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Objectives. This study assessed the efficacy of oral etilefrine
(10 mg three times a day) in preventing a positive response to
head-up tilt testing.
Background. Previous reports have suggested that oral etilefrine can be effective either in preventing a positive response to
head-up tilt testing or in reducing syncopal recurrences in patients with vasovagal syncope. Up to now most studies assessing
drug therapy in these patients have been uncontrolled.
Methods. This was a randomized double-blind crossover study
of etilefrine versus placebo in 30 consecutive patients with syncope
and a baseline positive head-up tilt test. After the first test,
patients had no treatment for 3 days and were randomized to
receive etilefrine or placebo for 4 additional days. They underwent
tilt testing under treatment and again after 3 days of washout;
they then received the alternative treatment for 4 days, and a third
test was performed.

Results. Head-up tilt test results were negative in 13 (43%)
patients with etilefrine and 15 (50%) with placebo (p = NS).
Therefore, the statistical power of the study was only 10%. The
rate of positive responses decreased with repeated testing irrespective of the assigned treatment: A positive response was
obtained during the second head-up tilt test in 20 patients (10
with placebo, 10 with etilefrine) but in only 12 during the third (7
with etilefrine, 5 with placebo) (p < 0.05).
Conclusions. Oral etilefrine (10 mg three times a day) was not
superior to placebo in preventing a positive response to head-up
tilt testing. Despite a low statistical power, the high rate of
negative response with placebo (50%) suggests that controlled
trials are needed to assess the real efficacy of any treatment in
patients with vasovagal syncope.
(J Am Coll Cardiol 1995;25:65-9)

In 1986 Kenny et al. (1) first described the clinical usefulness of
head-up tilt testing for the diagnosis of vasovagal syncope.
Since then, head-up tilt testing has been used extensively by
many investigators. In recent years, head-up tilt testing has
been used not only to diagnose vasovagal syncope (2-6), but
also to assess the clinical efficacy of therapeutic interventions,
such as drugs (7-15) or pacemakers (16-21). Its use in evaluating
therapeutic interventions has at least two limitations. First, the
reproducibility of the test is not well characterized because of the
great variability in the methodology of the different studies
addressing this issue, especially in the time interval between the
baseline and the repeated tests, which has varied from 10 rain to
6 weeks (22-26). Second, the meaning of negative head-up tilt test
results under treatment in patients with previous positive results

has not been established because most studies have been uncontrolled.
The initial aim of our study was to assess the efficacy of oral
etilefrine in preventing a positive response to head-up tilt
testing. Despite reports (23,25,26) that suggested that the
reproducibility of a positive response was high, we considered
that only a controlled study would suffice. For this reason we
designed a double-blind randomized crossover study with oral
etilefrine versus placebo in patients with syncope of unknown
origin and a positive response to head-up tilt testing. Our
findings raised the issue of whether repeated head-up tilt tests
have limitations for assessing therapy for vasovagal syncope.
In the present study we discuss the therapeutic value of
etilefrine in vasovagal syncope and the limitations of head-up
tilt testing in assessing therapeutic interventions in this condition.
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Methods
Patients. In our service, patients with syncope of unknown
origin are studied after a protocol that includes clinical history,
physical examination, baseline 12-lead electrocardiogram
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Figure 1. Studyprotocol. Patients with a baseline positivehead-up tilt
test response were randomized and had no treatment for 3 days. On
the fourth day they received the first assigned treatment (placebo or
etilefrine) for 4 days. On the seventh day a new head-up tilt test (TILT
2) was performed. Irrespective of the result of this test, there was a
3-day washout period. On the 10th day, the patients received the
alternative treatment for 4 days, and a last test (TILT 3) was
performed on the 14th day.
(ECG), 24-h ambulatory ECG monitoring and chest X-ray
film. In patients with no structural heart disease and normal
ECG results in whom these examinations do not disclose the
etiology of syncopal episodes, a baseline head-up tilt test is
performed. For the purpose of the present study, patients with
a positive response to head-up tilt testing were diagnosed with
vasovagal syncope and considered eligible. Patients with a
history of hypertension, defined as systolic blood pressure
>160 mm Hg or diastolic blood pressure >95 mm Hg, were
not considered eligible for etilefrine administration. In patients
with positive baseline head-up tilt test results that showed a
severe cardioinhibitory response, defined as asystole >5 s, the
safety of performing three consecutive head-up tilt tests in a
study protocol was considered questionable, and they were
thus excluded.
From April 1992 to December 1993, head-up tilt testing was
performed in 290 patients with syncope of unknown origin.
Positive results were obtained in 96 patients (33%). Twentyone patients (22%) were excluded because of previous hypertension and 11 (11%) because of a cardioinhibitory response to
head-up tilt testing. Of 64 patients who were asked to participate in the study, 25 refused.
Nine of 39 patients who were randomized did not complete
the protocol. Drug administration was well tolerated in all but
two patients: One patient developed severe hypertension during etilefrine administration as the first assigned treatment,
and he was withdrawn from the study; the other patient had
epigastric discomfort during placebo therapy and declined to
receive the alternative treatment. One patient developed severe gout during the study and could not repeat the head-up
tilt test. Six patients did not comply with the treatment
protocol and were excluded.
Thirty patients with baseline positive head-up tilt test
results completed the protocol. All of these patients remained
in clinically stable condition, without intercurrent illnesses,
during the study period.
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Study protocol. This was a double-blind randomized crossover study with oral etileffine at a dose of 10 mg three times a
day versus placebo.
The head-up tilt test protocol used in this study has been
previously described and validated elsewhere (21,27,28). Patients were placed in a supine position, and an intravenous line
was inserted; blood pressure was assessed by repeated measurements with an automatic sphygmomanometer (BP 103 N,
Nippon Colin) every 2.5 min or more frequently if symptoms
developed; the ECG was continuously monitored. Ten minutes
after the insertion of intravenous line, blood pressure and
heart rate were measured, and after 5 rain of stable heart rate
and blood pressure in the supine position, patients were tilted
to 75° for 30 min. If no positive response was elicited, an
isoproterenol infusion was administered at a dose of 3/~g/min
over 10 min and increased to 5 /~g/min for an additional
10 rain. The rate of infusion was adjusted so that heart rate did
not exceed 140 beats/rain. Results were considered positive if
syncope or presyncope developed in association with severe
hypotension; in such instances the test was stopped, and the
patient was placed in the Trendelenburg position until total
recovery.
Patients who fulfilled the inclusion criteria gave informed
consent to participate in the study. The sequence of treatments, etilefrine or placebo, was randomized for each patient
included (Fig. 1). After a positive response to the first head-up
tilt test, patients were randomized, and no treatment was given
for 3 days. On the fourth day the first assigned treatment was
begun: 10 mg of etilefrine (two 5-rag tablets) or placebo (two
tablets) three times a day, for 4 days. A second head-up tilt test
with the first assigned treatment was repeated on the fourth
day of treatment (i.e., 7 days after the baseline test). After that,
there was a 3-day washout period, and the patients then
received the alternative treatment for 4 days. On the fourth
day, a third head-up tilt test was performed under treatment,
7 days after the previous test. For each patient all repeated
tests were performed at the same hour of the day as the first
baseline test, and the last dose of the assigned treatment was
administered 1 h before the test.
The protocol was approved by the ethical committee of our
institution.
Statistical analysis. Analysis of repeated tests performed
during the two different treatments used the chi-squared test
for paired observations (McNemar test), taking into consider-
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Table 1. Baseline Characteristics of Both Study Groups*

Gender (M/F)
Age (yr)
SBP (mm Hg)
HR (beats/min)
Num sync
<3
3-10
>10
Time sync-tilt
<1 mo
1-4 mo
>4 mo

ET-PL
(n = 15)

PL-ET
(n = 15)

6/9
44 ± 22
137 + 15
76 _+9

48 _+ 16
140 + 16
72 _+ 13
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Table 2. Results of Sequential Head-Up Tilt Test With Etilefrine
or Placebo
Response

Tilt 1

10/5
+

Tilt 2

Tilt 3

E t i l ( n = 1 0 ) } 10)10....

{ Etil(n=7)

Plac (n = 10)
Etil(n=5) )

N~
~

Plac (n = 5)
{ Etil(n=8)

Plac (n = 5)

~

n = 30

n=0
9
4
2
6
5
4

*p = NS for both groups. Data presented are mean value _+ SD or number
of patients. ET-PL - patients with etilefrine as the first assigned treatment; F =
female; HR = heart rate; M = male; Num sync - number of previous syncopal
episodes; PL-ET - patients with placebo as the first assigned treatment; SBP =
systolic blood pressure; Time sync-tilt = time interval between last syncopal
episode and tilt.

ation only discordant results between treatments. To eliminate
the possible training effect that repeated testing could have on
the response to head-up tilt testing, we performed two separate
analyses. First, we compared the results obtained with etilefrine versus placebo in the first treatment period with the
chi-squared test as if the design were a parallel one. Second, we
compared the results of the second and third head-up tilt tests,
irrespective of the assigned treatment, using the McNemar test.

Results
The study included 30 patients (16 [53%] men, 14 [47%]
women; mean [+_SD] age 46 _+ 19 years, range 16-84). The
first assigned treatment was etilefrine in 15 patients and
placebo in the other 15. Baseline characteristics, such as
gender distribution, age, baseline systolic blood pressure and
heart rate, number of previous syncopal episodes and time
elapsed from last syncope to head-up tilt test, are shown in
Table 1 (p = NS for both groups). The positive response to the
first head-up tilt test occurred during the first 30 rain (i.e.,
without isoproterenol) in 13 patients (43%) and during the last
20 rain (i.e., with isoproterenol infusion) in 17 (57%). Mean
heart rate in the supine position in the whole group before the
test was 74 _+ 11 beats/rain at baseline, 75 _+ 13 beats/min with
etilefrine and 75 _+ 14 beats/rain with placebo (p = NS). Mean
systolic blood pressure was 138 _+ 15 mm Hg at baseline, 131 _+
19 mm Hg with etilefrine and 134 _+ 16 mm Hg with placebo
(p = NS).
Head-up tilt test results (Table 2) were negative in 13
patients (43%) with etilefrine and 15 (50%) with placebo (p =
NS). With both etilefrine and placebo, head-up tilt test results
remained positive in 10 patients (33%) but became negative in
8 (27%). Results were negative with etilefrine and positive with
placebo in five patients (17%) and negative with placebo but
positive with etilefrine in seven (23%). Statistical analysis for

Plac (n = 10)

Of the 30 patients who had a positive (+) baseline (Tilt 1) head-up tilt test
response, only 20 had a positive response with treatment, 10 with etilefrine (Etil)

and 10with placebo(Plac). Duringthe third test (Tilt 3), only12 patients had a
positiveresponse,7 withetileffineand 5 withplacebo.Only10of the 20 patients
withpositiveresultson the secondtest (Tilt2) had a positiveresponseduringthe
third test, whereas 8 of the 10 patients with a negative(-) responseduring the
secondtest had a negativeresponseduringthe third test (p < 0.05).A negative
responseto a head-up tilt test was observedin 13 patients (43%)with etileffine
and 15 (50%) with placebo.
paired observations in the 12 patients who had discordant
responses with etileffine and placebo showed no significant
differences. Negative responses achieved with etilefrine or
placebo were observed irrespective of the finding that a
positive response to the baseline test occurred either with or
without isoproterenol infusion. Among the 13 patients with a
positive response during the first head-up tilt test without
isoproterenol, 5 (38%) had a negative response with etilefrine
and 4 (31%) with placebo. Of the 17 patients with a positive
response during the first test with isoproterenol, 8 (47%) had
a negative response with etilefrine and 11 (65%) with placebo.
Of the 32 positive responses observed with either etileffine or
placebo, 25 (78%) occurred during the same time period as the
baseline test (with or without isoproterenol), and only 6 (22%)
showed discordance in the period of positive response. As a
consequence of the high rate of negative conversion of positive
responses with placebo, the statistical power of the study was
only 10%.
To eliminate the possible training effect that repeated
testing could have on the response to head-up tilt, we compared the results obtained with etilefrine with those obtained
with placebo during administration as the first assigned treatment as if the study design were a parallel one (Table 2). Of
the 15 patients with etilefrine as the first test treatment, 5
(33%) had negative results; of the remaining 15 patients with
placebo as the first assigned treatment, 5 (33%) also had
negative results (p = NS).
Because of the apparent lack of efficacy of etilefrine in
preventing syncopal response to head-up tilt testing compared
with placebo, we analyzed the possible effect of repeated
head-up tilt testing irrespective of the assigned treatment
(Table 2). In the second test (the first one with treatment), 20
patients (67%) had a positive response, whereas this was
reduced to 12 (40%) in the last head-up tilt test. Of these 20
patients with a second positive test response, 10 (50%) had a
negative response in the last test, whereas 8 (80%) of the 10
patients with a second negative test response had a negative
response in the last head-up tilt test (chi-square analysis for
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paired observations with continuity correction factor 3.8, p <

0.05).
Discussion

Efficacy of etilefrine. Our results show that oral etilefrine
at a dose of 10 mg three times a day is not superior to placebo
in preventing syncopal response to head-up tilt testing in
patients with vasovagal syncope with a positive response at
baseline testing. Etilefrine is an alpha-agonist drug with a
strong vasoconstrictor effect that was first proposed by Raviele et
al. (8) as an effectivetreatment in patients with vasovagal syncope,
either in preventing a positive response to head-up tilt testing or
in reducing recurrence during follow-up. In our study, head-up tilt
testing results were negative in 43% of patients with etilefrine, but
this rate was not superior to the rate of negative responses
observed with placebo. When our trial was designed, the suggested doses of etilefrine to treat patients with vasovagal syncope
were 15 to 30 mg daily (8). In fact, the lack of modification of
baseline arterial blood pressure observed between the baseline
head-up tilt test and that performed with etilefrine suggests that
in our study, etilefrine may not have had a measurable pharmacologic effect, perhaps because the doses were not high enough to
achieve a consistent vasoconstrictor action. However, with higher
doses an increasing rate of side effects, such as hypertension and
gastric discomfort, are to be expected. Consequently, our results
do not rule out the possibilitythat higher doses could be effective.
Limitations of head-up tilt test, Unexpectedly, the most
relevant findings of our study were the low rate of positive
responses observed either with placebo or etilefrine, suggesting
a low reproducibility of the test, and the trend toward a
progressive loss of positive responses with repeated testing.
Repeated head-up tilt testing has been used by many investigators to assess the efficacy of different interventions, such as
beta-adrenergic blocking agents (10,11,15,29-31), disopyramide
(7,11,12), etilefrine (8), fludrocortisone (11), scopolamine
(11,15,32), fluoxetine (9), verapamil (13) or pacemakers (1,1621). In many of these reports, the conversion of a previously
positive head-up tilt test result to a negative response has been
taken as evidence of therapeutic benefit. However, almost all of
these studies have not been controlled trials. To our knowledge,
only Morillo et al. (12) and Fitzpatrick et al. (15) have evaluated
the effectiveness of drugs in head-up tilt testing in a controlled
trial, and they did not find any beneficial effect when compared
with placebo. In fact, the high rate of negative conversion of a
positive response with placebo seen in our study (50%), which
resulted in its low statistical power (10%), stresses the need to
carry out controlled studies to assess any therapeutic benefit in
vasovagal syncope.
For head-up tilting to be of use in evaluating the beneficial
effect of any therapeutic intervention, the test must be highly
reproducible. The reproducibility of an initially negative response is high and has shown little variation between different
series, ranging from 85% to 100% (22-26,33). However, the
reproducibility of positive responses is lower and less uniform,
ranging from 36% to 92% (22-26,33,34). These observations
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suggest that the data on reproducibility of the test are not
consistent enough to allow the use of head-up tilting as the
standard test for guiding therapy.
In our patients, the progressive loss of positive responses
observed in sequential head-up tilt testing suggests a low
reproducibility rate. Alternative explanations are the phenomenon of regression to the mean or even the inclusion of the
patient in a therapeutic trial (Hawthorne effect) (35).
Aware that the lack of high reproducibility could invalidate
the test for guiding therapy, some investigators have required
two consecutive baseline positive head-up tilt tests before using
it as a therapeutic guide (15,18,21,29). Morillo et al. (12) and
Fitzpatrick et al. (15) showed that after two consecutive
baseline tests with positive results, 25% and 30% of patients
had negative results in a third head-up tilt test with placebo.
Our results show that even after the presence of two consecutive positive responses to head-up tilt testing there is a 50%
probability that a third head-up tilt test will have negative
results in the absence of a proved pharmacologic effect. These
results suggest that two consecutive positive responses to
head-up tilt testing are not enough to ensure reproducible
positive responses in subsequent testing. Some reports (8,9)
have evaluated the efficacy of more than one drug with
consecutive head-up tilt testing. According to our data, the
greater the number of repeated tests performed, the higher the
possibility of achieving a negative response irrespective of
whether any pharmacologic effect has been achieved.
Therefore, our results, although representing a datagenerated hypothesis, suggest that the use of head-up tilt
testing in assessing clinical efficacy of therapeutic interventions
in an individual patient may have serious limitations. As
suggested in our study, a negative response under any treatment does not necessarily mean that a beneficial therapeutic
action has been achieved. Therefore, head-up tilt testing
should be used to assess the global efficacy of pharmacologic or
nonpharmacologic therapeutic interventions only in the setting
of controlled trials.
Conclusions. Our study suggests that oral etilefrine at a
dose of 10 mg three times a day was not effective in preventing
a positive response to head-up tilt testing in patients with
syncope and a positive baseline test. However, the possible
effectiveness of the drug cannot be definitely ruled out because
of the low statistical power of the study. Additionally, the rate
of negative responses with placebo was up to 50%, with a
significant trend to a decreased rate of positive responses with
consecutive head-up tilt testing. These data suggest that repeated head-up tilt testing may be unreliable for assessing the
individual efficacy of drugs in patients with syncope and
positive head-up tilt test results and controlled, randomized,
parallel trials are needed to assess the real efficacy of any
treatment in these patients. In addition, our data-generated
hypothesis of a trend toward a diminishing rate of positive
responses with repeated tilting should be tested in appropriately designed prospective trials.

JACC Vol. 25, No. 1
January 1995:65-9

MOYA ET AL.
LIMITATIONS OF HEAD-UP TILT TEST

We are grateful to Dolors Bofill, RN, and Montse Campany~t, RN, for their
support in the performance and scheduling of sequential head-up tilt testing.

References
1. Kenny RA, Ingrain A, Bayliss J, Sutton R. Head-up tilt: a useful test for
investigating unexplained syncope. Lancet 1986;1:1352-4.
2. Almquist A, Goldenberg IF, Milstein S, et al. Provocation of bradycardia and
hypotension by isoproterenol and upright tilt test in patients with unexplained syncope. N Engl J Med 1989;320:346-51.
3. Milstein S, Reyes WJ, Benditt DG. Upright body tilt for evaluation of
patients with recurrent, unexplained syncope. PACE 1989;12:117-24.
4. Strasberg B, Rechavia E, Sagie A, et al. The head-up tilt test in patients with
syncope of unknown origin. Am Heart J 1989;118:923-7.
5. Fitzpatrick AP, Theodorakis G, Vardas P, Sutton R. Methodology of
head-up tilt testing in patients with unexplained syncope. J Am Coil Cardiol
1991;17:125-30.
6. Sheldon R, Killam S. Methodology of isoproterenol-tilt table testing in
patients with syncope. J Am Coil Cardiol 1992;19:773-9.
7. Milstein S, Buetikofer J, Dunnigan A, Benditt DG, Gornik C, Reyes WJ.
Usefulness of disopyramide for prevention of upright tilt-induced hypotension-bradycardia. Am J Cardiol 1990;65:1339-44.
8. Raviele A, Gasparini G, Di Pede F, Delise P, Bonso A, Piccolo E. Usefulness
of head-up tilt-test in evaluating patients with syncope of unknown origin
and negative electrophysiologic study. Am J Cardiol 1990;65:1322-7.
9. Grubb BP, Wolfe DA, Samoil D, Temesy-Armos P, Hahn H, EUiott L.
Usefulness of fluoxetine for prevention of resistant upright tilt induced
syncope. PACE 1993;16:458-4.
10. Sra JS, Murthy VS, Jayazery M, et al. Use of intravenous esmolol to predict
etficacy of oral beta-adrenergic blocker therapy in patients with neurocardiogenic syncope. J Am Coil Cardiol 1992;19:402-8.
11. Grubb BP, Temesy-Armos P, Hann H, Elliot L. Utility of upright tilt-table
testing in the evaluation and management of syncope of unknown origin. Am
J Med 1991;90:6-10.
12. Morillo CA, Leitch JW, Yee R, Klein GJ. A placebo controlled trial of
intravenous and oral disopyramide for prevention of neurally mediated
syncope induced by head-up tilt. J Am Coil CardioI 1993;22:1843-8.
13. Wolfe DA, Grubb BP, Temesy-Armos PN, Samoil D, Kosinski DJ, Brewster
PS. Usefulness of verapamil in preventing upright tilt induced (vasovagalmediated) hypotension and bradycardia [abstract]. J Am Coil Cardiol

1993;21:172A.
14. Natale A, Sra J, Dhala A, et al. Clinical follow-up in 327 patients with
positive head-up tilt: how should appropriate therapy be chosen [abstract]?
Circulation 1993;88 Suppl I:I-398.
15. Fitzpatrick AP, Ahmed R, Williams S, Sutton R. A randomised trial of
medical therapy in "malignant vasovagal syndrome" or neurally-mediated
bradycardia/hypotension syndrome." Eur J Cardiac Pacing Electrophysiol
1991;2:99-102.
16. Fitzpatrick AP, Travill CM, Vardas PE, et al. Recurrent symptoms after
ventricular pacing in unexplained syncope. PACE 1990;13:619-24.
17. Fitzpatrick A, Theodorakis G, Ahmed R, Williams T, Sutton R. Dual
chamber pacing aborts vasovagal syncope induced by head-up 60° tilt. PACE
1991;13:13-9.

69

18. Grubb BP, Temesy-Armos P, Moore J, Wolfe D, Hahn H, Elliot L.
Head-upright tilt-table testing in evaluation and management of the malignant vasovagal syndrome. Am J Cardiol 1992;69:904-8.
19. Sra JS, Jayazery MR, Avitalli B, et al. Comparison of cardiac pacing with
drug therapy in the treatment of neurocardiogenic (vasovagal) syncope with
bradycardia or asystole. N Engl J Med 1993;328:1085-90.
20. Samoil D, Grubb BP, Brewster P, Moore J, Temesy-Armos P. Comparison
of single and dual chamber pacing techniques in prevention of upright tilt
induced vasovagal syncope. Eur J Cardiac Pacing Electrophysiol 1993;3:3641.
21. Moya A, Permanyer-Miralda G, Sagrist~ J, Mont L, Rius T, Soler-Soler J.
Response to dual chamber pacing in patients with syncope and positive tilt
test with cardioinhibitory response [abstract]. PACE 1993;16:936.
22. de Buitleir M, Grogan EW, Picone MF, Casteen JA. Immediate reproducibility of the tilt table test in adults with unexplained syncope. Am J Cardiol
1993;71:304-7.
23. Chen XC, Chen MY, Remole S, et al. Reproducibility of head up tilt-table
testing for eliciting susceptibility to neurally mediated syncope in patients
without structural heart disease. Am J Cardiol 1992;69:755-60.
24. Brooks R, Ruskin JN, Powell AC, Newell J, Garan H, McGovern BA.
Prospective evaluation of day-to-day reproducibility of upright tilt-table
testing in unexplained syncope. Am J Cardiol 1993;71:1289-92.
25. Grubb BP, Wolfe D, Temesy-Armos P, Hahn H, Elliot L. Reproducibility of
head up tilt table test results in patients with syncope. PACE 1992;15:1477-81.
26. Sheldon R, Splawinski J, Killiam S. Reproducibility of isoproterenol tilttable tests in patients with syncope. Am J Cardiol 1992;69:1300-5.
27. Moya A, Permanyer-Miralda G, Sagristfi J, Mont L, Rius T, Soler Soler J.
Clinical characteristics of syncope influence the response to head-up tilt test
[abstract]. Eur Heart J 1993;14 Suppl:209.
28. Moya A, Permanyer Miralda G, Sagristfi J, Mont L, Rius T, Soler Soler J.
Anfilisis de las respuestas a la prueba en tabla basculante en funci6n de las
caracterfsticas cllnicas de los episodios sincopales en pacientes sin cardiopatfa aparente. Rev Esp Cardiol 1993;46:214-9.
29. Brignole M, Menozzi C, Gianfranchi L, Lolli G, Bottoni N, Oddone D. A
controlled trial of acute and long-term medical therapy in tilt-induced
neurally mediated syncope. Am J Cardiol 1992;70:339-42.
30. Blanc J J, Corber C, Mansourati J, Genet L. Evaluation du traitment
betabloquant dans les syncopes vasovagals reproduits par le test
d'inclinaison. Arch Mal Coeur 1991;84:1453-7.
31. Shalev Y, Gal R, Tchou PT, et al. Echocardiographic demonstration of
decreased left ventricular dimensions and vigorous myocardial contraction
during syncope induced by head-up tilt. J Am Coil Cardiol 1991;18:746-51.
32. L6pez Candel J, Pic6 Aracil F, Sfinchez Mufloz J J, et al. Sincope vasovagal
maligno. Diagn6stico y ensayo terap6utico basado en el test del ortostatismo
(test del flit). Rev Esp Cardiol 1993;46:28-33.
33. Fish FA, Strasburger JF, Benson DW. Reproducibility of a symptomatic
response to upright tilt in young patients with unexplained syncope. Am J
Cardiol 1992;70:605-9.
34. Mansourati J, Maheu B, Boughaleb D, Genet L, Blanc JJ. Reproducibility at
a seven day interval of a positive passive upright tilt test in patients with
syncope [abstract]. J Am Coil Cardiol 1993;21:458A.
35. Fletcher RH, Fletcher SW, Wagner EH. Clinical Epidemiology: The Essentials. Baltimore: Williams & Wilkins, 1982:134.

