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Syncope is common in the young, but is usually reflex syncope and has a benign outcome 
except in the setting of strucural heart disease which is uncommon in this age group. After 
decreasing in adulthood and middle age, incidence of syncope again peaks in older patients [1] 
where  it  is  more  often  a  multifactorial  problem  that  can  be  associated  with  significant 
morbidity  and  is  difficult  to  manage.                                         
    
Two important natural history lessons from previous studies are that syncope recurrence itself 
is low and that the most important predictor of morbidity and mortality is the presence of 
underlying heart disease [2]. In this issue of the Journal, Aslam et al [3], while presenting their 
experience with 182 patients with syncope and heart disease, first of all reinforce these two 
facts.  The  mortality  during  follow  up  in  patients  with  syncope  and  heart  disease  is  not 
insubstantial  and  syncope  recurrence,  while  low,  is  associated  with  significant  morbidity, 
especially in the elderly in whom it may provoke loss of confidence and fear of falling [4]. 
Therefore evaluation of the cause of syncope and prognosis is important.                         

More than 50% of patients have no identifiable cause after the initial investigations and there 
are two major approaches to further evaluation.  One approach is to provoke abnormalities 
during  an  electrophysiology  study  (EPS)  and  the  other  is  to  observe  with  prolonged 
electrocardiographic monitoring. Much interest has focused recently on the use of implantable 
loop recorders (ILR) for prolonged monitoring. This approach has resulted in a high detection 
rate of the cause of syncope [5, 6] and it can be argued that it continues to be underutilized in 
the evaluation of these patients as it appears to be in this study. The issue, of course, is that one 
has to wait for the next episode of syncope which may not be advisable in high risk patients.  
The  alternative  approach  of  EPS  finds  less  favour  with  most  physicians  for  a  couple  of 
reasons. Firstly, the yield in patients without structural heart disease is too low and secondly, 
many patients with heart disease would be candidates for implantation of a defibrillator and an 
EPS would not add further information in this  case.                                      

In this study, Aslam et al [3], put the spotlight back on EPS in the evaluation of patients with  
syncope, reminding us again that it remains a valuable investigation in selected patients with 
structural heart disease. It appears that the solution is to judiciously combine both approaches 
in the evaluation of patients with syncope. In patients without structural heart disease and with 
a normal electrocardiogram, EPS has no  role  while  ILR  provides  a  high  detection  rate.  In 
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patients  with  structural  heart  disease,  with  ejection  fraction  less  than  30-35%,  direct  ICD 
implantation  may  be  considered.  With  a  higher  ejection  fraction,  EPS  may  be  useful, 
especially in patients with ischemic heart disease where a negative EPS has a high predictive 
value for good prognosis.  However,  in  patients  with non-ischemic  cardiomyopathy and in 
those with bundle branch block [7], the negative predictive value of EPS is not high. Such 
patients with a negative EPS would perhaps still benefit from extended monitoring with an 
ILR.  
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