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Definitions of Decision Determinations 


Medically Necessary:   A treatment, procedure or drug is medically necessary only when it has 
been established as safe and effective for the particular symptoms or diagnosis, is not 
investigational or experimental, is not being provided primarily for the convenience of the 
patient or the provider, and is provided at the most appropriate level to treat the condition.   
 
Investigational/Experimental:  A treatment, procedure or drug is investigational when it has 
not been recognized as safe and effective for use in treating the particular condition in 
accordance with generally accepted professional medical standards.  This includes services 
where approval by the federal or state governmental is required prior to use, but has not yet been 
granted.   
 
Split Evaluation:  Blue Shield of California / Blue Shield of California Life & Health Insurance 
Company (Blue Shield) policy review can result in a Split Evaluation, where a treatment, 
procedure or drug will be considered to be investigational for certain indications or conditions, 
but will be deemed safe and effective for other indications or conditions, and therefore 
potentially medically necessary in those instances. 
 


Description 


Neurally mediated syncope, also known as reflex syncope, traditionally refers to a heterogeneous 
group of conditions in which cardiovascular reflexes that are normally useful in controlling the 
circulation become intermittently inappropriate, in response to a trigger, resulting in 
vasodilatation and/or bradycardia and thereby in a fall in arterial blood pressure and global 
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cerebral perfusion. The term neurocardiogenic syncope (NCS) is used to describe spells of 
transient cerebral hypoperfusion in the absence of a demonstrable cardiac cause. The tilt table or 
head-up tilt test is used to diagnose NCS by evaluating autonomic nervous system control of 
cardiovascular function. 


The tilt table is a motorized table designed specifically for use in a cardiac catheterization or 
electrophysiology laboratory. This table differs from tilt tables used in radiology and physical 
therapy departments. The tilt table must change the patient's position from 0 degrees to 60 
degrees in less than 10 seconds, and be able to restore the patient equally quickly to a supine 
position, with proper restraints. Heart rate and blood pressure are monitored and syncope 
observed. If symptoms of syncope occur in the upright position they almost immediately resolve 
when the patient assumes the supine position. If the tilt table test does not produce symptoms of 
syncope, pharmacologic provocation (i.e., isoproterenol, nitroglycerine) may be incorporated to 
dilate the peripheral vessels and drop the blood pressure during the testing, in order to produce 
symptoms. 


  


Policy 


Tilt table testing, alone or in combination with administration of provocative agents (e.g., 
isoproterenol), may be considered medically necessary for the classification of 
neurocardiogenic syncope when all the following criteria are met: 


 Cardiac causes have been excluded by a thorough history and physical examination and 
appropriate cardiac diagnostic testing (See Policy Guideline) 


 Medications that may contribute to syncope have been evaluated, adjusted or 
discontinued as appropriate (e.g., antihistamines, tranquilizers, sleep aids, antiarrhythmic 
medications) 


 Comorbid conditions (e.g., anemia, hypothyroidism) have been evaluated and treated as 
appropriate 


Other applications of tilt table testing not meeting the criteria above are considered not 
medically necessary. 


 


Policy Guideline  


Diagnostic Criteria to Establish the Diagnosis of Neurocardiogenic Syncope 


Commonly accepted diagnostic criteria to establish the diagnosis of neurocardiogenic syncope 
(also known as reflex syncope) include: 


 Classical vasovagal syncope: Diagnosed if syncope is precipitated by emotional distress 
(such as fear, severe pain, instrumentation, blood phobia) or prolonged standing and is 
associated with typical prodromal symptoms due to autonomic activation (intense pallor, 
sweating, nausea, feeling of warmth, odd sensation in the abdomen, and light headedness 
or dizziness). 
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 Situational syncope: Diagnosed if syncope occurs during or immediately after specific 
triggers including: 


 Gastrointestinal stimulation (swallow, defecation, visceral pain) 
 Micturition 
 Post-exercise 
 Post-prandial 
 Cough, sneeze 
 Others (e.g., laughing, brass instrument playing, weightlifting) 


Cardiac Diagnostic Testing 


Initial Evaluation: 


 Detailed history including: 


 Cardiovascular and neurological conditions, past history of trauma 
 Assessment of medications that are associated with proarrhythmia (e.g., Class IA and 


IC antiarrhythmic drugs) –see Table below 
 Aggravating and alleviating factors 


 Physical exam including evaluation for: 


 Orthostatic hypotension (orthostatic blood pressures [BP] measurements) 
 Carotid bruits, heart murmurs 
 Neurological and gait disturbances 


 12-lead electrocardiogram (ECG, EKG) 


The initial evaluation may lead to a certain diagnosis (e.g., reflex [neurally mediated] syncope, 
orthostatic hypotension, cardiac or cardiovascular [arrhythmia or structural cardiac]). A 
diagnosis of neurocardiogenic syncope is considered when there is no structural heart disease 
and the ECG is normal. If these measures are diagnostic for orthostatic hypotension or 
neurocardiogenic syncope then no further workup is required.  


If the syncope remains unexplained, the evaluation should also include:  


 Echocardiogram when a diagnosis is not provided by the history, physical exam, and 
ECG or if underlying heart disease is suspected 


 Ischemia evaluation in patients at risk for or with a history of coronary artery disease 
 Exercise tolerance testing (ETT) should be performed in the patient with unexplained 


syncope, especially if the episode was exercise related. 
 Holter monitoring for episodes that occur at least every day 
 Event monitoring for episodes that occur at least once a month 
 An implantable loop monitor for patient in whom symptoms are infrequent 


Class IA and Class IC Antiarrhythmic Drugs (Sodium Channel Blockers) 


Class IA  Quinidine 
 Procainamide 
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 Disopyramide 


Class IC  Flecainide 
 Propafenone 
 Moricizine 


 


 


Internal Information 


There is an MD Determination Form for this Medical Policy. It can be found on the following 
Web page:  
http://myworkpath.com/healthcareservices/MedicalOperations/PSR_Determination_Pages.htm 


 


Documentation Required for Clinical Review 


 History and Physical and/or Consultation notes including: 


 Cardiac diagnostic test results (e.g., 12-lead electrocardiogram [ECG], 
echocardiogram, formal exercise tolerance testing [ETT]) 


 Clinical reason for tilt table testing 
 Other diagnostic testing results 


 Physician progress notes, consultation reports (if applicable) 
 Cardiac diagnostic testing reports (e.g., 12-lead ECG, echocardiogram, formal ETT) 


Post Service 


 Tilt table testing procedure report 


 


 


The materials provided to you are guidelines used by this plan to authorize, modify, or deny care 
for persons with similar illness or conditions. Specific care and treatment may vary depending on 
individual need and the benefits covered under your contract. These Policies are subject to 
change as new information becomes available. 


Click here to view the appendix for this policy 


 








APPENDIX to Tilt Table Testing Policy 
 


Prior Authorization Requirements 
Clinical Evidence is required to determine medical necessity. 


Within five days before the actual date of service, the Provider MUST confirm with Blue Shield 
of California / Blue Shield of California Life & Health Insurance Company (Blue Shield) that the 
member's health plan coverage is still in effect. Blue Shield reserves the right to revoke an 
authorization prior to services being rendered based on cancellation of the member's eligibility. 
Final determination of benefits will be made after review of the claim for limitations or 
exclusions.  


Questions regarding the applicability of this policy should also be directed to the Prior 
Authorization Department. Please call 1-800-541-6652 or visit the Provider Portal 
www.blueshieldca.com/provider. 


 
Evidence Basis for the Policy 


 


Rationale 


Syncope is defined as a sudden or transient loss of consciousness (T-LOC), associated with a 
loss of postural tone. Among all causes of syncope, the neurally-mediated reflex syncopal 
syndromes are believed to be the most common. The main causes of syncope are cardiac 
arrhythmias and neurocardiogenic (vasovagal or vasodepressor) syndromes. Cardiac arrhythmias 
can be effectively controlled if a proper diagnosis is made with cardiac electrophysiologic 
studies. Other causes of syncope include structural heart disease and ischemia and less frequently 
long QT syndrome, Wolff-Parkinson White syndrome, and conversion reactions (Grubb, 2005; 
Strickberger et al., 2006). 


Diagnostic Evaluation of Syncope 


History and Physical 


History and physical examination are the most specific and sensitive ways of evaluating syncope 
(Huff et al., 2007). The general approach to a patient with syncope begins with a "meticulous" 
history (Huff et al., 2007; Strickberger et al., 2006) including "assessment of the medication list 
for agents associated with proarrhythmia, e.g., Class IA and IC antiarrhythmic drugs" 
(Strickberger et al., 2006) and other pharmacological agents that can cause or increase the effect 
of syncope. These include tricyclic antidepressants, angiotensin converting enzyme inhibitors, 
alpha-receptor blockers, phenothiazines, opiates, dopaminergic agents including bromocriptine, 
beta-blockers, and ethanol (Goldschlager et al., 2003).  
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According to the American College of Emergency Physicians (ACEP) Clinical Policy on 
Syncope (Huff et al., 2007), a detailed account of the syncopal event must be gathered from the 
patient, including the following: 


 Precipitant factors 
 Activity the patient was involved in before the event 
 Position the patient was in when the event occurred 


The following questions should be asked: 


 Was loss of consciousness complete? 
 Was loss of consciousness with rapid onset and short duration? 
 Was recovery spontaneous, complete, and without sequelae? 
 Was postural tone lost? 


If the answers are positive, syncope is highly likely; if one or more are negative, other forms of 
loss of consciousness should be considered (Moya et al., 2009; Rumm et al., 2013).  


Presyncopal symptoms reported may include the following (Rumm et al., 2013): 


 Prior faintness, dizziness, or light-headedness (70% of cases of true syncope) 
 Prior vertigo, weakness, diaphoresis, epigastric discomfort, nausea, blurred or faded 


vision, pallor, or paresthesias 
 Red flag symptoms: Exertional onset, chest pain, dyspnea, low back pain, palpitations, 


severe headache, focal neurologic deficits, diplopia, ataxia, or dysarthria 


The following information should also be obtained: 


 Detailed account of the event from any available witnesses (eg, whether patient 
experienced post-event confusion) 


 Patient’s medication history 
 Patient’s personal or familial medical history of cardiac disease 


The physical exam can identify "orthostatic hypotension, autonomic dysfunction, and sometimes 
organic heart disease" by the measurement of "blood pressure and pulse rate in the upper and 
lower extremities and in the supine and upright positions" (Strickberger et al., 2006). 
Additionally, carotid bruits may indicate problems with cerebral blood flow and underlying 
coronary artery disease (CAD). Findings from the physical exam can also suggest the presence 
of organic heart disease such as pulmonary hypertension, left ventricular dysfunction, and 
valvular heart disease. Underlying neurological disorders can also be evident when there are 
abnormalities of "cognition, speech, visual fields, motor strength, sensation, tremor, and motor or 
gait disturbances" (Strickberger et al., 2006). In most patients the cause of syncope can be 
determined with great accuracy from a careful history and physical exam (Strickberger et al., 
2006), although the mechanism of syncope remains unexplained in 40% of episodes (Linzer et 
al., 1997). 


Electrocardiogram 


The electrocardiogram (ECG) provides important information about the cardiac rhythm and 
atrioventricular (AV) conduction, and QRS complex abnormalities which may raise suspicion of 
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sick sinus syndrome, intermittent complete AV block, Wolff-Parkinson-White syndrome, right 
ventricular dysplasia/cardiomyopathy or an arrhythmic origin of syncope (Brignole & Hamdan, 
2012; Rumm et al., 2013; Strickberger et al., 2006).  


The history and physical, along with ECG, are the only level A recommendations in the 2007 
American College of Emergency Physicians (ACEP) Clinical Policy on Syncope (Huff et al., 
2007; Rumm et al., 2013). 


Echocardiogram and Exercise Testing 


If the history, physical examination, and ECG do not provide a diagnosis or if there is suspicion 
of underlying heart disease, an echocardiogram is a useful screening test. It can identify 
underlying heart disease, including valvular heart disease, and pulmonary hypertension or right 
ventricular enlargement. Patients at risk for or with a history of CAD should be evaluated for 
ischemia by exercise testing (e.g., exercise treadmill) and exercise testing should be performed in 
the patient with further unexplained syncope, especially when related to exercise (Brignole & 
Hamdan, 2012; Strickberger et al., 2006). In patients with a normal evaluation and in the 
"absence of underlying heart disease, syncope is not associated with excess mortality" 
(Strickberger et al., 2006). See Policy Guideline for further testing and recommendations.  


In general, if the workup is normal, it can be very challenging to determine the origin of syncope. 
"Life-threatening clinical events are not as likely when there is a normal examination," however, 
there are other causes of syncope including neurocardiogenic syncope (NCS), carotid sinus 
hypersensitivity, supraventricular tachycardia, ventricular tachycardia, and many non-cardiac 
causes (Strickberger et al., 2006). 


Neurocardiogenic Syncope 


Neurocardiogenic syncope (NCS) is a syndrome of recurrent syncope in which the “triggering of 
a neural reflex results in a usually self-limited episode of systemic hypotension characterized by 
both bradycardia (asystole or relative bradycardia) and peripheral vasodilation” (Benditt et al., 
1996). Presentation of NCS is similar to other types of syncope, however, loss of consciousness 
may be preceded by a prodrome of nausea, diaphoresis, lightheadedness, blurred vision, 
headache, palpitations, paraesthesia and pallor which usually occur in the upright position and 
almost immediately resolve when the patient assumes the supine position. This condition is also 
referred to as neurally mediated hypotension, the fainting reflex, reflex syncope, vasodepressor 
or vasovagal syncope, or autonomic dysfunction. Commonly accepted diagnostic criteria to 
establish the diagnosis of NCS (reflex [neurally mediated] syncope) include (Brignole & 
Hamdan, 2012; Moya et al., 2009): 


 Classical vasovagal syncope: Diagnosed if syncope is precipitated by emotional distress 
(such as fear, severe pain, instrumentation, blood phobia) or prolonged standing and is 
associated with typical prodromal symptoms due to autonomic activation (intense pallor, 
sweating, nausea, feeling of warmth, odd sensation in the abdomen, and light headedness 
or dizziness). 


 Situational syncope: Diagnosed if syncope occurs during or immediately after specific 
triggers including: 


 Gastrointestinal stimulation (swallow, defecation, visceral pain) 
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 Micturition 
 Post-exercise 
 Post-prandial 
 Cough, sneeze 
 Others (e.g., laughing, brass instrument playing, weightlifting) 


Tilt Table Testing for Neurocardiogenic Syncope 


Tilt table testing is normally utilized when NCS is suspected, after cardiac arrhythmias, 
structural heart disease, and non-cardiac causes of syncope have been ruled out by diagnostic 
testing (e.g., ECG, echocardiogram, and exercise tolerance testing [ETT]) and recurrent syncope 
occurs (Strickberger et al., 2006; Brignole & Hamdan, 2012). During tilt table testing, the patient 
rests in the supine position for 20 to 45 minutes, and then is rapidly moved upright and held at a 
60° angle for an extended period of time. Protocols for tilt table testing may vary. If the patient 
faints, it usually means the patient has vasovagal or NCS, which is normally not life-threatening. 
Neurocardiogenic syncope is usually treated with medications that reduce the probability of 
cardiac nerves triggering the cycle that leads to lightheadedness, dizziness or fainting. 


Tilt testing enables the reproduction of a neurally mediated reflex in laboratory settings. Blood 
pooling and decrease in venous return due to orthostatic stress and immobilization trigger the 
reflex. The final effect, hypotension and usually concomitant HR slowing, is related to impaired 
vasoconstrictor capability followed by sympathetic withdrawal and vagal overactivity. The 
clinical situation corresponding to tilt testing is reflex syncope triggered by prolonged standing. 
However, this test can also be positive in patients with other forms of reflex syncope (Accurso et 
al., 2001) and in patients with sick sinus syndrome (Brignole et al., 1991). 


The tilt table test has also been used to classify a patient's syncope into different categories, 
which may aid in determining whether a patient is a candidate for insertion of a pacemaker to 
treat syncope. Based on the heart rate and blood pressure changes observed during the tilt, 
syncope can be classified as (Allen et al., 2007): 


 Type 1: Mixed type. Heart rate falls at the time of syncope but does not fall to < 40 beats 
per minute for > 10 seconds with or without asystole for < 3 seconds 


 Type 2A: Cardioinhibition without asystole. Heart rate falls to a ventricular rate < 40 
beats per minute for > 10 seconds but asystole of > 3 seconds does not occur. Blood 
pressure falls before the heart rate falls 


 Type 2B: Cardioinhibition with asystole. Asystole occurs for > 3 seconds. Blood pressure 
fall coincides with or occurs before the heart rate fall 


 Type 3: Vasopressor. Heart rate does not fall > 10% from its peak at the time of syncope 


It should be noted, that the “head-up tilt-table test is less sensitive than electrophysiologic stress 
testing, and a negative result does not exclude the diagnosis of neurogenic syncope” (Rumm et 
al., 2013).  


Literature Review 


This policy was originally based on a 1997 Blue Cross Blue Shield Technology Evaluation 
Center (TEC) Assessment which included a review of the literature from January 1991 through 
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January 1997 regarding the use of the tilt table test for the diagnosis of syncope. The 1997 TEC 
Assessment concluded for the diagnosis of syncope, the evaluation of tilt table testing is limited 
due to: 


 Lack of standardized protocols for the test  
 Poor sensitivity for the diagnosis of NCS 
 Lack of evidence that tilt table testing improves health outcomes or reduces utilization of 


other medical resources needed to diagnose or manage syncope  
 Although tilt table testing allows confirmation of a diagnosis of NCS in many cases, it is 


not specific enough to rule out life-threatening cardiac causes of syncope, and not 
sensitive enough to detect most cases of NCS 


Several earlier studies, including clinical trials, evaluated dual-chamber pacemakers as a 
treatment of NCS in patients with refractory syncope (Benditt et al., 1995; Connolly et al., 1999; 
Sutton et al., 2000). Several concerns have been expressed regarding the results of these clinical 
trials of pacemaker therapy, such as the lack of a sham control, a no-treatment control group (as 
opposed to an active no-pacemaker control group), small sample sizes, and the highly select 
nature of the populations studied. With respect to tilt table testing, concern has been expressed as 
to whether the cardioinhibitory response elicited on a tilt table test corresponds to the 
cardioinhibitory response of the syncopal episode. Evidence is lacking as to whether cardiac 
pacing is effective among patients with other types of tilt table test responses or among patients 
with negative tilt table tests. Thus, it is unknown whether the tilt table test is actually a necessary 
component of the selection criteria for a pacemaker. However, given the invasiveness and 
complexity of pacemaker treatment for syncope, it would be reasonable to incorporate tilt table 
testing to evaluate cardioinhibitory response in those patients whose frequency, severity, and 
refractoriness to treatment merit consideration for pacemaker therapy using the screening criteria 
from these studies.  


The clinical utility of tilt table testing has not been definitively established and has not been 
evaluated in randomized controlled trials (RCTs). A scientific statement from the American 
Heart Association (AHA)/American College of Cardiology Foundation (ACCF) on the 
evaluation of syncope (Strickberger et al., 2006) advised: 


In patients with a negative evaluation, i.e., no evidence of ischemia and a structurally 
normal heart, the pretest probability that the diagnosis is neurocardiogenic syncope is 
high, so head-up tilt table testing contributes little to establishing the diagnosis. For 
example, in a patient of any age with an otherwise normal evaluation who has a negative 
tilt table test, the most likely diagnosis is still neurocardiogenic syncope. 


However, tilt table testing has been generally accepted as a consideration for a selected group of 
patients when the diagnosis or origin of syncope remains uncertain (Goldschlager et al., 2003; 
Moya et al., 2009; Strickberger et al., 2006). 


The following section includes several key guidelines and statements regarding the evaluation of 
syncope and the use of tilt table testing. However, none of the guidelines state that tilt table 
testing can obviate a thorough cardiac workup if a cardiac cause of syncope is possible. Nor do 
they identify any specific clinical decision that is altered by the use of the tilt table test. 
Additionally, the guidelines do not address any differences in treatment approach between 
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patients diagnosed with NCS based on clinical symptoms alone, based on tilt table testing, or 
arrived at by exclusion of other possible causes. 


American College of Cardiology 


The American College of Cardiology (ACC) published an Expert Consensus Document on Tilt 
Table Testing for Assessing Syncope that concluded such testing had a valuable role in the 
clinical evaluation of patients with syncope of uncertain origin (Benditt et al., 1996, ACC 
website 2010). The document advised the following: 


Tilt table testing is warranted:  


 Recurrent syncope or single syncopal episode of unknown cause that resulted in injury or 
occurred in a high-risk setting (e.g., commercial vehicle driver, machine operator, pilot, 
commercial painter, surgeon, window-washer, competitive athlete), when a thorough 
history and physical, 12-lead ECG, echocardiogram and formal exercise tolerance testing 
demonstrate no evidence of structural cardiovascular disease 


 Recurrent syncope or single syncopal episode of unknown cause that resulted in injury or 
occurred in a high-risk setting in patient with known structural cardiovascular disease, 
when vasovagal episode is suspected and other causes of syncope have been excluded by 
appropriate testing 


 When apparent cause of syncope, such as asystole or high-degree AV block, has been 
established, but results of the tilt table test may impact the treatment plan 


 Recurrent exercise-induced syncope, when a thorough history and physical, 12-lead 
ECG, echocardiogram and formal exercise tolerance testing demonstrate no evidence of 
organic heart disease 


Reasonable differences of opinion exist regarding the utility of tilt table testing for: 


 Differentiating convulsive syncope from seizures 
 Evaluating patients (especially the elderly) with recurrent unexplained falls 
 Assessing recurrent dizziness or presyncope 
 Evaluating unexplained syncope in the setting of peripheral neuropathies or 


dysautonomias 
 Follow-up evaluation to assess therapy of neurally mediated syncope 


Tilt table testing is not warranted for: 


 Patients who have experienced a single syncopal episode, without injury and not in a 
high-risk setting, in which clinical features clearly support diagnosis of vasovagal 
syncope 


 Syncope in which a specific alternate cause has been established and in which additional 
demonstration of neurally mediated syncope would not alter treatment plans 


Potential emerging indications: 


 Recurrent idiopathic vertigo 
 Recurrent transient ischemic attacks 
 Chronic fatigue syndrome 
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 Sudden infant death syndrome (SIDS) 


European Society of Cardiology 


According to the updated 2009 European Society of Cardiology (ESC) guidelines for the 
management of syncope, the initial evaluation of a patient presenting with T-LOC includes a 
"careful history, physical exam including orthostatic blood pressure [BP] measurements, and 
electrocardiogram (ECG)" (Moya et al., 2009). Depending on these findings, additional testing 
may be performed: 


 Carotid sinus massage (CSM) in patients >40 years 
 Echocardiogram when there is previous known heart disease or data suggestive of 


structural heart disease or syncope secondary to cardiovascular cause 
 Immediate ECG monitoring when there is a suspicion of arrhythmic syncope 
 Orthostatic challenge (lying-to-standing orthostatic test and/or head-up tilt testing) when 


syncope is related to the standing position or there is a suspicion of a reflex mechanism 
 Other less specific tests such as neurological evaluation or blood tests are only indicated 


when there is suspicion of non-syncopal T- LOC 


The ESC guidelines included recommendations for tilt table testing (Moya et al., 2009) and 
advised that in "most studies the main indication for tilt testing has been confirm a diagnosis of 
reflex syncope in patients whom this diagnosis was suspected but not confirmed by initial 
evaluation." Additionally, the ESC Task Force (Moya et al., 2009) made the following 
comments: 


 The main indication for tilt testing is to confirm the diagnosis of reflex syncope or 
syncope related to the standing position in patients in whom this diagnosis was suspected 
but not confirmed by initial evaluation 


 Tilt testing is not usually needed in patients whose reflex syncope is already diagnosed by 
clinical history and in patients with single or rare syncope unless there are special 
situations (e.g., injury, anxiety, occupational implications such as aircraft pilots, etc.) 


 In patients with high risk profiles of cardiovascular events or with data suggestive of 
arrhythmic syncope, tilt testing may be useful when a cardiovascular cause has been 
reasonable excluded by a comprehensive evaluation 


  Tilt testing has no value in assessing treatment efficacy 
 Tilt testing is widely accepted as a useful tool to demonstrate the susceptibility of the 


patient to reflex syncope, and thereby initiate treatment (e.g., physical maneuvers) 


Other indications referenced by the guidelines were for differentiating syncope with jerking 
movements from epilepsy, or evaluating recurrent unexplained falls, or psychiatric disease. 
However, these indications had conflicting evidence or a divergence of opinion regarding the 
usefulness/efficacy of the treatment, and the level of evidence was based on consensus of 
opinion of the experts and/or small studies, retrospective studies, or registries.  


The classification of the indications and level of evidence in the ESC guideline stated: 


Class I: Evidence and/or general agreement that a given treatment or procedure is beneficial, 
useful, effective. 
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Class II: Conflicting evidence and/or a divergence of opinion about the usefulness/efficacy of 
the given treatment or procedure. 


 IIa: Weight of evidence/opinion is in favor of usefulness/efficacy 
 IIb: Weight of evidence/opinion is in favor of usefulness/efficacy 


Class III: Evidence or general agreement that the given treatment or procedure is not 
useful/effective and in some cases may be harmful. 


Level of evidence A: Data derived from multiple randomized clinical trials or meta-analyses. 
Level of evidence B: Data derived from a single randomized clinical trial or large non-
randomized studies. 
Level of evidence C: Consensus of opinion of the experts and/or small studies, retrospective 
studies, registries. 


Final recommendations of the ESC Task Force: 


 Tilt testing is indicated in the case of an unexplained single syncopal episode in high risk-
settings (e.g., occurrence of or potential risk of physical injury or with occupational 
implications), or  recurrent episodes in the absence of organic heart disease, or in the 
presence of organic heart disease, after cardiac causes of syncope have been excluded 
(Class I, level of evidence B) 


 Tilt testing is indicated when it is of clinical value to demonstrate susceptibility to reflex 
syncope to the patient (Class I, level of evidence C) 


 Tilt testing should be considered to discriminate between reflex and orthostatic 
hypotension (Class IIa, level of evidence C) 


 Tilt testing may be considered for differentiating syncope with jerking movements from 
epilepsy (Class IIb, level of evidence C) 


 Tilt testing may be indicated for evaluating patients with recurrent unexplained falls 
(Class IIb, level of evidence C) 


 Tilt testing may be indicated for evaluating patients with frequent syncope and 
psychiatric disease (Class IIb, level of evidence C) 


 Tilt testing is not recommended for assessment of treatment (Class III, level of evidence 
B)  


 Isoproterenol tilt testing is contraindicated in patients with ischemic heart disease (Class 
III, level of evidence C)  


Additionally, the ESC Guideline (Moya et al., 2009) advised: 


A negative tilt table response does not exclude the diagnosis of reflex syncope. 
The clinical significance of the type of response to tilt testing in predicting the 
behavior of BP [blood pressure] and HR [heart rate] during spontaneous syncope 
has recently been questioned. Some studies have compared the response to tilt 
testing with spontaneous syncope recorded by implantable loop recorder (ILR). 
While a positive cardioinhibitory response to tilt testing predicts with a high 
probability an asystolic spontaneous syncope, the presence of a positive 
vasodepressor or mixed response or even a negative response does not exclude the 
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presence of asystole during spontaneous syncope... Tilt testing has no value in 
assessing the treatment efficacy. 


American Heart Association/American College of Cardiology Foundation 


The AHA/ACCF released a scientific statement on the evaluation of syncope (Strickberger et al., 
2006). The authors advised “tilt table testing is used as an aid in establishing the diagnosis of 
neurocardiogenic syncope” however; there are “serious questions about the sensitivity, 
specificity, diagnostic yield, and day-to-day reproducibility of the test.” Sensitivity ranges from 
26% to 80%, with a specificity of nearly 90%. Further, “the risk for recurrent syncope in the 
patient with a normal cardiac evaluation and syncope is similar in patients with a positive or a 
negative tilt test.” Therefore, tilt table testing contributes little to establishing the diagnosis. In 
patients with a normal evaluation and a negative tilt table test, NCS remains the most likely 
diagnosis. The scientific statement also advised that it may be more important to rule out other 
causes of syncope than it is to perform a tilt table. 


Tilt Table Testing for Other Conditions  


As discussed in the above Society Guidelines, tilt table testing has been investigated for 
differentiating syncope from other conditions (e.g., epilepsy, falls, and psychiatric disease); 
however, there is insufficient evidence to determine the efficacy of tilt table testing for these 
indications. Tilt table testing has also been studied in the diagnosis of chronic fatigue syndrome 
(CFS) and autonomic nervous system (ANS) monitoring for neuropathy. In a review by Hayes 
Inc. (2004; update 2009), multiple tests in the diagnosis of CFS were evaluated. Three studies by 
the same authors reported that CFS patients had abnormal cardiovascular activity when a head-
up tilt table test was performed (Naschitz et al., 2000; Naschitz et al., 2001; Naschitz et al., 
2003). The Hayes review advised there was limited evidence regarding the diagnostic value of 
tilt table testing and no conclusions could be drawn. In another Hayes review evaluating 
numerous tests to detect autonomic neuropathy; the authors concluded that no studies evaluating 
the prolonged head-up tilt table test met their criteria for review (Hayes Inc., 2010; update 2013).  


A number of recent reviews have evaluated cardiovagal and adrenergic testing to assess 
conditions such as tachycardia and orthostatic hypotension. Orthostatic intolerance with heart 
rate increments greater than 30 beats/minute on head-up tilt test has been named, postural 
tachycardia syndrome. This syndrome may also include symptoms of syncope, palpitations and 
lightheadedness. A study by Kimpinski (2012) reported on 58 individuals with postural 
tachycardia syndrome who received autonomic testing and were followed for one year. All 
participants received different methods of autonomic testing; the head-up tilt test was included. 
Participants were given information about conservatively treating their orthostatic symptoms at 
baseline and at the one-year follow-up. At baseline, twenty participants were taking beta-
blockers and 28 were taking them at one-year. The dosages were not significantly different at 
one year when compared to baseline. The heart rate increment during head-up tilt did not 
significantly differ between baseline and one-year, but 20 of the participants no longer met the 
criteria for postural tachycardia syndrome. Because there were no significant changes in 
medication dosages from baseline to one-year follow-up, it is unclear how tilt table testing 
influenced clinical management.   
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Summary 


While there is a lack of strong evidence in the scientific literature, tilt table testing has been 
widely accepted as an evaluation tool in the clinical evaluation of patients with syncope when the 
cause has not been established through a detailed history, careful physical examination, and 
appropriate diagnostic testing (e.g., ECG, echocardiogram, ETT). If the tilt table test is positive 
for NCS, it may aid in establishing treatment with appropriate medication, and if negative, it may 
direct further exploration and evaluation of other causes of syncope.  


There is not wide acceptance for tilt table testing in the diagnosis of other conditions (e.g., 
epilepsy, unexplained falls, psychiatric disease, CFS) due to the paucity of evidence. The clinical 
utility of tilt table testing as a diagnostic clinical tool for other indications has not been 
established. 


  


Benefit Application 
Benefit determinations should be based in all cases on the applicable contract language. To the 
extent there are any conflicts between these guidelines and the contract language, the contract 
language will control. Please refer to the member's contract benefits in effect at the time of 
service to determine coverage or non-coverage of these services as it applies to an individual 
member.  


Some state or federal mandates (e.g., Federal Employee Program (FEP)) prohibit Plans from 
denying Food and Drug Administration (FDA) - approved technologies as investigational. In 
these instances, plans may have to consider the coverage eligibility of FDA-approved 
technologies on the basis of medical necessity alone. 


 


This Policy relates only to the services or supplies described herein. Benefits may vary 
according to benefit design; therefore, contract language should be reviewed before applying the 
terms of the Policy. Inclusion or exclusion of a procedure, diagnosis or device code(s) does not 
constitute or imply member coverage or provider reimbursement.  


Type Number Description 


93660 Evaluation of cardiovascular function with tilt table 
evaluation, with continuous ECG monitoring and 
intermittent blood pressure monitoring, with or without 
pharmacological intervention 


CPT 


  


None  HCPC 


  


ICD9 
Procedure 


89.59 Other nonoperative cardiac and vascular measurements 
[when specified as tilt table testing] 
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Type Number Description 


  


All Diagnoses  ICD9 
Diagnosis   


Place of 
Service 


All Places of Service 


 


 


 


Tables 
N/A 


Definitions 
N/A 


 


Index / Cross Reference of Related BSC Medical Policies 
The following Medical Policies share diagnoses and/or are equivalent BSC Medical Policies:  


N/A 


 


Key / Related Searchable Words 
 Autonomic dysfunction 
 Autonomic nervous system testing 
 Fainting reflex 
 Head-up tilt table 
 NCS 
 Neurally mediated syncope 
 Neurocardiogenic syncope 
 Reflex syncope 
 Situational syncope 
 Syncope 
 Tilt table 
 Tilt-table 
 Vasopressor syncope 
 Vasovagal syncope 
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The materials provided to you are guidelines used by this plan to authorize, modify, or deny care 
for persons with similar illness or conditions. Specific care and treatment may vary depending on 
individual need and the benefits covered under your contract. These Policies are subject to 
change as new information becomes available. 


 


Click here to view the policy statement for this policy 


 





