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43 ans, aucun ATCD personnel ou familial cardiologique chez apparentés 1"

degré, G5P4

@ de FDR cardiovasculaire ni traitement

Nombreuses lipothymies et syncopes typiguement vagale depuis d’adolescence
ayant donné lieu a des bilans cardiologique et neurologique

Hospitalisée en septembre 2019 pour un état de mal syncopal dans un contexte
de douleurs abdominales avec métrorragies et nausées + vomissement dans un
contexte de fausse couche — récidive syncope convulsivante aux urgences avec
BAV complet paroxystique nécessitant un bref MCE

Hospitalisée en en aolt 2023 pour récidive état de mal syncopal précédée de
douleurs abdominales, ayant débuté a domicile et se poursuivant a I'arrivée
aux urgences — BAV complet avec asystolie de 27 secondes nécessitant la pose
d’une SEES

Autre récidive de syncope en juin 2023 mais sans consultation aux urgences
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£9" Guidelines for the diagnosis and management 2018 ESC Guidelines for the diagnosis and
manage ment of Syncope
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Traitement des syncopes reflexes

QUELLE PLACE POUR LA STIMULATION CARDIAQUE?

There is sufficient evidence that dual-chamber cardiac pacing
should be considered to reduce recurrence of syncope when
the correlation between symptoms and ECG is established in
patients >40 years of age with the clinical features of those in

the ISSUE studies.
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Indications du PM dans les syncopes réeflexes

( Reflex syncope )

'
v v

Spontaneous Test-induced | No f’ac.:inq not
asystolic asystolic |—> indicated
pauses/s pauses/s

Pacing Extrinsic CI-CSS g
indicated (functional) (Class lla) |

(Class l1a)
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Candidat « idéal » a la stimulation cardiaque

- Patient > 40 ans, tres symptomatique, survenue tardive

- Syncopes séveres (trauma++) et/ou métiers a risque
- Absence ou prodromes brefs++

- Asystole spontanée documentée+++




SYSTEMATIC REVIEW

Pacing as a Treatment for Reflex-Mediated ®
(Vasovagal, Situational, or Carotid Sinus
Hypersensitivity) Syncope: A Systematic
Review for the 2017 ACC/AHA/HRS

Guideline for the Evaluation and

Management of Patients With Syncope

A Report of the American College of Cardiology/American Heart Association

Task Force on Clinical Practice Guidelines and the Heart Rhythm Society VOL. 70, NO. 5, 2017
Suggests Benefit Suggests Harm .
With Pacing With Pacing Suggests Benefit Suggests Harm
With Pacing With Pacing

Flammang D (1999) 5.43% 0.08 [0.00,1.21]
Claesson JE (2007) R 19.00%  0.25(0.08, 0.80]

Raviels A (2004) S S— 47.53%  1.30 [0.56, 3.02]
Brignole M (1992) - - 19.63% 0.6 [0.05, 0.50]
Lelonel M. (2007) e 17.52% 0.91[0.26, 3.16]  Brignole M (2012} " -— 52.47% 0.43[0.22, 0.87]
Sutton R (2000) - - . 9.68%  0.09[0.01, 0.60]
Kenny Ra (2001) —— 28.73% 0.53 [0.26, 1.08]

RE Maodel L ———— 100.00% 0.73[0.25, 2.14]
RE Model 10 OIS N ININE N AN

CONCLUSIONS There are limited data with substantive evidence of outcome ascertainment bias, and only 2 studies with
a double-blinded study design have been conducted. The evidence does not support the use of pacing for reflex-mediated
syncope beyond patients with recurrent vasovagal syncope and asystole documented by implantable loop recorder.



SVV cardioinhibitrice :

Pourquoi ne faut-il pas se
précipiter pour implanter
un PM ?



Table 9 Expected syncope recurrence rates with a permanent pacemaker in different clinical settings (for more

details see Supplementary Data Table 9).

Clinical setting

Expected 2-year syncope recurrence rate

with cardiac pacing

Syncope due to established bradycardia and absence of hypotensive mechanism

High efficacy (<5% recurrence rate)

Syncope due to established bradycardia and associated hypotensive mechanism

Moderate efficacy (5-25% recurrence rate)

Syncope due to suspected bradycardia and associated hypotensive mechanism

Low efficacy (>25% recurrence rate)

©ESC 2018

Importance+++ de la relation (présumée ou avérée) entre bradycardie et hypotension



Homme 39 ans, HTA, syncopes inexpliquées (+ brutales) avec ATCD de
MS familiale, implantation MEI 15 mois auparavant — récidive syncope
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Homme 39 ans, HTA, syncopes inexpliquées (+ brutales) avec ATCD de
MS familiale, implantation MEI 15 mois auparavant — récidive syncope

Pause sinusale de 3.5 secondes précédée d’une bradycardie progressive
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Pacemaker Therapy in Patients With Neurally Mediated
Syncope and Documented Asystole
Third International Study on Syncope of Uncertain Etiology (ISSUE-3)
A Randomized Trial

Michele Brignole. MD: Carlo Menozzi. MD: Angel Moya. MD: Dietrich Andresen. MD:
Jean Jacques Blanc, MD:; Andrew D. Krahn, MD:; Wouter Wieling, MD: Xulio Beiras., MD:
Jean Claude Deharo, MD:; Vitantonio Russo, MD:; Marco Tomaino, MD: Richard Sutton., DSc: on
behalf of the International Study on Syncope of Uncertain Etiology 3 (ISSUE-3) Investigators

e511 patients = 40 years

o= 3 episodes of likely NMS
etiology with exception of CSS
eClinical history consistent with
NMS

eSevere presentation (high
frequency and/or high risk
profile) to warrant TTT
ePositive or negative HUT

eIRL documented recurrent S
with = 3 sec asystole or = 6 sec
asystole without S

Circulation 2012; 125: 2566-71

Screening phase 511 metinclusion criteria
and received an ILR

Study phase 59 had ECG documentation of:
- syncopal recurrence with asystole 23 s (H72)
or
- non-synoopal asystole 26 s (H17F)

e e e

':’:_T-E_E!‘ldnmﬁg__ﬁ 12 refused randomization
38 assigned and received 39 assigned and received 3 lost tnhfnllnw—up-
Prm OM Prm OFF
8 had Pm reprogrammed g followed-up [ registry):
DD/ in absence of & implanted Pm
primary end-point 3 no therapy
- } }
38 analysed 39 analysed 9 analysed

Figure 1. Patients’ flow. ILR indicates implantable loop rec-
order; Pm, pacemaker.



Circulation 2012; 125: 2566-71

Table. Patients’ Characteristics 14
Pm ON Pm OFF Fegistry O
Characteristics n=38 n=349 n=12
8 |_I 1 Pm ON

8
o

Age, mean (SD), ¥ 62 (14) 63 (12) B3 (12) E

Men, n (%) 20 (53) 16 (41} 7 (58) E 7

Syncope events =
Total events, median {IQR} 7i4-12) 8 (5—10) 7513 2 67 o T
Events in the last 2 v, 4 (3-5) 5 (3—8) 4 (3-5) § 5
median (IQR) @ T e—

Events in the last 2 y without 3 [1—4) 3 {0-5) 1 (023 5 47 log rank: p=0.039 Pm OFF
prodrome, median (IQR) = o34
Age at first synoope, mean 48 (25) 45 (23) 41 (23) E 2
(D), ¥ B 21
Interval between first and 8 (3—29) 8i3—24) 1T7(7—43) 2o
last episode, median (IQR), v w o
History of presyncope, n (%) 19 (500 22 (56) 9 (75) 0 | | | | | | | | |
Hospitalization for synoope, no(%) 24 {63) 25 (64 T(58) 0 q 6 Q 12 15 18 21 24
Injuries related to fainting, n (%) Months
Majar injuries (fractures, 2105 4 {10 2017 Murmber at risk
brain concussion) PmOFF 39 31 25 21 21 18 15 12 8
Minor injuries (bruises, 15 (29 18 i46) 6 (50) PmON 38 32 a7 22 16 14 13 13 11
contusion, hematoma)
Typical vasavagalsituational 187 6@ 7(58) e 19 pts with S recurrence in PM-off arm vs 8
Atypical presentation (uncertain), 20 (53) 23 (59) 5 (42) pts in PM-on arm
n I:"."'u:l - = - o 0
LR documentation (elgibilty e 2-year estl_mated S recurrence rate: 57% [95%
crteria CI, 40-74] with PM-off and 25% [95% CI, 13-45]
Syncope and asystole 3007 32 (82) 10 (77 -
=3 5, n (%) with PM-on
M | 8 (21 718 2 (17 -
ey e =y e o e Risk of S recurrence reduced by 57% [95% CI,
Length of asystole, 10 {9) 12 (9) 12 (12) 4_8 1 ]
mean (S0} - - -

Tilt testing: performed, n (%) 32 (B7) 32 (82) 10 (83) e 5 pts with per-procedural complications (lead
rtormed. m o) aaa 2w & (500 dislodgment in 4 and subclavian vein thrombosis
Pm indicates pacemaker; IQR, interquartile range; and ILR, implantable oop in 1 pt)

recander.




Heart Rhythm Disorders

An Implantable LLoop Recorder Study
of Highly Symptomatic Vasovagal Patients
The Heart Rhythm Observed During a bp-:-ntclne-:-u':

Syncope Is Identical to the Recurrent Syncope But Not

Correlated With the Head-Up Tilt Test or Adenosine Triphosphate Test
Jean-Claude Deharo, MD,” Christophe Jego, MID,” André Lanteaume, NMD,§ Pierre Djiane, WIID*

Marseille, Frarnce
Cardioinhibitory 2 » Bradycardia - 0 Positive
(N=4) /¢ (N=4) \ (N=3)
2 4

HUT Spontaneous ATP
response recurrences test
2 3
; " \ Mo severe / .
Vasodepressor / Mixed N . ~ Megzative
(N=7) 5 > D ey s ) 4 (N=8)

Figure 2. MNarure of the heart rlythm during spontanecus recurrences, in relation to the head-up tilr test (HU'T) and adenosine triphosphate (ATP) tesr
results.

CONCLUSIONS In highly symptomatic patients with VVS, the heart rhythm observed during spontaneous
syncope does not correlate with the HUT. The heart rhythm during the first spontaneous

syncope 1s identical to the recurrent syncope. (J Am Coll Cardiol 2006;47:587—-93) © 2006
by the American College of Cardiology Foundation
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Jesus Martinez-Alday, MD, PxD,”*' Ricardo Ruiz-Granell, MD, PuD,”# Javier Lacunza-Ruiz, MD,”" E |
Roberto Garcia-Civera, MD, PsD,"* Encamacion Gutierrez-Carretero, MD, PxD,*' Rafael Romero-Garrido, MD?-* 2 0.0 % E 1'1 1:‘31
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SVV cardioinhibitrice
J'implante / J'implante pas

Double composante cardioinhibitrice
et vasodépressive

Taux de récidive T ~25% en cas de
composante vasodépressive surajoutee

Sujets le plus souvent jeunes++

Autre alternative plus séduisante a la
stimulation cardiaque définitive ?

: ., _ ' . Centre Hospitalier Régional Universitaire de Lille
Université de Lille — Droit et Santée Y

42, rue Paul Duez F-59000 Lille

F-59000 Lille T. +33 (0)3 20 44 59 62
T. +33 (0)3 20 96 43 43 www.chru-lille.fr

www.univ-lille.fr



