
Syncope Nursing Care Plan

For use when the patient experiences a brief lapse in consciousness causing fainting, which is related 
to insufficient blood flow to the brain.

Review the following vitals / Results:

Care plan

Patient Information

Full Name:

Date of Birth:

Gender:

Patient ID:

Contact Number:

Email Address:

Blood pressure: Heart rate: ECG:

Diagnosis

Assessment

Intervention

Notes/Referrals



From assessment 
and results the 
patient is suspected:

Cardiac syncope Reflex syncope Vasovagal 
syncope

Situational 
syncope

Carotid sinus 
syncope

Orthostatic 
hypotension

Neurologic 
syncope 

Further steps/intervention required:

Physician's Notes and Recommendations

Physician's Signature

Date:


	Full Name: Sarah Smith
	Date of Birth: 09.09.1990
	Gender: F
	Patient ID: /
	Contact Number: +00 000 0000
	Email Address: sarahsmith@email.com
	Blood pressureRow1: fall of 23 mmh Hg on standing
	Heart rateRow1: 32 bpm
	ECGRow1: / 
	DiagnosisRow1: Risk for Injury
	AssessmentRow1: Causative factor found to be hypotension, history of fainting when standing and has had 2 previous falls as a result of losing consiousness upon standing.
	InterventionRow1: Safety precautions to be put in place around the home with OT. Education around safe standing and aliviating fainting symptoms. Education on risks of driving post episode and hypotension management offered. 
	NotesReferralsRow1: Referral made to OT for safety adaptations and further testing required for hypotension. 
	Further stepsintervention requiredRow1: Blood pressure to be monitored regularly and referral made for cardiac overview. 
	Physicians Notes and RecommendationsRow1:   / 
	Date: 
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