Psychogenic Syncope? A Cautionary Note
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Introduction: In some patients with recurrent syncope, the etiology may remain unclear despite ex-
tensive evaluation. These patients may sometimes be labeled as having a “psychogenic” cause for their
syncope.

Methods: We report on three patients with recurrent unexplained syncope (despite extensive evaluation)
who were labeled as having a psychogenic cause for their events. In each patient following placement of
an implantable loop recorder, their syncopal events were found to be due to periods of prolonged asystole
and/or complete heart block. One patient had prolonged asystole for 44 seconds. In each patient, episodes
of syncope were eliminated following permanent pacemaker implantation.

Conclusion: We conclude that physicians should exercise great caution before labeling any patient’s
syncope as psychogenic and that prolonged monitoring may be necessary to exclude a potential cardiac
rhythm-related etiology. (PACE 2009; 32:862-865)
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Introduction

Recurrent syncope or transient loss of con-
sciousness is a common clinical problem that ac-
counts for 3% of all emergency department visits
and 1-6% of all hospital admissions annually in
the United States.’™ While advances in our under-
standing of the causes of syncope, combined with
advances in diagnostic modalities, have greatly re-
duced the number of patients with recurrent syn-
cope of unknown origin, in at least 10% of syn-
cope patients the cause remains unidentified.!?
Before the advent of implantable loop recorders
(ILR), there was a tendency to attribute recurrent
syncope in these patients to psychogenic causes.5®
While psychogenic syncope may occur in some
patients, extreme caution should be exercised in
using this diagnosis, as many of these patients
may have an unidentified organic cause for their
syncopal events. We report on a series of patients
who were labeled as suffering from “psychogenic
syncope” in whom prolonged monitoring with
implantable loop recorders revealed a clear car-
diovascular etiology for their episodic loss of con-
sciousness.

Case 1

A 41-year-old woman was referred for evalua-
tion of recurrent syncope of unknown origin. Her
episodes first began at the age of 29 years. She de-
scribed her episodes as consisting of a prodrome
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of “ringing in her ears” followed by an abrupt loss
of consciousness. Her husband described these as
“her eyes rolled back” followed by her abruptly
falling to the floor. Episodes were often accom-
panied by periods of “muscle jerking and shak-
ing,” occasional urinary incontinence, and a loss
of consciousness that would last anywhere from
10 seconds to 15 minutes. The frequency of these
events was quite variable but averaged out to one
every 1-2 months. Over the years, she had suf-
fered from multiple traumas resulting from these
syncopal events. She underwent extensive neuro-
logical evaluations (electroencephalography, mag-
netic resonance imaging of the brain, nerve con-
duction studies), all of which were unremarkable.
She additionally underwent an extensive cardio-
vascular evaluation (including echocardiography,
coronary angiography, electrophysiological stud-
ies, tilt table test, Holter and event recorder moni-
toring), all of which were also unremarkable. She
also underwent endocrinologic evaluation (glu-
cose tolerance testing and adrenal function test-
ing), which were normal. Due to the aforemen-
tioned negative evaluations, she was labeled as
suffering from “psychogenic syncope” as well as
“social anxiety disorder” and did not undergo any
additional evaluation for years. She became home-
bound and was afraid to leave her home because
of the recurrent and unpredictable nature of her
syncopal events. She was seen in our syncope
clinic and thereafter underwent placement of an
ILR.

Downloads from the ILR showed that her
syncope was associated with periods of com-
plete heart block with junctional escape rhythm
of 30 beats/min. She thereafter underwent dual-
chamber pacemaker implantation with complete
elimination of her syncopal events. She is no
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longer homebound and has resumed a normal
life.

Case 2

A 52-year-old woman was referred to the
syncope clinic for evaluation of recurrent unex-
plained syncope. She reported having syncopal
episodes as a child, which disappeared in her late
teens. She began to experience syncope again in
her late 20s, one of which resulted in a severe mo-
tor vehicle accident. She underwent extensive car-
diac and neurologic evaluations over the years, all
of which were unremarkable. She underwent a car-
diac angiogram in her late 40s, which was compli-
cated by an accidental dissection of a normal right
coronary artery, which was treated by stent place-
ment. Thereafter, her syncopal episodes increased
in frequency and severity. She underwent electro-
physiologic studies as well as prolonged Holter
and event recorder monitoring, all of which were
unremarkable. She also underwent extensive neu-
rologic and endocrine evaluations that were incon-
clusive. As her increase in syncopal frequency also
coincided with a divorce, she was labeled as be-
ing depressed and her syncopal episodes as “psy-
chogenic” in nature. She described her episodes
as having a prodrome of weakness, flushing, and
nausea, followed by an abrupt loss of conscious-
ness. While the frequency of her events was quite
variable, they occurred at an average of one every
1-2 months (although events would sometimes oc-
cur in clusters). The duration of loss of conscious-
ness ranged from 1 to 20 minutes. She thereafter
underwent ILR placement. After ILR placement
she had several syncopal episodes, all of which
were associated with prolonged episodes of com-
plete heart block with ventricular asystole. One
event was observed by bystanders and was re-
ported as a “seizure” that corresponded with a
44-second period of asystole recorded by the ILR.
She thereafter underwent permanent pacemaker
implantation with complete resolution of her syn-
copal episodes.

Case 3

A 50-year-old woman was referred to the syn-
cope clinic for recurrent episodes of syncope, near
syncope, and vertigo. These had begun years pre-
viously and slowly increased in frequency and
severity over the years. Her episodes were de-
scribed as a feeling of lightheadedness and/or ver-
tigo followed by abrupt loss of consciousness. The
episodes occurred on an average of once to twice a
month, and the duration of loss of consciousness
was reported ranging from 1 to 15 minutes. One of
these syncopal episodes occurred during driving
that resulted in a severe motor vehicle accident
during which her son (who was a passenger in the
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car) was killed. Afterward, her episodes increased
in both frequency and severity. Her episodes then
became more unpredictable as she used to suf-
fer from multiple episodes in a month followed
by periods of one episode every 1-2 months. She
underwent extensive neurologic and cardiovascu-
lar examinations that were unremarkable. A tilt
table test demonstrated mild orthostatic intoler-
ance but did not reproduce any of her symptoms.
At the same time she was diagnosed by a psy-
chiatrist as having posttraumatic stress disorder
and her episodes were labeled as psychogenic
in nature. She also had a negative endocrine
and neurological workup. After being seen in
the syncope clinic she underwent ILR placement.
Downloads from the ILR demonstrated episodes
of complete heart block with an escape rhythm
30 beats/min during her syncopal episodes (Fig. 1).
She thereafter underwent dual-chamber pace-
maker insertion with elimination of her syncopal
episodes.

Discussion

Recurrent episodes of unexplained syncope
may have a variety of different causes. It has long
been recognized that syncope may occur due to
psychiatric causes.*®'9 However, at the same time
it should be remembered that patients with psychi-
atric disorders are not immune for organic illness,
such as heart disease and cancer. In each of our
patients, the history did not suggest the diagno-
sis of “psychogenic syncope”; rather, it was the
failure of traditional neurologic or cardiovascular
evaluation to ascertain the cause of their recur-
rent syncope that resulted in their episodes being
labeled as psychogenic in nature. Interestingly,
in each case once the “psychogenic” label was
placed upon them all subsequent medical eval-
uation of their episodes effectively ceased. All pa-
tients in our series had unpredictable episodes of
syncope. The frequency of these episodes was so
variable from almost daily episodes to none in
months. The episodes of syncope remained elu-
sive and unexplained despite extensive cardio-
vascular, neurological, and endocrine evaluation.
It was only after prolonged monitoring with the
ILR that a cardiac rhythm disturbance was found
to be responsible for their syncopal events. The
role of the ILR is well established in the evalua-
tion of unexplained syncope, particularly if other
findings of conventional investigations (head-up
tilt table and electrophysiological testing) are nor-
mal. Due to unpredictable and transient nature of
rhythm disturbances in patients with unexplained
syncope, the limitations of the traditional forms
of rhythm monitoring, such as the Holter mon-
itor and event recorder, is self-evident. Kassotis
et al.'! reports a case of a 49-year-old woman
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Figure 1. Tracing downloaded from implanted loop recorder shows complete heart block during

periods of syncope.

with apparent panic disorder in whom the ILR
monitoring showed that these episodes were sec-
ondary to episodes of ventricular asystole. In ad-
dition, a study by Zaidi et al.'?>1® reported that
up to 45% of patients with atypical seizures may
have a cardiovascular cause of these events, and
that a long-term cardiac rhythm monitoring plays
an important role in identifying this subgroup of
patients.

By increasing the diagnostic yield, loop
recorders have also been shown to increase the
electrocardiography-directed treatment in a select
group of syncope patients.'*15

All the patients in our series had received an
extensive workup and the failure to arrive at cor-
rect diagnosis did not stem from a rush to dismiss
the syncope as being of “psychogenic in origin.”
In our series of patients, establishing the diagnosis
would have not been possible without prolonged
monitoring.
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