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Abstract Objective: To analyze the clinical data of patients with syncope in a single center and to discuss the
clinical characteristics and prognosis of syncope patients. Methods: A total of 505 subjects were included in the
study, including 363 patients diagnosed with "syncope" in the outpatient or inpatient department of the Affiliated
Hospital of Inner Mongolia Medical University from January 2019 to January 2021. A total of 142 questionnaires
were collected through the questionnaire survey in both paper and electronic versions. Clinical baseline data were
collected for enrolled patients and data were collected over the telephone at 1, 4, 8, and 12 months, followed by 1-

year monitoring of disease progression and events. Results;: (D Among the 505 patients, there were 257 males
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(50.9%), with an average age of (55.52417. 23) years, an average age of the first episode of(52. 304+19. 45)
years, and the median number of episodes 1. 00(1.00,2. 00)times. 333 cases (65.9%) had predisposing factors,
and posture change was the most common. 347 cases (68.7%) had a precursor of syncope, and the most common
was dizziness. @ The most common syncope was 222 cases (44, 0%) in reflexsyncope and 183 cases (82.4%) in
reflexsyncope with vasovagal syncope. Cardiogenic syncope was the second most common in 123 cases (24.4 %),
and bradyarrhythmia syncope was the most common in 58 cases (47.2%). This was followed by 22 cases (4.4 %)
of orthostatic hypotension syncope. In 138 cases (27.3%) the cause of syncope is still unclear. @ The proportion
of patients with syncope precursor in reflexsyncope was higher than that of patients with unexplained syncope, and
the difference was statistically significant (P<C0.001). The proportion of patients with syncope precipitating fac-
tors in reflexsyncope was significantly higher than that of patients with cardiogenic syncope and unexplained synco-
pe, and the difference was statistically significant (P<C0.001). @ Logistic regression analysis was used to explore
the influencing factors of unexplained syncope. The results showed that the older the patient was for the first at-
tack, the etiology of syncope in patients combined with cerebrovascular drugs was not easy to be clear. Patients
with syncope precursors and precipitating factors, and patients combined with arrhythmia were more likely to be
clear about the etiology of syncope. & A total of 245 patients (606 person-times) were followed up by telephone.
The average follow-up time was (8. 1143, 46) months. Among the 210 cases (85.7%) with good results (no re-
currence) , 28 cases (11.4%) had recurrence of syncope, four cases (1.6%) were injured due to syncope, 16 ca-
ses (6.5%) were treated in the outpatient department again, 18 cases (7. 3%) were treated in the hospital again,
and four cases (1.6%) died. The proportion of cardiogenic syncope with good outcome was lower than that of re-
flexsyncope and unexplained syncope (P<C0. 05), and the proportion of cardiogenic syncope re-hospitalization was
higher than that of reflexsyncope and unexplained syncope (P <C0. 001). Conclusion: The results of the research
conducted by our center showed that reflexsyncope was the most common one, where precursors and precipitating
factors existed for the most part and the prognosis was good. Cardiogenic syncope, which is mainly caused by bra-
dyarrhythmia syncope, is the second most common one, with fewer inducing factors and precursors and a poor
prognosis. For unexplained syncope, the older the first episode is, the patients who are combined with cerebrovas-
cular drugs are not easy to identify the cause of syncope. However, patients who are combined with arrhythmia
are more likely to identify the cause of syncope because of syncope precursors and precipitating factors. Patients
with syncope should actively seek the cause, and formulate individualized treatment plans according to the different
risk strata.

Key words single center; syncope; clinical data
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Figure 1 Distribution of precipitating factors for syncope
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Figure 2 Distribution of syncope precursors
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Figure 3 Distribution of concomitant disease in patients

with syncope
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Table 1 Distribution of syncope precursors and precipitating factors in different syncope types %)
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Table 2 Basic features of patients with diagnosed syncope and unexplained syncope
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