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By etiology and clinical forms

Reflex (neurally-mediated)
Vasovagal
Situational    
Carotid sinus
Non-classical forms (including 

low-adenosine syncope)

Orthostatic hypotension
Primary autonomic failure
Secondary autonomic failure
Drug-induced
Volume depletion

By mechanism 
(ECG/BP documentation)

Intermittent bradycardia
Asystole:

Sinus arrest
Sinus bradycardia plus AVB

Progressive (sinus) bradycardia

Intermittent tachycardia 
Progressive sinus tachycardia

Intermittent hypotension
Supine hypotension
Orthostatic hypotension 

(early/classical or delayed)

Non-cardiac syncope

Non-cardiacCardiac

TLOC

Non-syncopal TLOCSyncope

The efficacy of therapy is largely 
determined by the mechanism
of syncope rather than its aetiology
or clinical presentation

Brignole M, Heart 2021



Mechanisms of non-cardiac syncope

Rivasi G et al., Kardiol Pol 2021
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orthostatic syncope was more
common in older subjects and
was the leading cause of
syncope in older patients with 
dementia.
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In the derivation sample, daytime SBP drops were significantly
more common in 158 syncope patients than 329 controls.

One or more daytime drops <90 mmHg achieved 91%
specificity and 32% sensitivity [odds ratio (OR) 4.6, P<
0.001]. Two or more daytime drops <100 mmHg achieved 84%
specificity and 40% sensitivity (OR 3.5, P=0.001).





• Rassicurazione;
• Educazione ed evitamento di fattori favorenti e situazioni scatenanti;
• Precoce riconoscimento dei prodromi;
• Posizione di sicurezza.





In assenza di HF/insufficienza renale, I pz. devono essere
istruiti ad assumere 2-3 lt di acqua/die e fino a 10 g di NaCl
nella dieta.

Nell’ipotensione post-prandiale o post-esercizio fisico,
ingestione rapida di boli di acqua 500 cc.











Dosaggio 0.1-0.3 mg/die. 
Lunga emivita, evitare come prima scelta in caso 
di ipertensione supina nota.
E. Coll: ipertensione supina, ipokaliemia, edema.







Gibbons C.H et al. J Neurol 2017

Midodrina 
2.5-10 tid. Emivita breve.
Ore 08:00-12:00-16:00. Evitare somministrazione 
serale. 
E. Coll: Piloerezione, parestesie cuoio capelluto, 
ritenzione urinaria.
Particolare attenzione in caso di coronaropatia, 
vasculopatia e IPB.



Droxidopa (L-threo-3,4-dihydroxyphenylserine) is an
orally administered artificial amino acid converted
both peripherally and centrally into norepinephrine. 
Because the enzyme responsible for this conversion,
aromatic amino acid decarboxylase, is widely
expressed, administration of droxidopa increases
norepinephrine even if postganglionic sympathetic
neurons are not intact.



Miglioramento dei
sintomi
e dell’influenza degli
stessi sulla qualità
della vita

Dalla randomizzazione 
alla fine dello 
studio si osserva un 
aumento di PAS in
ortostatismo nei 
soggetti trattati



Gibbons C.H et al. J Neurol 2017

Droxidopa 60-100 mg tid. Emivita breve
Ore 08:00-12:00-16:00. Evitare somministrazione 
serale.
E. Coll: cefalea, vertigine, nausea, astenia, 
ipertensione supina.
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