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Syncope Pathway for Emergency Department & Secondary Care QEUH

Definite or possible total loss of consciousness (T-LOC)
Provisional Diagnosis and Risk StratificationSuspected Seizure Other Causes of collapse

First Seizure Clinic Refer as appropriate

Suspected Syncope – Assessment Advice
(NB Hospital admission is not routinely indicated 

unless there is injury, or specific high risk features  
are present)

Vasovagal Syncope (VVS):
Diagnose if:
•	 Features suggestive of VVS e.g. 

Posture, Provoking factors, 	   
Prodromal symptoms

•	 No features to suggest a more 
plausible alternative cause (NB: 
transient myoclonic jerks and 
urinary incontinence can be a 
feature of VVS)

•	 No high risk ECG abnormalities

Orthostatic Hypotension (OH)
Diagnose if:
•	 The history is suggestive of OH
•	 Evidence of OH during lying 	

and standing BP assessment
•	 No features to suggest a more 

plausible alternative cause
•	 No high risk ECG abnormalities

Situational Syncope:
Diagnose if:
•	 Syncope provoked by a specific 	

action (eg micturition, coughing, 
swallowing)

•	 No features to suggest a more 
plausible alternative cause 

•	 No high risk ECG abnormalities

Cardiogenic Syncope
Suspect if:
•	 ECG abnormality (eg LBBB, WPW, long QT, 		

	 overt arrhythmia)
•	 Structural or ischaemic heart disease, heart 		

	 failure
•	 Syncope while supine 
•	 Syncope on exercise (NB syncope after 

exercise often vasovagal)
•	 Syncope without prodrome (esp. >65 yrs)
•	 Family history sudden cardiac death <40 yrs
•	 Syncope preceded by palpitationsSuspected Syncope – Referral Advice

Discharge with information letter 
to Primary Care

•	 Uncomplicated and infrequent 
VVS or OH. 

•	 Uncomplicated and infrequent 
situational syncope (e.g cough, 
swallowing, or micturition 
syncope)

Discharge with routine referral 
to Rapid Access Syncope Clinic 
(RASCL)

•	 Syncope of unknown cause 
without high risk ECG features

•	 Frequent VVS or OH - may  
require referral if multiple, 
life-affecting episodes persisting 
despite initial management

Consider discharge with urgent 
referral to Cardiology Clinic or Rapid 
Access Syncope Clinic (RASCL)

•	 Suspected cardiogenic syncope

•	 Frequent recurrent unexplained 
syncope 

•	 Injury as a result of syncope

•	 Occupational or driving 
implications

Patients who may require immediate 
admission to Hospital 

•	 Causative arrhythmia identified

•	 Injury requiring hospitalisation

•	 High probability of cardiogenic 
syncope, especially if <12 hours of 
presentation, or multiple episodes 

•	 Other factors may influence the 
need for admission e.g. frailty, co-
morbidities

NB: Remember to advise patients about driving (see Driving Guidelines).
Do not refer alcohol related blackouts to Syncope Service.


