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In homage to Richard Sutton 

Pioneer in: 
• Physiological pacing 
• Carotid sinus syncope 
• Vasovagal syncope, tilt table testing 
• Vasovagal syncope, pacemaker therapy 

English leadership in these fields for more than 20 years 



Sutton R, Chatterjee K. Heart-block in myocardial infarction.  
Lancet. 1968 Jan 13;1(7533):94.  
 
Chatterjee K, Sutton R, Davies JG. Low intracardiac potentials in 
myocardial infarction as a cause of failure of inhibition of demand 
pacemakers. Lancet. 1968 Mar 9;1(7541):511.  
 
Chatterjee K, Sutton R, Davies JG Inhibition of demand 
pacemakers. Lancet. 1968 Apr 13;1(7546):818. Lancet. 1968 Sep 
21;2(7569):645-8. 
 
Sutton R, Chatterjee K, Leatham A. Heart-block following acute 
myocardial infarction. Treatment with demand and fixed-rate 
pacemakers. Lancet. 1968 Sep 21;2(7569):645-8 

The Lancet and Richard Sutton (part I)  









Fitzpatrick A, Sutton R. Tilting towards a diagnosis in recurrent unexplained syncope. 
Lancet. 1989 Mar 25;1(8639):658-60. 
 
71 patients with recurrent syncope which remained unexplained after standard clinical and electrophysiological 
investigation underwent 60 degree head-up tilt. This procedure reproduced symptoms with vasovagal syncope in 
53 (74%), 40 of whom had bradycardia, some with prolonged asystole, during syncope. The other 13 patients had 
predominant vasodepression with hypotension. Mean time to syncope after tilt was 25 min. Patients with 
conduction tissue disease and age-matched control subjects had a 15% and 7% incidence of tilt syncope, 
respectively. Temporary dual-chamber pacing aborted syncope in 85% of subjects, and improved cardiac index and 
systemic blood pressure during tilt. Long-term results indicate that selected patients may benefit from permanent 
dual-chamber pacing. Head-up tilt is useful in the investigation of unexplained syncope because symptoms are 
reproduced in front of a medical witness. 

Kenny RA, Ingram A, Bayliss J, Sutton R. Head-up tilt: a useful test for investigating 
unexplained syncope.  Lancet. 1986 Jun 14;1(8494):1352-5. 
 
Head-up tilt, a recognised stimulus to vasovagal syncope, was used to investigate syncope that remained 
unexplained despite full clinical and electrophysiological  assessment in fifteen patients, mean age 65 +/- 10 years, 
who had had 15 +/- 19 episodes of unexplained syncope over periods of a week to 26 years. After overnight fast 
systolic blood pressure and heart rate were continuously monitored during 40 degrees head-up tilt for 60 min. Ten 
control subjects with no history of syncope were studied similarly. In ten patients (67%) and one control vasovagal 
syncope developed after 29 +/- 19 min (p less than 0.001). In symptomatic patients systolic blood pressure fell from 
150 +/- 32 to 56 +/- 9 mm Hg (p less than 0.001) and heart rate from 62 +/- 9 to 38 +/- 12 beats per min (p 
less than 0.01). In each case symptoms during the test reproduced those previously experienced. No clinical 
findings predicted development of syncope during tilt. Baseline systolic blood pressure and heart rate did not differ 
significantly between patients and controls. Pacemakers were implanted in seven patients who have remained 
symptom-free since implant (follow-up 10 +/- 3 mo). 

The Lancet and Richard Sutton (part II) 



Results: 1736 articles 



Toward the VASIS group 









Available on www.escardio.org/guidelines 

Eur Heart J. 2009 Nov;30(21):2631-71 







ESC versus NICE 

ESC guidelines NICE guidelines 
Guidelines for the diagnosis and 
management of syncope (version 2009) 

Transient loss of 
consciousness 
(‘blackouts’) management 
in adults and young people 

T-LOC of suspected syncopal nature Assessment, diagnosis and specialist 
referral of adults and young who have 
experienced a blackout (TLoC) 



TLOC 

Syncope 
Epileptic 
seizure 

Rare causes:  
(TIA, cataplexy, 
metabolic, 
intoxications)  

Functional 
(psychogenic) 

Non-
traumatic 

Traumatic 

ESC Guidelines on  Management of Syncope – Version 2009 



Conditions incorrectly diagnosed as syncope  

Disorders with partial or complete LOC but without global cerebral 

hypoperfusion 

 Epilepsy  

 Metabolic disorders including hypoglycaemia, hypoxia, hyperventilation 

with hypocapnia 

 Intoxication  

 Vertebro-basilar TIA 

Disorders without impairment of consciousness  

 Cataplexy 

 Drop attacks 

 Falls 

 Functional (psychogenic pseudo-syncope) 

 TIA  of carotid origin  

ESC Guidelines on  Management of Syncope – Version 2009 





Recommendations versus Guidance 

Recommendations  
(ESC guidelines) 

Guidance  
(NICE guidelines) 

Do according to probability and 
level of evidence 

Follow the algorithm 

“The level of evidence and the 
strength of recommendation of 
particular treatment options are 
weighed and graded according to 
predefined scales” 

“This guideline aims to define the 
appropriate pathways for the initial 
assessment, diagnosis and specialist 
referral of people who have had TLoC 
…... The approach of the Guideline 
Development Group was to produce a 
guideline in the form of an 
Algorithm” 



ESC guidelines 



ESC guidelines 



Nice algorithm 



ESC versus NICE guidelines 

ESC guidelines NICE guidelines 
Made mostly by syncope 
experts (multidisciplinary but 
predominantly cardiologists) 
(29 authors + 31 reviewers) 

Made mostly by syncope non-
experts (multidisciplinary): 
(11 authors + 4 reviewers) 

“a group of healthcare professionals 

(including consultants, GPs and nurses), 
patients and carers, and technical staff” 

“Experts in the field are selected *by ESC 
committee for guidelines] and undertake 
a comprehensive review of the published 
evidence” 

Applications for GDG members were 
invited from the public and relevant 
stakeholder organisations …. Two patient 
representatives and nine healthcare 
professionals were invited to join the 
GDG.  

Authors listed in the front page Authors listed in appendix A 

In absence of strong  evidence,  
recommendations from expert opinon  

Recommendations from systematic 
reviews 



ESC Guidelines on  Management of Syncope – Version 2009 

Total 105 recommendations 

Class I 50% Evidence  A 3% 

Class II 37% Evidence  B 45% 

Class III 12% Evidence  C 52% 



ESC versus NICE guidelines 

ESC guidelines NICE guidelines 

Risk-efficacy Cost-benefit  
(cost-effectiveness) 

“A critical evaluation of diagnostic 
and therapeutic procedures is 
performed, including assessment of 
the risk/benefit ratio”  

“…….receive the correct diagnosis 
quickly, efficiently and cost 
effectively, leading to a suitable 
management plan”  



Something I don’t like about NICE…. 

•  Tilt testing down 

“Do not offer a tilt test to people who have a diagnosis of 
vasovagal syncope on initial assessment” 

“For all people with unexplained syncope ……..Do not offer a 
tilt test before the ambulatory ECG” 

 
•  Too much emphasis on syncope during exercise 
 
•   Wrong attitude to pacing for VVS 



Key priorities for implementation 
(Recommendations from the guideline that will have the maximum 

impact on patient care) 

Initial assessment 
Further assessment and referral 
Specialist cardiovascular assessment and diagnosis  
  
  
 

What I like more about NICE…. 



Full version 
Identifying the evidence 

Grading evidence 

Data synthesis 

Cost-effectiveness analysis 

Attention to appropriateness 

What I like more about NICE…. 





What I like more about NICE…. 



Patient-centred care 



Patient-centred care 



Dedicated to Richard, my mentor  


