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Orthostatic dizziness is a common dizziness syndrome characterized by nonver-
tiginous lightheadedness when patients rise to stand from a sitting or supine
position. Orthostatic dizziness is commonly believed to derive from orthostatic
hypotension (OH) or postural tachycardia syndrome (POTS). Tilt-table test and
Valsalva maneuver are standardized methods for evaluating of adrenergic
autonomic function and essential for diagnosis of OH and POTS. We described
the guidelines and interpretations of the tilt-table test and Valsalva maneuver.
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Fig. 1. Normal blood pressure (BP) response during Valsalva
maneuver. BP reduction during early phase II must be over
15 mmHg and needs to show rapid reduction. I, phase I; IIE, early
phase II; IIL, late phase II; III, phase III; PRT, pressure recovery

time; IV, phase IV.
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Fig. 2. Flat-top response. Flat-top response refers to pressure re-
sponse without decrease under the baseline during the early phase
II due to inadequate venous preload reduction. BP, blood pressure.
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Fig. 3. Abnormal Valsalva response (1). Blood pressure (BP) de-
crease over 25 mmHg during early phase II (arrow) means the
reduction of preload due to plasma volume decrease or adrenergic
dysfunction.

PRT 20 sec

Fig. 4. Abnormal Valsalva response (2). When blood pressure (BP)
increase does not increase over the baseline during late phase 11
(arrowhead) or phase IV (arrow) or pressure recovery time (PRT)
is prolonged over 5 seconds, we can interpret this as an adrenergic
dysfunction.
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Fig. 5. Orthostatic hypotension. A sustained reduction of systolic
blood pressure of at least 20 mmHg or diastolic blood pressure
of 10 mmHg within 3 min of standing or head-up tilt. BP, blood
pressure; HR, heart rate.
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Fig. 6. Postural tachycardia syndrome. A sustained heart rate incre-

ment of >30 beats/min within 10 minutes of standing or head-up

tilt in the absence of orthostatic hypotension. BP, blood pressure;
HR, heart rate.
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