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Table4 Conditions that may be incorrectly diagnose

as syncope

Condition

Characteristic features that distin-

guish from syncope

Generalized seizures

See section 8, Table 10,

Complex partial seiz-

ures, absence epilepsy

Mo falls, yet unresponsive and later

amnesia

PPS or

“pseudocoma™

Duration of apparent LOC
lasting many minutes o hours; high
frequency, up to several times a day
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Table 10 Differentiating syncope from epileptic seizures

2,50,410,411

Clinical feature Syncope Epileptic seizures
Useful features
Presence of trigger Very often Rare

MNature of trigger

Differs between types: pain, standing, emo-
tions for VVS; specific trigger for situational
syncope; standing for OH

Flashing lights is best known; also range of rare

triggers

Prodromes

Often presyncope (autonomic activation in
reflex syncope, light-headedness in OH, palpi-

tations in cardiac syncope)

Epileptic aura: repetitive, specific for each patient.
Includes déja vu. Rising sensation in the abdomen
(epigastric aura) and/or an unusual unpleasant

smell

Detailed characteristics of

e <10, irregular in amplitude, asynchronous,

e 20-100, synchronous, symmetrical, hemilateral

myoclonus asymmetrical e The onset mostly coincides with LOC
e Starts after the onset of LOC e Clear long-lasting automatisms as chewing or lip
smacking at the mouth
Tongue bite Rare, tip of tongue Side of tongue (rarely bilateral)

Duration of restoration of

CONSCIOUSNEss

10—-30 seconds

May be many minutes

Confusion after attack

MNo understanding of situation for <10 seconds
in most syncope, full alertness and awareness

afterwards

Memory deficit, i.e. repeated questions without

imprinting for many minutes
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Presentation of patient with probable TLOC

{may include ambulance or referral data)

TLOC present?
(history)

No TLOC

Act as needed

Initial syncope evaluation

Syncope

(H&P exam, ECG, supine
and standing BP)

Certain or highly

likely diagnosis
(see definition in Table of
Recommendations)

Start treatment

" Uncertain diagnosis

(see Table 5)

" Risk stratification

(see Table 6)

| TLOC - non syncopal

| «Epileptic seizure
* Psychogenic TLOC
| *TLOC, rare causes

Treat appropriately

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
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Reflex syncope
e Long history of recurrent syncope, in particular occurring be-

fore the age of 40 years

After unpleasant sight, sound, smell, or pain

Prolonged standing

During meal

Being in crowded and/or hot places

Autonomic activation before syncope: pallor, sweating, and/

or nausea/vomiting
e With head rotation or pressure on carotid sinus (as in tu-

mours, shaving, tight collars)
e Absence of heart disease

Imperial College Healthcare NHS

NHS Trust



Syncope due to OH

e While or after standing

e Prolonged standing

e Standing after exertion

e Post-prandial hypotension

e Temporal relationship with start or changes of dosage of vas-

odepressive drugs or diuretics leading to hypotension

e Presence of autonomic neuropathy or parkinsonism
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Cardiac syncope

During exertion or when supine

Sudden onset palpitation immediately followed by syncope
Family history of unexplained sudden death at young age
Presence of structural heart disease or coronary artery

disease
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Cardiac syncope

During exertion or when supine

Sudden onset palpitation immediately followed by syncope

Family history of unexplained sudden death at young age

Presence of structural heart disease or coronary artery

disease

ECG findings suggesting arrhythmic syncope:

- Bifascicular block (defined as either left or right BBB com-
bined with left anterior or left posterior fascicular block)

- Other intraventricular conduction abnormalities (QRS dur-
ation =0.12 s)

- Mobitz | second-degree AV block and 1° degree AV block
with markedly prolonged PR interval

- Asymptomatic mild inappropriate sinus bradycardia (40—50
b.p.m.) or slow atrial fibrillation (40—50 b.p.m.) in the ab-
sence of negatively chronotropic medications

- Non-sustained VT

- Pre-excited QRS complexes

- Long or short QT intervals

- Early repolarization

- ST-segment elevation with type 1 morphology in leads
V1-V3 (Brugada pattern)

- Negative T waves in right precordial leads, epsilon waves
suggestive of ARVC

- Left ventricular hypertrophy suggesting hypertrophic
cardiomyopathy
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SYNCOPAL EVENT

* Associated with prodrome typical of reflex syncope (e.g. light-headedness, feeling of
warmth, sweating, nausea, vomiting)3¢4°

« After sudden unexpected unpleasant sight, sound, smell, or pain36:49:

« After prolonged standing or crowded, hot places?®

* During a meal or postprandial®

* Triggered by cough, defaecation, or micturition®

 With head rotation or pressure on carotid sinus (e.g. tumour, shaving, tight collars)>*

- Standing from supine/sitting position®*
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I Major L

* New onset of chest discomfort, breathlessness, abdominal pain, or headache?®:44.>>
* Syncope during exertion or when supine3®
 Sudden onset palpitation immediately followed by syncope®®

Minor (high-risk only if associated with structural heart disease or abnormal ECG):

* No warning symptoms or short (<10 s) prodrome?6.38.49.56
* Family history of SCD at young age®’
« Syncope in the sitting position>*
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PAST MEDICAL HISTORY

* Long history (years) of recurrent syncope with low-risk features with the same
characteristics of the current episode®®
« Absence of structural heart disease?” %8

Major

« Severe structural or coronary artery disease (heart failure, low LVEF or previous
myocardial infarction)?6:273555.5%
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Table I Skill set of syncope experts

Basic

I Listen to the patient and take enough time. Put the patient at ease.

Be face-to-face with the patient. Seek unspoken clues.
Build with the patient rather than take a history from the patient

Details
Determine the timelines of symptoms; how did the day progress!?
Expand the timeline with the story of one or more witnesses
What medications might have played a role!

Seek a witness. Obtain a video of an episode.

Overall

Build hypotheses, practice pattern recognition, develop illness scripts
Use analytic reasoning to check intuitive thinking

Development
Learn and invoke circulatory physiology that may contribute to
T-LOC
Reflect on the skill set used in each syncope patient, and on what it
would take to expand it.

Learn to read beat-to-beat heart rate and blood pressure tracings

like an ECG.
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Clinical cases

A Case 1: The feverish collapse
A Case 2: The Stag Do collapse
ACase 3: The changing room i
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Case 1. Collapse with fever, 34yo Male

Filipino male who has had multiple lifetime collapses.
Tendency to head rush whilst standing. Prodromal
symptoms of sweatiness, shortness of breath, palpitations,
nausea. Typically provoked by warm environments,
prolonged standing. Had tooth abcess, fever 38.6,
admitted with a extreme dizziness with nausea,
sweatiness, lightheadedness.
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