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Abstract
Background: Syncope - also known as fainting - is defined as a sudden and transient loss of
consciousness resulting in the inability to maintain postural tone with rapid recovery that
follows. Studies report approximately 40% of the U.S. population will experience a syncopal
episode in their lifetimes (Runser et al., 2017), with recurrent syncope occurring in 13.5% of
Americans who experience syncope.
Purpose and Objectives: The purpose of this evidence-based practice (EBP) quality
improvement project was to determine whether standardized printed patient education on
syncope topics improves syncope symptomatology in elderly cardiology outpatients at Kuakini
Medical Center.
Methods: Data were collected at two points. The first at an initial office visit via an authordeveloped pre-education survey that assessed for any history of syncope and any knowledge of
lifestyle modifications to help avoid syncope. The second, at the patient’s follow-up visit
approximately 60 to 90 days after the initial visit, via an author-developed post-education survey
that assessed: any episode of syncope since the education was given, any improvement in
symptoms, any increase or decrease in knowledge of lifestyle modifications, and any use of
learned lifestyle modifications.
Results: Initially, 14 patients who met the inclusion criteria were identified. Half of them either
did not show to their initial or follow-up appointments and failed to reschedule or could not
understand the surveys and/or education due to the lack of a translator. A total of 7 patients
completed all aspects of the methodology pipeline. All 7 patients reported a past history of
fainting on their pre-education survey, and all 7 reported no episode of fainting at their follow-up
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visit. Five (71%) patients reported an improvement in their symptoms at follow-up, while two
(29%) reported no improvement.
Discussion: The data collection period (September 2019 to January 2020) was short which
disqualified patients who did not show to their appointments and could not reschedule in a timely
manner. Subsequently, the already small sample size was reduced by half. In the future, a phone
translating service may be considered in the event staff are unable to translate during the visit or
the educational material should be translated by capable staff or sent out to be done by a
qualified third-party. The data collection period should be extended to 6 months to a year.
Conclusion: Receiving standardized printed education on syncope topics may improve syncope
symptomatology in elderly cardiology outpatients.
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IMPROVING SYNCOPE-RELATED SYMPTOMS
Improving Syncope-Related Symptoms in Elderly Cardiology Outpatients
by Providing Standardized Printed Patient Education
Introduction
Syncope - also known as fainting - is defined as a sudden and transient loss of
consciousness resulting in the inability to maintain postural tone with rapid recovery that
follows. Cerebral hypoperfusion is thought to be the pathophysiologic mechanism causing
syncope. The causes of cerebral hypoperfusion are classified into three types that are
subcategorized by secondary causes. Cardiac syncope accounts for 20% of all cases and is
caused by arrhythmias, structural diseases, and mechanical diseases. Reflex syncope - also
known as neurally-mediated syncope - accounts for 45% of all cases and is caused by: vasovagal
reflex; carotid sinus hypersensitivity; and situations of coughing, sneezing, defecating, and
micturating. Orthostatic syncope accounts for 10% of all cases and is caused by medication side
effects, volume depletion, autonomic system failure, and postural tachycardia syndrome.
Prodromal symptoms - or presyncope - can include but are not limited to headache, dizziness,
lightheadedness, blurred vision, chest pain, palpitations, bradycardia, and dyspnea (Runser,
Gauer, & Houser, 2017).
Description of Problem
Studies report approximately 40% of the U.S. population will experience a syncopal
episode in their lifetimes (Runser et al., 2017), with recurrent syncope occurring in 13.5% of
Americans who experience syncope. The U.S. Healthcare Utilization Project estimated the total
annual healthcare cost related to syncope was $4.1 billion in 2014, with European studies
confirming similar numbers (Shen et al., 2017). Of patients who have reported a previous
episode of syncope, 33% report a functional impairment related to driving or working (Van Dijk
1

IMPROVING SYNCOPE-RELATED SYMPTOMS
et al., 2006), and those who report frequent syncope report a poor quality of life on multiple
domains (Rose, Koshman, Ritchie, & Sheldon, 2009). Non-pharmacological treatment like
education has been shown to reduce syncopal episodes (Aydin et al., 2012; Shen et al., 2017) and
improve quality of life (Romme et al., 2010).
Doctor Pon-Sang Chan is the owner and operator of the outpatient cardiology and
internal medicine practice where this evidence-based practice (EBP) project was conducted. He
sees 1 to 2 patients a week who complain of syncope and was interested in reducing the number
of episodes and severity of symptomatology in these patients. At his practice, patients with a
history of syncope currently receive individualized verbal education on how to avoid or treat
their unique type of syncope.
PICO Question
The following population, intervention, comparison, and outcome (PICO) question was
developed for this project. In (P) cardiology outpatients aged 70 and older who complain of
syncope, (I) does providing standardized printed syncope education (O) improve syncope-related
symptoms (C) compared to providing individual verbal education? The aim of this EBP project
was to answer this question.
Search Strategy
PubMed and CINAHL were the databases queried using a combination of the following
search terms: outpatients, clients, ambulatory, syncope, presyncope, near-syncope, transient loss
of consciousness, fainting, medication, education, teaching, and nonpharmacological. The
searches provided 160 results which were narrowed down by filtering all articles from 2004 and
later. Eleven articles were chosen from this set based on subject headings and abstracts relevant
to syncope. The strengths of evidence in these articles were assessed using the Strength-of2
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Recommendation Taxonomy (SORT) rating system because its algorithm is used to evaluate the
quality and consistency of individual articles in healthcare literature (Ebell, 2004). All 11 articles
used had a SORT level of evidence rating of 3. A diagram of the SORT algorithm that details the
requirements for each level of evidence can be found in Appendix A. Refer to the literature
matrix in Appendix B for specific articles critiqued, relevant findings, and SORT level of
evidence ratings.
Literature Synthesis
Elderly at Increased Risk
The elderly experience age-related reductions in neurohumoral and physiological
compensatory mechanisms which increase their risk for reflex syncope (Zagaria, 2012). The
most recent joint American College of Cardiology and American Heart Association clinical
practice guidelines concluded that advancing age and orthostatic medications are risk factors for
syncope, with the incidence rising sharply after 70 years of age (Shen et al., 2017).
Other Contributing Factors and Solutions
The ability for an elderly person to manage and take medications declines with aging as a
result of changes in health literacy, vision, hearing, disability, and reductions in social and
financial resources (Murray et al., 2004). The quantity of prescription and nonprescription
medications also increases with age. Because of these changes, medication adherence declines
and increases one’s risk for adverse events like syncope. Because contributing factors are
multifactorial, strategies to improve adherence will need to take the same approach. Murray et al.
(2004) mentioned that use of health-specific cognitive resources is one strategy to increase health
literacy, subsequently increasing medication adherence and reducing adverse events.
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Education’s Effectiveness
Kim et al. (2012) found that in 422 patients diagnosed with vasovagal syncope via headup tilt test, education on utilizing a supine position upon onset of symptoms, avoidance of trigger
events, and lifestyle modifications was no more effective than conventional pharmacotherapy on
reducing syncope recurrence. To the contrary, Romme et al. (2010) found that after printed
education was given to patients who experienced vasovagal syncope, specifically education on
how to perform counter-pressure maneuvers when changing positions, syncopal frequencies
decreased and quality of life measures increased in 63 out of 100 patients. Aydin et al. (2012)
also found that a standardized non-pharmacological didactic protocol on behavior modification
reduced syncope recurrence and traumatic injury in 229 out of 316 (72.5%) patients who
experienced vasovagal syncope. The protocol involved counseling on the potential risks,
prognosis, pathophysiology, trigger events, and lifestyle modifications like increasing water
intake, starting regular exercise, and using positional and counter-pressure maneuvers. Task
force members who wrote the most recent American College of Cardiology and American Heart
Association Guidelines for the Evaluation and Management of Patients With Syncope (Shen et
al., 2017) recommend patient education on: diagnosis; prognosis; symptom awareness; and
avoidance of precipitating factors like dehydration, prolonged standing, hot environments, and
diuretic intake to reduce syncopal frequencies in patients. Runser et al. (2017) also recommend
educating patients on the same topics to reduce syncope.
Patient Knowledge and Communications
Dhukaram and Barber (2013) found that a majority of elderly participants in their study
had a limited understanding of their medications and relied heavily on their healthcare providers
rather than any other source of information. They concluded that participants required increased
4
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motivation, dosing reminders, and further education on side effects and drug interactions from
these providers to avoid negative outcomes. Another study found that pharmacists were the most
involved in providing moderate impact communications to patients regarding medication
management, compared with APRN prescribers, suggesting that although medication
management requires an interdisciplinary approach, there is room for NPs to get more involved
in this process (Kjos & Bryant, 2018). In summary, the literature encourages providers to
increase utilization of education to reduce syncope in the elderly.
Limitations
Aydin et al. (2012) found a 27% syncopal recurrence rate among those who received
verbal counseling after a two-year follow-up. Romme et al. (2010) found a 49% recurrence rate
among those who received printed education after a one-year follow-up. Neither study was
randomized or controlled. Kjos and Bryant (2018), who found there is room for NPs to provide
more medication management communication to patients, only examined one internal medicine
clinic in the Midwest, so the findings may not be generalizable to other settings in other
geographic regions. Although Kim et al. (2012) showed education was no more effective at
reducing orthostatic syncope recurrence than medication alone and had the largest sample size
(n=422) of all studies reviewed, they did not include patients suffering from other types of
syncope that may also improve with lifestyle modifications.
Intervention
Patient education on syncope was the intervention chosen because it is a cost-effective
and noninvasive way to improve syncope symptomatology and reduce frequency. Standardized
verbal (Aydin et al., 2012) and standardized printed education (Romme et al., 2010) were
specifically supported in the literature to reduce syncopal frequencies, with the former also
5
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showing a reduction in traumatic injuries and the latter also showing an improvement in multiple
quality of life domains. Providing general education on diagnosis, prognosis, symptom
awareness, and avoidance of precipitating factors is also recommended elsewhere in the
literature (Shen et al. 2017; Runser et al., 2017).
The education compiled for this project included causes of syncope, possible signs and
symptoms of syncope and its prodrome, and what to do if certain signs and symptoms were
experienced. Lifestyle modifications that can help to avoid syncope were listed. Medication
types with the potential side effect of syncope and related symptoms were also listed with the
advisory that care should be taken when taking two or more of these medication types at the
same time. Refer to Appendix C for the printed patient education handout.
The relative ease for a provider to modify medication type and dose served as the
rationale for including education on drug types that may lead to syncope and what to do if one
notices symptoms are related to dosing. Also, adjusting medication therapy is noninvasive and
relatively inexpensive to implement. The handout was written for 6th-grade level comprehension
according to the Automated Readability Index and the Linsear Write Formula (Byline Media,
2019). Because fainting is synonymous with syncope in the literature (Shen et al., 2017), it was
used as the primary term throughout the surveys and education in an attempt to make the content
easier to understand.
Conceptual Framework
The conceptual framework used in this EBP project was the Iowa Model, which was
created in 1994 for the purpose of evaluating evidence and implementing clinical practice
changes based on that evidence. It was revised in 2017 to account for developments in
implementation science and an emphasis on patient engagement. The steps of the model are:
6
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identify triggering issues; state the question or purpose; form a team; assemble, appraise, and
synthesize the body of evidence; design and pilot the practice change; integrate and sustain the
practice change; and disseminate the results (Buckwalter et al., 2017). Refer to Appendix D for a
detailed graph of this framework. The Iowa Model applied to this project because no current
EBP intervention was being used to address syncope in this outpatient setting. Doctor Chan and
his medical assistants (MAs) all agreed to participate in this EBP project.
Methods & Procedures
Purpose Statement & Objectives
The purpose of this EBP quality improvement project was to determine whether
standardized printed patient education on syncope topics improves syncope symptomatology in
elderly cardiology outpatients at Kuakini Medical Center. Project objectives were: (a) develop a
patient education handout on syncope, possible triggers, and lifestyle modifications; (b) select 10
patients who experienced syncope to be included in the project; (c) provide pre-education
surveys and education handouts to chosen participants at initial visits; and (d) assess any
improvement in symptomatologies via post-education surveys given at follow-up visits.
Sampling Plan
This project took place at Kuakini Medical Center in Honolulu, Hawaii at an outpatient
cardiology practice owned and operated by Dr. Pon-Sang Chan, MD. The practice employs two
MAs. According to Dr. Chang, approximately 40% of the patient population is of Chinese
ethnicity and sees Dr. Chan for their internal medicine, outpatient cardiology, and interventional
cardiology follow-up needs. According to Dr. Chan, approximately 60% of the patient
population speak and read English. The rationale for including patients aged 70 and older, versus
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65 and older, was evidence in the literature that showed the incidence of syncope rises sharply
after age 70 (Shen et al., 2017).
With the assistance of Dr. Chan, 14 patients were identified to meet the inclusion criteria:
history of syncope, 70 years of age and older, and current outpatient of Dr. Chan’s cardiology
practice. Patient exclusion criteria were: without a history of syncope and less than 70 years of
age. Ability and inability to speak and read English were considered inclusion and exclusion
criteria respectively, but it was determined that an MA who speaks Cantonese would be available
to translate depending on her schedule and need to fulfill other duties within the practice.
Human Subjects Considerations
The author completed the Collaborative Institutional Training Initiative (CITI) training
for research ethics and compliance, and Health Insurance Portability and Accountability Act
(HIPAA) training on patient privacy protections. This DNP project involved making judgments
about a program to improve or further develop program effectiveness and inform decisions about
future programming with an organization (University of Hawaii Human Studies program,
personal communication, August 2, 2018). All tasks are related to quality improvement and have
not produced generalizable knowledge. Thus, this project did not require IRB application and
review.
Measurements
For every project participant, data were collected at two points in time. The first set of
measurements took place at the initial office visit via an author-developed pre-education survey
found in Appendix E. The pre-education survey assessed whether the patient ever experienced
syncope before and had any knowledge of lifestyle modifications to help avoid syncope. The
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data from the survey were logged by the author or the MAs on a staff data collection log shown
in Appendix F.
The second set of measurements took place at the patient’s follow-up office visit
approximately 60 to 90 days after the initial one where an author-developed post-education
survey was administered, found in Appendix G. The primary post-education measurements were:
any episode of syncope since the education was given, any improvement in symptoms, any
increase or decrease in knowledge of lifestyle modifications, and any use of learned lifestyle
modifications since the initial visit.
Data Collection
A printed patient education handout was developed. The literature was searched and
referenced for the content and organized into sections for easier reading. Topics included:
definitions, synonyms, causes, signs and symptoms, lifestyle modifications to help avoid
syncope, medication types that can lead to syncope, and special instructions on seeking
emergency medical attention. An iterative process was used to submit drafts to and receive
feedback from members of the project committee to create a final draft that all project committee
members approved.
Patients with a history of syncope were identified under the direction of Dr. Chan. Patient
charts were reviewed to confirm their history of syncope. All chosen patients had upcoming
appointments scheduled and their appointment dates and times were recorded. Pre-education
surveys and education handouts were given to the patients who showed to their initial
appointments. If the patient had difficulty understanding English, a Cantonese-speaking MA
would translate if she was available. Although every effort was made for the author to provide all
surveys and education, the MAs were coached on who to give pre-education surveys and
9
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education handouts to, how to review the handouts with the patients (i.e. read section headings,
important points from each section, and situations that required immediate medical attention),
and to record follow-up appointments determined by Dr. Chan (typically in 60 to 90 days). Staff
logged relevant information on a staff data collection log found in Appendix F. Continual
attempts were made to reschedule patients who did not show to their initial appointments up until
one month prior to the end of the data collection period.
Appointment reminders via phone call and voicemail were given to all patients for their
initial and follow-up visits. Post-education surveys were given to patients who showed to their
follow-up appointments. Staff were coached on who to give the post-education surveys to in the
event the author was not present and logged relevant information on the staff data collection log.
Continual attempts were made to reschedule patients who did not show to their follow-up
appointments up until the end of the data collection period.
Staff were given their own survey to assess ease of use of the project’s protocol and any
feedback they had, shown in Appendix H. Refer to the logic model in Appendix I for project
inputs, outputs, and outcomes. Refer to Appendix J for a Gantt chart of the chronological listing
of major tasks, subtasks, responsible persons, and target start/end dates.
Data Analysis
The individual responses were compiled into an aggregate data table and analyzed,
shown in Appendix K. Contemporaneous notes on the assessment and plan of each patient were
taken at their visits and key findings were included in the table to provide context for their
survey responses. Patient privacy was maintained by assigning a code number to identify each
patient and storing this key as a separate document from all other data.
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Results
Initially, 14 patients who met the inclusion criteria were identified. Half of them either
did not show to their initial or follow-up appointments and failed to reschedule or could not
understand the surveys and/or education due to the absence of a translator (50% drop out rate). A
total of 7 patients completed all aspects of the methodology pipeline, which included 3 (43%)
males and 4 (57%) females. The average age was 86 and ranged from 78 to 100 at the time of
their initial visit. Five (75%) were of Chinese descent, 1 (14%) of Japanese descent, and 1 of
Korean descent.
All 7 (100%) patients reported a past history of fainting on their pre-education survey,
and all 7 reported no episode of fainting at their follow-up visit (refer to Chart 1). Five (71%)
patients reported an improvement in their symptoms at follow-up, while two (29%) reported no
improvement.
Chart 1. Reported Syncope History Pre-Education and Post-Education
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Five (71%) patients reported knowing no preventive behaviors prior to the education,
while only 4 (57%) reported none at follow-up (refer to Chart 2). One (14%) patient learned to
“avoid/reduce stress, pain, and fear” from the education. Another (14%) patient learned to “drink
water regularly throughout the day” from the education. One patient (14%) knew to “take
medications at the time and dose the doctor prescribes” at initial and follow-up visits. One (14%)
patient knew to “avoid sudden changes in position” prior to education, while two (29%) patients
(the original patient and one additional) knew of the same behavior at follow-up. Within Chart 2,
note the number in parentheses before each preventive behavior corresponds to the numbering of
the behaviors on the pre- and post-education surveys.

Chart 2. Preventive Behaviors Known Pre-Education and Post-Education

When asked to agree or disagree with the statement “it was easy to understand the
syncope education handout,” 2 (29%) strongly disagreed, 2 disagreed, 1 (14%) felt neutral, and 2
12
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agreed (refer to Chart 3). When asked to agree or disagree with the statement “I learned new
ways to help avoid fainting,” 3 (43%) strongly disagreed, 2 (29%) disagreed, 1 (14%) felt
neutral, and 1 agreed (refer to chart 4). When asked to agree or disagree with the statement “I
used the suggestions listed on the handout in my daily life to help avoid fainting,” 3 (43%)
strongly disagreed, 2 (29%) agreed, and 2 strongly agreed (refer to Chart 5).
Chart 3. Survey Responses to “It was easy to understand the syncope education handout.”

Chart 4. Survey Responses to “I learned new ways to help avoid fainting.”
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Chart 5. Survey Responses to “I used the suggestions listed on the handout in my daily life
to help avoid fainting.”

Aside from the author, only one MA gave out surveys and education, so only one staff
survey was completed. The MA strongly agreed with the statement “the protocol for distributing
the handout to patients was easy to follow.” When asked “was the process of reviewing the
handout with the patient necessary,” she replied “yes.” When asked “what difficulties did you
have in distributing the handout,” she said, “no difficulties with distribution, only with chasing
now shows and rescheduling.”
Discussion
The primary survey results showed an overall improvement in 7 out of 7 patients who
experienced no episode of syncope after receiving the printed education and 5 (71%) patients
who reported an improvement in their symptoms after receiving the education, as it similarly did
in studies by Aydin et al. (2012) and Romme et al. (2010). This project’s survey data also had
conflicting aspects, showing a majority of patients (4, 57%) had difficulty understanding the
handout, and a majority (5, 71%) also reporting they did not learn new ways to help avoid
fainting. These patients may not have understood the questions being asked, as 5 (71%) patients
were of Chinese-ethnicity. It is important to note, during their initial and follow-up visits, all
14
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these patients communicated as if they could understand spoken English or had a staff translator
present. All 7 patients reported having the ability to read English or knowing someone who could
translate it for them. Interestingly, 4 (57%) patients reported using preventive behaviors from the
handout in their daily life, further supporting the sample’s overall improvement. For information
on how this project met DNP Essentials Criteria, refer to Appendix L.
Limitations, Implications, and Future Practice
The data collection period (September 2019 to January 2020) was short which
disqualified patients who did not show to their appointments and could not reschedule in a timely
manner. Subsequently, the already small sample size was reduced by half. A longer data
collection period may alleviate part of this problem as it will provide more time for patients to be
contacted and rescheduled, and therefore increase the sample size. In the future, at least 6 months
to a year may double or triple the sample size.
Patients who met inclusion criteria but did not complete the project pipeline did not keep
their initial or follow-up appointments and attempts to reschedule them were unsuccessful.
Reminder cards were given and one courtesy call was made prior to an appointment. In the
future, staff may want to consider making more than one call if the time and staffing levels
permit.
Approximately 40% of the practice population spoke a dialect of Chinese. In the future, a
phone translating service may be considered in the event staff are unable to translate during the
visit, but this may be cost-prohibitive for a small private practice. The educational material may
be translated by Dr. Chan or a capable staff or sent out to be translated by a qualified third-party.
Additionally, the handout can be improved by using fewer words, using a larger font, and
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incorporating some graphics to accommodate the visual problems common in this age group.
Patients of various educational backgrounds should also be recruited.
Conclusion
There are many causes, types, and prodromal symptoms of syncope. This project aimed
to improve syncope symptoms in elderly patients by educating them on multifactorial causes and
the lifestyle modifications to mitigate them. Primary measurement results of this pilot project
showed an overall improvement of syncope symptoms in the entire patient sample. Despite this,
a majority of patients reported difficulty understanding the printed education. In the future, a
similar project should expand the sample size to include more diverse ethnic and educational
backgrounds and translate the education into languages understood by the practice’s majority
ethnic populations. In summary, this DNP project showed receiving standardized printed
education on syncope topics may have improved syncope symptomatology in elderly cardiology
outpatients.

16

IMPROVING SYNCOPE-RELATED SYMPTOMS
References
Aydin, M., Mortensen, K., Salukhe, T., Wilke, I., Ortak, M., … Willems, S. (2012). A
standardized education protocol significantly reduces traumatic injuries and syncope
recurrence: An observational study in 316 patients with vasovagal syncope. Europace,
14(3), 410-415.
Buckwalter, K., Cullen, L., Hanrahan, K., Kleiber, C., McCarthy, A. … Tucker, S. (2017).
Iowa Model of Evidence-Based Practice: Revisions and validation. Worldviews on
Evidence-Based Nursing, 14(3), 175-182.
Byline Media. (2019). Readability formulas. https://readabilityformulas.com.
Dhukaram, A., & Baber, C. (2013). Elderly cardiac patients' medication management: Patient
day-to-day needs and review of medication management system. 2013 IEEE
International Conference on Healthcare Informatics, 107-114.
Ebell, M., Siwek, J., Weiss B., Woolf, S., Susman, J., & Ewigman, B. (2004). Strength of
recommendation taxonomy (SORT): A patient-centered approach to grading evidence in
the medical literature. Journal of the American Board of Family Medicine, 17(1), 59-67.
http://www.jabfm.org/content/17/1/59.long.
Kim, J., Hwang, H., Shim, J., Uhm, J., Joung, B., Pak, H., & Lee, M. (2012). The effect of
intensive education in preventing recurrent vasovagal syncope. Journal of the American
College of Cardiology, 59(13).
Kjos, A., & Bryant, G. (2019). Communication networks of medication management in an
ambulatory care setting. Research in Social and Administrative Pharmacy, 15(2),
182-192.
Murray, M., Morrow, D., Weiner, M., Clark, D., Tu, W., Deer, M. … Weinberger
17

IMPROVING SYNCOPE-RELATED SYMPTOMS
M. (2004). A conceptual framework to study medication adherence in older adults.
American Journal of Geriatric Pharmacotherapy, 2(1), 36-43.
Romme, J., Reitsma, J., Go-Schön, I., Harms, M., Ruiter, J., Luitse, J. . . . Van Dijk, N.
(2010). Prospective evaluation of non-pharmacological treatment in vasovagal
syncope. Europace, 2010(12), 567-573.
Rose, M., Koshman, M., Ritchie, D., & Sheldon, R. (2009). The development and preliminary
validation of a scale measuring the impact of syncope on quality of life. Europace,
11(10), 1369-1374.
Runser, L., Gauer, R., & Houser A. (2017). Syncope: Evaluation and differential diagnosis.
American Academy of Family Physicians, 95(5), 303-312.
Shen, W., Sheldon, R., David, B., Mitchell, C., Daniel, F., Zachary G. … Yancy, C.
(2017). ACC/AHA/HRS guideline for the evaluation and management of patients
with syncope: A report of the American College of Cardiology/American Heart
Association task force on clinical practice guidelines and the Heart Rhythm Society.
Circulation, 136(16).
Van Dijk, N., Sprangers, M., Colman, N., Boer, K., Wieling, W., & Linzer, M. (2006). Clinical
factors associated with quality of life in patients with transient loss of consciousness.
Journal of Cardiovascular Electrophysiology, 17(9), 998-1003.
Zagaria, M. A. (2012). Syncope: Medications as cause and contributing factors. US
Pharmacist, 37(3), 22-27.

18

IMPROVING SYNCOPE-RELATED SYMPTOMS
Appendix A: Strength-of-Recommendation Taxonomy (SORT)

(Ebell et al., 2004)

19

IMPROVING SYNCOPE-RELATED SYMPTOMS
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Author / Title
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needed / available to patients

patients felt they had limited knowledge
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3
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recurrence

3
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multidimensional

3

examine effects of nonpharmacological treatment
(printed patient education) in
patients with frequent
vasovagal syncope

non-pharm treatment, specifically printed
patient education, decreased syncopal
episodes and increased quality of life, but
patients still experience syncopal episodes;
non-pharm treatment should be
recommended to all patients experiencing
syncope

3

develop a brief syncopespecific measure of healthrelated quality of life

frequent syncope reduces quality of life

3

provide syncope and
presyncope epidemiology,
classifications, etiologies, risk
factors, diagnostic approach
(history, physical, testing),
and treatment

orthostatic syncope treated with education,
lifestyle modifications, and adjustments in
contributing medications; cardiac syncope
treated by treating underlying etiology;
reflex syncope treated with reassurance,
education, and PT

3

provide contemporary,
accessible, and succinct
evidence-based guidelines in
the management of syncope

incidence of syncope rises sharply after 70
years of age; greater risk of hospitalization
and death in older adults; older adults who
have syncope are 38% more likely to fall
versus 18.3% among older adults without
syncope; misuse of hypotensive agents
should be considered

3

The development and
preliminary validation of a scale
measuring the impact of
syncope on quality of life
Runser, L., Gauer, R., & Houser
A.
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Appendix C: Printed Patient Education

Fainting: What you need to know
What is fainting?

What causes fainting?

Fainting is a sudden but temporary loss of consciousness also known as syncope. It may start as dizziness or changes
with your vision. It’s important to remember that after losing
consciousness, recovery to your normal self occurs
quickly and naturally. If there is no quick recovery, seek
medical attention right away.

Fainting is caused by reduced blood flow to the brain. There
are different reasons why blood flow to the brain can reduce.
Problems with your heart, lungs, blood vessels, and nervous
system are possible reasons. Diabetes, dehydration, intense
heat and exercise, and some medications are also possible
causes.
Medications for the following conditions may cause
fainting if taken incorrectly.
Avoid taking together unless directed by your doctor:

Your doctor recommends daily use of the
suggestions below to help avoid fainting:
●
●
●
●

Avoid/reduce stress, pain, and fear.
Avoid prolonged heat exposure.
Avoid/reduce alcohol, caffeine, and nicotine intake.
Avoid tight collars or forceful shaving on the neck.

●

If you have low blood pressure (under 90/60), increase
your salt and fluid intake.
Drink water regularly throughout the day. Most people get
enough water by letting thirst be their guide. Have a water
bottle nearby as a reminder.
Avoid prolonged standing or exercise.

●

●

●
●
●
●
●

●

●

Avoid quick or extreme movements of your head.
Avoid sudden changes in your position, like quickly going
from a lying to standing position. Sit at the edge of your
bed before standing.
Sleep with your bed elevated or use pillows to prop your
head up. This will help to prevent sudden changes in your
body’s position.
Take your medications at the time and dose your doctor
prescribes. Fainting symptoms may be related to your
medications.

●
●
●
●

erectile dysfunction
depression
chronic pain
Parkinson’s

Seek immediate medical care if you or you
have any combination of these symptoms:
●

●
●

chest pain
high blood pressure
swelling
difficulty breathing
diabetes

chest pain
○ that happens at rest or during physical activity, or
○ that travels to your back, neck, or arms

AND one or more of the following:
●
●
●
●
●
●
●
●
●
●

palpitations - also known as heart skipping a beat
rapid or slow heartbeat
difficulty breathing
nausea or vomiting
dizziness or fainting
feeling extremely anxious
muscle weakness or tingling
difficulty speaking or understanding words
frequent episodes of fainting
if you do not return to your normal self after a fainting
episode

Dhukaram, A., & Baber, C. (2013). Elderly cardiac patients' medication management: Patient day-to-day needs and review of medication management system. 2013 IEEE
International Conference on Healthcare Informatics, 107-114.
Runser, L., Gauer, R., & Houser A. (2017). Syncope: Evaluation and differential diagnosis. American Academy of Family Physicians, 95(5), 303-312.
Shen, W., Sheldon, R., David, B., Mitchell, C., Daniel, F., Zachary G. … Yancy, C. (2017). ACC/AHA/HRS guideline for the evaluation and management of patients with
syncope: A report of the American College of Cardiology/American Heart Association task force on clinical practice guidelines and the Heart Rhythm Society. Circulation,
136(16).
Zagaria, M. A. (2012). Syncope: Medications as cause and contributing factors. US Pharmacist, 37(3), 22-27.
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Appendix E: Pre-Education Survey
Patient Code _____________
Fainting is a sudden but temporary loss of consciousness. Dizziness and lightheadedness can be
symptoms you experience before fainting. Please answer the following questions to the best of
your ability. There are no wrong answers.
1. Have you ever had an episode of fainting in the past? Yes or No

2. What recommendations do you know of that helps to avoid fainting? Circle the numbers
of all that apply.
1. Avoid/reduce stress, pain, and fear.
2. Avoid prolonged heat exposure.
3. Avoid/reduce alcohol, caffeine, and
nicotine intake.
4. Avoid tight collars or forceful
shaving on the neck.
5. If you have low blood pressure
(under 90/60), increase your salt
and fluid intake.
6. Drink water regularly throughout
the day. Most people get enough
water by letting thirst be their
guide. Have a water bottle nearby
as a reminder.
7. Avoid straining on the toilet. If you
are constipated, drink more water
and eat more foods that contain
fiber, like vegetables, fruits, nuts,
and grains.
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8. Avoid prolonged standing or
exercise.
9. Avoid quick or extreme
movements of your head.
10. Avoid sudden changes in your
position, like quickly going from a
lying to standing position. Sit at the
edge of your bed before standing.
11. Sleep with the head of your bed
elevated or use pillows to prop
your head up. This will help to
prevent sudden changes in your
body’s position.
12. Take your medications at the time
and dose your doctor prescribes.
Fainting symptoms may be related
to your medications.
13. I don’t know.

IMPROVING SYNCOPE-RELATED SYMPTOMS
Appendix F: Staff Data Collection Spreadsheet
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Appendix G: Post-Education Survey
Patient Code _____________
Fainting is a sudden but temporary loss of consciousness. Dizziness and lightheadedness can be
symptoms you experience before fainting. Please answer the following questions to the best of
your ability. There are no wrong answers.
1. Did you notice a decrease in the number of fainting episodes after receiving the educational
handout? Yes or No
2. What recommendations do you know of that helps to avoid fainting? Circle the

numbers of all that apply.
1. Avoid/reduce stress, pain, and fear.
2. Avoid prolonged heat exposure.
3. Avoid/reduce alcohol, caffeine, and
nicotine intake.
4. Avoid tight collars or forceful
shaving on the neck.
5. If you have low blood pressure
(under 90/60), increase your salt
and fluid intake.
6. Drink water regularly throughout
the day. Most people get enough
water by letting thirst be their
guide. Have a water bottle nearby
as a reminder.
7. Avoid straining on the toilet. If you
are constipated, drink more water
and eat more foods that contain
fiber, like vegetables, fruits, nuts,
and grains.

8. Avoid prolonged standing or
exercise.
9. Avoid quick or extreme
movements of your head.
10. Avoid sudden changes in your
position, like quickly going from a
lying to standing position. Sit at the
edge of your bed before standing.
11. Sleep with the head of your bed
elevated or use pillows to prop
your head up. This will help to
prevent sudden changes in your
body’s position.
12. Take your medications at the time
and dose your doctor prescribes.
Fainting symptoms may be related
to your medications.
13. I don’t know.

3. It was easy to understand the fainting education handout. Circle one answer.
strongly disagree

disagree

neutral

agree

strongly agree

agree

strongly agree

4. I learned new ways to help avoid fainting. Circle one answer.
strongly disagree

disagree

neutral
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5. I used the suggestions listed on the handout in my daily life to help avoid fainting. Circle one
answer.
strongly disagree

disagree

neutral
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agree

strongly agree

IMPROVING SYNCOPE-RELATED SYMPTOMS
Appendix H: Staff Survey
1. Staff only: The protocol for distributing the handout to patients was easy to follow. Circle one answer.
strongly disagree

disagree

neutral

agree

2. Staff only: Was the process of reviewing the handout with the patient necessary?

3. Staff only: What difficulties did you have in distributing the handout?
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strongly agree
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Appendix I: Logic Model
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Appendix J: Gantt Chart
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Appendix K: Aggregate Data Table
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Appendix L: Meeting the DNP Essentials Criteria
DNP Essential
●
Essential I: Scientific
Underpinnings for
Practice

●
●
●

Essential II:
Organizational and
Systems Leadership

Essential III:
Clinical Scholarship &
Analytical Methods for
EBP

●
●
●
●
●

Essential IV: Information
●
Systems/Technology
●
Essential V: Health Care ●
Policy for Advocacy in ●
Health Care
●
Essential VI:
Interprofessional
Collaboration
●
Essential VII: Clinical
Prevention & Population
Health

●
●

●
Essential VIII: Advanced
Nursing Practice
●

DNP Essential met in the following manners:
Completion of required DNP program course work specific to evidencebased practice, program evaluation, leadership, translation science, the
DNP project, informatics, bioethics, economics, and health policy
Literature searched, critiqued and rated using best practices
Used current literature and scientific rationale to improve health care status
in the elderly cardiology outpatients congruent with nursing values and
practice
Completed required DNP program coursework focusing on leadership in
health systems and received above average grades
Used communication and leadership skills to engage and encourage
patients to be more proactive about their health
Coached healthcare staff on the importance of the project and how to
participate in its implementation
Reviewed and evaluated the literature to determine the prevalence and
significance of the problem and determined the best practices to address
the problem
Created the project methodologies, gathered the data, organized the data
into appropriate charts, and analyzed that data
Completed coursework in technology and informatics and received above
average grades
Adopted effective and proven practices to maintain patient privacy
Utilized electronic and paper charting to gather necessary data on project
sample
Completed coursework in health policy and received above average grades
Consulted nationally recognized diagnosis and treatment guidelines and
incorporated them into this project’s methodologies
Brought patients, healthcare staff, and resources together via this DNP
project to increase opportunities for risk factor identification and
modification in an elderly, ethnic minority population
Worked effectively with multilingual content expert, project chair, and staff
to meet the goals of the project in an efficient and timely manner
Identified a complex health problem occurring in a practice setting that
required a multifactorial solution
Designed, directed and evaluated a DNP project to improve health
outcomes (prevent syncope and improve symptoms) in an elderly, ethnic
minority population
Developed, implemented and evaluated best practices to meet current and
future needs of and elderly, ethnic minority population
Completed at least 500 hours of clinical rotations, at least 90 of which was
in outpatient cardiology at this practice
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