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Cas simple

Mr A 78 ang, autonome actif,

Pas d’ATCD ca ”Fd@vasculalre TA normale, pas de médicaments

ECGilya 2 ans: rytﬁm(g sgnusal 70/min, bloc de branche droit incomplet et axe QRS normal
Depuis 2 jours, 2 syncopesa I,D%mporte piece : chez lui dans fauteuil, et en marchant dans la
rue, sans prodrome, ni douleurqmspalpltatlons Au SAU: examen CV normal
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\.dw /\“ﬁ S Ww R - Syncope d’Adams-Stokes
[ WM@JW«—J\M«L@ S et bloc de branche bifasciculaire:
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Q%Q@complet + hémibloc Postérieur
Gaucﬁ’es((gxe hyperdroit..):

BAV complet pa@ﬁ@a(ysthue probable

WH\/“J\\F“M\H% LVJMMMMJWW” Prise en charge ?



. USIC/ Surveillance Continue, scopé
Isuprel éﬁm@ttente sonde de stimulation
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exploration e?ﬁ’&l@g;awtalre en urgence — Pacemaker
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Tracé en USIC: passages en BA\7@oa;nPIet a 15/min !
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Mme H. 95 ans:
Chute et trauma cranien en salle d'attente d'orthopédie ...
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. Autonome”%g seule dans sa maison

e HTA, leucémie myééo,b;je chronique, splénectomie
bilan cardio normal en ?@&67

Aprovel 150 mg/j — Isoptine LPQZ4Q§mg 1cp % par j — Lasilix 20 mg/j — Kardegic
75 mg, Mopral 20 mg, Oracilline %@m,«,%

\p .
Il y 3 mois, chute dans son jardin : fracture d41ﬁfsa,g|us ne se souvient pas des
circonstances. Depuis a des malaises a la maison eelofd@;hors

Chute ce jour: elle était debout, chute et PC breve (tem0|r‘i’$v)<y,O
post-crise: amnésie transitoire; TA couchée 120/60 mmHg; Fc Ze/ésmép

Ex: souffle systolique de base 1/6 a B2 aortique normal; reste RAS
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Hypotheses prmupales Sepy 2,

Troubles du rythme

* Troubles équilibre et chutes

Bradycardie ++ (vérapamil 360 mg/j)

(Insuffisance coronaire; retrécissement aortique; EP..)

Hypotension et HTO ++ (3 antihypertenseurs, dose véﬁfva@amll )
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* Hospitalisée aux Lits Porte, son traitement poursuivi
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Que se passe-t-il ? s

Ser,,.
» Collapsus tensionnel + dysfonction sinusale et échappement jonclionnel

« Surdosage médicamenteux; avait eu ses cp du soir (Isoptine LP)

« CAT:. Remplissage, arrét d'lsoptine, d'Aprovel, de Lasilix



Cas complexe: hypotheses multiples

e Mr H 820@435 consulte aux Urgences pour des malaises depuis quelques jours,
et des chutessazv@/c PC breve. Il est autonome, vit seul, fait ses courses.

GO/G

e HTA traitée par FIudeS’Gd_B 1 cp/j et Loxen LP 50 mg 2 cp/j
ACFA permanente, d|ff|C|Ie?"éssaéent|r traitée par digoxine 1 cp/j, bisoprolol 5
mg/j et rivaroxaban

* Fc 60/mn ; PA 115/80 mmHg allongé. oy

souffle systolique de la base, 2/6™¢ irradiant da%@Jgsevalsseaux du cou.
07
* ECG : AC/FA, BBD complet connu et axe normal *
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HTO e‘g%es

Bradyarythmie

Tr du rythme ventriculaires /hypokaliémie
RA serré

BAVc paroxystique ...

hypotheses étiologiques?



ESC Guidelines 2018
Syncopes: Evaluation initiale Eur Heart J 2018, 33: 1883
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* 3 questions clés:

/’all.
1) Syncope ou ndén.
i .
Ne pas confondre ctrutes sans PC, pertes de connaissance
] [} e J .
transitoires, syncopes ",

3) Etiologie: Anamnese de la syncope ++



ESC Guidelines 2018

Syncope: définition Eur Heart J 2018, 33: 1883

’
sym ptog”rﬁ%eggracterlse par
e
e perte de congec:léﬂge/q entrainant souvent une chute
* transitoire o KO
» a début brutal e”’@éw,b,,\p
* avec une récupération spontanée, cosmrglete et le plus
souvent rapide 7o
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* (avec ou sans prodromes, signes fonctionnels preC@esglfs)

Mecanisme = hypoperfusion cérébrale globale transitoire



Causes de syncopes (Framingham , NEJM 2002, 347: 931)

. 7814°%4§ts suivis de 1971 a 1998

« 822 syncop S‘Ue(@ 2 pour 1000 pts-année)
 Vasovagal: 21% "
e Cardiaque: 10% Géf/;a,«,,.exa‘

* Orthostatique: 9% %eé%m
* Inconnu: 36%

* OR pour déces: 1,3

Prise en charge (ESC 2018):

e Evaluation du risque (criteres cliniques, ECG, cardiopathie suspectée...)
* Explorations plus completes et spécifiques si haut risque ...



Presentation of patient with probable TLOC

www.escardio.org/guidelines

2018 ESC Guidelines on Syncope — Michele Brignole & Angel Moya

TLOC present? transitoire
Jo%é (history) )
GSC/'G . : 1 .
’11‘/;;% | ’ | :
No TLOC % 8, Syncope - TLOC - non syncopal
,o
Act as needed /?f( sgi cope evaluation | [+ Epileptic seizure
(H&F’ @ng, ECG, supine * Psychogenic TLOC
and sta d%ngeBPf _* TLOG, rare cause
Yo e Trat apropriatly
Certain or highly likely diagnosis | | Uncertain diagnosis ~Rap,
A < b . NS 79
Start treatment  Risk stratification "0 207,
r— ©7,
T ) —— - Sd’O/l‘
- High-risk of |  Low-risk but - Low-risk, S se
- short-term recurrent . single or rare Vs
| serious events | syncopes | recurrences |
Eady evaluation Anc:llary tests Explanation,
& treatment followed by treatment  no further evaluation ®

22

Furanean Heart lournzal 2012-30-1883-104% - Doic10 1093 /aurh earti/ehvnN3l7

Perte de conscience



Causes des syncopes chez le sujet age
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e Causes dﬁfeev,g,ntes
* causes cardlad&@s beaucoup plus fréquentes (40% apres 65 ans)
* hypotension orthosf’aetdsque
* jatrogénie (HTO, bradycarﬁﬁe@()

m
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e Cause cardiaque = gravité
Insuffisance cardiaque, BAV complet paroxifswciue arythmies (A et V),
cardiopathie ischémique, RAC serrée ... 207,

* Bilan de syncope chez personne agée:
 Rarement classée a bas risque
* Hospitalisation souvent nécessaire (si cause cardiaque suspectée)



U'enquéte phase 1: |la base (classe 1)

A U

1) ambulatonseep,u hopltal?

Hopital si suspicion de@mghologle CV sous-jacente, étiologie a risque
le plus souvent le cas chez sdﬁe&; ages..

89/7
2) Gef,aff/e
* Terrain, pathologie CV sous-jacente (coroﬁ%&gs insuffisance cardiaque...)
* Contexte de survenue (effort ++, lever nocturne ‘H@Qf )

e Symptomes associés ++ (précordialgie, palpitations...) "’2079

©
(o)
Traitements en cours ++ US"’%

Examen : TA couché / debout, rythme, souffles, insuffisance cardlaque “Heuro...
ECG (tr conductif, FA, ESV, ischémie?)
Biologie simple Hb, créatinine, K+ ...  (BNP/troponine ?)

AHA 2017, ESC 2018



L'enquéte phase 2: selon le contexte

1) Si syncorf@a;esrtame ne sont pas indigués (classe Ill):
/@ e
Imagerie cerebralé (?ragglé scanner), EEG, imagerie des TSA (Echodoppler)
/’Ooa p
af/ques

2) explorations CV selon le contexte %f,
* Trouble conductif ECG (BB complet, BAV of?%,degre .): exploration endocavitaire

e Holter non systématique (rentabilité faible en rythr?f@@lnusal)

FA non rapide: recherche de pauses, bradycardie 0’9079 o
7

o | . té ti . . . d di thi “s g,
Mmagerie nNon systematique (si SUsSpICion de cardiopatnie ) O/fsfés
o,

, . . ;. , . T , . . Vs . .
» Dépistage ischémie non systématique (syncope a l'effort, précordialgie, cardiopathie
ischémique connue, modifications ECG/Troponine...)
A l'effort: avoir éliminé un RAC serré

AHA 2017, ESC 2018



Rentabilité des explorations (JACC 2001, 37: 1921)

Yo

°C||n|que ﬁ"‘imggrogatmre examen, recherche d’HTO : 26- 50%
* Echo ceeur: 3%6 & Mo o,

*Holter ECG: 5219% 4,

* Loop recorder 1-2 mois: 35% er%’ét%@Z% d’erreur

S
e Reveal, 2 ans : 94% KE

(sujets non gériatrigues)



Un Holter utile
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85 ans; FA pererﬂsa;pente en général rapide; sous bisoprolol 5 mg/j et rivaroxaban
Lipothymies et une s‘;mgope
686/7
Gy,

Holter: Fc moyenne diurne 85/m19n;;6§|hlternance de Fc rapide et de pauses

ed/f/ o

~A
4'?/3 )

= maladie rythmique de l'oreillette
—> Pace maker + bisoprolol



Les « Holters » longue durée

JO(//’O .
@@S .
Holter longue dur@%vf,?/.qu)
7

) REVEAL (2 ans...)
T-shirt connecté (40€/mois...)

li t-w;'.w R
u i

ECG of Tuesday 27 December 2016 20:13:09




Recos spécifigues AHA 2017
popyllation geriatrique...
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Recommendations for Geriatric Patients

s -
Rec%?ng&pdatmns

lla

C-EO

e |
For the assess and management

of older adults with §%g/g}pe, a

comprehensive approach i\m’%apl)gberatic-n

with an expert in geriatric care ca@%gz

beneficial.

/4 9079

lla

It is reasonable to consider syncope as
a cause of nonaccidental falls in older
adU|t5 377381




Take home message

Jomees%

Une bonnng &d&gquete cliniqgue » (circonstances et contexte de la
syncope, examen @Ym;clue ECG et biologie, médicaments) sont
le plus souvent plus utllegfneqégme Holter et autres explorations
sophistiquées " ot



Place du Tilt-Test
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Limitée chez le sujet 4gé ... "ese,,e' lla
6/7'6

AHA guidelines 2017

Recommendations for Tilt-Table Testing

If the diagnosis is unclear after initial
evaluation, tilt-table testing can be useful
for patients with suspected vasovagal
syncope (VVS). 137142

Tilt-table testing can be useful for
patients with syncope and suspected
delayed OH when initial evaluation is not
diagnostic.'#'#

Recomriendations for Tilt-Table Testing
(Continued)

Tilt-gl’e'g%sting is reasonable to
O .

distinguish c?ffw/eggwe syncope from
epilepsy in selectedpatients. 14514

Tilt-table testing is reasonable to establish a
diagnosis of pseudosyncope.'*-'>'

Tilt-table testing is not recommended to
predict a response to medical treatments
fDr UUS_‘IEZJSE




Age et Tilt test: S05 pts
(JACC 2003, 41:1004)

Réponse | <35ans  |36-64 ans |>65 ans

Négatif:104 | 15 % 26% 20%

Mixte: 194 |43% | 38% 34%

cardioinhib. | 5,5% 9.5% 10%
2A: 54 pts

asystole: 2B [33% 15% 5%
39 pts
vasodépress | 0,6 3% 21%
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Evaluation par une « unité syncope »
(Cirernlation 2004, 110: 3636)

79Q O’
e
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Syncope unit

conventionnel

Datients (N=) 6], 52

. 6, ’
Présomption | 67% e, | 10%
diagnostique Torl
Hospitalisation |43% 989,
NDb j. hospital. |64 140 e
Survie/4ans |97% 90%
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* Nuit en allaqﬁslzy%rmer

* 2-3 min apres s etréalr@g/e
* en marchant dans une ruéfequl monte, avec géne thoracique

* Douleur thoracique et palpltatlon%’/f/o,,\p
* Traitements



PC, Syncopes, étiologies: des définitions précises

2.1. Definigions: Terms and Classification
Urp, .
Table 2. Relevan’pﬁgﬁ and Definitions*

g
C
Term ‘@/) e Definition/Comments and References
115~
Syncope A sym t presents with a2n abrupt, transient, complete loss of consciousness, associated with inability to maintain

postural tone, Qi §|d and spontaneous recovery. The presumed mechanism is cerebral hypoperfusion.' " There should
not be clinical featur ther nonsyncope causes of loss of consciousness, such as seizure, antecedent head trauma, or
apparent loss of consciousne%aseudosynmpe}_“-12

Loss of consciousness A cognitive state in which one Iackslgla@%?s.s of oneself and one’s situation, with an inability to respond to stimuli.

Transient loss of consciousness Self-limited loss of consciousness' can be dw@éﬂ jyncope and nonsyncope conditions. Monsyncope conditions

include but are not limited to seizures, hypoglycemlaeﬂ‘y jollc conditions, drug or alcohol intoxication, and concussion
due to head trauma. The underlying mechanism of syncop |l@re,s|_|med to be cerebral hypoperfusion, whereas
nonsyncope conditions are attributed to different mechanisms. * em

7 -
Presyncope (near-syncope) The symptoms before syncope. These symptoms could include extrerne Iig?ﬂ@@éplness; visual sensations, such as
“tunnel vision” or “graying cut”; and variable degrees of altered consciousness t complete loss of consciousness.
Presyncope could progress to syncope, or it could abert without syncope. ~ DA ,\
Unexplained syncope (syncope of | Syncope for which a cause is undetermined after an initial evaluation that is deemed appmprlate ,Z perlenced
undetermined etiology) healthcare provider. The initial evaluation includes but is not limited to a thorough history, physical exa and ECG.
Orthostatic intolerance A syndrome consisting of a constellation of symptoms that include frequent, recurrent, or persistent Ilghtheadedr@go

palpitations, tremulousness, generalized weakness, blurred vision, exercise intokrance, and fatigue upon standing. Theég @
symptoms can occur with or without orthostatic tachycardia, OH, or syncope.'? Individuzals with orthostatic intolerance 76
have =1 of these symptoms associated with reduced ability to maintain upright posture. US d/’

Orthostatic tachycardia A sustained increase in heart rate of 230 bpm within 10 min of moving from a recumbent to a quiet (nonexertional) /iS‘ I
standing position (or 240 bpm in individuals 12-19 y of age).-™2 S@/.'/ R
Orthostatic hypotension (OH) A drop in systolic BP of 220 mm Hg or diastolic BP of 210 mm Hg with assumption of an upright posture.'? GS
Initial (immediate) OH A transient BP decrease within 15 s after standing, with presyncope or syncope.'*'
Classic OH A sustained reduction of systolic BP of =20 mmHg or diastolic BP of 210 mmHg within 3 min of assuming upright posture.'?
Delayed OH A sustained reduction of systolic BP of 220 mmHg (or 30 mmHg in patients with supine hypertension) or diastolic
BP of =10 mmHg that takes =3 min of upright posture to develop. The fall in BP is usually gradual until reaching the
threshold. '
Neurcgenic OH A subtype of OH that is due to dysfunction of the autonomic nervous system and not solely due to environmental

triggers {such as dehydration or drugs).'>'® Neurcgenic OH is due to lesions involving the central or peripheral
autonomic nerves.




Cardiac (cardiovascular) syncope Syncope caused by bradycardia, tachycardia, or hypotension due to low cardiac index, blood flow obstruction,
vasodilatation, or acute vascular dissection. ™12

v/
Nongé(dfé syncope Syncope due to noncardiac causes, which includes reflex syncope, OH, volume depletion, dehydration, and blood loss.'”
Reflex {neu\r‘aﬁ‘%gi ted) Syncope due to a reflex that causes vasodilation, bradycardia, or both.'™-"2
syncope /,7(709

Vasovagal syncope (VV5) Ye 8/“ The most common form of reflex syncope mediated by the vasovagal reflex. VV5: 1) may occur with upright posture
?ﬁan%ng or seated or with exposure to emotional stress, pain, or medical settings; 2) typically is characterized by
diaphcfai'# warmth, nausea, and pallor; 3) is associated with vasodepressor hypotension and/or inappropriate
bradycardi ;‘éqq is often followed by fatigue. Typical features may be absent in older patients.™ WV5S is often preceded
by identifiable Trigﬁé d/or by a characteristic prodrome. The diagnosis is made primarily on the basis of a thorough
history, physical examina{i@{,fgd eyewitness observation, if available.

Carotid sinus syndrome Reflex syncope associated with cm@@zﬁ us hypersensitivity.'' Carotid sinus hypersensitivity is present when a pause =23 s
and/or a decrease of systolic pressure = ! g occurs upon stimulation of the carotid sinus. It occurs more frequently in
older patients. Carotid sinus hypersensitivity caF?/ﬂe\a ociated with varying degrees of symptoms. Carotid sinus syndrome
i= defined when syncope occurs in the presence of caéﬁﬂﬁigus hypersensitivity.

Situational syncope Reflex syncope associated with a specific action, such as cnugl‘ﬁ\%g@u?hing, swallowing, micturition, or defecation. These
syncope events are closely associated with specific physical functions’.o 20 7n

Postural {orthostatic) tachycardia A dinical syndrome usually characterized by all of the following: 1) frequent ;,7 s that occur with standing (eg,
syndrome (POTS) lightheadedness, palpitations, tremulousness, generalized weakness, blurred vision, eéﬁ? #y intolerance, and fatigue); and
2) an increase in heart rate of =30 bpm during a positional change from supine to standing?tff&;‘;iﬂ bpm in those 12-19
y of age); and 3) the absence of OH (>20 mmHg reduction in systolic BP). Symptoms associated ] T5 include those
that occur with standing (eg, lightheadedness, palpitations); those not assocated with particular pn&tunﬁ@eg, bloating,
nausea, diarrhea, abdominal pain); and those that are systemic (eg, fatigue, sleep disturbance, migraine headaches)."™ The
standing heart rate is often »120 bpm."34%2*

Psychogenic pseudosyncope A syndrome of apparent but not true loss of consciousness that may occur in the absence of identifiable cardiac, reflex,
neurclogical, or metabolic causes.

AHA guidelines 2017



Syncopes chez le sujet agé:
cause cardiaque plus fréquente

* 13% sujet jeune

* 20% apreés 60 ans (Romme, Clin Aut Res 2008,
18:127)

* 43% apres 65 (Del Rosso, Am J Cardiol 2005,
96:1431)
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GSC&Q,%”S' cardiopathie ischémique et HTA traités par verapamil et ivabradine (Procoralan)
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Dysfonction sinusale, Echappement jonctionnel 40/min



Mme Boule 93 ans

J,
Pertes de contg(:‘mbgéves dans son fauteuil, malaises debout
. - ’ S ; ’ 7 . . . . .
insuffisance rénale mS(d/%/ee, infection bronchique et urinaire
ATCD de dysfonction sinusgf’é’sg s BB; pas de traitement
TA 110/75 mmHg, Fc 90/min sinJQ@é,geshydratation .
malaise

, 194
Pas d’HTO documentée Vg,
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Fc 60, PA 80/60 mmHg
EEG: des ondes rapides en temporal




Complications de la PC



