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SYNCOPE 
Aba Osseo-Asare, MD 

Week 8 
 

Educational Objectives: 
 

1. Describe the differential diagnosis of syncope 
2. Recognize the features of syncope that require further cardiac investigations 
3. Develop a diagnostic algorithm to work-up patients presenting with syncope 

 
 

CASE ONE: 

 
Ms. SN is brought to your office by her friend who is worried that the patient “passed out” 
yesterday. Ms. SN is a 41-year-old lady with a history of seasonal allergies, depression, and 
asthma. She is embarrassed that her friend brought her to the doctor’s office. Ms. SN tells 
you that she was having a latte with her friend yesterday at a local coffee shop. She had been 
feeling fine all day, but as they rose to leave the coffee shop, everything “went blank” and 
she fell to the floor. She “came to” a few seconds later. Nothing unusual preceded the event. 
Her friend witnessed the whole event and says that there were no abnormal movements 
during the episode. Ms. SN recalls something similar happening to her a few years ago at a 
comedy show, but she brushed it off and never sought medical care. 
 

 
Questions: 
 

1. How prevalent is syncope in the United States? Describe the cost burden of syncope 
to the healthcare system. 
 
 
 
 

2. Define syncope. Does this patient present with syncope? What is your differential 
diagnosis for her presentation?  
 
 
 
 
 

3. How does the history help narrow your differential for syncope? At this point, what 
do you think is the most likely etiology of Ms. SN’s symptoms? What other 
information would you like to have to help clarify the diagnosis? 
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CASE ONE CONTINUED: 

 
Upon further history, Ms. SN tells you that she runs two miles several times a week without 
experiencing any symptoms. No one in her family has ever had any heart problems. She uses 
fluticasone for her seasonal allergies and an albuterol inhaler twice a month for her asthma. 
She was formerly maintained on escitalopram alone for her depression, but her psychiatrist 
started a low dose of amitriptyline last week to help optimize her mood. Her depression has 
been classified as moderate. She has no history of self-harm attempts and has never had any 
hospital visits for her depression. Her vitals reveal a blood pressure of 124/72 and a heart 
rate of 90 lying down. Upon standing, blood pressure is 102/68 with a heart rate of 98.  On 
exam, she appears comfortable with an appropriate affect. Heart, lung, and neurologic 
examination are unremarkable. An EKG and basic labs are within normal limits.  Her 
friend wants to know if Ms. SN should be admitted to the hospital, but Ms. SN is very eager 
to leave your office. 
 

 
4. In general, which features of syncope are more suggestive of a cardiac etiology? Does 

Ms. SN have any of these features? 
 
 
 
 

5. What decision aides can you use to help you determine if Ms. SN is in danger of a 
serious adverse event, and may benefit from being admitted to the hospital? 
 
 
 
 
 

CASE TWO: 

 
Mr. AZ schedules an urgent care visit. He is a 47-year-old man with obesity, tobacco 
dependence, and high blood pressure. He tells you that he fainted twice in the last week 
while doing chores. There were no warning signs, but he did feel his heart “skipping a beat” 
right before the second episode. He’s worried because a few of his family members 
“dropped dead for no reason” before the age of 50. He hasn’t seen a doctor in almost 10 
years and takes no medications. He works as a cashier in a local department store. His vital 
signs reveal a blood pressure of 158/94 but are otherwise within normal limits. Orthostatic 
vital signs are negative. A comprehensive physical exam reveals no abnormalities. His EKG 
is significant for a prolonged S wave upstroke and inverted T waves in V1-V3. 
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6. Are there any tests that should be ordered on all patients with syncope? What is an 
appropriate diagnostic algorithm for patients presenting with syncope? What further 
work-up is indicated for Mr. AZ? 
 
 
 
 

CASE TWO CONTINUED: 

 
You send Mr. AZ to the hospital given his concerning EKG findings and a history 
suggestive of cardiac syncope. He is evaluated by cardiology. A transthoracic 
echocardiogram reveals an enlarged right ventricular outflow tract and reduced right 
ventricular systolic function. A cardiac MRI is obtained, confirming a depressed right 
ventricular fraction of 27% and revealing regional right ventricular wall motion 
abnormalities. 
 

 
7. What is Mr. AZ’s diagnosis? What is the prognosis for patients with his condition? 
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CME Questions: 
 

1. Which feature is not associated with cardiac syncope? 
 

a. Lack of prodrome 
b. Age > 60 years 
c. Male sex 
d. Frequent prior episodes of syncope 
e. Syncope in the supine position 

 
 

2. Which of the following medications are potential causes of orthostatic syncope? 
 

a. Chlorthalidone, trazodone, levodopa, and amiodarone 
b. Chlorthalidone alone 
c. Amiodarone and trazodone 
d. Chlorthalidone, isosorbide mononitrate, and amiodarone 
e. Chlorthalidone, trazodone, amiodarone, isosorbide mononitrate, and levodopa 

 
 

3. Multiple guideline committees recommend which test(s) for the initial work-up of 
syncope, regardless of suspected etiology? 
 

a. EKG alone 
b. Holter monitor 
c. EKG and orthostatic vital signs 
d. EKG and telemetry monitoring 
e. Head CT and carotid ultrasound 

 
 
 


