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High-risk syncope patients: criteria favouring a stay in 

an emergency department observation unit

2018

High prevalence 

in “geriatric” patient!
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Syncope in patients with comorbidity and frailty



Whole series 65-75 years > 75 years p

(n=231) (n=71) (n=160)

Male/Female (n) 98/133 30/41 68/92 /

Range 65-98 65-75 76-98 /

Drugs (n) 3,42,3 2,62,0 3,82,2 <0,001

Syncope (n) 5,68,4 5,36,1 5,89,3 ns

Falls (n,%) 147 (64) 55 (77) 92 (63) 0,005

Fracture (n, %) 26 (11) 9 (17) 17 (18) ns

Symptoms (n) 1,91,8 2,12,1 1,71,7 ns

Comorbidity (CIRS, n)   7,23,5 6,23,3 7,63,4 0,003

ADL                               0,71,2 0,40,8 0,81,3 0,03

IADL                              1,93,0 0,82,1 2,43,3          0,001

MMSE                           26,74,0                    28,32,8 26,04,3 <0,001 

GDS                              3,93,7 3,84,1 3,93,5 ns

Ungar A et al., JAGS 2006

GIS - Clinical findings
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Abete P et al.,ACER 2017



*p<0.01 vs orthostatic hypotension



Cox regression analysis on mortality stratified by degree 

of frailty in the presence or absence of OH

Liguori I et al., JAMDA 2018

RR=1.03 CI 95% 1.02-1.08;p<0.05

RR=1.01CI 95% 1.01-1.03;p=0.04
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Syncope in patients with comorbidity and frailty



Age-related difference of amnesia for loss of 

consciousness is common in vasovagal syncope

O’Dwyer C et al.,Europace 2011
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A person suffering from ‘‘shock’’ and 

hypotension should immediately be laid flat 

on the floor or horizontal 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. 
JAGS, 2009

Risk of permanent brain injury 

during syncope



SYD study, 2015

− Ungar A  - Florence

− Mussi C - Modena

− Nicosia F - Gussago (BS)

− Bellelli G - Monza

− Bo M - Torino

− Riccio D - Cagliari,

− Landi F,  Rome

− Noro G, Trento

− Abete P, Naples

SYNCOPE-DEMENTIA study (SYD)
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Comorbidities, n (%)

Hypertension ≈ 80%

Ungar A et al., JAGS 2016
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Type of dementia, n (%)

Vascular > 40%

Ungar A et al., JAGS 2016
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Type of syncope, n (%)

Orthostatic ≈ 50%

Ungar A et al., JAGS 2016



HYPERTENSION

CHRONIC 

HEART FAILURE

ATRIAL 

FIBRILLATION

platelet activity increase

thrombo-embolic mechanism cardiac 

output reduction

DEMENTIA

VASCULAR 

DYSAUTONOMY

CORONARY ARTERY 

DISEASE

Cognitive impairment and cardiovascular diseases in 

the elderly. 

A heart-brain continuum hypothesis

Abete P et al., Ageing Res Rev 2014
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p<0.03 p=0.04

“Hypothensive drugs” are associated 

with “syncope due to orthostatic hypotension” 

in patients with dementia
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Testa et et al, 2018 JAGS 2018

Syncope

yes

no

c

Results from SYD study



p<0.03

p=0.05

Combination of “hypothensive drugs” are associated 

with “orthostatic syncope” in patients with dementia
Results from SYD study
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ACE-i + nitrates

Nitrates

ACEi + diuretics

 -lithics + diuretics

-lithics

0.0      0.5    1.0                2.0               3.0

MULTIVARIATE 

Analysis

adjusted for age,sex and CIRS

Hypothensive drugs and their combinations are associated 

with “orthostatic syncope” in patients with dementia
Results from SYD study

2.43 (1.08-5.27)

1.85 (1.08-3.39)

1.69 (1.00-2.72)

Testa G et et al, 2018 JAGS 2018
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Whatever the drug, the patient must be carefully monitored

during the first days of treatment, which needs to be initiated

at the lowest possible dose and for the shortest duration.

In light of the high risk of adverse outcomes (falls,

cardiovascular events, infections, mortality) for patients with

dementia living in nursing homes, all drugs must be carefully

prescribed.
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Curcio F  et et al, 2018 submitted
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“Psychotropic drugs” and reflex syncope 

in patients with dementia
Results from SYD study

Curcio F  et et al, 2018 submitted



Combinations of “psychotropic drugs” and reflex syncope 

in patients with dementia
Results from SYD study

Curcio F  et et al, 2018 submitted



Memantine

Ache-inhibitors

Anti-psycotics

Anti-Parkinson

Anti-depressant

Anti-epilettics

Benzodiazepines
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RR=2.11;  CI 95%= 1.06-4.15

Psychotropic drugs and “reflex syncope” 

in patients with dementia
Results from SYD study
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Curcio F  et et al, 2018 submitted



Memantine + Anti-depressant

+ Anti-psycotics

+ Benzodiazepine

+ Anti-epilettics
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Psychotropic drugs and their combinations

and “reflex syncope” in patients with dementia
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Curcio F  et et al, 2018 submitted
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Mussi C et al., Curr Ger Geriatric Res 2013

*

Accidental Dementia-

related

Medical Unexplained

UFO – Different falls type

*p<0.01 vs 65-79 years

30%

Unexpalined falls > 30%!!





Development of Syncopal Fall Score 

in Syncope-Dementia study

Mossello e et al., EJIM 2018

Weights of factors differentiating  syncopal  from non-syncopal falls
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• ESC 2018 Syncope guidelines identifies “geriatric

patient” with syncope as “comorbid” and “frail”

• Cognitive decline makes difficult syncope diagnosis but

it may be improved with a “comprehensive geriatric

assessment” and “frailty evaluation”.

• In geriatric patients with syncope, the evaluation of

“hypotensive” and “psychotropic” drugs is extremely

important.

• In geriatric patients, “unexpained fall” should be

assessed as an explained syncope.

Take home messages


