












































	 Home
	 Add Document
	 Sign In
	 Create An Account
































Diagnosis and Treatment of Syncope









J Arrhythmia
Vol 22 No 2 2006
Review Article
Diagnosis and Treatment of Syncope Youichi Kobayashi MD Third Department of Internal Medicine, Showa U... 




Author:
Bruce Jennings 




 4 downloads
 0 Views
328KB Size



 Report







 Download PDF 






















































Recommend Documents














Diagnosis and Treatment of Aphasia 













 









SVT: Diagnosis and Treatment 













 









Examination, Diagnosis, and Treatment 













 









Epistaxis: Diagnosis and Treatment 













 









Ascites: diagnosis and treatment 













 









The diagnosis and treatment of glenohumeral 













 









Diagnosis and treatment of Helicobacter pylori infection 













 









Diagnosis and Treatment of Obstructive Sleep Apnea 













 









DIAGNOSIS AND TREATMENT OF BORDERLINE LESIONS 













 









Interdisciplinary diagnosis and treatment of chronic sinusitis 













 









Guidelines for Diagnosis and Treatment of Malaria 













 









Diagnosis, evaluation and treatment of cardiac arrhythmias 













 









Diagnosis and Treatment of Cervical Spine 













 









Diagnosis and Treatment of Posterolateral Knee Injuries 













 









Diagnosis and Treatment of Velopharyngeal Insufficiency 













 









Diagnosis and treatment of diabetic ketoacidosis 













 









Screening, Diagnosis, and Treatment of Depression 













 









URTICARIA. The diagnosis and treatment of 













 









Diagnosis and treatment of gastro-oesophageal reflux 













 









Diagnosis, Treatment and Management of Asthma 













 









Diagnosis and Treatment of Extraesophageal Reflux Disease 













 









The Diagnosis and Treatment of Osteochondritis Dissecans 













 









The Diagnosis and Treatment of Nail Disorders 













 









Pathogenesis, diagnosis and treatment of Rasmussen encephalitis 













 
















J Arrhythmia



Vol 22 No 2 2006



Review Article



Diagnosis and Treatment of Syncope Youichi Kobayashi MD Third Department of Internal Medicine, Showa University School of Medicine



Accurate diagnosis of syncope is essential because it ranges from cardiac syncope with a very poor prognosis to neurally-mediated syncope (NMS) with a relatively favorable prognosis. Diagnosis of syncope, however, is diﬃcult in many patients even by HUT, so a new loading method for HUT or implanted Holter ECG monitoring will be required in the future. The prognosis of NMS itself may be favorable, but it may cause the aggravation of complications. (J Arrhythmia 2006; 22: 74–85)



Key words: Neurally-mediated syncope, Head-up tilt test, Arrhythmia



I. Approach to Syncope of Unknown Etiology Syncope is transient loss of consciousness. The ﬁrst thing to be done after the patient regains consciousness is to ﬁnd the cause. Making a correct diagnosis is important because the severity of the condition depends on the cause. Accurate diagnosis and treatment is particularly necessary for cardiac syncope because it is life-threatening. However, the cause remains unknown in many patients and some of them have a multifactorial etiology. Syncope recurs in many patients and is often accompanied by trauma, so some patients need treatment regardless of the etiology. Symptoms may be aggravated if the wrong diagnosis is made, so various problems arise during the management of syncope. 1. Frequency of syncope Syncope is deﬁned as sudden loss of consciousness and inability to maintain an upright posture caused by decreased cerebral blood ﬂow. Patients with syncope account for 3 to 3.5% of all those



presenting to emergency services and it occurs in 1 to 6% of inpatients. The Framingham study followed the occurrence of syncope over 26 years in 5,209 subjects, and the prevalence was 3.0% in men and 3.5% in women.1) A total of 822 syncope events were assessed in the subsequent study that followed up 7,814 subjects for an average of 17 years, and the frequency of initial syncope was reported to be 6.2 per 1,000 subjects/year.2) Syncope is thus a symptom that occurs very frequently. With respect to the age distribution of syncope, a sudden increase occurs in patients over 70 years old.2) 2. Classiﬁcation of syncope Among the many methods published for the classiﬁcation of syncope, the classiﬁcation according to the guidelines for diagnosis and treatment of syncope released by the European Society of Cardiology is shown here (ESC Guidelines 2004).3) Causes of syncope are classiﬁed into the following 5 categories: neurally-mediated (reﬂex), orthostatic hypotension, cardiac arrhythmias as primary cause, structural cardiac or cardiopulmonary disease, and
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cerebrovascular causes. The main limitation of this classiﬁcation is that more than one factor is often involved in the pathology of syncope in many patients, and abnormal neurological reﬂexes such as delayed or inadequate compensatory vasoconstriction have a role in syncope induced by bradycardia or tachycardia. The prognosis is poor for syncope due to arrhythmias and structural cardiac or cardiopulmonary disease, which are often considered together as cardiac or cardiogenic syncope.



there is no signiﬁcant diﬀerence with the mortality for non-cardiac syncope of approximately 23%. It was recently shown by the Framingham study that the prognosis of cardiac syncope is poor whereas the prognosis of patients with vasovagal syncope is as good as that of persons without syncope, while the prognosis of syncope with an unknown etiology ranks between the other two. Such results suggest the importance of determining the cause of syncope for prediction of the prognosis.2)



3. Prognosis of syncope Neurally-mediated syncope, such as vasovagal syncope, has a favorable prognosis, while at the other extreme lies cardiac syncope with a poor prognosis. It should also be considered that the causes diﬀer greatly between patients presenting to an emergency unit, outpatients, and inpatients. The common problem is that the cause remains unknown in 13 to 47% of patients (Figure 1).4–8) According to the report by Kapoor et al.,8) among 433 inpatients with syncope, reﬂex syncope and orthostatic hypotension accounted for 27%, which was comparable with the proportion of 26% for cardiac syncope, while the cause was unknown in as high as 41%. The prognosis of cardiogenic syncope is signiﬁcantly worse compared with that of non-cardiac syncope and the 5-year mortality rate reaches 50%. The mortality for syncope of unknown etiology, on the other hand, is approximately 30% within 5 years and



4. Diagnosis of syncope 1) Probable cause based on medical history, symptoms, and routine tests (Figure 2) When a syncope patient presents for treatment, the patient is examined, a medical history is obtained, and routine tests are performed, such as ECG, chest X-ray, and hematology. When a cause other than cerebrovascular syncope is suspected, the presence or absence of any evidence of cardiac disease on routine tests becomes a signiﬁcant point for making a diﬀerential diagnosis. Whether the history of syncope is long or short is another important point for diﬀerentiation. Cardiac syncope should be suspected in patients with a course of 4 years or less versus neurally-mediated syncope (NMS) in patients with a longer course.9) The posture and symptoms at the onset of syncope are also important for predicting the diagnosis.



Author Eagle Day Martin Silverstein Kapoor



VVS 64(36) 57(29) 63(37) 1(1) 35(8)



Other Reflex Orthostatic 3(2) 11(6) 2(1) 7(4) 4(2) 13(8) 1(1) 4(4) 37(9) 43(10)



Cardiac 15(9) 17(9) 7(4) 42(39) 110(26)



ER (Eagle,Martin)



Metabolic Neurogenic Psychogenic 7(4) 5(3) 2(1) 13(7) 5(4) 14(7) 3(2) 15(9) 1(1) 4(4) 5(5) 9(2) 17(4) 3(1)



Unkown 69(39) 25(13) 64(38) 51(47) 179(41)



ICU (Silverstein) VVS Reflex Orthostatic Cardiac Metabolic Neurogenic Psychogenic



Figure 1



Cause of syncope.



5–7)



The common problem is that the cause remains unknown in 13 to 47% of patients. VVS: vasovagal syncope; Reﬂex: Other reﬂex syncope; Orthostatic: Orthostatic hypotension; Cardiac: Cardiac syncope; Metabolic: Syncopy due to metabolic disturbance; Neurogenic: Syncope due to neurological disease; Psychogenic: Syncope due to psychological disease; Unknown: Syncope of unknown origi.
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Syncope Heart disease (+) History 4 yrs



While supine Exercise Blurred vision Convulsion



Abdominal discomfort Nausea Pallor



Cardiac



NMS



Figure 2



Heart disease (−) Prodominal syndrome >10 sec



Palpitation (+)



Cardiac



Palpitation While standing



NMS



POTS



Probable based on medical history, symptoms, and routine tests.



When a cause other than cerebrovascular syncope is suspected, the presence or absence of any evidence of cardiac disease on routine tests becomes a signiﬁcant point for making a diﬀerential diagnosis. Whether the history of syncope is long or short is another important point for diﬀerentiation. Cardiac syncope should be suspected in patients with a course of 4 years or less versus neurally-mediated syncope (NMS) in patients with a longer course. The posture and the symptoms at the onset of syncope are also important for predicting the diagnosis.



(1) Posture at the onset of syncope NMS only develops in the standing or sitting position. Many people experience NMS while standing in a commuter train during the morning rush hour. NMS may also develop during dental treatment, even in the sitting position. Cardiac syncope can occur regardless of the posture. (2) Causes of syncope The situations that generally induces NMS include uncomfortable scenes, sounds, odors, pain, standing up for a long time, sudden standing after lying prone or sitting for a long time, hypoxemia, fever, hunger, dehydration, heavy intake of alcohol, and blood loss. Situational syncope develops at the time of micturition, defecation, swallowing, coughing, or after exercise. Cardiac syncope induced by ventricular tachycardia or ventricular ﬁbrillation may develop due to a change in autonomic tone such as when awakening or during/after exercise. Idioventricular ﬁbrillation may also develop during sleep, but it often causes sudden death rather than syncope. Syncope due to vasospastic angina is followed by chest pain and occurs at a time of high stress, while smoking, after exercise, or on getting up in the morning. (3) Time of onset Syncope frequently occurs at a certain time of day depending on its cause. As described above, idioventricular ﬁbrillation due to vasospastic angina or Brugada syndrome occurs spontaneously during the nighttime or early morning. Torsade des pointes in
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patients with congenital long QT syndrome develops on awakening, during the daytime, or while exercising. NMS may occur at any time, but syncope associated with micturition or defecation is likely to happen at night. Vasovagal syncope tends to occur in the morning. (4) Prodromal symptoms and symptoms at the time of syncope A sensation of hotness, thirst, or feeling of suﬀocation are the initial prodromal symptoms of NMS, while gastric discomfort, belching, abdominal pain, a desire to defecate, sighing, yawning, blurred vision, palpitations, or dizziness may develop at the same time or immediately afterward. The patient then becomes pale with dilated pupils and sweating, after which he/she loses consciousness. When the prodromal symptoms last for 10 seconds or more, NMS can be strongly suspected.9) Rigidity of the limbs, tremor, and convulsions may also occur at the time of syncope. The patient complains of nausea, tremor, and headache even after recovery and often has a desire to urinate. Cardiac syncope may be accompanied by prodromal symptoms such as palpitations or chest pain, but these do not last for very long and syncope occurs rapidly. Among the types of NMS, few prodromal symptoms are associated with cardioinhibitory syncope or situational syncope. Elderly patients may have few prodromal symptoms.
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2) Investigation of syncope (Figure 3)



Whether syncope has a cerebrovascular or cardiovascular cause is judged from the symptoms observed and the results of routine tests. Cerebral computer tomography (CT) scanning and magnetic resonance imaging are often performed as an initial test because it is widely available in Japan, but the incidence of cardiovascular syncope is high so Holter ECG monitoring, the head-up tilt test (HUT), carotid sinus massage (CSM), and echocardiography should actually be performed ﬁrst to identify cardiovascular causes, except when a cerebrovascular etiology is strongly suspected. If the patient has arrhythmia, exercise testing, ventricular signal-averaged electrocardiogram, and T-wave alternans are performed, and cardiac electrophysiological study of the heart may also be required. When ischemic heart disease is suspected, exercise scintigraphy and cardiac angiography should be performed. If cerebrovascular syncope is suspected, on the other hand, brain CT scanning, brain MRI, cervical Doppler ultrasound and electroencephalography should be performed. Neuropsychiatric evaluation should be done if all of the above tests are negative. The most important test for elucidating the cause of syncope is head-up tilt test. (1) Head-up tilt test (HUT) This test is useful for diagnosis of neurally



mediated syncope (NMS), which accounts for approximately 30% of all syncope. When we employed the method of making the patient stand for 30 minutes at a slope angle of 80 , prodromal symptoms or syncope were induced in 68 subjects (27%) among 249 consecutive patients with syncope of unknown etiology.10) The positive rate was a high 53% in young patients under 25 years old, whereas it was only 13% in patients over 50 years old. Among drug provocations employed to reduce the falsenegative rate, isoproterenol is the most commonly used. Among 153 of 249 patients who were negative in the control tilt test, 78 patients (51%) became positive with isoproterenol. When the results of the control tilt test and isoproterenol loading test were combined, 148 out of 249 patients (59%) were diagnosed as NMS, but the cause was unknown in 41%. The proportion of patients with an unknown etiology was higher among the elderly. It seems that the HUT has a high detection rate for vasovagal syncope that is common in young patients, whereas its detection rate is low for reﬂex syncope such as micturition syncope that is common in the elderly. Also, there are often multiple factors causing syncope in the elderly, such as administration of antihypertensive therapy, vasodilators, etc. or cerebral arterial stenosis. It is also possible that cardiac syncope with a poor prognosis may be masked in the Figure 3 Investigation of syncope.
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Whether syncope has a cerebrovascular or cardiovascular cause is judged from the symptoms observed and the results of routine tests. Cerebral CT scanning is often performed as an initial test because it is widely available in Japan, but the incidence of cardiovascular syncope is high so Holter ECG monitoring, the head-up tilt test (HUT), carotid sinus massage (CSM), and echocardiography should actually be performed ﬁrst to identify cardiovascular causes, except when a cerebrovascular etiology is strongly suspected. If the patient has arrhythmia, exercise testing, ventricular signal-averaged electrocardiogram, and T-wave alternans are performed, and cardiac electrophysiologic study may also be required. When ischemic heart disease is suspected, exercise scintigraphy and cardiac angiography should be performed. If cerebrovascular syncope is suspected, on the other hand, brain CT scanning, cervical Doppler ultrasound, cervical MRI, and electroencephalography should be performed. Neuropsychiatric evaluation should be done if all of the above tests are negative. CT: computed tomograpy; MRI: magnetic resonance imaging; Carotid Doppler: carotid doppler ultrasonography; CSM: carotic sinus massage
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elderly. The cause should therefore be identiﬁed as clearly as possible, and loading tests with nitrates or ATP have also been employed in recent years (Figures 4, 5). In order to assess the eﬀectiveness of the treatment using HUT, a high reproducibility is needed. The acute reproducibility is higher than the chronic reproducibility.11–16) Although the use of HUT for assessing the eﬀectiveness of diﬀerent treatments has important limitations,17,18) the assessment of drug treatment using HUT in the acute phase may be useful for predicting follow-up results.19) (2) Implantable loop recorder It was recently reported that the implantable loop recorder (ILR) is useful for the diagnosis of syncope and that its diagnostic rate is signiﬁcantly higher compared with ordinary methods. The ILR is as small as a ﬁnger and has no lead, and observation is possible for 14 months. At the onset of an event, the ECG can be recorded for up to 40 minutes before the event when the patient pushes the activating switch. Several types of recording are possible depending on the pattern of syncope and automated recording is also possible. Among several of the ILR, the results of the Randomized Assessment of Syncope Trial (RAST) are shown below.20) The subjects were 60 syncope patients with an unknown etiology who showed no abnormalities on HUT, Holter ECG for at least 24 hours, and echocardiography. An external loop recorder (wearable for about 1 week), HUT, and electrophysiological testing were used for 30 subjects in the conventional test (CV) group, whereas 30 other subjects were randomly allocated to the ILR group and were observed for 12 months. The groups were crossed over when a diagnosis could not be made. The ILR diagnostic rate was signiﬁcantly higher (52%) compared with that of ordinary methods (20%). The diagnostic rate achieved with ILR was even higher (62%) after crossover when a diagnosis could not be made by ordinary methods. When the results obtained before and after crossover were combined, ILR diagnosis was possible in 55% of the patients, which was signiﬁcantly higher than 19% for the standard methods. Arrhythmia was the most frequent diagnosis made by ILR, with 14 patients having bradycardia and 3 patients having tachycardia. 5. Problems with syncope 1) Recurrence The percentage of patients with recurrent syncope is very high (37 to 47%) and some patients frequently attend the emergency unit.4,5,8)
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