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ABSTRACT

Defecation syncope explains the exaggerated vasovagal response while defecating, which may result in unconsciousness and rarely
cardiac arrest. It is underreported, mainly because of the patient’s hesitation and inability to correlate the two, unless specifically
probed by meticulous history taking; the importance of which cannot be over-emphasized.

A 28- year old fieldworker with two episodes of syncope, the last of which culminated in a cardiac arrest requiring resuscitation by
a bystander. Upon further questioning, it was revealed that both times, the patient had the urge to defecate followed by dizziness
and warmth preceding the loss of consciousness. A head-up tilt table test was planned as a means to reenact the symptoms. Upon
confirmation of diagnosis, the patient was counselled for lifestyle changes only.

Defecation syncope leading to cardiac arrest is a rare entity but with high mortality ratio. Since vagal tone increases during straining
effort, reducing physiological response may be helpful to avoid lethal results. Hydration, avoidance of constipation, and squatting

position are among the important key risk-reducing factors.
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INTRODUCTION

Syncope as a clinical presentation accounts for 3-5%
of emergency room visits, and defecation syncope (DS)
which comes under the umbrella of situational syncope,
is infrequently described in the literature [1]. DS is
described as the exaggerated vasovagal reflex occurring
during defecation that results in unconsciousness.

Defecation syncope associated with cardiac arrest was
initially published in 1968, and thereafter reports of
defecation syncope appeared rarely [2-4]. Curtis et al.
reported two cases of in-hospital defecation syncope
post-operatively in 2015.

For the last many years’ cardiac arrest associated with
defecation both in-hospital and at home is increasingly
under consideration. Mechanism of hemodynamic
changes that occur during physiological straining
effort [2]. The vasovagal reflex is a normal physiologic
mechanism that comprises hemodynamic changes,
which are recovered by itself in a normal person [5].
Mechanical changes during this response due to
changes in intrathoracic and intra-abdominal pressures
may cause blood pressure, cardiac output, and heart
rate changes. These changes compromise blood flow to
the brain which may lead to the loss of consciousness
sometime and rarely this can put the patient at risk for an
adverse cardiac event [6].
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CASE PRESENTATION

A 28-year male without prior known risk factor for
coronary artery disease, field worker by occupation.
He had a prior history of cardiac arrest, for which CPR
was done for 2 min preceded by a syncopal episode. He
had two episodes of syncope associated with an urge
to defecate. The first episode of syncope occurred at
night time when he went to the bathroom for defecation.
Meanwhile, he felt warmth and became dizzy, and fell
but recovered spontaneously after a few seconds.
The second episode occurred with the same feeling of
warmth when he was having lunch with his friend who
was, fortunately, a healthcare professional. At that time
again with an urge to defecate, he became pale followed
by a tonic seizure. His friend started resuscitation along
with mouth-to-mouth breathing and after two minutes he
regained consciousness.

He was advised to work up. An electrocardiogram done
at baseline was normal, similar to his echocardiogram
(Fig. 1). He was advised for an implantable loop recorder
(ILR) at some hospital. Based on the cost concerns of
an ILR, he came to our institution for a second opinion.

Fig. (1): ECG at baseline showing normal sinus.
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After taking detailed history a provisional diagnosis of
situational (defecation) syncope was made and the
patient was planned for a head-up tilt table test.

We started the test after taking baseline blood pressure
and pulse before and after the carotid massage.
Continuous blood pressure and pulse monitoring was
done after nitroglycerine provocation (Fig. 2a and 2b).
At around 6 min into the test he experienced the same
feeling of warmth and flushing that he had felt in the
preceding two episodes heart rate during this time
dropped from 136bpm to 59bpm and his blood pressure
from 117/77 mmHg to un-recordable. He then developed
seizure-like activity along with the up rolling of eyes ECG
showed a junctional rhythm (Fig. 2¢), at which point the
test was stopped with confirmation of the diagnosis of
reflex syncope.
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Fig. (2): (A) Tilt table test without with (B) nitroglycerin infusion and
(C) ECG during event showing junctional rhythm.

The patient has been advised of a couple of measures
prevention of constipation, avoidance of unnecessary
straining, and improved hydration status. At six
months of follow-up, the patient has remained well and
asymptomatic.

DISCUSSION

DS comes among the rare causes of syncope, especially
exposing the elderly population to risk. This entity is more
common in the female gender and may take longer to
diagnose due to a lack of knowledge to report symptoms
appropriately to a doctor.

In a case series of twenty patients with DS, it was
reported that a significant number of patients with an
“‘unknown cause” for syncope had endocrine disorders,
or co-existing diseases such as diabetes, systemic

lupus erythematosus, and underlying cardiac disease
[2]. In a study, Komatsu et al. reported associated
underlying cardiovascular disorder in 65% of patients
with defecation syncope [6]. Correcting any underlying
cause or treating the co-morbid conditions is reported to
be the main therapy [7].

The Valsalva response comprises four phases, from the
start of forced expiration against closed glottis to the
recovery phase. It explains the integrity of autonomic
control of the heart where an increase in blood pressure
causes an increase in vagal tone and a decrease in
heart rate and vice versa. Early phases of Valsalva bring
mechanical changes due to changes in intrathoracic and
intra-abdominal pressure. Where a decrease in venous
return to the heart causes a decrease in cardiac output
and arterial blood pressure. Reflex tachycardia and
vasoconstriction try to compensate and arrest further fall
in blood pressure at this stage. This causes a gradual
increase in blood pressure towards or above baseline
(temporary over-shoot) in the recovery phase with
bradycardia mediated by baroreceptor reflex. Studies
have shown many cardiac rhythm disturbances, and
impaired cerebral blood flow, in patients performing
Valsalva [2, 6, 8]. The hemodynamic changes occurring
in Valsalva response may lead to syncope, and rarely to
cardiac arrest [7-8].

In our presented case, the syncopal events started with
prodromal symptoms like nausea, urge to defecate and
abdominal pain followed by syncope and led to cardiac
arrest. Although, the exact mechanism of such type of
cardiac arrest is not well defined yet. But we know that
the increase in vagal response and circulatory changes
during Valsalva, the absence of any associated disorder,
may support the diagnosis of defecation syncope. In
such clinical scenarios, we do not need to implant long-
term recorders which do not cost and time-effective,
especially, in a developing country where we cannot
forget the importance of detailed history. Which can
easily guide us to a possible diagnosis, help to find vital
clues towards the underlying disorder, and should not be
neglected in clinical practice.

CONCLUSION

DS leading to cardiac arrest is a rare entity. Since
vagal tone increases during straining effort, reducing
physiological response may be helpful to avoid lethal
results. Proper hydration, avoidance of constipation,
and squatting position, all are risk-reducing factors.
More importantly, we highlighted the importance of
taking proper detail history., Detailed history in almost
every case may be fruitful to make a possible clinical
diagnosis without spending time and money on fancy
diagnostic tests which may be unnecessary in every
case. A Few extra minutes on taking detailed history can
be cost-effective, particularly in our setup where the cost
of diagnostic tools is a big matter.
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