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Topic: Syncope 
Podcasters: 
1. Name: Stevan Bruijns 

Affiliation/ role: Derriford ED/ emergency physician 
2. Name: none 

Affiliation/ role:       
 
Case:  
A 62 year old female attends to the ED.  She was referred from pre-op 
colonoscopy after having a seizure in the waiting room.  On arrival it is 
handed over that she complained of feeling lightheaded and then collapsed.  
Members of the public tried to keep her upright in her chair when she started 
to fit.  Staff called 2222 and she was laid down on the waiting room floor.  She 
recovered consciousness within a minute of two, but felt sick and vomited 
once.  Her husband recalled that she was sweating, but said that she is 
looking much better now. 
 
Discussion:  
TLOC include syncope, epileptic seizures, psychogenic, and other rare 
miscellaneous causes.  What is different in syncope is the unique 
pathophysiology: transient global cerebral hypoperfusion due to low peripheral 
resistances and/or low cardiac output leading to a black-out.  Syncope is 
common under 30 and over 65 with no specific gender prevalence (slightly 
more in females).  The causes are: reflex mediated (classical vasovagal), 
orthostatic and primary cardiac (arrhythmia and structural) which in turn leads 
to hypotension with or without bradycardia or tachycardia.  Reflex mediated is 
the commonest by far (approximately 2/3 of cases) and arrhythmia occurs in 
about 10% of cases. Cardiac causes have the highest mortality and needs 
excluding on presentation.  Many studies have tried to propose rule out 
prediction rules typically only successful in the institution it was designed in.  
Although none of these rules are near sensitive enough to use as rule out 
tests two recurring themes predicting bad outcome do come up again and 
again when all else are found to be normal.  These are a history of heart 
failure and advanced age (age > 80). 
 
The history is by far the most important part of the assessment.  The 
presence of a witness is always a bonus.  A history of up to a minute of loss of 
consciousness from a standing or a sitting position, with full recovery and 
some associated autonomic symptoms are almost diagnostic.  The NICE 
guidance refers to the three Ps (posture, provoking factors, prodromal 
features).  Your history should therefore cover: the situation, position of 
patient, colour of patient during event (i.e. pale and sweaty), presence of 
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autonomic discharge (dizziness, vertigo, diaphoresis, epigastric discomfort, 
nausea, vomiting, pallor, or paresthaesias) and seizure specific questions 
(post-ictal period, tongue biting, incontinence, etc.).  Be aware that seizures 
(with tongue biting and incontinence can occur with reflex syncope although 
the post-ictal period is universally short (not more than 30 seconds).  
Weakness down one side which recovers rapidly is likely to indicate an 
intracranial event and should prompt a CT head.  This is a rare, but serious 
finding.  You should enquire about red flag symptoms, such as exertional 
onset, chest pain dyspnoea, low back pain, palpitations, severe headache, 
focal neurologic deficits, diplopia, ataxia, or dysarthria prior to the syncopal 
event.  A background medical check should include checking for a history of 
heart failure, and cardiac and hypertensive drugs the patient may be taking. In 
general the following questions if all answered yes suggests a low risk reflex 
mediated occurrence:  
• Was loss of consciousness complete? 
• Was loss of consciousness of rapid onset and short duration? 
• Was recovery spontaneous, complete, and without sequelae? 
• Was postural tone lost? 
 
Examination should always include checking vital signs, blood glucose and a 
lying and standing blood pressure.  A significant drop is 20mmHg systolic and 
20 beats/min increase in heart rate with symptoms. An ECG should be 
performed.  Be sure to palpate the abdomen in the older cohort.  An objective 
check should be done for CHF. If there is a clinical concern for heart failure a 
CXR should be requested.  The ROSE study evaluated the use of BNP which 
is a useful adjunct to diagnose heart failure.  This is not however, standard 
practice in our ED.  A troponin is only useful where acute ECG abnormalities 
are present or a history of chest pain was associated with the syncopal event.  
Serial ECGs may be required.  In a well patient other lab tests are seldom 
required.  If there is a concern for anaemia a bedside blood gas can be 
performed that contains the Hb.  Renal function is only required if admission is 
entertained.  A u-dip is another useful test in the elderly as it presents a 
readily treatable cause. 
 
Admission is required in only a small cohort.  This should include patients that 
did not have a simple event which can be put down to a reflex mediated 
episode.  If all else checks out find, always consider admission in a patient 
with history of heart failure or in the elderly (age > 80).  Discharge in the 
elderly (age > 65) should be followed by GP follow up within the next fortnight.  
Driving for older patients should be discouraged until this check-up.  In 
younger patients where the diagnosis was clearly reflex mediated no driving 
restrictions apply  
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Summary: 
Syncope is a common presentation to the ED, but is usually no cause for 
concern.  No clinical prediction rule exists that is universally reproducible.  
Assessing for the three P's, performing and ECG and lying and standing blood 
pressure is core to investigation.  Always be suspicious in patients over 80 
and patients with a history of heart failure. 
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