Synkopa:
diagnostika a lécba
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Definice

* Prechodna ztrata védomi v dusledku
kratkodobe globalni mozkove hypoperfuze,
charakterizovana nahlym zacatkem,
kratkym trvanim a spontani rychlou
upravou...
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Synkopa

e zavazny zdravotni problem

e vysoka prevalence (= 3 % dospelych trpi
opakujici se synkopou)

e vysoka incidence (6%) 1 ve stari (nad 75
let)

e 1-3 % akutnich vysetreni v prijmovych
ambulancich nemocnic

e 1-6 % hospitalizaci
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Ekonomicke aspekty

» Pacienti se synkopou jsou casto prijati do
nemochice a vysetrovani pomoci cele rady
instrumentalnich vykonu

« VV USA byl pro potfeby Medicare spocitan prumér
4132 USD na jednu dimisi u nemocného
vysetrovaného pro synkopu

* Ve Velké Britanii toto Cislo tvorilo £ 1080
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Pathophysiological basis of the classification
Reflex Syncope

Syncope secondary
to OH

M A t | E H rt | 2 30 2631—2671 INSTITUT KLINIC “KE A EXPERIMENTALNI MEDICINY au
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Klasifikace synkop

« Reflexni (nervové zprostredkovana)
— Vasovagalni
— Situacni
— Karoticka
— Atypickeé formy

« Synkopa pfi ortostatické hypotenzi
— Primarni autonomicke selhani
— Sekundarni autonomické selhani
— Léky zpUsobena
— Deplece objemu

« Kardialni (kardiovaskularni)
— Arytmicka (brady vs tachy)
— Strukturni onemocnéni

— DalSsi (plicni embolie, disekce aorty..) LB YRR LI

subclavian steal syndrome
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Ortostaticka intolerance

Table 5 Syndromes of orthostatic intolerance which may cause syncope

Classification Test for diagnosis Time from Pathophysiology Most frequent symptoms Most frequent associated
standing to conditions
symptoms
Initial OH Beat-to-beat SBP on 0-30s Mismatch between CO and SVR Lightheadedness/dizziness, visual disturbances a Young, asthenic subjects, old
lying-to-standing test few seconds after standing up, (syncope rare) age, drug induced
(active standing) (a-blockers), CSS
Classical OH (classical Lying-to-standing test 30 5-3 min Impaired increase in SVR in autonomic fallure  Dizziness, pre-syncope, fatigue, weakness, Old age, drug induced (any
autonomic failure) (active standing) or tilt resulting in pooling of blood/or severe palpitations, visual and hearing disturbances vasoactive drugs and
table volume depletion over-riding reflex (syncope rare) diuretics)
adjustments
Delayed (progressive) Lying-to-standing test 3-30 min Progressive fall in venous return: low CO, Prolonged prodrome (dizziness, fatigue, Old age, autonomic failure,
OH (active standing) or tilt diminished vasoconstriction capacity weakness, palpitations, visual and hearing drug induced (any
table (failing adaptation reflex),no reflex disturbances, hyperhydrosis, low back pain, neck  vasoactive drugs and
bradycardia or precordial pain) frequently followed by rapid diuretics), co-morbidities
syncope
Delayed (progressive)  Tilt table 345 min Progressive fall in venous returmn (as above)  Prolonged prodrome (dizziness, fatigue, Old age, autonomic failure,
OH + reflex followed by vasovagal reaction (active weakness, palpitations, visual and hearing drug-induced (any
syncope reflex including reflex bradycardia and disturbances, hyperhydrosis, low back pain, neck  vasoactive drugs and
vasodilation) or precordial pain) always followed by rapid diuretics), comorbidities
syncope
Reflex syncope (VVS)  Tilt table 3-45 min Initial normal adaptation reflex followed by  Clear prodrome (‘classic’) and triggers alwayss Young healthy, female
triggered by rapid fall in venous return and vasovagal followed by syncope dominance
standing reaction (active reflex including reflex
bradycardia and vasodilation)
POTS Tilt table Variable Uncertain: severe deconditioning, inadequate  Symptomatic marked heart rate increases and Young female
venous return or excessive blood venous instability of blood pressure. No syncope
pooling advocated

CO = cardiac output: CSS = carotid sinus syndrome; OH = orthestatic hypotension; POTS= postural orthostatic tachycardia syndrome; SBP = systolic blood pressure; SVR = systemic vascular resistance; VVS= vasovagal syncope.
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Synkopa

3 Klicove otazky

* je ztrata vedomi skutecne synkopou?

¢ existuji anamnestickeé udaje, ktere
svedci pro urcitou diagnozu?

® je pritomno srdeCcni onemocneni?
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1) Je ztrata vedomi synkopou?

e Dirdg nesynkopamnich saava

e Onemocnéni pripominajici synkopu poruchou nebo ztratou védomi
* Metabolické choroby (hypoglykémie, hypoxie, hyperventilace s
hypokapnii)
e Epilepsie
¢ [Intoxikace
e Vertebro-basilarni ischémie
e Onemocnéni pripominajici synkopu bez skute¢né ztraty vedomi
* Kataplexie
e Necekané pady (drop attacks)
e Pady
e Psychogenni pseudosynkopa
e TIA karotického plvodu
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1) Je ztrata vedomi synkopou?

] oy

SrIStIKy nesy alni avu

e Zmatenost trvajici delSi dobu po zachvatu (5 min) (epilepsie)

®* Protrahované (nad 15 sec) tonicko-klonické kife€e zac€inajici na
pocatku zachvatu (epilepsie)

» Casté zachvaty se somatickymi potizemi, bez organického postizeni
srdce (psychiatricka pricina)

e Spojeni s vertigem, dysartrii, diplopii aj (fransientni ischemické
ataky)
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2) Byla urcena etiologicka diagnoza?

* Neurokardiogenni synkopa

— Chybéni strukturniho postizeni, dlouhodoba anamnéza, vegetativni pfiznaky,
prolongované stani, po jidle, po zatézi, pri rotaci hlavy

« Synkopa pri ortostatické hypotenzi

— Po postaveni, Casova souslednost s novou medikaci nebo zménou davky, prolongované
stani, pritomnost autonomni neuropatie, Parkinsonovy choroby, po zatézi)

» Kardialni synkopa
— PFitomnost zavazného postiZzeni srdce, pfi zatézi nebo vleze, predchazeni palpitacemi,
bolesti na hrudi, rodinna anamnéza nahlé smrti
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Dulezité anamnestické udaje

Okolnosti pred vznikem synkopy
— Poloha téla (vleze, vstoje)

— Aktivita

— Predisponujici faktory (odbér krve, stani, pohyb hlavy)
Pocatek synkopy

— Nausea, huceni v ucich, poceni, nausea, aura, zavrat
— Palpitace

Charakter synkopy (svédek)

— ZpuUsob padu, bledost, trvani bézvédémi, kifeCe, pokousani..
Konec synkopy

— Nausea, zvraceni, pocit chladu, poranéni, inkontinence
Pozadi

— RA SCD, srdeCni onemocnéni, metabolické choroby, neurologické
onemocneni, leky, poCet synkop
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3) Riziko CV udalosti nebo smrti ?

Prognoza

* RocCni mortalita
— kardialni synkopa - 18-33%
— synkopa nejasné etiologie - 6 %
— synkopy nekardialniho puvodu - 0-12 %
— neurokardiogenni synkopa a psychiatricke
ekvivalenty synkopy - bez zvyseneho rizika

CINGT TUBKLNCKE @ ERDERIMET TALNIREEDLCN Y an
KLINIKA KARDIOLOGIE u 11§/IE



Ischemicka dysfunkce LK




Disekce aorty A

req.. 6.7 MHz/6.7 MHz
Power: -4.0 dB
PS: 19.1/19.1
Depth: 10.0 cm
0.5 mm
VRej: 17.38 cm/s
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Disekce aorty A




Myxom leve siné

11:40:05 V
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Synkopa
stupnrvysetrenr

* Podrobna anamneza (pacient, svedci)
® Fyzikalni vysetreni (vC. mereni TK vstoje)
e Standardni EKG zaznam
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Synkopa
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Synkopa
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Synkopa
Bg role micrainine vysetreni

e Jista dg
e (VV synkopa, situacéni synkopa, ortostaticka synkopa, synkopa
souvisejici s ischémii, arytmicka synkopa - sinusova
bradykardie <40 bpm nebo SA blokada, AVB Il a lll, alternace
RBBB/LBBB, rychla SVT nebo KT, malfunkce pacemakeru)

e Suspektni dg
* (podezreni vede k vysetreni k potvrzeni dg
e (suspekce na srdecni pri€inu: synkopa vieze nebo pfi namaze,
predchazena palpitaci, pritomnost srde¢niho onemocneéni,
abnormity EKG)
® Nejasna etiologie
* (strategie vysetreni podle pritomnosti srdecniho onemocneéni a
tize symptomu)
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Prechodna ztrata védomi
Inicialni vySetieni Anamnéza, fyzikalni vySetfeni, EKG
[ |
—— synkopa stav pripominajici synkopu

J

| suspektni “nejasna potvrzeni specifickymi

jista _ ,
diagnéza diagnéza diagnéza testy nebo konzultaci s
| prislusnymi speciality
VS VB casté nebp ojedinéla |
kardialni — neurokardiogenni  zavazne | nebo
nebo ortostaticka epizody sporadické
epizody

lécba

v v v v

kardiologické testy na NC testy na NC bez dalSiho
testy "plvod puvod vysSetfovani

N O\ O\
+ _ + - + -

opétovné opétovné
zhodnoceni zhodnoceni
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Synkopa
VI3SaZ Rarotickeno smu

— indikovana u nemocnych nad 40 let véku s nejasnou
etiologii synkopy

— EKG monitorace a méreni kontinualniho TK nezbytné

— masaz 5-10 sec s prestavkou 2 minuty mezi stranami

— vleze a po sklopeni (tilt)

— hypersenzitivita vs. syndrom karotického sinu

— asystolie >3 sec
 KkardioinhibiCni synkopa
— pokles STK > 50 mmHg

e vazodepresoricka synkopa
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Podezreni na arytmickou synkopu

* Synkopa pri zatezi nebo vleze
« Palpitace pred omdlenim
 Rodinna anamnéza NSS
 NSKT

 Bifascikularni blokada nebo jiné poruchy iv vedeni s
QRS>120 ms

« Tezka sinusova bradykardie

« Manifestni preexcitace

» Kratky nebo dlouhy QT

« BPRT s elevaci ST ve V1-2 (Brugada)

* Negativni viny T v svodech z pravého prekordia (ARVC)

Mittal S. Cardiology J 2014, Vol. 21, No. 6, 625-630  -ssmunssusmmmmn sy n IKE



Synkopa
S RMBUIaNtAT MONItOrovant ERG
Holter, "epizodni zaznamnik™:
u nemocnych se strukturnim onemocnéenim
srdce a Ccetnymi symptomy nebo pri vysokée
pravdepodobnosti arytmie
implantabilni zaznamnik:

u nemocnych s nejasnym mechanismem
recidivujicich synkop po komplexnim vysetreni
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ESC CGuidelines 2009
Indikace k implantaci ILR

 Trida | — ILR je indikovan:

— Casna faze vysetfovani rekurentni synkopy nejasné etiologie,
jestlize: chybi kriteria vysokeho rizika, ktera indikuji hospitalizaci
(uroven B)

— U vysoce rizikovych nemocnych, kdy komplexni vySetreni
neodkrylo pri€inu (Uroven B)

« Trida llIA- ILR muze byt indikovan:

— K posouzeni prispevku bradykardie pred indikaci k implantace
kardiostimulatoru u pacientt se suspektni nebo jistou nervové
zprostredkovanou synkopou s Castymi nebo traumatickymi
epoizodami — (uroven B)

Moya A, et al Eur Heart J (2009) 30’ 2631—2671 INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY n IK_E
KLINIKA KARDIOLOGIE M



ILR ve standardni postup

ILR Standard assessment (SA) Risk Ratio (Non-event) Risk Ratio (Non-event)
Study or Subgroup _ Events Total Events Total Weight M_H, Fixed, 95% CI M_H, Fixed, 95% CI
Podoleanu 2014 18 39 2 39 146% 0.57 [0.42,0.77] ——
Krahn 2001 14 27 b 30 9.0% 0.60 [0.39, 0.93] —_—
Sulke 2015 62 125 21 121 401% 0.61 [0.50, 0.74] —-—
Farwell 2006 43 101 7 97 36.3% 0.62[0.52, 0.74] —-—
Total (95% CI) 292 287 100.0% 0.61[0.54, 0.68] S
Total events 137 36
Heterogeneity: Chi®= 0.24, df= 3 (P = 0.97): F= 0% i i b . ; i
Test for overall effect Z = 8.46 (P < 0.00001) ILR vs SA — diagndza 02 L s
ILR Standard assessment (SA) Risk Ratio Risk Ratio
Study or Sllbgoup Events Total Events Total WI M-H, Fixed, 95% CI M-H, Fixed, 95% CI
Farwell 2006 8 101 3 97 951% 085[0.34,212 -
Krahn 2001 1 27 0 30 49% 3320014, 7825
Total (95% Cl) 128 127 100.0% 0.97[0.41,2.30] ‘
Total events 9 |
Heterogeneity: Chi*= 066, df= 1 (P=0.42); F= 0% , 1 t J
Testfor overalleffect Z= 0.06 (P = 0.95) , L
ILR vs SA — celkova mortalita
Solbiati M, et al. Cochrane Database of INSTITUT KLINICKE A EXPERIMENTALNI MEDICINY IK.E
Systematic Reviews 2016, Issue 4. Art. KLINIKA KARDIOLOGIE M

No.: CD011637.



EFRRA survey

» 43 center, 42 % standardizované procesy
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Testy provedené v drivéjsich a novyeh
jednotkach pro vysetrovani synkop

New>old units
Echocardiogram
Blood tests
24h Holter 15%

CT scan/MRI Fz”‘
-

Exercise test 4% 9% - New units: total 220 patients
epstudy [RZ* I 016 units: total 480 patients

Coronary angiol B‘s"
. 4%
Gty

Old > new units

R ex

0 20 40 60 80 100

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY Qi

Brignole M, et al. Europace (2010) 12, 109-118 KLINIKA KARDIOLOGIE M




' 4

treni

é vyse

y

X
9
o
O
9
N
=
O
—_
wd
X
9
LLl




Synkopa
E|eﬂrofy2|'o|og|'cke' vys! atrent

* Pozitivni nalez:
 sinusova bradykardie a korigovany SNRT > 1000 ms
e bifascikularni blokada a HV interval = 100 ms nebo

iInfrahisalni blokada pri nizké stim. frekvenci
* setrvala monomorfni komorova tachykardie
« SV tachyarytmie s hypotenzi

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
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Synkopa

STUDY AT REST ¢ Supine )

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY éd
KLINIKA KARDIOLOGIE n H&F



Synkopa

Head-up tilt test-jednoznacne indikace

— opakovana synkopa (prvni synkopa u vysoce
rizikoveho pacienta) bez evidence o strukturnim
postizeni srdce (pri strukturnim onemocneéni
srdce po vyloucCeni ostatnich pricin)

— vySetreni nemocnych s prokazanou pricinou
synkopy, kdy prukaz neurokardiogenni
komponenty muze ovlivnit terapii

— odliseni synkopy s kfeCemi od epilepsie

— vysSetreni nevysvétlitelnych padu

— vySetreni rekurentnich presynkop-zavrati

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
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Typy odpovedi pri testu na
naklonéne rovine

Typ 1- smiSeny, kdy dochazi k poklesu krevniho tlaku a naslednému snizeni
tepové frekvence, avsak nikoliv pod 40/min a bez pfitomnosti asystolie nad 3 sec;

Typ 2A — kardioinhibic¢ni bez asystolie, kdy klesa tepova frekvence pod 40/min,
ale bez vyznamné asystolie (nad 3 sec);

typ 2B — kardioinhibiCni s asystolii, kdy je souCasné pritomna asystolie nad 3 sec;

Typ 3 — vasodepresoricky, kdy tepova frekvence neklesa o vice jak 10 %
v okamziku synkopy.

Specialni pripady:
chronotropni inkompetence, kdy pfi testu nedojde k vzestupu tepové frekvence
(vzestup menSi nez 10 % klidové frekvence).

syndrom posturalni ortostatické tachykardie se vzestupem tepové frekvence o =
30 tepd/min béhem prvnich 10 minut testu.

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
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Aktivni postaveni
Dg ruznych typu ortostatické synkopy
 Manualni mereni TK tonometrem behem 3
minut
* Nejlepe mereni TK stah od stahu
Dg kriteria:
— Symptomaticky pokles STK o 2 20 mmHg nebo
DTK o0 2 10 mmHg nebo pokles STK <90 mmHg

— Lze povazovat za diagnosticky | pri absenci
priznaku

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY -
KLINIKA KARDIOLOGIE n II§/F

Moya A, et al. European Heart Journal (2009) 30, 2631-2671



Synkopa
|esfy S NIZKO u-vy't'e"z'-n oSt

EEG, RTG Ibi

CT nebo MR mozku
Sonografie karotid
Transkranialni Doppler

Bezneé laboratorni testy
Gravitest

Plicni perfuzni (ventilacni) scan

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
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Synkopa
™Rdikace K hospranzacr

e Z dg duvodu:

Suspektni nebo znamé vyznamné srdeCni onemocnéni
Namahova synkopa

Synkopa spojena s urazem

RA nahlé smrti

Palpitace pred vznikem synkopy, Cetné epizody, synkopa vieze

e / terapeutickych duvodu:
* Arytmicka etiologie
Synkopa pfi srdec€ni ischémii
Synkopa pfi zavazném srdecnim postizeni
Mozkova pfihoda nebo fokalni neurologicky nalez
Tézka ortostaticka hypotenze
Kardioinhibicni VV synkopa, kdy v planu kardiostimulace

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
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Casné riziko (do 30 dni od prezentace)
K usnadnéni rozhodovani o rizikovosti pacienta slouzi modely rizikové

stratifikace (viz tab. 9.1-9.3).

Tab. 9.1 Pravidlo San Francisco

Zadné riziko 0

abnormality EKG

systolicky tlak = 90 mmHg riziko = 1
hematokrit < 30 %

srdecni selhani

dusnost




Riziko prihod do 30 dni

Tab. 9.2 Pravidlo ROSE (Risk Stratification of Syncope in the Emergency department)

hodnota BNP > 300 pg/mi

Zadné riziko O

zavainé pifhody do 30 dni

pozitivni okultni krvaceni ve stolici

riziko =1

S0, <94 % pfi inicialni prezentaci

hemoglobin < 90 g/I

bolest na hrudi pfi synkopé

bradykardie
(srdecni frekvence < 50 bpm)

INS
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Rizikova stratifikace

« Zavazneé strukturni onemocnéni nebo ICHS
— nizka EF, CHSS, IM

* Kilinické nebo EKG rysy svedcici pro arytmickou synkopu
— Synkopa pfi zatézi nebo vleze
— Palpitace
— Rodinna anamnéza NSS
— NSKT
— Bifascikularni blokada
— Sinusova bradykardie
— Preexcitace
— Kratky nebo dlouhy interval QT
— Obraz Brugadova sy
— Negativni T v pravém prekordiu a vina epsilon

« Zavazna pridruzena onemocnéni
— Tézka anémie
— Poruchy elektrolytd

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
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Synkopa
LCecba

* Podle pricCiny (optimalne kauzalni) — obvykle ridi
specialista v daném oboru

* Neurokardiogenni synkopa — individualizovana

terapie

— identifikace predisponujicich faktoru

— zvyseni prijmu tekutin a soli

— adaptace pomoci opakovanych tilt testu

— farmakoterapie (BB, alfa1 mimetika, DH ergotamin,

scopolamin, fludrocortizon, theofylin)
— kardiostimulace

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY -
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Recommendations: treatment of reflex syncope

Recommendations

e Explanation of the diagnosis, provision of

reassurance, and explanation of risk of recurrence

are indicated in all patients

Isometric PCMs are indicated in patients with

prodrome

Cardiac pacing should be considered in patients

e Cardiac pacing should be considered in patients
with frequent recurrent reflex syncope, age >40
years, and documented spontaneous
cardioinhibitory response during monitoring

e Midodrine may be indicated in patients with VVS
refractory to lifestyle measures

e Tilt training may be useful for education of
patients but long-term benefit depends on
compliance

e Cardiac pacing may be indicated in patients with
recurrent frequent unpredictable syncope and
age >40 after alternative therapy has failed

e Cardiac pacing is not indicated in the absence of a

documented cardioinhibitory reflex

B-Adrenergic blocking drugs are not indicated

Class® Level"
| (&
| B
lla B
lla B
llb B
lib B
b (=
] (&
1] A

*Class of recommendation.
“Level of evidence.

CSS = carotid sinus syndrome; PCM = physical isometric counterpressure

manouuvre; VVS = vasovagal syncope.
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Katetrizacni ablace gangliovych pleteni

« 35-leta zena s anamnezou cetnych synkop pro
bradykardii a AVB Il (od 15 let)

* Poslana k implantaci PM

Time Duration Max V. Median V.
0F  Type Date hh:mm hh:mm:ss Rate Rate
8 Asystole 20-Jul-2014 0244 04 39 bpm (1540 ms)

Asystole = 3.0 sec
Detected Term.
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Recommendations: treatment of orthostatic

hypotension

Recommendations

e Adequate hydration and salt intake must be
maintained

e Midodrine should be administered as adjunctive
therapy if needed

¢ Fludrocortisone should be administered as
adjunctive therapy if needed

e PCMs may be indicated

e Abdominal binders and/or support stockings to
reduce venous pooling may be indicated

e Head-up tilt sleeping (> 10°) to increase fluid
volume may be indicated

b
b

b

*Class of recommendation.
®Level of evidence.
PCM = physical counterpressure manceuvre.



Recommendations concerning driving in patients with syncope

Diagnosis Group 1 (private drivers) Group 2 (professional drivers)

After successful treatment is established
After 1 week After appropriate function is established
After successful treatment is established After long-term success is confirmed

In general low risk, restriction according Permanent restriction
current recommendations

No restrictions

No restriction unless it occurred during
high risk activity*

After symptoms are controlled Permanent restriction unless effective
treatment has been established

No restrictions unless absence of prodrome,  After diagnosis and appropriate therapy is

occurrence during driving, or presence established
of severe structural heart disease

Group 1: private drivers of maotorcydes, cars and other small vehicles with and without 3 trailer; Growp 2 professional deivers of vehicles over 35 tons O passenper-carrying
vehiches excooding apht seats excluding the dever. Drivers of toocabs, small ambulances, and other vehicles Sorm an intermedate category between the ordinary private deiver
and the vocational criver and should follow local legislation.

*Neurally meciated syncope Is definec as severe If R s very frequent, or cccurring curing the prosecution of 2 *high risk” activity, or recurrent or unpredictable in *high rsk’ patients
{see Part 3, treatment),

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY —
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Posuzovani zpusobilosti kardiologickych nemocnych k Fizeni motorovych vozidel
Odborné stanovisko Ceské kardiologické spole¢nosti — novelizace 2012

Jaromir Hradec, Milo§ Taborsky. FrantiSek TouSek, Hana Skalicka

Vychodiska

Ministerstvo zdravotnictvi CR vydalo dne 26. dubna 2004 vyhlasku &. 277 o stanoveni
zdravotni zpusobilosti k fizeni motorovych vozidel, zdravotni zpisobilosti k fizeni
motorovych vozidel s podminkou a nalezitosti 1€ékafského potvrzeni osvédCujiciho zdravotni
duvody, pro néz se za jizdy nelze na sedadle motorového vozidla pfipoutat bezpecnostnim
pasem (1), zkracené€ vyhlasku o zdravotni zpisobilosti k fizeni motorovych vozidel. Tato
vyhlaSka nabyla u€innosti dne 1. ¢ervna 2004. Jejim smyslem bylo harmonizovat Ceské
piedpisy s pravem Evropské unie.

Podle paragrafu 6 této vyhlaSky si mize posuzujici l€kat (obvykle prakticky 1€kaf, u
kterého je posuzovana osoba registrovana) vyzadat odborné vySetfeni. Odborné vySetieni si
musi posuzujici 1€kai vyzadat vzdy, kdyZ posuzovana osoba je v soustavné pé¢i odborného
lI€ékafe pro nemoc, ktera vyluCuje nebo omezuje zdravotni zpusobilost k fizeni motorovych
vozidel. V zavéru odborného vysetifeni musi byt vymezena zdravotni zptsobilost posuzované
osoby k fizeni motorovych vozidel ve vztahu k zaméfeni odborného vySetfeni a navrZzena
podminka umoziujici fizeni motorového vozidla, pokud byla zjiSt€na potieba jejiho
stanoveni. Pokud je navrZzenou podminkou podrobeni se dalSimu odbornému vySetifeni, musi
byt v zavéru odborn¢ho vySetieni rovnéz uveden termin, do kterého se ma posuzovana osoba
podrobit dalS§imu odbornému vySetfeni. Lékai provad€jici odborné vySetieni zaznamenava

0N . N



V. Synkopy

a) Izolovana epizoda typické
vazovagalni synkopy

Bez omezeni

b) Rekurentni (béhem 12 mésicii)
vazovagalni synkopy nebo
izolovana epizoda synkopy nejasné
etiologie

Vyc¢kavaci obdobi 1 Vyckavaci obdobi 1 rok

¢) Rekurentni (béhem 12 mésicii)
synkopy nejasné etiologie

Vyc¢kavaci obdobi 1 rok

d) Synkopa z diagnostikované a
usp&sSné 1éCené piiCiny (napf.
implantace trvalého
kardiostimulatoru pro bradyarytmii)

Vyc¢kavaci obdobi 1 Vyckavaci obdobi 1 mésic

e) Situani synkopa z preventibilni
pri¢iny (napf. mikéni €1 defekacni)

Vyc¢kavaci obdobi 1 tyden

wrw*

krvaceni nebo dehydratace)

Uspé&sna lécba vyvolavajici priCiny

g) Synkopa pfi dokumentované
tachyarytmii nebo indukovatelna

tachyarytmie pfi
elektrofyziologickém vySetieni

Viz bod IV .2.2)

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
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Synkopa
Zavery

— anamneéza a fyzikalni vysetreni jsou

— patrani po strukturnim postizeni srdce je
druhym dulezitym krokem

— EF vysetreni ma nizkou vytéeznost pri
chybeéni strukturniho postizeni srdce

— implantace ,,loop rekordéru“ v pripade
negativnich testu

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY |
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Synkopa

Zavery

* Systematicky postup s
prihlédnutim k véeku nemocného

* Vytvoreni specializovaneé
ambulance v nemocnici -
koordinace vysetrovaciho
postupu?

INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY |
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prechodnd ztrata védomi

‘iWet B pimu\Q
diagndza nejistd nebo neznama diagndza jista
+ (zahdijit 1é¢bu v nemocnici nebo
ambulantné, podle
rizikova stratifikace povahy priciny)
/ Y
stfedni nizké
nzuko riziko riziko
pfijeti  |. | krdtkodobd dom
. | observace,
event. piijeti l

.....................

ambulantni jednotka
pro vy3etfovani synkop
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Recommendations: indications for ICD in patients with unexplained syncope and a high risk of SCD

Clinical situation Class® Level® Comments

® In patients with ischaemic cardiomyopathy with severely depressed LVEF or HF, ICD therapy is indicated 1
according to current guidelines for ICD ~cardiac resynchronization theragy implantation

* In patients with non-ischaemic cardiomyopathy with severely depressed LVEF or HF, ICD therapy is 1
indicated according 1o current guidelines for ICD -cardiac resynchronization therapy implantation

A

e I hypertrophic cardiomyopathy KCD theragy should be considered in patients at high risk (see text) a C In non-high risk, consider ILR
o I right ventricular cardiomyopathy ICD therapy should be considered in patients at high risk (see text) a C In non-high risk, consider ILR
o In Brugada syndrome ICD therapy should be considered in patients with spontanecus type | ECG I 8 In the abserce of spontanecus
ope | pattern, consider LR
* Inlong QT syndrome, ICD theragy, in conjunction with -blockers, should be considered in patients at risk s 8 In non-high risk, consider ILR
* n patients with ischaermic cardiomyopathy without severely depressed LVEF or HF and negative » C Consider LR 10 heip defing the
programmed electrical stimulation ICD therapy may be considered rature of unexplaned syncope
® In patients with non-ischaemic cardlomyopathy without severely depressed LVEF or HF ICD therapy ] C Consider ILR 10 help define the
may be considered rature of unexplained syncope
*Class of recommendation.
“Level of eviderce.

HF = heart falure; ECG = electrocardiogrars ICD = implantable cardioverter defibrllaton; ILR = implantable loop recorder; LVEF = left ventricular ejection fractiore SCD =

sudden cardiac death.
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Treatment of syncope
Diagnostic evaluation

| Unexplained and
high risk of SCD

e, CAD,
DM,
HOCM,
ARVC,
Gmae.lopafia

. Consder KD
reassurance | therapy according
avoidance of currert KD
mggers | guadelnes
usualy
sufficient
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Moya A, et al. European Heart Journal (2009) 30, 2631-2671



Neurokardiogenni synkopa
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Neurokardiogenni synkopa
N RdIRace ReRardrosamuracm

* Opakovana synkopa bez zrejme
provokujici udalosti a s prevazuijici
kardioinhibicni odpovedi,
reprodukovatelna pri tilt-testu a refrakterni
na farmakoterapii
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Neurokardiogenni synkopa

Kappa Drop Detection Method: Drop Rate 60, Drop Size 25

110

]

Peak Rate = slower of the 2fastest | =
corsecutive beats = 90 bpn Irkervertion Pacing

100 ~—
240 “(})‘ .
580 H‘\
0 ina -
5 . M"“\N Drop Size = 25bpen
Eroly &
Lo
= §

Y1 R O, | A Drop Rate

A,
50 2corseculive beats = Drop
+ Detection Window = 2.5min ?ateand > Drop Size
B S R I ¥ R Y N

Timn e [min]




ESC Guidelines o
synkopeé

Eur Heart J 2001; 22: 1256-1306
Eur Heart J 2004; 25: 2054-2072
Eur Heart J 2009; 30: 2631-26/1
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Anamnéza, fyzikalni vysetreni,
TK vleze a po postaveni, 12-ti svod EKG

Jista &i vs diagnéza P> Neobjasnéna synkopa

Ssmmmaman K. vl

Zadné onemocnéni srdce/
normalni EKG

>

Posouzeni-potvrzeni

diagnézy
+
Frekventni Ojedinélé
€i zavazné epizody epizody
+ = Neurologicll(é vysetieni M
. Bez nutnosti
écba e |_|—| Si Setieni
Lééba dalsiho vysetreni
+ -
Lecpa Prehouiioceni
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Ekonomicke otazky

* Vysokeé naklady

* Velmi Cetne postizeni (1% referovanych na
akutni prijem, 40 % hospitalizaci, median pobytu
5,5 dni, 75 % ceny predstavuje hospitalizace)

» Siroka Skala stavli — nutnost dodrZovani
guidelines (absence zlatého standardu v dg)

* Dodrzovani guidelines — 29 % nizsi naklady
(Italie - Eur 1240+521)

. INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
Moya A, et al. European Heart Journal (2009) 30, 2631—2671 T T e n Ilﬂﬂ



ESC Guidelines

« Reflexni synkopa je nejCastéjsi pfiCinou synkop

« Kardialni synkopa je druhou nejCastejSi priCinou (vysSi vyskyt v
akutnich pfipadech u starSich jedincu, na kardiologickych
pracovistich)

« U pacientu mladsich 40 let je ortostaticka synkopa vzacnou pficinou
synkopy, ta je €asta u jedincu pokrocilého véku

« Nesynkopalni stavy povazované pri prvotnim vysSetreni za synkopu
prevazuji na urgentnich prijmovych ambulancich

* Vysoky pocCet neobjasnenych synkop obhajuje snahy po novych
strategiich vySetfovani a diagnostiky synkop

. INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
Moya A, et al. European Heart Journal (2009) 30, 2631—2671 T T e n Ilﬂﬂ



Prognoza

* Riziko zivot ohrozujicich arytmii
— Strukturni onemocneéni srdce a primarni
elektricka porucha — hlavni rizikové faktory NSS
— Riziko — vztah k zavaznosti onemocneni

* Rekurence synkop a riziko poraneni
— Riziko opakovani 1/3 pts behem 3 let (pocCet
epizod je prediktorem rekurenci)
— Vetsi uraz nebo autohavarie — 6% pts, mensi
uraz 29 %

i INSTITUT KLINICKE A EXPERIMENTALN{ MEDICINY au
Moya A, et al. European Heart Journal (2009) 30, 2631—2671 s e n II§/F
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