Tilt table test
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Tilt table test (TTT) is widely used for evaluation of orthostatic intolerance (Ol) and syncope. Orthostatic intolerance and syncope
could be caused by orthostatic hypotension (OH), neurally mediated syncope (NMS), postural tachycardia syndrome (POTS), and psy-
chogenic pseudosyncope (PPS). Gradually decreased blood pressure with or without heart rate change is the typical finding of OH
whereas abrupt change of blood pressure with or without heart rate change is the feature of NMS during TTT. Head up tilt could
cause increased heart rate without blood pressure change in POTS. In PPS, heart rate and blood pressure increase before the event
during TTT. TTT is non-invasive and useful test to differentiate the causes of Ol and syncope.

Key Words: Tilt table test, Orthostatic intolerance, Syncope

R

T

719 Al dStol Wt AY HE /7| AT =M
e =73 T gl eslkEE A
(orthostatic intolerance)©|2}al 3}, o] &=
o3 wAgs 5 olr;]_ ZIHEYFe

o

oot X2 ofN oy

2l (transient loss of consciousness)< =

e
Z i R g AR Bk o) 4jo] 25t} At
o & ﬁ%ﬂ% Z=As ul—g}u%, ol}\]ﬂ EIES P AR Sk

oz A, WdF, AN Yl o3

-

F

2 A8 01/\]31 Yy Fake] 7k g olaf WwAyst,
w72 Al (neurally mediated syncope, NMS), 7| §A4&
(orthostatic hypotension, OH)ol| 2|3} 2l 21728} o]
,]b‘]— AlA O 7 1,lr_,_o] i h;lr

71873 A A table test)-E ol o] Al WEo] ¢
o WHbERE 245l €9 2UE 28 ALSSRE AR
o2 7]Y(lt table)oll 9 S= BAE FFE2E 719

r

) rz
113 o,

St ZIEES| 20171 27 F20| HA NS

oA
0z
~

u
I T
=
)
2al
0
ﬁ
0\.!
D
oY
_>,:

N
_I',J_

)
Lo

O 2o I

£ e
a4

>

oy o

S
x2
ftlo
R=)

R e

e
2

O

=
x 88

2

—r
Mo
2
kS
2

o= 500-1000 ml
A Fgto] HAadtar o9} 34 A
ek A AdEolA s o w2
53 (carotid smus)ﬂ-
I8 7](baroreceptor)7} 7 A|5Fe] W

Fxl8tal s 2858 FH]ste] 3 ?ﬂ]' A
HkAk(vagal reflex)E 53 A4 4

| sl st S Qe
THAE AFE ZIHAE 554
e el 54 5

5 glo] WA WA Bmure] 75 shebg

o, ek
i)
12
o
ol
ol
RS
il
td
o

°
o
[l
ol\
)
ol

do rr Lo &
o
N
ol
1
il

o2 S
4 2 e
o yo 20 >

rulru ru
(o

©
ro{n —{o‘t
i

.ﬂ

NE& ol
o
>

=]
o

i
[e]

o i > Ot P & oo 1E

i 2 b Bl ot S
sk
¥

W 5EH0
g% T

A = j

101



rh>
rio
(]

%0,
g

2. 7|2BAIEA U
7RI S ol Aol A2 283 Wl
ol T HA Fale FHF F AlFIH. 7]
AT Aol At Akt wa7) Wahr] o
Hh AukrE dE5H o s SHsE Aol o1
A

X
NS

o
=

O ¢o
9

ke
P

1

&

[rt
A\
o,

)
[t
I T (e U G

g =2 o

N

e = pol M
I\
2
o>
ol
2 e

=
AR i Qlet” "k, Akt 3 g 2ol ket
o] 21 A] M@ (bradycardia) =5 4735 (asystole) 9|

Table 1. Syndromes of orthostatic intolerance which may cause syncope
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Time from standing

Classification
to symptoms

Test for diagnosis

Most frequent associated

Pathophysiology conditions

Initial OH Beat-to-beat SBP on 0-30s Mismatch between CO and SVR Young, asthenic subjects,
active standing old age, drug induced,
CSS
Classical OH Active standing or tilt 30s-3 min Impaired increase in SVR in autonomic failure 0Old age, drug induced
table resulting in pooling of blood/or severe volume
depletion over-riding reflex adjustments
Delayed OH Active standing or tilt 3-30 min Progressive fall in venous return: low CO, 0ld age, autonomic failure,
table diminished vasoconstriction capacity, no reflex drug induced,
bradycardia co-morbidities
Delayed OH +  Tilt table 3-45 min Progressive fall in venous return followed by 0ld age, autonomic failure,
reflex syncope vagal reaction (active reflex including reflex drug induced,
bradycardia and vasodilation) co-morbidities
Reflex syncope  Tilt table 3-45 min Initial normal adaptation reflex followed by rapid ~ Young healthy, female
triggered by fall in venous return and vasovagal reaction dominance
standing (active reflex including reflex bradycardia and
vasodilation)
PQTS Tilt table variable UncertainL severe deconditioning, inadequate Young female

venous return or excessive blood venous
pooling advocated

CO, cardiac output; CSS, carotid sinus syndrome; OH, orthostatic hypotension; POTS, postural tachycardia syndrome; SBP, systolic blood pressure; SVR,

systemic vascular resistance; VVS, vasovagal syncope.
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