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ABSTRACT

BALDASSARRE, G., V. AZZINI, L. ZUCCARELLI, C. DEGANO, F. GRANIERO, G. PLETT, M. FLOREANI, S. LAZZER, L. MOS,
and B. GRASSI. In Cardiac Patients -Blockers Attenuate the Decrease in Work Rate during Exercise at a Constant Submaximal Heart Rate.
Med. Sci. Sports Exerc., Vol. 55, No. 11, pp. 1995-2001, 2023. Purpose: Exercise prescription based on fixed heart rate (HR) values is not
associated with a specific work rate (WR) during prolonged exercise. This phenomenon has never been evaluated in cardiac patients and might
be associated with a slow component of HR kinetics and B-adrenergic activity. The aims were to quantify, in cardiac patients, the WR decrease
at a fixed HR and to test if it would be attenuated by B-blockers. Methods: Seventeen patients with coronary artery disease in stable conditions
(69 + 9 yr) were divided into two groups according to the presence (BB) or absence (no-BB) of a therapy with B-blockers, and performed on a
cycle ergometer: an incremental exercise (INCR) and a 15-min “HRcp ampep” €Xercise, in which WR was continuously adjusted to maintain a
constant HR, corresponding to the gas exchange threshold +15%. HR was determined by the ECG signal, and pulmonary gas exchange was
assessed breath-by-breath. Results: During INCR, HR,..x was lower in BB versus no-BB (P < 0.05), whereas no differences were observed
for other variables. During HRcp ampep, the decrease in WR needed to maintain HR constant was less pronounced in BB versus no-BB
(—16% = 10% vs =27 + 10, P = 0.04) and was accompanied by a decreased VO, only in no-BB (—13% = 6%, P < 0.001). Conclusions:
The decrease in WR during a 15-min exercise at a fixed HR (slightly higher than that at gas exchange threshold) was attenuated in BB,
suggesting a potential role by f-adrenergic stimulation. The phenomenon may represent, also in this population, a sign of impaired exercise
tolerance and interferes with aerobic exercise prescription. Key Words: EXERCISE PRESCRIPTION, EXERCISE TOLERANCE,
CARDIOVASCULAR DISEASE, HR KINETICS, -BLOCKERS

ompelling evidence indicates that physical inactivity
is implicated in the etiology of numerous chronic dis-
cases that impact negatively on the health status (1,2).
On the contrary, regular physical activity improves the quality
of life by increasing exercise tolerance and by reducing the risk
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of all-cause mortality in a dose—response manner (3). Although
some physical activity is better than none, an individually tai-
lored exercise prescription is more effective in improving the
subjects’ physical performance and eventually their health
(4,5). Exercise prescription is often done in terms of exercise
domains (4,5), which have distinct characteristics in terms of
metabolic responses and fatigue. Too often, however, intensity
prescription for aerobic exercise, both in healthy and diseased
populations, is defined in terms of work rates corresponding
to a fixed percentage of heart rate (HR) reserve or of peak HR
(4,6-10), mainly for the facility of tracking HR by wearable
HR meters or cell phones. Studies by our group, however,
demonstrated that both in healthy young subjects (11,12)
and in obese patients (13), a disproportionate increase in HR
(“slow component” of HR kinetics) is present during constant
work rate exercises. The slow component of HR kinetics oc-
curs at lower work rates (below the gas exchange threshold
(GET)) compared with the slow component of pulmonary
0, uptake (VO,) kinetics (11,12). Furthermore, above GET,
the relative amplitude of the HR slow component is more
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pronounced than that of VO, slow component (11,12). As a
consequence of this phenomenon, during exercise carried out for
15 min at a constant HR, slightly above that corresponding
to GET, an intensity often recommended by guidelines for aer-
obic exercise (4,5,14), work rate had to significantly decrease to
maintain HR constant, both in healthy young subjects (11,12)
and in obese patients (13). At times, the decreased work rate
led to changes in exercise domain, from the heavy to the moder-
ate intensity (12). All these obviously make exercise prescription
and evaluation based on specific percentages of HR peak poten-
tially inaccurate.

The phenomena described previously have never been in-
vestigated in cardiac patients, a population in which exercise
prescription is often performed in terms of fixed percentages
of HR max (10,15). Therefore, the main aim of the present
study was to identify and quantify in coronary artery disease
patients in stable conditions the decrease in work rate during
exercise performed at a fixed HR, set at a value slightly higher
than that corresponding to GET. Considering that this phenom-
enon represents a biomarker of exercise tolerance (12,13), if
confirmed, the proposed approach may be of interest also for
diseased populations. We also intended to test the hypothesis
that the decrease in work rate, being associated with a slow
component of HR kinetics, would be significantly attenuated
by the administration of B-blockers (BB). These drugs sig-
nificantly improve the prognosis of these patients (16) by re-
ducing the B-adrenergic drive, which has been proposed as a
potential cause of the HR slow component (13,17).

MATERIALS AND METHODS

Patients. Nineteen patients (17 men and 2 women)
followed by the Physical Exercise Prescription Center, Depart-
ment of Medicine, University of Udine, situated in the Hospi-
tal of Gemona del Friuli, were selected for this study. All sub-
jects had cardiovascular diseases (17 coronary artery disease, 1
heart failure, and 1 hypertensive cardiac disease) and were in
stable clinical conditions. Participants were divided into two
groups according to the presence or absence of an ongoing
therapy with B1-selective blockers: in group BB (n = 10;
mean + SD: age, 69 + 7 yr; height, 1.75 + 0.11 m; body mass,
86.0 £ 13.7 kg), patients were treated with BB (atenolol
50 mg:d ! (n = 1), or bisoprolol 2.5-7.5 mg:d' (n = 8), or
metoprolol 2 x 50 mg-d ! (n = 1)), whereas in group no-BB
(n = 9; mean £ SD: age, 71 = 11 yr; height, 1.73 + 0.08 m;
body mass, 79.5 + 11.8 kg), patients were not treated with

TABLE 1. Main cardiovascular and metabolic medications, and relative number of patients
(treated with BB or without BB (no-BB)) taking the reported drugs during the study period.

Medications BB No-BB

Antiarrhythmics

Anticoagulants and antiplatelets
Antidiabetics

Antihypertensives
Antihyperuricemic agents
Anti-ischemic agents

Diuretics

Lipid-lowering agents
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BB. Other cardiovascular and metabolic medications taken
by patients during the study period are also reported in Table 1.
One patient (group no-BB) was excluded from the study be-
cause of the occurrence of frequent ventricular ectopic beats
during the incremental exercise, which led to the premature in-
terruption of the test. Another patient of group BB complained
of increasing exertional dyspnea and was excluded because of
a moderate anemia ([Hb] 9.6 g-dL™"). Therefore, only 17 pa-
tients (9 for group BB and 8 for group no-BB) completed the
testing procedures and were included in the statistical analysis.
All subjects gave their written informed consent after they
received a detailed explanation of the experimental procedures
before the start of the study, whose protocol was approved
(Prot. IRB: 84/2022; June 6, 2022) by the Institutional Review
Board of the Department of Medicine, University of Udine.
Experimental protocol. Participants were required to
come to the laboratory on three separate occasions. On their first
visit, subjects underwent a physical examination and anthropo-
metric measurements were performed. During the second visit,
the participants completed an incremental exercise on an elec-
tronically braked cycle ergometer (Ergoselect 100; Ergoline
GmbH) until voluntary exhaustion. Pedaling frequency was dig-
itally displayed to the subjects, who were asked to keep a con-
stant cadence throughout the tests between 60 and 65 rpm. Vol-
untary exhaustion was defined as the incapacity to maintain the
imposed load and pedaling frequency despite vigorous encour-
agement by the researchers. The incremental exercise protocol
consisted of ramp increases of 15-30 W-min ' (preceded by a
resting baseline and by 2 min at 1020 W), depending on the
characteristics and the predicted functional capacity of each pa-
tient; the aim was to reach voluntary exhaustion in 10-15 min.
During the third visit to the laboratory, patients performed an
“HR-controlled” exercise (HRcp ampep), in Which work rate was
continuously adjusted to maintain a constant HR, equivalent to
GET +15%. During the first 2 min of HRcp apmpep, Work rate
was progressively increased to reach the work rate target value;
thereafter, it was kept constant for 3 min, and then it was adjusted
by the operator by decreasing/increasing by 2 W every 5 s, to
maintain HR constant for the remaining 15 min of the exercise.
Measurements. Pulmonary ventilation (VE), O, uptake
(VO,), and CO, output (VCO,) were assessed breath-by-
breath by a metabolic cart (Quark PFTergo; Cosmed, Rome,
Italy). Expiratory flow measurements were performed by a tur-
bine flow meter, calibrated before each experiment by a 3-L
syringe at three different flow rates. Calibration of O, and
CO, analyzers was performed before each experiment by uti-
lizing gas mixtures of known composition. Gas exchange ratio
(R) was calculated as VCO,/VO,. GET was determined using
the “V-slope” method and “secondary criteria” (18); the respi-
ratory compensation point (RCP) was determined by standard
criteria (19). To identify the work rate and HR corresponding
to VO, at GET, the effect of the delayed VO, adjustment to
the increased work rate during the incremental test was
corrected by shifting the linear VO, versus time relationship
to the left, by an amount corresponding to the mean response
time of the VO, kinetics (20) of a similar patients’ population
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TABLE 2. Peak values of the main respiratory, cardiovascular, and metabolic variables de-
termined during the incremental exercise in coronary artery disease patients in stable con-
ditions treated with BB or not treated with BB (no-BB).

BB No-BB P
Peak work rate (W) 155 + 50 165 + 55 0.71
VOgpeak (L-min”) 1.814 + 0501 1753 +0.510 0.81
VO3peax (MLkg™"-min~") 212+48 229+85 0.61
VCOgpeak (L-min™) 2.050 + 0.587 2.180 + 0.652 0.67
Rpeak 113010 124013 0.06
VEpeak (L-min™) 80.5 + 20.1 773217 0.76
Vrpeck (L) 222+ 051 2.06 +0.46 0.50
fRpeak (breaths per minute) 37+6 37+6 0.73
PetOgpeak (MM Hg) 118136 1169 +55 0.60
PetCOzpeax (MM Hg) 31440 33.9:47 0.26
HRpeak (bpm) 114 £ 19* 139+ 23 0.03
HRpeak (%HRmax preq) 71+12* 88+ 11 0.01
VOaqger (L'min”") 1198 £ 0.211 1.150 £ 0.285 0.70
VOQGET (%VOZDeak) 67 +12 66+ 6 0.82
Work rateger (W) 62 +18 62 +28 0.93
HRger (bpm) 81:9 9017 0.18
VOapep (L-min™") 1,603 + 0.405 1566 + 0.418 0.86
VOZRCP (%VOZpeak) 89+6 90+5 0.83

Data are means + SD. Pvalues relate to differences between groups by means of Student’s
unpaired t-test. Data related to the GET and to the RCP are also presented.

fR, breathing frequency; HRger, HR at GET; HRpax preq, age-predicted maximal HR; PetCO,, end-tidal
CO, partial pressure; PetO,, end-tidal O, partial pressure; VCOzpeak, CO, output; \'/Epeak, pulmo-
nary ventilation; V/0,ger, pulmonary oxygen uptake at GET; VOzpeak, pulmonary oxygen uptake;
VOurep, pulmonary oxygen uptake at RCP; Vi, tidal volume; Work rateger, work rate at GET.

(21,22). HR was determined from a 12-lead electrocardiogra-
phy (Quark C12x; Cosmed).

Mean values of ventilatory and pulmonary gas exchange,
and cardiovascular variables were calculated during the last
20 s of each minute of exercise for both the incremental and
the HRcp ampED €Xercises; values obtained during the exhausting
work rate of the incremental exercise were considered peak values.

Statistical analysis. Results are expressed as mean = SD
values. Statistical significance of the differences between the
two groups (BB vs no-BB) was checked by two-tailed Stu-
dent’s unpaired f-tests. Respiratory and cardiovascular vari-
ables measured over several time periods during HRcp avmpeD
exercises were analyzed using a two-way (condition—time)
repeated-measures ANOVA. Significant interaction effects
were followed up by Tukey post-hoc test. Single and two lin-
ear regressions were carried out by the least-squared residuals
method. Comparisons between the two fitting models were
carried out using the F-test. The level of significance was set
at 0.05. Statistical analyses were carried out by a commercially
available software package (Prism 8.0; GraphPad).
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RESULTS

Peak values of the main respiratory and cardiovascular variables
obtained during the incremental exercises are reported in Table 2.
No significant differences were found in BB versus no-BB for
VOzpeak, peak work rate, and other variables (VCO,, R, VE,
tidal volume, breathing frequency, end-tidal O, partial pres-
sure, end-tidal CO, partial pressure) determined at peak exer-
cise. As expected, HR o Was significantly lower in BB than
in no-BB, both when the variable was expressed in breaths per
minute or in percentage of the age-predicted maximum values
(calculated as 208 — 0.7 - age [23]). More specifically, expressed
as a percent of the age-predicted maximum, HRc. values
were about 90% in no-BB and about 70% in BB, and the
extent of the HR,¢, decrease after BB administration (about
—20%) was similar to that reported in the literature (24).

VO,, work rate, and HR at GET, as well as VO, at RCP
were not different between the two groups. Both in BB and
no-BB, VO, at GET and at RCP corresponded to about 65%
and about 90% of VOzpeak, respectively.

In Figure 1, mean + SD values of HR and work rate obtained
during the HR | ampep €Xxercise are shown. In both groups, HR
mean target value (set at 90 = 8 and 107 £ 16 beats per minute
in BB and no-BB, respectively, corresponding to 115% of
GET) was reached within the first 5 min of exercise and re-
mained constant throughout the test, indicating that the aim
of the protocol (keeping HR constant) was successfully
reached in both groups. HR values during exercise were signif-
icantly lower in BB than in no-BB. In both groups, work rate
had to decrease to keep HR constant, and the decrease was
more pronounced in no-BB versus BB.

The different work rate decreases in the two groups are
more clearly evident in Figure 2, in which individual and
mean + SD values of the decreases of the variable from the
3rd to 20th minutes of exercise are presented. Work rate de-
creases in no-BB were significantly greater than in BB, both
when expressed in W (—12 £ 7 vs 20 £ 6 W, P=0.02; left panel)
and as a percent of the third minute value (—16% + 10% vs
—27% = 10%, P = 0.04; right panel).

Interestingly, the work rate decreases determined a shift in
the exercise intensity domains (Fig. 3). Both in BB and no-
BB, the mean values of work rate were above GET (i.e., in

Rest
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Time (min)

18 21

FIGURE 1—Mean = SD values of HR and work rate during HRcp.ampEp €xercises in patients treated with BB and in patients not treated with BB (no-BB).
The horizontal dashed line indicates the mean HR target value. *,+Statistically different from the highest value of the variable (P < 0.05). #Statistically dif-
ferent from the value obtained in the no-BB group (P < 0.05). See text for further details.
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FIGURE 2—Individual and mean £ SD values of the absolute and per-
centage changes in work rate during the HRcpampep €xercise in cardiac
patients treated with BB or not treated with BB (no-BB). *Statistically dif-
ferent from the value obtained in the no-BB group (P < 0.05).

the heavy-intensity domain) at the third minute of exercise, but
were significantly reduced as exercise progressed to maintain HR
constant, becoming similar to GET (i.e., at the boundary between
moderate-intensity and heavy-intensity domains) at the end of the
exercise. Individual values in no-BB (left panels) show that at
the end of the exercise, five of 8 patients were exercising be-
low GET, that is, in the moderate-intensity domain.

Also, the time courses of the work rate decreases in the two
groups seem to be of interest. In Figure 4, the work rate data
presented in the left panel of Figure 1 are shown with ex-
panded x (from minute 3 to minute 20) and y axes, to better
appreciate the time courses of the variables. Whereas, in no-
BB, the work rate decrease versus time followed a linear func-
tion throughout the period, in BB, after a linear decrease from
minute 3 to about minute 9 (this linear decrease was substan-
tially superimposed on that observed in no-BB), the variable
kept substantially constant until the end of the exercise.

The equation that best fitted the experimental data (single vs
two linear regressions) was determined using the F-test (see
Statistical analysis). Implications of these different time
courses will be analyzed in the Discussion section.

Work rate H RCLAMPED
BB no-BB

150
125+ '%‘*
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——] Work rateger = 754 _ _work rategr
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FIGURE 3—Individual and mean = SD values of work rate at the Sth (Ini-
tial) and 20th minutes (End) of the HRcpampep €Xercise in cardiac pa-
tients treated with BB or not treated with BB (no-BB). The horizontal
dashed line indicates the mean value of the work rate at the GET, whereas
the two horizontal dotted lines indicate its SD. ***P < 0.001. See text for
further details.
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FIGURE 4—Mean + SD values of work rate from the 3rd to 20th minutes
of HRcpampED €Xercises in patients treated with BB and in patients not
treated with BB (no-BB). The fitted single and two linear regression lines
are also shown. See text for further details.

Mean =+ SD values of VO,, VCO,, and R obtained during
the HRcpampep exercise are shown in Figure 5. Individual
and mean + SD values of the of the variable at the 3rd and
20th minutes of exercise are presented in Figure 6. VO, did
not change in BB, whereas it significantly decreased in no-
BB. VCO, and R decreased in both groups.

DISCUSSION

During a 15-min exercise set at a work rate corresponding to
an HR slightly above GET, patients with coronary artery dis-
ease in stable conditions have to significantly decrease work
rate to keep HR constant. Confirming our hypothesis, the work
rate decrease at a fixed HR was attenuated by BB administra-
tion, suggesting a potential role for the phenomenon attribut-
able to B-adrenergic stimulation. The decreased work rate at
a fixed HR slightly above GET, observed in the present study
in cardiac patients, confirms previous observations by our
group in young subjects (11), obese adolescents (13), and
young subjects undergoing bed rest (12).

Textbook of physiology says that a higher HR for the same
work rate indicates a decreased exercise tolerance (25-27). In
the present study and in our previous ones (11-13), we ob-
served a “mirror image” of the phenomenon, that is, a lower
work rate for the same HR. We postulate that the observation
represents a sign, or a biomarker, of impaired exercise tolerance
as well. In support of this concept are the observations that the
work rate decrease at a fixed HR was smaller after exercise
training (13) and was greater after bed-rest deconditioning
(12). In the present study, we demonstrate that this biomarker
of impaired exercise tolerance can be identified also in patients
with cardiovascular diseases. The approach should be of inter-
est also from a practical point of view, because it is based on
variables (HR and work rate), which can be easily determined
with great precision during exercise, carried out with different
ergometers or even in field studies. Moreover, the method does
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FIGURE 5—VO,, VO,, and R during HRcpampeD €Xercises in patients

treated with BB and in patients not treated with BB (no-BB). *,+Statisti-

ically different from the highest value of the variable (P < 0.05). #Statisti-

cally different from the value obtained in the no-BB group (P < 0.05). See

text for further details.

not need gas exchange measurements, or the need for the
subject/patient to perform several repetitions of submaximal,
maximal, and supramaximal exercises, as imposed by other

approaches frequently utilized to evaluate exercise tolerance,
and based on the determination of the power—duration curve
and critical power (28). If adequately standardized, the
approach described in the present study may be valuable also
in diseased populations. The observed phenomena (decreases
in work rate and (in no-BB) in VO, at a fixed HR) represent a
sort of a mirror image of the progressive increases in HR and
VO, as a function of time (traditionally termed “slow compo-
nent”) observed during heavy-intensity (above GET) constant
work rate exercise (11-13,29,30). Whereas the VO, slow com-
ponent is associated with decreased efficiency of contractions
and fatigue (31), the physiological significance of the HR slow
component is less clear, and mostly anecdotal observations are
present in the literature (17,30,32—-36). A previous study from
our group (11) demonstrated that the HR slow component i)

VO, VO,
.5+ 2.5
25 % %k %k
2.0 OB . A 3 no-BB
‘:'E 1.5 'c 157
£ e £
=|— 1.0" =|‘ 1.0" E..
X
0.5 0.5
0.0 T T 0.0 T T
Initial End Initial End
VCO, VCo,
2.5 2.5+
2.0 ‘\*.* 2.0 \***
‘:'E 1.5 S ‘.TE 1.5- i
€ I £
g 1.0 < I _p 1.0+ ::\5;
e — \\.
0.5 0.5
0.0 T T 0.0 T 1
Initial End Initial End
1.3 1.34
1.2 1.24 \*,f*
1.1 % %k 1.1
1.0 1.0- é
0.9 §§ 0.9
N
. LN i
0.8 ~3 0.8
0.7 T T 0.7 T )
Initial End Initial End

FIGURE 6—Individual and mean + SD highest (Initial) and last minute
(End) values of VO,, VCO,, and R recorded during HR¢y smpep exercise
in cardiac patients treated with BB and in patients not treated with BB
(no-BB). **P < 0.01; ***P < (.001.
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occurs also during moderate-intensity exercise and ii) is more
pronounced, percentage-wise, than the VO, slow component
during heavy-intensity exercise. Potential mechanisms responsible
for the HR slow component include an increased body temper-
ature (37) and an increased B-adrenergic drive (17). Indepen-
dently from the cause, however, an increasing HR for the same
work rate (HR slow component) would inevitably be associ-
ated with a decreasing work rate for the same HR, which
was the phenomenon observed in the present and in our previ-
ous studies (11-13). In the present study, by observing a less
pronounced work rate decrease for a constant HR in the pa-
tients of the BB group, we confirmed a potential role in the
phenomenon attributable to -adrenergic stimulation. However,
considering the experimental design of the present study, we
cannot exclude that inherent group differences influenced our re-
sults. Therefore, future studies adopting a crossover experimen-
tal design, to be performed in healthy subjects and/or in patients,
could be helpful to strengthen the findings of the present study.

The interplay between the VO, and HR slow components is
an issue that needs to be better elucidated. In the present study,
the work rate decrement was, in the no-BB group, more pro-
nounced than that needed to prevent the VO, slow component.
Indeed, during HR ¢ anpep €Xercise in the no-BB group, VO,
actually decreased (by about 13%), confirming previous ob-
servations in healthy young subjects (11,12). Significant de-
creases were observed also for VCO, and R, variables whose
progressive increase would be indirectly associated with fa-
tigue. Which mechanism(s) could be held responsible for the
more pronounced decrease of work rate, compared with that
necessary to keep VO, and R constant (that is to say, to prevent
slow components or continuous increases of these variables)? No
answer to this question can derive from the present results. An-
other mechanism that might play a role in the determination of
the HR slow component is the progressive decline in stroke vol-
ume associated with a parallel increase in HR, occurring after
~10 min of moderate-intensity exercise (38). It has been hypoth-
esized that this phenomenon is linked to hyperthermia and
dehydration-induced hypovolemia caused by prolonged exercise
(37). Unfortunately, body temperature or indices of dehydration
were not measured in the present study. However, the mirror im-
age of the HR slow component occurred well before the 10th
minute of exercise. Furthermore, Zuccarelli et al. (11) reported
that, during both moderate- and heavy-intensity constant work
rate exercises, there were no changes in stroke volume despite
a progressive increase in HR. It seems unlikely that hyperther-
mia or dehydration occurred during the relatively short and
very submaximal exercise bouts adopted in the present study.

The results of the present study should be relevant also in terms
of aerobic exercise prescription. Training intensity is often
prescribed at fixed HR value (4,6—10), mainly for its ease of
use, and this common practice is based on the concept of a linear
relationship between HR, VO,, and work rate (4). However, pre-
vious studies by our group (11-13) and the present one clearly
show that this notion does not hold true. Exercise prescription
at fixed HR values, slightly higher than that corresponding to
GET (as it is often done when aerobic training is involved), is

inevitably associated, even within a relatively short time period
(about 15 min), with progressive and significant work rate and
VO, decreases. This phenomenon occurred in young healthy sub-
jects (11,12), in obese adolescents (13) and in cardiac patients (no-
BB patients of the present study). Exercise prescription at a fixed
HR value, therefore, may not allow to adequately control the
metabolic stimulus and presumably the adaptations to training.
Exercise intensity prescription based on fixed HR values is
widely utilized also among patients with cardiovascular dis-
eases (see, e.g., Refs. [10,15]). In the present study, we dem-
onstrate that, also in this population, even a short duration task
(15 min), which corresponds to half of the minimum duration
of aerobic exercise recommended by guidelines (10), leads to
a substantial reduction in work rate (—27%) and in VO, (—13%).
In the no-BB group, the work rate progressively decreased from a
value slightly above GET (high-intensity domain [39]) at the be-
ginning of the HRp amprp €Xercise to a value corresponding to
GET (boundary between high-intensity and moderate-intensity
domains [39]) at the end of 15-min task (Fig. 3). During exer-
cise training sessions of longer duration (e.g., 30—60 min, which
is the typical duration prescribed by guidelines [4,10]), a shift to
the moderate-intensity domain seems likely, possibly altering
the exercise training stimulus. In more general terms, the effects
on training efficacy deriving from keeping HR constant or work
rate constant, during training sessions, remain to be specifically
evaluated in future studies. The aforementioned issue seems to
be attenuated in BB, in whom the work rate decrease during
HR ¢ ampeD Was less pronounced than in no-BB, and presented
a plateau after about 9 min of exercise. In BB patients, more-
over, no VO, decrease was observed during HR¢ anvpED-

CONCLUSIONS

In conclusion, in coronary artery disease patients in stable con-
ditions, during a 15-min exercise on a cycle ergometer initially
set at a work rate corresponding to an HR slightly above GET
(as frequently done for aerobic exercise prescription), to keep
HR constant, work rate substantially decreased. Confirming our
hypothesis and suggesting a potential role by B-adrenergic
stimulation, the work rate decrease was less pronounced
(about 16%) in the patients treated with BB versus that observed
(about 27%) in patients not treated with BB (no-BB). The de-
crease in work rate at a fixed HR may represent, also in cardiac
patients, a sign of impaired exercise tolerance (lower work rate
for the same HR) and makes aerobic exercise prescription
based on fixed submaximal HR values rather problematic.
The issue is less relevant in patients treated with BB. Future
studies will have to define if training intensity should be pre-
scribed at a fixed HR or at a fixed work rate.
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