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• Syncope – QOL
• Related symptoms 
• CGA – Physiological adjunct



Incidence of seizures in different age groups

Linda J Stephen,  Martin J Brodie Epilepsy in elderly people Volume 355, Issue 9213, 2000, 1441–1446



Case 1

• 19 y.o. female
• TLOC in toilet
• Hyperventilating, can’t stop it
• RR 35 SO2 98% BP 120/80 HF 120 Temp 37.4 ºC

• What would you do?

Question 1

A. Instructions to cope with hyperventilation
B. Do a D-dimer or chest CT for PE
C. CXR
D. Refer to SU as outpatient

Question 1

A. Instructions to cope with hyperventilation
B. Analyze for PE
C. Do a CXR
D. Refer to SU as outpatient



Definition of a Syncope Unit

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

with and to appropriate 
diagnostics and therapies. 

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

www.escardio.org/EHRA 20

•wide variation in practice of syncope 
evaluation 
•wide variation in adoption of 
recommendations from published 
guidelines
•evidence benefit systematic approach  

www.escardio.org/EHRA21

Rationale Syncope Unit 

www.escardio.org/guidelines

Organizational aspects: Syncope Unit

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

� The syncope unit should be led by a clinician with specific knowledge of TLOC and 
additional necessary team members (i.e. clinical nurse specialist) 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 syncope, 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 stratification 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.

Key components

2018 ESC Guidelines on Syncope – Michele brignole & Angel Moya
EHJ Doi:10.1093/eurheartj/ehy037

www.escardio.org/guidelines



One Site One stop Clinical Nurse specialist
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NEW / REVISED CLINICAL SETTINGS AND 
TESTS:
• Tilt testing: concepts of hypotensive 

susceptibility
• Increased role of prolonged ECG monitoring
• Video recording in suspected syncope
• “Syncope without prodrome, normal ECG and 

normal heart” (adenosine sensitive syncope)
• Neurological causes: “ictal asystole”

NEW / REVISED INDICATIONS FOR 
TREATMENT:
• Reflex syncope: algorithms for selection of 

appropriate therapy based on age, 
severity of syncope and clinical forms
• Reflex syncope: algorithms for selection of 

best candidates for pacemaker therapy
• Patients at risk of SCD: definition of 

unexplained syncope and indication for 
ICD
• Implantable loop recorder as alternative to 

ICD, in selected cases

(OUT-PATIENT) SYNCOPE MANAGEMENT 
UNIT:
• Structure: staff, equipment, and procedures
• Tests and assessments
• Access and referrals
• Role of the Clinical Nurse Specialist
• Outcome and quality indicators

MANAGEMENT IN EMERGENCY 
DEPARTMENT:

• List of low-risk and high-risk features
• Risk stratification flowchart
• Management in ED Observation Unit and/or 
fast-track to Syncope Unit 
• Restricted admission criteria
• Limited usefulness of risk stratification 
scores

2018
NEW/REVISED 

CONCEPTS
in management 

of  syncope

www.escardio.org/guidelines

Education patients 

2018 ESC Guidelines on Syncope – Michele brignole & Angel Moya
EHJ Doi:10.1093/eurheartj/ehy037
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Table 3 cont Comparison between systematic evaluation and conventional management 



Table 3 cont Comparison between systematic evaluation and conventional management 

16/17 Benefit 
Cost/LOS/Diagnosis

Case 3

• A 50 y.o. woman
• Collapsed while playing bridge
• back to baseline in ED
• Past medical Hx not significant
• After thorough Hx, physical examination and ECG 

there is no clear cause

• What is the most appropriate action? 

Question 3

A. Admit on telemetry
B. Discharge without follow-up
C. Discharge with follow-up in SU

Question 3

A. Admit on telemetry
B. Discharge without follow-up
C. Discharge with follow-up in SU
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Age profile
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5400 attendences 2018
New patients – 58%
Returns – 42%
Acute Care General Physicians

Falls and Syncope Unit, Dublin

Patient characteristics Explained 
falls n (%)

Unexplained 
falls n (%)

Syncope 
n (%)

Medical causes 
n (%)

Total 
n (%)

Total 318 (57) 80 (14) 71 (13) 92 (16) 561 (100)

Breakdown by age category (years)

50–59 45 (14) 10 (13) 14 (20) 9 (9.8) 78 (14)

60–69 55 (17) 8 (10) 12 (17) 9 (9.8) 84 (15)

70–79 92 (29) 22 (28) 23 (32) 26 (28) 164 (29)

80–89 100 (32) 31 (39) 19 (27) 38 (41) 187 (33)

90–100 26 (8) 9 (11) 3 (4) 10 (11) 48 (9)

Sex (female) 215 (68) 34 (43) 39 (55) 55 (60) 343 (61)

Secondary outcomes

Admissionsa 130 (41) 52 (65) 41 (58) 59 (64) 282 (50)

Radiographyb 285 (90) 71 (90) 57 (80) 85 (92) 498 (89)

Brain scanningc 104 (33) 46 (58) 45 (63) 52 (57) 246 (44)

Previous ED attendanced 79 (25) 32 (40) 21 (30) 32 (35) 164 (29)

Injury from falle 141 (44) 34 (43) 22 (30) 28 (30) 225 (40)

Recurrent fallsf 51 (16) 40 (50) 27 (38) 31 (34) 149 (27)

Costsg 1,710,673.25 682,168.97 519,126.00 746,144.59 3,658,113.16

561 patients 50 and over presenting to the ED following a fall or collapse episode over a 6-month period

Bhangu, J et al., 2019. European journal of emergency medicine, 26(2), pp.100-104.
raw costs in euros calculated from admission (LOS), CT scan, radiography costs.

Excoffier et al 2018

www.escardio.org/guidelines

Syncope in patients with comorbidity and frailty

Recommendations Class Level
1.  A multifactorial evaluation and intervention is recommended 

in older patients because more than one possible cause for 
syncope and unexplained fall may be present. I B

2.  Cognitive assessment and physical performance tests are 
indicated in older patients with syncope or unexplained fall. I C

3.  Modification or discontinuation of possible culprit 
medications, particularly hypotensive drugs and psychotropic 
drugs, should be considered in older patients with syncope or unexplained fall. IIa B

4.  In patients with unexplained fall, the same assessment as for unexplained syncope should be considered. IIa C

2018 ESC Guidelines on Syncope – Michele brignole & Angel Moya
EHJ Doi:10.1093/eurheartj/ehy037



TAF report EU 2019
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