
Pa#ent	  presents	  symptoms	  of	  
syncope	  or	  pre-‐syncope	  

	  

Take	  a	  history	  and	  
examina#on	  
(see	  Note	  1)	  

Inves#ga#ons:	  
12	  lead	  ECG	  

Rou#ne	  blood	  tests	  

Consider	  alterna#ve	  
diagnosis	  
(see	  Box	  1)	  

Symptoms	  sugges#ve	  of	  non-‐
syncopal	  aIack	  
(see	  Box	  1)	  

Is	  there	  structural	  heart	  
disease	  known?	  

	  

Are	  there	  symptoms	  
sugges#ve	  of	  a	  cardiac	  cause	  

	  

Are	  there	  ‘red	  flag’	  concerns	  
as	  noted	  in	  Box	  2	  

	  

Are	  there	  symptoms	  
sugges#ve	  of	  a	  diagnosis	  	  

(see	  Note	  3)	  

Yes	  
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Consider	  Referral	  or	  E-‐
referral	  to	  specialist	  

services	  

Yes	  

Yes	  

Yes	  

BOX	  2-‐Red	  Flags	  
• Suspected/known	  	  

• significant	  cardiac	  disease	  
• chest	  pain	  
• Cardiac	  murmur	  

• ECG	  abnormali#es	  sugges#ng	  arrhythmias	  (long	  QT	  etc)	  
• Syncope	  during	  exercise	  
• Syncope	  causing	  severe	  injury	  
• Family	  History	  of	  sudden	  death	  
• Sudden	  onset	  of	  palpita#ons	  in	  the	  absence	  of	  heart	  disease	  
• Frequent	  recurrent	  episodes	  

BOX	  1-‐Symptoms	  sugges@ve	  of	  non-‐syncopal	  episode	  

•  Disorders	  resembling	  syncope	  with	  impairment	  or	  loss	  of	  
consciousness.	  E.g.	  Seizures,	  TIAs	  etc	  

•  Disorders	  resembling	  syncope	  with	  intact	  consciousness	  
E.g.	  psychologenic	  “syncope”	  (soma#za#on	  disorders)	  

	  



Is	  the	  pa#ent	  an#-‐	  
hypertensive	  on	  medica#on?	  

	  

Is	  the	  pa#ent	  on	  poten#ally	  
hypotensive	  medica#on	  

(see	  note)	  

Are	  the	  aIacks	  always	  when	  
upright	  or	  associated	  with	  
possible	  vagal	  s#mula#on	  

Undertake	  24hr	  Urine	  for	  
Volume	  and	  Electrolytes	  

	  

Consider	  Risk	  Stra#fica#on	  
and	  frequency	  of	  aIacks	  

See	  Box	  3	  

Does	  the	  pa#ent	  want	  further	  
inves#ga#on?	  

	  

24hr	  urine	  demonstrate	  a	  
fluid	  volume	  <1.5l	  or	  a	  24hr	  

sodium	  of	  <150mmol?	  	  

Undertake	  and	  Ambulatory	  
Blood	  Pressure	  assessment	  to	  

assess	  over	  treatment	  

	  
Over	  treatment	  confirmed	  

	  

Reduce	  hypertensive	  
medica#on	  

	  

Consider	  risk	  and	  benefit	  of	  
interven#on	  and	  possibly	  
reduce	  hypertensive	  

medica#on	  

Assess	  need	  for	  medica#on	  
and	  possible	  alterna#ves	  

(see	  note)	  

Yes	  

No	  

Advise	  salt	  and	  fluid	  therapy	  
and	  if	  symptoms	  not	  

improved	  reassess	  24hr	  urine	  

Consider	  Class	  one	  thigh	  
length	  compression	  hosiery	  
and	  advice	  from	  STARS	  

Yes	  

No	  

Consider	  Referral	  or	  E-‐
referral	  to	  specialist	  services	  

	  

Give	  advice	  on	  hydra#on,	  
physical	  measures	  and	  
suggest	  registra#on	  with	  

STARS	  for	  more	  informa#on	  	  

BOX	  3-‐Risk	  Stra@fica@on	  
Risk	  stra#fica#on	  

age	  >45	  	  
history	  of	  CCF	  
history	  of	  ventricular	  arrhythmias	  
abnormal	  ECG	  

	  

Arrhythmia	  or	  death	  within	  one	  year:	  
0	  factors	  	  	  	  	  4%	  
3+	  factors	  	  58-‐80%	  

	  

Unhelpful	  Inves@ga@ons	  in	  this	  situa@on	  

• 24hr	  ECG	  
• EEG	  
• CT	  scan	  
• MRI	  
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General	  Points	  
•  Causes	  of	  syncope	  in	  the	  elderly	  popula#on:	  

–  Cardiac	  diseases	  	  
	  	  	  	  	  	  -‐	  Primary	  cardiac	  arrhythmias	  

•  Probably	  the	  most	  common	  cause	  of	  syncope	  in	  pa#ents	  with	  structural	  heart	  or	  vascular	  disease.	  
•  An	  age-‐related	  fall	  in	  nodal	  myocytes	  par#cularly	  in	  the	  sino-‐atrial	  node	  increases	  the	  incidence	  of	  atrial	  fibrilla#on,	  heart	  

block	  and	  sick	  sinus	  syndrome	  	  
•  Polypharmacy	  	  

	  	  	  	  	  	  -‐	  Structural	  cardiovascular	  diseases—obstruc6on	  to	  le8	  ventricular	  ou9low	  	  
	  	  	  	  	  	  -‐	  Obstruc6on	  to	  right	  ventricular	  ou9low	  	  
–  Neurally	  mediated	  syncopal	  syndromes	  
	  	  	  	  	  	  -‐	  Vasovagal	  syncope	  	  
	  	  	  	  	  	  -‐	  Situa6onal	  syncope	  	  
	  	  	  	  	  	  -‐	  Caro6d	  sinus	  hypersensi6vity	  	  
–  Orthosta@c	  and	  dysautonomic	  disturbance	  of	  blood	  pressure	  control	  	  
–  Postprandial	  hypotension	  	  
–  Cerebrovascular,	  neurological,	  and	  psychiatric	  causes	  	  

•  Drugs	  predisposing	  to	  syncope	  
–  Vasodilators:	  nitrates,	  Calcium	  Channel	  Blockers,	  ACEIs	  

–  An@hypertensives	  :	  Alpha	  Blockers,	  Beta	  Blockers	  
–  Prolonga@on	  of	  QT(torsade	  de	  pointes)	  

	  	  	  	  	  	  -‐	  An#arrhythmic	  agent	  :	  class	  IA,III	  
	  	  	  	  	  	  -‐	  An#bio#cs	  :	  macrolide(erythromycin),	  bactrim	  
	  	  	  	  	  	  -‐	  Others	  :Terfenadine,Tricyclic	  An#depressants	  
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Differen@a@ng	  syncope	  from	  seizure	  
Feature Syncope Seizure 

Aura Absent Rarely present 

Dizziness prodome Sometimes present Absent 

Color at onset of event Sometimes pale Sometimes purple 

Jerking movements Infrequent & short-lived Common  & longer-lasting 

Pattern of convulsion Uncoordinated myoclonic 
jerks & twitches after LOC 

GTC movements- 
coincidence with LOC 

Upturning of eyes Common Uncommon 

Forced conjugate deviation 
of eyes 

Absent Common 

Tongue biting lateral Absent Common 

Urinary incontinence Rare Common 

Duration of event Seconds Minutes 

Disorientation after event Absent rare Present common 

Increase in CK enzyme Absent Present 
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Orthostatic hypotension:- Non-drug management 
•  Conservative advice  

–  Fluids     
–  Take your time      
–  Exercise pre stand 
–  Salt 
–  No Crossed legs 

•  Graduated compression stockings/tights 
•  Cognisance of precipitating factors  
•  Abdominal binders 

–  Squatting 
–  Alcohol 
–  Large CHO meals 
–  Don’t strain at stool  
–  Sit to wee 

 

Orthostatic hypotension:- Refractory Cases 

•  Caffeine 2 cups in the morning 
•  Raise head end of bed (RAS activation) 
•  Abdominal binders 
•  Specific drugs 

–  Fludrocortisone  
–  Midodrine 
 

–  NSAIDs   
–  SSRIs 


