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History and physical exam are the cornerstones for diagnosing the etiology of 
transient loss of consciousness (TLOC). Yet they are not uniformly diagnostic.
Failure of history and physical exam can lead to mis- and under-diagnosis. The 
rate of misdiagnosis has been reported as high as 30%(1).

We present a case where fortuitous documentation of AV block lead to the 
unusual diagnosis of extrinsic idiopathic AV block (EI-AVB) in our patient initially 
suspected to have psychogenic non-epileptic seizures (PNES).

A 62 year old woman with DM2 and HTN presented to the ED with recurrent 
convulsive episodes lasting about 30s each. Witnesses described the patient 
sitting at a table when she developed arm shaking, dropped her phone and fell 
to the floor. She then had 2 more episodes with limb jerking, the last one while 
ambulating. 
Pertinent positives: Post-episode confusion, no memory of episodes. 
Pertinent negatives: No prodrome, palpitations, chest pain, lightheadedness, 
nausea, feeling cold or warm prior to the events. No incontinence, 
tongue-biting, up-rolling of eyes or frothing from mouth during the events.
PMHx: One “seizure” 15 years prior. No known diagnosis nor treatment. No 
new medications or dose adjustments.
FHx: Negative for seizures, cardiac disease, or sudden death.
Physical exam: Normal heart sounds. No carotid bruit and no recurrent 
symptoms with carotid massage or arm exercises. 
Blood work: Unremarkable. EKG: NSR, narrow QRS, normal PR interval
Echo: EF 65-70%, no valvular abnormalities (no aortic stenosis)
CT head/EEG/MRI brain: Unremarkable. 
Consultation: Neurology     Initial DDx: Seizure disorder vs. PNES
Further events:

● While in the MRI suite for MRI brain patient had recurrent 
convulsive episode.

● Later that evening, while on telemetry, the patient experienced a 
recurrent event, this time witnessed in entirety. The sequence of 
events was abrupt AV block on bedside cardiac monitor, followed 
by syncope with cessation of respiration, and then convulsions. 
Telemetry reflected the physiology, including motion artifact 
corresponding with convulsions shown in the figure.

Treatment: The patient underwent dual chamber pacemaker implantation the 
next day and was discharged. 
Post discharge follow-up: She was seen in clinic 1 month later and reported no 
recurrent syncope, and device interrogation showed atrial and ventricular 0.3% 
and <0.1% of the time, respectively.

CASE CONTINUED
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Diagnostic dilemma: This case underscores the occasional diagnostic challenge, 
and the limitations of the typically reliable thorough history and physical exam, 
in patients with TLOC. Per current guidelines the normal workup would have 
precluded any further cardiac testing and patient could easily have been 
misdiagnosed with PNES, if it were not for the opportune finding of paroxysmal 
AV block on telemetry. In fact, the convulsions were reflex-anoxic seizures due 
to cerebral hypoperfusion from prolonged AV block (2). 

Diagnosis of EI-AVB: Paroxysmal AV blocks are categorized in three groups: 
Vagal-mediated, Intrinsic (from conduction disease) and Idiopathic 
(3). We are able to make a diagnosis on review of patient’s telemetry shown in 
the Figure. There is no P-P, P-R or R-R prolongation before or during the pause, 
features that usually denote a vagotonic etiology. Furthermore, the patient had 
no evidence of conduction disease on baseline EKG and the current episode was 
not preceded by a premature complex to suggest a Phase IV block (the idea that 
a premature complex leads to refractoriness of diseased His-Purkinje system 
preventing further sinus beats from being conducted). The etiology of AV block 
was, therefore, mostly likely idiopathic paroxysmal AV block (EI-AVB).

EI-AVB is theorized to occur in patients with low baseline circulating plasma 
adenosine levels. This renders patients hypersensitive to surges in endogenous 
adenosine, which induces an AV block. Because of otherwise normal standard 
testing in patients with EI-AVB, and that plasma adenosine level is not a readily 
available laboratory test, the diagnosis of  EI-AVB remains a diagnosis of 
exclusion and requires documentation of this specific pattern of AV block on 
rhythm monitoring corresponding with classic symptoms.
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