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• Syncope Unit is a functional facility located inside a 

general hospital endowed with 24 h emergency 

department and a cardiology ward with a coronary care 

unit. 

 

• Patients are referred from the emergency room and 

from in-hospital and out-of-hospital services. 

 

• Hospitalized patients are directly managed by the 

“Syncope Unit” during hospitalization. 

SYNCOPE UNIT “definition” 

Gruppo Italiano Multidisciplinare per lo Studio della Sincope 

(GIMSI)/www.gimsi.it 



• Patients at low risk admitted to the emergency room 

have a delayed referral (so-called „protected discharge‟ 

with an appointment for early assessment), in order to 

reduce hospitalization rate. 

 

• The patients evaluated in the syncope facility benefit by 

formalized procedures for a preferential access to other 

investigations, therapies, and specialists’ consultancies 

that are needed. 

SYNCOPE UNIT “pathway” 

Gruppo Italiano Multidisciplinare per lo Studio della Sincope 

(GIMSI)/www.gimsi.it. 



(i) a core equipment for syncope evaluation: 

 - phasic blood pressure monitoring, 

 - tilt table testing 

 - external and implantable loop recorders 

 - 24 h ambulatory blood pressure monitoring, 

 - 24 h ambulatory ECG monitoring 

 - autonomic function testing); 

 - dedicated rooms for ambulatory examinations 

 - dedicated laboratory for the execution of core tests 

 - keeps a separated waiting list and follow-up visits. 

SYNCOPE UNIT “structure” 

Gruppo Italiano Multidisciplinare per lo Studio della Sincope 

(GIMSI)/www.gimsi.it. 



(ii) on-site access to the usual investigations: 
 - echocardiography 

 - invasive electrophysiological testing 

 - stress testing 
 - cardiac imaging 

 - computed tomography or Mr imaging 
 - electroencephalography 

 

SYNCOPE UNIT “access” 

Gruppo Italiano Multidisciplinare per lo Studio della Sincope 

(GIMSI)/www.gimsi.it. 

  
 on-site access to any therapy that may be required for 

syncope: 

 - pacemaker 

 - implantable cardioverter-defibrillator (ICD) 

 - catheter ablation of arrhythmias 
 



• The Unit is led by the syncope expert/s, formally 

appointed by the director of the department or by the 

director of the hospital. 

 

• The syncope expert is a single physician or a team of 

physicians who lead/s the comprehensive management 

of the patient from risk stratification to diagnosis, therapy, 

and follow-up. 

SYNCOPE UNIT “leader” 

Gruppo Italiano Multidisciplinare per lo Studio della Sincope 

(GIMSI)/www.gimsi.it. 



Neurologist Cardiologist Geriatrician  Internist 

SYNCOPE UNIT: leader 
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Brignole M et al., Europace 2003 

Characeteristics of patients with loss of 

consciousness 



Brignole M et al., Europace 2003 

Hospital controls 

Syncope Units 

P=0.02 

In-hospital patways 

% 

P=0.02 



Brignole M et al., Europace 2003 

Hospital controls 

Syncope Units 

Test performed 
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p<0.001 
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p<0.01 

p<0.01 

P=0.02 

Brignole M et al., Europace 2003 

Hospital controls 

Syncope Units 

“Final” diagnosis 

% 



Standardized care          usual-care 

% change of tests utilization in standardized-care vs. usual 

management of syncope patients presenting as 

emergencies at general hospitals 

Brignole M et al., Eur Heart J 2006 

Total tests= -39%! 





Distribution of contrasting diagnoses among 

102 (11%) of the 891 patients. 

Brignole M et al., Europace. 2010 

30 reflex 

11 OH 

11 Cardiac 

5 non-syncopal 



Brignole M et al., Europace. 2010 

The patients with unexplained syncope were older, 

more frequently had structural heart disease or ECG 

abnormalities, and unpredictable onset of syncope 

due to the lack of prodromes than the other groups 

of patients.  

 

The patients with unexplained syncope were at higher 

risk of death and cardiac syncope than the others, 

as predicted by their significantly higher OESIL and 

EGSYS risk scores 
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The most relevant changes of 2009 guidelines are: 

• An update of the definition and classification of syncope in the larger 

framework of transient loss of consciousness (T-LOC) 

 

•  New data on epidemiology 

 

•  A new diagnostic approach focusing on risk stratification 

 

•  Emphasis on the role of prolonged monitoring 

 

•  An update of evidence-based therapy 

 

•  Syncope in special populations (elderly and pediatric) 

 

•  New data on orthostatic hypotension syndromes 

 

•  Syncope management Unit 



2009 ESC guidelines 







www.gimsi.it 



Syncope Unit 

GIMSI 
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Neurologist Cardiologist Geriatrician  Internist 

SYNCOPE UNIT: leader 
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Transient loss of consciouness (T-LOC) – suspected syncope 

Initial evaluation 

SYNCOPE 

Certain 

diagnosis 

Treatment 

Uncertain diagnosis 

Early  

evaluation 

Treatment 

Cardiac or  
neurally-mediated tests 

as appropriate 

T_LOC – non syncopal 

Confirm with specific test 

or specialist consultation 

Risk stratifiction 

Delayed treatment  

Guided by ECG 

documentation 

Low risk 

Recurrent syncope  

Low risk 

Isolated syncope  
High risk* 

No further 

evaluation 

ESC Guidelines, 2009 



ESC Guidelines, 2009 

Short-term “high risk” criteria which require prompt 

hospitalization or intensive evaluation 

High prevalence  

in “geriatric” patient! 



Ungar A et al., Age & Ageing 2011 

GIS - Mortality and syncope recurrence 
stratified for age 



DIAGNOSIS 

Transient loss of consciousness in the elderly: 

a different syncope? 





 

 

 

 

MMSE 19/30     COGNITIVE IMPAIRMENT 

GDS 6/15        DEPRESSIONE LIEVE 

Tinetti 23 NEGATIVE 

ADL 6/6  NEGATIVE 

IADL 7/8 NEGATIVE 

CIRS 2 (*) CLASSE II 

GERIATRIC 

MULTIDIMENSIONAL EVALUATION 

- Broncopneumopatia cronica ostruttiva di grado lieve 

- Osteoartrosi 

- Epatopatia cronica HCV correlata 

(*) 

Galizia G et al., Geriat Gerontol Int 2008 



2.667 sec. 
Hr:15:27 ECG HOLTER 48 hours 

Galizia G et al., Geriat Gerontol Int 2008 

malaise.. 



• Alcuni eventi avversi, legati all’utilizzo dei farmaci, sono molto 

più facilmente riconoscibili ricorrendo a studi di farmaco-

epidemiologia, capaci di rilevare direttamente i segni ed i sintomi 

del paziente. 

Carotid sinus massage…. 

3.00 sec. 

Galizia G et al., Geriat Gerontol Int 2008 

Syncope! 
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stratified for age 

75% 

Galizia G et al., JAGS 2009 
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Multivariate analysis adjusted for age and sex 

Galizia G et al., JAGS 2009 

Prodromic symptoms Non cardiac Cardiac 

Nausea 3.7 (1.26-11.2) 0.2 (0.05-1.06) 

Blurred vision 3.5 (1.34-9.59) 0.1 (0.01-0.77) 

Sweating 2.8 (1.21-6.89) 0.1 (0.04-0.73) 

Awareness of being about to faint 2.1 (1.04-4.49) 0.2 (0.09-0.81) 

Abdominal discomfort 2.2 (0.49-10.3) 0.4 (0.05-3.18) 

Dyspnoea 0.3 (0.06-1.73) 5.5 (1.0-30.21) 

Pallor 1.7 (0.49-6.37) 0.3 (0.04-2.38) 

Feeling warm 1.1 (0.22-5.56) 0.8 (0.10-6.93) 

Palpitations 0.9 (0.19-5.19) 0.7 (0.09-6.58) 

Weakness 0.9 (0.43-1.98) 1.8 (0.77-4.31) 

Chest pain 0.2 (0.05-1.43) 4.0 (0.65-25.7) 



The risk and time course of permanent brain damage 

during hypotensive syncope is high in elderly people. 

 

A person suffering from „„shock‟‟ and hypotension 

should immediately be laid flat on the floor to improve 

blood flow to the brain. 

 

It has been my experience that those who encounter 

an unconscious individual slumped in a chair with 

continued respiration; a weak, thready pulse; and 

hypotension may delay laying the person flat.  

 

A delay is especially likely in a nursing home if a 

resident is sitting in a wheelchair off his or her 

nursing unit.  
Galizia G, Ungar A & Abete P JAGS, 2009 

Risk of permanent brain injury 

during syncope 



Syncope and Epilepsy often coexist: OESYS study 

(Overlapping between Epilepsy and SYncope Study) 

n=64 n=36 n=28 

Recurrent syncopes (≥ 2 episodes) in elderly patients with 

drug resistant epilepsy or uncertain epilepsy 

Ungar A et al., submitted 2012 
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< 65 years 

≥ 65 years 

% 

p<0.05 

Ungar A et al., submitted 2012 

Syncope and Epilepsy often coexist: OESYS study 

(Overlapping between Epilepsy and SYncope Study) 

Recurrent syncopes (≥ 2 episodes) in elderly patients with 

drug resistant epilepsy or uncertain epilepsy 

50% 



THERAPY 

Transient loss of consciousness  in the elderly: 

a different syncope? 



SEVERE AORTIC STENOSIS CASE # 1 

L.C., aa 73, sesso femminile: episodi sincopali da sforzo 



L.A. 82 years old, female sex, hypertensive cardiopathy with 

recurrent syncopes 

II and III AV block degree CASE # 2 



P.G. 76 years old, male sex, post-ischemic dilatative cardiomyopathy  

Ventricular tachicardia CASE # 3 



SURGICAL PROCEDURE or TAVI 

SEVERE AORTIC STENOSIS CASE # 1 

BIVENTRICULAR PACEMAKER - ICD IMPLANTATION 

Ventricular tachicardia CASE # 3 

BIVENTRICULAR PACEMAKER IMPLANTATION 

II and III AV block degree CASE # 2 



66.6% 

Syncope in the elderly 

CARDIAC 

low cardiac output Arrhthmias 

SPECIFICIC THERAPY 

NEURALLY-

MEDIATED 

? 
Ungar A et al., JAGS 2006 

14.7% 



Evidence-Based Medicine  

in Geriatrics 

“… many of the clinical problems that meet Geriatricians 

in their clinical practice have never been and never will be 

observed in controlled trials …” 

Grimley Evans J, Age & Ageing 1995 

Evidence-Biased Medicine 





Procedures or Drugs Clino-BP 

(mmHg) 

Ortho-BP 

(mmHg) 

Syncope/ 

week 

(n.) 

No treatment 120/70 70/40 4 

Dietary and behavioural approaches 130/70 80/50 4 

+ compression stockings 125/75 80/55 3 

+ Midodrine 10 mg /day (*) 140/80 80/55 3 

+ Fludrocortisone 0.3 mg/day 170/90 90/60 1 

+ disopyramide 200 mg/day 160/90 105/70 0 

Therapeutical sequence in treating orthostatic 

syncope 

Langellotto A et al., Int J Gerontol 2011  

(*) discontinued 



Il ruolo delle “Syncope Units” geriatriche 
57° Congrsso 

SIGG 

- Syncope Unit definition 

- Effectiveness 

- ESC and GIMSI guidelines  

- Geriatric patient  

- Syncope or Fall units? 



Causes of falls in 24,251 patients > 50-year old 

admitted to an emergency department 
P
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3637 

patients 

Kenny RA et al. JACC 2001 

41% 

27% 

17% 

15% 

We need falls/syncope Units 

to evaluate these patients! 



NOCTURIA - No 

HR=1.27; CI 95%=0.81-1.99; p=0.282 
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NOCTURIA - Yes 

Falls 

no 

yes 

Time, months 

Predictive role of nocturia 

in the presence and absence of falls. 

Galizia G et al., JAMDA 2011 

HR=1.60; CI 95% 1.01-2.57; p<0.05 



Unexplained Falls in Older patients  

“UFO study” 
on behalf of the Italian Group of Syncope in the Elderly (SIGG)  
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p=0.02 

p=0.02 

All 

65-79 years 

≥ 80 years 
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LOOP-RECODER ? 
5,4 seconds asystole 

C.R. male 85 years old with unexplained fall 



BMI and unexplained Falls in Older patients  

“UFO study” 
on behalf of the Italian Group of Syncope in the Elderly (SIGG)  
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SARCOPENIA ? 



PREVALENZA DI SINCOPE IN 

PAZIENTI AFFETTI DA DEMENZA 

 

Syncope and dementia (SYD) 

 

STUDIO OSSERVAZIONALE 

NAZIONALE MULTICENTRICO 



TAKE HOME MESSAGES (1) 

- Scientific evidences indicate that  the“Syncope unit” is 

an essential tool for the management of syncope, both 

for the accuracy of the diagnosis and for the saving of 

resources. 

- Moreover, elderly patient with syncope has specific 

characteristics in terms of diagnostic, prognostic and 

therapeutic approaches. 



- However, the “Syncope Unit” in Geriatric divisions are 

rare. 

- The high prevalence of falls in the elderly, very often 

only apparently accidental, stressed the need to set 

up specific structures within Geriatric divisions, in 

order to properly manage this frequent clinical 

condition. 

- The “Falls unit” may respond to such needs. 

 

TAKE HOME MESSAGES (2) 


