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2002: Homme de 18 ans
v' syncopes avec prodromes

v Antécédents: 0

Tilt- test

Recommendations Level®

| Class®

Tjlt testing should be considered in patients with suspected reflex syncope, OH, POTS, or Pp§ 2324105210311 117

\ttest\ng may be considered to educate patlents [is] recognize symptoms and learn physical manoeuvres.

Diagnostic criteria

Reflex syncope, OH, POTS, or PP5 should be considered likely if tilt testing reproduces symptoms along with the charac-

23,24,105-109,111-117

teristic circulatory pattem of these conditions.

Collége

National des
Cardiologues des
Hopitaux

Bilan:

Interrogatoire +++
ETT, Holter ECG normaux

= stratification du risque

Réponse cardio-inhibitrice?

Tilt testing: pasitivity rate
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Holter implantable

Indications

Immediate in-hospital monitoring (in bed or by telemetry) is indicated in high-risk patients (defined in Table 6).

Holter monitoring should be considered in patients who have frequent syncope or presyncope (21 episode per week).'®’!

Extemal loop recorders should be considered, early after the index event, in patients who have an inter-symptom interval <4

WEEI(S‘162‘166'165'2G1

ILR is indicated in an early phase of evaluation in patients with recurrent syncope of uncertain origin, absence of high-risk

criteria (listed in Table 6), and a high likelihood of recurrence within the battery life of the device,'178181-184202

Supplementary Data Table 5

ILR is indicated in patients with high-risk criteria (listed in Table &) in whom a comprehensive evaluation did not demon-
strate a cause of syncope or lead to a specific treatment, and who do not have conventional indications for primary preven-

tion ICD or pacemaker indication.” *'#™ %7 %1%, Sypplementary Data Tables 5 and 6

ILR should be considered in patients with suspected or certain reflex syncope presenting with frequent or severe syncopal

. 184-186
episodes.

ILR may be considered in patients in whom epilepsy was suspected but the treatment has proven ineffective.
Supplementary Data Table 7

ILR may be considered in patients with unexplained falls."""~""*, Supplementary Data Table 8

atico-rythmo.com

Avec le parrainage de la



Syncopes vasovagales

Table 5 Clinical features that can suggest a diagnosis
on initial evaluation

Reflex syncope

e Long history of recurrent syncope, in particular occurring be-
fore the age of 40 years

After unpleasant sight, sound, smell, or pain

Prolonged standing

During meal

Being in crowded and/or hot places

Autonomic activation before syncope: pallor, sweating, and/
or nausea/vomiting

e With head rotation or pressure on carotid sinus (as in tu-
mours, shaving, tight collars)

® Absence of heart disease
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* Fludrocortisone | [ Counter-pressure

* Midodrine
(Class llb)

manoeuvre
(Class lla)

Tilt training
Younger (Class I1b)

/

Y

Stop/reduce
hypotensive
drugs

(Class lla)

Cardiac pacing
(Class lla/llb)
See Figure 10
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Réponse cardio-inhibitrice sévere

syncopes vagales cardio inhibitrices
(convulsions, syncopes, pauses > 20 secondes)

Récurrentes apres mesures hygiéno-diététiques

O PR E e



Table 12 Complications of pacemaker and cardiac
resynchronization therapy implantation

2020. 3 5 ans Incidenee of complications after CIED therapy %
° 54,630 £00LE90_£05.700, 70

Lead-related reintervention’ 10-59
(including dislodgement, malposition, subclavian crush
e CPMen 2010
e n syndrome, etc.)
A CIED-related infections, <12 07=17
* Controle du PM: o
. . . . Superficial infection™" 12
stimulation ventriculaire: 6% nfections™
[ u [ \Y ICUlal . 0 Pocket infections 04
: : . Systemic infections ™ 05
Sonde Ventriculaire: == .
CIED-related infections, >12 months 1.1-=-456

impédance: 117 a 150 ohms (N 200-2000) Pocket nfections™ 13
4 H Y Systemic infec tions ™7 05-12
détection a 2,1 mv R os 29

== seuil de stimulation >3,5V Haemothorax” o

Brachial plexus injury®™ <01
R4 £6 LM E0 D695 03-07

Cardiac perforation

Coronary sinus dissection/perforation’ ¢ 07-21
Revision due to pain/discomfort™ =" 01-04
Diaphragmatic stimulation requiring 05-5

& . 14
rein tcrw:ntmnh 1712865713

c SHEET ES c
Haematomalr‘i_‘]i&_ﬁ_‘_n15;‘1.5‘3!1?03-.]‘14.?1_: 21-53

Tricuspid regurgitation’ ' 71* 5—15

o [ ]
Complication des
Pacemaker syndrome’ ™" 1-20
PM/DAI: Generatorflead problem "7+ 01-15

° ° Deep venous thrombosis (acute or 01-26
d d t hronic) 4724721 _
So n e e n ocaVI a I re ;nr:::mpnmthnam.nnr.-ao.nuex.mr.;n.m 5_q5 §
Mortality (<30 days) ™" 08-14 3

CIED = cardiovasoular implantable electronic device.
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Stimulation cardiague sans sonde
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2025: 40 ans Montre connectée

Récidive de malaises : non
syncopaux , qq minutes, tous
les 3 a 7 mois

e Controle du LPM:

Programmation VVI 60 /min (hystérésis 40 /min)

stimulation ventriculaire: < 1%
Parametres de stimulation corrects

Holter longue (S
]

durée
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SNA et Fibrillation atriale

Adrenergic and Cholinergic Contributions to AF Mechanisms

A. Enhanced B. EADs C. DADs
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@ ESC Europace (2024) 26, cuac206 EHRA DOCUMENT ﬁ EHRA

European Heart
European Society https:/idoiorg/10.1093/europace/euac206 Rhythm Association
of Cardiology

Cardioneuroablation

Cardioneuroablation for the treatment

of reflex syncope and functional
Adult patients (prefered <60 years) with presumable reflex syncope ) ) .
(typical syncope triggers or syncope scenario, no clue of intrinsic SAN or AVN ECG abnormalities, no bradyarrhythmlas: A Scientific Statement
structural heart disease, failure of non-interventional conventional therapies in preventing syncope of the EurOPean Heart Rhythm Association
recurrence) severe, unpredicted, recurrent, or traumatic episodes requiring intervention (EHRA) of the ESC, the Heart Rhythm Society
Potential candidate to assess for CNA (HRS), the Asia Pacific Heart Rhythm Society

(APHRS) and the Latin American Heart
Rhythm Society (LAHRS)

A

Cardiovascular autonomic function tests
Head-up tilt testing
Carotid sinus massage (>40 years)
Standing test
24-hour ambulatory blood pressure monitoring
>3 sec asystolic reflex syncope during tilt testing: Data are in favour of CNA efficacy
In case of associated hypotensive susceptibility: Data on CNA results are debetable

b

Implantable loop recorder
Paroxysmal asystole >3 sec during syncope or asymptomatic pause >6 sec
Data are in favour of CNA
Bradycardia <40 bpm for =10 sec during syncope
Limited data on CNA efficacy
Normal sinus rhythm, sinus tachycardia, and tachyarrhythmias during syncope

No data on CNA efficacy
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Cardio-neuro-ablation
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Malaises et Syncopes vasovagales

v’ Evolution de la prise en charge
v’ Mesures hygiéno-diététiques +++
v Réponse cardio-inhibitrice:

- holters implantables
- dispositifs connectés

v Traitements interventionnels:
- Pace maker ( > 40 ans) sans sonde
- cardioneuroablation (< 60 ans)
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Merci de votre attention
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