Letter to the Editor  

Tilt-Testing Remains a Valuable Diagnostic Tool
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We respectfully disagree with the recent Perspective by Kulkarni et al (1) who, without offering any convincing data, advocate abolition of head-up tilt-testing (HUT) for diagnosing syncope. The method was introduced ~30 years ago to assess susceptibility to vasovagal syncope (VVS) by orthostatic challenge. Recently, expert groups in North America and Europe have independently concurred on evidence-based recommendations for HUT in unexplained syncope as Class 2A (2,3) thereby supporting its diagnostic value.  Over years, HUT methodology and interpretation have been refined for assessing other cardiovascular disturbances including orthostatic hypotension, postural orthostatic tachycardia and psychogenic pseudosyncope (2). 

Interpretation of HUT demands thoughtful consideration which must be in context of history and physical examination (2).  Evidence shows that HUT has a low positivity-rate in unselected syncope patients but very acceptable sensitivity (>80%) and specificity (~90%) in VVS (2, 3). The FAST study (Fainting Assessment Study) showed hospital physicians achieved a diagnostic yield of 63%;2  a subsequent review from the same group reported the diagnostic yield rises from 60–70% by experienced physicians following guidelines to 85% in syncope units where tilt testing and expert interpretation are available(2). If initial evaluation (2) alone is inconclusive, a positive HUT is reassuring for patients that their symptoms have been witnessed and correctly interpreted by clinicians. Also, HUT educates patients to recognize evolving symptoms during spontaneous events and to permit initiation of preventive measures such as physical counter-pressure maneuvers (2).  All of this is achievable without risk of falling associated with the active standing test (AST) favored by Kulkarni et al (1) who offer no evidence that AST can replace HUT.  HUT, additionally, has value in assessing likelihood of syncope recurrence after pacing: positive tilts pre-pacing show much higher recurrence rates than negative tilts with similar VVS insertable loop recorder findings (2). 

We should not forget that HUT has provided a safe means for better understanding of VVS pathophysiology exemplified by the temporal relationship among vasodepression, loss of consciousness (LoC) and cardioinhibition (4). If LoC occurs before cardioinhibition (~30% of patients) pacing is unlikely to be useful (4); this could not be known without HUT. 

While reducing syncope investigation costs is necessary and worthy, replacing HUT with an unproven AST is inappropriate (1); HUT is cost-saving over ineffective expensive tests such as brain imaging, EEG and repetitive valueless Holter monitoring (2,3). For these reasons, current syncope guidelines offer a broad consensus favoring HUT in investigation of syncope (2,3). 
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