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Case 1

u 64 year old Male
u GP referral to syncope clinic: Recurrent injurious syncope

u Cough induced T-LOC

u Background History 

u COPD

u Hypertension

u Type II D iabetes

u PCI to RCA 2018

u Ex-Smoker x 2 years – 60 pack/year 

Case 1

u Recurrent cough induced syncope for 2 years – 4-5 episodes per year
u Primarily during intense paroxysms of coughing

u Abrupt T- LOC – 15-20 seconds, brief recovery
u No seizure markers

u Predominantly on standing

u Last episode only 2 weeks ago

u Often related to excess alcohol intake
u Occasionally dizzy with mild coughing with no T-LOC

u Some dizziness on head rotation but never T-LOC

Case 1

u GP concerned – one month history 
u Abrupt T-LOC – injurious – left orbital fracture

u No prodrome

u Occured while seated

u No postural component

u Patient crashed car 2 weeks earlier – not driving currently

u Dyspnoea on moderate exertion

u Epigastric discomfort – known recurrent gastritis

u Atypical for usual cough induced episodes

Case 1

u Snorer – Epworth Score 12, STOP BANG 6
u Daytime hypersomnolence

u ESB Maintenance worker

u BMI 43 (122 kg)

u No lateralising neurological signs
u Family history – brother CABG aged 40 – heavy smoker

u Baseline Bloods, Cardiac Biomarkers –Normal

u HBA1c 56

Medications

u Clopidogrel 75mg od
u Simvastatin 40mg od

u Lercanidipine 10mg od

u Indapamide 1.5mg od

u Ramipril 7.5mg od
u Metformin 500mg bd

u Citalopram 20mg od
u Omeprazole 40mg od

u Ultibro T od

u Salbutamol prn



Baseline Investigations 

ECG

Baseline investigations

u Active Stand – No orthostatic hypotension

u Italian HUT – Negative 

u Cough reproduction at tilt end 
u Mild dizziness

u No vasodepressor response

u CSM – no cardio-inhibitory or vasodepressor response

Differential Diagnosis

1. Cardiogenic syncope

2. Situational Syncope: Cough (Neurally mediated)

3. Obstructive Sleep Apnoea

Further Diagnostics

u R Test +/- ILR

u 24 hr ABPM

u Sleep Studies/ Overnight polysymnography

u Pulmonary Function Tests

24 Hour ABPM

q Mean BP 
121/59 mmHg

q Nadir BP 99/41 
mmHg

(symptomatic)

q FEV 47%
q FEV1/FVC 0.52

PFTs



Sleep Study

u Pulse oximetry suggestive of OSA

u Apnoea-hypopnoea index 23

u Sleep service review 
u lifestyle modification

u CPAP

Ventricular Standstill with Mobitz Type II, Second Degree AV Block

R TEST

Ventricular Standstill with Mobitz Type II, Second Degree AV Block

R TEST

AV Block

u Admission for urgent Pacemaker insertion

u Treat underlying obstructive sleep apnoea
u Lifestyle modification

u CPAP therapy

u Return to driving after one month

u Rationalise antihypertensive therapy

Cough Syncope Management Driving Guidelines

•Respiratory Disorders
•COPD, Asthma, Cough Syncope
•Category 1 & 2

•“NDLS need not be notified unless 
attacks are associated with 
disabling dizziness ,fainting or TLOC”

•Category 1
•1st episode – 6 months
•Multiple Episodes – 1 year until 

diagnostic evaluation & Rx complete

•Category 2
•Stop driving 5 years from date



Case 2

u 56 year old male 

u GP Referral
u 9 month history of non productive cough
u Then T-LOC – last episode while cutting lawn
u Multiple courses of antibiotics and oral corticosteroids.

u No clinical improvement. Serial CXRs
u Progressive exertional dyspnoea

u Deterioration over past 2 months 

u < 100m Exercise Tolerance
u Recent orthopnoea & palpitations
u Arthralgia & myalgia

Background History

u Recent TIA – expressive aphasia – did not present
u Full neurological recovery

u Hyperlipidaemia
u Hypertension

u Benign Prostatic Hyperplasia

u Gout

Case 2

u Afebrile, SPO2 97% , BP 142/72
u Bilateral LL oedema with mottling

u Elevated JVP

u Loud S1

u Pro BNP 1843, ESR 15
u CXR – Lung fields clear. Cardiomegaly.

u CTPA – no PE

ECG



Transthoracic Echocardiogram

u Bulky mobile echogenic left atrial mass of very large dimensions (13cm2)

u Prolapsing through mitral valve

u Causing obstruction & pulmonary oedema

Atrial Myxoma

u Most common primary cardiac tumour
u 30-50% of all cardiac tumours in path series

u Average size 5-6cm

u Mean age 56 (range 3 – 83)
u 70% female

u 86% in left atrium 

u 90% are solitary, intracavitary and located in atria
u 15% present as sudden death – tumour embolism & obstruction

Atrial Myxoma

u Classic triad of myxoma symptoms: 
u 1. Embolism
u 2. Intracardiac obstruction 

u 3. Constitutional symptoms

u Rarity can lead to diagnosis delay
u TTE 90% sensitive for myxoma, TOE 100%

Differential for treatment resistant symptoms

Syncope Mechanism in Atrial Myxoma Atrial Myxoma 

u Bi-atrial exploration and excision of atrial mass by CTS
u Medical management of underlying arrhythmia & volume overload

u Recurrence possible if incomplete excision – 2-5%

u Mitral valve obstruction  - sudden increase in LA pressure → cough

u Anticoagulation commenced

u Complete resolution of symptoms



Syndrome Myxoma

u 10% familial 
u Carney syndrome – atrial, cutaneous and mammary myxomas, lentigines, blue 

naevi, endocrine disorders and testicular tumours

u Younger than 40 years
u Biatrial, ventricular, valves

u Screening first degree relatives required

u Recurrent – 30%


