
 
Abstract—To evaluate the factors which predetermine the 

coronary artery disease in patients having positive Exercise Tolerance 
Test (ETT) that is treadmill results and coronary artery findings. This 
descriptive study was conducted at Department of Cardiology, 
Ibrahim Cardiac Hospital & Research Institute, Dhaka, Bangladesh 
from 1st January, 2014 to 31st August, 2014. All patients who had 
done ETT (treadmill) for chest pain diagnosis were studied. One 
hundred and four patients underwent coronary angiogram after 
positive treadmill result. Patients were divided into two groups 
depending upon the angiographic findings, i.e. true positive and false 
positive. Positive treadmill test patients who have coronary artery 
involvement these are called true positive and who have no 
involvement they are called false positive group. Both groups were 
compared with each other. Out of 104 patients, 81 (77.9%) patients 
had true positive ETT and 23 (22.1%) patients had false positive 
ETT. The mean age of patients in positive ETT was 53.46± 8.06 
years and male mean age was 53.63±8.36 years and female was 
52.87±7.0 years. Sixty nine (85.19%) male patients and twelve 
(14.81%) female patients had true positive ETT, whereas 15 
(65.21%) males and 8 (34.79%) females had false positive ETT, this 
was statistically significant (p<0.032) in the two groups (sex) in 
comparison of true and false positive ETT. The risk factors of these 
patients like diabetes mellitus, hypertension, dyslipidemia, family 
history and smoking were seen among these patients. Hypertensive 
patients having true positive which were statistically significant 
(p<0.004) and diabetic, dyslipidemic patients having true positive 
which were statistically significant (p<0.032 & 0.030).True positive 
patients had family history were 68(83.95%) and smoking were 52 
(64.20%), where family history patients had statistically significant 
(p<0.017) between two groups of patients and smokers were 
significant (p<0.012). 46 true positive patients achieved THR which 
was not statistically significant (P<0.138) and 79 true patients had 
abnormal resting ECG whether it was significant (p<0.036). Amongst 
the vessels involvement the most common was LAD 55 (67.90 %) 
followed by LCX 42 (51.85%), RCA 36 (44.44%), and the LMCA 
was 9 (11.11%). 40 patients (49.38%) had SVD, 26 (30.10%) had 
DVD, 15(18.52%) had TVD and 23 had normal coronary arteries. It 
can be concluded that among the female patients who have positive 
ETT with normal resting ECG, who had achieved target heart rate are 
likely to have a false positive test result. Conversely male patients, 
resting abnormal ECG who had not achieved THR, symptom limited 
ETT, have a hypertension, diabetes, dyslipidemia, family history and 
smoking are likely to have a true positive treadmill test result.  
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I. INTRODUCTION 

XERCISE TREADMILL TEST (ETT) is one of the    
used means in evaluation of coronary artery disease 

(CAD). Since the first medical treadmill designed to diagnose 
heart and lung disease was invented by Dr. Robert Bruce and 
Wayne Quinton at the University of Washington in 1952, it 
became the golden criteria in diagnosing CAD till coronary 
angiography (CAG) came out. However, it is still a very easy 
and comprehensive way in diagnosis of CAD. The position of 
ETT is going down these years by its high false positive and 
negative rates [1]. People are looking for more parameters that 
ETT can provide to increase its accuracy rate, like ST/HR 
slope, Duke treadmill score, QT dispersion and so on [2]-[5]. 
ST-segment depression and chest pain as the classic criteria 
for CAD diagnosis are well known and accepted. However, 
each has their own limitations. ST-segment depression is often 
modified by some other factors, like blood pressure, cigarette 
smoking, serum cholesterol level etc [6]. The sensitivity and 
specificity of ETT varies considerably. Gianrossi et al. [24] 
investigated the diagnostic accuracy of ETT through a meta 
analysis including 147 published reports involving 24,074 
patients who underwent both coronary angiography and ETT. 
There was a wide variability in sensitivity and specificity of 
ETT [sensitivity 68± 16% (range 23–100%); specificity 77± 
17% (range: 17–100%)]. Another Meta analysis showed 
sensitivity of 81± 12% (range: 40–100%) and specificity of 
66± 16% (range: 17–100%) [3]. The ETT is still the least 
costly of all other non- invasive tests currently available. We 
can always improve the accuracy of treadmill test by applying 
various scoring systems or algorithms and eliminating the 
factors which can cause false positive test results. Chest pain 
is a subjective complaint which maybe obscured by patients 
own feelings. Based on what mentioned above, the false 
positive and negative data is inevitable. Interestingly, we 
found that chest pain, which is considered subjective, seems 
more reliable than the objective one, ST-segment depression. 
The usefulness of ETT in male patients is much greater than 
that in female ones. 

II. MATERIALS AND METHODS 

This cross-sectional study was conducted at invasive lab of 
department of Cardiology, Ibrahim Cardiac Hospital & 
Research Institute, Dhaka, Bangladesh from January 1, 2014 
to August 31, 2014. During this period all patients with 
positive ETT undergoing coronary angiography were included 
in the study. All patients with known CAD (history of STEMI, 
PCI, coronary artery bypass surgery(CABG) were excluded. 
Similarly patients with Aortic Stenosis or congenital heart 
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disease, patients with resting ECG abnormalities like left 
bundle branch block (LBBB) or Wolf Parkinson White 
(WPW) syndrome were excluded. After testing, a structured 
history and medical review were obtained to document 
symptoms, medical history, medication use, cardiac risk 
factors, and previous cardiac events and procedures. A 
questionnaire was designed to record patient’s identification, 
weight, height, history of hypertension, diabetes, dyslipidemia, 
smoking, and chronic kidney disease. The questionnaire was 
filled after exercise testing. Patients were instructed to perform 
12-lead-ECG exercise tolerance test according to the Bruce & 
Modified Bruce protocol. Hemodynamic, ECG and symptoms 
were recorded before and during each step of the test, and 
during recovery period. The 12-lead-ECG was recorded at 
rest, in each stage of the test, and after the test every minute up 
to five minute. After test completion, test result was assessed 
by a trained cardiologist. According to ETT interpretation, 
patients were categorized into negative or positive ETT but we 
included only positive treadmill result patients group. The 
classic criteria for positive stress test were used [J-point and 
ST80 (defined as the point that is 80ms from the J point) 
depression of 0.1 mV (1 mm) or more and/or an ST-segment 
slope within the range of ± 1 mV/s in 3 consecutive beats]. 
Patients with positive ETT results were advised to undergo 
coronary angiogram. After informed consent all patients who 
had positive ETT were included in the study and advised 
coronary angiogram. Significant CAD was defined as luminal 
narrowing of 50% or more in any coronary artery with 
reference diameter of at least 1mm [8]. Angiographic studies 
were performed in the catheterization laboratory of Ibrahim 
Cardiac Hospital & Research Institute by the attending 
cardiologist. The procedure was done using modified Seld-
inger technique through the femoral or radial artery by Judkins 
catheters using Iodixanol contrast. Variables in questionnaire 
and results of ETT and angiographic findings were entered in 
SPSS version 16 for windows statistical software and 
analyzed. Descriptive statistics were generated with 
percentages for discrete variables and means and standard 
deviations for continuous variables. Categorical variables were 
analyzed by using Chi Square test while continuous variables 
were analyzed by using student’s t-test. A p value of <0.05 
was considered significant. The study population was divided 
into true positive and false positive groups. Patients who had 
coronary artery disease proven on coronary angiography were 
taken as true positive while patients having normal or mild 
coronary artery. 

III. RESULTS 

During the study period a total of 104 patients presenting 
with chest pain diagnosis had positive ETT. All patients were 
advised to undergo coronary angiography. Out of 104 patients 
80 (76.92%) males and 24 (23.08%) females had coronary 
angiography done and which were included in this study. The 
mean age of study population was 53.46±8.06 years. Mean age 
of male was 53.63±8.36 years and female was 52.87±7.0 
years. Out of 80 true positive group male was 69 (85.19%) and 
female was 12 (14.81%). Out of 104 patients, 81 (77.88%) 

patients had coronary artery disease, i.e. true positive, while 
23 (22.12%) patients had normal i.e. false positive.  

In the true positive group there were 65 (80.24%) males and 
16 (19.76%) females, whereas 15 (65.22%) male patients and 
8 (34.78%) female patients were in false positive group. 
Female patients were present in the false positive group as 
compared to true positive group (p<0.131). The risk factors 
like hypertension, dyslipidemia had significant difference and 
diabetes, smoking history with family history were also 
statistically significant in true positive group (Table I). 

 
TABLE I 

EPIDEMIOLOGICAL CHARACTERISTICS OF THE POPULATION STUDY 

Characteristics True Positive (n=81) False Positive (n=23) p value 

Mean age (53.46±8.06) 
Male 

Female 
69(85.19%) 
12(14.81%) 

15(65.21%) 
8(34.79%) 

0.032 

Diabetes Mellitus 61(75.31%) 12(52.17%) 0.032 

Hypertension 66(81.48%) 12(52.17%) 0.004 

Dyslipidemia 64(79.01%) 13(56.52%) 0.030 

Smoking 52(64.20%) 8(34.78%) 0.012 

Family History 68(83.95%) 14(60.87%) 0.017 

 
Hypertensive patient was observed more frequently 66 

(81.48%) in true positive group as compared to false positive 
group while hypertension was more frequently observed 12 
(52.17%) patients in false positive group (p<0.004). Diabetic 
patients had true positive which were statistically significant 
(p<0.032). True positive patients had dyslipidemia, present 
family history and smoking were 64(79.01%), 52(83.95%) and 
52 (64.20%), where dyslipidemia patients had statistically 
significant (p<0.030) between two groups of patients and 
Family history, smokers were significant (p<0.017,p<0.012). 
Out of 104 patients 55.77% patient’s BMI range was 18.5-
24.9, 38.46% had 25.0-29.9 and 5.7% had 30.0-34.9 (Fig. 1). 

 

  

Fig. 1 Distribution of pts in different BMI range 
 

TABLE II 
ECHOCARDIOGRAPHIC CHARACTERISTICS BETWEEN TRUE AND FALSE 

POSITIVE 

Characteristics True Positive (n=81) False Positive (n=23) p value

Diastolic dysfunction (DD) 39(48.15%) 4(17.39%) 0.008 
 

 
All patients had no regional wall motion abnormality with 

good LV function. In case of diastolic dysfunction true 
positive 39 (48.15%) had DD and 4 (17.39%) false positive 
had DD and is statistically significant (p<0.008) (Table II).  
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TABLE III 
EXERCISE TEST COMPARISON BETWEEN TRUE POSITIVE AND FALSE POSITIVE 

Characteristics 
True Positive 

(n=81) 
False Positive 

(n=23) 
p value 

Resting ECG 
Normal 

Abnormal 

 
2(2.46%) 

79(97.54%) 

 
3(13.04%) 
20(86.96%) 

 
0.036 

Target Heart Rate 
achieved 

46(56.79%) 17(73.91%) 0.138 

Symptom during ETT 40(49.38%) 4(17.39%) 0.006 
ECG change during 

recovery phase 
59(72.83%) 21(91.30%) 0.024 

Both (Symptom & 
ECG change during 

ETT) 
40(48.38%) 3(13.04%) 0.002 

METs achieved 
1-6.9 

7.0-10.0 
10.10-12.0 

 
 20(24.69%) 
42(51.85%) 
19(23.46%) 

 
0 

15(65.22%) 
8(34.78%) 

 
0.028 

 
The baseline ECG was normal in 2 (2.46%) patients and 

abnormal in 79 (97.54%) in true positive group, whereas 
resting ECG was normal in 3(13.04%) patients and abnormal 
in 20 (86.96%) patients in false positive group (p<0.036). In 
true positive group 46 patients (56.79%) achieved their target 
heart rate, while 17 (73.91%) patients in false positive group 
achieved their target heart rate in false positive group 
(p<0.138) (Table III).  

Other parameters like symptom occurred during ETT, ECG 
change during recovery phase of ETT and both symptom and 
ECG change during test of true positive are 40 (49.38%), 59 
(72.83%), 40 (48.15%) and false positive pts. are 4 (17.39%), 
21 (91.30%), 3 (13.04%) which was statistically significant 
(p<0.006, p<0.024 and p<0.002) . 

 
TABLE IV 

ANGIOGRAPHIC FINDINGS 

Characteristics True Positive (n=81) False Positive (n=23) p value 

Individual vessel 

Left main(LM) 9(11.11%) 0 0.094 

LAD 55(67.90%) 0 0.000 

LCx 42(51.85%) 0 0.000 

RCA 36(44.44%) 0 0.000 

Number of diseased vessels 

Normal 0 23(100%) 0.000 

SVD 40(49.38%) 0  

DVD 26(30.10%) 0  

TVD 15(18.52%) 0  

 
TABLE V 

RECOMMENDATION AFTER CAG 

Characteristics True Positive (n=81) False Positive (n=23) p value 

PCI 38(46.91%) 0 0.000 

CABG 24(29.63%) 0  

Medical Management 19(23.46%) 0  

Primary Prevention 0 23(100%)  

 
Coronary angiography revealed that 40 (38.5%) patients 

had single vessel disease, 26 (25.0%) patients had double 
vessel disease and 15 (14.4%) had triple vessel disease (Table 
IV). The individual vessels involved included Left main stem 
9 (8.7%), Left anterior descending (LAD) 55 (52.9%), Left 
circumflex (LCX) 42 (40.4%), and right Coronary artery 

(RCA) 36 (34.6%) (Table II). Out of 81 true positive patients 
38 (46.91%) had recommended for PCI, 24 (29.63%) had 
recommended for CABG and 19 (23.46%) had recommended 
for medical management (Table V). There was no death 
during the procedure. 

IV. DISCUSSION 

Exercise tolerance test has played a central role in the 
diagnostic workup of CAD for almost a century. But because 
of the limited sensitivity and specificity of the test, other 
expensive investigations are being increasingly used. The ETT 
is still the least costly of all other non-invasive tests currently 
available. The diagnostic accuracy of the treadmill test can be 
improved by identifying the factors which can cause false 
positive test results. In this study eight months data of patients 
undergoing ETT for chest pain diagnosis followed by 
coronary angiogram if test result turned out to be positive has 
been presented. The current study showed a higher percentage 
of false positive results among females with a significant 
gender difference between the two groups (p<0.032). This 
finding is consistent with other studies which showed low 
specificity of ST segment depression on treadmill test in 
women compared with men [9], [10]. Many investigators have 
attempted to improve the diagnostic accuracy of treadmill 
testing in women by creating new variables such as ST/Heart 
rate slope, computer generated algorithms and gender specific 
guidelines for interpretation [11]-[13]. Other investigators 
have suggested that initial testing strategies in women should 
be stress imaging rather than treadmill testing [14]-[17] .But 
the Duke Treadmill Score improves the diagnostic accuracy of 
ETT in women [18]. It was noticed that changes in the resting 
ECG like ST-segment depression or T wave inversion also 
affect the test result. On comparison of abnormal resting ECG 
with normal resting ECG in the two groups, the difference was 
statistically significant (p<0.036). William et al have shown in 
their study that the specificity of the ETT decreases with 
resting ST-segment depression (48±12% versus 84±3%) 
because of inclusion of more false positive test results [19]. 
Hypertension may interfere with the sub endocardial perfusion 
and may lead to ST-segment depression even in the absence of 
atherosclerosis, thus resulting in false positive test results. The 
current study also showed a significant statistical difference in 
hypertensive, diabetic, dyslipidaemia, present family history 
and smoker patients are in the two groups (p<0.004, p<0.032, 
p<0.030 ,p<0.017 and p<0.012). In the current study chest 
pain was observed frequently in the true positive group and a 
symptom limited ETT showed a significant difference 
between the groups (p<0.006). Exercise induced chest 
discomfort without associated ECG changes may be the only 
signal that obstructive coronary artery disease is present [7]. In 
recovery phase of tread mill test our study showed ECG 
change were statistically significant (p<0.024) between the 
two groups. Early onset of angina is an important parameter of 
adverse prognosis. Strongly positive ETT was more 
commonly noted in the true positive group, this has been 
reported by other studies as well [19]-[22]. Fletcher et al. have 
reported that the patients who have strongly show adverse 
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prognosis and a multi vessel coronary artery disease [20]-[23]. 
In patients with single vessel disease the sensitivity of ETT is 
25–71%, whereas it is 81% in patients with multivessel CAD 
[21]. In our study we found SVD are 49.38%, DVD are 
30.10%, TVD are 18.52 and 23 cases are normal. It was also 
observed that the most frequent coronary artery involved was 
LAD followed by LCx and than RCA. This has been reported 
previously by other investigators as well [7]. This study had 
few limitations, i.e. the Study population was only 104 
patients underwent coronary angiogram, because coronary 
angiogram is an invasive procedure and the patients who were 
not symptomatic or STEMI or NSTEMI or UA could not be 
compelled to go for the test. 

V. CONCLUSIONS 

It can be concluded that amongst the patients who have 
positive ETT, female patients with normal resting ECG, who 
achieve target heart rate (THR) are likely to have a false 
positive test result. Conversely male patients with abnormal 
resting ECG, both symptomatic & ECG change during 
treadmill test and ECG change during recovery period with 
risk factors like hypertension, diabetes, dyslipidemia, family 
history and smokers are likely to have a true positive treadmill 
test result.  

REFERENCES 
[1] Zhang S‐L, Jiang Y, Xu H‐M, Qju H‐X. A comparative study on 

treadmill exercise test and coronary angiography in the diagnosis of 
coronary artery disease: report of 267 cases. Journal of the Fourth 
Military Medical University 2007; 28(21).  

[2] Kronander H, Fischer‐Colbrie W, Nowak J, Brodin LA, Elmqvist H. 
Diagnostic performance and partition values of exercise 
electrocardiographic variables in the detection of coronary artery 
disease‐‐improved accuracy by using ST/HR hysteresis. 
ClinPhysiolFunct Imaging 2010; 30(2): 98‐106 (doi: 
10.1111/j.1475‐097X.2009.00909.x) (PMID: 19919616).  

[3] Detrano R, Gianrossi R, Mulvihill D, Lechman K, Dubach P,Colombo 
A, et al. Exercise-induced ST segment depression in the diagnosis of 
multivessel coronary disease: a meta analysis. J Am CollCardiol 
1989;14:1501–8.  

[4] Lee DH Jeon HK, Park HJ, Shin WS,Lee SW, Youn HJ, et al Changes in 
ischemia-modified albumin and its clinical significance during exercise 
stress testing. Circ J 2010;74(3):484-489(PMID :20057159) 
(doi:10.1253/circ.CJ-09-0581).  

[5] Takase B, Masaki N, Hattori H, Ishihara M, Kurita A. Usefulness of 
automatic QT dispersion measurement for detecting exercise‐ induced 
myocardial ischemia. AnadoluKardiyolDerg2009; 9(3): 189‐195 (PMID: 
19520652).  

[6] Zheng YX, Lin H. The Analysis of the Factors Influencing the Accuracy 
of Treadmill Electrocardiogram Test. Journal of Practical Medical 
Techniques 2007: 14(17) (doi: CNKI:SUN:SYYJ.0. 2007‐17‐008).  

[7] Zipes DP, Libby P, Bonow RO, Braunwald E. Exercise stress testing, In 
Braunwald’s Heart Disease.7thed 2005; Philadelphia Elsevier Saunders: 
p153–186.  

[8] Lipinski M, Do D, Morise A, Froelicher V. What percent luminal 
stenosis should be used to define angiographic coronary artery disease 
for noninvasive test evaluation. Ann Noninvasive Electrocardiol 
2002;7(2):98–105.  

[9] Kwok YS, Kim C, Grady D, Redberg RF. Exercise testing for coronary 
artery disease diagnosis in women: a meta analysis. Circulation 
1995;94:I-497.  

[10] Zhao D, Freeman DH, de Flippi CR. A meta-analysis of gender 
differences in exercise testing. Circulation 1995;94:I-497. 

[11] Walling AD, Crawford MH. Exercise testing in women with chest pain: 
applications and limitations of computer analysis. Coronary Artery Dis 
1993;4:783–789.  

[12] Okin PM, Kligfield P. Identifying coronary artery disease in women by 
heart rate adjustment of ST-segment depression and improved 
performance of linear regression over simple averaging methods with 
comparison to standard criteria. Am J Cardiol 1992;69: 297–302. 

[13] Robert AR, Melin JA, Detry JM. Logistic discriminant analysis 
improves diagnostic accuracy of exercise testing for coronary artery 
disease in women. Circulation 1991;83:1202–1209.  

[14] Hachamovitch R, Berman DS, Kiat H. Effective risk stratification using 
exercise myocardial perfusion SPECT in women: gender-related 
differences in prognosis nuclear testing. J Am CollCardiol 1996;28:34–
44.  

[15] Morise AP, Diamond GA, Detrano R, Bobbio M. Incremental value of 
exercise electrocardiography and thallium-201 testing in men and 
women for the presence and extent of coronary artery disease. Am Heart 
J 1995;130:267–276.  

[16] Williams MJ, Marwick TH, O’Gorman D, Foale RA. Comparison of 
exercise echocardiography with an exercise score to diagnose coronary 
artery disease in women. Am J Cardiol 1994;74:435–438.  

[17] Bickell NA, Pieper KS, Lee KL. Referral patterns for coronary artery 
disease treatment: gender bias or good clinical judgement? Ann Intern 
Med 1992;116:791–797.  

[18] Alexander KP, Shaw LJ, Shaw LK, Delong ER, Mark DB, Peterson ED. 
Value of exercise treadmill testing in women. J Am CollCardiol 
1998;32(6):1657–1664.  

[19] Fearon W, Lee D, Froelicher V. The effect of resting ST segment 
depression on the diagnostic characteristics of the exercise treadmill test. 
J Am CollCardiol 2000;35:1206–1211.  

[20] 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 ACC/AHA Task Force on 
Practice Guidelines (Committee to Update the 1997 Exercise testing 
Guidelines). J Am CollCardiol 2002;40:1531–1540.  

[21] Fletcher GF, Balady GJ, Amsterdam EA, Chaitman B, Eckel R, Fleg J, 
et al. Exercise standards for testing and training: A statement for health 
care professionals from the American Heart Association. Circulation 
2001;104:1694–1740.  

[22] Ellestad MH: Stress Testing: Priciples and Practice. 4th ed.Philadelphia, 
FA Davis, 1996:21–34.  

[23] Froelicher VF, Myers J. Exercise and the Heart. 4th ed.Philadelphia, WB 
Saunders, 2000:452–459.  

[24] Gianrossi R, Detrano R, Mulvihill D, Lehmann K, Dubach P, Colombo 
A, et al. Exercise-induced ST depression in the diagnosis of coronary 
artery disease: a metaanalysis.Circulation 1989;80:87-98. 

 

World Academy of Science, Engineering and Technology
International Journal of Medical and Health Sciences

 Vol:8, No:12, 2014 

854International Scholarly and Scientific Research & Innovation 8(12) 2014 ISNI:0000000091950263

O
pe

n 
Sc

ie
nc

e 
In

de
x,

 M
ed

ic
al

 a
nd

 H
ea

lth
 S

ci
en

ce
s 

V
ol

:8
, N

o:
12

, 2
01

4 
pu

bl
ic

at
io

ns
.w

as
et

.o
rg

/1
00

00
07

9/
pd

f


