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-éoMme V. 45 ans consulte aux urgences suite a une &
6@%"’ syncope sur son lieu de fravail alors qu’elle etait assise, \\°
au bureau Q’&@\\"’

» Quelques ecchymoses, pas de TC &
» Pas d'ATCD &

» Ne prend aucun fraitement <9

» 5-6 épisodes lipothymiques et 1 sync:@»f?e dans des
circonstances identiques dans les 2&8erniéres années

» Bilanily a 1an: ECG, ETT et HoI’re?r ECG NOrMaAux
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» P’alpltatlons’?

l‘ Douleur?

& m Dyspnée, avion..?
» A ['effort?

®» Fn se levant?

®» En urinant?

®» Fn toussant?

®» Fn se rasant?

®» En sciant??

= En se couchant sur le coté”?’?’?
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CHANGE IN RECOMMENQ&&‘I"}IONS " CHANGE IN RECOMMENDATIONS |

2009 . \(‘\@' 2018 | |2009 2018

B b 4
7 e —

A g ICD: LVEF =35% and syncope®®

oo & AEGE

stion for PPS
. presyncope & -

arrhythmias 2018 NEW RECOMMENDATIONS |

4 _ha:phnte test (only major included) 8\@'
<

_: prolonged SNRTZ022 Management of syncope in ED (section 41.2) \Q@'
cPS uees pcamsr HY 7O e v &
¥
4 A 298, \
Empiric pacing in bifascicular block®™ "‘ ,§"

Q
ope: pCMMH.ZI.mW 0
~ Therapy of eflex syncop Video recording (section 4.2.5): o

‘ V Therapy of OH: PCM*™ * Video recordings of spontanecus events (\6\
\ Therapy of OH: abdominal binders =032 ILR indications (section 4.2.4.7): c’;\\.o
‘r * In patients with suspected unproven epilepsy ob\}
ead-up ti ingo 322, 323 g
Therapy of OH: h p tilt sleeping oin wit ﬁ ﬁ dfalls 252

<
/VT: AA drugs ILR indications (section 5.6): @
pinion ’ _ _ . o\)
* In patients with primary cardiomyopathy or K

inheritable arrhythmogenic disorders who'qg{at low

. ;
- @ - risk of sudden cardiac death, as alternathﬁ to ICD
. 54 vy

<

<o

N\
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. Cardiac tachyarrhythmia syncope >

AA drugs
(Class lla)

AA drugs

ass lla) (Class lla)
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Major

PHYSICAL EXAMINATION

xQ

Recommendations

Indications

Immediate in-haspital monitoring (in bed or by telemetry) is indicated in high-risk patients (defined in Table 6).

141

Holter monitoring should be considered in patients who have frequent syncope or presyncope (1 episode per week).

Extemnal loop recorders should be considered, early after the index evert, in patients who have an inter-symptom interval <4
weaks 162168162201

+ Unexplained systolic BP in the ED <90 mmHg?® 5

+ Suggestion of gastrointestinal bleed on rectal examinagﬁn“
+ Persistent bradycardia (<40 b.p.m.) in awake stateoqh% in absence of physical training

+ Undiagnosed systolic murmur®®

<97

.\‘0?"
&

ECG®
Low-risk
. Norma| ECGZS 15,36,55
High-risk
Major

Minor (high-risk only if history
consistent with arrhythmic syncope)

+ ECG changes con{'@f@nt with acute ischaemia
+ Mobitz Il secon@@nd third-degree AV block
+ Slow AF (<§ p.m.)
+ Persistedt sinus bradycardia (<40 b.p.m.),
or r@&}\ive sinoatrial block or sinus pauses
> onds in awake state and in absence of
@'Twsical training
q’BundIe branch block, intraventricular
conduction disturbance, ventricular
hypertrophy, or Q waves consistent with
ischaemic heart disease or cardiomyopathy?.5&
+ Sustained and non-sustained VT
+ Dysfunction of an implantable cardiac device
(pacemaker or ICD)
+ Type 1 Brugada pattern
+ ST-segment elevation with type 1
morphology in leads V1-V3 (Brugada pattern)
+ QTc =460 ms in repeated 12-lead ECGs

indicating LQTS*

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

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

+ Paroxysmal SVT or atrial
fibrillation>®

* Pre-excited QRS complex

+ Short QTc interval (340 ms)“®

+ Atypical Brugada patterns®

+ Negative T waves in right precordial
leads, epsilon waves suggestive of
ARV(C*e

www.rythmo.fr
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ILR is indicated in an early phase of evaluation in patients with recurrent syncope of uncertain origin, absence of high-risk
criteria (listed in Table &), and a high likelihood of recurrence within the battery life of the devige ™17 & 181~ 184302
Supplementary Data Table 5

ILR is indicated in patients with high-risk criteria (listed in Table &) in whom a comprehensive evaluation did not demon-
strate a cause of syncope or lead to a specific treatment, and who do not have conventional indications for primary preven-
tion ICD or pacemaker indication.!" " E1#%E ¢l ementary Data Tables 5 and 6 (;}QJ

Vo \
(%
ILR should be considered in patients with suspected or certain reflex syncope presenting with frequent or severe syn |

episodes, #4156 ‘{QJ

LR may be considered in patients in whom epilepsy was suspected but the treatment has proven ineﬁeuhgé(‘hﬁ =
X

e Data Table 7
Supplernentary Data & 5\50
ILR: may be considered in patients with unexplained falls."™' =", Supplementary Data Table 8 0\0
&
ostic criteria
Diagn - {\Q,

Arrhythmic syncope is confirmed when a correlation between syncope and an anﬁnhﬁ&?bmdyan'hnhﬂia or tachyar-
rhy'lhmlaj is detemd'l."i.'l!ﬂ 184188200 ‘Q@
I\

In the absence of syncope, arrhythmic syncope should be considered erlyw@p&ﬁnds of Mobitz Il second- or third-

degrea AV block or a ventricular pause >3 5 (with the possible aceptioné*ybung trained persons, during sleep or rate-

controlled atral fibrillation), or rapid prolonged paroxysmal Mnr@m detected, 185188197177
A

Additional advice and dinical perspectives o
® Be aware that the pre-test selection of the patients infh.lEﬁ(s?s the subsequent findings. Include patients with a high likelihood of arrhythmic

events. The duration (and technology) of monitori

syne _'Ib! 1601832

» Exclude patients with a clear indication for |
» Include patients with a high probability of
prepared to wait up to 4 years or mn{\@eﬁ:re obtaining such a correlation.”™

1d be selected according to the risk and the predicted recurrence rate of

pacemaker, or other treatments independent of a definite diagnosis of the cause of syncope.
urrence of syncope in a reasonable time. Owing to the unpredictability of syncope recurrence, be

® Inthe absence ofa documented @'ﬂhmia. presyncope cannot be considered a surrogate for syncope, whereas the documentation of a signifi-
cantarrhythmiaat the time n‘é@?"syncnp»e can be considered a diagnastic finding.'™

& The absence of arrhyth mi\rﬁ‘\'ing syncope excludes arrhythmic syncope.
[ea)
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