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De*ining	Syncope	
Transient	LOC	
• Global	cerebral	hypoperfusion	
• Loss	of	postural	tone	
• Rapid	onset	
• Short	duraHon	
• Complete	and	spontaneous	recovery	
• Bimodal	prevalence:		10-30	yo	;	>	65yo	



Syncope	is	NOT…	
• There	should	not	be	
clinical	features	of	
other	nonsyncope	
causes	of	LOC	such	as	
seizure,	antecedent	
head	trauma,	or	
apparent	LOC	(i.e.,	
pseudosyncope)	 		

[ESC.	Eur	Heart	J	2009]	



Pre-Syncope	
•  Symptoms	before	syncope,	could	progress	to	
syncope,	or	it	could	abort	without	syncope.		

Symptoms	may	include:	
•  Extreme	lightheadedness	
• Visual	sensaHons,	such	as	“tunnel	vision”	or	
“graying	out”		

• Variable	degrees	of	altered	consciousness	without	
complete	loss	of	consciousness	
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Brignole	M.	J	Am	Coll	Cardiol		
2012;59(18):1583–91	



Non-Cardiac	causes	of	Syncope	



ED	Evaluation	
• Starts	with	H	&	P	and	EKG	
• Rule	in/out	dangerous	causes	
• Certain	cause	ID	in	ED		
• Uncertain	cause	aker	ED	evaluaHon	
• Assess	prognosHc	risk	for	disposiHon	
decision	



Dangerous	Causes	of	Syncope	
Cardiac:		Brady/tachydysrhythmias,	AMI,	
structural	heart	disease,	valvular	disease	
	
Circulatory:		AorHc	dissecHon,	PE,	GIB,	
ruptured	AAA,	ruptured	ectopic	
	
Neurologic:		SAH,	TIA/CVA	





Who	should	go	to	the	OU?	
• Evidence	for	Intermediate	risk	pts	
• Physician	judgment	part	of	RCTs	
• Require	further	monitoring	or	tesHng	to	rule	
in/rule	out	a	serious	diagnosis	

•  	Require	further	treatment	for	suspected	
syncope	cause	–	ex.	OrthostaHc	pts,	
medicaHon	effects/changes	

• Should	not	go	to	CDU:	High	risk	and	Low	
Risk	with	no	f/u	concerns	



Evidence	for	Protocol-driven	OU	
Prospec@ve	and	randomized	(OU	vs	standard	care)	
•  Shen	WK	et	al.	Syncope	eval	in	ED	study	(SEEDS).	A	
mulHdisciplinary	approach	to	syncope	mgmt.	
CirculaHon	2004;110:3636	

•  Sun	B	et	al.	Randomized	clinical	trial	of	an	ED	
observaHon	syncope	protocol	vs	inpaHent	
admission	(EDSOP)	Ann	Emerg	Med	2014;64(2):167	

•  [ProspecHve	cohort	study]:	Numeroso	F.	Short-term	
prognosis	and	current	mgmt	of	syncopal	pts	at	
intermediate	risk:	results	of	IRiS	study.	
AcadEmergMed	2016;23:941	



Intermediate	RF	
• ≥50	years	of	age	
• PMH	of	cardiac	disease	
• Cardiac	device	without	dysfuncHon	
• Concerning	but	not	high	risk	EKG	findings	
• Family	history	of	early	SCD	
• Symptoms	not	consistent	with	reflex-
mediated	syncope	

• Physician	judgment			



Physician	Judgement	-	Considerations	

• Suspicion	for	cardiac	syncope	–	exerHonal,	
supine,	palpitaHons	

• Risk	of	injury	+/-	have	poor	follow-up	
		-	Absence	of	prodrome	esp	in	older	pts	
		-	Recurrent	syncope	
		-	With	clinical	injury	
	
	



Initial	Evaluation:	H	&	P,	EKG	
History	
• Aim	to	idenHfy	prognosis,	diagnosis,	reversible	or	
ameliorable	factors,	comorbidiHes,	med	use,	PMH	

Physical	Exam	
• Orthosta4cs:	lying/sitng/immed	standing/aker	3	
min	upright	

• Cardiac	ausculta4on	
• Neuro	exam:	focal	defects/abnormaliHes	needing	
further	eval	

EKG	
•  	No	conclusions	re:	prognosHc	value	of	abnl	EKG		







Orthostatics	
• Drop	in	SBP	≥20mmHg	or	DBP	≥10mmHg	or	
SBP	<90mmhg	within	3	min	of	standing	

• Clinically	important	if	original	symptoms	are	
reproduced	during	acHve	or	passive	standing	

• HR	should	rise	with	standing:																																									
-	Rise	>30	bpm	or	rate	>120	bpm	diagnosHc	
of	postural	orthostaHc	tachycardia	syndrome																									
-	Lack	of	HR	response	suggests	autonomic	
failure,	rate-limiHng	drugs	or	chronotropic	
incompetence	



EKG	–	Look	out	for	these…	
• Bradyarrhythmia	-sinus	pauses,	high-grade	AV	
Blocks,	ventricular	tachyarrhythmia		

• Brugada,	Long	QT	Syndrome,	Wolff	Parkinson	
White,	Hypertrophic	Cardiomyopathy	



Name	that	Block…	



Type A: Dominant R wave in VI                Type B: Dominant S wave in VI  

WPW 



Bad	Ones	Not	to	Miss…	
Hypertrophic Cardiomyopathy: deep, narrow (“dagger-like”) Q 
waves in the lateral (V5-6, I, aVL) and inferior (II, III, aVF) leads.  



Signs	that	Cause	of	Syncope	
may	be	Serious	

Cause	
Cardiac:		Brady/
tachydysrhythmias,	AMI,	
structural	heart	disease,	
valvular	disease	
Circulatory:		AorHc	
dissecHon,	PE,	GIB,	
ruptured	AAA,	ruptured	
ectopic	
Neurologic:		SAH,	TIA/CVA	

Signs	
• An	abnormal	EKG	
• PosiHve	Troponin	
• Persistent	abnormal	
Vital	Signs	

•  Evidence	of	Bleeding	
• Altered	Mental	
Status	



Risk	Assessment	



Syncope	OU	Management	PRN	

• Telemetry	-	ALL	
• Serial	VS,	OrthostaHcs	-	ALL	
• IVF	hydraHon	
• Laboratory	studies,	imaging	(CT,	MRI)	
• Cardiac	studies:	echo	+/-	bubble	study,	
stress	echo	stress	test	

• Consults:	Cardiology,	Electrophysiology,	
Neurology	



Echocardiogram	
• Useful	when	concerned	about	presence	of	
valvular	disease	(e.g.	AS),	HCM,	or	LV	
dysfuncHon		

• IndicaHons:	Posi@ve	cardiac	hx,	
concerning	Physical	exam	(e.g.murmur)	
and/or	abnormal	ECG	 		

• Echo	with	bubble	study	if	<	55yo	and	
unexplained	syncope	(ex.	No	PMH	of	
cardiac	disease)		



Stress	testing	
• IndicaHons:		Syncope	with	exer@on		
• ExerHon	can	result	in	syncope	in	a	variety	
of	condiHons:	structural	lesions	–
Hypertrophic	CM,	AorHc	Stenosis,	
pulmonary	HTN,	V-tach	

• Want	to	reproduce	symptoms	or	evaluate	
the	hemodynamic	response	to	exerHon	



Echocardiogram	Indications	
Transthoracic	Echocardiogram	if:	
• Abnormal	cardiac	exam	(murmur)	
• Abnormal	ECG	
• History	of	cardiac	disease	
	

Stress	echo	if:	
• Syncope	with	exerHon	or	suspicion	for	
cardiac	ischemia	



Tilt	Table	Testing	Indications	
Class	IIa	
• Unexplained	syncope	in	high	risk	setng	(risk	
of	injury,	occupaHon)	

• Tilt-table	tesHng	can	be	useful	for	paHents	
with	syncope	and	suspected	delayed	OH	
when	iniHal	evaluaHon	is	not	diagnosHc	 		

• If	the	diagnosis	is	unclear	aker	iniHal	
evaluaHon,	TTT	can	be	useful	for	paHents	
with	suspected	VVS		

• Recurrent	episodes	when	cardiac	causes	
have	been	ruled	out		

• Consider	in	evaluaHon	of	paHent	with	
recurrent	unexlained	falls	-	IIa	C	

• May	be	indicated	in	evaluaHon	of	psychiatric	
paHent	with	frequent	syncope	and	cardiac/
drug	causes	ruled	out-		IIa	C	



Consults	or	Follow-up:	
Cardiology,	EP,	Neurology	
• PaHents	with	recurrent	syncope,	unexplained	
falls	and	negaHve	CDU	evaluaHon	

• Clinical	or	ECG	features	suggesHve	of	
arrhythmic	syncope	

• Holter	monitor	(24-48	h),	event	recorders	(30	
-	60	days,	implantable	loop	recorders	(2-6	
wks,	mos),	AICD	(esp	with	low	EF)	

• Suspicion	for	vertebrobasilar	TIA,	severe	
bilateral	caroHd	artery	disease,	neuro	s/s	



Take-Home	Points	
•  Everyone	get	a	good	H	&	P,	EKG	and	Orthosta@cs	
• R/o	life-threatening	causes	in	ED	
•  Intermediate	Risk	Pa@ents	good	for	CDU	
•  Echo	only	if	abnormal	EKG	or	cardiac	exam	or	PMH	
CV	disease	(bubble	if	<55yo	and	no	cause	ID)	

•  Stress	echo	if	exer@onal	syncope	
• Many	need	only	6-8	hours	of	tele-monitoring	in	
CDU	to	r/o	arrhythmia	

	


