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transducer. The operator estimates the beam-to-flow angle at approximately 30 degrees 
based on anatomical orientation: 

𝑣 =
6000 Hz × 1540 m/s

2 × 7,000,000 Hz × cos⁡(30°)
=

9,240,000

12,124,355
= 0.762 m/s = 76.2 cm/s 

This velocity measurement in normal carotid arteries suggests mild hemodynamic 
acceleration but not severe stenosis. However, if the angle had been incorrectly estimated at 
50 degrees instead of 30 degrees: 

𝑣at 50° = 0.762/cos⁡(50°) × cos⁡(30°) = 0.762 × 1.305 = 0.994 m/s = 99.4 cm/s 

This twenty-five percent overestimation of velocity resulting from a relatively modest angle 
error demonstrates the critical importance of accurate angle assessment and correction. 

Formula 2: Bernoulli Equation for Pressure Gradient 

Assessment 

The modified Bernoulli equation enables non-invasive estimation of pressure gradients across 
narrow orifices, a capability with enormous clinical significance for cardiac valve assessment: 

Δ𝑃 = 4 × (𝑣peak)
2 

This simplified form of the complete Bernoulli theorem applies specifically to clinical 
ultrasound where proximal flow velocity is negligible compared to jet velocity through a 
stenotic orifice. The equation assumes laminar flow conditions where viscous friction and 
turbulent energy losses remain minor, conditions generally valid for the peak velocity jet 
through a stenotic valve. The formula produces pressure in millimeters of mercury when peak 
velocity is entered in meters per second, units familiar to cardiologists and intensivists. 

The physical basis of this formula derives from energy conservation principles. The kinetic 
energy of blood accelerating through a stenosis converts into pressure energy, with the 
relationship shown by this equation. The quadratic relationship between velocity and 
pressure means that small velocity changes produce proportionally larger pressure changes. 
Doubling the peak velocity quadruples the pressure gradient. 

Comprehensive Clinical Application: A patient undergoing echocardiography for 
suspected aortic stenosis demonstrates peak velocity across the aortic valve of 4.5 meters per 
second: 

Δ𝑃 = 4 × (4.5)2 = 4 × 20.25 = 81 mmHg 

This pressure gradient places the patient in the severe aortic stenosis category, typically 
prompting clinical discussion regarding valve replacement timing. One month later following 
initiation of beta-blocker therapy, repeat echocardiography demonstrates peak velocity of 3.8 
meters per second: 

Δ𝑃 = 4 × (3.8)2 = 4 × 14.44 = 57.76 mmHg 

While this appears as substantial improvement, the clinical significance depends on 
additional factors including left ventricular function, symptom status, and valve area 
calculation. 

Formula 3: Volumetric Flow Rate Calculation 
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Beyond velocity assessment, clinical scenarios frequently require quantification of the 
absolute volume of blood flowing through a vessel or cardiac chamber over time: 

𝑄 = 𝑉mean × 𝐴 

This fundamental equation describes volumetric flow as the product of mean velocity and 
cross-sectional area. The calculation requires two measurements: mean velocity derived from 
the spectral Doppler display and cross-sectional area calculated from vessel diameter 
measured on the B-mode image. 

The cross-sectional area calculation employs the geometric relationship for circular vessels: 

𝐴 = 𝜋𝑟2 = 𝜋 (
𝑑

2
)
2

=
𝜋𝑑2

4
 

where 𝑑 represents the vessel diameter. A critical limitation of this calculation emerges from 
the quadratic relationship between diameter and area. This mathematical relationship creates 
a magnification factor for diameter measurement errors. A five percent error in diameter 
produces a ten percent error in calculated area, which translates directly to a ten percent 
error in flow volume. Practical experience demonstrates that ten percent diameter 
measurement errors are not unusual in clinical practice, producing twenty percent errors in 
calculated flow volumes. This limitation restricts volumetric flow calculations to scenarios 
where precise diameter measurement is feasible and clinically justified. 

Practical Clinical Scenario: Assessment of left ventricular stroke volume in a patient with 
uncertain cardiac output. The clinician measures the left ventricular outflow tract diameter as 
19 millimeters and measures mean velocity using the velocity-time integral method as 17 
centimeters per second. The calculated flow volume becomes: 

𝐴 =
𝜋(1.9 cm)2

4
=
𝜋 × 3.61

4
= 2.84 cm2 

𝑄 = 17 cm/s × 2.84 cm2 = 48.3 mL per beat 

Assuming a heart rate of 72 beats per minute: 

Cardiac Output = 48.3 mL/beat × 72 beats/min = 3477 mL/min ≈ 3.5 L/min 

This cardiac output measurement appears reasonable for a resting adult, suggesting normal 
cardiac function. However, measurement errors in either velocity or diameter could 
substantially affect this calculation. 

Formula 4: Resistive Index and Vascular Resistance 

Assessment 

The resistive index quantifies peripheral vascular resistance characteristics through the 
relationship between peak systolic and end-diastolic velocities: 

𝑅𝐼 =
𝑃𝑆𝑉 − 𝐸𝐷𝑉

𝑃𝑆𝑉
 

This dimensionless ratio varies from zero to one, with values approaching zero indicating low 
vascular resistance and values approaching one indicating high resistance. Normal vascular 
beds typically exhibit resistive indices between 0.5 and 0.7. Values consistently exceeding 0.8 
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suggest significant vascular resistance that may reflect intrinsic arterial disease, downstream 
vascular obstruction, or organ-specific dysfunction. 

The resistive index relates inversely to end-diastolic velocity. When end-diastolic flow 
remains robust, the resistive index remains low, reflecting low downstream resistance. 
Conversely, when end-diastolic velocity becomes severely diminished or even reverses 
direction, the resistive index approaches or exceeds one, indicating high resistance. This 
relationship makes the resistive index a sensitive marker for hemodynamic changes without 
requiring absolute velocity measurements that depend on angle correction. 

Clinical Application: A vascular laboratory evaluates a patient with suspected renal artery 
stenosis. The right renal artery demonstrates peak systolic velocity of 110 centimeters per 
second and end-diastolic velocity of 45 centimeters per second: 

𝑅𝐼right =
110 − 45

110
=

65

110
= 0.591 

The left renal artery demonstrates peak systolic velocity of 95 centimeters per second and 
end-diastolic velocity of 18 centimeters per second: 

𝑅𝐼left =
95 − 18

95
=
77

95
= 0.811 

The markedly elevated resistive index on the left compared to the right suggests left renal 
artery stenosis causing increased downstream resistance and reduced diastolic flow. This 
finding would prompt further imaging with CT or MR angiography for confirmation. 

Formula 5: Pulsatility Index and Flow Waveform 

Assessment 

The pulsatility index provides another characterization of flow pulsatility patterns: 

𝑃𝐼 =
𝑃𝑆𝑉 − 𝐸𝐷𝑉

𝑉mean

 

Unlike the resistive index which normalizes to peak systolic velocity, the pulsatility index 
normalizes to mean velocity. This produces different sensitivity to waveform shape changes. 
The pulsatility index tends to be higher in high-resistance vascular beds where systolic peaks 
are prominent and diastolic flow is minimal. The pulsatility index tends to be lower in low-
resistance vascular beds with continuous diastolic flow. 

Different vascular beds demonstrate characteristic pulsatility patterns reflecting their 
downstream resistance. Peripheral arteries serving skeletal muscle demonstrate high 
pulsatility with prominent systolic peaks and minimal diastolic flow. Renal and cerebral 
arteries serving low-resistance vascular beds demonstrate lower pulsatility with substantial 
diastolic flow. Abnormal changes in pulsatility patterns may indicate hemodynamic 
deterioration or vascular disease development. 

Formula 6: Nyquist Limit and Aliasing Prevention 

The Nyquist sampling theorem establishes the fundamental constraint on pulsed-wave 
Doppler velocity measurement: 



 4 

𝑓Nyquist =
𝑃𝑅𝐹

2
 

The maximum measurable velocity without aliasing becomes: 

𝑣max =
𝑓Nyquist × 𝑐

2𝑓0
=
𝑃𝑅𝐹 × 𝑐

4𝑓0
 

where PRF represents the pulse repetition frequency, the rate at which ultrasound pulses are 
transmitted. This relationship demonstrates that doubling the pulse repetition frequency 
doubles the maximum measurable velocity. However, increasing pulse repetition frequency 
decreases the maximum imaging depth because echoes from greater distances arrive after the 
next pulse has been transmitted. 

This inverse relationship between velocity range and imaging depth represents a fundamental 
constraint in ultrasound physics. Clinicians optimize this trade-off based on the specific 
clinical question. When measuring high velocities in superficial structures, increasing pulse 
repetition frequency remains feasible. When evaluating deep structures, lower pulse 
repetition frequencies must be accepted, limiting velocity measurement range. 

Formula 7: Angle Correction Factor 

The angle-dependent cosine term requires specific attention because small angle estimation 
errors produce large velocity errors, particularly at larger angles: 

Velocity Error =
1

cos⁡(𝜃estimated)
/

1

cos⁡(𝜃actual)
− 1 

At small angles, angle errors have minimal effect. At 15 degrees, a five-degree angle 
estimation error produces approximately three percent velocity error. At 45 degrees, the same 
five-degree error produces approximately ten percent velocity error. At 60 degrees, the same 
five-degree error produces approximately twenty percent velocity error. This dramatic 
increase in error sensitivity at larger angles underscores the importance of maintaining small 
beam-to-flow angles during Doppler examinations. 

Clinical practice guidelines establish that angles should remain below 60 degrees whenever 
possible. Modern ultrasound systems incorporate angle correction tools, but the accuracy 
remains dependent on operator skill in angle estimation. Some systems provide real-time 
angle correction suggestions based on color Doppler visualization of flow direction. 

Formula 8: Mean Velocity Integration 

Mean velocity calculation requires integration of the velocity distribution throughout the 
cardiac cycle: 

𝑉mean =
1

𝑇
∫  

𝑇

0

𝑉(𝑡)⁡𝑑𝑡 

where 𝑇 represents the duration of one cardiac cycle. In practice, ultrasound systems 
implement this integration by displaying the spectral envelope and calculating the area 
contained within the envelope boundaries divided by the time interval. This calculation 
proves less affected by angle errors than peak velocity measurements because it integrates 
over a larger temporal window, reducing sensitivity to brief velocity fluctuations caused by 
angle variations during the acquisition window. 
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5.2 Measurement Methodology and Technical 

Considerations 

Probe Positioning and Beam Alignment 

Successful Doppler measurement begins with optimal transducer positioning and beam 
alignment. The clinician must identify the optimal longitudinal view of the target vessel, 
observing both proximal and distal segments and identifying anatomical landmarks 
confirming the correct vessel. The transducer must be manipulated to align the Doppler beam 
as parallel as possible to the direction of blood flow. Many modern ultrasound systems 
display a color Doppler image showing flow direction, which greatly facilitates proper beam 
orientation. 

Transducer pressure represents an often-overlooked technical factor affecting measurement 
accuracy. Excessive transducer pressure can compress vessels, artificially elevating velocities. 
Gentle pressure allowing the transducer weight alone to maintain contact preserves normal 
vessel caliber and flow conditions. Particularly in superficial vessels, excessive transducer 
pressure can collapse small arteries, eliminating flow signals despite the vessel remaining 
patent at physiologic pressures. 

Sample Volume Positioning for Pulsed-Wave Doppler 

The sample volume positioning critically affects measurement quality in pulsed-wave 
Doppler. The sample gate should be positioned in the center of the vessel lumen, away from 
turbulent flow at vessel margins and away from vessel walls where spectral broadening 
artifacts develop. In larger vessels, the sample volume should sample flow during the laminar 
central flow region, avoiding the parabolic velocity profile boundary layers near the walls. 

Sample volume size represents a trade-off between measurement specificity and signal 
quality. Small sample volumes provide better localization but produce weaker signals with 
reduced signal-to-noise ratios. Large sample volumes produce stronger signals but may 
include flow from multiple velocity profiles if positioning becomes imprecise. Optimal sample 
volume size depends on vessel diameter and clinical requirements, typically ranging from 2 to 
5 millimeters for peripheral vascular studies. 

Angle Correction Implementation 

Modern ultrasound systems provide angle correction capabilities that require operator input 
of the estimated beam-to-flow angle. The operator visually estimates the angle based on 
Doppler beam position relative to color flow direction visualization, entering this estimate 
into the system through a touch screen interface. The system then automatically applies the 
cosine correction, adjusting all derived velocity values. 

Some advanced systems provide automated angle estimation tools that analyze the color 
Doppler image to estimate flow direction automatically. These automated tools reduce 
operator burden and potentially improve consistency, although their accuracy remains 
variable depending on image quality and flow complexity. 

Spectral Waveform Analysis 
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Beyond numerical velocity values, spectral Doppler waveforms contain qualitative 
information about flow patterns and vascular properties. Normal arterial waveforms 
demonstrate sharp systolic peaks with rapid upstroke, indicating efficient ventricular ejection 
and good arterial compliance. The rapid downstroke after systole reflects elastic recoil and 
diastolic runoff. In high-resistance vascular beds, the downstroke approaches zero or 
reverses, indicating minimal or reversed diastolic flow. 

Abnormal waveforms suggest pathology. Dampened waveforms with gradual systolic rise 
suggest proximal stenosis. Spectral broadening with filling of the spectral window indicates 
turbulent flow suggesting stenosis. Damped diastolic flow suggests high peripheral resistance 
or downstream obstruction. 

 

6. Clinical Applications in Vascular and 

Cardiac Medicine 

6.1 Vascular Applications 

Peripheral Arterial Disease Assessment 

Doppler ultrasound serves as the primary imaging modality for evaluating peripheral arterial 
disease. Duplex imaging combining B-mode visualization with pulsed-wave spectral Doppler 
allows clinicians to identify stenotic lesions, quantify stenosis severity, and assess collateral 
flow development. Peak systolic velocity increase across stenotic segments helps grade 
stenosis severity. A peak systolic velocity increase from proximal to distal of greater than 2.0 
typically suggests stenosis exceeding fifty percent. Higher velocity ratios indicate greater 
stenosis severity, with ratios exceeding 3.5 suggesting stenosis exceeding seventy percent. 

The systolic flow reversal in adjacent post-stenotic segments indicates severe proximal 
stenosis. Sequential scanning from the aorta through the distal vessels allows comprehensive 
assessment of the entire arterial system. Calcified plaque may cause acoustic shadowing 
limiting visualization, but experienced sonographers can often identify flow patterns proximal 
and distal to calcified areas enabling accurate stenosis grading. 

Carotid Artery Evaluation 

Carotid artery stenosis represents a major stroke risk factor, with higher stenosis grades 
correlating with stroke risk. Duplex ultrasound provides accurate non-invasive stenosis 
grading with sensitivity and specificity exceeding ninety percent for moderate to severe 
stenosis. Peak systolic velocity measurements combined with end-diastolic velocity 
measurements enable categorization of stenosis severity. Internal carotid artery peak systolic 
velocities exceeding 230 centimeters per second generally indicate stenosis exceeding seventy 
percent. End-diastolic velocity measurements provide additional diagnostic confidence. 

Color Doppler visualization reveals plaque characteristics and surface irregularity associated 
with stroke risk. Echolucent plaques appear more likely to produce symptoms than echogenic 
calcified plaques. Ulcerated plaque surfaces suggest active disease and higher stroke risk. 

Venous Assessment and Thrombosis Detection 
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Doppler ultrasound provides exceptional accuracy for detecting deep vein thrombosis and 
assessing venous insufficiency. The characteristic findings of thrombosis include absent or 
severely diminished flow signals, inability to compress the vein with transducer pressure (the 
primary diagnostic sign), and echogenic material within the vein lumen. Spectral Doppler 
analysis reveals loss of normal phasic flow patterns with respiration. 

Assessment of venous insufficiency involves observing flow reversal during Valsalva 
maneuver or during active calf muscle contraction. Venous reflux exceeding five hundred 
milliseconds in lower extremity veins indicates significant insufficiency. Color Doppler 
provides rapid visualization of reflux patterns, identifying specific incompetent valve sites. 

6.2 Cardiac Applications 

Valvular Disease Evaluation 

Doppler echocardiography revolutionized cardiac valve assessment, enabling quantification 
of stenosis and regurgitation severity without cardiac catheterization. Continuous-wave 
Doppler accurately measures high-velocity jets through stenotic valves. Continuous-wave 
Doppler accurately measures high-velocity jets through stenotic valves, enabling application 
of the Bernoulli equation to calculate pressure gradients. Moderate to severe aortic stenosis 
typically demonstrates peak velocities exceeding 4.0 meters per second and pressure 
gradients exceeding 64 millimeters of mercury. 

Pulsed-wave Doppler assessment of regurgitant flow relies on measuring the spatial extent 
and density of the regurgitant jet. Color Doppler provides rapid identification of abnormal 
jets, guiding pulsed-wave sample volume placement. The regurgitant jet area compared to 
atrial area enables semi-quantitative regurgitation grading. Quantitative methods using the 
regurgitant volume and effective regurgitant orifice area provide more precise assessment. 

Diastolic dysfunction assessment involves analysis of mitral inflow flow patterns including 
the early diastolic (E) wave velocity and late diastolic (A) wave velocity. The E/A ratio 
characterizes diastolic function, with values below one suggesting impaired relaxation and 
values exceeding two suggesting restrictive physiology. Tissue Doppler imaging of mitral 
annular motion provides additional diastolic assessment independent of loading conditions. 

Cardiac Output and Hemodynamic Assessment 

Doppler echocardiography enables calculation of cardiac output and stroke volume through 
measurement of left ventricular outflow tract flow. The velocity-time integral measured from 
the spectral Doppler display represents the distance blood travels during one cardiac cycle. 
Multiplying this distance by the cross-sectional area of the outflow tract yields stroke volume. 
Multiplying stroke volume by heart rate yields cardiac output. This non-invasive cardiac 
output assessment proves valuable in hemodynamically unstable patients where invasive 
monitoring may be avoided. 

Fetal Cardiac Assessment 

Doppler echocardiography of the fetus enables detection of cardiac abnormalities and 
assessment of fetal hemodynamic status. Measurement of flow patterns across suspected 
lesions such as ventricular septal defects confirms functional shunting. Abnormal umbilical 
artery Doppler patterns predict fetal distress and guide delivery timing in high-risk 
pregnancies. 
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6.3 Obstetric Applications 

Doppler ultrasound assessment of placental and fetal circulations provides crucial 
information about fetal well-being in high-risk pregnancies. Umbilical artery Doppler 
assessment reveals placental resistance patterns. Progressive increase in resistance patterns 
with pregnancy, if abnormal, suggests placental insufficiency. Absent or reversed end-
diastolic flow in umbilical arteries indicates severe placental compromise requiring urgent 
delivery. 

Middle cerebral artery Doppler assessment reveals fetal cerebral blood flow redistribution in 
response to hypoxia. Decreased resistance to middle cerebral artery flow, reflecting cerebral 
vasodilation, suggests compensatory mechanisms for fetal hypoxia or anemia. This finding 
guides clinical decisions regarding delivery timing in growth-restricted fetuses. 

 

7. Clinical Case Study: Peripheral 

Arterial Disease 

7.1 Patient Presentation and Clinical Context 

The patient, a 68-year-old male (anonymized as Mr. A), presented to the vascular clinic with a 
six-month history of progressively worsening pain in the left leg upon ambulation. The 
patient reported ability to walk approximately 200 to 300 meters on level ground before 
experiencing severe cramping pain in the left thigh and calf musculature. The pain typically 
resolved completely within five minutes of stopping activity and resting, a clinical 
presentation pathognomonic for intermittent claudication. The patient had previously 
experienced minimal symptoms, with pain onset during the preceding six months suggesting 
progressive arterial obstruction. 

The patient's medical history included long-standing hypertension treated with amlodipine 5 
milligrams daily, dyslipidemia treated with atorvastatin 20 milligrams daily, and active 
tobacco use of twenty cigarettes daily for forty years. Physical examination revealed 
diminished femoral pulses on the left compared to the right, coolness of the left foot 
compared to the right, and pale skin coloration of the left lower extremity. These findings 
suggested significant left lower extremity arterial obstruction. 
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Figure 12: Clinical presentation showing Doppler ultrasound assessment of peripheral arterial 
disease with stenosis identification 

 

7.2 Doppler Ultrasound Examination Protocol 

The patient underwent comprehensive bilateral lower extremity arterial duplex ultrasound 
using a 5 megahertz curved array transducer. The examination protocol included sequential 
evaluation of the aorta, bilateral iliac arteries, femoral arteries, profunda femoral arteries, 
superficial femoral arteries, and tibioperoneal trunks. Color Doppler imaging was performed 
first to rapidly screen for hemodynamically significant stenoses and to guide subsequent 
pulsed-wave spectral analysis. 

The left lower extremity examination revealed a focal area of echogenic material consistent 
with atherosclerotic plaque in the mid femoral artery. Color Doppler imaging through this 
region demonstrated aliasing artifact with color reversal, indicating severe velocity elevation 
consistent with critical stenosis. Pulsed-wave spectral Doppler analysis was performed with 
careful attention to angle correction. The spectral display demonstrated severely elevated 
peak systolic velocity in the stenotic segment. 

The right lower extremity examination demonstrated patent arteries without 
hemodynamically significant stenosis. The femoral arteries on the right demonstrated normal 
low-resistance flow patterns with continuous diastolic flow. 

 

7.3 Quantitative Doppler Measurements and 

Analysis 
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The Doppler measurements documented in the examination report included the following 
observations: 

At the level of the left femoral artery proximal to the stenotic segment, the peak systolic 
velocity measured 420 centimeters per second and end-diastolic velocity measured 120 
centimeters per second. At the level of severe narrowing, the vessel lumen narrowed to 
approximately three millimeters compared to normal luminal diameter of approximately ten 
millimeters. Distal to the stenotic lesion in the superficial femoral artery, peak systolic 
velocity decreased to 45 centimeters per second with end-diastolic velocity of 10 centimeters 
per second. The right femoral artery demonstrated normal peak systolic velocity of 95 
centimeters per second with end-diastolic velocity of 35 centimeters per second. 

These measurements provided crucial quantitative assessment of stenosis severity. The peak 
systolic velocity ratio between the focal stenosis and proximal normal segment became: 

Velocity Ratio =
420 cm/s

95 cm/s
= 4.42 

This velocity ratio exceeding 4.0 strongly indicated stenosis exceeding seventy-five percent. 
The severely reduced distal velocities confirmed significant hemodynamic compromise with 
reduced pressure and flow distal to the stenosis. 

The resistive index calculations demonstrated the following: 

For the proximal left femoral artery: 

𝑅𝐼proximal =
420 − 120

420
= 0.714 

For the right femoral artery: 

𝑅𝐼right =
95 − 35

95
= 0.632 

The elevated resistive index on the left compared to the right reflected increased peripheral 
resistance downstream of the stenosis, consistent with compensatory vasodilation in response 
to reduced blood supply. 

7.4 Clinical Interpretation and Diagnosis 

The Doppler ultrasound findings definitively established the diagnosis of significant 
atherosclerotic stenosis of the left femoral artery causing severe hemodynamic compromise. 
The clinical presentation of intermittent claudication with walking distance limitation of 200 
to 300 meters, combined with objective Doppler findings of severe stenosis with dramatically 
reduced distal flow, indicated symptomatic peripheral arterial disease warranting 
intervention. 

The pattern of hemodynamic changes—markedly elevated peak systolic velocity at the 
stenosis site with severe reduction in distal velocity—demonstrated that the stenosis caused 
substantial pressure drop and flow limitation. The clinical symptoms directly correlated with 
the objective Doppler findings. 

7.5 Clinical Management and Follow-up 
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Based on the Doppler findings and patient symptoms, the patient was referred for vascular 
surgery consultation. The vascular surgeon discussed options including conservative 
management with aggressive risk factor modification, percutaneous endovascular 
intervention including balloon angioplasty with or without stent placement, or surgical 
bypass grafting. 

Given the patient's relatively young age, good overall health status aside from peripheral 
arterial disease, and critical stenosis severely limiting ambulatory capacity, percutaneous 
endovascular intervention with stent placement was recommended. The procedure was 
performed successfully without complications, with post-procedure Doppler ultrasound 
confirming restoration of normal flow patterns through the previously stenotic segment. 

Follow-up Doppler ultrasound performed three months post-intervention demonstrated peak 
systolic velocity of 110 centimeters per second at the stent site, indicating normal flow without 
restenosis. The patient reported marked improvement in ambulation tolerance, able to walk 
approximately two kilometers without pain limitation. The resistive index normalized to 0.65, 
similar to the contralateral side. 

At six-month follow-up, continued clinical improvement was noted with further expansion of 
ambulatory tolerance. The patient reported modification of tobacco use, although complete 
cessation had not yet been achieved. Repeated Doppler ultrasound confirmed continued stent 
patency without evidence of stenosis recurrence. 

 

7.6 Additional Clinical Case: Carotid 

Artery Stenosis 

A 72-year-old female patient presented with a transient ischemic attack characterized by 
temporary facial drooping and slurred speech lasting approximately twenty minutes before 
complete resolution. The patient sought urgent evaluation to determine stroke risk. 
Comprehensive carotid artery duplex ultrasound was performed revealing significant stenosis 
of the left internal carotid artery. 

The Doppler measurements demonstrated peak systolic velocity of 280 centimeters per 
second at the stenosis site with end-diastolic velocity of 95 centimeters per second. The 
velocity ratio compared to the normal right carotid artery was 3.1, indicating stenosis between 
70 and 85 percent according to standardized criteria. The resistive index at the stenosis 
measured 0.66, markedly elevated compared to the right side at 0.59. Spectral analysis 
demonstrated significant spectral broadening indicating turbulent flow. Color Doppler 
imaging revealed the characteristic appearance of severe atherosclerotic narrowing with 
irregular plaque surface. 

These findings established the diagnosis of hemodynamically significant left carotid stenosis 
responsible for the patient's transient ischemic attack. The patient was initiated on dual 
antiplatelet therapy with aspirin and clopidogrel, high-intensity statin therapy, and 
underwent left carotid endarterectomy one week following the transient ischemic attack. 
Post-operative Doppler ultrasound demonstrated complete resolution of the stenosis with 
normal flow patterns. The patient remained neurologically stable with no recurrent events 
during twelve-month follow-up. 
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7.7 Additional Clinical Case: Fetal 

Umbilical Artery Assessment 

A 32-year-old pregnant woman at 33 weeks gestation presented for routine obstetric 
ultrasound. The patient had developed gestational hypertension at 28 weeks, and the fetus 
showed growth restriction with estimated fetal weight at the 10th percentile for gestational 
age. 

Umbilical artery Doppler ultrasound was performed to assess placental function and fetal 
well-being. The measurements demonstrated peak systolic velocity of 48 centimeters per 
second and end-diastolic velocity of 14 centimeters per second, yielding a resistive index of 
0.71. This elevated resistive index indicated increased placental resistance. Notably, the 
diastolic velocity, while present, was relatively diminished compared to normal pregnancy 
values. 

The clinical team determined that while the Doppler findings were abnormal, they did not yet 
indicate severe placental insufficiency requiring emergent delivery. The patient was 
hospitalized for intensive fetal monitoring with twice-daily cardiotocography and serial 
Doppler ultrasound assessments. Two days later, repeat Doppler ultrasound showed 
progressive deterioration with end-diastolic velocity decreasing to 8 centimeters per second 
and resistive index increasing to 0.83. Additionally, middle cerebral artery Doppler 
demonstrated decreased resistance indicating fetal cerebral vasodilation consistent with 
compensatory response to hypoxia. 

These findings indicated severe placental insufficiency requiring urgent delivery. The patient 
underwent emergent cesarean section delivering a female infant weighing 1950 grams with 
Apgar scores of 7 and 8 at one and five minutes respectively. Cord blood pH measured 7.18, 
confirming metabolic acidosis consistent with the Doppler findings of severe placental 
compromise. The infant required five days in the neonatal intensive care unit but was 
ultimately discharged without complications after fourteen days of hospitalization. 

 

7.8 DOPPLER ULTRASOUND IN ESWL 

Doppler ultrasound plays an important role in monitoring the kidney during extracorporeal 

shock wave lithotripsy (ESWL) for renal and ureteric stones. In addition to conventional 

B-mode imaging used to localize the stone, color and spectral Doppler are used to assess 

renal perfusion and to detect any hemodynamic changes induced by the shock waves. Color 

Doppler demonstrates the global cortical and medullary blood flow pattern, while spectral 

Doppler of the main renal artery and intrarenal arteries allows measurement of peak systolic 

velocity (PSV), end-diastolic velocity (EDV), and the resistive index (RI). A mild, transient rise 

in RI after ESWL is frequently observed and usually reflects temporary vasoconstriction or 

edema, rather than permanent vascular damage, with values typically returning toward 

baseline within a few days. 
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Doppler evaluation can be performed before, during, and after ESWL. Before treatment, it 

provides baseline values of RI and velocities and helps to exclude significant pre-existing 

renal artery disease or severe obstruction. During ESWL, repeated Doppler measurements 

can be used to ensure that there is no sudden loss of diastolic flow or marked increase in RI 

that might suggest acute vascular injury. After the procedure, serial Doppler studies 

document the reversibility of perfusion changes and help to correlate hemodynamic 

recovery with clinical improvement and stone clearance. This combined B-mode and 

Doppler approach enhances the safety of ESWL and provides objective, quantitative 

information about its impact on renal function. 

 

 

Figure 12 : ESWL setup with ultrasound 

 

 

7.8.1 ESWL WITH DOPPLER MONITORING 

A 54-year-old male presented with acute left flank pain, radiation to the groin, and visible 

hematuria. Ultrasound revealed a single 15 mm echogenic stone in the left renal pelvis with 

mild (grade II) hydronephrosis. Color Doppler demonstrated normal cortical perfusion, and 

spectral Doppler of the left main renal artery showed PSV ≈ 85 cm/s and EDV ≈ 32 cm/s, 

giving RI ≈ 0.62, within the normal range and similar to the contralateral kidney. These 

baseline measurements indicated preserved renal blood flow and suitability for ESWL. 
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ESWL was performed under ultrasound guidance with approximately 4000 shock waves 

delivered in a single session, starting at low energy then increasing to a standard 

therapeutic level. Intermittent ultrasound during treatment showed progressive 

fragmentation of the stone into multiple smaller hyperechoic pieces. Immediately after 

ESWL, Doppler of the treated kidney demonstrated stable PSV (~84 cm/s), slightly reduced 

EDV (~31 cm/s), and a transient rise in RI to about 0.68, interpreted as mild, reversible 

increase in vascular resistance due to post-procedural edema and partial obstruction by 

fragments. 

Within one week, the patient passed several small stone fragments, flank pain resolved, and 

follow-up ultrasound showed complete disappearance of the 15 mm stone with resolution 

of hydronephrosis. At that time RI had fallen back to ~0.61, and PSV/EDV values were 

comparable to baseline, indicating recovery of renal perfusion. At three months, the patient 

remained asymptomatic, ultrasound confirmed no recurrent stones, and Doppler 

parameters (RI ≈ 0.62) were normal bilaterally, consistent with a successful ESWL outcome 

without lasting vascular damage. 

 

 

Figure 13 : (a) and (b) are images of the same kidney with and without color Doppler 
twinkling artifact. 
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8. Advantages and Clinical Limitations 

8.1 Significant Clinical Advantages 

Doppler ultrasound offers multiple compelling advantages that have established it as the 
preferred initial imaging modality for vascular and cardiac assessment in most clinical 
scenarios. The technology provides real-time functional information about blood flow 
hemodynamics that cannot be obtained through static imaging modalities. This real-time 
capability enables clinicians to observe cardiac motion, valve function, and blood flow 
patterns during actual physiologic activity, providing information impossible to obtain 
through static imaging methods. 

The complete absence of ionizing radiation represents perhaps the most significant safety 
advantage. This radiologic safety enables repeated examinations without concern about 
cumulative radiation exposure. Doppler ultrasound proves particularly valuable in pediatric 
populations and pregnant patients where radiation protection becomes paramount. Serial 
examinations monitoring disease progression or therapeutic response incur no radiation risk. 

The portability and cost-effectiveness of ultrasound technology ensure widespread 
accessibility. Bedside examination capability enables assessment of critically ill patients 
without transport risk. The relatively low equipment cost compared to CT or MR imaging 
makes ultrasound accessible to resource-limited settings globally. Handheld portable 
ultrasound devices have further expanded accessibility, enabling rapid vascular screening in 
emergency departments, operating rooms, and field settings. 

The non-invasive nature of the examination eliminates procedural complications associated 
with invasive diagnostic procedures. Patients experience no pain, anxiety related to invasive 
procedures, or risk of procedure-related complications. This non-invasive approach enables 
liberal repetition whenever clinically indicated without patient reluctance. 

8.2 Technical Limitations Affecting Clinical 

Accuracy 

Despite these substantial advantages, Doppler ultrasound faces important technical 
limitations that clinicians must recognize and accommodate during clinical practice. Angle 
dependency represents perhaps the most significant technical limitation. Accurate velocity 
measurement requires precise estimation of the beam-to-flow angle, with errors producing 
proportionally larger velocity miscalculations particularly at larger angles. Angles exceeding 
60 degrees become unreliable for quantitative measurement. 

Acoustic window limitations constrain which vessels can be adequately visualized. Dense 
bone produces acoustic shadowing preventing visualization of vessels lying deep to bone. Air-
filled structures such as the lungs create reflection barriers preventing ultrasound 
penetration. Obesity and excessive bowel gas can severely limit visualization of deeper 
structures. In approximately five to ten percent of patients, technical factors prevent adequate 
imaging of abdominal vessels. 

The operator-dependent nature of ultrasound examination means that examination quality 
and diagnostic accuracy depend substantially on operator experience and skill. Two 
experienced sonographers examining the same patient may reach different diagnostic 
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conclusions based on subtle differences in probe positioning, angle optimization, and 
measurement techniques. This operator dependence requires rigorous training and 
continuing education to maintain quality standards. 

Artifacts including aliasing in pulsed-wave systems, blooming artifacts with excessive color 
gain, and motion artifacts from patient or transducer movement can produce misleading 
information. Failure to recognize artifacts can lead to misdiagnosis. For example, aliasing 
artifact in pulsed-wave Doppler produces apparent flow reversal suggesting venous 
insufficiency when high arterial velocities simply exceed the Nyquist limit. Experienced 
operators recognize these artifacts and adjust settings appropriately. 

 

 

9. Future Developments and Emerging 

Technologies 

9.1 Advanced Imaging Modalities 

Three-dimensional and four-dimensional Doppler ultrasound represents an emerging 
technology enabling volumetric visualization of blood flow patterns. These advanced 
modalities capture complete three-dimensional flow information during the cardiac cycle, 
potentially providing superior characterization of complex flow patterns such as valvular 
regurgitation jets or complex hemodynamics. While promising, these technologies remain 
relatively uncommon in clinical practice due to higher equipment costs and increased data 
processing requirements. 

Vector flow imaging techniques aim to measure multidirectional flow velocities rather than 
restricting measurement to a single beam direction. These techniques potentially reduce 
angle dependency and improve quantification accuracy. Research continues on implementing 
vector flow techniques in clinical systems, though widespread adoption remains limited. 

9.2 Artificial Intelligence Integration 

Artificial intelligence algorithms increasingly assist in vessel detection, stenosis 
characterization, and measurement optimization. Machine learning models trained on large 
datasets can identify stenotic lesions, classify stenosis severity, and automatically measure 
key hemodynamic parameters with accuracy approaching experienced human operators. 
Automated angle correction algorithms reduce operator-dependent measurement variability. 

9.3 Portable Technology Advancement 

Miniaturized ultrasound systems have progressively improved capability while maintaining 
portability. Modern portable systems provide color Doppler and spectral Doppler capability 
previously available only in large fixed ultrasound machines. These portable systems enable 
point-of-care ultrasound by non-specialists, though diagnostic accuracy requires appropriate 
training and quality assurance. 
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	Figure 13 : (a) and (b) are images of the same kidney with and without color Doppler twinkling artifact.

