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SYMPOSIUMCARDIOVASCULAR MEDICINE 
SYNCOPE
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There is also the consequential risk of
syncope i.e. the impact that the syncope
has on a patient's life through physical
trauma and frequency of episodes.
Cardiac syncope is often associated with
high morbidity and considerable
mortality, while reflex syncope has a
more favourable, benign prognosis.

EXAMINATION
The initial assessment of patients with
suspected syncope should aim to: 
•Determine if the T-LOC event was due
to syncope or to non-syncopal causes
• Identify the underlying cause of
syncope
•Stratify the patient’s risk of a serious
outcome, and determine the urgency of
any additional investigations and/or
treatment required and the need for
hospital admission (see figure 1, p11).2,3

It should include taking a clinical
history, physical examination and 
a 12-lead ECG. The clinical history should
be focused on: a detailed recollection of
the T-LOC event (by the patient and any
witnesses), the patient’s medical history
and drug history, and any family history
of cardiac disease, see table 1, left. 
The physical examination should include
general inspection, cardiovascular
examination with repeated systemic BP
measurements, basic neurological
examinations, see table 2, below. 
A stepwise approach should be applied
to the analysis of the ECG to identify
abnormalities suggestive of cardiac

cardiac arrhythmias (bradyarrhythmias
or tachyarrhythmias) or structural
cardiovascular conditions (aortic
stenosis, acute myocardial
infarction/ischaemia, hypertrophic
cardiomyopathy, cardiac masses,
pericardial disease/tamponade,
congenital anomalies of coronary
arteries, prosthetic valve dysfunction,
pulmonary embolism, acute aortic
dissection, pulmonary hypertension). 

Reflex syncope is the most frequent
cause of syncope in any setting and at all
ages, followed by cardiac syncope and
orthostatic hypotension. In individuals
under 40 years of age, orthostatic
hypotensive syncopal episodes are
extremely rare.5-7 The prognosis of
syncope is dependent on the cause and
the presence of underlying disease.

syncope, see figure 2, opposite.
The initial assessment should also be

used to stratify the patient’s risk of
serious cardiovascular events or sudden
arrhythmic death through the
identification of low- and high-risk
features, see figure 3, opposite.1

Recent data show that approximately
50% of patients who present to
emergency departments with syncope
are currently admitted. Of these, 0.8%
will die in the next 7-30 days, 6.9% will
have a non-fatal severe outcome in the
emergency department, and 3.6% will
have a non-fatal severe outcome after
discharge. Almost 90% will not come to
serious harm and with hindsight did not
require urgent admission and could have
been managed with outpatient
investigations.2

The 2014 NICE guideline on loss of
consciousness and the 2018 ESC
guidelines on syncope both stress that
an accurate risk stratification of patients
with syncope could potentially avoid
unnecessary admissions of low-risk
patients while ensuring early and
comprehensive investigation and
treatment in high-risk patients.2,3

CONFIRMING DIAGNOSIS 
In approximately 60% of cases the
clinical history alone is sufficient to
differentiate syncope from other causes
of T-LOC.8 The combination of clinical
history, physical examination and 12-lead
ECG can provide a certain or suspected
aetiology of syncope in up to 50% of
cases.9 

The 2018 ESC guidelines suggest
diagnostic criteria for nearly certain or
highly probable aetiological diagnosis
after first evaluation.2 

•Vasovagal syncope can be considered
highly probable if syncope is precipitated
by pain, fear or standing and is
associated with a typical progressive
prodrome (pallor, sweating and/or
nausea). 
•Situational syncope can be
considered highly probable or
confirmed if syncope occurs during or
immediately after specific triggers. 
•Syncope due to classical orthostatic
hypotension can be considered
confirmed if spontaneous symptoms are
reproduced by a fall in systolic BP of at
least 20 mmHg, a fall in diastolic BP of at
least 10 mmHg or a decrease in systolic
BP to < 90 mmHg within three minutes
of standing.
•Cardiac syncope should be suspected
in the presence of concomitant
sustained cardiac arrhythmias,
myocardial infarction, pulmonary
embolism or aortic dissection; it can be
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Table 1

Clinical history in a patient with suspected syncope 

Patient’s posture immediately before the event
•Upright
•Supine
•Seated

Precipitating factors
•Fatigue, sleep, food deprivation
•Ambient temperature
•Alcohol consumption 
•Pain, strong emotions such as fear or apprehension
•Physical exercise

Prodromal symptoms
•Dizziness, lightheadedness
•Vertigo, sweating, epigastric discomfort, nausea, blurred
vision, paraesthesia, chest pain, palpitations, headache, focal
neurological deficits, déjàvu, confusion

Appearance during event
•Pallor, tongue biting, any body movements

Recovery
•Rapid
•Persisting somnolence, fatigue for minutes/hours
•Headache, neurological deficits 
•Chest pain, palpitations

Medications
•Cardiac and antihypertensive medications, Parkinson’s drug
therapy, alpha-blockers for prostatism

Personal history
•Cardiac disease
•Parkinson’s disease, dementia, diabetes

Family history
•Sudden cardiac death in young relatives
•Syncope, arrhythmias, cardiomyopathy, inherited cardiac
conditions and channelopathies

Table 2

Physical examination in a patient with
suspected syncope

General inspection
•Head injury, lacerations, extremity
fractures or other signs of trauma
•Tongue biting

Cardiopulmonary examination
•Heart rhythm abnormalities
•Heart murmurs
•Carotid bruits
•Peripheral oedema, raised jugular
venous pressure, bilateral crackles or
other signs of heart failure
•Peripheral SaO
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Repeated blood pressure
measurements
•While lying 
•During active standing (after 3 min)

Neurological examination
•Focal neurological deficits


