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Abstract
Background
Pulse wave velocity (PWV), a measure of arterial stiffness, has been demonstrated to be an independent predictor of adverse cardiovascular outcomes. This can be derived non-invasively using cardiovascular magnetic resonance (CMR). Changes in PWV during exercise may reveal further information on vascular pathology. However, most known CMR methods for quantifying PWV are currently unsuitable for exercise stress testing.

Methods
A velocity-sensitive real-time acquisition and evaluation (RACE) pulse sequence was adapted to provide interleaved acquisition of two locations in the descending aorta (at the level of the pulmonary artery bifurcation and above the renal arteries) at 7.8 ms temporal resolution. An automated method was used to calculate the foot-to-foot transit time of the velocity pulse wave. The RACE method was validated against a standard gated phase contrast (STD) method in flexible tube phantoms using a pulsatile flow pump. The method was applied in 50 healthy volunteers (28 males) aged 22–75 years using a MR-compatible cycle ergometer to achieve moderate work rate (38 ± 22 W, with a 31 ± 12 bpm increase in heart rate) in the supine position. Central pulse pressures were estimated using a MR-compatible brachial device. Scan-rescan reproducibility was evaluated in nine volunteers.

Results
Phantom PWV was 22 m/s (STD) vs. 26 ± 5 m/s (RACE) for a butyl rubber tube, and 5.5 vs. 6.1 ± 0.3 m/s for a latex rubber tube. In healthy volunteers PWV increased with age at both rest (R2 = 0.31 p < 0.001) and exercise (R2 = 0.40, p < 0.001). PWV was significantly increased at exercise relative to rest (0.71 ± 2.2 m/s, p = 0.04). Scan-rescan reproducibility at rest was −0.21 ± 0.68 m/s (n = 9).

Conclusions
This study demonstrates the validity of CMR in the evaluation of PWV during exercise in healthy subjects. The results support the feasibility of using this method in evaluating of patients with systemic aortic disease.
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Background
Stiffness of the aorta is an important determinant of cardiovascular function [1, 2] due to its direct effect on systolic and diastolic blood pressure. Aortic pulse wave velocity (PWV) is a surrogate measure of aortic stiffness which has been shown to independently predict adverse cardiovascular events and mortality [3–5]. Estimation of PWV by cardiovascular magnetic resonance (CMR) has been demonstrated to give good reproducibility in scan-rescan evaluations, with measurements superior to echocardiography [6]. Variations in PWV with age and vascular pathologies have also been reported [2, 7, 8]. However, little is known on how aortic PWV changes with exercise.
Although cardiac function at rest provides important information, the power to detect dynamic cardiovascular dysfunction is greatly enhanced by stress testing [9, 10]. Pharmacological stress tests with agents such as adenosine and dobutamine have commonly been employed in conjunction with CMR examinations [11]. However, exercise provides a physiological challenge to the entire cardiovascular system [12], and is generally regarded as superior to pharmacological stress testing. This is particularly important when evaluating arterial response to states of increased cardiac output. Since the aortic wall exhibits nonlinear mechanical properties [13], aortic stiffness during exercise is expected to change due to pressure loading [14, 15]. PWV measurement during exercise stress testing may, therefore, provide additional useful information on disease status beyond that seen in the resting state.
The aim of this study was to examine and validate a method of quantifying aortic PWV during exercise using CMR. The method utilized a real-time velocity sensitive acquisition, automated quantification of PWV, and validation in phantoms. Quantification of scan-rescan reproducibility was also assessed.

Methods
Ergometer
A custom-built CMR-compatible cycle ergometer [16] was adapted for this study (Fig. 1). The ergometer comprised a set of pedals mounted on 60 mm radius cranks coupled to a hub driving an aluminium flywheel with 6:1 ratio using toothed sprockets and belts. Force transducers (LRF350, FUTEK Advanced Sensor Technology, Inc., Irvine, CA, USA) measured the load applied to each pedal and an optical encoder (HEDS-5540, Avago Technologies, San José, CA, USA) measured flywheel rotational speed. Sensor signals were transmitted through short shielded cables to a battery-powered conditioning and USB digitization device (USB-6210, National Instruments, Austin, TX, USA) mounted on the ergometer, and then transmitted via a USB fibre-optic link (USB Rover 200, Icron Technologies Corporation, BC, Canada) through a wave guide to a computer in the MRI control room. Custom software (LabVIEW 2009, National Instruments, Austin, TX, USA) was written to calculate and display work rate, and enable ergometer resistance adjustment, as follows.[image: A12968_2015_191_Fig1_HTML.gif]
Fig. 1Custom-built CMR compatible ergometer. a Schematic showing adjustable position to accommodate different body sizes. b Volunteer cycling in the scan position




                        
A pneumatic actuator (CJPB10-15H6, SMC Corporation, Tokyo, Japan) pressed a 21 mm diameter braking felt pad to the outer rim of the flywheel. The actuator’s air supply pressure determined the force on the pad and hence resistance. Compressed air from a 2.7 L dive cylinder located in the control room was regulated to 1000 kPa by a first stage dive regulator (R1, Atlantis Dive, Auckland, NZ). This fed a 0–500 kPa electronic pressure regulator (ITV0031-2CL, SMC Corporation, Tokyo, Japan) adjusted under software control using the regulator’s 0–5 VDC analogue input via a USB interface (USB-6008, National Instruments, Austin, TX, USA). Polyurethane tubing connected the air supply to the scan room through a wave-guide thereby delivering the regulated air to the actuator.

Subjects
The study was approved by the Multi-Region Ethics Committee of the New Zealand Health and Disability Ethics Committees, and written informed consent was obtained from all participants. Fifty healthy volunteers (28 male, aged 22–75 years) completed rest and exercise protocols. Strenuous exercise and caffeine were avoided for 24 h, and food and alcohol were avoided for a minimum of 3 h prior to CMR examination. Target work rate was set to raise heart rate by approximately 30 bpm above resting baseline. Exclusion criteria included pregnancy, contraindication to CMR, abnormal ECG or atrial fibrillation, physical limitations preventing cycle exercise, known cardiovascular disease, current smoker or ceased smoking within 6 months, and treated or untreated hypertension >140/90 mmHg (>18.7/12.0 kPa) [17].

Study protocol
All studies were performed using a 1.5 T MRI scanner (Avanto, Siemens AG Healthcare Sector, Erlangen, Germany). The ergometer was fixed to the scanner table with participants in a supine position (Fig. 1b), and adjusted to position the heart to within 100 mm of iso-centre while avoiding knee contact with the scanner while pedaling.
The imaging protocol included standard scouts to locate the axes of the heart, cine ventricular function, aortic PWV, and blood pressure with pulse wave analysis at rest and immediately after exercise. For exercise data acquisitions, participants cycled at the target work rate until their heart rate stabilized, and image acquisition was performed immediately after cessation of cycling with a short breath-hold at expiration (Fig. 2). After each acquisition, participants were instructed to resume cycling at the target work rate.[image: A12968_2015_191_Fig2_HTML.gif]
Fig. 2Work rate (red) and heart rate (green) during the rest and exercise phases of the protocol. Grey bands indicate breath-hold acquisitions when cycling is ceased




                        
Six short axis slices, equally spaced from base to apex, and two long axis slices (four chamber and two chamber views) were acquired using a 3× accelerated balanced steady state free precession sequence [18]. Typical parameters were: Base resolution 128 pixels, field of view (FOV) 300 mm, 82 % rectangular FOV, phase resolution 100 %, slice thickness 6 mm, 6–15 views per segment, TR 2.6 ms, TE 1.1 ms, and flip angle 80°. Temporal resolution was 16–40 ms, dependent on heart rate, enabling acquisition of two slices per breath-hold of 8–10 s duration at rest, and 5–7 s duration after exercise.
CMR aortic PWV measurement was performed using a real-time acquisition and evaluation (RACE) sequence, originally described by Bock et al. [19]. The RACE PWV method enabled flow sensitive 1D projection imaging of two independent slices at 7.8 ms temporal resolution per slice with a 4 s breath-hold. Briefly, a gradient-echo sequence was modified to make the signal phase dependent on velocity using a through-slice velocity-encoding gradient. A 1D projection of the 2D slice was produced perpendicular to the readout direction by omitting the phase-encoding gradient. By orientating the slice perpendicular to the vessel of interest and ensuring no other vessels were in the same projected voxel, a velocity signal could be obtained as a combination of stationary and moving spins. Unlike standard phase-contrast flow sequences, there was no acquisition of a flow-compensated signal, which further contributed to improving the temporal resolution.
The sequence parameters were velocity encoding (VENC) 250 cm/s, TR 3.9 ms, TE 1.9 ms, flip angle 15 °, image matrix 512 (pixels) × 512 (time points), bandwidth 673 Hz/pixel, slice thickness 5 mm, and FOV 300 mm. Signals were acquired at two axial slices located at the level of the pulmonary bifurcation and above the renal and superior mesenteric arteries in alternating TRs, achieving 7.8 ms temporal resolution for each slice. Data were acquired for 512 lines for each slice, giving a total acquisition time of 4 s. The phase-encode direction was set to be right-left for the superior slice, and anterior-posterior for the inferior slice (Fig. 3), in order to avoid overlap of other major vessels in the projection direction. Two acquisitions were performed during separate breath-holds and the results concatenated.[image: A12968_2015_191_Fig3_HTML.gif]
Fig. 3MRI PWV analysis. a Region of interest selection guided by anatomical images (left) and corresponding RACE phase image (right). b Correction for stationary tissue signal in the complex domain, with proximal (superior) slice signal in the vessel region shown in blue and distal (inferior) signal in green. b-i Raw data plotted in the complex plane, showing centroids marking slow flow signal. b-ii Complex signal relative to the reference static tissue point. b-iii Phase waveforms relative to the reference point. b-iv Estimation of foot transit time




                        
Blood pressures were acquired at rest and immediately after exercise using an automated sphygmomanometer (CardioScope I, Pulsecor Ltd, Auckland, NZ), which also estimated the central aortic pressure from analysis of low-frequency suprasystolic waveforms at the occluded brachial artery. This device has previously been validated against invasive pressure recordings [20].

Analysis
All images were randomized so that analysts were blinded to participants, rest and exercise. Left ventricular mass and volume were determined using guide-point modeling [21]. Briefly, a spatio-temporal finite element model was interactively customized to all short and long axis slices and frames simultaneously. Breath-hold mis-registration was corrected manually with in-plane translations. Mass was calculated by numerical integration of the model and averaged over all frames. The time-varying position and angulation of the mitral valve plane provided the basal cut-off for the calculation of mass and volume. Previous studies have shown that this method gives accurate estimation of mass and volume with a reduced number of non-contiguous short axis slices in humans [22] and mice [23].
Figure 3 shows the PWV analysis method. The vessel region of interest was selected to encompass the pulsatile flow signal in the RACE phase image (Fig. 3a) matching the location of the cross-section of the descending aorta in an anatomical scout image acquired with the same imaging parameters (FOV and slice position) as the RACE acquisition. The complex velocity-sensitive signal was averaged across the region of interest for all time points. The stationary tissue signal component was identified and subtracted using a two-step procedure. Firstly, the data were plotted for all time points on the complex plane, and the centroid of the signal data during low or zero flow was calculated by successively eliminating 66 % of the points furthest from the centroid. Secondly, a complex vector representing static tissue was subtracted from each data point. The position of this reference signal was designed to provide a robust measure of upstroke during the pulsatile flow, approximately in the center of the signal arc of flowing spins which have a flow-dependent magnitude [19]. This point was defined to have the same phase as the centroid but was offset from the centroid towards the origin by a distance of half the magnitude of the peak pulsatile flow signal relative to the centroid (Fig. 3b). The phase of the complex difference was then plotted against time and the PWV determined automatically by the early systolic fit method [24, 25] (Fig. 3b). Following [24, 25], the upstroke between 20 and 40 % of the peak value was fitted by a least squares line and intersected with the baseline, which was defined to be the minimum of the 10 points prior to the upstroke, to find the foot of each heart beat. The foot-to-foot time difference (Δt) between proximal and distal slices was collected for all heart beats and the median time difference was used in the following equation to calculate PWV:[image: $$ PWV=\frac{\varDelta d}{\varDelta t} $$]

 (1)

where Δd is the distance between slices.

Pulsatile flow phantom
PWV from the CMR RACE sequence was compared to PWV estimates obtained using a standard 2D gated phase contrast (PC) flow sequence (Siemens AG Healthcare Sector, Erlangen, Germany) in a pulsatile flow phantom. Two phantoms of different compliance were tested. A 19 mm diameter latex rubber tube and a stiffer 21 mm butyl rubber tube were mounted in a tank within a volume of water. A linear motor (STA2510, Copley Motion Systems LLC, Essex, UK) under software control drove a piston to push water through a circuit of pipes and one-way valves, generating repetitive forward moving pulsatile flow through the compliant phantom section which returned through a separate hose (Fig. 4). Axial slices were acquired at ±150 mm from the iso-centre, during a 60 cycles per minute simulation with 30 and 50 mL stroke volumes for the latex and rubber phantoms, respectively. RACE imaging parameters were the same as described above. The standard 2D gated PC flow acquisition parameters were VENC 1.5 m/s, TR 9.6 ms, TE 2.0 ms, flip angle 30 °, bandwidth 554 Hz/pixel, slice thickness 5.5 mm, FOV 320 mm, and 69 % rectangular FOV with a 55 s acquisition time. Flow encoding was through-plane at the same axial slices (orthogonal to the phantom) as the RACE sequence.[image: A12968_2015_191_Fig4_HTML.gif]
Fig. 4Flow circuit for phantom experiments




                        

Scan-rescan reproducibility
RACE PWV repeatability was assessed in nine asymptomatic volunteers who underwent two evaluations at rest. These were performed consecutively to minimize diurnal variations and separated by removing volunteers from the scanner. Each evaluation consisted of localizers, and two sequential breath-hold PWV acquisitions. The median pulse transit times from the sequential data sets were used to estimate aortic PWV scan-rescan variability.

Statistics
Rest and exercise data were tested with two tailed paired t-tests, and differences due to gender with independent t-tests. Significance level of 0.05 was assumed. The relationship between age and aortic PWV was tested using linear correlation and the interaction with exercise was tested using ANCOVA.


Results
Validation studies
PWV were 22 m/s (standard PC) vs. 26 ± 5 m/s (RACE) for the stiffer butyl rubber phantom, and 5.5 m/s (standard PC) vs. 6.1 ± 0.3 m/s (RACE) for the compliant latex rubber phantom. Over all phantom experiments, the standard deviation in transit times averaged 2 ms, approximately half the TR of the RACE sequence. Additional experiments over five different slice spacings ranging from 100 to 300 mm in the more compliant phantom resulted in approximately constant PWV averaging 5.2 ± 0.3 m/s. Scan-rescan reproducibility from 9 volunteers at rest was −0.21 ± 0.68 m/s (p = NS) (Fig. 5). Central mean arterial pressures were slightly lower in the second evaluation (−4 ± 3 mmHg, p < 0.01). Heart rate was similar in both evaluations (−3 ± 6 bpm, p = NS).[image: A12968_2015_191_Fig5_HTML.gif]
Fig. 5Scatterplot and Bland-Altman plot of scan-rescan reproducibility in aortic PWV (n = 9, rest)




                        

Ventricular function
Demographics for the 50 asymptomatic volunteers are shown in Table 1. Changes in haemodynamic parameters from rest to exercise are presented in Table 2. Heart rate increase ranged from 12 to 75 bpm (average 31 ± 12 bpm) and work rate ranged from 13 to 109 W (average 38 ± 22 W). Changes in left ventricular functional parameters were all statistically significant (p < 0.01). Approximately 80 % of the cardiac output increase was due to heart rate increase, while the remainder was due to increased stroke volume. Mean arterial pressure increased by 5 ± 5 mmHg between rest and exercise (p < 0.001). Mean arterial pressure at rest was positively correlated with age at rest (R2 = 0.17, p = 0.003) and exercise (R2 = 0.11, p = 0.02); ANCOVA showed no significant interaction between exercise and age.Table 1Participant demographics (n = 50, 28 male)


	Parameter
	Mean ± std.dev.
	Range

	Age (years)
	52.6 ± 15.0
	22–75

	Height (cm)
	172.3 ± 9.2
	154–193

	Weight (kg)
	74.8 ± 13.6
	50–126

	BMI (kg/m2)
	25.1 ± 3.6
	18.6–35.6

	BSA (m2)
	1.9 ± 0.2
	1.5–2.6




                           Table 2Changes from rest to moderate exercise


	 	Rest
	Exercise
	Change

	Heart rate (bpm)
	68 ± 12
	99 ± 13
	31 ± 12**

	Work rate (W)
	–
	38 ± 22
	–

	SBP (mmHg)
	120 ± 14
	134 ± 16
	14 ± 9**

	DBP (mmHg)
	74 ± 10
	76 ± 9
	2 ± 4**

	MAP (mmHg)
	87 ± 10
	92 ± 10
	5 ± 5**

	PP (mmHg)
	47 ± 8
	59 ± 13
	12 ± 9**

	Central SBP (mmHg)
	111 ± 14
	123 ± 16
	11 ± 9**

	Central DBP (mmHg)
	75 ± 10
	78 ± 9
	3 ± 4**

	Central MAP (mmHg)
	90 ± 12
	97 ± 11
	7 ± 6**

	Central PP (mmHg)
	37 ± 8
	45 ± 12
	8 ± 8**

	Cardiac output (L/min1)
	6.3 ± 1.4
	10.2 ± 2.2
	3.9 ± 1.9**

	RPP (×103 bpm·mmHg)
	8.1 ± 1.7
	13.3 ± 2.8
	5.2 ± 2.5**

	Cardiac output power (W)
	1.22 ± 0.33
	2.11 ± 0.62
	0.87 ± 0.50**

	End diastolic volume (mL)
	146 ± 28
	151 ± 31
	5 ± 14*

	End systolic volume (mL)
	52 ± 14
	47 ± 13
	−5 ± 6**

	Stroke volume (mL)
	93 ± 16
	104 ± 21
	10 ± 13**

	Ejection fraction (%)
	64 ± 4
	69 ± 4
	5 ± 3**

	LV mass (g)
	125 ± 31
	–
	–

	Augmentation index (%)
	56 ± 29
	40 ± 26
	−15 ± 19**

	PWV (m/s1)
	5.5 ± 1.7
	6.2 ± 2.1
	0.7 ± 2.2*



                                    SBP systolic blood pressure, DBP diastolic blood pressure, MAP mean arterial blood pressure, PP pulse pressure, RPP rate pressure product, PWV pulse wave velocity
*p < 0.05, **p < 0.001



                        

PWV
PWV could not be determined at either rest or exercise in 6 participants, due to noisy waveforms and inability of the algorithm to automatically calculate transit time. The average distance between the proximal and distal slices was 156 ± 17 mm. PWV was positively correlated with age, at both rest and during exercise (Fig. 6, R2 = 0.31 for rest and 0.40 for exercise, p < 0.001). At rest, PWV was 4.2 ± 1.0 m/s for participants aged 20–30 year (n = 6), increasing to 7.0 ± 2.0 m/s for participants aged 70–80 year (n = 4). PWV was significantly increased at exercise relative to rest (p = 0.04). ANCOVA, with age as a covariate, found no significant interaction between exercise and age.[image: A12968_2015_191_Fig6_HTML.gif]
Fig. 6Aortic PWV versus age, at rest (open circles) and exercise (solid circles)




                        


Discussion
To evaluate PWV in conditions of elevated heart rate, a fast acquisition with high temporal resolution and short breath-hold duration is essential. Several methods have been proposed for CMR PWV measurement, including 4D flow [26], two slice cine flow [27], and flow-area in a single slice [28]. However, these methods have limited application in exercise testing due to long breath-hold duration. Patients typically cannot hold their breath for more than 5 s under exercise conditions. Several fast acquisition methods have been proposed previously, including cylindrical excitation 1D flow [29], 1D flow spectroscopy [30], cylindrical excitation tagging [31], multislice comb RF excitation and 1D readout [32], complex difference of velocity encoded projections [33], and flow-sensitive RACE with stationary tissue suppression [19]. The RACE method was chosen for the current study because it offered high temporal resolution without the need for a velocity compensated acquisition or complex excitation procedure, both of which reduce the effective temporal resolution.
Langham et al. [33] used a similar 1D projection method in a single slice at the level of the pulmonary bifurcation, and calculated PWV between ascending and descending portions of the aorta. A flow-compensated acquisition was subtracted from a flow-sensitive acquisition in each TR, giving 10 ms temporal resolution. Gaddum et al. [34] used a similar method, with two velocity-sensitive acquisitions to assess the beat-to-beat variation of PWV and variation during breath-hold maneuvers. Sliding window subtraction of acquisitions from two different gradient waveforms was used to derive a velocity sensitive signal.
PWV transit time can be estimated using a variety of methods, including time-to-foot, flow-area and cross-correlation techniques. In studies comparing different methods, transit time using the intersection of the baseline with the upstroke was most reproducible [24, 27] and this was used in this study. However, errors in the determination of transit time non-linearly affect errors in PWV. To illustrate this concept, Fig. 7 shows the estimated error in the PWV measurement, given a 2 ms error in pulse wave transit time (the average variation in transit time in our phantom experiments) and a 150 mm distance between slices. It can be seen that the error increases nonlinearly with decreasing transit times, resulting in wide variation in PWV above 10 m/s. This may explain why the difference between PWV in the phantom experiments was larger for the stiffer butyl rubber phantom than for the latex phantom, and why the scatter increases with PWV in Fig. 6. Similar arguments can be made for the effect of slice spacing at a given PWV, since transit time is linear with slice spacing.[image: A12968_2015_191_Fig7_HTML.gif]
Fig. 7Effect of transit time error on PWV estimation, for an error in transit time of 2 ms and a slice spacing of 150 mm. Points show relative errors at 10 and 4 m/s PWV




                     
CMR with supine exercise on an ergometer is an alternative method to standard treadmill tests using the Bruce protocol [35]. Supine exercise has previously been used to evaluate strain and transvalvular blood flow [36], aortic compliance [15], diastolic function in type I diabetes [37], and caval flow in Fontan repair [38]. An advantage of treadmill tests is that a higher level of exercise is achievable, however one limitation is that a significant time must elapse between exercise and image acquisition, during which the heart rate can decline rapidly (Fig. 2). Our protocol enables a small number of short duration breath-holds, obtained immediately after cessation of exercise, as well as repeated exercise periods with interspersed imaging.
The PWV results at rest in asymptomatic volunteers are similar to those obtained in previous studies. Nethononda et al. [39] recently reported a large cohort study using the time-to-foot method, with similar age variation as the current study.
Our study found increased PWV during exercise which concurred with previous studies of exercise and pharmacological stress test in asymptomatic volunteers. In a catheterization study in 13 asymptomatic males, aortic PWV increased during supine cycle exercise, along with increased central pressure, and reduced peripheral resistance [14]. PWV changes during dobutamine stress test were studied by Puntmann et al. [40], who found that PWV increased in men but not women. Steeden et al. [15] also found reduced vascular compliance at exercise using pressure-flow relationships in 20 asymptomatic volunteers.
Limitations
The limited number of short axis slices used in this study may lead to small regional abnormalities in ventricular wall motion being overlooked. Also, the spatial resolution of the cine images (approximately 2.3 mm) used for ventricular function was reduced to compensate for the need for short breath-holds and high temporal resolution. The methods employed in this study estimate average PWV between two slices, rather than local PWV at a point, and therefore are more suited to examination of systemic rather than local aortic disease.


Conclusion
To our knowledge, this is the first study to demonstrate a valid method of determining PWV during exercise using CMR. Comparable PWV measurements were obtained from the standard 2D gated phase contrast velocity encoding method in phantoms. Normal volunteers showed an increase in PWV with age, and an increase in PWV with exercise. The results suggest this method would be feasible for evaluation of patients with systemic aortic pathologies.

Acknowledgements
This study was funded by the Health Research Council of New Zealand (09/173). The authors would like to thank the staff at the Centre for Advanced MRI (CAMRI) where all MRI evaluations were performed. Auckland MRI Research Group staff John Beck, Agustin Okamura and Ben Wen performed all MRI image analyses. Research nurses from Auckland District Health Board, Lay Cunningham and Sue Anderson, and University of Auckland Cardiovascular Research Group, Melinda Copley, assisted with the recruitment of subjects. Dr Andrew Lowe, Auckland University of Technology, provided the Pulsecor device.
Funding
Health Research Council of New Zealand.



                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
O’Rourke MF, Staessen JA, Vlachopoulos C, Duprez D, Plante GE. Clinical applications of arterial stiffness; definitions and reference values. Am J Hypertens. 2002;15:426–44.CrossRefPubMed

2.
Cavalcante JL, Lima JA, Redheuil A, Al-Mallah MH. Aortic stiffness: current understanding and future directions. J Am Coll Cardiol. 2011;57:1511–22.CrossRefPubMed

3.
Cruickshank K, Riste L, Anderson SG, Wright JS, Dunn G, Gosling RG. Aortic pulse-wave velocity and its relationship to mortality in diabetes and glucose intolerance: an integrated index of vascular function? Circulation. 2002;106:2085–90.CrossRefPubMed

4.
Boutouyrie P, Tropeano AI, Asmar R, Gautier I, Benetos A, Lacolley P, et al. Aortic stiffness is an independent predictor of primary coronary events in hypertensive patients: a longitudinal study. Hypertension. 2002;39:10–5.CrossRefPubMed

5.
Mitchell GF, Hwang SJ, Vasan RS, Larson MG, Pencina MJ, Hamburg NM, et al. Arterial stiffness and cardiovascular events: the Framingham Heart Study. Circulation. 2010;121:505–11.PubMedCentralCrossRefPubMed

6.
Leeson CP, Robinson M, Francis JM, Robson MD, Channon KM, Neubauer S, et al. Cardiovascular magnetic resonance imaging for non-invasive assessment of vascular function: validation against ultrasound. J Cardiovasc Magn Reson. 2006;8:381–7.CrossRefPubMed

7.
Redheuil A, Yu WC, Mousseaux E, Harouni AA, Kachenoura N, Wu CO, et al. Age-related changes in aortic arch geometry: relationship with proximal aortic function and left ventricular mass and remodeling. J Am Coll Cardiol. 2011;58:1262–70.PubMedCentralCrossRefPubMed

8.
Taviani V, Hickson SS, Hardy CJ, McEniery CM, Patterson AJ, Gillard JH, et al. Age-related changes of regional pulse wave velocity in the descending aorta using Fourier velocity encoded M-mode. Magn Reson Med. 2011;65:261–8.CrossRefPubMed

9.
Gibbons RJ, Balady GJ, Beasley JW, Bricker JT, Duvernoy WF, Froelicher VF, et al. ACC/AHA Guidelines for Exercise Testing. A report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee on Exercise Testing). J Am Coll Cardiol. 1997;30:260–311.CrossRefPubMed

10.
Gibbons RJ, Balady GJ, Bricker JT, Chaitman BR, Fletcher GF, Froelicher VF, et al. ACC/AHA 2002 guideline update for exercise testing: summary article. A report of the American College of Cardiology/American Heart Association Task Force on Practice Guidelines (Committee to Update the Exercise Testing Guidelines). J Am Coll Cardiol. 1997;2002(40):1531–40.

11.
Nandalur KR, Dwamena BA, Choudhri AF, Nandalur MR, Carlos RC. Diagnostic performance of stress cardiac magnetic resonance imaging in the detection of coronary artery disease: a meta-analysis. J Am Coll Cardiol. 2007;50:1343–53.CrossRefPubMed

12.
Armstrong WF, Zoghbi WA. Stress echocardiography: current methodology and clinical applications. J Am Coll Cardiol. 2005;45:1739–47.CrossRefPubMed

13.
Smaill BH, McGiffin DC, Legrice IJ, Young AA, Hunter PJ, Galbraith AJ. The effect of synthetic patch repair of coarctation on regional deformation of the aortic wall. J Thorac Cardiovasc Surg. 2000;120:1053–63.CrossRefPubMed

14.
Murgo JP, Westerhof N, Giolma JP, Altobelli SA. Effects of exercise on aortic input impedance and pressure wave forms in normal humans. Circ Res. 1981;48:334–43.CrossRefPubMed

15.
Steeden JA, Atkinson D, Taylor AM, Muthurangu V. Assessing vascular response to exercise using a combination of real-time spiral phase contrast MR and noninvasive blood pressure measurements. J Magn Reson Imaging. 2010;31:997–1003.CrossRefPubMed

16.
Gusso S, Salvador C, Hofman P, Cutfield W, Baldi JC, Taberner A, et al. Design and testing of an MRI-compatible cycle ergometer for non-invasive cardiac assessments during exercise. Biomed Eng Online. 2012;11:13.PubMedCentralCrossRefPubMed

17.
Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, Izzo Jr JL, et al. Seventh report of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure. Hypertension. 2003;42:1206–52.CrossRefPubMed

18.
Breuer FA, Kellman P, Griswold MA, Jakob PM. Dynamic autocalibrated parallel imaging using temporal GRAPPA (TGRAPPA). Magn Reson Med. 2005;53:981–5.CrossRefPubMed

19.
Bock M, Schad LR, Muller E, Lorenz WJ. Pulsewave velocity measurement using a new real-time MR-method. Magn Reson Imaging. 1995;13:21–9.CrossRefPubMed

20.
Lin AC, Lowe A, Sidhu K, Harrison W, Ruygrok P, Stewart R. Evaluation of a novel sphygmomanometer, which estimates central aortic blood pressure from analysis of brachial artery suprasystolic pressure waves. J Hypertens. 2012;30:1743–50.CrossRefPubMed

21.
Young AA, Cowan BR, Thrupp SF, Hedley WJ, Dell’Italia LJ. Left ventricular mass and volume: fast calculation with guide-point modeling on MR images. Radiology. 2000;216:597–602.CrossRefPubMed

22.
Young AA, Cowan BR, Schoenberg SO, Wintersperger BJ. Feasibility of single breath-hold left ventricular function with 3 Tesla TSENSE acquisition and 3D modeling analysis. J Cardiovasc Magn Reson. 2008;10:24.PubMedCentralCrossRefPubMed

23.
Young AA, Barnes H, Davison D, Neubauer S, Schneider JE. Fast left ventricular mass and volume assessment in mice with three-dimensional guide-point modeling. J Magn Reson Imaging. 2009;30:514–20.CrossRefPubMed

24.
Taviani V, Patterson AJ, Graves MJ, Hardy CJ, Worters P, Sutcliffe MP, et al. Accuracy and repeatability of fourier velocity encoded M-mode and two-dimensional cine phase contrast for pulse wave velocity measurement in the descending aorta. J Magn Reson Imaging. 2010;31:1185–94.CrossRefPubMed

25.
Mohiaddin RH, Firmin DN, Longmore DB. Age-related changes of human aortic flow wave velocity measured noninvasively by magnetic resonance imaging. J Appl Physiol. 1993;74:492–7.PubMed

26.
Markl M, Wallis W, Brendecke S, Simon J, Frydrychowicz A, Harloff A. Estimation of global aortic pulse wave velocity by flow-sensitive 4D MRI. Magn Reson Med. 2010;63:1575–82.CrossRefPubMed

27.
Ibrahim E-SH, Johnson KR, Miller AB, Shaffer JM, White RD. Measuring aortic pulse wave velocity using high-field cardiovascular magnetic resonance: comparison of techniques. J Cardiovasc Magn Reson. 2010;12:26.PubMedCentralCrossRef

28.
Laffon E, Marthan R, Montaudon M, Latrabe V, Laurent F, Ducassou D. Feasibility of aortic pulse pressure and pressure wave velocity MRI measurement in young adults. J Magn Reson Imaging. 2005;21:53–8.CrossRefPubMed

29.
Bolster Jr BD, Atalar E, Hardy CJ, McVeigh ER. Accuracy of arterial pulse-wave velocity measurement using MR. J Magn Reson Imaging. 1998;8:878–88.PubMedCentralCrossRefPubMed

30.
Kraft KA, Itskovich VV, Fei DY. Rapid measurement of aortic wave velocity: in vivo evaluation. Magn Reson Med. 2001;46:95–102.CrossRefPubMed

31.
Macgowan CK, Henkelman RM, Wood ML. Pulse-wave velocity measured in one heartbeat using MR tagging. Magn Reson Med. 2002;48:115–21.CrossRefPubMed

32.
Shao X, Fei DY, Kraft KA. Rapid measurement of pulse wave velocity via multisite flow displacement. Magn Reson Med. 2004;52:1351–7.CrossRefPubMed

33.
Langham MC, Li C, Magland JF, Wehrli FW. Nontriggered MRI quantification of aortic pulse-wave velocity. Magn Reson Med. 2011;65:750–5.PubMedCentralCrossRefPubMed

34.
Gaddum NR, Schaeffter T, Buhrer M, Rutten M, Smith L, Chowienczyk PJ, et al. Beat-to-beat variation in pulse wave velocity during breathing maneuvers. Magn Reson Med. 2014;72:202–10.CrossRefPubMed

35.
Raman SV, Richards DR, Jekic M, Dickerson JA, Kander NH, Foster EL, et al. Treadmill stress cardiac magnetic resonance imaging: first in vivo demonstration of exercise-induced apical ballooning. J Am Coll Cardiol. 2008;52:1884.CrossRefPubMed

36.
Sampath S, Derbyshire JA, Ledesma-Carbayo MJ, McVeigh ER. Imaging left ventricular tissue mechanics and hemodynamics during supine bicycle exercise using a combined tagging and phase-contrast MRI pulse sequence. Magn Reson Med. 2011;65:51–9.CrossRefPubMed

37.
Gusso S, Pinto TE, Baldi JC, Robinson E, Cutfield WS, Hofman PL. Diastolic function is reduced in adolescents with type 1 diabetes in response to exercise. Diabetes Care. 2012;35:2089–94.PubMedCentralCrossRefPubMed

38.
Hjortdal VE, Christensen TD, Larsen SH, Emmertsen K, Pedersen EM. Caval blood flow during supine exercise in normal and Fontan patients. Ann Thorac Surg. 2008;85:599–603.CrossRefPubMed

39.
Nethononda RM, Lewandowski AJ, Stewart R, Kylinterias I, Whitworth P, Francis J, et al. Gender specific patterns of age-related decline in aortic stiffness: a cardiovascular magnetic resonance study including normal ranges. J Cardiovasc Magn Reson. 2015;17:20.PubMedCentralCrossRefPubMed

40.
Puntmann VO, Nagel E, Hughes AD, Gebker R, Gaddum N, Chowienczyk P, et al. Gender-specific differences in myocardial deformation and aortic stiffness at rest and dobutamine stress. Hypertension. 2012;59:712–8.CrossRefPubMed



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

Authors’ contributions
PAR participated in the study design, development of pulsatile pump and ergometer systems, participant recruitment, data acquisition, data analysis, developed pulsatile pump system, data interpretation and manuscript editing. BRC participated in the study design, development of pulsatile pump and ergometer systems, data analysis and interpretation and manuscript editing. YL participated in software development, data acquisition and analysis. AL participated in the study design and manuscript editing. PN and AT participated in the design and development of the pulsatile pump and ergometer systems, and manuscript editing. RS participated in the study design, data interpretation and manuscript editing. HIL implemented the automatic analysis methods. AY participated in the study design, data analysis, data interpretation and manuscript editing. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/A12968_2015_191_Fig6_HTML.gif





OEBPS/A12968_2015_191_Fig3_HTML.gif
Proximal






OEBPS/A12968_2015_191_Article_Equ1.gif





OEBPS/contact.gif





OEBPS/A12968_2015_191_Fig1_HTML.gif
Posiion Adjusiment

Guide Rail





OEBPS/A12968_2015_191_Fig4_HTML.gif





OEBPS/A12968_2015_191_Fig7_HTML.gif
PWV (m/s)

I

"

2

o

o

5 = 2

Transit time (msec)





OEBPS/A12968_2015_191_Fig2_HTML.gif
(MEQ By voH
L oL 05 o8 oL 09 03 07






OEBPS/A12968_2015_191_Fig5_HTML.gif
{5 A rsausieya

5/} AMd Z USS

7





