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Definition  

u A transient loss of consciousness (T -LOC) due to transient cerebral 

hypoperfusion  characterized by:  

u Rapid onset  

u Short duration  

u Spontaneous complete resolution  

 

u Syncope is a symptom, not a diagnosis  

u Determination of etiology allows for diagnosis  

 

Brignole et al. Europace, 2004;6:467-537 
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Impact of Syncope  

1Kenny RA, Kapoor WN. In: Benditt D, et al. eds. The Evaluation and    

 Treatment of Syncope. Futura;2003:23-27. 
2Kapoor W. Medicine. 1990;69:160-175. 

3Brignole M, et al. Europace. 2003;5:293-298. 
4Blanc J-J, et al. Eur Heart  J. 2002;23:815-820. 
5Campbell A, et al. Age and Ageing. 1981;10:264-270. 

ü40% will experience syncope  
at least once in a lifetime 1 

üUp to 6% of hospital admissions 2 

üUp to 3% of emergency room visits  
per year 3,4 

ü10% of falls by elderly are due  
to syncope 5 

üMajor morbidity reported in 6% 1 
eg , fractures, motor vehicle accidents  
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Impact of Syncope  

u 500,000 new syncope 

patients each year 5 

 

u 170,000 have recurrent 

syncope 6 

 

u 70,000 have recurrent, 

infrequent, unexplained 

syncope 1-4 

1 Kapoor W, Med. 1990;69:160-175. 

2 Silverstein M, et al. JAMA. 1982;248:1185-1189. 

3 Martin G, et al. Ann Emerg. Med. 1984;12:499-
504. 

4  Kapoor W, et al. N Eng J Med. 1983;309:197-204. 

5  National Disease and Therapeutic Index, IMS America, Syncope and Collapse #780.2; Jan 1997-Dec 1997. 

6  Kapoor W, et al. Am J Med. 1987;83:700-708. 
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Syncope -  

Reported Frequency  

u Individuals <18 yrs                15%                        

 

uMilitary Population 17- 46 yrs            20-25% 

 

u Individuals 40-59 yrs*               16-19% 

 

u Individuals >70 yrs*                 23% 
*during a 10 -year period  

Brignole M, Alboni P, Benditt DG,  et al. Eur Heart J, 2001; 22: 1256-1306. 
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Impact of Syncope: US Trends  
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Impact of Syncope: Quality of Life  

1Linzer M. Journal of Clinical Epidemiology, 1991;44:1037. 
2Linzer M. Journal of General Internal Medicine, 1994;9:181. 
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Impact of Syncope: Cost  

u Mean cost - $5,400 per hospitalization  

u Estimated total annual costs for syncope -related hospitalizations - $2.4 

billion  

Sun et al. American Journal of Cardiology, 2005:95;668-671 
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Syncopeé or something else? 

High likelihood of T -LOC due to global cerebral hypoperfusion  (syncope) if:  

 

Complete LOC  

 

Loss of postural tone  

 

Transient LOC with rapid onset and short duration  

 

Spontaneous, complete recovery  
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Mimics  

u Consider disorders that present 

without impairment of consciousness  Cataplexy  Drop Attacks  

Falls 
TIA of Carotid 

Origin  

Pseudsyncope  
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Mimics  

u Consider disorders that can present 

with LOC but are not due to global 

cerebral hypoperfusion  

Epilepsy 
Metabolic 
disorders  

Intoxication  
Vertebrobasilar  

TIA 

Trauma  
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 Causes of True Syncope  

Orthostatic 
Cardiac 

Arrhythmia 

Structural 

Cardio- 

Pulmonary 

ÅVasovagal 

 

ÅCarotid sinus 
syndrome 

 

ÅSituational 
ÅPost-micturition 

ÅPost-tussive 

ÅDeglutition 

ÅPost-exercise 

ÅPost-prandial  

 

 

ÅHypovolemia 

 

ÅHypotension 

 

Å1ę ANS Failure 
ÅParkinsonôs 

ÅLewy body dementia 

ÅMultiple system atrophy 

 

Å2ę ANS Failure 
ÅDiabetes 

ÅAmyloidosis 

ÅSpinal injury 

 

ÅBradycardia 
ÅSinus node 

dysfunction 

ÅAV block 

 

ÅSVT 
 

ÅVT/VF 
ÅStructural Heart 

Disease 

ÅñNormal Heartò 

ÅAcquired 

ÅAcute MI 

ÅAortic stenosis 

ÅHCM 

ÅIntracardiac 
mass 

ÅTamponade 

ÅAcute aortic 
dissection 

ÅPH/VTE 

 

Neurally- 

Mediated 

Adapted from Benditt et al. Cardiology Clinics, 2013;31:9-25 



Distribution of Causes  
 

13% 

20% 

9% 
31% 

27% 

Men  

Cardiac  

Vasovagal  

Orthostatic  

Unknown  

Other*  

Soteriades et al. New England Journal of Medicine, 2002;347:878-885 

7% 

22% 

10% 

40% 

21% 

Women  

Cardiac  

Vasovagal  

Orthostatic  

Unknown  

Other*  

* Includes situational syncope 
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SURVIVAL IN SYNCOPAL PATIENTS 

Follow-up (yrs) 

Soteriades et al. New England Journal of Medicine, 2002;347:878-885     
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PROGNOSIS IN UNEXPLAINED SYNCOPE IN PATIENTS > 65 
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Determining Etiology  

u Step 1: Detailed History  

u Number, frequency and duration of episodes  

u Episodes scattered over many years tend to be benign  

u Frequent episodes over short period of time suggests a more ominous etiology (i.e. intermittent AVB or paroxysmal 
tachyarrhythmias ) 

 

u Onset  

u An extended prodrome  suggests vasovagal process whereas abrupt LOC without prodrome  is more common in 
cardiac syncope  

 

u Body position   

u SupineĄ erect positional change preceding event suggests orthostatic process  

u Reflex syncope usually occurs in upright position  

u Syncope while supine is worrisome for arrhythmia  
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Determining Etiology  

u Step 1: Detailed History (cont.)  

u Provocative factors  

u During/immediately after exercise,  

u During/immediately after urination, coughing, defecation or 
swallowing  

u While standing in warm/crowded place  

u During prolonged standing  

u In association with emotional stress, fear or intense pain  

u Immediately after turning neck  

 

u Associated symptoms preceding the event  

u Nausea, vomiting, feeling cold/clammy  

u Palpitations  

u Chest pain  

u Dyspnea  
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Determining Etiology  

u Step 1: Detailed History (cont.)  

u Associated symptoms following the event  

u Persistent nausea, diaphoresis or pallor suggests vasovagal process  

u Profound resultant fatigue is also characteristic of a vasovagal 
process  

u Significant neurological changes or confusion during the recovery 
period suggests a primary CNS process (CVA, seizure)  

 

u Bystander report  

u Abrupt loss of postural tone?  

u Total duration of LOC  

u Physical signs (tonic/ clonic  movements, tongue biting)? Before or 
after collapse?  
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Determining Etiology  

u Step 1: Detailed History (cont.)  

u Past Medical History  

u CAD or structural heart disease?  

u Risk factors for ASCVD or structural heart disease?  

u Seizure disorder or other neurological conditions?  

 

u Social History  

u Use of intoxicants?  
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Determining Etiology  

u Step 1: Detailed History (cont.)  

u Family History  

u Sudden cardiac death in family members <40  

u Any known hereditary disorders that would predispose to SCD?  

u Familial cardiomyopathy (HCM, ARVC)  

u Familial channelopathy  (Brugada , LQTS, CPVT) 

 

u Medications  

u Diuretics Ą hypovolemia, electrolyte derangements predisposing to arrhythmia  

u Antihypertensives  Ą hypotension  

u Acquired LQTs Ą www.crediblemeds. org  
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Determining Etiology  

u Step 2: Physical Exam  

u Orthostatic vital signs  

u Supine, seated, standing  

u 3-5 minutes in each position with serial VS measurements 
throughout  

u Real time telemetry monitoring preferred  

u Non -invasive BP monitoring (i.e. òbeat to beató 

measurement) is ideal but not universally available  
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Determining Etiology  
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Determining Etiology  

u Step 2: Physical Exam (cont.)  

u Comprehensive cardiovascular exam  

u Evidence of acute cardiopulmonary process?  

u Evidence of structural heart disease?  

 

u Neuro exam  

u Focal deficits?  

u Stigmata of Parkinsonõs? 
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