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 Case Report

Loss of Conciouness is not always Neurological Aetiology, Must not 
Forget Cardiogenic Event: A Single Case Study

Mayank Chugh1, Satender Tanwar2

Abstract

Medical education relies upon the through clinical examination and history taking in 
exact and proper diagnosis of the patient.1 The patient who has the symptoms which has the 
presentation of the multiple system sharing the same presentation need2 judicious examination 
and through evaluation. Similarly the article case study selected here is the syncope2 vs Siezure 
where both have the common feature such as the LOC– Loss of consciousness need the through 
evaluation for the same.3

Differentiating between syncope and seizures, a relatively easy task, is not quite so simple in 
the ED.4 Transient loss of consciousness can occur from seizure or syncope, and the emergency 
clinician must distinguish between the two general5 conditions, especially if it's the patient's 
first episode, and direct the appropriate initial evaluation and follow-up.6

Ten percent of patients diagnosed as having a seizure do not have a seizure disorder but 
rather a cardiovascular event that caused transient loss of consciousness.7 Basic ED labs and an 
ECG, even an out patient EEG, are not always sensitive enough to differentiate seizures8 from 
syncope. Long-term ECG monitoring, as well as tilt table testing, are some tools that can further 
reveal the origin of the transient loss of consciousness.9
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INTRODUCTION

There was no problem calling this patient's event 
a seizure, and there was no confusing it with 

syncope.10 It was observed by physicians, there was 
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a tonic phase of muscular activity, clonic movements 
lasted 60 seconds,11 the patient remembered 
nothing of the event, and he was disoriented for 15 
minutes.12 Differentiating a seizure from syncope in 
an event that occurred outside the hospital that was 
witnessed only by non medical personnel makes 
the task more formidable.13

Differentiating between syncope and seizures, 
a relatively easy task, is not quite so simple in the 
ED.14 Transient loss of consciousness can occur 
from seizure or syncope, and the emergency 
clinician must distinguish between the two general 

and direct the appropriate initial evaluation and 
follow-up.15 If one concludes that the event was 
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syncope, it's usually from a cardiovascular event, 
and some can be serious or even fatal.16

If one believes that the episode was caused by 
a seizure, neurological testing and consultation is 
required. That would seem to straight forward, 
but 10-20 percent of patients diagnosed as having 
a seizure do not have a seizure disorder but rather 
a cardiovascular event that caused transient loss of 
consciousness.17 A seizure resulting from syncope 
is termed convulsive syncope, and seizure activity 
occurs in up to 20 percent of episodes of syncope. 
Seizures can result from an occult cardiac etiology, 
and some causes, such as an episodic arrhythmia, 
can escape elucidation in the ED. Basic ED labs and 
an ECG, even an outpatient EEG, are not always 
sensitive enough to differentiate seizures from 
syncope. Long-term ECG monitoring, as well as tilt 
table testing,18 are some tools that can further reveal 
the origin of the transient loss of consciousness. The 
commonly used short-term Holter cardiac monitor 
is a popular intervention but of minimal actual 
value.19

Most clinicians would simply believe the 
diagnosis if a patient comes to the ED with loss 
of consciousness and gives a history of prior 
seizures. He would then check the anticonvulsant 
level, adjust any necessary derangements in the 
drug levels, and send the patient on his way.20 
We usually add another drug or attribute seizures 

number of patients who are told they have a seizure 
disorder actually do not. This may be one reason 
we see patients on anticonvulsants who continue 
to seize. It's important to take a good history to 
distinguish seizure from syncope with the hope of 
getting the patient directed to the right consultant.21

CASE STUDY

A 56 years old male presented with repeated 
episodes of LOC.
He has been evaluated by neurosurgeon and 
investigated same.
After investigation started on the AED – Anti 
-epileptic Drugs.
Even after the AED he was continues to have 
LOC.
No ECG and Cardiac evaluation done at 
primary level.

Thereby one day when he had the LOC he was 
taken to the ED at Physician available nearby 
where he had been evaluated and found to have 
ECG Suggestive of CHB.

ECG repeat which was suggestive of same 
CHB.

CONCLUSION

The above said patient presented with the 
complaints of repeated episode of syncope and 
LOC which either have cardiogenic as well as 
neurological cause which needs the judicious 
evaluation and thorough examination.22

The case initially treated by the neurosurgeon, 
started with the antiepileptic’s but patient continues 
to have the loss of consciousness and similar 
complaints even after starting the AEDs, that’s is 
suggestive of that pathology is not of neurological 
originated. The case later evaluated by physician 
and found out to CHB which life is threatening if 
not treated at timely manner.23
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