Quoi de néuf dans les
dernieres recommanda‘rlons sur
I@s syncopes?
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2018 ESC Gwﬁelmes for the diagnosis and
manage meﬁt of syncope
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The Task Fg’}gce for the diagnosis and management of syncope of ¢
the Europ‘éan Society of Cardiology (ESC) %\\s@‘
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1.At the initial evaluation four kg§ questions:

1. Was the event TLO@‘f

2. In cases of TLO(;Q@are they of syncopal or non-syncopal origin?

3. In cases of su§4§ected syncope, is there a clear aetiological diagnosis?
4.

Is there ev@ence to suggest a high risk of cardiovascular events or death? ée&""
"00 O
& e‘%\
2.At the evalu%ﬁon of TLOC in ED, three key questions: &
. Is thete a serious underlying cause that can be identified? @e&
: I{Q’ﬁe cause is uncertain, what is the risk of a serious outcome? &
&%hould the patient be admitted to hospital? b&i‘\o
(\Q ‘Q)Qko
?yfn all patients, perform a complete history taking, physical examlnatloudﬂncludlng standing
\©%P measurement), and standard ECG. ée?
4.ECG monitoring (in bed or telemetry) in high-risk patients when |r1®%usp|0|on of arrhythmic
syncope. &°\

5.Echocardiogram if previously known heart disease, or data S‘Uggestlve of structural heart
disease or syncope secondary to cardiovascular cause. Ov\

6.CSM in patients >40 years of age if syncope with a pgs%lble reflex mechanism.

7.Tilt testing in suspicion of syncope of reflex or orthgs?‘atlc cause.

8.Blood tests when clinically indicated @qy
N

N
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A Diagnosis: subgequent investigations
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unexplained syncope W|tt<1‘°all of these features:

\)
ob

1. Clinical or E,QG features with arrhythmic syncope suspicion.
2. High probablllty of recurrence of syncope in a reasonable time.
3. A patlelgfwho may benefit from a specific therapy if a cause for

synque is found. @&“

eo &
2. EPSﬁ)n all patients with unexplained syncope and bi fasmculw“BBB
mp’éndlng high-degree AV block) or suspected tachycardla&e
@ e?
°3 Exercise stress test in syncope during or shortly afteg@éxertlon
&o
4.Consider basic autonomic function tests (Valseglya manoeuvre and
deep-breathing test) and ABPM in suspicion o[meurogemc or OH
syncope. C,o°Q
%»%

5.Videq.recrding (at home orin hospiébébl) of TLOC suspected to be of

nan-csvneonal natuira
Mmoo yrroupalr rmatoro:.

1.Prolonged ECG monltorlrlge (external or implantable) in recurrent severe
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1.Reassure all patients with reflex synngGQe and OH, explain the diagnosis and the risk of recurrence, and
explain how to avoid triggers and sﬂg@‘ﬁons
2.In patients with severe forms of gé?lex syncope, select one or more of the following treatments according to
the clinical features: Q,Q

1. Midodrine or qudrg\ng’rtlsone in young patients with low BP phenotype.

2. Counter-pressurg'manoeuvres (including tilt training if needed) in young patients with prodromes &\"’

3. ILR-guided mgfﬁagement strategy in patients without or with short prodromes.

4 Dlscontlnugﬂon/reductlon of hypotensive therapy targeting a systolic BP of 140 mmHg in oIcL\

hypertegs?ve patients. Q<“

5. Pace:zn/éker implantation in older patients with dominant cardio-inhibitory reflex syncopgs®
3.In patlentscshcfth OH, select one or more of the following additional specific treatments accorcj;x‘f\g to clinical
severity: ° » c°°

1& Education regarding life-style manoeuvres. K
. Adequate hydration and salt intake. <
Discontinuation/reduction of hypotensive therapy.
Counter-pressure manoeuvres. &
Abdominal binders and/or support stockings. N
Head-up tilt sleeping.
Midodrine or fludrocortisone. S
4 .Be sure that all patients with cardiac syncope receive the specific th@rapy of the culprit underlying disease or
arrhythmia. Ky
5.Consider the risk-benefits ratio of ICD implantation in patlent%&\ﬂ‘th unexplained syncope at high risk of SCD.
6.Always re-evaluate the diagnostic process and consider aIt@Tnatlve therapies if there is a failure of the
management rules. ,3>©
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NEW / REVISED CLINICAL SETTINGS AND szﬁ\

TESTS: &@0

» Tilt testing: concepts of hypotensive (&
susceptibility N

* Increased role of prolonged ECG m@%itoring
» Video recording in suspected s\y&r%ope

* “Syncope without prodromeaiormal ECG and
normal heart” (adenosin'eﬁénsitive syncope)

* Neurological causes:‘gi:é%al asystole”

()

NEW / REVISED INDICATIONS FOR
TREATMENT:

* Reflex syncope: algorithms for selection of
appropriate therapy based on age,
severity of syncope and clinical forms

* Reflex syncope: algorithms for selection of
best candidates for pacemaker therapy &%

« Patients at risk of SCD: definition of %
unexplained syncope and indicati\@ﬁor

www.escardio.org/guidelines
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~ ( 2018 \ * Implantable loop recorder agAlternative to
Oec?‘" NEW/REVISED ICD, in selected cases (\@'@
©
2 CONCEPTS N
{Jobhqul;@&TlENT) SYNCOPE MANAGEMENT in man agement MANAGEMENT INQE?VIERGENCY
S DEPARTMENI-D&Q
o) : i of syncope ,
o7 oucture:staff, equipment, and procedures || YIEOPE . Listoflowstk and highvrsk features
P |\ Access and referrals * Risk s%t{éﬁfication flowchart
+ Role of the Clinical Nurse Specialist  Magagement in ED Observation Unit and/or
» Outcome and quality indicators fgcsi’-tra_ck to Syncope Unit
X Restricted admission criteria
600 * Limited usefulness of risk stratification
Qo@{& scores
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Management of syntope in ED (section 4.1.2) .
§
&
06\\
Q"’&Q\\Q
Videoeolgé\?:ording (section 4.2.5): éé&
* Vigeéo recordings of spontaneous events oc,;\\d‘
o;j“jl indications (section 4.2.4.7): @Q@b
@(ng@ * In patients with suspected unproven epilepsy : %,/@5@'
) . - &
5 * In patients with unexplm@fo‘g‘ : O‘J @%"’é
ILR indications (section 5.6): &é‘@
« In patients with primary cardiomyopathy or inheritable arrhy#fimogenic
disorders who are at low risk of sudden cardiac death, as gﬁ“ernaﬂve to ICD
[
60
&
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Pathophysiology
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Presentation of

%aﬂen'r with probable

I'institut 5°
du thorax ¥ e LOC
&
&
& TLOC present?
N (history)
@Qﬁ l
I S I |
No TLO@ Syncope TLOC - non syncopal
é” I @\\Q
Act agf*ﬂeeded Initial syncope evalua‘rlon - Epileptic seizure
o P exam, ECG, supine Psychogenlc '&Iégf
. and s‘randmg BP TLOC, rare cquse
SR Treat a /"o,ap?‘afe/
ertain or. ehlghly likely diagnosis Uncer"ram diagnosis PP 4
Q I Q,Q\O
b_%&@o Start treatment Risk stratification &
©" | o
® ' L
3 High- r'lsk of Low-risk but Law-risk,
shor'T term recurrent singfle or rare
serious events syncopes Fecurrences
Early evaluation Ancillary tests & Explanation,
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followed by fr'eafmegf’ no further evaluation

2018 E§1§Gu|dellnes on Syncope — Michele brignole & Angel Moya
EHJ D0i:10.1093/eurheartj/ehy037

\b\'




-

()

l'institut

du thorax O
&
'b

0

&

@Q

Syncopal event @

Risk stratification at the initial
evaluation (T)

Low-risk - High-risk (red flag)

1. Associated with grodrome typical
of reflex syncgpe (e.g. light-
headedness «f‘eellng of warmth,
sweating aﬁusea vomiting).

2.After sudden unexpected
unplcg@%an’r sight, sound, smell, or

pag.

3 &‘?‘rer prolonged standing or

5 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. fumour, shaving,
tight collars).

7.Standing from supine/sitting
position.

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

headache. Qfo&a
2.Syncope during exertion or when  f’
supine. &

&

3.Sudden onset palpitation I
immediately followed by syng&pe

Minor (high risk only if assecna‘red

with structural heart diséase or

abnormal ECG) O@

1. No warning symp’rcms or short (<10
s) prodrome, \»

2. Famuly hls‘rog) of SCD at young,

3.5yncope indhe sitting position.

o°°

Qb?
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( #\ Risk stratification at the initial

sthoax  evaluation (2)
o

Low-risk - High-risk (red flag)

Past medical history ¢ &

1.Long history (yeq;’éo) of recurrent |Major &
Kncope with loﬁ risk features with |1. Severe structural or coronary &

the same chgstacteristics of the artery disease (heart failure, low o
current epiSode LVEF or previous myocardial L

2.Absencg8f structural heart infarction). Fa
dlseagé’ o

Phy(s}gcal examination 0@@0

1-Normal examination. Major ©

o 1. Unexplained systolic BP ug”rhe ED
Ny <90 mmHg.

2. Sugges‘ruon of gas’erm’resTmal bleed
on rectal exammau@‘

3.Persistent br'adQ(?far'dua (<40 b.p.m.)
in awake statednd in absence of
physical trgj#ing.

4, Unduagnog@d systolic murmur.

www.escardio.org/guidelines
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Low-risk High-risk (red flag)
ECG &e)@’QK
1. Normal ECG. b%f“’v Major
{Qf 1. ECG changes consistent with acute

ischaemia .

2.Mobitz IT second- and third-degree AV
block . Qé@f
3.Slow AF (<40 b.p.m.) . b&”"\o
4 Persistent sinus bradycardia (<40 b Béﬁ'\ )-
5.Bundle branch block or IVCD . y ,’\°

6.Q waves consistent with CAD
cardiomyopathy . c;@

7.Sustained and non- sus‘rauaéd VT.
8.Dysfunction of a pac@’aker or ICD .
9.Type 1 Brugada pat&%’rn :

10Long QT. &

www.escardio.org/guidelines
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s Risk stratifitation at the initial
el evalua‘hom 4)

Low-risk - High-risk (red flag)

ECG

1. Normal ECG.

Minor (only if history suggests arrhythmic
syncope):
1. Mobitz I second-degree AV block and 1° O

degree AV block with markedly prolonged PR &

interval,
.00

2.Asymptomatic inappropriate mild sinus
bradycardia (40-50 b.p.m.), or slow AF &0-
50 b.p.m.), <

3.Paroxysmal SVT or atrial fibr'illa‘l;tﬁn,
4 Pre-excited QRS complex, &O\@
5.Short QTc interval (<34O tmi),
6.Atypical Brugada pa’r‘rep}%
7.Negative T waves s%gges‘rlve of ARVC.

www.escardio.org/guidelines
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EIGTIOH in ED)

Ne%‘her
nor low-ris
I

Should not be discharged
from the ED

&
Likely refléx,
situational opporthostatic
N

yncope out-

clinic (SV) (ﬁmi nle)
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Qo . . .
<> Syncope due to intrinsic .
& cardiac SND or AV block &
& 58
s &
5 ECG-documented Bifascicular BBB &
58 bradycardia (ECG-undocumented bradygaqfdla)
\}Oé \\OQ
S RY
& >
$ Q
S @
(&
df’acmg Syérngt. Asg/I{InDpt. fvat?ld 3|: EPSor ILR A’ EPS/ILR
o’ oc ositive i’ negative
indicated P & 8
3 (Class I) (Class lla) (Class I) (CIass L@)6 or not done
(Class llb)

Established Non-established < Persistent AVB < HV >§§ms or Empiric pacing

relationship relationship * Paroxysmal AV indticed AV block  (mechanism

between SB between SB block (narrow  * Sgmpt. pause >3" uncertain

and synco and syncope QRS and BBB) sympt. pause >6"

* AF with slow Hgb
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cp 2 . . &
BifaScicular BBB and unexplained syncope &
& S
) ©
%&o‘\\ ®&Q}\®
d
: <
Eje€tion fraction <35% Ejection fraction >35% &
» &
& S
QOQQ £
5 ICD/CRT-D Consider EPS Appropriate  [<Empiric PM
&2 (Class ) (Class Ila) therapy & (Class lib)
| o
(if negative) .\@"Q’
&O

Implant ILR Appfpriate

[ (Class I) I rapy

b\\

(if negative) @@%

Clinical foIIowj%p)O
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