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Abstract
Background: Flow Mediated Dilation (FMD) has immense potential to become a clinical, non-invasive biomarker of
endothelial function and nitric oxide bioavailability, which regulate vasomotor activity. Unfortunately, FMD analysis
techniques could deviate significantly in different laboratories if a validation process is not involved. The purpose of this
study was to provide validation to the assessment of FMD analysis in our laboratory and to standardize this process
before reporting results of FMD.
Methods: Brachial and femoral arteries FMD were performed on 28 apparently healthy participants (15 male and 13
female, ages 18–35 years). For the intratester reliability study, nine subjects were asked to come to the lab for a second
brachial FMD within 48 h. All FMD procedures were performed by the same investigator, while the FMD analyses were
performed by 2 independent testers who were blind to each other’s analyses. FMD analyses included baseline artery
diameter measurements, peak artery diameter after 5 min of ischemia, and FMD. Analysis was completed via an
automated edge detection system by both testers after training of the methodical process of analysis to minimize
variability. Intratester and intertester reliability were determined by using coefficient of variation (CV) between first and
second visit (intratester) and between results obtained by both testers (intertester).
Results: The intratester CVs for tester 1 and 2 were 3.28 and 2.62%, 3.74 and 3.27%, and 4.95 and 2.38% for brachial
baseline artery diameter, brachial peak artery dilation, and brachial FMD, respectively. In the intertester CVs were 2.40, 3.
16, and 3.37% for brachial baseline artery diameter, peak artery dilation, and FMD, respectively and 4.52, 5.50, and 3.46%
for femoral baseline artery diameter, peak artery dilation, and FMD, respectively.
Conclusion: All CVs were under or around 5%, confirming a strong reliability of the method. Our laboratory has shown
that the FMD protocol is reproducible due to the significantly low coefficient of variation. This is one step closer to use
FMD as a biomarker for endothelial function in our laboratory.
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Background
Atherosclerosis, the pathological deterioration of endothelium that results in vessel blockage, is responsible for approximately 90% of all cardiovascular diseases [1, 2].
Endothelial dysfunction is the first step in this process, defined by the decrease in nitric oxide availability within the
endothelium, developing oxidative stress. When endothelial oxidative stress is increased, endothelial NO synthase
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is uncoupled, and generates a decrease in NO production
and bioavailabilty [3]. Flow Mediated Dilation (FMD) is a
non-invasive assessment of endothelial function and vasodilatory capacity in humans [4–6] with an immense potential to become a clinical tool for cardiovascular risk
assessment [1]. Therefore, FMD is normally considered as
a biomarker for endothelial function and NO bioavailability in humans, relevant to study cardiovascular risk factors
such as hypertension [5, 7]. There are three major sites
where FMD is assessed. The most studied one is the brachial artery [4, 5]; however, femoral artery [8] and popliteal
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artery [9] sites have been used to study large elastic and
leg conduit arteries, respectively.
In general, there is a consensus on how to perform
FMD [5, 10, 11], however, there are several analysis systems that can be used to determine vessel diameters
[12–17]. In addition, FMD analysis could significantly
deviate in different laboratories which makes the comparison of results very difficult. To provide a better
understanding of the analyzed data, each laboratory
must standardize their specific protocols and provide information about technical error of the procedure.
Therefore the purpose of this study is to provide validation to the assessment of FMD analysis in our laboratory and to standardize this process as a first step in
every laboratory prior to reporting results of FMD.

Methods
Thirty apparently healthy individuals, 15 males and 15 females, ages 18–35 years old, were recruited for this study.
Exclusion criteria included known cardiovascular or cardiac disease, prescription medication medicines, and
‘over-the-counter’ painkillers, such as NSAIDs or aspirin,
or nutritional supplements containing antioxidants [7].
Young female participants were tested within 4 days before or within 4 days after menses to standardize any influence that certain phases of the menstrual cycle may
have on vascular physiology [18].
The investigation was approved by the Indiana State University Institutional Review Board for ethical practices and
declared in accordance with the Declaration of Helinski. All
subjects were tested at the same time of day to avoid any diurnal variations and following at least 8 h of fasting [5, 11].
Design

All participants completed a single laboratory testing
session assessing baseline blood pressure (BP), heart rate
(HR), and endothelium-dependent vasodilation via flow
mediated dilation procedures. All laboratory testing was
conducted in a darkened, quiet and temperature-controlled
room approximately at 24 °C. All patients were required to
abstain from food and caffeine for at least 8 h prior to testing, and a 12 h abstinence from exercise. Ten participants
were asked to return for a second visit within 48 h after the
initial assessment to repeat the procedure.
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upper forearm of their right arm, just below the antecubital region of the elbow, or on the upper lower leg of
the right leg, just below the patella, for brachial (b) or
femoral (f) FMD, respectively. After baseline measurements were obtained, the blood pressure cuff was then inflated to a supra systolic pressure (>200 mmHg) for
5 min, which was sufficient to provide ischemia and subsequent reactive hyperemia to the distal end of the arm
and leg. FMD was performed using high-resolution ultrasound (GE Logiq E, GE Medical, Milwaukee, WI). A
12.0 MHz linear phase array ultrasound transducer was
used to image the right brachial and femoral arteries longitudinally. According to recent guidelines [5], using a
12 MHz ultrasound probe during the imaging process
allows for a better definition of the endothelium at the
brachial and femoral artery; however, ultrasound frequencies over 10 MHz also provide good definition, especially
when using edge-detection technology. Baseline brachial
and femoral artery diameter measurements were obtained
utilizing an electrocardiogram (ECG) trigger system
(MP150WSW, BIOPAC Systems Inc., Goleta, CA and
Frame Grabbing and Digital Data Input modules, Medical
Imaging Applications LLC, Coralville IA). Using an ECGgated image selection is more time efficient as the live
video stream from the imaging ultrasound feeds directly
on a digital recording device using one frame per cardiac
cycle. Even though previous reports have selected one
frame every 3 to 5 s [8] and even every 15 s [4], the use of
ECG-gated image selection decreases the chances to miss
the peak dilation, improving accuracy.
Imaging was performed with the ultrasound probe fixed
approximately 5 cm above the antecubital fossa and approximately 2 cm below the inguinal ligament for brachial
and femoral measurement sites, respectively. All images
were recorded continuously for 180 from 30 s prior to cuff
deflation and stored as AVI files for off-line analysis,
which was performed using an automated edge-detection
software (Vascular Research Tools, Medical Imaging Applications LLC, Coralville IA). Brachial and femoral peak
diameters were identified as the single peak diameter observed during the plateau phase after cuff deflation. All
FMD procedures were completed by the same investigator
(ANG) in accordance with published guidelines [5, 11].
Analysis

Procedure
Brachial and femoral flow mediated dilation

Participants were asked to relax and lay down on an
examination table. Following a 10-min rest period brachial blood pressure was measured in triplicate via an
automated non-invasive device (Omron Automatic
Blood Pressure Monitor, Omron Healthcare, Lake Forest
IL). After assessing hemodynamic baseline conditions, a
blood pressure cuff was placed on the participants’

Analysis was performed by two independent testers (BR
and RP) who were blind to each other’s analyses. Analysis included baseline artery diameter measurement,
peak artery diameter post-ischemia, as well as FMD.
Analysis was completed via Brachial Analyzer for
Research® Software (Medical Imaging Applications LLC,
Coralville, Iowa) by both testers after training of the
methodical process of analysis to minimize variability
(Fig. 1). After reviewing FMD images, a square Region of
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Fig. 1 Screenshot of a representative brachial FMD analysis using edge-detection technology. On the left-hand panel is the analyzed frame from
the ultrasound imaging system and on the right-hand panel are the actual measurements from frame 9 to 27, including a time-based graph on
the overall FMD on the right-top-panel. On the middle, the region of interest (ROI) has been zoomed for better view

Interest (ROI) was placed on the most stable region of
the artery. The ROI encompassed both sides of the
endothelial lumen and measured a width of at least
3 mm ± 0.1 mm across. The ROI was then locked, and
curvature of ROI to endothelial lumen was checked for
consistent diameter accuracy. Images with less than 75%
Confidence Index of quality control were edited with
computerized assistance to best fit arterial morphology.
No more than nine computerized assistances were
allowed, if more were needed for accurate results, the
frame was rejected. Standard deviation of the measured
frame was minimized when possible, maximal value
allowed was 0.15 mm.
In this experiment, FMD calculations were allometrically scaled using FMD = [Peak Diameter/(Baseline
Diameter0.89)] proposed by Atkinson et al. [19, 20] after
analyzing the slope of the relationship between logarithmic transformed baseline and peak diameters for this
specific sample. In addition, FMD is presented as a percentage change from baseline measurements (%FMD)
using the following formula:

%FMD ¼ ðPeak Diameter–Baseline DiameterÞ=

ðBaseline DiameterÞ x 100:
Statistical analysis

All variables were checked for normal distribution using
Kolmogorov-Smirnov and descriptive statics, including
mean and standard deviations, were obtained. A twoway ANOVA (Tester x Sex) was performed to determine

differences in both brachial and femoral %FMD between
testers and males and females. Intratester analysis was
performed using collected data from subjects attending
both brachial FMD sessions. Intertester analysis was performed using data from all 30 subjects comparing analyses between testers in both brachial and femoral
assessments. Validation of the analysis technique was determined by using both intratester and intertester coefficient of variation (CV). In addition, t-tests were
performed to compare intertester diameters and FMD as
well as intratester CVs. All statistical analyses were performed using SPSS version 23.0 (IBM, Chicago, IL), and
statistical significance was considered when p < 0.05.

Results
During the study, data collected during brachial FMD
from one subject had some technical error on the first
visit. In addition, data collected during femoral FMD
from two subjects had some technical error. Data from
these subjects were withdrawn from the intertester and
intratester analyses. All data was normally distributed
according to Kolmogorov-Smirnov analysis.
Table 1 shows the general characteristics of the sample. Males were taller, heavier, had a larger BMI, and
higher systolic blood pressure than females (p < 0.05).
There were no significant differences between males
and females and between testers on both brachial and
femoral %FMD (Table 2). In general, brachial %FMD is
larger than femoral %FMD, which could be attributed to a
smaller baseline diameter observed in the brachial artery.
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Table 1 Sample demographics
Total
(n = 28)

Males
(n = 15)

Females (n = 13)

P value

Age (yrs)

24.01 ± 4.28

24.14 ± 4.88

23.87 ± 3.75

0.868

Height (m)

1.71 ± 0.09

1.77 ± 0.06

1.65 ± 0.08

<0.001*

Weight (kg)

73.36 ± 17.51

84.63 ± 17.2

62.1 ± 8.19

<0.001*

BMI (kg/m2)

25.09 ± 4.97

27.11 ± 5.36

23.08 ± 3.70

0.023*

Systolic Blood Pressure (mmHg)

109.53 ± 10.48

115.00 ± 9.29

104.07 ± 8.80

0.003*

Diastolic Blood Pressure (mmHg)

70.37 ± 8.53

70.00 ± 7.62

70.73 ± 9.62

0.819

*

statistically significant between males and females

Intratester analysis is shown on Table 3. CVs were all
below 5.0% and there were no significant differences between CVs between tester 1 and tester 2 in any of the
studied variables.
Intertester analysis is shown on Table 4. CVs were all
at or below 5.5% and there was only one significant difference between both testers (brachial FMD).

Discussion
The present study was designed to internally validate the
analysis of FMD within the same tester and between testers. The major findings in this study are two-fold: first,
the FMD analysis protocol is reproducible within same
tester and second, the FMD analysis protocol is reproducible between testers.
In general, FMD protocols follow international guidelines [5, 10, 11]. Our laboratory is not an exception. All
images are obtained with an isonation angle of 60° and
images are obtained with the help of an ECG-gated system to avoid changes of vessel diameter observed within
one cardiac cycle. These technical details provide more
accurate and clear images of the studied vessel. The recording duration of 180 s, 30 s prior to deflation accompanied by 150 s post-deflation, was determined to be the
most adequate method in which FMD could be determined [5, 10]. The 30 s prior to deflation allows to record images of the vessel that reflect differences with
baseline diameters [7, 21]. After the cuff deflation, the
hyperemic blood flow will rapidly increase eliciting the
vascular response, which will peak anywhere between 30
and 90 s in an average 18–35 years old adult. The additional 60 s help to account for outliers in the vasodilatory
response as well as return to baseline measurements.

The present study showed that the intratester CVs
from two independent testers (tester 1 and 2) were very
similar in all studied variables (range 2.62–4.95%, Table
3) and there no significant difference between the CVs
from both testers. Brachial baseline and peak CVs are all
below 3.75%, while FMD CV was slightly higher in one
of the testers (4.95%). The CVs obtained in the present
study are lower than the CVs from previous reports,
which are already considered as low methodological
error [16, 17, 22]. Therefore, the intratester validation
presented here provides data for brachial baseline and
peak artery dilation, making this data an acceptable reproducible measurement of brachial artery recording.
Similar results were observed for the intertester analysis
(Table 4). CVs between both testers were lower or at
5.50% for all studied variables. All the studied diameters,
brachial baseline and peak and femoral baseline and
peak, and femoral FMD showed no significant difference
between testers. Only brachial FMD showed a significant
difference between testers. This difference might be the
results of slightly larger peak brachial diameter observed
on tester 1, which could produce a larger difference
when the FMD ratio is applied. Interestingly, and according to our best knowledge, this is the first study
designed to determine reproducibility between two independent testers. The results of the present study show
that the FMD protocol use in our laboratory is reproducible within a ~ 5% of variation between testers.
Other studies using similar approaches have shown
comparable results than the present study. For example,
Avery et al. [16] used the same automated edge detection system [15] as the present study. Their CVs were
slightly higher than 5% (4–10%). This difference might
be explained by the difference on their acquisition

Table 2 Brachial and femoral percentage of flow mediated dilation in males and females analyzed by two independent testers
Total

Males

Females

Brachial FMD (%) Tester 1

14.9 ± 8.5

16.3 ± 8.8

33.5 ± 8.3

Brachial FMD (%) Tester 2

11.5 ± 5.2

12.2 ± 4.3

10.8 ± 6.0

Femoral FMD (%) Tester 1

8.2 ± 8.2

6.9 ± 5.8

9.4 ± 10.0

Femoral FMD (%) Tester 2

9.7 ± 7.5

8.9 ± 4.2

10.5 ± 9.8

Tester Effect

Sex Effect

Interaction

0.07

0.26

0.72

0.48

0.34

0.83
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Table 3 Intratester analysis on both testers (n = 9)
Tester 1
(%CV)

Tester 2
(%CV)

P

Brachial baseline

3.28 ± 3.63

2.62 ± 2.61

0.68

Brachial peak

3.74 ± 4.90

3.27 ± 2.01

0.75

Brachial FMD

4.95 ± 5.83

2.38 ± 1.79

0.26

%CV: coefficient of variation in percentage

system, a 10.5 MHz ultrasound probe, which could decrease the image definition [5, 15]. Woodman et al. [17],
using a tailored automated edge detection system, also
found slightly higher CVs than the ones presented here
(6.7%). Interestingly, their image acquisition was also performed with a 10 MHz ultrasound probe, which can produce less defined images [5]. Finally, Ghiadoni et al. [12,
22] used a new automated edge detection system that does
not use ECG-gated image selection, using the average vessel diameter within a cardiac cycle. In addition, they recommend using 7.5 to 10 MHz ultrasound probes, which
decreases images definition [5]. These two major differences might be responsible of higher CVs (7.6–11.6%)
than the ones observed in the present study [22].
The final impact that this study had was the reproducibility of the observed results. A major factor of clinical
utilization of FMD as a diagnostic technique is the accurate replicability between analyzers [1, 5, 11]. In this
laboratory, two individuals with different backgrounds in
research performed this validation study. One tester was
a research assistant for nearly 2 years in this lab, while
the other had been working in the lab for only 1 month
prior to this analysis. The same techniques were provided by the principal investigator to both analyzers,
with the same allotted practice time and techniques
given from previous studies [17, 23]. The correlation
between testers provided by this data proves the reproducibility of this laboratory procedure and advances the
application of FMD as a future clinical diagnostic tool.
In essence, the present study was designed to provide a
basis of support and assess the capabilities of our laboratory
to provide accurate analysis and a specific, reproducible
protocol for FMD testing. One of the main problems with
FMD becoming a clinical assessment tool is the wide variety
of results between laboratories and the dependency upon

experimenter knowledge and background [23]. To solve the
problem, our laboratory has created a structured methodological approach, accompanied by several sessions of
background information about FMD that discussed background knowledge, methods, and common misconceptions,
including image acquisition, recordings storage, and analysis software training. The present approach provides a
basis of support for the protocol being easily reproducible
and helps laboratories performing FMD to use it as a potential biomarker.
This study was not without limitations. First, the
present study used the calculation of FMD proposed by
Atkinson et al. [19, 20, 24]. This method deviated from
previous studies, which used %FMD = [(Peak Diameter
– Baseline Diameter)/(Baseline Diameter)] × 100 and
implements a mathematical correction to account for
the confounding influence of allometric scaling between
individuals [19, 20, 23, 24]. Atkinson et al. approach allows constructing a mathematically efficient and more
accurate representation of FMD ratio, which in the
present study are different from data presented from
other laboratories [4–6, 11, 16, 17, 22]. Secondly, the
ECG-gated trigger system produced some incorrect
readings on the QRS complexes, sometimes choosing a
frame picture that was not at the correct time line. However, this limitation was non-significant as an occurrence
in less than 1 in 1000 frames was observed. Finally, one
individual, as highlighted in the results section, had to
be removed from the intratester analysis due to technical
difficulties that could not be amended, limiting our
number of participants (n = 9).

Conclusion
The present study shows that in this laboratory, the described protocol is reliable and reproducible. All Coefficients
of Variation (CV) were under or approximately 5%, confirming a strong reliability of the protocol and methods associated. CV was very similar between Tester 1 and Tester 2
and there was no statistical significance between Tester 1
and Tester 2 and between both testers’ CVs. The present
study should promote the concept of all laboratories validating FMD procedures before carrying out any further FMD

Table 4 Intertester analysis (n = 28)
Tester 1

Tester 2

P

(%CV between T1 and T2)

Brachial baseline (mm)

3.62 ± 0.56

3.60 ± 0.59

0.89

2.40%

Brachial peak (mm)

4.14 ± 0.51

4.00 ± 0.59

0.37

3.16%

*

Brachial FMD (ratio)

1.32 ± 0.86

1.28 ± 0.55

0.04

3.25%

Femoral baseline (mm)

5.95 ± 1.16

6.20 ± 0.91

0.39

4.52%

Femoral peak (mm)

6.41 ± 1.16

6.78 ± 0.89

0.20

5.50%

Femoral FMD (ratio)

1.31 ± 0.95

1.34 ± 0.83

0.30

3.61%

*

statistically significant difference between tester 1 and tester 2
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testing in order to obtain a reproducible and validated result
in any future procedure that utilizes FMD. Finally, our laboratory will use the present study as a current reference of
our FMD protocol reliability in any further scientific
communication.
Abbreviations
BMI: Body mass index; BP: Blood pressure; CV: Coefficient of variation;
ECG: Electrocardiogram; FMD: Flow mediated dilation; HR: Heart rate;
NO: Nitric oxide; ROI: Region of interest
Acknowledgements
Special thanks to Steven Jarrett and LeVisa Evans for helping obtain data during
this experiment.
Funding
Funding was obtained from Indiana State University, University Research
Committee (URC #13–20). The funding body did not have any role in the
design of the study or collection, analysis, and interpretation of data.
Availability of data and materials
The datasets generated and analyzed during the current study are available at
https://drive.Google.Com/drive/folders/0B6gyISYG3gADdnhpZmlWa2tnQ2s?
Usp=sharing
Authors’ contributions
Study idea and design (ANG, BR, FM), data collection (ANG, BR, RP, CH, FM),
data analysis (BR, RP, FM, ANG), first manuscript draft (BR, FM, ANG). All
authors read and approved the final manuscript.
Ethics approval and consent to participate
This data was ethically approved by the Indiana State University Institutional
Review Board, and every participant gave written consent to participate.

Page 6 of 6

7.
8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.
Consent for publication
Not applicable.
19.
Competing interests
The authors declare that they had no competing interests.
20.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published
maps and institutional affiliations.

21.

Received: 13 February 2017 Accepted: 23 July 2017
22.
References
1. Flammer AJ, Anderson T, Celermajer DS, Creager MA, Deanfield J, Ganz P,
Hamburg NM, Luscher TF, Shechter M, Taddei S, et al. The assessment of
endothelial function: from research into clinical practice. Circulation. 2012;
126(6):753–67.
2. Rosamond W, Flegal K, Friday G, Furie K, Go A, Greenlund K, Haase N, Ho M,
Howard V, Kissela B, et al. Heart disease and stroke statistics–2007 update: a
report from the American Heart Association statistics committee and stroke
statistics subcommittee. Circulation. 2007;115(5):e69–171.
3. Libby P, Ridker PM, Maseri A. Inflammation and atherosclerosis. Circulation.
2002;105(9):1135–43.
4. Celermajer DS, Sorensen KE, Gooch VM, Spiegelhalter DJ, Miller OI, Sullivan
ID, Lloyd JK, Deanfield JE. Non-invasive detection of endothelial dysfunction
in children and adults at risk of atherosclerosis. Lancet. 1992;340(8828):
1111–5.
5. Harris RA, Nishiyama SK, Wray DW, Richardson RS. Ultrasound assessment of
flow-mediated dilation. Hypertension. 2010;55(5):1075–85.
6. Corretti MC, Anderson TJ, Benjamin EJ, Celermajer D, Charbonneau F,
Creager MA, Deanfield J, Drexler H, Gerhard-Herman M, Herrington D, et al.
Guidelines for the ultrasound assessment of endothelial-dependent flowmediated vasodilation of the brachial artery: a report of the international
brachial artery reactivity task force. J Am Coll Cardiol. 2002;39(2):257–65.

23.

24.

Verma S, Buchanan MR, Anderson TJ. Endothelial function testing as a
biomarker of vascular disease. Circulation. 2003;108(17):2054–9.
Gurovich AN, Braith RW. Enhanced external counterpulsation creates acute
blood flow patterns responsible for improved flow-mediated dilation in
humans. Hypertens Res. 2013;36(4):297–305.
Morishima T, Restaino RM, Walsh LK, Kanaley JA, Padilla J. Prior exercise and
standing as strategies to circumvent sitting-induced leg endothelial
dysfunction. Clin Sci (Lond). 2017;131(11):1045–53.
Rodriguez-Miguelez P, Seigler N, Harris RA. Ultrasound assessment of
endothelial function: a technical guideline of the flow-mediated dilation
test. J Vis Exp. 2016;110
Thijssen DH, Black MA, Pyke KE, Padilla J, Atkinson G, Harris RA, Parker B,
Widlansky ME, Tschakovsky ME, Green DJ. Assessment of flow-mediated
dilation in humans: a methodological and physiological guideline. Am J
Physiol Heart Circ Physiol. 2011;300(1):H2–12.
Ghiadoni L, Salvetti M, Muiesan ML, Taddei S. Evaluation of endothelial
function by flow mediated dilation: methodological issues and clinical
importance. High Blood Press Cardiovasc Prev. 2015;22(1):17–22.
Gori T, Dragoni S, Lisi M, Di Stolfo G, Sonnati S, Fineschi M, Parker JD.
Conduit artery constriction mediated by low flow a novel noninvasive
method for the assessment of vascular function. J Am Coll Cardiol. 2008;
51(20):1953–8.
Gurovich AN, Avery JC, Holtgrieve NB, Braith RW. Flow-mediated dilation is
associated with endothelial oxidative stress in human venous endothelial
cells. Vasc Med. 2014;19(4):251–6.
Sonka M, Liang W, Lauer RM. Automated analysis of brachial ultrasound
image sequences: early detection of cardiovascular disease via surrogates of
endothelial function. IEEE Trans Med Imaging. 2002;21(10):1271–9.
Avery JC, Gurovich AN, Braith RW. Reproducibility of brachial and femoral
arterial diameter and flow-mediated dilation via automatic edge-detection
software. Med Sci Sports Exerc. 2010;42(5):315.
Woodman R, Playford D, Watts G, Cheetham C, Reed C, Taylor R, Puddey I,
Beilin L, Burke V, Mori T. Improved analysis of brachial artery ultrasound
using a novel edge-detection software system. J Appl Physiol. 2001;91(2):
929–37.
Adkisson EJ, Casey DP, Beck DT, Gurovich AN, Martin JS, Braith RW. Central,
peripheral, and resistance arterial reactivity fluctuates during the phases of
the menstrual cycle. Exp Biol Med. 2010;235:111–8.
Atkinson G, Batterham AM. The percentage flow-mediated dilation index: a
large-sample investigation of its appropriateness, potential for bias and
causal nexus in vascular medicine. Vasc Med. 2013;18(6):354–65.
Atkinson G, Batterham AM, Thijssen DH, Green DJ. A new approach to
improve the specificity of flow-mediated dilation for indicating endothelial
function in cardiovascular research. J Hypertens. 2013;31(2):287–91.
Dawson EA, Alkarmi A, Thijssen DH, Rathore S, Marsman DE, Cable NT,
Wright DJ, Green DJ. Low-flow mediated constriction is endotheliumdependent: effects of exercise training after radial artery catheterization. Circ
Cardiovasc Interv. 2012;5(5):713–9.
Ghiadoni L, Faita F, Salvetti M, Cordiano C, Biggi A, Puato M, Di Monaco A,
De Siati L, Volpe M, Ambrosio G, et al. Assessment of flow-mediated dilation
reproducibility: a nationwide multicenter study. J Hypertens. 2012;30(7):
1399–405.
Al Mheid I, Quyyumi AA. Allometric scaling of endothelium-dependent
vasodilation: brachial artery flow-mediated dilation coming of age? Vasc
Med. 2013;18(6):368–71.
Atkinson G. The dependence of FMD% on baseline diameter: a problem
solved by allometric scaling. Clin Sci (Lond). 2013;125(1):53–4.

