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2018 ESC Guidelines for the diagnosis and
management of syncope @ESC

Luropean Scciety
of Cardwlogy

The most multidisciplinary guideline on syncope

Task Force members by Specialty (total 16)

Cardiology (#7) Brignole, Moya, de Lange,
Deharo, Elliott, Probst, Sutton
Emergency Medicine (#2) Martin Martinez, Reeds
; Neurology (#2) Fanciulli, van Dijk
Geriatrics (#2) Kenny, Ungar

Internal medicine, physiology (#2) | Fedorowski, Furlan

Nursing (#1) Rice

www.escardio.org/guidelines




CHANGE IN RECOMMENDATIONS
2009 2018
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CHANGE IN RECOMMENDATIONS
2009 2018

@ () (6D @ ()

2018 NEW RECOMMENDATIONS
(only major included)

Management of syncope in ED (section 412}

Video recording (section 4.2.5);
* Video recordings of spontaneous events

ILR indications (secfion 4.2.4.7)
* In patients with suspected unproven epllepsy

ILR indications (section 5.6}
+ In patients with primary cardiomyopathy or

risk of sudden cardiac death, as alternative to ICD
.

inheritable arrhythmogenic disorders who are at low

.
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ZMENY V DOPORUCENICH 2009 - 2018
Ve srovnani s poslednimi Evropskymi /cela nove se resi nasledujici
doporucenimi z roku 2009 byla zcela problematika:

zrusena 3 puvodni doporuceni:

* Posouzeni synkopalniho stavu na

* Kontraindikace masaze karotid oddéleni urgentniho prijmu
 EKG monitorace presynkop a * Indikace videozaznamu
asymptomatickych arytmii .

Indikace implantace srdecniho
* Test pomoci adenosintrifosfatu monitoru
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Indikace EKG monitorace — zmeény proti 2009

* Nove neni indikovana EKG monitorace presynkop a asymptomatickych
arytmii
* Monitorovani EKG je indikovano pouze tehdy, pokud pri prvotnim

hodnoceni je podezreni, ze synkopalni stav mohl mit arytmicky podklad.

* Pro EKG monitoraci mame radu moznosti (EKG Holter, zaznamnik udalosti,
externi smyckovy zaznamnik, dalkova telemetrie, mobilni aplikace —

Smartphone, ILR)



Presentation of patient with probable TLOC

(may include ambulance or referral data)
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"'.- --'H'-I
TLOC present?
__ (history)
No TLOC | Syncope . TLOC - non syncopal
~ v
Act as needed B | N N
Initial syncope evaluation | = Epileptic seizure
(H&P exam, ECG, supine * Psychogenic TLOC
_ and standing BP) | *TLOC, rare causes
Treat appropriately
Certain or highly  Uncertain diagnosis
likely diagnosis (see Table 3)
(see definition in Table of I -
Recommendations)  Risk stratification
Start treatment (see T‘THE 5)
. I ; I . I
' i y
High-risk of Low-risk Low-risk,
short-term but recurrent single or rare
serious events | syncopes recurrences
Early evaluation Ancillary tests Explanation,
& treatment followed by no further
treatment evaluation
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RIZIKOVA STRATIFIKACE SYNKOPY A
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FAKULTNI NEMOCNICE OLOMOUC

Syncope®
(after initial evaluation in ED)

-

e

) Any high-risk features require
Likely reflex, situational Should not be discharged intensive diagnostic approach

or orthostatic from the ED Should not be discharged
from the ED

i
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Y
recurrent




SYNCOPAL EVENT

- Associated with prodrome typical of reflex syncope (e.g. light-headedness, feeling of
warmth, swaating, nausea, vomiting ==

- After sudden unexpected unpleasant sight, sound, smell, or pain?s2=

- After prolonged standing or crowded, hot places™

* During a meal or postprandial®

- Triggered by cough, defaecation, or micturition®

 With head rotation or pressure on caratid sinus (e.q. tumour, shaving, tight collars)™

- Standing from supine/fsitting position

Major

~ New onset of chest discomfort, breathlessness, abdominal pain, or headache®® 4455
- Syncope during exertion or when supine®

* Sudden onset palpitation immedately followed by syncope

Miner (high-risk only if associated with structural heart disease or abnormal ECG):

* No warning symptoms or short (<0 s) prodrome?s.38.43.58
* Family history of SCD al young age®
* Syncope in the sitting position™

PAST MEDICAL HISTORY

» Long history (years) of recurrent syncope with low-risk features with the same
characteristics of the current episode®®
- Absence of structural heart disease®™

Major
- Severe structural or coronary artery disease (heart failure, low LVEF or previous
myacardial infarction)s. 355558

PHYSICAL EXAMINATION

= Normal examination

PHYSICAL EXAMINATION

Major

* Unexplained systolic BP in the ED <20 mmHgs-=

+ Suggestion of gastrointestinal bleed an rectal examination®
* Persistent bradycardia (<40 b.p.m.) in awake state and in absence of physical training

* Undiagnosed systolic murmurs®

ECG*

* Normal ECGe 5. %5

Major

Miner {high-risk anly if history
consistent with arrhythmic syncope)

+ ECG changes consistent with acute ischaemia

+ Mobitz Il second- and third-degree AV block

+ Slow AF (<40 b.p.m.)

+ Persistent sinus bradycardia (<40 b.p.m.),
or repetitive sinoatrial block or sinus pauses
=3 seconds in awake state and in absence of
physical training

+ Bundle branch block, intraventricular
conduction disturbance, venlricular
hypertrophy, or Q waves consistent with
ischaemic heart disease or cardiomyopathy*s 5

+ Sustained and non-sustained VT

* Dysfunction of an implantable cardiac device
(pacemaker or ICDY

+ Type 1 Brugada pattern

+ 5T-segment elevation with type 1
morphology in leads VI-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
fibrillations®

+ Pre-excited QRS complex

+ Short QTc interval (s340 ms)*e

+ Alypical Brugada patterns=®

* Negative T wavesin right precordial
leads, epsilon waves suggestive of
ARV




Indikace k monitoraci srdecniho rytmu u T-LOC

T-LOC suspected syncope

\)
Certain Uncertain Diagnosis
diagnosis/mechanism
Treat
appropriately | !
Synlcope T-LOC
Non-syncopal
b T T } yneop
High risk* Low risk* Low risk* Low risk* l
arrhythmia arrhythmia likely & reflex likely & need & rare episodes Unconfirmed
likely recurrent episodes specific therapy None Indicated epilepsy
In-hospital “or-
n(Clgzzllt)a ILR ILR Unexplained Falls
(class I) (class lla) LR
- |IF NEGATIVE -
ELR (class Ilb)
ILR (class lla)
(class I) |
Holter Downgraded (from Class | in 2009)
(class lla) due to low diagnostic yield and lack

of cost effectiveness

Adapted from Ungar A: ECG monitoring Role in Syncope 2018 ESC Guidelines, EHRA 2018
* High Risk & Low Risk Recommendations Summarized on Slides 18 — 19 (,
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Indikace k monitoraci srdecniho rytmu u T-LOC

Recommendations

Class™

b
Level

Indications

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

| Holter monitoring should be Qonsidered in patients who have frequent syncope or presyncope (=1 episode per week).'®

External loop recorders should bezonsidered, early after the index event, in patients who have an inter-symptom interval <4

PLEFTATA- Rt

weeks,

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 6), and a high likelihood of recurrence within the battery life of the device.! ™78 181-184.202

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.'”*"#*#7 1815 g nlementary Data Tables 5 and 6

ILR should be considered in patients with suspected or certain reflex syncope presenting with frequent or severe syncopal
184186

episodes.

13718211

ILR may be considered in patients in whom epilepsy was suspected but the treatment has proven ineffective.
Supplementary Data Table 7

ILR may be considered in patients with unexplained falls."”'~""*, Supplementary Data Table 8




ZAVERY
Zakladnim smyslem novych doporuceni je zavedeni systematického pristupu k

pacientum s prechodnou ztratou védomi.

Jednotny pristup by meél vést k optimalni diagnostice pri snizeném poctu

nadbytecnych vysetreni a hospitalizaci.
Podle soucasnych doporuceni by mély byt ILR implantovany drive nez doposud.

ICM poskytuji u nevysvétlitelné synkopy ve srovnani s konvencnimi testy lepsi

diagnostickou vytéznost a financni benefit.

Lékarska
- fakulta
FAKULTNI NEMOCNICE _ ‘
OLOMOUC lvj.‘\;l\z.:l-‘zl.:l.‘.l Palackého
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ISCHEMICKA CEVNI MOZKOVA
PRIHODA

Ischemicka CMP

M Cryptogenic Stroke lCardioembolic

678,000 ischemickych CMP ro&né v USAL siargeessel Eemalessel MORe
~200,000 kryptogennich CMP ro¢né*

VétSina pacientu s kryptogenni ICMP
dostava Vv sekundarni prevenci 20%
protidestickovou |éEbu?

30%

Dlouhodoba monitorace odhali FS priblizne 30
u ~30% pacientu s kryptogenni iCMP3-9 Kryptogenni
CMP 15%

U téchto pacientu je indikace Kk
antikoagulacni terapii

1 Mozzafarian D, et al. Circulation. 2015;131:e29-e322. 6 Schulz UG, et al. Stroke. 2003;34:2050-2059.
2 Kernan WN, et al. Stroke. 2014;45:2160-2236. 7 Schneider AT, et al. Stroke. 2004;35:1552-1556.
3 Sacco RL, et al. Ann Neurol. 1989;25:382-390. 8 Lee BI, et al. Cerebrovasc Dis. 2001;12:145-151.

4 Petty GW, et al. Stroke. 1999;30:2513-2516. 9SannaT, et al. N Engl J Med. 2014;370:2478-2486. ) |
5 Kolominsky-Rabas PL, et al. Stroke. 2001;32:2735-2740. EJ-‘I\_I(()l.rJ\kBI\LIJICNEMOCNICE @
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7. Primarni prevence dale zahrnuje specifické medikamentozni I/A [11, 17]
postupy — antitrombotickou terapii:

¢ antiagregacni (nizkou davku ASA predevsim u zen starsich
45 let, u pacientl s nevalvulami FS mladsich 65 let
bez vaskularnich rizikovych faktorl a u pacientt se

stenozou vnitrni karotidy > 50 %) Ci
antikoagulacni (predevsim u pacientl s nevalvularni FS
starsich 75 let nebo u mladsich pacientli s nevalvularni FS

S vaskulamlml nmkuwml fakl:ory 3 cl'luvym INR 2,0-3,0).

endarterektnmu CEA) v pripadé nzlkuwch pacientl se stendzou

vnitrni karatidv A0-999%* ie dnnnrnicenn nndavat antianreaacni

| 17. | Sekundarni prevence dale zahrnuje specifické medikamentozni I/A [17, 25,
postupy antitrombotickou terapu. 26, 30]

antiagregacni (pokud mozno kombinaci ASA 25 mg +
dypiridamolu 200 mg 2x denné nebo klopidogrelem

75 mg denné, alternativné samostatnou ASA v davce
50-325 mg denné) Ci

antikoagulacni (predevsim u pacient{l s cévni mozkovou
prihodou kardioembolicke etiologie, zejmena s fibrilaci

sini, s cilovym INR 2,0-3,0).




RIZIKA CMP U PACIENTU S FIBRILACI SINI

* Riziko CMP je zvyseno priblizné 5x

e Kazda pata CMP je podminéna FS

* CMP je podminéna FS byva zavaznéjsi nez CMP jiného puvodu
* CMP spojené s FS maji vyssi 30denni mortalitu

 CMP spojené s FS maji horsi prubéh, castéjsi recidivy a 2x Castéji jsou fatalni

* Rezidua po CMP pri FS jsou vyrazné horsi

1.Ziegler, P. D., J. L. Koehler, et al.. (2006). "Comparison Of Continuous Versus Intermittent Monitoring Of Atrial Arrhythmias." Heart Rhythm 3(12): 1445-1452.

2.Jabaudon, D., J. Sztajzel, et al.. (2004). "Usefulness Of Ambulatory 7-day ECG Monitoring For The Detection Of Atrial Fibrillation And Flutter After Acute Stroke And Transient Ischemic Attack." Stroke 35(7): 1647-1651.
3.Vasamreddy, C. R., D. Dalal, et al.. (2006). "Symptomatic And Asymptomatic Atrial Fibrillation In Patients Undergoing Radiofrequency Catheter Ablation." J Cardiovasc Electrophysiol 17(2): 134-139.

4.Blanc, J. J., C. L'Her, et al.. (2002). "Prospective Evaluation And Outcome Of Patients Admitted For Syncope Over A 1 Year Period." Eur Heart J 23(10): 815-820.



MOZNOSTI EKG DIAGNOSTIKY

12ti svodové EKG

Epizodni zazhamnik — EKG karta

EKG Holter

Epizodni zaznamnik s automatickou detekci arytmii
Implantabilni EKG monitory

Kardiostimulatory a ICD



KONTINUALNI MONITORACE JE SUPERIORNI INTERMITENTNI?
CRYSTAL AF sub-analysis: Choe, Am J Cardiol 2015

Sensitivity was low: 1.3-22.8%

- Elmqtlﬂvﬂnahwnfenﬂrtentrnl ] MNegative predictive value: 82.3-85.6%
monitorace Dyla srovnavana s
kontinualni monitoraci pomoci ILR e
u 168 pacientu N E L
short-term Monitoring Periodic Monitoring o - Sensithity (%6)
24-hour Quarterly 24-hour Holters U Dlegathve Prediciie Vel £
48-hour Quarterly 48-hour Holters w0 E'Lrl’_l:i:ﬁﬁll it -
7-day Holter Quarterly 7-day Holters
21-day Event Recorder Monthly 24-hour Holters
30-day Event Recorders Monthly 24-hour Holters “
Q . - - :
& d-”’ a'l"" &"’ &"’
,th‘ﬁﬁ #’ﬁ "‘ﬁﬁ > ‘h"ﬁ ~E~$’ ﬂfﬁ' ﬂs‘-ﬁ ﬁ@ﬁ-
Eelhava v :Ietelu:l driv nediagnostikovane
FS u vétSiny pacientu s kryptogenni CMP” Gf'm ﬁ
'h-

Monitoring method

1. Choe et @l A comparsan of airfal Tierlation neonBorng siraiegies after oryplogenic siroke [from e CRYETAL AF frial) &m J Cardiod. 301 51 15:885-83



CRYSTAL AF: monitoring pomoci ICM je superiorni

nad Intermitentni monitoraci
FOR THE DETECTION OF AF1

Detection of Atrial Fibrillation by 36 months
Hazard ratio, 8.8 (95% Cl, 3.5-22.2)

8.8 X

30 P <0.001 by log-rank test

-

)]

0

25

A€ 20

c O 7.3 X

O

B a

ELB 6.4 X

ks

s 10

b

- Control 3%
0 _,—'_m
0 6 12 18 24 30 36
Months since randomization

# atrisk
Control 220 194 167 114 /2 36 7/
ICM 221 191 173 102 57 29 8

1. SannaT, etal. N Engl J Med. 2014;370:2478-2486.



2016 ESC GUIDELINES FOR THE MANAGEMENT OF AF

Recommendation Class | Level

In stroke patients, additional ECG lla
monitoring by long-term non- invasive
ECG monitors or implanted loop
recorders should be considered

to document silent atrial fibrillation.

Kirchhof P, et al. Eur Heart J. 2016 Aug 27. pii: ehw210.



/AVERY
*|CM jsou schopné detekovat malo frekventni i asymptomatické

paroxyzmy FS u pacientu s kryptogenni CMP

* |CM nabizi vyssi diagnostickou vytéznost nez 7-mi denni Holter,

standardni sledovani a intermitentni EKG monitorace

e Kontinualni monitorovani pomoci ICM je doporuceno u pacientu s

kryptogenni CMP dle ESC guidelines 2016 pro screening FS (l1aB)
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