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Abstract

Background: The determination of coronary flow reserve (CFR) is an essential concept at the moment of decision-
making in ischemic heart disease. There are several direct and indirect tests to evaluate this parameter. In this
sense, dobutamine stress echocardiography is one of the pharmacological method most commonly used
worldwide. It has been previously demonstrated that CFR can be determined by this technique. Despite our wide
experience with dobutamine stress echocardiography, we ignored the necessary heart rate to consider sufficient
the test for the analysis of CFR. For this reason, our main goal was to determine the velocity of coronary flow in
each stage of dobutamine stress echocardiography and the heart rate value necessary to double the baseline
values of coronary flow velocity in the territory of the left anterior descending (LAD) coronary artery.

Methods: A total of 33 consecutive patients were analyzed. The patients included had low risk for coronary artery
disease. All the participants underwent dobutamine stress echocardiography and coronary artery flow velocity was
evaluated in the distal segment of LAD coronary artery using transthoracic color-Doppler echocardiography.

Results: The feasibility of determining CFR in the territory of the LAD during dobutamine stress echocardiography
was high: 31/33 patients (94%). Mean CFR was 2.67 at de end of dobutamine test.
There was an excellent concordance between delta HR (difference between baseline HR and maximum HR) and
the increase in the CFR (correlation coefficient 0.84). In this sense, we found that when HR increased by 50 beats,
CFR was ≥ 2 (CI 93-99.2%). In addition, 96.4% of patients reached a CFR ≥ 2 (IC 91.1 - 99%) at 75% of their
predicted maximum heart rate.

Conclusions: We found that the feasibility of dobutamine stress echocardiography to determine CFR in the
territory of the LAD coronary artery was high. In this study, it was necessary to achieve a difference of 50 bpm
from baseline HR or at least 75% of the maximum predicted heart rate to consider sufficient the test for the
analysis of CFR.

Background
Coronary atherosclerosis is a highly prevalent disease in
our population, and not just the expression of an ana-
tomic condition [1]. The functional status of this affec-
tion should be thoroughly analyzed. The valuable
information provided by coronary angiography is not
enough to study the functional status of atherosclerotic
disease [2]. In these sense, several studies have demon-
strated that management of coronary artery disease
based on coronary artery anatomy without considering a

functional approach is not superior to medical treatment
[3]. Determination of coronary flow reserve (CFR) has
been validated and supported by several trials studying
coronary artery function [4]. In patients with known
or suspected CAD stress echocardiography by semi-
simultaneous analysis of wall motion and CFR provides
critical diagnostic and prognostic information [4,6].
The use of dobutamine stress test as an alternative to

exercise testing started in 1984 [7] and its indication has
increased exponentially during the last 10 years [8].
Nowadays, dobutamine stress echocardiography is one
of the pharmacological tests most used in stress-echo
laboratories around the world [9]. The assessment of
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CFR using dobutamine stress echocardiography has
been studied during the last years [10,11]. In this sense,
CFR measured by this test has been compared to CFR
measured by adenosine stress echocardiography, (adeno-
sine is considered the best vasodilator stimulus to deter-
mine CFR), and has been validated in comparative
studies [11]. After reviewing the published literature,
and as we did not find any parameter indicating when
coronary flow reserve should be measured during dobu-
tamine stress echocardiography, we decided to conduct
out own investigation. According to previous studies
and to our personal experience, coronary flow velocity
has a close relation with heart rate; thus, we focused on
analyzing coronary blood flow velocity and CFR in each
stage of dobutamine stress echocardiography in order to
determine:

1- The target HR for each patient to reach a CFR ≥
2 (considered the adequate limit to rule out signifi-
cant coronary stenosis in the territory of the LAD
coronary artery by the international literature and
our own experience) [11-13] and, with this informa-
tion, to determine the delta HR and the percentage
of maximum predicted heart rate that should be
reached to make another determination of CFR.
2- The feasibility of the test.

Objetives
The goal of the present study was to determine at which
value of heart rate, CFR should be measured during
stress echocardiography. Thus, we evaluated the velocity
in the LAD coronary artery in each stage of dobutamine
stress echocardiography using transthoracic Doppler
echocardiography, in order to find:
1- The delta heart rate and the percentage of maximum

predicted heart rate that should be reached to determine
CFR during dobutamine stress echocardiography.
2- The feasibility of estimating CFR during dobuta-

mine stress echocardiography.

Methods
Study population
We prospectively included 33 patients without history of
heart disease and low pre-test probability of coronary
artery disease, who were referred to the echo-laboratory
with indication of dobutamine stress echocardiography.
Patients at high risk of coronary artery disease, history
of ischemic heart disease, moderate to severe valvular
heart disease, cardiomyopathy, left ventricular dysfunc-
tion and regional wall motion abnormalities were
excluded. Also, cases with positive test results or CFR
that did not reach the normal predetermined value (≥ 2)
were not included in the analysis. Beta blockers were
withdrawn 24 hours before the study. All participants

gave informed consent before examinations. Table 1
describes the general characteristics of the population.

Methodology of study of the LAD coronary artery
The echocardiographic procedure was performed using
two ultrasound systems, an ATL HDI-5000 Ultrasound
System with a frequency of 4-7 MHz (Doppler fre-
quency: 4 MHz) and a 2- 4 MHz matrix array transdu-
cer (Vivid 7, GE).
In color Doppler flow mapping, velocity range was set

at an average Nyquist limit of 19.2 cm/s and, when
heart rate increased, the Nyquist scale was adjusted at
higher limit for a better visualization of the LAD flow.
The color gain was adjusted to provide optimal

images, setting the color-write priority threshold above
the tissue grey-scale gain in order to identify color
blood flow in the LAD coronary artery. The anatomical
position of the LAD running along the interventricular
groove, a few centimeters beneath the surface of the
skin, provides an excellent opportunity for its visualiza-
tion and study.
With the patient in the left lateral decubitus position,

the left ventricle was imaged in the low parasternal
long-axis section, and the ultrasound beam was then
tilted clockwise until the right ventricle disappeared and
the interventricular groove was visualized with the mid-
portion of the LAD. The distal LAD can be explored
from the modified apical 3-chamber view.
The LAD coronary artery was visualized as a tubular

red structure 2-4 mm long along the anterior interven-
tricular groove, with a flow directed towards the apex
(and transducer), generating a Doppler waveform above
the baseline. Flow velocity was measured using pulsed
Doppler echocardiography with a 2-3 mm sample
volume wide, generating a typical biphasic pattern, with
a smaller systolic component and a larger diastolic one.
The long axis sections were carefully adjusted to mini-

mize the angle between the Doppler beam and the LAD
flow; we did not perform angle correction to calculate

Table 1 Basal characteristics of the population

Patients Total %

Mean age 62.1 ± 9.2 years

Men 12 36%

Diabetes 6 18%

Current smoking 7 21%

Hypertension 19 57%

Dyslipemia 10 30%

Reasons for ordering the study:

Chest pain 12 36%

Preoperative 4 12%

Diagnosis of coronary artery disease 9 27%

Other 8 24%
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CRF, as the potential error remains constant in the
numerator and denominator of the equation, without
changing the final results. We measured the flow velo-
city from the same position at each stage of dobutamine
stress echocardiography.
Coronary flow reserve was calculated as the ratio

between peak diastolic flow velocity and baseline diasto-
lic flow velocity; final values of flow velocity represented
an average of 3 cardiac cycles.

Statistical Analysis
Continuous variables were expressed as mean and stan-
dard deviation and categorical variables as percentage.
The association between variables was evaluated using
Pearson’s correlation coefficient. All calculations were
performed using MedCalc statistical software.

Study Protocol
All patients underwent complete color Doppler echocar-
diography. Digital images were obtained for wall motion
analysis following conventional dobutamine stress echo-
cardiography protocol. Diastolic velocities in the LAD
coronary artery were measured during each stage. The
hemodynamic variables - heart rate and blood pressure
- were monitored. Dobutamine was administered by
infusion pump in all patients. We did not use any con-
trast enhancement agent. Dobutamine infusion started
at 5mcg/kg/min and increased in 3-minute stages to 10,
20, 30, 40 and 50 mcg/kg/min or until target heart rate
was attained. Intravenous atropine was given (0.5 mg)
until a maximum of 1.5 mg if the patient did not reach
85% of maximum HR with 30 mcg of dobutamine
(Figure 1).
The presence of symptoms and the hemodynamic

variables such as heart rate, blood pressure and diastolic
velocity in the LAD coronary artery were recorded in
each stage (Figure 2).
CFR was calculated as the ratio between peak diastolic

flow velocity and baseline diastolic flow velocity; final
values of flow velocity represented an average of 3 car-
diac cycles. As we have previously defined, abnormal
CFR was considered with a value < 2 according to pre-
vious invasive and non-invasive studies [12,14].

Results
Feasibility
CFR could be determined in 31/33 patients (Feasibility
94%).
Among the 31 patients in whom CRF could be mea-

sured, only one did not reach the normal reference
value (≥ 2)

Complications
No major complications were reported. One patient pre-
sented supraventricular tachycardia that reverted spon-
taneously when the infusion was stopped.

Hemodynamic variables
Mean arterial pressure (MAP) showed a small decrease
due to the effect of the drug; the other variables did not
present significant changes (Table 2). Intravenous atro-
pine was administered in 10 patients (30%) and 16
(48%) needed 50 mcg/kg/min of dobutamine to com-
plete the study.

Wall motion analysis
Regional wall motion analysis was performed after digi-
tal image acquisition using a 16-segment model.
The test was negative for myocardial ischemia in all

patients as wall motion improved in all the territories
and systolic wall thickness increased.

Analysis of CFR
Coronary flow velocity increased from a mean value of
24.9 ± 7.11 cm/s at baseline to a peak value of 69.24 ±
20.132 cm/s. The mean CFR at the end of the dobuta-
mine test was 2.67 ± 0.62 (see table 2). A direct correla-
tion was observed between heart rate and flow velocity
in the LAD coronary artery with higher dose of dobuta-
mine (Figure 3).
Only one 83 year-old male patient with a recent nor-

mal perfusion study and left ventricular hypertrophy in
the echocardiogram did not reach a CFR ≥ 2.
Excluding this patient, we performed and independent

analysis of the delta HR and the percentage of maxi-
mum predicted heart rate that should be reached to
attain a CFR ≥ 2.
We found an excellent correlation between delta HR

(difference between baseline HR and maximum HR) and
the increase in the CFR (correlation coefficient 0.84). In
this sense, we found that when HR increased ≥ 50 bpm,
CFR was ≥ 2 in 97.2% of patients (CI 93-99.2%; p <
0.001) (Figure 4).
At the same time, we analyzed the percentage of max-

imum predicted heart rate necessary to attain a CFR ≥
2, and we found a correlation coefficient of 0.73. In
addition, 95.6% of patients reached 75% of their

Figure 1 Study protocol. CFV: Coronary Flow Velocity.
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predicted maximum heart rate and attained a CFR ≥ 2
(CI 91.1 - 99%) (Figure 5).
Only two patients failed to reach these limits. When

each patient was analyzed separately, one of them
reached a CFR > 2 in the last stage with a HR of 149
bpm (delta HR: 68 bpm and percentage of maximum
predicted HR: 91%) and HR decreased in other
patient with dobutamine infusion of 30 mcg/kg/min;
this patient required intravenous atropine and 50
mcg/kg/min of dobutamine to attain an adequate
CFR.

Discussion
The estimation of CFR using the method we have uti-
lized is interesting due to its clinical and physiopatholo-
gical value [15].
Despite dipyridamole is more suitable for the assess-

ment of CFR [5,6], dobutamine is one of pharmacologic

agents most commonly used during stress echocardio-
graphy [16]. However; the simultaneous estimation of
CFR is not frequent in daily practice, with any of the
above drugs; probably, this might be due to the lack of
experience of echo-laboratories with this method,
besides a relatively longer duration of the test that is
not covered by health care programs.
Dobutamine exerts a complex effect on the coronary

arteries: heart rate and myocardial contractility increase
due to adrenergic stimulation, producing greater oxygen
(O2) uptake and reactive hyperemia [17]. The direct
effect of dobutamine produces vasodilatation by direct
effect on epicardial coronary arteries and microcircula-
tion (stimulation of b1, b2 and a adrenergic receptors
in the vascular wall) [18,19].
Dobutamine hyperemia is equivalent to adenosine-

induced vasodilatation in patients with ischemic
response to dobutamine, but lower than that observed

Figure 2 Flow velocity in the left anterior descending coronary artery. See the increase in peak velocity from 18.9 cm/s to 48.9 cm/s.
CFR: 2.6.

Table 2 Hemodynamic variables and ratio of flow velocities

VELOC (cm/seg) HR (bpm) Correlation with baseline flow in each stage % increase MAP (MmHg) % HR increase

Baseline 24.93 64 0.00 94.4

5 MCG 27.36 64.7 1.1 9.88 98.4 1.09375

10 MCG 31.1 69.6 1.3 24.90 98.9 8.75

20 MCG 38.9 81.2 1.5 56.22 99.5 26.875

30 MCG 46 99 1.8 84.74 93.3 54.6875

40 MCG 57.9 118 2.3 132.53 89.8 84,375

50 MCG 60.24 126.9 2.67 183.90 88.6 98.28125
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in non-ischemic patients. In normal patients, the effect
of dobutamine on CFR is lower than that of adenosine
according to studies using paired Doppler Flowires in
the catheterization laboratory [20,21].
In addition, dobutamine increases contractility and

myocardial O2 consumption, and produces release of
vasodilatory substances such as adenosine, which act on
epicardial arteries and microvasculature. Finally, dobuta-
mine, by increasing the heart rate, induces flow
mediated epicardial vasodilation [22,23].
The analysis of CFR has been studied in different clin-

ical scenarios; however there is little information about
coronary flow in each stage.
In a study performed at the Mayo Clinic by P. Pellikka

et al., the feasibility of assessing the CFR was 97% from
peak diastolic velocity. The authors concluded that CFR
assessment during dobutamine stress echocardiography
correlated well with wall thickening and detected is-
chemia early before development of wall motion

abnormality, emphasizing the importance of determining
CFR in this type of study [24].
We have not found any study analyzing and measur-

ing the relation between heart rate and coronary flow
reserve during this test.
In an excellent study, P. Meimoun et al. assessed CFR

during dobutamine stress echocardiography and com-
pared it to the CFR obtained with adenosine in the
same group of patients and found a good correlation
and concordance between the tests, in a wide range of
LAD disease. Although a clear cut-off of heart rate was
not established in that study, it was emphasized along
the manuscript that a maximal achievable target heart
rate was necessary during dobutamine infusion to obtain
the good correlation and concordance between CFR-
dobutamine and CFR-adenosine. Furthermore, a signifi-
cant correlation was found in that study between CFR
during dobutamine and change of rate-pressure product
in patients with abnormal results [11].
In addition, the normal and abnormal values of CFR

during dobutamine stress were clearly described in that
study. A CFR < 2 with dobutamine stress echocardiogra-
phy was found in all patients who had a positive test in
the LAD territory (n = 8) and interestingly the same low
CFR < 2 was obtained with adenosine in these patients
[11].
Takeuchi et al. [10] studied 129 non selected patients.

In patients without wall motion abnormalities, mean
CFR was 2.76, similar to our findings. Coronary flow
velocity was evaluated in each stage, yet changes in
heart rate were not investigated.
It should be noted that the feasibility of analyzing CFR

during dobutamine stress (around 90%) according to our
previous experience and the results of previously men-
tioned studies [10,11] is a little lower compared to CFR
obtained using vasodilator agents (about 90-95%) [25].

Figure 3 Relation between HR and flow velocity in the left
anterior descending coronary artery.

Figure 4 Correlation between delta HR (max HR -baseline HR)
and Flow Velocity Ratio (FVR) in each stage of the test. R
0.8372 (95% CI 0.79-0.87) p < 0,001.

Figure 5 Correlation between % of predicted heart rate and
Flow Velocity Ratio (FVR) in each stage of the test. R 0.73 (95%
CI 0.65 - 0.79) p < 0,001.
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This might be explained by bias in patients selection as
well as to the fact that, compared to dipyridamole,
dobutamine increases heart rate, myocardial contractility
and movements of the heart with displacement of the
LAD; for these reasons, the estimation of CFR may be
more difficult.
Finally, 97% patients achieved an adequate CFR with a

delta HR of 50 bpm from the baseline stage. In the
same sense, 95.6% of patients reached a normal CFR
with 75% of their predicted maximum heart rate.
This study puts in evidence that it is technically

recommended to obtain coronary artery flow in baseline
conditions and after reaching the predicted heart rate
(50 bpm greater than baseline HR or 75% of maximum
predicted HR) without forgetting about wall motion
response.

Clinical applications
The importance of this study is that there is no need to
measure CFR at each stage of the test; it can be deter-
mined at baseline and during high-dose of dobutamine
infusion if HR is 50 bpm greater compared to baseline
or has reached 75% of the maximum value predicted.
Further investigations are necessary to confirm the

added value of estimating CFR using dobutamine stress
echocardiography. Possibly, it may provide additional
information regarding mid- and long-term prognosis
besides increasing the sensitivity of the test as it has
been already demonstrated with dipyridamole [6,26].

Study limitations
The feasibility of the procedure might have been overes-
timated due to the relatively low number of patients
included and to the selection of patients with low pre-
test probability of coronary artery disease. However, as
this is a physiopathological study, the hemodynamic
data of the relation between drug dose, heart rate
attained and CFR are enough to draw conclusions.
CFR was only evaluated in the territory of the LAD cor-

onary artery as the feasibility of obtaining flow velocities
from the other coronary arteries is low due to increased
contractility secondary to dobutamine infusion.
As we did not perform coronary angiography in any

patient, some doubts may arise regarding the absence of
coronary artery lesions; yet the post-test probability was
enough to rule them out.
It should be taken into account that CFR may be

abnormal not only in lesions of the epicardial coronary
arteries but also in several conditions that modify base-
line coronary flow and its response to a stimulus. In this
sense, the analysis of the result is complex [27,28]. How-
ever, it is widely accepted that a normal value (≥ 2) rules
out a significant lesion in the territory evaluated
[6,14,29].

The fact that only beta-blockers, and no other medical
therapy, were withdrawn before dobutamine infusion
could have had some hemodynamic influence [30].
We did not use contrast agents which could have

improved the visualization of the LAD coronary artery
[31].

Conclusions
It is extremely important to reach a delta HR of at least
50 bpm or a HR of at least 75% of the maximum pre-
dicted heart rate to consider abnormal a CFR value.
The feasibility of determining CFR in the territory of

the LAD during dobutamine stress echocardiography
was high.

Abbreviations and acronyms
CFR: Coronary Flow Reserve; HR: Heart Rate; LAD: Left Anterior Descending;
MHz: Megahertz; MAP: Mean Arterial Pressure; O2: Oxygen.

Authors’ contributions
JAL has had the main idea and has participated in the making of the study.
EHF has participated in the making of the study and drafted the manuscript.
GR has performed the statistical analysis. All authors have participated in the
discussion and correction.
All authors read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 30 November 2010 Accepted: 4 April 2011
Published: 4 April 2011

References
1. Fuster V, Badimon L, Badimon JJ, et al: The pathogenesis of coronary

artery disease and the acute coronary sindromes. N Engl J Med 1992,
23:242-50.

2. Smith S, Allen J, Blair S: AHA/ACC Guidelines for Secondary Prevention for
Patients with Coronary and Other Atherosclerotic Vascular Disease 2006
Update. J Am Coll Cardiol 2006, 47:2130-2139.

3. Boden WE, O’Rourke RA, Teo KK, et al: Optimal medical therapy with or
without PCI for stable coronary disease. N Engl J Med 2007, 35:1503-16.

4. Lowenstein J, Presti S, Tiano C, et al: ¿Existe correlación entre el grado de
restricción de la reserva coronaria diastólica de la arteria descendente
anterior media por ecodoppler tanstorácico y la severidad de las
lesiones angiográficas? Rev Argent Cardiol 2001, 69:85-93.

5. Voci P, Pizzuto F, Romeo F, et al: Coronary flow: a new asset for the echo
lab? European Heart Journal 2004, 25:1867-1879.

6. Rigo Fausto: Coronary flow reserve in stress-echo lab. From
pathophysiologic toy to diagnostic tool. Cardiovascular Ultrasound 2005,
3:8.

7. Mason JR, Palac RT, Freeman MC, et al: Thallium scintigraphy during
dobutamine. Am Heart J 1984, 107:481-485.

8. Mertes H, Sawada SG, Ryan T, et al: Experience in 1118 patients.
Symptoms, adverse effects, and complications associated with
dobutamine stress echocardiography. Circulation 1993, 88:15-19.

9. Nedeljkovic I, Ostojic M, Beleslin B, et al: Comparison of exercise,
dobutamine-atropine and dipyridamole-atropine stress
echocardiography in detecting coronary artery disease. Cardiovascular
Ultrasound 2006, 4:22.

10. Takeuchi M, Miyazaki C, Yoshitani , et al: Assessment of coronary flow
velocity with transthoracic Doppler echocardiography during
dobutamine stress echocardiography. J Am Coll Cardiol 2001, 38:117-123.

11. Meimoun P, Sayah S, Tcheuff JC: Transthoracic Coronary Flow Velocity
Reserve Assessment: Comparison between Adenosine and Dobutamine.
J Am Soc Echocardiogr 2006, 19:1220-1228.

Forte et al. Cardiovascular Ultrasound 2011, 9:10
http://www.cardiovascularultrasound.com/content/9/1/10

Page 6 of 7

http://www.ncbi.nlm.nih.gov/pubmed/16697342?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16697342?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16697342?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15522465?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15522465?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15792499?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15792499?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6695691?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6695691?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8319327?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8319327?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8319327?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16672046?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16672046?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16672046?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11451260?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11451260?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11451260?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17000360?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17000360?dopt=Abstract


12. Voci P, Pizzuto F, Mariano E, et al: Measurement to of coronary flow
reserve in the anterior and posterior descending Coronary arteries by
transthoracic Doppler ultrasound. Am J Cardiol 2002, 90:988-91.

13. Hozumi T, Yoshida K, Akasaka T, et al: Noninvasive assessment of coronary
flow velocity and coronary flow velocity reserve in the left anterior
descending coronary artery by Doppler echocardiography: comparison
with invasive technique. J Am Coll Cardiol 1998, 32:1251-60.

14. Matsumara Y, Hozumi T, Watanabe H, Fujimoto K, Sugioka K, Takemoto Y,
et al: Cut-off value of coronary flow velocity reserve by transthoracic
Doppler echocardiography for diagnosis of significant left anterior
descending artery stenosis in patients with coronary risk factors. Am J
Cardiol 2003, 92:1389-93.

15. Cuocolo A, Petretta M, Soricelli A: Measurement of coronary flow reserve
by noninvasive Cardiac imaging. Eur J Nucl Med Mol Imaging 2010,
37:1198-1202, (editorial commentary).

16. Salustri A, Fioretti P, Pozzoli A, et al: Dobutamine stress echocardiography:
Its role in the diagnosis of coronary artery disease. Eur Heart J 1992,
13(1):70-77.

17. Kern MJ: Coronary physiology revisited: practical insights from the
cardiac catheterization laboratory. Circulation 2000, 101:1344-51.

18. Sun KT, Czernin J, Krivokapich J, et al: Effects of dobutamine stimulation
on myocardial blood flow glucose metabolism and wall motion in
normal and dysfunctional myocardium. Circulation 1996, 94:3146-5.

19. Picano E: Stress Echocardiography. Springer Verlag Heidelberg;, 31997:62-
75. 95-107.

20. Dolan M, Kern M, Castello R, Bach R, Donohue T, Puri S, et al: Physiological
mechanism of dobutamine stress induced ischemia in patients with
coronary artery disease. J Am Soc Echocardiogr , (abstract) 11,5, 4 F.

21. Petropoulakis N, Pavlides GS, Manginas AN, Vassilikos VS, Cokkinos DV:
Intracoronary flow velocity measurements in adjacent stenotic and
normal coronary arteries during incremental intravenous dobutamine
stress and intracoronary adenosine injection. Catheter Cardiovasc Interv
1999, 48:1-9.

22. Kern Morton J: Dobutamine and the coronary vasomotion paradox
Editorial comment. Journal of the American College of Cardiology 2003,
42:1602-1604.

23. Barbato E, Bartunek J, Wyffels Er, Wijns W, Heyndrickx GR, De Bruyne B:
Effects of Intravenous Dobutamine on Coronary Vasomotion in Humans.
Journal of the American College of Cardiology 2003, 42:1596-1601.

24. Ahmari S, Modesto K, Bunch J, Stussy V, Dichaka A, Sewardm J, Pellikka P,
Chandrasekaran K: Doppler derived coronary flow reserve during
dobutamine stress echocardiography further improves detection of
myocardial ischemia. European Journal of Echocardiography 2006,
7:134-140.

25. Lowenstein J, Tiano C, Maquez G, et al: Simultaneous analysis of wall
motion and coronary flow reserve of left anterior descending coronary
artery by transthoracic Doppler echocardiography during Dipyridamole
stress. J Am Soc Echocardiogr 2003, 16:735-744.

26. Rigo F, Sicari R, Gherardi S, Djordjevic-Dikic A, Cortigiani L, Picano E: The
additive prognostic value of wall motion abnormalities and coronary
flow reserve during dipyridamole stress echo. Eur Heart J 2008, 29:79-88.

27. Hoffman J: Acritical view of coronary reserve. Circulation 1987, 75(suppl
I):1-6. 1-11.

28. McGinn A, White C, Wilson R: Interstudy variability of coronary flow
reserve. Influence of heart rate, arterial pressure, and ventricular preload.
Circulation 1990, 81:1319-30.

29. Dimitrow Pawel: Transthoracic Doppler echocardiography - noninvasive
diagnostic window for coronary flow reserve assessment. Cardiovascular
ultrasound 2003, 1:4.

30. Sicari Rosa: Anti-ischemic therapy and stress testing: pathophysiologic,
diagnostic and prognostic implications. Cardiovascular Ultrasound 2004,
2:14.

31. Takeuchi M, Lodato JA, Furlong KT, Lang RM, Yoshikawa J: Feasibility of
measuring coronary flow velocity and reserve in the left anterior
descending coronary artery by transthoracic Doppler echocardiography
in a relatively obese American population. Echocardiography 2005,
22:225-32.

doi:10.1186/1476-7120-9-10
Cite this article as: Forte et al.: Target heart rate to determine the
normal value of coronary flow reserve during dobutamine stress
echocardiography. Cardiovascular Ultrasound 2011 9:10.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Forte et al. Cardiovascular Ultrasound 2011, 9:10
http://www.cardiovascularultrasound.com/content/9/1/10

Page 7 of 7

http://www.ncbi.nlm.nih.gov/pubmed/12398967?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12398967?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12398967?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9809933?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9809933?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9809933?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9809933?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14675571?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14675571?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14675571?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20204354?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20204354?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1577035?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1577035?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10725297?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10725297?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8989122?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8989122?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8989122?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9619613?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9619613?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9619613?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10467062?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10467062?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10467062?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14607446?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14607446?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14607445?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15996524?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15996524?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15996524?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18063595?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18063595?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18063595?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2317912?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2317912?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12740038?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12740038?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15320951?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15320951?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15725157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15725157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15725157?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15725157?dopt=Abstract

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Objetives
	Methods
	Study population
	Methodology of study of the LAD coronary artery
	Statistical Analysis
	Study Protocol

	Results
	Feasibility
	Complications
	Hemodynamic variables
	Wall motion analysis
	Analysis of CFR

	Discussion
	Clinical applications
	Study limitations
	Conclusions
	Authors' contributions
	Competing interests
	References

