Rethinking neurological attitudes towards vasovagal syncope: the EFAS recommendations regarding tilt table testing
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The recent recommendations regarding tilt table testing (TTT) from the European Federation of Autonomic Societies (EFAS) provides a rationale and evidence-base for the use of TTT in conditions that cause transient loss of consciousness (TLOC) and insights into current attitudes regarding TTT.1, 2 Historically, only few neurologists took an interest in clinical disorders of the autonomic nervous system, and often focused their attention toward debilitating but rare causes of neurogenic orthostatic hypotension. 
	The EFAS paper has a radically different focus: it is about 'transient loss of consciousness' (TLOC). 'TLOC' was first defined in the first ESC guidelines on syncope,3 of which the latest version dates from 2018.4 The EFAS paper is a close relative of these ESC syncope guidelines. The TLOC concept was designed to halt confusion due to earlier unclear definitions, in which 'syncope' was sometimes defined so broadly that the definition even encompassed seizures and concussion. The ESC guidelines used 'TLOC' for this broad category, and defined syncope as the TLOC form due to cerebral hypoperfusion. The other major TLOC forms are tonic-clonic seizures and psychogenic/ functional TLOC.  
	When asked to name a cause of paroxysmal unconsciousness, most neurologists would probably answer 'epilepsy' or 'concussion'. In the recommendations, that prime role is however taken by vasovagal syncope (VVS). This may seem odd for those neurologists who feel that VVS is not something neurologists have to know much about. They may be surprised to learn that most cardiologists do not consider VVS quintessentially cardiological either. In fact, as no specialty ever claimed VVS as its own, VVS is treated as something outside one's specialty, meaning expertise is not required. Cardiologists, faced with TLOC patients, tend to order echocardiograms, ambulatory monitoring etc., and neurologists react by ordering EEGs and MRIs. If they knew as much about VVS as about arrhythmias or epilepsy, they could take a better history, stop ordering useless tests, and perhaps order a TTT instead. 
	One in three people have at least one VVS spell in their life.3,4 The recommendations are built on the conviction that VVS is so common that all specialists dealing professionally with any form of TLOC will certainly encounter it, and must therefore know VVS well. 
	Perhaps the recommendations are ahead of their time in asking neurologists to rethink their attitude towards VVS. But suppose that not just neurologists, but cardiologists and other specialists as well, would start to take an interest in VVS. For neurologists that should not be difficult, as the recommendations make it very clear that history taking, the neurologists' preferred diagnostic tool, is at the heart of the VVS and TLOC diagnosis. The TTT takes second place. The same holds true for diagnosing theose with orthostatic intolerance that may herald one of the various forms of OH. Many neurologists will not yet have learned how to order and interpret a TTT. They would do well to remember that history taking and TTT go hand in hand, as they can strengthen and complement one another.5 As expertise with VVS and all OH forms grows, confidence in history taking increases, and reliance on TTT will diminish; that too is in complete accordance with these recommendations.                  


* The expert panel for EFAS guideline on TTT consisted of Roland D. Thijs, Michele Brignole, Cristian Falup-Pecurariu, Alessandra Fanciulli, Roy Freeman, Pietro Guaraldi, Jens Jordan, Mario Habek, Max Hilz, Anne Pavy-Le Traon, Iva Stankovic, Walter Struhal, Richard Sutton, Gregor Wenning, J.Gert Van Dijk. 





Infobox. Key recommendations on tilt table testing (TTT) by the EFAS Task Force
TTT should neither be used as a substitute for history taking nor isolated from history taking.
The primary aim of TTT is to obtain a pathophysiological correlate for orthostatic intolerance and TLOC. 
TTT should not be used to exclude cardiac syncope
An abnormal TTT result is most meaningful if the TLOC is recognized by patients or eyewitnesses as similar to spontaneous ones
Additional provocations with TTT may be used for patients with a specific and consistent trigger for syncope such as venepuncture, carotid sinus massage, meal provocation, coughing. 
The minimum requirements to perform TTT are a tilt table, a continuous beat-to-beat blood pressure monitor, at least one ECG lead and trained staff.
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