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ESC: Classes of Recommendations

Classes of 
recommendations

Definition
Suggested wording

to use

Class I Evidence and/or general agreement that a given 
treatment or procedure is beneficial, useful, 
effective.

Is recommended/
is indicated.

Class II Conflicting evidence and/or a divergence of 
opinion about the usefulness/efficacy of the 
given treatment or procedure.

Class IIa Weight of evidence/opinion is in favour of 
usefulness/efficacy.

Should be considered.

Class IIb Usefulness/efficacy is less well established by 
evidence/opinion.

May be considered.

Class III Evidence or general agreement that the given 
treatment or procedure is not useful/effective, 
and in some cases may be harmful.

Is not recommended.

2018 ESC Guidelines on Syncope – Michele Brignole & Angel Moya
EHJ Doi:10.1093/eurheartj/ehy037
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Definition
• Syncope is a TLOC, due to transient global cerebral 

hypoperfusion, characterized by rapid onset, short duration and 
spontaneous complete recovery.

• Syncope: A symptom that presents with an abrupt, transient, 
complete loss of consciousness, associated with inability to 
maintain postural tone, with rapid and spontaneous recovery. 
The presumed mechanism is cerebral hypoperfusion. There 
should not be clinical features of other nonsyncope causes of 
loss of consciousness, such as seizure, antecedent head trauma, 
or apparent loss of consciousness (i.e., pseudosyncope)

http://www.escardio.org/guidelines
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Presentation of Patient with Probable TLOC

TLOC present?
(history)

No TLOC Syncope TLOC - non syncopal

Act as needed 

Treat appropriately 

• Epileptic seizure
• Psychogenic TLOC
• TLOC, rare cause

Initial syncope evaluation
(H&P exam, ECG, supine

and standing BP)

Risk stratification

Uncertain diagnosisCertain or highly likely diagnosis

Start treatment

High-risk of
short-term

serious events

Early evaluation
& treatment

Low-risk but 
recurrent
syncopes

Ancillary tests
followed by treatment

Low-risk,
single or rare
recurrences

Explanation,
no further evaluation

http://www.escardio.org/guidelines
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Low-risk High-risk (red flag)

Syncopal event

1.Associated with prodrome typical of 
reflex syncope (e.g. light-headedness, 
feeling of warmth, sweating, nausea, 
vomiting)

2.After sudden unexpected unpleasant 
sight, sound, smell, or pain

3.After prolonged standing or crowded, 
hot places

4.During a meal or postprandial
5.Triggered by cough, defaecation, or 

micturition
6.With head rotation or pressure on 

carotid sinus (e.g. tumour, shaving, tight 
collars)

7.Standing from supine/sitting position

Major
1.New onset of chest discomfort, 

breathlessness, abdominal pain, or 
headache

2.Syncope during exertion or when supine.
3.Sudden onset palpitation immediately 

followed by syncope

Minor (high risk only if associated with 
structural heart disease or abnormal ECG):
1.No warning symptoms or short (<10 s) 

prodrome
2.Family history of SCD at young age
3.Syncope in the sitting position

Risk Stratification at the Initial Evaluation

http://www.escardio.org/guidelines




AHA: Initial Evaluation



Syncope Risk Scores



AHA: Initial Evaluation



AHA: ECG Monitoring



ESC: ECG Monitoring



AHA: Class III Recommendations



Neurological Evaluation and Tests



Pacing for Vasovagal/CSH Syncope

Recurrent 
Syncope

Varosy PD, et al. HeartRhythm 2017;14:e255–e269



Pacing for Vasovagal/CSH Syncope

Recurrent 
Syncope
Double 
Blind 
Studies

Varosy PD, et al. HeartRhythm 2017;14:e255–e269

The evidence does not support
the routine use of pacing for reflex-
mediated syncope beyond patients 
with recurrent syncope and asystole 
documented by implantable loop 
recorder, such as those meeting
the entry criteria for the ISSUE-3 trial



Treatment of Reflex syncope

Recommendations Class Level

Pharmacological therapy

Beta-adrenergic blocking drugs are not indicated.
III B

Cardiac pacing is not indicated in the absence of a documented cardioinhibitory reflex. III B

Extrinsic
(functional)
(Class IIa)

CI-CSS
(Class IIa)

Asystolic tilt
(Class IIb)

Reflex syncope

Undocumented 
syncope 
(Class III)

Pacing
not
indicated

Pacing
indicated

Adenosine
sensitive
syncope

(Class IIb))

• Vagally-mediated or

• Adenosine-sensitive

Spontaneous
asystolic
pauses/s

Test-induced
asystolic
pauses/s

The use of adenosine triphosphate in the evaluation of syncope in older patients 
continues to evolve. In a small, single-blind trial of older patients (mean age 75 
years) randomized to active pacing or back-up pacingwith documented adenosine 
triphosphate–sensitive sinoatrial or AV block, there was a 75%risk reduction in 
syncope recurrence with dual-chamber pacing.



ESC: Reflex Syncope



Recommendations for Reflex Syncope



Syncope due to orthostatic hypotension

Education, life-style measures
(Class I)

Adequate hydration and salt
intakes (Class I)

Stop/reduce
vasoactive drugs

(Class IIa)

if symptoms persist

Counter-pressure
manoeuvres

(Class IIa)

Compression
garments
(Class IIa)

Head-up tilt
sleeping
(Class IIa)

Midodrine

(Class IIa)

Fludrocortisone

(Class IIa)

ESC: Vasovagal Syncope



AHA: Vasovagal Syncope



AHA: Orthostatic Hypotension

Droxidopa improves symptoms of neurogenic 
OH due to Parkinson disease
Octreotide reduces splanchnic blood flow by 
which prevents postprandial hypotension





ESC: Ventricular Arrhythmias



ARVC



Long QT Syndrome



Syncope and Driving



Advice for Driving in Patients with Syncope

Disorder causing 
syncope

Group 1
(private drivers)

Group 2
(professional drivers)

Cardiac arrhythmias

Untreated arrhythmias Unfit to drive Unfit to drive

Cardiac arrhythmia, not 
life-threatening, medical 
treatment

After successful 
treatment is established

After successful 
treatment is established

Cardiac arrhythmia, life-
threatening (e.g. 
inheritable disorders), 
medical treatment

After successful 
treatment is established

Permanent restriction

Pacemaker implant After 1 week After appropriate 
function is established 
(first post-implant visit)

Disorder causing
syncope

Group 1
(private drivers)

Group 2
(professional drivers)

Reflex syncope

Single/mild No restrictions unless it occurred 
during driving.

No restriction unless it 
occurred during driving 
or without prodromes.

Recurrent and 
severe

After successful treatment is 
established.

After successful 
treatment is established. 
Particular caution if it 
occurred during driving 
or without prodromes.

Unexplained syncope

No restrictions unless absence of 
prodrome, occurrence during 
driving, or presence of severe 
structural heart disease. If yes, 
after diagnosis and appropriate 
therapy is established.

After diagnosis and 
appropriate therapy is 
established.



ESC: Video Recording
Recommendations Class Level

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

IIa C

2. Adding video recording to tilt testing may be 
considered in order to increase reliability of clinical 
observation of induced events.

IIb C

The diagnostic history focuses on the situations in which syncope occurs, 
prodromal symptoms that provide physiological insight, patient’s self-

report, bystander observations of the event and vital signs, and post-event 
symptoms. Video recordings are helpful when available.
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