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Meneses AL, Nam MCY, Bailey TG, Magee R, Golledge J,
Hellsten Y, Keske MA, Greaves K, Askew CD. Leg blood flow and
skeletal muscle microvascular perfusion responses to submaximal
exercise in peripheral arterial disease. Am J Physiol Heart Circ
Physiol 315: H1425–H1433, 2018. First published August 10, 2018;
doi:10.1152/ajpheart.00232.2018.—Peripheral arterial disease (PAD)
is characterized by stenosis and occlusion of the lower limb arteries.
Although leg blood flow is limited in PAD, it remains unclear whether
skeletal muscle microvascular perfusion is affected. We compared
whole leg blood flow and calf muscle microvascular perfusion after
cuff occlusion and submaximal leg exercise between patients with
PAD (n � 12, 69 � 9 yr) and healthy age-matched control partici-
pants (n � 12, 68 � 7 yr). Microvascular blood flow (microvascular
volume � flow velocity) of the medial gastrocnemius muscle was
measured before and immediately after the following: 1) 5 min of
thigh-cuff occlusion, and 2) a 5-min bout of intermittent isometric
plantar-flexion exercise (400 N) using real-time contrast-enhanced
ultrasound. Whole leg blood flow was measured after thigh-cuff
occlusion and during submaximal plantar-flexion exercise using
strain-gauge plethysmography. Postocclusion whole leg blood flow
and calf muscle microvascular perfusion were lower in patients with
PAD than control participants, and these parameters were strongly
correlated (r � 0.84, P � 0.01). During submaximal exercise, total
whole leg blood flow and vascular conductance were not different
between groups. There were also no group differences in postexercise
calf muscle microvascular perfusion, although microvascular blood
volume was higher in patients with PAD than control participants
(12.41 � 6.98 vs. 6.34 � 4.98 arbitrary units, P � 0.03). This study
demonstrates that the impaired muscle perfusion of patients with PAD
during postocclusion hyperemia is strongly correlated with disease
severity and is likely mainly determined by the limited conduit artery
flow. In response to submaximal leg exercise, microvascular flow
volume was elevated in patients with PAD, which may reflect a
compensatory mechanism to maintain muscle perfusion and oxygen
delivery during recovery from exercise.

NEW & NOTEWORTHY This study suggests that peripheral arte-
rial disease (PAD) has different effects on the microvascular perfusion

responses to cuff occlusion and submaximal leg exercise. Patients
with PAD have impaired microvascular perfusion after cuff occlusion,
similar to that previously reported after maximal exercise. In response
to submaximal exercise, however, the microvascular flow volume
response was elevated in patients with PAD compared with control.
This finding may reflect a compensatory mechanism to maintain
perfusion and oxygen delivery during recovery from exercise.

exercise; microcirculation; peripheral arterial disease; reactive hyper-
emia; skeletal muscle; ultrasound

INTRODUCTION

Peripheral arterial disease (PAD) is an atherosclerotic dis-
ease characterized by stenosis or occlusion of the conduit
arteries of the lower limbs. PAD is associated with severe
exercise intolerance (2), which cannot be fully explained by
hemodynamic impairments. Patients with PAD have impaired
endothelial function (4) and alterations in their skeletal muscle
phenotype that likely contribute to their exercise intolerance (2,
25). There have been some reports demonstrating that skeletal
muscle capillarization is reduced in patients with PAD (2, 25,
26) and positively correlated with exercise capacity in these
patients (2, 26). There are, however, some contrasting reports
that muscle capillarization is similar (10) or even greater in
patients with PAD (20) than controls. It is therefore unclear
what effect PAD has on microvascular structure and function
and, in particular, what role microvascular dysfunction plays in
the exercise intolerance of patients with PAD.

Contrast-enhanced ultrasound (CEU) is widely used for the
assessment of microvascular blood flow (perfusion) in various
human tissue beds (29), and a limited number of studies have
used this technique to assess leg muscle perfusion in patients
with PAD (1, 6, 7, 16, 18, 30). These studies have shown that
PAD is associated with a reduction in peak muscle perfusion
capacity in response to ischemic provocation tests, such as
thigh-cuff occlusion (1), limiting (maximal pain) treadmill
walking exercise (16), and relatively high-intensity (20 W)
plantar-flexion exercise (6). These studies of peak perfusion
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responses demonstrated the strong diagnostic potential of CEU
and the ability to discriminate between people with and without
PAD. However, as CEU provides a measure of end-organ (i.e.,
muscle) perfusion, it is not clear to what extent the limited
perfusion responses in patients with PAD can be attributed to
a microvascular impairment or the impaired upstream conduit
artery flow due to stenosis or occlusion.

To distinguish the microvascular from conduit artery con-
tribution, it is important to consider whole leg blood flow when
interpreting microvascular perfusion responses, which has not
been considered in previous studies of patients with PAD (1, 6,
7, 16, 18, 30). Whole limb (33) and muscle microvascular
blood flow (6) are generally not limited in patients with PAD
who have with intermittent claudication under resting condi-
tions, and it is not until exercise is performed that a limit in
blood flow is revealed. For a given patient, the point at which
this limit is reached depends on the intensity of exercise, and
patients usually self-select low, submaximal intensities to carry
out activities of daily living (9). It is likely that the limit in peak
muscle perfusion reported in previous studies was due to the
relatively high exercise intensities used, at which point conduit
artery blood flow limits are achieved. To better understand the
microvascular perfusion limit as it applies to typical activities
of daily living, and to better distinguish the microvascular
blood flow limit associated with PAD, there is a need for
further studies. Specifically, there is a need for an investigation
of the microvascular perfusion in conjunction with whole limb
blood flow, in response to submaximal exercise conditions that
can be sustained within the symptomatic and hemodynamic
limits of patients.

Therefore, the primary aim of the present study was to
compare calf muscle microvascular perfusion after cuff occlu-
sion and submaximal leg exercise between patients with PAD
and control participants using continuous real-time CEU im-
aging and also to assess whole limb blood flow and its
relationship with the muscle perfusion responses.

METHODS

Participant recruitment. Twelve patients with PAD and symptoms
of intermittent claudication and 12 healthy control participants were
recruited to take part in this study. Participants that were current
smokers or that had uncontrolled hypertension, unstable angina,
congestive heart failure, or critical limb ischemia were excluded.
Patients with PAD who were unable to complete the 5-min leg
exercise test because of intolerable calf muscle pain were also ex-
cluded. All participants gave written informed consent to participate
in the study, which was approved by the Prince Charles Hospital
(HREC/14/QPCH/122) and University of the Sunshine Coast (A/15/
706) Human Research Ethics Committees. All procedures were con-
ducted in accordance with the Declaration of Helsinki.

Study overview. Participants initially underwent screening and
baseline measures and completed a 7-day physical activity recall (3).
The resting ankle-brachial index (ABI) of each leg was measured, and
estimated calf muscle mass was determined using established anthro-
pometric measures (5). Participants were familiarized with the plan-
tar-flexion exercise protocol and performed a maximum force test.
Participants attended an experimental session (session 1) for the
assessment of whole leg blood flow at rest and after thigh-cuff
occlusion using strain-gauge plethysmography. Contraction-by-con-
traction whole leg blood flow was then recorded during a 5-min bout
of intermittent isometric plantar-flexion exercise. Exercise was sub-
maximal and conducted at the same absolute (400 N) and relative
(60 � 18% maximum force) intensity in both groups. Participants

attended two further experimental sessions on separate days in which
muscle microvascular perfusion of the medial gastrocnemius was
assessed using CEU before and after 5 min of thigh-cuff occlusion
(session 2) and before and after the same 5-min plantar-flexion
exercise protocol (session 3). Within each session, test procedures
were conducted twice, separated by 15 min, and average responses
were used for analysis. The nondominant leg of the control partici-
pants and the leg with the lowest ABI of patients with PAD was
assessed. Sessions were conducted at the same time of day, ~72 h
apart, and participants were instructed to avoid exercise and caffeine
or alcohol consumption for 24 h before each session.

Plantar-flexion exercise. Participants performed isometric plantar-
flexion contractions in the seated position with their foot on an
immovable footplate. A calibrated load cell (Xtran S1W, Applied
Measurement, Melbourne, VIC, Australia) was positioned over the
distal thigh, and contraction force was displayed on a monitor. After
familiarization, participants performed five maximum voluntary con-
tractions (MVC), each separated by 60 s of rest, and the average was
used as the maximum force. The 5-min bouts of plantar-flexion
exercise were performed at a fixed contraction intensity of 400 N
(contraction-relaxation duty cycle of 2:3 s). After each exercise bout,
participants were instructed to rate their exercise-associated calf
muscle pain as “no pain,” “mild pain,” “moderate pain,” or “maximal
pain.”

Whole leg blood flow. Whole leg blood flow was assessed using
strain-gauge plethysmography (EC6 Plethysmograph, Hokanson, Bel-
levue, WA). A rapid inflation cuff (Hokanson) was placed around the
upper thigh, and a mercury-in-silastic strain gauge was placed around
the calf at the largest circumference. Measurements were performed
during supine rest and after 5 min of thigh-cuff occlusion at a pressure
of 200 mmHg, as previously described (14).

Contraction-by-contraction leg blood flow was measured through-
out exercise as previously described (23). Blood flow was assessed
after each contraction as the change in limb volume over the first
cardiac cycle, free of movement artifacts, from the onset of the 3-s
relaxation phase. Single-lead electrocardiogram, heart rate (AD In-
struments, Sydney, NSW, Australia), and beat-by-beat finger blood
pressure (Finapres Medical Systems, Enschede, The Netherlands)
were continuously monitored during exercise. Leg vascular conduc-
tance was calculated at rest and during exercise as leg blood flow
divided by mean arterial pressure. Contraction-by-contraction whole
leg blood flow and vascular conductance were averaged across the
repeated within-session trials and fitted to a biphasic exponential
response curve (Table Curve 2D v4, SPSS, Chicago, IL) to determine
the total rise in whole leg blood flow during exercise (23). The
goodness of fit for the whole leg blood flow (n � 24) and vascular
conductance data (n � 24), based on the adjusted R2, were
0.77 � 0.12 and 0.73 � 0.15, respectively.

Calf muscle microvascular perfusion. Calf muscle microvascular
perfusion was measured using CEU. Images were obtained from the
medial gastrocnemius muscle at the point of the greatest leg circum-
ference, with the ultrasound transducer secured to the leg using a foam
holder. Continuous harmonic power-Doppler imaging (Philips Diag-
nostic Ultrasound Systems model iE33, Philips Medical Systems,
Andover, MA) was performed with a linear-array transducer (Philips
L9-3) using a low mechanical index (0.10), 87% gain, and 5-cm
depth. Contrast solution consisting of 1.5 ml of lipid-shelled octafluo-
ropropane microbubbles (Definity, Bristol-Myers Squibb Medical
Imaging, New York, NY) mixed to 50 ml with saline was infused
intravenously (antecubital fossa) at a constant rate of 200 ml/h using
a syringe pump (Alaris PK, Auckland, New Zealand) that was con-
tinuously mechanically rocked to prevent agent sedimentation. Each
CEU measurement required a total of 3 min of contrast microbubble
infusion, with the first 2 min of infusion required to achieve a
steady-state concentration of microbubbles. This was followed by a
pulse of high-energy ultrasound (mechanical index: 1.07) for micro-
bubble destruction and at least 50 s (range: 50–60 s) of image
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acquisition to assess the kinetics of microbubble replenishment. Ex-
amples of original CEU images are shown in Fig. 1.

Microvascular image analysis. QLAB software (Philips Health-
care, Bothell, WA) was used to generate time-intensity curves for
analysis of replenishment kinetics. An examiner (A. L. Meneses)
manually selected a representative quadrilateral region of interest
(839 � 163 mm2) encompassing the medial gastrocnemius muscle
that was automatically transposed for repeated measurements. Time-
intensity data were exported for background subtraction (Excel 15.0,
Microsoft), where the background intensity was set at 0.98 s (resting
data) or 0.49 s (cuff occlusion and exercise data) from the moment of
bubble destruction to exclude the contributions of the faster-filling,
larger, noncapillary vessels from the background signal intensity (27).
Using a 3-s moving average, we identified the time to peak acoustic
intensity as the duration from the onset of change in microbubble
acoustic intensity after microbubble destruction until its peak. The
area under the curve was calculated as the total accumulated change
in acoustic intensity during the first 50 s after cuff occlusion or
exercise.

Averaged time-intensity data from repeat trials were fitted to the
following exponential function: y � A(1 � exp��t) for the analysis of
the time-intensity curves, where y is the video intensity at time t (in s);
A is the peak video intensity, which estimates microvascular blood
volume; and � is the rate of appearance of the microbubbles (i.e., the
rate constant), which estimates microvascular flow velocity (35).
Skeletal muscle microvascular blood flow (perfusion) was calculated
as the product of blood volume multiplied by velocity (A � �). Curve
fitting was performed using Sigmaplot software (version 13.0, Systat
Software, San Jose, CA). The adjusted R2 for the CEU microvascular
blood flow (n � 24) data was 0.92 � 0.10. The within-session
intraclass correlation coefficient indicated an excellent reliability of
measurements of muscle microvascular perfusion (n � 24) obtained
with CEU under resting conditions {0.91 [95% confidence interval

(CI): 0.83–0.96]} and in response to cuff occlusion [0.96 (95% CI:
0.91–0.99)] and exercise [0.95 (95% CI: 0.88–0.98)] (8).

Statistical analysis. Skeletal muscle microvascular perfusion was
the primary outcome of interest and therefore a priori sample size
calculations were performed based on the mean of previously reported
differences between patients with PAD and control participants for
reactive hyperemia and exercise [10 � 4 and 10 � 9 arbitrary units
(aU)/s, respectively] (18, 31). Assuming a power of 80% and an �
level of 0.05, a minimum sample size of 6–11 participants in each
group was required to detect these differences.

The Gaussian distribution and homogeneity of variance of the data
were confirmed using Shapiro-Wilk and Levene tests. Baseline com-
parisons were performed using independent sample t-tests and 	2-tests
for continuous and categorical variables, respectively. Whole leg
blood flow and microvascular perfusion parameters were analyzed
using two-way (group � time) mixed ANOVA followed by Tukey’s
post hoc test when there were significant main effects or interactions.
Correlations were assessed using Pearson’s correlation coefficient.
P � 0.05 was considered statistically significant. Statistical analyses
were performed using SPSS version 22.0 for Windows, and power
calculations were performed using GPower version 3.1. Data are
presented as means � SD unless stated otherwise.

RESULTS

Participant characteristics. Participant characteristics are
shown in Table 1. Five patients with PAD (42%) had arterial
stenoses or occlusions in multiple artery segments, whereas the
remaining patients had significant unilateral or bilateral steno-
ses or occlusions in the aortoiliac (n � 2, 17%), femoral (n �
4, 33%), or popliteal (n � 1, 8%) segments. Self-reported
habitual physical activity levels tended to be lower in patients

Fig. 1. Representative presentation of original contrast-enhanced ultrasound (CEU) images from a patient with peripheral arterial disease (PAD) and a control
participant at baseline and during peak microvascular perfusion after cuff occlusion and submaximal plantar-flexion exercise. Postocclusion peak acoustic
intensity occurs earlier in the control participant compared with the patient with PAD. Postexercise peak acoustic intensity occurred at a similar time in the patient
with PAD and control participant but seemed to be enhanced in the patient with PAD despite similar submaximal workload performed by both participants.
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with PAD but were not significantly different between groups
(PAD: 1.6 � 1.6 h/wk and control: 2.8 � 2.2 h/wk, P � 0.16).

Plantar-flexion force. Plantar-flexion MVC force was not
significantly different between groups, meaning that the
relative intensity of the target force during the bouts of
plantar-flexion exercise was not different between groups
(Table 1). The results remained unchanged after correcting
MVC force for estimated calf muscle mass. The 5-min
submaximal exercise bouts were well tolerated by all con-

trol participants, and 11 of 12 patients with PAD (92%)
reported moderate to maximal calf muscle pain toward the
end of the tests.

Postocclusion whole leg blood flow and vascular
conductance. Baseline (supine rest) whole leg blood flow and
vascular conductance were not significantly different between
groups (Table 2). Postocclusion whole leg blood flow and
vascular conductance were significantly lower in patients with
PAD compared with control participants (Table 2).

Table 1. Participant characteristics

Parameter Control PAD P Value

n 12 12
Age, yr 68 � 7 69 � 9 0.72
Men/women, n (%) 6/6 (50/50) 8/4 (67/33) 0.34
Weight, kg 79.7 � 12.0 85.4 � 22.0 0.44
Height, cm 172.3 � 7.0 170.6 � 7.5 0.57
Body mass index, kg/m2 26.9 � 4.0 29.1 � 6.1 0.32
Resting ankle brachial index* 1.16 � 0.12 0.69 � 0.21 �0.01
ECMM, kg 1.98 � 0.22 1.86 � 0.37 0.36
Plantar-flexion MVC force, N 908 � 366 908 � 203 0.99
Plantar-flexion MVC force, %MVC 63 � 22 58 � 13 0.40
Plantar-flexion MVC force/ECMM, N/kg 455 � 154 512 � 170 0.39
Cardiovascular risk factors

Previous smoker, n (%) 2 (17) 10 (83) �0.01
Dyslipidemia, n (%) 2 (17) 11 (92) �0.01
Hypertension, n (%) 2 (17) 8 (67) 0.02
Diabetes, n (%) 0 (0) 2 (17) 0.24
History of coronary artery disease, n (%) 0 (0) 4 (33) 0.05

Resting hemodynamics
Heart rate, beats/min 61 � 9 63 � 10 0.55
Systolic blood pressure, mmHg 136 � 18 134 � 12 0.75
Diastolic blood pressure, mmHg 77 � 7 69 � 9 0.02
Mean arterial pressure, mmHg 97 � 11 88 � 9 0.05

Blood biochemistry
Fasting glucose, mmol/l 5.16 � 0.37 6.48 � 1.72 �0.01
Total cholesterol, mmol/l 5.73 � 0.74 4.28 � 0.93 �0.01
LDL-cholesterol, mmol/l 3.62 � 0.65 2.21 � 0.79 �0.01
HDL-cholesterol, mmol/l 1.53 � 0.45 1.35 � 0.38 0.31
Triglycerides, mmol/l 1.33 � 0.94 1.53 � 1.01 0.67

Medications
Aspirin or clopidogrel, n (%) 2 (17) 9 (75) �0.01
�-Blocker, n (%) 0 (0) 4 (33) 0.05
Angiotensin-converting enzyme inhibitor or angiotensin receptor blocker, n (%) 2 (17) 9 (75) �0.01
Statin, n (%) 2 (17) 11 (92) �0.01
Calcium channel blocker, n (%) 2 (17) 4 (33) 0.32
Metformin, n (%) 0 (0) 2 (17) 0.24

Values are mean � SD or numbers of participants (n) with percentages in parentheses. PAD, peripheral arterial disease; ECMM, estimated calf muscle mass;
MVC, maximum voluntary contraction. *Ankle brachial index measured in the nondominant limb of control participants and in the more affected limb of patients
with PAD.

Table 2. Whole leg blood flow and vascular conductance

Parameter Control PAD P Value

Postocclusion measures (supine)
Baseline blood flow, ml·100 ml�1·min�1 1.94 � 0.65 2.10 � 0.78 0.61
Baseline vascular conductance, ml·100 ml�1·min�1·mmHg 0.02 � 0.01 0.02 � 0.01 0.33
Postocclusion blood flow, ml·100 ml�1·min�1 16.55 � 6.02 4.52 � 3.59 �0.01
Postocclusion vascular conductance, ml·100 ml�1·min�1·mmHg 0.18 � 0.07 0.05 � 0.04 �0.01

Exercise measures (seated)
Baseline blood flow, ml·100 ml�1·min�1 1.73 � 0.95 2.04 � 0.89 0.43
Baseline vascular conductance, ml·100 ml�1·min�1·mmHg 0.02 � 0.01 0.02 � 0.02 0.90
Exercise blood flow (plateau), ml·100 ml�1·min�1 33.12 � 8.55 29.02 � 8.32 0.10
Exercise vascular conductance (plateau), ml·100 ml�1·min�1·mmHg 0.27 � 0.06 0.29 � 0.09 0.75
Exercise mean arterial pressure, mmHg 117 � 22 108 � 16 0.15
Exercise heart rate, beats/min 61 � 13 71 � 14 0.50

Values are means � SD; n � 12 control participants and 12 patients with peripheral arterial disease (PAD).
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Postocclusion calf muscle microvascular perfusion. Mean
CEU time-intensity curves after cuff occlusion in patients with
PAD and control participants are shown in Fig. 2. The time to
peak acoustic intensity was longer in patients with PAD
(41.15 � 12.37 s, P � 0.01) compared with control partici-
pants (17.79 � 3.98 s). The area under the response curve
tended to be lower in the PAD group compared with the control
group, but the difference was not statistically significant (PAD:
413 � 343 aU and control: 659 � 452 aU, P � 0.08).

Calf muscle microvascular perfusion parameters, at baseline
and after cuff occlusion, are shown in Fig. 3. Baseline (preoc-
clusion) muscle microvascular blood volume, flow velocity,
and perfusion were not significantly different between groups
(P 
 0.05). Compared with baseline, postocclusion microvas-
cular blood volume increased (P � 0.01; Fig. 3A) in both
groups, and despite the slower rise (Fig. 2), peak volume in the
PAD group was not significantly different from the control
group (P � 0.14; Fig. 3A). Postocclusion microvascular
flow velocity increased in control participants (P � 0.01;
Fig. 3B) but did not change significantly in patients with
PAD (P � 0.29), resulting in a lower microvascular perfu-
sion response in patients with PAD than in control partici-
pants (P � 0.01; Fig. 3C).

Exercise whole leg blood flow and vascular conductance.
Baseline (seated rest) whole leg blood flow was not different
between groups (P � 0.43; Table 2). Total whole leg blood
flow during submaximal exercise was not significantly differ-
ent between patients with PAD and control participants (P �
0.10; Table 2). The results remained unchanged when differ-
ences in blood pressure between groups were accounted for by
expressing the blood flow responses as leg vascular conduc-
tance (P � 0.75; Table 2).

Postexercise calf muscle microvascular perfusion. The mean
CEU time-intensity curves for the period immediately after
submaximal plantar-flexion exercise in patients with PAD and
control participants are shown in Fig. 4. The time to peak
acoustic intensity was not different between groups (PAD:
39.67 � 16.18 s and control: 30.35 � 14.46 s, P � 0.13). The
area under the curve was greater in patients with PAD (576 �
343 aU, P � 0.01) than in control participants (264 � 224 aU).

Calf muscle microvascular perfusion parameters before and
after submaximal exercise are shown in Fig. 5. Baseline (pre-
exercise) microvascular parameters were not different between

groups (P 
 0.05). Microvascular blood volume increased
(P � 0.01) with exercise in both groups and was significantly
higher in the postexercise period in the PAD group compared
with the control group (P � 0.03; Fig. 5A). Microvascular flow
velocity increased (P � 0.01) with exercise in both groups,
with no significant difference between patients with PAD and
control participants (P � 0.91; Fig. 5B). Microvascular perfu-
sion also increased (P � 0.01) with exercise in both groups,
with no significant difference between patients with PAD and
control participants (P � 0.35; Fig. 5C).

Relationships between variables. ABI was significantly cor-
related with muscle microvascular blood volume (n � 24,
r � 0.41, P � 0.04), flow velocity (n � 24, r � 0.80, P �
0.01), and perfusion (n � 24, r � 0.67, P � 0.01). Postocclu-
sion whole leg blood flow was significantly correlated with
muscle microvascular blood volume (n � 24, r � 0.58, P �
0.01), flow velocity (n � 24, r � 0.76, P � 0.01), and perfu-
sion (n � 24, r � 0.84, P � 0.01). All correlations remained
significant when whole-leg blood flow was expressed as leg
vascular conductance (P � 0.05). However, these correlations
were not significant when considering PAD and control groups
separately. There were no significant correlations between
postexercise CEU microvascular parameters and ABI or whole
leg blood flow.

DISCUSSION

Previous studies that have reported reductions in muscle
microvascular perfusion capacity in patients with PAD in
response to cuff occlusion and exercise have not reported
whole leg or conduit artery blood flow. Consequently, it was
not known whether the microvascular perfusion limitation
merely reflected the limited (stenotic) arterial flow capacity.
Moreover, it was not known whether muscle microvascular
perfusion was limited in patients with PAD during submaximal
exercise, at workloads that reflect activities of daily living and
that are able to be sustained within the symptomatic and
hemodynamic limits of the patient. This study demonstrated
that 1) postocclusion whole leg blood flow and calf muscle
microvascular perfusion were lower in patients with PAD
compared with control participants and these parameters were
strongly correlated; and 2) in response to submaximal plantar-
flexion exercise, patients with PAD exhibited similar whole leg

Fig. 2. Postocclusion contrast-enhanced ultrasound
(CEU) time-intensity curves in patients with peripheral
arterial disease (PAD; n � 12; open circles) and control
participants (n � 12; shaded circles). Data points are
group means and error bars are SEs. aU, arbitrary units.
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and postexercise muscle microvascular perfusion responses
compared with control participants, but muscle microvascular
perfusion was achieved through a greater increase in micro-
vascular volume in patients with PAD.

We found that calf muscle microvascular perfusion after 5
min of cuff occlusion was impaired in patients with PAD.
Postocclusion time to peak acoustic intensity was longer in
patients with PAD than control participants, which verifies the
findings of a previous CEU study by Amarteifio et al. (1) and
is consistent with the perfusion limit reported in studies of
patients with PAD using magnetic resonance imaging (19, 31).
In healthy individuals, postocclusion reactive hyperemia is
predominantly determined by vascular resistance at the level of
the microvessels (28), whereas in patients with PAD, the
conduit artery resistance at the site of the arterial stenosis also
likely contributes to the hyperemic response. In the present
study, the impairment in postocclusion hyperemia in patients
with PAD was evident throughout the vascular tree, with lower
whole leg blood flow and calf muscle microvascular perfusion

compared with control participants. The lower postocclusion
microvascular perfusion in patients with PAD was mainly
attributable to a lower microvascular flow velocity (parameter
�) compared with control participants. Therefore, microvascu-
lar flow velocity might be determined by limb blood flow or
perfusion pressure, and this is supported by the strong corre-
lation between microvascular flow velocity and whole leg
blood flow. Whereas previous findings of an impaired postoc-
clusion CEU response in patients with PAD have been attrib-
uted to a microvascular impairment (1), our findings suggest
that the low postocclusion microvascular flow velocity may
largely reflect disease severity and the impaired whole limb
blood flow response. This is further supported by the strong
relationship between ABI and the postocclusion microvascular
velocity and whole leg blood flow parameters observed in the
present study.

During tightly matched submaximal plantar-flexion exercise
at the same absolute (400 N � ~8 W) and relative (60 � 18%
maximum force) intensity, steady-state whole leg blood flow
did not differ between patients with PAD and control partici-
pants. Patients were able to sustain this exercise for 5 min,
indicating that the intensity was within their hemodynamic and
symptomatic limits and at a level that is typical of their daily
activities (9). In response to this level of exercise, we found
that postexercise calf muscle microvascular perfusion is pre-
served in patients with PAD and did not differ compared with
healthy control participants. From this, we assume that the
observed microvascular responses are largely independent of
whole limb blood flow. In healthy individuals, it has previously
been shown that exercise-induced microvascular hyperemia is
accompanied by changes in total limb blood flow at higher
(80% maximum) but not lower (25% maximum) exercise
intensities (32). It was therefore suggested that perfusion at
lower exercise intensities is regulated through a localized
redistribution of blood flow, possibly at the level of the termi-
nal arterioles, and with more intense exercise there are also
changes in the upstream resistance of the arteriolar network
with consequent changes in total limb blood flow (32).
Whether maximal exercise-induced muscle ischemia in pa-
tients with PAD might disrupt this relationship cannot be
determined in this study, as the exercise test was submaximal
and within the limits of patients; however, it is notable that
there was no significant relationship between exercise whole
leg blood flow and postexercise muscle microvascular perfu-
sion in patients with PAD and control participants.

Although muscle perfusion responses to submaximal exer-
cise did not differ between groups, an important finding was
that the increase in perfusion relied on a larger increase in
microvascular volume (parameter A) in patients with PAD
compared with control participants. The increased microvas-
cular volume, characterized by an increase in CEU micro-
bubble density, may reflect a reduction in microvascular resis-
tance and a redistribution of blood flow within the working
skeletal muscle. It has also been suggested that an increase in
microvascular volume may reflect de novo recruitment of
previously nonflowing capillaries (21), although this is debat-
able (24). In patients with PAD, the increased microvascular
volume may serve to enhance capillary flow and the endothe-
lial surface area available to support the delivery of oxygen and
nutrients to myocytes (24) and therefore compensate for mi-
crovascular flow velocity, which tended to be lower in patients

Fig. 3. Calf muscle microvascular blood volume (A), flow velocity (B), and
perfusion (C) at baseline and after cuff occlusion in patients with peripheral
arterial disease (PAD; n � 12) and control participants (n � 12). Values are
means � SD. Dotted lines indicate individual participant responses. *Signif-
icantly different from baseline (P � 0.05); †significantly different from control
participants (P � 0.05). aU, arbitrary units.
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with PAD compared with control participants. Similar com-
pensatory responses have been reported in ischemic heart
studies using CEU, in which myocardial microvascular perfu-

sion is maintained with increasing coronary artery stenosis
severity via increases in microvascular blood volume (17).

Recent studies by Kundi et al. (16) and Davidson et al. (6)
have demonstrated the clinical utility of CEU to differentiate
between individuals with and without PAD on the basis of peak
exercise muscle perfusion. Their findings of a lower peak
muscle perfusion response compared with controls to (maxi-
mal) limiting treadmill walking (16) and a short bout (2 min)
of high-intensity (~20 W) plantar-flexion exercise (6) provide
support for the use of peak exercise CEU responses in the
diagnosis of PAD. The exercise intensity used in those studies
was not well matched between groups (16) and was notably
higher than the submaximal intensity used in the present study
(400 N, ~8 W). At these higher intensities, patients were likely
working at a level above their conduit artery blood flow limit,
which is reflected in the lower (end-organ) muscle perfusion
relative to controls. This cannot be directly verified, as those
studies did not include measures of whole limb or conduit
artery blood flow, as was done in the present study. However,
in a subgroup of patients with PAD in the study by Davidson
et al. (6) who underwent surgical revascularization to re-
store conduit artery blood flow, there was a marked increase
in the muscle perfusion response to exercise. This suggests
that at this relatively high exercise intensity (20 W), the
muscle perfusion response is largely determined by the
conduit artery flow limit in patients with PAD, and this
response would be expected to be exacerbated in patients
with more severe disease (e.g., ABI � 0.6), such as those in
the study by Davidson et al. (6).

We used real-time CEU imaging in conjunction with a
continuous infusion of the microbubble contrast agent, which
has not been done in previous studies of patients with PAD.
This method enables the assessment of rapid changes in muscle
microvascular flow, such as during the period immediately
after exercise. The incremental imaging approach used by
Davidson et al. (6) and the bolus infusion approach used by
Kundi et al. (16) are limited to use under steady-state condi-
tions and are therefore not ideally suited to studies of short
periods of exercise (2 min) (6) and exercise recovery (16). Our
study groups were well matched for age, whereas the mean age
of the control groups in previous studies was 15–23 yr younger
than the PAD groups (6, 16). In addition, there was a high
proportion (89%) of diabetic patients in the PAD group of the

Fig. 4. Postexercise contrast-enhanced ultrasound
(CEU) time-intensity curves in patients with peripheral
arterial disease (PAD; n � 12; open circles) and control
participants (n � 12; shaded circles). Data points are
group means and error bars are SEs. aU, arbitrary units.

Fig. 5. Calf muscle microvascular blood volume (A), flow velocity (B), and
perfusion (C) before and after plantar-flexion exercise in patients with periph-
eral arterial disease (PAD; n � 12) and control participants (n � 12). Values
are means � SD. Dotted lines indicate individual participant responses.
*Significantly different from baseline (P � 0.05); †significantly different from
control participants (P � 0.05). aU, arbitrary units.
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study by Davidson et al. (6). Given the known influence of age
(13, 15) and diabetes (27) on muscle microvascular structure
and function, these factors are important to control for in
studies of PAD. Patients with uncontrolled hypertension were
not considered for the present study because of the known
association between high blood pressure and capillary rarefac-
tion (11). Blood pressure tended to be lower (not significant) in
patients with PAD at rest and during exercise, which we
attribute to the greater use of antihypertensive medications in
that group.

Using real-time CEU, we have shown that PAD has a
significant effect on the muscle microvascular perfusion re-
sponses to cuff-induced ischemia and submaximal exercise.
Further research is needed to understand the mechanisms
responsible for these responses and specifically to determine to
what extent the microvascular perfusion alterations in PAD are
associated with changes in capillary density and structure.
Future studies should test the effect of exercise intensity (e.g.,
maximal vs. submaximal intensities) to better understand the
influence on conduit artery flow and microvascular responses
and determine whether CEU-derived measures of microvascu-
lar volume reflect muscle capillary supply, as has been pro-
posed (34). There is also an opportunity for future research to
focus on microvascular function as a treatment target in pa-
tients with PAD. Adding exercise as an adjunct therapy fol-
lowing lower-limb surgical or endovascular revascularization
for PAD promotes additional improvements in symptoms and
exercise capacity (22). Computational modeling of the PAD
vasculature suggest that these gains are partially dependent on
improvements in microvascular function (12), but this has yet
to be confirmed.

Limitations of this study include the relatively small study
sample, which might have contributed to the failure to detect
significant differences in some secondary outcomes, such as
the area under the curve of the image intensity response.
Nevertheless, this study was adequately powered to detect
differences in our primary outcome of muscle microvascular
perfusion. The study sample did not allow for subgroup anal-
ysis of variables that could possibly affect calf muscle micro-
vascular perfusion, such as cardiovascular risk factors, medi-
cation use, and site of stenosis. Additionally, it was not possi-
ble to make simultaneous measurements of whole leg blood
flow and calf muscle microvascular perfusion, which would
provide a better indication of the role of whole leg blood flow
in determining microvascular perfusion responses to exercise.

This study suggests that the impaired muscle perfusion of
patients with PAD during postocclusion hyperemia is strongly
associated with disease severity and is likely determined by the
limited conduit artery flow. In response to submaximal leg
exercise, muscle microvascular flow volume was elevated in
patients with PAD, which may reflect a compensatory mech-
anism to maintain perfusion and oxygen delivery during re-
covery from exercise. This study has highlighted novel alter-
ations in microvascular flow that are likely to be of functional
relevance in patients with PAD and contribute to their capacity
to undertake activities of daily living. Further research is
required to understand the mechanism responsible for these
findings and the impact of treatments, such as lower limb
revascularization and exercise therapy, on muscle microvascu-
lar perfusion.

ACKNOWLEDGMENTS

We thank the Sunshine Coast University Hospital, Nambour General
Hospital (Lauren Northey), and Sunshine Vascular Clinic (Dr. Karl Schulze)
staff for their assistance with patient recruitment.

GRANTS

This work was supported by grants from the Faculty of Science, Health,
Education and Engineering of the University of the Sunshine Coast, National
Health and Medical Research Council (NHMRC) Grants 1063476 and
1000967, and the Queensland Government. J. Golledge holds NHMRC Prac-
titioner Fellowship 1117061 and a Senior Clinical Research Fellowship from
the Queensland Government, Australia.

DISCLOSURES

No conflicts of interest, financial or otherwise, are declared by the authors.

AUTHOR CONTRIBUTIONS

A.L.M., K.G., and C.D.A. conceived and designed research; A.L.M.,
M.C.Y.N., T.G.B., K.G., and C.D.A. performed experiments; A.L.M., K.G.,
and C.D.A. analyzed data; A.L.M., M.C.Y.N., T.G.B., R.M., J.G., Y.H.,
M.A.K., K.G., and C.D.A. interpreted results of experiments; A.L.M. prepared
figures; A.L.M. and C.D.A. drafted manuscript; A.L.M., M.C.Y.N., T.G.B.,
R.M., J.G., Y.H., M.A.K., K.G., and C.D.A. edited and revised manuscript;
A.L.M., M.C.Y.N., T.G.B., R.M., J.G., Y.H., M.A.K., K.G., and C.D.A.
approved final version of manuscript.

REFERENCES

1. Amarteifio E, Wormsbecher S, Krix M, Demirel S, Braun S, Delorme
S, Böckler D, Kauczor HU, Weber MA. Dynamic contrast-enhanced
ultrasound and transient arterial occlusion for quantification of arterial
perfusion reserve in peripheral arterial disease. Eur J Radiol 81: 3332–
3338, 2012. doi:10.1016/j.ejrad.2011.12.030.

2. Askew CD, Green S, Walker PJ, Kerr GK, Green AA, Williams AD,
Febbraio MA. Skeletal muscle phenotype is associated with exercise
tolerance in patients with peripheral arterial disease. J Vasc Surg 41:
802–807, 2005. doi:10.1016/j.jvs.2005.01.037.

3. Australian Bureau of Statistics. National Nutrition and Physical Activity
Survey (Online). http://www.ausstats.abs.gov.au/Ausstats/subscriber.nsf/
0/734DF823586D5AD9CA257B8E0014A387/$File/national%20nutrition%
20and%20physical%20activity%20survey%202011-12%20questionnaire.
pdf [26 July 2017].

4. Brevetti G, Schiano V, Chiariello M. Endothelial dysfunction: a key to
the pathophysiology and natural history of peripheral arterial disease?
Atherosclerosis 197: 1–11, 2008. doi:10.1016/j.atherosclerosis.2007.11.
002.

5. Clarys JP, Marfell-Jones MJ. Anatomical segmentation in humans and
the prediction of segmental masses from intra-segmental anthropometry.
Hum Biol 58: 771–782, 1986.

6. Davidson BP, Belcik JT, Landry G, Linden J, Lindner JR. Exercise
versus vasodilator stress limb perfusion imaging for the assessment of
peripheral artery disease. Echocardiography 34: 1187–1194, 2017. doi:
10.1111/echo.13601.

7. Duerschmied D, Olson L, Olschewski M, Rossknecht A, Freund G,
Bode C, Hehrlein C. Contrast ultrasound perfusion imaging of lower
extremities in peripheral arterial disease: a novel diagnostic method. Eur
Heart J 27: 310–315, 2006. doi:10.1093/eurheartj/ehi636.

8. Fleiss JL. The Design and Analysis of Clinical Experiments. New York,
NY: Wiley, 1999. doi:10.1002/9781118032923.

9. Gardner AW, Montgomery PS, Scott KJ, Afaq A, Blevins SM. Patterns
of ambulatory activity in subjects with and without intermittent claudica-
tion. J Vasc Surg 46: 1208–1214, 2007. doi:10.1016/j.jvs.2007.07.038.

10. Hammarsten J, Bylund-Fellenius AC, Holm J, Scherstén T, Krot-
kiewski M. Capillary supply and muscle fibre types in patients with
intermittent claudication: relationships between morphology and metabo-
lism. Eur J Clin Invest 10: 301–305, 1980. doi:10.1111/j.1365-2362.1980.
tb00037.x.

11. Hedman A, Reneland R, Lithell HO. Alterations in skeletal muscle
morphology in glucose-tolerant elderly hypertensive men: relationship to
development of hypertension and heart rate. J Hypertens 18: 559–565,
2000. doi:10.1097/00004872-200018050-00008.

H1432 SKELETAL MUSCLE MICROVASCULAR PERFUSION IN PAD

AJP-Heart Circ Physiol • doi:10.1152/ajpheart.00232.2018 • www.ajpheart.org
Downloaded from www.physiology.org/journal/ajpheart at Deakin Univ (128.184.188.010) on February 21, 2019.

https://doi.org/10.1016/j.ejrad.2011.12.030
https://doi.org/10.1016/j.jvs.2005.01.037
http://www.ausstats.abs.gov.au/Ausstats/subscriber.nsf/0/734DF823586D5AD9CA257B8E0014A387/$File/national%20nutrition%20and%20physical%20activity%20survey%202011-12%20questionnaire.pdf
http://www.ausstats.abs.gov.au/Ausstats/subscriber.nsf/0/734DF823586D5AD9CA257B8E0014A387/$File/national%20nutrition%20and%20physical%20activity%20survey%202011-12%20questionnaire.pdf
http://www.ausstats.abs.gov.au/Ausstats/subscriber.nsf/0/734DF823586D5AD9CA257B8E0014A387/$File/national%20nutrition%20and%20physical%20activity%20survey%202011-12%20questionnaire.pdf
http://www.ausstats.abs.gov.au/Ausstats/subscriber.nsf/0/734DF823586D5AD9CA257B8E0014A387/$File/national%20nutrition%20and%20physical%20activity%20survey%202011-12%20questionnaire.pdf
https://doi.org/10.1016/j.atherosclerosis.2007.11.002
https://doi.org/10.1016/j.atherosclerosis.2007.11.002
https://doi.org/10.1111/echo.13601
https://doi.org/10.1093/eurheartj/ehi636
https://doi.org/10.1002/9781118032923
https://doi.org/10.1016/j.jvs.2007.07.038
https://doi.org/10.1111/j.1365-2362.1980.tb00037.x
https://doi.org/10.1111/j.1365-2362.1980.tb00037.x
https://doi.org/10.1097/00004872-200018050-00008


12. Heuslein JL, Li X, Murrell KP, Annex BH, Peirce SM, Price RJ.
Computational network model prediction of hemodynamic alterations due
to arteriolar rarefaction and estimation of skeletal muscle perfusion in
peripheral arterial disease. Microcirculation 22: 360–369, 2015. doi:10.
1111/micc.12203.

13. Hildebrandt W, Schwarzbach H, Pardun A, Hannemann L, Bogs B,
König AM, Mahnken AH, Hildebrandt O, Koehler U, Kinscherf R.
Age-related differences in skeletal muscle microvascular response to
exercise as detected by contrast-enhanced ultrasound (CEUS). PLoS One
12: e0172771, 2017. doi:10.1371/journal.pone.0172771.

14. Hokanson DE, Sumner DS, Strandness DE Jr. An electrically cali-
brated plethysmograph for direct measurement of limb blood flow. IEEE
Trans Biomed Eng BME-22: 25–29, 1975. doi:10.1109/TBME.1975.
324535.

15. Keske MA, Premilovac D, Bradley EA, Dwyer RM, Richards SM,
Rattigan S. Muscle microvascular blood flow responses in insulin resis-
tance and ageing. J Physiol 594: 2223–2231, 2016. doi:10.1113/jphysiol.
2014.283549.

16. Kundi R, Prior SJ, Addison O, Lu M, Ryan AS, Lal BK. Contrast-
enhanced ultrasound reveals exercise-induced perfusion deficits in clau-
dicants. J Vasc Endovasc Surg 2: 1–16, 2017. doi:10.21767/2573-4482.
100041.

17. Lindner JR, Skyba DM, Goodman NC, Jayaweera AR, Kaul S.
Changes in myocardial blood volume with graded coronary stenosis. Am
J Physiol 272: H567–H575, 1997. doi:10.1152/ajpheart.1997.272.1.H567.

18. Lindner JR, Womack L, Barrett EJ, Weltman J, Price W, Harthun
NL, Kaul S, Patrie JT. Limb stress-rest perfusion imaging with contrast
ultrasound for the assessment of peripheral arterial disease severity. JACC
Cardiovasc Imaging 1: 343–350, 2008. doi:10.1016/j.jcmg.2008.04.001.

19. Lopez D, Pollak AW, Meyer CH, Epstein FH, Zhao L, Pesch AJ, Jiji
R, Kay JR, DiMaria JM, Christopher JM, Kramer CM. Arterial spin
labeling perfusion cardiovascular magnetic resonance of the calf in pe-
ripheral arterial disease: cuff occlusion hyperemia vs exercise. J Cardio-
vasc Magn Reson 17: 23, 2015. doi:10.1186/s12968-015-0128-y.

20. McGuigan MR, Bronks R, Newton RU, Sharman MJ, Graham JC,
Cody DV, Kraemer WJ. Muscle fiber characteristics in patients with
peripheral arterial disease. Med Sci Sports Exerc 33: 2016–2021, 2001.
doi:10.1097/00005768-200112000-00007.

21. Meijer RI, De Boer MP, Groen MR, Eringa EC, Rattigan S, Barrett
EJ, Smulders YM, Serne EH. Insulin-induced microvascular recruitment
in skin and muscle are related and both are associated with whole-body
glucose uptake. Microcirculation 19: 494–500, 2012. doi:10.1111/j.1549-
8719.2012.00174.x.

22. Menêses AL, Ritti-Dias RM, Parmenter B, Golledge J, Askew CD.
Combined lower limb revascularisation and supervised exercise training
for patients with peripheral arterial disease: a systematic review of ran-
domised controlled trials. Sports Med 47: 987–1002, 2017. doi:10.1007/
s40279-016-0635-5.

23. Murphy E, Rocha J, Gildea N, Green S, Egaña M. Venous occlusion
plethysmography vs. Doppler ultrasound in the assessment of leg blood
flow kinetics during different intensities of calf exercise. Eur J Appl
Physiol 118: 249–260, 2018. doi:10.1007/s00421-017-3765-z.

24. Poole DC, Copp SW, Ferguson SK, Musch TI. Skeletal muscle capillary
function: contemporary observations and novel hypotheses. Exp Physiol
98: 1645–1658, 2013. doi:10.1113/expphysiol.2013.073874.

25. Regensteiner JG, Wolfel EE, Brass EP, Carry MR, Ringel SP, Har-
garten ME, Stamm ER, Hiatt WR. Chronic changes in skeletal muscle
histology and function in peripheral arterial disease. Circulation 87:
413–421, 1993. doi:10.1161/01.CIR.87.2.413.

26. Robbins JL, Jones WS, Duscha BD, Allen JD, Kraus WE, Regen-
steiner JG, Hiatt WR, Annex BH. Relationship between leg muscle
capillary density and peak hyperemic blood flow with endurance capacity
in peripheral artery disease. J Appl Physiol (1985) 111: 81–86, 2011.
doi:10.1152/japplphysiol.00141.2011.

27. Sacre JW, Jellis CL, Haluska BA, Jenkins C, Coombes JS, Marwick
TH, Keske MA. Association of exercise intolerance in type 2 diabetes
with skeletal muscle blood flow reserve. JACC Cardiovasc Imaging 8:
913–921, 2015. doi:10.1016/j.jcmg.2014.12.033.

28. Sandoo A, Veldhuijzen van Zanten JJ, Metsios GS, Carroll D, Kitas GD.
The endothelium and its role in regulating vascular tone. Open Cardiovasc
Med J 4: 302–312, 2010. doi:10.2174/1874192401004010302.

29. Staub D, Partovi S, Imfeld S, Uthoff H, Baldi T, Aschwanden M,
Jaeger K. Novel applications of contrast-enhanced ultrasound imaging
in vascular medicine. Vasa 42: 17–31, 2013. doi:10.1024/0301-1526/
a000244.

30. Thomas KN, Cotter JD, Lucas SJ, Hill BG, van Rij AM. Reliability of
contrast-enhanced ultrasound for the assessment of muscle perfusion in
health and peripheral arterial disease. Ultrasound Med Biol 41: 26–34,
2015. doi:10.1016/j.ultrasmedbio.2014.06.012.

31. Venkatesh BA, Nauffal V, Noda C, Fujii T, Yang PC, Bettencourt J,
Ricketts EP, Murphy M, Leeper NJ, Moyé L, Ebert RF, Muthupillai
R, Bluemke DA, Perin EC, Hirsch AT, Lima JA; Cardiovascular Cell
Therapy Research Network (CCTRN). Baseline assessment and com-
parison of arterial anatomy, hyperemic flow, and skeletal muscle perfusion
in peripheral artery disease: the Cardiovascular Cell Therapy Research
Network “Patients with Intermittent Claudication Injected with ALDH
Bright Cells” (CCTRN PACE) study. Am Heart J 183: 24–34, 2017.
doi:10.1016/j.ahj.2016.09.013.

32. Vincent MA, Clerk LH, Lindner JR, Price WJ, Jahn LA, Leong-Poi
H, Barrett EJ. Mixed meal and light exercise each recruit muscle
capillaries in healthy humans. Am J Physiol Endocrinol Metab 290:
E1191–E1197, 2006. doi:10.1152/ajpendo.00497.2005.

33. Walker MA, Hoier B, Walker PJ, Schulze K, Bangsbo J, Hellsten Y,
Askew CD. Vasoactive enzymes and blood flow responses to passive and
active exercise in peripheral arterial disease. Atherosclerosis 246: 98–105,
2016. doi:10.1016/j.atherosclerosis.2015.12.029.

34. Weber MA, Krakowski-Roosen H, Delorme S, Renk H, Krix M,
Millies J, Kinscherf R, Künkele A, Kauczor HU, Hildebrandt W.
Relationship of skeletal muscle perfusion measured by contrast-enhanced
ultrasonography to histologic microvascular density. J Ultrasound Med
25: 583–591, 2006. doi:10.7863/jum.2006.25.5.583.

35. Wei K, Jayaweera AR, Firoozan S, Linka A, Skyba DM, Kaul S.
Quantification of myocardial blood flow with ultrasound-induced destruc-
tion of microbubbles administered as a constant venous infusion. Circu-
lation 97: 473–483, 1998. doi:10.1161/01.CIR.97.5.473.

H1433SKELETAL MUSCLE MICROVASCULAR PERFUSION IN PAD

AJP-Heart Circ Physiol • doi:10.1152/ajpheart.00232.2018 • www.ajpheart.org
Downloaded from www.physiology.org/journal/ajpheart at Deakin Univ (128.184.188.010) on February 21, 2019.

https://doi.org/10.1111/micc.12203
https://doi.org/10.1111/micc.12203
https://doi.org/10.1371/journal.pone.0172771
https://doi.org/10.1109/TBME.1975.324535
https://doi.org/10.1109/TBME.1975.324535
https://doi.org/10.1113/jphysiol.2014.283549
https://doi.org/10.1113/jphysiol.2014.283549
https://doi.org/10.21767/2573-4482.100041
https://doi.org/10.21767/2573-4482.100041
https://doi.org/10.1152/ajpheart.1997.272.1.H567
https://doi.org/10.1016/j.jcmg.2008.04.001
https://doi.org/10.1186/s12968-015-0128-y
https://doi.org/10.1097/00005768-200112000-00007
https://doi.org/10.1111/j.1549-8719.2012.00174.x
https://doi.org/10.1111/j.1549-8719.2012.00174.x
https://doi.org/10.1007/s40279-016-0635-5
https://doi.org/10.1007/s40279-016-0635-5
https://doi.org/10.1007/s00421-017-3765-z
https://doi.org/10.1113/expphysiol.2013.073874
https://doi.org/10.1161/01.CIR.87.2.413
https://doi.org/10.1152/japplphysiol.00141.2011
https://doi.org/10.1016/j.jcmg.2014.12.033
https://doi.org/10.2174/1874192401004010302
https://doi.org/10.1024/0301-1526/a000244
https://doi.org/10.1024/0301-1526/a000244
https://doi.org/10.1016/j.ultrasmedbio.2014.06.012
https://doi.org/10.1016/j.ahj.2016.09.013
https://doi.org/10.1152/ajpendo.00497.2005
https://doi.org/10.1016/j.atherosclerosis.2015.12.029
https://doi.org/10.7863/jum.2006.25.5.583
https://doi.org/10.1161/01.CIR.97.5.473

