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SYNCOPE OVERVIEW
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SYNCOPE DEFINITION

St 1 A loss of consciousness with complete recover, usually
TLoC Definition spontaneous in onset

v
Non - traumatic Traumatic (concussion)

! ' ! ! !

Syncope Epileptic seizure Substance abuse Psychogenic
. * Neurological disorder  Alcohol or drug « Often an involuntary
Temp(,)rary loss O_f in which nerve cell induced loss of reaction of the brain
consciousness with activity in the brain consciousness to pressure or
rapid recovery becomes disrupted distress

» Usually related to
temporary insufficient
blood flow to the
brain

A leading cause of

Arrhythmias are most
undiagnosed syncope is
heart-related.?

common cause of cardiac
syncope.!

1. Moya A. et al. Guidelines for the diagnosis and management of syncope (version 2009). European Heart Journal; 2009
2. Soteriades ES, Evans JC, Larson MG, et al. Incidence and prognosis of syncope. N Engl J Med. 2002;347(12):878-885. [Framingham Study Population]
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THE SYNCOPE CHALLENGE

Magnitude

Inpatient
Challenge

Patient’s
Frustration

Cardiac
Causes

40% of the population will have at least one syncope event.?

Approximately half of patients admitted to hospital leave without
a diagnosis.?

In reaching a diagnosis patients see 3 different specialists, undergo
13 tests, and 1/3 have significant associated trauma.*

Cardiac syncope is common, doubles the risk of death, and is
associated with a 6-month mortality rate greater than 10%.°




SYNCOPE
THE CAUSE MATTERS
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Cardiac syncope-: Overall Survival of Participants with
= Carries a 6-month mortality Syncope According to Cause
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1. Soteriades ES, et al. N Engl J Med. 2002;347:878-885.




SYNCOPE
A GROWING CHALLENGE FOR THE SYSTEM

Prevalence of Syncope based on Age

_ _ and Sex of Patients
= 50% of patients admitted to

hospital for syncope-related

events are >75 years of age? 25
= 10% of falls by elderly are ol | e Weman Ve
attributed to syncope?! | "0 Mon
=  With an aging population, the ‘E; 1.5¢
prevalence of syncope is likelyto s
increase? 210t
0.5
ot

0-4 5-14 1524  25-44 4564 6574 >75

Age (years)

1 Weiling W, Ganzeboom K, Saul JP. Heart 2004;90:1094-1100
2 Campbell A, et al. Age and Ageing. 1981;10:264-270.
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SYNCOPE AND TLOC IN ED’S
THE PRESSURES

= Syncope is responsible for 3-5% ED visits
with a hospitalization rate of 40% and an
average hospital stay of 5.5 days (1)

= Estimated presentation rate of falls and
syncope 20-45% ( 2)

= Syncope and collapse is the 6" most common
reason for acute hospital attendance ( 2)
= Limited time to diagnose and treat
Some with high risk features
Some with accompanying minor injuries
No opportunity for further investigation in the ED
Patients often re-present

= Significant drain on bed days and referrals
when treated as in-patient ( 3)

Annals of Physiology 2004

Kenny, RA, O’Shea, D, Walker, HF. (2002). Impact of a dedicated syncope and falls facility for older adults
on emergency beds. Age and Ageing, 31: 272-275

RA Kenny et al (2015). Syncope Unit :rationale and requirement — the European Heart Rhythm
Association position statement endorsed by the Heart Rhythm Socie




SYNCOPE AND TLOC IN ED’S
THE PRESSURE IN NUMBERS

= Spain:26 million visits to Hospital Emergency
Departments year 2017

= 3-5 9% due to Syncope means between
780000 and 1300000 patients with Syncope
presentation in EDs in Spain year 2017

= 40% were admitted meaning between 312000
and 520000 Hospital Admissions due to .
Syncope |
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SYNCOPE
DIAGNOSIS AND
MANAGEMENT IN
ED S




UNEXPLAINED SYNCOPE + CARDIAC SYNCOPE
OVER 50% OF PATIENTS

Syncope
remains | Neurame
unexplained in Mediated
approxim ately vasovagal, carotid sinu
1/3 Of Casesl situational

24%

Unknown

34% Cardiac

abnormal
rhythms,
structural damag

18%

Orthostatic/
Drug-induced

Neurologic
Seizure, stroke, TIA etc ANS failure, medication

10% 11%

1. Linzer M, et al. Ann Intern Med. 1997;126:989-996.




SYNCOPE DIAGNOSIS
TESTING OPTIONS AND THEIR DIAGNOSTIC YIELDS

Test/Procedure

ECG 2-11%"
Holter Monitoring 2%*
External Loop Recorder 20%?*

Tilt Table 11-87%*°

EP Study without structural heart disease 11%*
Neurological (CT scan, carotid doppler) 0-4%°

Reveal ICM 43-88%3 7

.Kapoor WN. Diagnostic evaluation of syncope. Am J Med. 1991;90:91-106.

.Krahn et al. Recurrent syncope. Experience with an implantable loop recorder. Cardiol Clin. 1997;15:313-326.

.Krahn et al. Cost implications of testing strategy in patients with syncope (RAST). J Am Coll Cardiol. 2003;42:495-501.

. Kapoor. Evaluation and outcome of patients with syncope. Medicine (Baltimore). May 1990;69:160-175.

.Kapoor. Evaluation and management of the patient with syncope. JAMA. 1992;268:2553-2560.

.Linzer et al. Diagnosing syncope. Part 2: unexplained syncope. Clinical efficacy assessment project of the american college of physicians. Ann Intern Med. 1997;127:76-86.

.Krahn et al. Final results from a pilot study with an implantable loop recorder to determine the etiology of syncope in patients with negative noninvasive and invasive testing. Am J Cardiol. 1998;82:
117-119.

8.Krahn et al. Use of an extended monitoring strategy in patients with problematic syncope. Reveal Investigators. Circulation 1999;99:406-410.
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SYNCOPE IN ED’S

MANAGEMENT CHALLENGE

European Heart Journal (2016) 37,
1493-1498
doi:10.1093/eurheartj/env378

The optimal Emergency Department (ED) evaluation of
syncope is uncertain. Research reports from multiple
countries suggest extensive practice variation, high
costs, and guestionable benefit associated with current
approaches.Moreover, only a few of the
recommendations from international syncope guidelines
deal with ED management.

For example, the European Society of Cardiology
Guidelines ( 2009 ), which are the most inclusive
syncope Guidelines,do not address the ED
management. This could be due to limited evidence on
how to stratify the risk and decide on disposition of
these patients in the ED.




NEW SYNCOPE CARE
PATHWAYS INED'S
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@ ESC European Heart Journal {2018) 00, 1—69 ESC GUIDELIMNES

European Society doi:10.1093/eurheartj/ehy037
of Cardiclaogy

2018 ESC Guidelines for the diagnosis and
management of syncope

The Task Force for the diagnosis and management of syncope of
the European Society of Cardiology (ESC)

Developed with the special contribution of the European Heart
Rhythm Association (EHRA))

Endorsed by: European Aucademy of Neurology (EAIN), European
Federation of Alutonomic Societies (EFAS), European Federation of
Internal Medicine (EFIM), European Union Geriatric Medicine Society
(EUGMS), European Society of Emergency Medicine (EuSEM)

Authors/Task Force Members: Michele Brignole® (Chairperson) (Italy),

Angel Moya™® (Co-chairperson) (Spain), Frederik J. de Lange (T he NMetherlands),
Jean-Claude Deharo (France), Perry M. Elliott (UK), Alessandra Fanciulli (Austria),
Avrtur Fedorowski (Sweden), Raffaello Furlan (Italy), Rose Anne Kenny (Ireland),
Adfonso Martin (Spain), Yincent Probst (France), Matthew J. Reed (UK),

Ciara P. Rice (Ireland), Richard Sutton (Monaco), Andrea Ungar (Italy), and

J- Gert van Dijlk (The Netherlands)

* Carresponding authars: Michele Brignole, Department of Cardialogy, Oepedali Chel Tigullio, Via Dan Bebbia 25, IT-16033 Lavagna, ((GE) aly. Tel +39 185 329 557,
Face: + 39 D185 308 50, Emad: mibcignoleifrasld liguriain Angel Moya, Secbhpthmia Unet, Hospetal Wall d'Hebeoss, P Wall dHHebeon 119-129, ES-08035 Barcelboma, Spain.
Tel: +34 93 274515885, Fax + 34 3 ZF46002. Email amoyamitjansEgmmailoom.

EST Cammittes for Practice Guidelines (PG and Mational Cardiac Socicties docurment revicwwers; listed in the SAppaendix.
T Representing the Eurcpean Scademy of Feuralogy {EA8)

% Representing the Eurcgean Federation of lnternal Medicime (EFIFD

* Representing the Eurcpean Sociery of Emergency Medicine (EwSEM)

EST entities having participated in the development of this document:

SAsspciatians: Euraopean Heart Rbyprthrm Acssociation (EHRLAD

Councils: Council en Cardiowasculas Bursing and Albed Professions, Cowncil for Cardiclogy Practice, Cowuncil on Cardievascular Primary Care
We'orking Groups: Myocardial and Pericardhal Criseases

Thee: content of these Eurapean Socoety of Cardicloegy (ESC) Guidelines has been published for persomal and educational use onty. Mo commercial use is authorized. MNo part of the
ES Guidelines may be translated or repraduced i ang form svithoot seritten permission fram the ESC Permissicon can e obtainesd upon submission of a written reguests to Chisfoed
Imiversity Press, the publisher of the Eurogeean Heart Jowmal and the party aurthaoreed o hancle such permassions on behald of the ESC {jourmals permmissicns@oxfordjowrnals argl.

Drisclaimnmer. The ESCZ Guidelines represent the wiews of the ESC and were produced afoer careful consideraticn of the scientific and medical knoesdedge and the evidemnce awvailable
ar tha time of their publication. Tha ESC is ot responsibla in the evant of amy conoadiction. disorepancy anddfor ambiguity betsseen the ESC Guidselines and any other official recorm-
mendaticons cr puidelines issued by the relevant public health authorities. in particular in relasion o peoad wse of heahhcare or therapeusic svrategies. Health professaonals are encour-
aged 1o ke the ESC Guidelses fully inoo acoownt sehen exercising thei clinical judgment. as weell as in the deserminaticen ard the implementation of presesntive, diagnostic or
therapeutic medscal svaregies howeser, the ESC Guidelines oo not overcide, moang weay o whatscever, the individual responsibilicy of health professiconals oo make appropriace and
acowrate decisioanms in consideration of esch patient™s health conditson and in consultaton vtk that patient and, wihere appropriace anddar necessary, the patient’s caregiver. Fos do
the ESC Suidelimes esemipt health professionals from taking snco full and careful conssderation the relesvane officdal updaved recommendadons or guidelires issued by the competent
public heatth authorities, in order o manage each padent's case in light of the scentificaly accepted data pursuant o their respective ethical and professional cbligations. i s also dhe
heahth professicnal™s responsicility to werify the applscable rules and regulaticns relatmg to drugs and medscal dewvices at the e of presoription

=1 The Eurcpean Society of Cardiclogy 2008, All rights reserved. For permissions please emails journals. permissions@oxfordjoumals.org

from hotps: /S facadentic . ocup.-camdeurhaart jSadrance—article—abstract /doi S 140 193 faurheaart js/ehyd0317 /4933241
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Management of syncope in the ED ®ESC

European Society
of Cardiology
1- Is the syncope the predominant by
ion?
reason for ED presentation? 0 el |
| Syncope is one of
Yes the symptoms of an acute A
! principal disease Care pathway
2- |s diagnosis uncertain of the principal
(after initial evaluation in ED)? —No disease
Diagnosis is certain
Yes or highly likely \
v Appropriate
3- Follow the risk stratification therapy
flow chart
-
www.escardio.org/guidelines 2018 ESC Guidelines on Syncope — Michele Brignole & Angel Moya :

EHJ Doi:10.1093/eurheartj/ehy037



Risk stratification at the initial evaluation (l) @ESC

Low-risk High-risk (red flag)

Syncopal event

of Cardiology

1. Associated with prodrome typical of
reflex syncope (e.g. light-headedness,
feeling of warmth, sweating, nausea,
vomiting)

2. After sudden unexpected unpleasant
sight, sound, smell, or pain

3. After prolonged standing or crowded, hot
places

4,During a meal or postprandial

5.Triggered by cough, defaecation, or
micturition

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

7.Standing from supine/sitting position

Major

1.New onset of chest discomfort,
breathlessness, abdominal pain, or
headache

2.Syncope during exertion or when supine.

3.Sudden onset palpitation immediately
followed by syncope

Minor (high risk only if associated with

structural heart disease or abnormal ECG):

1.No warning symptoms or short (<10 s)
prodrome

2. Family history of SCD at young age

3.Syncope in the sitting position

www.escardio.org/guidelines

2018 ESC Guidelines on Syncope — Michele Brignole & Angel Moya
EHJ D0i:10.1093/eurheartj/ehy037

European Society
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Risk stratification at the initial evaluation (2) @ESC

Europegn Society
Low-risk High-risk (red flag) of Cardiology

Past medical history

1.Long history (years) of recurrent syncope |Major
with low-risk features with the same 1.Severe structural or coronary artery

characteristics of the current episode disease (heart failure, low LVEF or
2.Absence of structural heart disease. previous myocardial infarction)
Physical examination
1.Normal examination. Major
1. Unexplained systolic BP in the ED
<90 mmHg

2. Suggestion of gastrointestinal bleed on
rectal examination

3. Persistent bradycardia (<40 b.p.m.) in
awake state and in absence of physical
training

4.Undiagnosed systolic murmur

www.escardio.org/guidelines 2018 ESC Guidelines on Syncope — Michele Brignole & Angel Moya
EHJ D0i:10.1093/eurheartj/ehy037
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Risk stratification at the initial evaluation (3)

Low-risk
ECG

High-risk (red flag)

1.Normal ECG

Major

1.ECG changes consistent with acute ischaemia
2.Mobitz Il second- and third-degree AV block
3.5low AF (<40 b.p.m.)

4, Persistent sinus bradycardia (<40 b.p.m.)
5.Bundle branch block or IVCD

6.Q waves consistent with CAD or cardiomyopathy
7.Sustained and non-sustained VT

8. Dysfunction of a pacemaker or ICD

9.Type 1 Brugada pattern

10.Long QT

www.escardio.org/guidelines

@ESC

European Society

of Cardiology

2018 ESC Guidelines on Syncope — Michele Brignole & Angel Moya
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Risk stratification at the initial evaluation (4) @EsC

Europegn Society
Low-risk High-risk (red flag) of Cardiology
ECG
1.Normal ECG Minor (only if history suggests arrhythmic syncope):

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

2. Asymptomatic inappropriate mild sinus bradycardia
(40-50 b.p.m.), or slow AF (40-50 b.p.m.)

3. Paroxysmal SVT or atrial fibrillation
4, Pre-excited QRS complex

5.Short QTc interval (<340 ms)

6. Atypical Brugada patterns

7. Negative T waves suggestive of ARVC

www.escardio.org/guidelines 2018 ESC Guidelines on Syncope — Michele Brignole & Angel Moya
EHJ D0i:10.1093/eurheartj/ehy037
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Syncope @ESC

Europegn Society
(after initial evaluation in ED) of Cardiology

Likely reflex, Should not be discharged Any high-risk
situational or orthostatic from the ED features require intensive
diagnostic approach
Should not be discharged

from the ED

f__("Syncope out-patient
) recurrent "\clinic (SU) (if available),

www.escardio.org/guidelines 2018 ESC Guidelines on Syncope — Michele Brignole & Angel Moya
EH) Doi:10.1093/eurheartj/ehy037
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SYNCOPE 2018-2020
AHA VS ESC
SYNCOPE BASEL XI GROUP

Conclusions

* AHA and ESC syncope guidelines recommend admission based on
very different criteria:
* ESC guidelines : syncopal event, risk factors, previous cardiac history, physical

examination and ECG criteria deanne D?BEQL ?Eﬁ')AVA""AZ

* AHA guidelines focus on serious conditions previously known or diagnosed in
the ED

» — Very different admission patterns

* The physician’s behavior often did not overlap with guidelines
recommendations but they discharged patients in a safe manner.

! » Utility of integrating experienced physicians’ judgment in the overall
evaluation (Canadian Syncope Risk Score?).

k
ESC Congress 2020 'Thiruganasambandamoorthy V, et al. Development of the Canadian Syncope Risk Score to predict serious
The Digital Experience adverse events after emergency department assessment of syncope. CMAJ. 2016 *- 9




THE FUTURE
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EUSEM

EUROPEAN SOCIETY FOR EMERGENCY MEDICINE

SYNCOPE INTEREST GROUP




MANAGEMENT OF THE
PATIENT WITH
SYNCOPE IN THE
EMERGENCY
DEPARTMENT

Based on ESC 2018 Guidelines for the diagnosis and
treatment of syncope
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