Clinical Pathway For Syncope

Assess airway, breathing, and circulation.

NO
l Are findings life threatening? (Class II)

Perform:
« History
« Physical examination
 Electrocardiogram, assessing for:
© Dysrhythmia
o Ischemia
© Pre-excitation
© Brugada syndrome
o Corrected QT interval > 500 ms

Identify dangerous causes of syncope

Life-threatening dysrhythmias

Myocardial infarction

Obstructive causes (pulmonary embolism, aortic dissection)
Subarachnoid hemorrhage

Infection/sepsis

Hemorrhage/hypovolemia

]

(Class Il)

Resuscitate as necessary
(Class II)

Is there evidence to suggest that the transient loss of conscious-
ness was a seizure?

* Aura consistent with seizure

+ Tonic-clonic movements > 15-30 seconds

« Tongue biting

* Incontinence

+ Prolonged postevent confusion or lethargy

Does the patient require further testing to exclude noncardiac

dangerous causes of syncope?
Subarachnoid hemorrhage
Pulmonary embolism

Ruptured abdominal aortic aneurysm

= NO
> + Gastrointestinal bleeding
« Ruptured ectopic pregnancy
« Aortic dissection
YES
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Are there features to suggest a structural or
dysrhythmic cardiac etiology?

Concerning electrocardiogram

Occurred during exertion or while supine
Family history of sudden cardiac death
Absence of prodromal symptoms
Preceded by palpitations or chest pain
New murmur

NO

\

e V=S

Perform neurological .
. Further testing.
evaluation
If nondiagnostic, return to
syncope algorithm.
Inpatient evaluation
Disposition is left to Admission
the judgment of the (Class Il)
treating physician
(Class Ill)
Work up and treat
Intermediate risk High risk

Are there features to suggest a benign etiology?

Typical prodrome

Noxious stimulus as a precipitant

Positional history (supine-to-standing)

History of long period of standing

New or increased antihypertensive medications
Trigger situation (eg, micturition)

Response to carotid sinus massage
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Risk stratification

ny VES

Discharge / outpatient

If still undifferentiated syncope, are there risk factors or short-term

adverse events?
Older age and associated comorbidities
Abnormal electrocardiogram
Hematocrit < 30%
History of heart failure, coronary artery disease, or structural

e —r i NO -

evaluation (Class Il) Low risk < heart disease

Please see Class of Evidence Definitions on page 13.
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