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1. Scope of the document
This Position Paper offers a pragmatic approach to the rationale and requirement for a syncope unit (SU).
The document is addressed to physicians and others in administration, who are interested in establishing a 
Syncope Unit in their hospital, so that they can meet the standards proposed by ESC-EHRA-HRS. 

2. Definitions
2.1 Definition of Transient Loss of Consciousness and Syncope 
Transient loss of consciousness (T-LOC) or faint is a term that encompasses all disorders characterized by 
self-limited loss of consciousness (LOC), irrespective of mechanism. 
Syncope is a transient loss of consciousness (T-LOC) due to transient global cerebral hypoperfusion, and is 
characterized by rapid onset, short duration and spontaneous complete recovery. By including the mechanism 
of unconsciousness, i.e. transient global cerebral hypoperfusion, the current syncope definition excludes other 
causes of T-LOC such as epileptic seizures and concussion, as well as certain common syncope mimics, such 
as psychogenic pseudosyncope.

2.2 Definition of a Syncope Unit
An SU is a facility featuring a standardized approach to the diagnosis and management of T-LOC and related 
symptoms, with dedicated staff and access to appropriate diagnostics and therapies. The SU should also 
take the lead in educating and training clinicians who encounter syncope. Even if the most appropriate term 
describing such an organization should be the more general T-LOC Unit (or Faint Unit), this Task Force 
decided to maintain the term of SU, because it is most frequently used worldwide. 
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3. Rationale for a Syncope Unit - Expected benefit and barriers to set-up a Syncope 
Unit  
There is wide variation in practice of syncope evaluation, and wide variation in adoption of recommendations 
from published guidelines. Absence of a systematic approach to T-LOC incurs higher health and social care 
costs, unnecessary hospitalisations, and diagnostic procedures, prolongation of hospital stays, lower diagnostic 
rates and higher rates of symptom recurrences. Therefore, a systematic approach, by a dedicated service (a 
SU), equipped to evaluate and manage this common problem may ensure better management of T-LOC, 
from risk stratification to diagnosis, therapy and follow-up. The available literature suggests that:
 • SU reduces underdiagnosis and misdiagnosis of syncope 
 • SU reduces hospitalization
 • SU reduces cost of syncope

SUs are not widely established in clinical practice. Possible reasons for this are outlined in Table 1. Barriers 
to establishing an SU include lack of resources, lack of trained dedicated staff and complex presentations to 
multiple settings, necessitating involvement from multiple disciplines. 
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Table 1: Expected benefits and barriers in setting up an SU

Expected Benefits Barriers to establishing an SU

• Specialist opinion for patients 
•	 Early	accurate	and	efficient	diagnosis	
• Timely treatment 
•	 Better	application	of	recommended	guidelines	
•	 Less	duplication	and	fragmentation	of	services	
•	 Single	source	of	communication	for	all	stakeholders	
•	 Shorter	length	of	stay	for	hospital	inpatients	
• Reduction of total care costs 
•	 Better	systems	for	monitoring	and	evaluation	of	practice	
		 at	local,	national	and	international	level	
• Better quality control at local, national and 
		 international	level	
•	 Access	to	harmonised	data	across	different	hospitals	
•	 High	quality,	evidence	based	data	for	research	
•	 Evidence	based	innovation	in	diagnosis,	treatments	
		 and	health	care	model

•	Lack	of	awareness	of	the	benefits	of	an	SU	due	to	
		 inadequate	research	trials	comparing	an	SU	to	normal	
  practice 
•	 Underestimation	of	consequences	of	syncope	
•	 Lack	of	awareness	of	benefit	of	an	SU	on	quality	of	life	
•	 Low	numbers	of	syncope	specialists	
•	 Lack	of	formal	syncope	training	programs
•	 Wide	age	range	from	paediatric	to	oldest	patients	
•	 Skill	sets	required	in	a	number	of	domains	such	as	
		 cardiology,	geriatrics,	paediatrics,	physiology,	neurology	
		 and	psychiatry	
•	 Syncope	not	a	recognized	subspecialty
•	 Reluctance	to	introduce	innovative	proposals
•	 Necessity	to	engage	multiple	stakeholders
•	 Inadequate	reimbursement	of	syncope	core	management	
•	 New	economic	cost	models	required	to	evaluate	an	SU
•	 Fear	of	increasing	costs	by	the	development	of	a	new	
		 structure	instead	of	reducing	them
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4. Structure of the EHRA Syncope Unit 
4.1. General attributes for a Syncope Unit 
The SU can be virtual or based in a predefined location such as a unit associated with the ED, an ambulatory 
clinic or employ a combination of approaches. The model of SU should be the best fit for local practice. 
No single syncope care service model is suitable for all health care systems. The skill mix of the model and 
leadership depends on the specialty designated to take a lead, the setting and referral sources. There are 
existing models in which cardiologists (commonly with an interest in cardiac pacing and electrophysiology), 
neurologists (commonly with an interest in autonomic disorders and/or epilepsy), internists (commonly 
with an interest in cardiovascular physiology and autonomic disorders), emergency doctors and geriatricians 
(commonly with an interest in age-related cardiology or falls) each may lead syncope facilities. There is no 
evidence for superiority of any model.
When establishing a unit the lead clinician should have knowledge of catchment area for referrals and 
projected volume in order to estimate staff requirements and to tailor the scope of referrals to available 
resources. The volume of activity and the number of personnel largely varies based on the model of SU and 
local organization. No empirical figures can therefore be given. However, since the aim of this document is 
to provide practical advice to stakeholders who are interested in setting-up an SU, as a general guide, this 
Task Force estimates that one syncope specialist and one technician need to work the equivalent of one full 
working day per week for every 100,000 inhabitants of the catchment area. 

4.3 Structure of the EHRA Syncope Unit
The proposed structure of the EHRA SU is shown in the Consensus Statement 1. The role of physician and 
staff in performing procedures and tests is shown in the Table 2.



6

Consensus Statement 1 – Structure of the EHRA Syncope Unit

Staffing of an SU is composed of:
1.	 One	or	more	physicians	of	any	specialty	who	are	syncope	specialists.	Owing	to	the	multidisciplinary	nature	of	T-LOC	 
	 management,	each	SU	should	identify	specific	specialists	for	SU	and	for	consultancies.
2.	 A	team	comprised	of	professionals	who	will	advance	the	care	of	syncope	patients.	These	may	be	physicians,	specialised/trained	
	 nurses	or	others	who	bring	multidisciplinary	skills	to	the	facility,	coupled	with	administrative	support.	The	roles	
	 played	by	members	of	the	team	may	vary	according	to	local	circumstances	and	individual	skill.	Nurses	may	be	expected	
	 to	take	very	important	roles	including	initial	evaluation	of	patients,	follow-up	clinic	assessments,	selection	of	investigations	
	 including	tilt	testing	and	implantation/insertion	of	ECG	loop	recorders	according	to	pre-defined	protocols	and	local	regulations.
3.	 Given	that	the	SU	is	integrated	within	a	hospital	organization,	syncope	specialists	and	staff	are	not	necessarily	employed	
	 full-time,	but	frequently	have	other	duties	depending	on	the	volume	of	activity	in	the	SU.

Facility, Protocol and Equipment
1.	 An	SU	will	deliver	most	of	its	care	to	out-patients	in	addition	to	ED	and	in-patients
2.	The	SU	should	follow	an	internal	protocol,	which	applies	to	diagnosis	and	management	and	is	agreed	by	stakeholders
3.	 An	equipped	facility	must	be	available
4.	 Essential	Equipment/tests:
	 -	12-lead	ECG	and	3-lead	ECG	monitoring
	 -	non-invasive	beat-to-beat	blood	pressure	monitor	with	recording	facilities	for	subsequent	analysis
	 -	tilt-table
	 -	Holter	monitors
	 -	external	loop	recorders
	 -	follow-up	of	implantable	loop	recorders	(*)
	 -	24-hour	blood	pressure	monitoring
	 -	Basic	autonomic	function	tests
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Consensus Statement 1 – Structure of the EHRA Syncope Unit (continued)

Facility, Protocol and Equipment (continued)
5.	Established	procedures	for:	
	 -	Echocardiography
	 -	Electrophysiological	studies
	 -	Stress	test
	 -	Neuroimaging	tests
6.	Specialists’	consultancies	(cardiology,	neurology,	internal	medicine,	geriatric,	psychology),	when	needed

Therapy
	Syncope	patients	will	receive	their	therapy	under	the	care	of	the	SU	unless	expertise	outside	that	of	the	unit	is	required.

Database Management
The	SU	is	required	to	keep	medical	records	that	should	also	include	follow-up	when	appropriate.	The	database	will	also	offer	the	
possibility	of	collaborative	research	with	other	SUs.

(*) implantation of loop recorders may be performed either by SU physicians or by external cardiologists upon request of the SU physicians
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The	“Syncope	Specialist”
The Syncope Specialist has responsibility for the comprehensive management of the patient from risk 
stratification to diagnosis, therapy and follow-up, through a standardized protocol. The syncope specialist 
requires specific knowledge. A syncope specialist is a physician who has sufficient knowledge of historical 
clues and physical findings to recognise all major T-LOC forms, including mimics, as well as syndromes of 
orthostatic intolerance.

Syncope specialists need not all have the same skill levels, but the SU as a whole must be able to provide a 
minimum skill set, so a combination of specialty skills is optimal. These conclusions are specified in Consensus 
Statement 2 

The	staff
Most of the work is undertaken by nursing/technical staff. This requires specific skill and competence. In 
addition to assisting the syncope specialist, the specialized nurse/technician will perform procedures and tests 
(under physician supervision) provided that they are based on internal protocols and rules. (Table 2)
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Procedure or test SU 
Physician

SU 
Staff

Non-SU 
personnel

History	taking x

Structured	history	taking	
(e.g.,	application	of	software	
technologies	and	algorithms)

x

12-lead	ECG x

Blood tests x

Echocardiogram	and	imaging x

Carotid	sinus	massage x

Active	standing	test x

Tilt	table	test (x)* x

Basic autonomic function test x x

ECG	monitoring	(Holter,	
external	loop	recorder):	
administration and 
interpretation 

x x

Implantable	loop	recorder x (x)	**

Procedure or test SU 
Physician

SU 
Staff

Non-SU 
personnel

Remote	monitoring x

Other	cardiac	tests	(Stress	
test,	electrophysiological	
study,	angiograms)

x

Neurological	tests	(CT,	MRI,	
EEG,	video-EEG)

x

Pacemaker	and	ICD	
implantation,	catheter	ablation

x

Patient’s education, 
biofeedback	training	(***).	and	
instruction	sheet	on	counter	
pressure	manoeuvres	

x x

Final report and clinic note x

Communication	with	patients,	
referring	physicians	and	
stakeholders.	

x x

Follow-up x x

Table 2: The role of physician and staff in performing procedures and tests

* physician need not to be in the room, but a physician adequately trained in resuscitation needs to be in the area of the test
** current practice limited to few countries 
*** Biofeedback means that the training session of the counter pressure manoeuvres consists of biofeedback training using a continuous blood pressure 
monitor. Each manoeuvre is demonstrated and explained. The manoeuvres are practiced under supervision, with immediate feedback of the recordings to 
gain optimal performance (54)
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Consensus Statement 2 - Competence and skills mix of physicians and staff required for syncope 
management in a Syncope Unit

Major and minor category 1. Diagnostic Skills per 
syncope specialist

2.SU access to 
Ancillary Tests 3. SU ancillary tests

Syncope Reflex Specialist	knowledge Full TT,	CSM,	24	hr	BP,	ELR-ILR

Syncope due to OH Specialist	knowledge Full TT,	24	hr	BP,	autonomic	testing

Cardiac	syncope 	Specialist	knowledge Full/preferential	 ECG,	telemetry,	ELR-ILR,	Echo,	EPS

Epileptic 
seizures

General	medical	knowledge Preferential EEG,	video-EEG	monitoring,	home	
video,	neuroimaging

Psychogenic 
T-LOC

PPS General	medical	knowledge Full/Preferential	 TT,	preferentially	with	video-EEG	
monitoring,	home	video

PNES General	medical	knowledge Preferential video-EEG	monitoring,	home	video
BP = blood pressure; CSM = Carotid sinus massage; Echo = echocardiogram; EEG = electroencephalogram; ELR = external loop recorder; 
EPS = electrophysiological testing; ILR = implantable loop recorder; OH = orthostatic hypotension; PNES = psychogenic non-epileptic seizure;
PPS = psychogenic pseudosyncope; TT = tilt table test
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Legend	
 • The levels described here concern the SU as a whole, not those of individual physicians, except for  
  column 1: the requested level of minimum basic diagnostic skills applies to each syncope specialist. 

1.	Diagnostic	Skills	per	Syncope	Specialist
These skills refer to history taking and physical examination only.
 • ‘General medical knowledge’: this is the level stipulated by medical education, i.e., the knowledge medical  
  students are required to have in order to pass medical examinations. 
 • ‘Specialist knowledge’: this is the level required for specialty examination; when no specialty demands are  
  available as for reflex syncope, the specialist level denotes the ability to recognise rare forms occurring  
  once in about 200 cases. 
 
2.	SU	Access	to	Ancillary	Tests
Ancillary diagnostic skills concern all diagnostic tests not covered under column 1.
 • Full access: the SU carries out the test. 
 • Preferential access : the SU does not usually carry out the test but has preferential access to the  
  tests/services in question

3.	SU	Ancillary	tests
This is an overview of the most likely test required for the disorder in question
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5. Comprehensive Care
The possibility of providing a comprehensive standardized syncope management of the patient from risk 
stratification to diagnosis, therapy and follow-up characterizes and distinguishes a Syncope Unit (Figure 1). 

TLOC – certain/suspected syncope

Follow-up

Diagnosis pathway

Risk stratification

Core evaluation & tests
directly performed
by SU personnel

Other tests/consultations
Fast track access to tests
or the proper specialist

Core therapy
directly performed
by SU personnel

Other therapies
Fast track to
the specialist

Admit patients
at high risk

directly performed by SU or
other specialty as appropriate

Treatment pathway

Diagnosis not yet established
diagnosis needed

Diagnosis already established
treatment needed

Figure 1: Framework for a comprehensive management of patients with T-LOC of certain/suspected 
syncopal nature referred to the Syncope Unit. Core evaluation and therapy depend on each model of 
care delivery, with a minimum acceptable set described in Consensus Statement 1. 
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5.1 Referrals, access criteria
Referral can be directly from family practitioners, ED, in-hospital and out-hospital services, or self-referral 
from the patient. A fast track access, with separate waiting list and scheduled follow-up visits is recommended. 
In particular, patients at low/intermediate risk admitted to the ED should benefit from such a fast track (so-
called “protected discharge” or “advanced access”’ with an appointment for early assessment), in order to 
reduce hospitalization rate, directly from the ED or after a short stay in the Short Observation unit of the ED 
as part of an internal protocol for risk stratification of intermediate risk ED patients. 

Who should access the SU? 
 • Patients affected by T-LOC of suspected syncopal nature who, because of frequency or severity of the  
  episodes, need to establish a diagnosis and to ascertain the need for a specific therapy. 
 • Patients with an already established diagnosis in order to receive a specialist’s consultancy on the best  
  evidence-based therapy or to start specific treatment, i.e., those listed in Consensus Statement 4.
 • Patients who need follow-up to make a final diagnosis or assess efficacy of therapy (see section 5.3)

Who should not access the SU? 
 • Patients with a certain diagnosis and/or an established indication for therapy, e.g., patients with bradycardia  
  with guideline-based indications for cardiac pacing. 
 • Patients in whom syncope is a symptom secondary to underlying disease which requires urgent and  
  specific diagnostic and therapeutic pathways which cannot be followed within an SU e.g., syncope due  
  to acute myocardial infarction or acute bleeding. 
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5.2 Management modalities
Diagnostic	pathway
Diagnostic assessment consists of core assessment directly performed by the personnel of the Syncope Unit 
and, when appropriate, by a fast track access to any other tests and specialist visits which are not directly 
performed in the SU. 

 Consensus Statement 3 – Tests and assessments available in a Syncope Unit

Initial assessment History	&	physical	evaluation	including	3-min	orthostatic	BP	measurement*
12-lead	standard	ECG	

Subsequent tests and assessments (only when indicated)

Blood tests Electrolytes,	Haemoglobin,	troponin,	BNP,	glucose,	D-dimer,	Hemogasanalysis/O2	saturation,	

Provocative tests Carotid	sinus	massage,	Tilt	table	test

Monitoring External	loop	recording,	Implantable	loop	recording,	Ambulatory	1-7	days	ECG	monitoring,	24-48	
hour	BP	monitoring	

Autonomic function tests Standing	test,	Valsalva	manoeuvre,	deep	breathing	test,	cold	pressor	test	and/or	established	
procedures	for	access	to	other	autonomic	function	tests

Cardiac evaluation Established	procedures	for	access	to	echocardiogram,	stress	test,	electrophysiological	study,	
coronary	angiography

Neurological evaluation Established	procedures	for	access	to	neurological	tests	(CT,	MRI,	EEG,	video-EEG)	
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 Consensus Statement 3 – Tests and assessments available in a Syncope Unit (continued)

Geriatric evaluation Established	procedures	for	access	to	fall	risk	assessment	(cognitive,	gait	and	balance,	visual,	
environmental)	and	for	gait	and	balance	retraining	

Psychological or 
psychiatric evaluation

Established	procedures	for	access	to	psychological	or	psychiatric	consultancy	(mental	health	
problem	or	psychogenic	syncope)

 Consensus Statement 4 – Treatments available in a Syncope Unit 

Reflex syncope -	 Structured	education	on	management	of	risk	factor	for	prevention	of	reflex	syncope
	 (including	adequate	fluid	and	salt	intake)
-	 Biofeedback	training*and	instruction	sheet	on	counter	pressure	manoeuvres	and	leg/abdomen	 
	 elastic	stocking
-	 Established	procedures	for	access	to	pacemaker	implantation
-	 Modification	of	culprit	drugs
-	 Prescription	of	vasoconstrictor	drugs

*Postural Orthostatic tachycardia may require longer stands

Treatment	pathway
Even if the model of therapy delivery is that which is most appropriate to existing practice and resources, 
those listed in Consensus Statement 4 are the minimum core treatments that should be provided directly by 
the SU staff. 
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 Consensus Statement 4 – Treatments available in a Syncope Unit (continued)

Orthostatic hypotension -	 Structured	education	session	on	management	of	risk	factor	for	prevention	of	orthostatic	
	 hypotension	(including	adequate	fluid	and	salt	intake	and	care	during	orthostatic	changes	after	
	 prolonged	periods	lying	or	sitting)
-	 leg/abdomen	elastic	stocking
-	 Modification	of	culprit	hypotensive	drugs
-	 Prescription	of	antihypotensive	drugs,	vasoconstrictor	drugs

Cardiac syncope -	 Established	procedures	for	access	to	pacemaker	implantation,	catheter	ablation	of	arrhythmias,	
	 ICD	therapy	and	other	surgical	interventions
-	 Prescription	of	antiarrhythmic	drugs

Falls Structured	education	on	management	of	risk	factor	for	fall	prevention	

Psychogenic pseudosyncope 
(functional)

Established	procedures	for	access	to	psychotherapy

Epilepsy Established	procedures	for	access	to	neurology	care

ICD = Implantable cardiac defibrillator.
* Biofeedback means that the training session of the counter pressure manoeuvres consists of biofeedback training using a continuous blood pressure 
monitor. Each manoeuvre is demonstrated and explained. The manoeuvres are practiced under supervision, with immediate feedback of the recordings to 
gain optimal performance (54).
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5.3 Final report 
Once the work-up is complete and a therapy is prescribed, the patient and referring practitioner should 
receive a written comprehensive final report and be referred back to the referring physician. The framework 
of a structured final report is described in Table 3 and Table 4.
Table 3: Framework of a structured final report (clinic note)

Chief complaint Use	definition	recommended	by	the	ESC	guidelines	on	syncope	reported	in	the	table	6

Present illness 1)	 Circumstances	just	prior	to	the	T-LOC	event	(predisposing	factors,	triggers,	body	position,	
	 activity,	signs	and	symptoms	of	autonomic	activation,	accompanying	symptoms,	prodromes)
2)	 Features	of	the	attack	(eyewitness),	duration,	recovery,	consequences	(trauma)
3)	 Previous	T-LOC	episodes	(number,	date	of	occurrence,	features,	previous	tests	and	treatments)

Past medical history 1)	 Description	of	underlying	diseases
2)	 Medications
3)	 Social	history
4)	 Family	history

Physical examination Findings

Electrocardiogram Findings

Tests List	and	report	of	the	relevant	findings	of	the	tests	performed

Assessment and diagnosis Description	of	the	findings	that	led	to	the	final	diagnosis

Plan/Treatment Suggested	further	diagnostic	tests	or	treatment	with	an	explanation	of	the	expected	results,	as	
appropriate

Follow-up modality Description	and	eventual	appointment	for	further	visits
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Table 4: Classification and criteria used to establish a certain/likely diagnosis (derived from the 2009 
ESC guidelines) on syncope to be reported in the final report

Classification of T-LOCs Diagnostic features

Reflex 
syncope 
(neurally-
mediated)

Classical	
Vasovagal	
Syncope	(VVS)

If	the	syncope	was	precipitated	by	emotional	distress	(fear,	severe	pain,	medical	
instrumentation	procedures)	or	prolonged	standing	and	was	associated	with	typical	
prodrome.

Carotid	sinus	
syncope

If	the	syncope	was	reproduced	by	10	seconds	of	bilateral	sequential	carotid	sinus	massage,	
supine	and	erect,	in	the	presence	of	asystole	>3	s	and/or	fall	in	systolic	blood	pressure
>50	mmHg	and	in	the	absence	of	competing	diagnoses.

Situational 
Syncope

if	the	syncope	occurred	during	or	immediately	after	urination,	defecation,	coughing,	laughing	
or	swallowing,	etc.

Atypical Form If	the	syncope	occurred	with	uncertain	or	even	apparently	absent	triggers.	The	diagnosis	
then	rests	less	on	history	taking	alone,	and	more	on	the	exclusion	of	other	causes	of	syncope	
(absence	of	structural	heart	disease)	and	on	reproducing	similar	symptoms	with	tilt	testing.

Orthostatic 
Intolerance

Orthostatic	
hypotension

If	syncope	occurred	after	standing	up	and	symptomatic	orthostatic	hypotension	was	
documented.	In	the	“Initial	form”,	orthostatic	hypotension	occurs	immediately	on	standing	
then	spontaneously	and	rapidly	returns	to	normal	within	30	s.	In	the	Classical	form	
orthostatic	hypotension	occurs	after	30	s	but	within	3	minutes	after	active	standing	up,	
while	in	Progressive	(delayed)	form	–	usually	diagnosed	by	means	of	tilt	testing	-	progressive	
orthostatic	hypotension	occurs	more	than	3	minute	after	standing	up.

Postural 
tachycardia	
syndrome	(POTS)

If	the	symptoms	of	orthostatic	intolerance	are	precipitated	by	an	increase	in	heart	rate	
>30	bpm	(>40	bpm	in	patients	12	to	19	year	old)	vs.	supine	and	absence	of	orthostatic	
hypotension.
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Table 4: Classification and criteria used to establish a certain/likely diagnosis (derived from the 2009 
ESC guidelines) on syncope to be reported in the final report (continued)

Classification of T-LOCs Diagnostic features
Cardiac Cardiac	arrhythmia If	the	class	I	diagnostic	criteria	of	the	ESC	guidelines	(1,2)	were	met	during	prolonged	

ECG	monitoring	or	by	means	of	electrophysiological	study;	cardiac	arrhythmia	also	
included	the	case	of	patients	with	severely	depressed	ejection	fraction	who	had	a	
definite	indication	for	ICD	regardless	of	the	mechanism	of	syncope.

Structural cardiac or 
cardiopulmonary 

If	the	patient	was	affected	by	acute	cardiac	ischaemia	or	other	acute	
cardiopulmonary	diseases	or	prolapsing	atrial	myxoma	or	severe	aortic	stenosis	
or	hypertrophic	obstructive	cardiomyopathy,	etc.

Non-
syncopal 
attacks

Epilepsy,	unexplained	fall,
psychogenic	pseudosyncope	
(functional),	vertebro-basilar,
metabolic	disorders,	etc.

If	the	episode	of	transient	loss	of	consciousness	was	initially	attributed	to	a	syncopal	
condition	but	the	subsequent	evaluation	demonstrated	a	non-syncopal	mechanism	
(i.e.,	epilepsy,	vertebro-basilar	ischemic	attack,	unexplained	fall,	or	psychogenic	
[functional]	pseudo-syncope),	hypoxia,	intoxication,	cataplexy,	drop	attacks).

Unexplained syncope/T-LOC In	those	patients	without	any	of	the	above	diagnosis.

5.4 Follow-up 
The patient should still be periodically followed-up by the SU staff for three main purposes:
 1. to assess the efficacy of treatment and re-evaluation in the case of syncope recurrence
 2. to establish a diagnosis in those patients with unexplained syncope who are undergoing prolonged 
  ECG monitoring with external or implantable loop recorders
 3. to contribute to the program of quality control of the SU (follow-up database, audit, etc.).

The follow-up process can be easily performed via phone interview or other tools e.g. web-based.
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6. Quality Indicators
Based on the data presented in the previous sections, this Task Force believes that reasonable goals (expected 
benefits) of the EHRA SU should be those listed in the Consensus Statement 5. 
Consensus Statement 5 – Quality indicators 

Quality Indicator Process Indicator Desirable 
outcome target Comments

1 - Syncope Unit
To	reduce	the	rate	of	
unexplained	T-LOC	

At	least	70%	of	patients	receive	a	
definite	diagnosis	(according	to	ESC	
guidelines	definitions)	

Absolute	rate	of	
unexplained	T-LOC	
≤20%	

Data	from	published	literature	indicate	
that	a	reasonable	goal	is	to	achieve	an	
absolute	rate	of	unexplained	T-LOC	
≤20%	(See	Section	3).

To	reduce	the	rate	of	
hospitalization
(in	patients	at	
intermediate-high	risk	
from	ED)

At	least	20%	of	patients	with	
unexplained	syncope	after	initial	ED	
evaluation	have	fast-track	access	to	
SU	for	early	assessment	

≤20%	of	patients	with	
unexplained	T-LOC	
admitted	after	ED	
initial	evaluation	
(according	to	ESC	
guidelines	definition)	

Data	from	published	literature	indicate	
that	a	reasonable	goal	is	to	achieve	an	
absolute	rate	of	admissions	≤20%	(See	
Section	3).	

To reduce costs per 
patient

At	least	20%	reduction	in	costs	
relative	to	usual	local	practice	

Applies	to	new	services

To	improve	the	
outcome

Less	than	5%	re-admissions	for	
syncope recurrence in patients 
with	an	established	and	successfully	
treated	diagnosis	(according	to	ESC	
guidelines	definitions)

Less	than	20%	of	
paced	patients	have	
recurrence of syncope 
at 1 year 

Older	patients	who	have	more	than	
one	attributable	cause	of	T-LOC	may	
experience	recurrence	of	symptoms	
due	to	other	causes	such	as	autonomic	
dysfunction and medication



21

Consensus Statement 5 – Quality indicators (continued)

Quality Indicator Process Indicator Desirable 
outcome target Comments

2 - Personnel
Leadership One	physician	leading	the	SU The	leader	is	usually	one	of	the	

Syncope	Specialists	of	the	SU.	
(See	Specialist	Consensus	Statement	1).

Staff A	dedicated	trained	staff	(specifics	
for	training	should	map	the	T-LOC	
diagnoses	and	treatments)

The	credentialing	and	the	number	of	
staff	would	vary	according	to	the	size	
and	organization	of	the	local	practice

Training Syncope Specialist and Staff 
attend	regular	training	program	
and conferences in addition to 
accreditation	program	

At	present,	the	field	lacks	structured	
accreditation	for	T-LOC/Syncope

3 - Operations
Number	of	patients At	least	100	new	cases	per	year	

per	SU
This	is	the	minimum	number	necessary	
in	order	to	develop	and	maintain	
expertise	for	1	syncope	specialist	and	
1	staff	personnel	and	for	the	SU	to	be	
cost-efficient	
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Consensus Statement 5 – Quality indicators (continued)

Quality Indicator Process Indicator Desirable 
outcome target Comments

Tests -	 >95%	of	patients	have	a	
		 documented	ECG	
-	 >90%	of	patients	have	
		 documented	orthostatic	tests	
-	 >90%	have	carotid	sinus	massage,	
		 tilt	table	test,	external	loop	
		 recorder	and	implantable	loop	
		 recorder	performed	according	to	
		 ESC	guidelines	indications	

Waiting	list	(first	visit	
and	follow-up)

-	 70%	of	low	risk	patients	seen	
		 within	3	months
-	 90%	of	intermediate	risk	patients	
		 seen	within	2	weeks
-	 No	waiting	list	for	high	risk	
  patients 
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