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Clinical Algorithms

Syncope
ANTHONY D ORMEROD

Transient loss of consciousness may be due to syncope, epilepsy,
cardiac arrhythmia, and, rarely, transient cerebral ischaemic attack.
It is important not to attribute syncope to cerebrovascular disease
when- the true cause is a transient disturbance of cardiac rhythm
which is amenable to therapy. The differences between epilepsy and
syncope will usually be apparent from a carefully taken history and
whenever possible from an eye witness account.

Syncope is sudden, brief loss of consciousness due to transient
impairment of cerebral circulation, from whatever cause, usually
occurring in the absence of organic brain disease or cerebrovascular
disease. Typically the onset is sudden or develops over a few seconds
with blurred vision, dizziness, cold extremities, and perspiration.
These features may give enough warning for the sufferer to take
evasive action such as sitting down; otherwise the patient becomes
limp and sinks to the ground with sighing respirations, pallor, and
sweating. If venous return is impaired by the patient being propped
up, or if the attack is prolonged, muscle twitching and convulsions
may occur. These are rare but may confuse the diagnosis. The
patient with syncope may complain of funny spells or dizzy turns in
which consciousness is altered but not lost. The setting in which the
attack occurs may help to distinguish the simple faint from epilepsy.
For example, faints commonly occur in warm weather, when stand-
ing for prolonged periods, or after venepuncture.

In epilepsy the patient is usually rigid rather than limp; the onset
is more abrupt, with injury and sometimes incontinence; and
recovery is slow with confusion and drowsiness. The presence of an
aura or perceptive or motor disturbances may all point to epilepsy.
Fits and faints can both be precipitated by emotion and can both be
related to the menstrual cycle. In transient ischaemic attacks
consciousness is not usually lost unless the basilar artery territory is
affected or there is global ischaemia. These patients will usually
have focal neurological symptoms such as vertigo, visual dis-
turbances, or ataxia.

Investigations

History and examination are the most important factors in
determining the cause of syncope. In those patients for whom a
diagnosis is not apparent on initial assessment further investigation
is often fruitless and needs to be carefully directed to ensure the
exclusion of sinister causes. 1 Most patients have a good prognosis
but those over 70 years and those with a cardiac cause are at a much
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higher risk of death or major morbidity.2 In the young patient with a
history suggestive of a simple faint no further investigation is
required. In the older patient this diagnosis should be made with
great caution as cardiac dysrhythmia is more likely. In the elderly
drugs are frequently to blame and many factorsmay operate together.

In all but the common faint an electrocardiograph is mandatory.
During the electrocardiogram carotid sinus massage will reveal
carotid sinus hypersensitivity and may uncover an underlying
conduction defect. This is best done with the patient lying at 450 for
five seconds only, on one side only, and with facilities for resuscita-
tion at hand.3 A full blood count may help to exclude anaemia or
blood loss; serum electrolyte concentrations may indicate dehydra-
tion, Addison's disease, or hypocalcaemic and uraemic causes of
convulsions; chest radiographs might show evidence of intrinsic
cardiac disease or pulmonary embolism.

In a review of 121 patients with syncope in whom the diagnosis
was undetermined by initial assessment a definitive cause was found
in only 13.4 By far the single most useful test was 24 hour continuous
ambulatory electrocardiography, although careful interpretation is
required to decide whether the abnormalities found explain the
patient's symptoms. In the population studied computed tomogra-
phy, radionuclide scanning, skull radiography, lumbar puncture,
and glucose tolerance tests did not aid the diagnosis in any of the
patients. Echocardiography, cardiac catheterisation, and electro-
physiological studies were of intermediate value. Recent evidence
suggests that electrophysiological studies are the most sensitive
indicator ofcardiac arrhythmia. In 149 patients with negative results
from exhaustive investigations, including 24 hour continuous
ambulatory electrocardiographic monitoring, 63% showed positive
results, and with appropriate therapy 87% of these patients became
free of symptoms; the technique reveals a high incidence of un-
suspected paroxysmal ventricular tachycardia not detected by non-
invasive methods. It is, however, more expensive and invasive than
24 hour electrocardiographic monitoring and requires a skilled
operator. There may be a place for empirical permanent pacing of
patients with a suspected conduction abnormality not confirmed by
investigation.
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