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Q: What can I do when first-line measures
are not enough for vasovagal syncope?

o Vasovagal syncope is usually benign,

¢ and although it often recurs, in-
creasing fluid and salt intake and performing
counter-pressure maneuvers are usually suffi-
cient.! However, if patients continue to have
syncopal episodes despite these first-line mea-
sures, other options include drug therapy with
midodrine, fludrocortisone, beta-blockers, or
selective serotonin reuptake inhibitors; ortho-
static training; and, in some cases, pacemaker
implantation. The 2017 guidelines from the
American College of Cardiology, American
Heart Association, and Heart Rhythm So-
ciety (ACC/AHA/HRS) are helpful in the

management of these patients.!

I RATIONALE

Although vasovagal syncope is considered
benign, it can result in injury and can signifi-
cantly affect quality of life.

The diagnosis can often be established in
the initial evaluation with a structured histo-
1y, physical examination, and electrocardiog-
raphy. If the diagnosis is still unclear, tilt-table
testing can be useful and has an ACC/AHA/
HRS class Ila (moderate) recommendation.!
Once the diagnosis of vasovagal syncope is
made, first-line measures can be instituted.

Il FIRST-LINE MEASURES

An explanation of the diagnosis, education on
avoiding triggers such as prolonged standing
and warm environments, coping with poten-
tially stressful visits to the doctor or dentist,
and reassurance that the condition is benign
are all strongly recommended (class I).!
Initial measures include performing physi-
cal counter-pressure maneuvers (class Ila), in-
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creasing salt and fluid intake (class IIb) in the
absence of contraindications, and, in selected
patients, reducing or withdrawing hypotensive
medications when appropriate (class IIb).

Physical counter-pressure maneuvers are
recommended for patients whose syncopal
episodes have a sufficiently long prodromal
period. Maneuvers include the following:

e Leg crossing: crossing the legs while tens-
ing leg, abdominal, and buttock muscles

e Handgrip: maximally contracting a rubber
ball or other object in the dominant hand

Squatting

Limb or abdominal contractions

Arm tensing: contracting both arms by

gripping one hand with the other and ab-

ducting both arms.?

The effectiveness of counter-pressure ma-
neuvers was studied by van Dijk et al* in a
multicenter prospective randomized clinical
trial that included 223 patients with recur-
rent vasovagal syncope associated with pro-
dromal symptoms. They concluded that these
maneuvers decreased the recurrence of synco-
pal episodes, with a relative risk reduction of
0.36 (95% confidence interval 0.11-0.53, P <
.005) and were low-cost and risk-free.

Confirming the diagnosis of vasovagal syn-
cope with tilt-table testing may reassure the
patient. It can also help the patient learn to
identify the symptoms associated with a vaso-
vagal episode, which in turn may encourage
timely use of physical counter-pressure ma-
neuvers at the onset.

The evidence for increasing salt and fluid
intake for patients with vasovagal syncope is
limited. But in the absence of a contraindica-
tion such as hypertension, renal disease, or
heart failure, it may be reasonable to encour-
age the ingestion of 2 L to 3 L of fluid per day
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and a total of 6 g to 9 g of salt per day (around
1 to 2 heaping teaspoons of salt).!

I MEDICAL THERAPY

In patients who continue to have syncopal
episodes despite adequate use of first-line mea-
sures, medical therapy can be considered. Un-
fortunately, evidence supporting drug therapy
for recurrent syncope is limited.> Options in-
clude midodrine (class Ila), fludrocortisone
(class IIb), beta-blockers (class 1Ib), and selec-
tive serotonin reuptake inhibitors (class IIb).!

Midodrine has the strongest recommenda-
tion and is a reasonable option if there is no
history of hypertension, heart failure, or uri-
nary retention. It is a peripheral alpha-agonist
that ameliorates the reduction in peripheral
sympathetic neural outflow responsible for ve-
nous pooling and vasodepression in vasovagal
syncope.**¢

Fludrocortisone results in increased blood
volume due to mineralocorticoid activity. In
the Prevention of Syncope Trial 2 of fludrocor-
tisone vs placebo, patients on fludrocortisone
had a “marginally nonsignificant” reduction
in recurrence of syncope over 1 year (hazard
ratio 0.69, P = .069).7

Opverall, beta-blockers have failed to pre-
vent syncope in randomized controlled trials.
But in a meta-analysis that included patients
from the Prevention of Syncope Trial,® an
age-dependent benefit of beta-blockers was
noted in patients age 42 and older.” Therefore,
a beta-blocker may be a reasonable option in
patients in this age group with recurrent vaso-
vagal syncope.!

Table 1 shows current dosing recommen-
dations for midodrine, fludrocortisone, and a
beta-blocker.

Serotonin has central effects on blood
pressure and heart rate that can induce synco-
pe. However, evidence for the effectiveness of
selective serotonin reuptake inhibitors in the
prevention of recurrent vasovagal syncope has
been contradictory in small trials.!*!!

When choosing a drug, contraindications
should be considered, including possible effects
during pregnancy in women of childbearing age.
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TABLE 1

Dosing recommendations
for recurrent vasovagal syncope

Midodrine* 5 mg 3 times daily, every
6 hours during the daytime;
increase up to 15 mg based

on patient response

Fludrocortisone’ 0.1 mg daily, targeting
a maximum dosage of
0.2 mg daily

25 or 50 mg twice daily, with
intent to increase to 100 mg
twice daily; indicated for
patients age 42 or older

Metoprolol®

Il OTHER MEASURES

Orthostatic training, with repetitive tilt-table
testing until a test is negative, or with daily
standing quietly against a wall for prolonged
periods of time, has not been shown to have
sustained benefit in reducing the recurrence
of syncopal episodes (class IIb recommenda-
tion).!

Dual-chamber pacing can be considered in
carefully selected patients age 40 or older with
syncope and documented asystole of at least
3 seconds or spontaneous pauses of at least 6
seconds without syncope on implantable loop
recorder monitoring (class IIb recommenda-
tion).M*B Strict patient selection increases
the likelihood that pacing will be effective.!
For example, patients with documented asys-
tole during syncope and a tilt-table test that
induces minimal or no vasodepressor response
are more likely to respond than patients with
a positive tilt-table test with a vasodepressor
(hypotensive) response.

Tilt-table testing may also be considered to
identify patients with a hypotensive response
who would be less likely to respond to perma-
nent cardiac pacing.'

Compression garments carry a class Ila rec-
ommendation for orthostatic hypotension,!
but they have not been adequately studied in
vasovagal syncope. [ |

Dual-chamber
pacing can

be considered
in carefully
selected
patients
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