

Patients admitted, median (IQR) 49% (32-59)

Death within 7-30 days: 0.8% (0.6-1.1)
Non-fatal severe outcome while in ED 6.9% (4.5-10.3)
Non-fatal severe outcome in the next 7-30 days 3.6%(3.4-5.3)

high nor low-risk

Any high-risk
features require intensive
diagnostic approach
Should not be discharged

from the ED

Likely reflex, Should not be discharged
situational or orthostatic from the ED

Can be discharged If Syncope out-patient
(_directly from the ED_J recurrent *\clinic (SU) (if available)
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Key messages
Diagnosis: initial evaluation

3.In all patients, perform a complete history
taking, physical

examination (including standing BP
measurement), and standard ECG.

4. Perform immediate ECG monitoring (in bed or
telemetry) in high risk patients when there is a
suspicion of arrhythmic syncope.

5. Perform echocardiogram when there is
previous known heart disease, or data
suggestive of structural heart disease or
syncope secondary to cardiovascular cause.
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Key messages
Diagnosis: initial evaluation

6. Perform CSM in patients >40 years of age with
syncope of unknown origin compatible with a reflex
mechanism.

7. Perform tilt testing in cases where there is
suspicion of syncope due to reflex or an orthostatic
cause.

8. Perform blood tests when clinically indicated, e.qg.
haematocrit and cell blood count when haemorrhage
is suspected, oxygen saturation and blood gas
analysis when hypoxic syndromes are suspected,

WHQRARINWhen cardiac ischaemia-related SYNCORE IS .. uuiioye
suspected, and D-dimer when pulmonary embolisiyig e vemos




13/09/2018

Key messages
Diagnosis: subsequent investigations

9. Perform prolonged ECG monitoring (external or
implantable) in patients with recurrent severe
unexplained syncope who have all of the following
three features:

- Clinical or ECG features suggesting arrhythmic syncope.

- A high probability of recurrence of syncope in a reasonable
time.

- Who may benefit from a specific therapy if a cause for
syncope is found.
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ECG monitoring: indications

T-LOC suspected syncope
|

Certain Uncertain
diagnosis/mechanism diagnosis/mechanism
Treat appropriately
¥
Syncope T-LOC
| non-syncopal
v v v R4
High risk, Low risk, Low risk, reflex Low risk & Unconfirmed
arrhythmia arrhythmia likely likely & need  rare episodes epilepsy
likely 8 recurrent for specific
episodes therapy Unexplained
In-hospital IR IR Not IR
monitoring (Class 1) (Class Ila) indicated (Class IIb)
(Class )
ELR
If negative (Class Ila)

IR Holter
(Class 1) (Class lla)
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Key messages
Diagnosis: subsequent investigations

10. Perform EPS in patients with
unexplained syncope and bifascicular
BBB (impending high-degree AV block)
or suspected tachycardia
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Electrophysiological study: Indications

Electrophysiological study

Recommendations | Class® | Level”

Indications

In patients with syncope and previous myocardial infarction, or other scar-related conditions, EPS is indicated when syn-

cope remains unexplained after non-invasive evaluation.”®

In patients with syncope and bifascicular BBB, EPS should be considered when syncope remains unexplained after non-inva-

sive evaluation,%214-217221
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Key messages
Diagnosis: subsequent investigations

11. Perform an exercise stress test in
patients who experience syncope during or
shortly after exertion.
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Exercise testing

Recommendations | Class | Level

Indications

1. Exercise testing is indicated in patients who experience
syncope during or shortly after exertion.

Diagnostic criteria

2. Syncope due to second- or third-degree AV block is confirmed
when the AV block develops during exercise, even without
syncope.

3. Reflex syncope is confirmed when syncope is reproduced
immediately after exercise in the presence of severe
hypotension.
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Key messages
Diagnosis: subsequent investigations

12. Consider basic autonomic
function tests (Valsalva manoeuvre
and deepbreathing test) and ABPM
for the assessment of autonomic
function in patients with suspected
neurogenic OH.
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Basic cardiovascular autonomic function tests

Recommendations [ class [ tever |

Valsalva manoeuvre

1. Valsalva manoeuvre should be considered for assessment of autonomic
function in patients with suspected neurogenic OH

2. Valsalva manoeuvre may be considered for confirming the hypotensive
tendency induced by some forms of situational syncope, e.g. cough, brass b
instrument playing, singing and weight lifting.

Deep breathing test

3. Deep breathing test should be considered for assessment of autonomic I
function in patients with suspected neurogenic OH a

Other autonomic function tests

4. Other autonomic function tests (30:15 ratio, cold pressure test, sustained
hand grip test, and mental arithmetic test) may be considered for assessment|
of autonomic function in patients with suspected neurogenic OH.

b
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Key messages
Diagnosis: subsequent investigations

13. Consider video recording (at home or
in hospital) of TLOC suspected to be of
non-syncopal nature.
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Video recording

Recommendations Class | Level

1. Home video recordings of spontaneous events should be
considered. Physicians should encourage patients and their

. R . K lla
relatives to obtain home video recordings of spontaneous
events.
2. Adding video recording to tilt testing may be considered in
order to increase reliability of clinical observation of induced b

events.
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Key messages
Treatment

14. To all patients with reflex syncope and OH, explain the
diagnosis,

reassure, explain the risk of recurrence, and give advice on how to
avoid triggers and situations. These measures are the cornerstone
of treatment and have a high imnact in reducina the recurrence of

syncope. Reflex and
orthostatic intolerance

1
Education,
reassurance
avoidance of
triggers
usually
sufficient
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Key messages
Treatment

15. In patients with severe forms of reflex syncope, select one
or more of the following additional specific treatments
according to the clinical features:

- Midodrine or fludrocortisone in young patients with low BP phenotype.
- Counter-pressure manoeuvres (including tilt training if needed) in
young patients with prodromes.

- ILR-guided management strategy in selected patients without or with
short prodromes.

- Discontinuation/reduction of hypotensive therapy targeting a systolic BP
of 140 mmHg in old hypertensive patients.

- Pacemaker implantation in old patients with dominant cardioinhibitory
forms.
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Treatment syncope: Reflex syncope

Reflex syncope

Severe/recurrent form
Hypotensive Dominant
Low BP phenotype Prodromes VPdmgs cardi bR
I Yes No or very short |

Stop/reduce

manoeuvre hypotensive

Cardiac paci
(Class lia/Ilb)
See figure 10

Older

(Class lla)

Tilt tr
Younger

rugs
(Class Ifa)
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Key messages
Treatment

16. In patients with OH, select one or more of the following additional
specific treatments according to clinical severity:

- Education regarding lifestyle manoeuvres.

- Adequate hydration and salt intake.

- Discontinuation/reduction of hypotensive therapy.
- Counter-pressure manoeuvres.

- Abdominal binders and/or support stockings.

- Head-up tilt sleeping.

- Midodrine or fludrocortisone.
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Treatment of syncope: Orthostatic hypotension

of Cardiology

Syncope due to orthostatic hypotension

‘_

Stop/reduce

vasoactive drugs
Class lla

if symptoms persist

1 3 v <
Counter-pi Comp i Head-up tilt Midodrine Fludrocortisone
manoeuvres arments sleeping
(Class Ila) Class lla) (Class lla) (Class lla) (Class lla)

2018 ESC Guidelines on Syncope — Michele Brignole & A ngel Moya

www.escardio.org/guidelines
EHJ Doi:10.1093/eurheartj/ehy037

Key messages
Treatment

17. Ensure that all patients with cardiac syncope receive the specific
therapy of the culprit arrhythmia and/or of the underlying disease
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Treatment of syncope: Cardiac arrhythmias

Syncope due to intrinsic

cardiac SND or AV block —l

ECG-documented Bifascicular BBB
bradycardia (ECG-undocumented bradycardia)

Pacing yme Asympt. EPS/ILR
indicated S SND negative
(Class lla) or not done
Class llb;
Established Non-established *Persistent AVB + HV >70ms or Empiric pacing
relationship relationship *Paroxysmal AV induced AV block  (mechanism
between SB between SB block (narrow  « Sympt. pause >3" uncertain
and synco and syncope QRS and BBB)  + Asympt. pause >6"
* AF with slow HR
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Treatment of syncope:
Cardiac tachyarrhythmias

r Cardiac tachyarrhythmia syncope —l

SVT vT

AA drugs
Class lla

AA drugs
Class Ila
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EHRA POSITION PAPER

@ Europace (2015) 17, 1325-1340

doi:10.1093/europace/euv115

Syncope Unit: rationale and requirement - the
European Heart Rhythm Association position
statement endorsed by the Heart Rhythm Society

Rose Anne Kenny* (Chairperson, Ireland), Michele Brignole (Co-chairperson, Italy),
Gheorghe-Andrei Dan (Romania), Jean Claude Deharo (France), . Gert van Dijk
(The Netherlands), Colin Doherty (Ireland), Mohamed Hamdan (USA), Angel Moya
(Spain), Steve W. Parry (UK), Richard Sutton (UK), Andrea Ungar (Italy),

and Wouter Wieling (The Netherlands)

Definition of a Syncope Unit

An SU is a facility featuring a standardized
approach to the diagnosis and
management of T-LOC and related
symptoms,

with dedicated staff and access to
appropriate diagnostics and therapies.

The SU should also take the lead in
educating and training clinicians who
encounter syncope.

)

EurOPEAN
Heart Rhythm ~ EUROPEAN
fsooaion

SOCIETY OF
CARDIOLOGY*

Table 3 cont  C ison between i ion and

19% reduction of costs per pasent
Famyetal™ UK i i sefore (O Tmonth pefodsyear 41 % reduction in unexplained syncope

acute mecical services efiect on patient  later E)
-

Ammiratetal ” faly e

—-~1/17 Benefit *

McCarthy 2tol”" Ireland

.~ Cost/LOS/Diagnosis .

Sun™ USA Upto [} {C)orcbservation 62(1 84% reduction in admissions.
period (E) forintermedizte-rik patients

42% reduction of cosis per patient.

Sanders et USA inFaint anc 100 22% reduction in unexplained syncope
FallCline vs historcalconral 80% reduction in admissions
Sunerd® USA Observation Unit in five EDs Ratecfadmission andcosts inpatients >50years randomized  62(1  84% reduction in admissians.
to observation uit () vs.standard of care (C) 629'S reduction in index hospital costs
Rauccietal” haly of peedatric  Twoy (E) v. previous 2 years inone 470 72% reducuon in unexplained syncope

guidelines v historical controln D hospial 54% reduction in admissions

E.oxperineval group: . control groups ED, Emergency Departmers.

Rationale Syncope Unit
e wide variation in practice of syncope
evaluation

* wide variation in adoption of
recommendations from published
guidelines

* evidence benefit systematic approach

Classification

T-LOC
trauma

Syncope] { Epileptic } {Psychogenic]

Pre Syncope
Dizziness

i

‘ Rare causes

seizures

Reflex syncope Tonic-clonic seizures hogeni belavian steal

Orthostatic hypotension pseudosyncope syndrome
Cardiac Vertebrobasilar TIA
Subarachnoid
haemorrhage
Cyanotic breath
holding spell
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. 5300 outpatients/day case in 2017
Age prOflle 2502 new patients — 58%
Returns —42%
91+ m4§ Acute Care General Physicians
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ESC Guidelines: Key Components of a Syncope Unit

@ The syncope unit should take the lead in service delivery for syncope, and in education and training of healthare professionals who encounter syncope.

@ The syncope unit should be led by a clinician with specific knowledge of TLOC and additional necessary team members (i. clinical nurse special-
ist) depending on the local model of service delivery.

The syncope unit should provide minimum core treatments for reflex syncope and OH, and treatments or preferential access for cardiac syn-
cope, falls, psychogenic pseudosyncope, and epilepsy.

Referrals should be directly from family practitioners, EDs, in-hospital and out-hospital services, or self-referral depending on the risk stratifica-
tion of referrals. Fast-track access, with a separate waiting list and scheduled follow-up visits, should be recommended.

Syncope units should employ quality indicators, process indicators, and desirable outcome targets.

ED = emergency department; OH = orthostatic hypotension; TLOC = transient loss of consciousness.
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