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ABSTRACT

In clinical settings the ankle BP is measured exclusively for the calculation of ankle-
brachial pressure index (ABI) for the diagnosis of peripheral arterial disease. Both, high 
and low ABIs are recognized as clinically important markers of atherosclerotic disease 
due to their strong associations with cardiovascular disease incidence and mortality. 
The value of ankle blood pressure itself has not been evaluated. This study is based on 
the hypothesis that in the beginning of the arterial stiffening and atherosclerosis the 
ankle blood pressure may be determined by blood pressure and the elastic properties of 
conduit arteries. The elevated ankle blood pressure might be one of the earliest signs of 
adverse changes in the cardiovascular system. On the other hand, stenotic changes along 
the conduit vessels decrease the ankle blood pressures, but cause exaggerated exercise 
blood pressure and this group has to be considered as a separate entity.

Subjects for this investigation were derived from a group of 4,038 consecutive 
ambulatory patients, who underwent symptom-limited bicycle exercise test at the 
Helsinki Deaconess Institute between August 1989 and December 1995. The patients 
were referred by occupational health physicians to a symptom-limited exercise test to 
rule out coronary heart disease and evaluate physical fitness. Patients with a documented 
history of cardiovascular disease were excluded from the analysis. The final study group 
consisted of 3,858 patients.

Subjects were divided into five groups based on resting ankle and exercise blood 
pressure at the moderate exercise level. Groups were constructed because they made sense 
pathophysiologically and because the ankle blood pressure has a U-shaped association 
with the risk of a coronary event and cannot therefore be analysed as a continuous 
variable. As there are no established reference values for the ABP or the brachial exercise 
blood pressure, we chose our cut-points (175 and 215 mmHg) arbitrarily to create 
groups of reasonable size. In the reference group the resting ankle blood pressure was 
<175 mmHg and the exercise blood pressure ≤215 mmHg.

The all cause mortality follow-up data were available for up to 15 years. Data on 
coronary death or first non-fatal coronary event, including MI, percutaneous coronary 
angioplasty or coronary artery bypass graft surgery, were available for up to 15 years and 
the follow-up for incident cerebrovascular events was 16 years and for incident dementia 
18 years.

Results were expressed as hazard ratios (HR) and 95% confidence intervals (CI) 
compared to the reference group. The basic models were adjusted for age and sex. The 



larger models were further adjusted for BMI, physical working capacity (metabolic 
equivalents = METs), self-reported blood glucose and cholesterol, current smoking and 
early parental history of cardiovascular disease.

This study confirmed that the ankle blood pressure gives us important information 
about the status of the arterial tree in middle-aged asymptomatic individuals. The main 
finding was that even those persons among whom the elevated ankle blood pressure 
was the only abnormal finding had 1.7-fold higher multivariate-adjusted risk of death, 
especially cardiac or cerebrovascular death (2.2 and 3.3-fold). The elevated ankle blood 
pressure had an independent predictive value even for dementia (1.6-fold), probably 
due to its role as a marker of arterial stiffness or atherosclerosis. On the other hand, 
persons with normal ankle, arm and exercise brachial blood pressure had clearly the best 
prognosis. The total mortality was 5.7%, mortality due to cardiac causes was only 0.95% 
and due to cerebrovascular causes 3.5% during the follow-up of 18 years.

In conclusion, an abnormal increase in ankle blood pressure with or without 
exaggerated exercise BP reaction may act as a forewarning of increased CV risk to 
clinicians, irrespective of resting BP. Wider use of the ankle BP measurement in clinical 
work seems warranted.



ABSTRAKTI

Nilkka-olkavarsipainesuhdetta eli ABI-mittausta käytetään alaraajojen valtimoveren-
kierron arviointiin. Perinteisesti matala ABI-arvo (≤0,90) tarkoittaa perifeeristä stenoot-
tista valtimotautia. Viime vuosina myös korkeaa ABI-arvoa (≥1,4) on pidetty poikkea-
vana mittaustuloksena.

Nilkkapaineen merkitystä – ilman ABI-suhdetta – ei ole selvitetty. Tämän tutki-
muksen perushypoteesina on että verisuonten jäykistyessä (stiffness) ja sklerosoituessa 
(atherosclerosis) nilkkaverenpaine nousee, johtuen sekä verenpaineesta että paikallisista 
verisuonimuutoksista, ja nilkkaverenpaineen nousu on yksi varhaisimmista poikkeavis-
ta kardiovaskulaarista muutoksista. Hypertoninen rasitusverenpainevaste ilman nilkka
verenpaineen nousua erottaa toisaalta ne potilaat, joilla alaraajojen stenoottinen muutos 
ahtauttaa jo alaraajojen verenkiertoa.

Tutkimusaineisto koostuu 4038 potilaasta, joille tehtiin Helsingin Diakonissalai-
toksessa kliininen rasituskoe elokuun 1989 ja syyskuun 1995 välisenä aikana. Valtaosa 
potilaista olivat työterveyslääkärien lähettämiä. Indikaationa olivat fyysisen kunnon 
selvittäminen, sydänlihasiskemian toteaminen tai rasitusastman selvittely. Kun diagn-
osoidut sydänsairaat poissuljettiin, jäi lopulliseksi aineistoksi 3858 potilasta.

Potilaat jaettiin viiteen eri ryhmään perustuen nilkka- ja rasitusverenpaineeseen. 
Ryhmittäminen oli tarpeen, sillä nilkkaverenpaineen yhteys sydän- ja verisuonitautiris-
kiin ei ole lineaarinen. Koska nilkkaverenpaineesta eikä rasituksen aikaisesta verenpai-
nevasteestakaan ei ole olemassa viitearvoja, ryhmät muodostettiin niin, että kukin ryh-
mä oli tilastoanalyysejä ajatellen tarpeeksi iso. Referenssiryhmän muodostivat potilaat, 
joilla nilkkaverenpaine oli korkeintaan 175 mmHg ja rasituksen aikainen systolinen 
verenpaine kohtuullisella kuormalla korkeintaan 215 mmHg. 

Kokonaiskuolleisuutta seurattiin 15 vuotta, sepelvaltimotautitapahtuman tai -kuo-
leman ilmaantumista samoin 15 vuotta ja sairaalahoitoon tai kuolemaan johtaneiden 
aivoverenkiertohäiriöiden ilmaantumista seurattiin 16 vuotta sekä dementoitumista 18 
vuotta.

Potilasryhmällä, jolla ainoana poikkeava löydöksenä oli nilkkaverenpaineen nousu 
yli 175 mmHg, oli referenssiryhmään verrattuna 1,7-kertainen riski kuolla seurannan 
aikana. Erityisesti sydän- ja aivoverenkiertosairauksista johtuva kuolleisuus oli merkittä-
vä (2,2–3,3-kertainen). Myös dementoituminen oli korostunut (1,6-kertainen). Toisaal-
ta referenssiryhmän sairastuvuus ja kuolleisuus oli muihin ryhmiin nähden merkittäväs-
ti pienempää: kokonaiskuolleisuus 5.7 %, sepelvaltimotautisairastuvuus vain 0.95 % ja 
sairastuvuus aivoverenkierron häiriöihin 3.5 %.



Nilkkaverenpaineen nousu joko ainoana poikkeavana löydöksenä tai yhdessä hyper-
tonisen rasitusreaktion kanssa on poikkeava löydös, merkkinä suurentuneesta riskis-
tä sairastua sydän- tai aivoverenkiertosairauksiin tai myöhemmällä iällä dementoitua. 
Nilkkaverenpaineen mittauksen nykyistä laajempi käyttö kliinisessä työssä vaikuttaa 
aiheelliselta.
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1	 INTRODUCTION

There are several established procedures for assessing subclinical changes in human 
arteries. Pulse pressure is perhaps the oldest one and has been used as a crude indicator 
of arterial stiffness. Pulse wave velocity is related to stiffness of the arterial wall, future 
hypertension and vascular diseases. Coronary artery calcium screening and evaluation 
of endothelial dysfunction are the latest methods for assessment of arterial subclinical 
damage.

Patients with exaggerated exercise blood pressure reaction have increased 
cardiovascular and cerebrovascular morbidity, although its value has been debated for 
decades. The elevated exercise blood pressure is observed when the cardiac output is not 
balanced by increased compliance from dilatation of peripheral muscle vasculature , i.e., 
early vascular stiffness caused by structural changes and/or exaggerated sympathetic 
response. Growing evidence exists, that the exaggerated exercise blood pressure is an 
important marker of cardiovascular disease (CVD), associated with incident hypertension 
and vascular mortality. In addition, it promotes endothelial dysfunction by reducing the 
availability of nitric oxide.

The ankle blood pressure is usually measured in conjunction with the brachial blood 
pressure when stenotic peripheral changes are suspected. Decreased ankle-brachial 
pressure index (ABI) is strongly associated with vascular diseases. Nowadays, an elevated 
ABI, a measure of mediasclerosis, seems to be also a significant risk factor of CVD.

We hypothesized that in the beginning of the arterial stiffening and atherosclerosis 
the ankle blood pressure may be determined by systemic blood pressure and the elastic 
properties of conduit arteries. The elevated ankle blood pressure might be one of the 
earliest signs of adverse changes in the cardiovascular system. On the other hand, 
stenotic changes along the conduit vessels decrease the ankle blood pressures, but cause 
exaggerated exercise blood pressure and this group has to be considered as a separate 
entity.

Long-term prospective studies on the value of ankle blood pressure in middle-age 
persons are sparse and the aim of the present study was to assess the independent value 
of ankle blood pressure, together with the brachial exercise blood pressure, as a predictor 
of vascular mortality and morbidity.
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2	 REVIEW OF THE LITERATURE

2.1	 Blood pressure regulation
A fundamental law of the circulation is that arterial pressure is the product of cardiac 
output and total peripheral resistance. The regulation of blood pressure involves a variety 
of organ systems including the central nervous system (CNS), cardiovascular system, 
kidney, and adrenal glands. These systems modulate cardiac output, fluid volume, and 
peripheral vascular resistance as the major determinants of blood pressure. The body has 
several important systems for controlling blood pressure, which react within seconds 
(baroreceptors, chemoreceptors, and CNS ischemic response), minutes (the RAAS, 
stress relaxation, capillary fluid shift, and aldosterone release), and finally hours or days 
(renal volume control) (Guyton AC 1991). The kidney is the dominant mechanism for 
the long-term regulation of blood pressure (pressure natriuresis and renin-angiotensin 
system) (Guyton AC 1991). Renal transplantation studies further support the central 
role of the kidney in regulating blood pressure (Rettig and Grisk 2005).

Increasing clinical evidence indicates that sympathetic nervous system plays a critical 
role in the control of arterial pressure. Sympathetic nerves are continuously active so all 
innervated blood vessels remain under some degree of continuous constriction.

By rapidly regulating the level of activity, the degree of vasoconstriction in the blood 
vessels of many key organs around the body is altered. This in turn increases or decreases 
blood flow through organs, affecting the function of the organ, peripheral resistance, 
and arterial pressure. 

Carotid baroreflex activation affects peripheral sympathetic nerve activity that is 
under the control of the carotid sinus baroreceptors. They are effective in counteracting 
acute changes in arterial pressure causing a tonic inhibitory action on cardiovascular 
centers. Whether arterial baroreflexes affect long-term control of sympathetic activity 
controlling long-term blood pressure and supplying reliable information about the 
actual level of blood pressure, is controversial (Lohmeier TE et al. 2004, Guyton AC 
et al. 1969, Lohmeier TE et al. 2005, Thrasher TN 2006). Recent studies indicate that 
the chronic activation of the carotid baroreflex reduces blood pressure, heart rate, and 
plasma norepinehrine levels suggesting the presence of an inhibitory influence, likely 
baroreflex-mediated renal sympathoinhibition, affecting on the renin release (Weir MR 
and Dzau VJ 1999). 
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A second short-term blood pressure control mechanism exists besides the baroreceptor 
reflex. This rapidly responding system acts at the site of the vasculature. Changes in 
arterial blood pressure lead to corresponding changes in vascular shear stress. This 
mechanical stimulus activates nitric oxide synthase (eNOS). The subsequently formed 
nitric oxide (NO) diffuses into the adjacent vascular smooth muscle cells decreasing the 
vascular resistance and blood pressure is maintained at its initial level. The vascular NO 
system is most effective in dampening blood pressure fluctuations.

There is extensive evidence that the kidneys dominate in long-term control of arterial 
pressure by altering body fluid volume through pressure natriuresis, the ability of the 
kidneys to respond to changes in arterial pressure by altering the renal excretion of salt 
and water. Sympathetic nervous system play an important role in regulating renal blood 
flow, glomerular filtration rate, renin release, and urinary sodium and water excretion 
(Hartner A et al. 2003).

The sympathetic nervous system has moved towards the center stage in cardiovascular 
medicine. The classical concept from Cuyton of the renal fluid feedback mechanism for 
long-term control of arterial pressure has been challenged by a new theory (Korner PI 
2007) arguing strongly for a primary role of the CNS and SNA in the regulation of 
blood pressure through total peripheral resistance, and development of hypertension 
(Castrop H et al. 2010). According to this theory, alterations in peripheral resistance 
and cardiac function lead to chronic changes in arterial pressure while kidney function 
somehow spontaneously adapts to pressure changes allowing for achievement of sodium 
balance (Bie P 2009, Osborn JW et al. 2009, Seelinger E et al. 2004).

2.2	 Elevated blood pressure (hypertension)

2.2.1	 General

Blood pressure (BP) is a biological variable with no cut-off point separating normotension 
from hypertension.The continuous relationship between BP and the risk of CV and renal 
events makes the distinction between normotension and hypertension difficult. Thus, 
a definition of hypertension is somewhat arbitrary. In practice, cut-off BP values are 
universally used, both to simplify the diagnostic approach and to facilitate the decision 
about treatment. According to the ESH/ESC guidelines, hypertension is defined as values 
≥140 mmHg SBP and/or ≥90 mmHg DBP, based on the evidence from randomized 
controlled trials (RCTs) demonstrating that in patients with these BP values treatment-
induced BP reductions are beneficial. One cut-off point is the level of arterial blood 
pressure with doubling of long-term cardiovascular risk (Manchia G et al. 2013). In a 
cohort study of more than 1.2 million Swedish young men with up to 37 years of follow-
up, the relation of diastolic blood pressure to mortality was monotonic and positive, 
with an apparent risk threshold around a pressure of about 90 mmHg. The relation of 
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systolic blood pressure to mortality was U-shaped, with the lowest risk at a pressure of 
about 130 mmHg. The relations of both blood pressures to cardiovascular mortality 
were positive and monotonic, but their relations to non-cardiovascular mortality were 
driven by inverse relations of systolic blood pressure to risk of death from external causes 
(Sundström J et al. 2011).

Hypertension is the most important risk factor for stroke and with abnormal lipids 
and smoking the most important risk factor for myocardial infarction worldwide 
(O’Donell MJ et al. 2010). It has been estimated that globally 13.5% of all deaths are 
attributed to high blood pressure and hypertension accounted for 35% of all annual 
deaths in Europe (Lawes CMM et al. 2008). In Finland, 41% of men and 22% of 
women had at least mildly elevated blood pressure (BP ≥140/90 mmHg). Moderately 
elevated BP (BP ≥160/100 mmHg) was observed in 10 % of men and 4 % of women 
(Laatikainen T et al. 2012).

It has often been reported that “the causes of hypertension are unknown,” but this 
opinion denies the fact that an enormous number of papers have been published on the 
etiology of hypertension. The multifactoral nature of the disease means, however, that it 
is hard to bring the vast array of information into a cohesive framework.

2.2.2	 Obesity

Up to 70% of newly diagnosed cases of hypertension are attributable to obesity (Moore 
LL et al. 2005). Excess weight gain is associated with SNS activation, which contributes 
to renal sodium retention and impaired pressure natriuresis. However, not all obese 
individuals are hypertensive, although the prevalence of hypertension is higher in obese 
than in lean populations. Excess weight gain shifts the distribution of blood pressure 
towards higher values. Thus, obese individuals not classified as being hypertensive would 
have lower BP at a lower body weight (Alwan A 2011, World health statistics 2012). This 
concept is supported by the nearly linear relationship between BMI and BP, by the fact 
that excess weight gain, especially when accompanied by increased visceral adiposity, 
predicts future development of hypertension (CDC 2012), and that weight loss helps 
to prevent the development of hypertension and reduces BP in most hypertensive 
individuals (Weinberger MH et al. 2001).

2.2.3	 Heritability

There is evidence for strong heritability of many cardiovascular risk factors including 
hypertension, although family history is a variable combination of genetics and shared 
environment. The heritable component of BP has been documented in family and twin 
studies suggesting that 30–50% of the variance of BP readings is attributable to genetic 
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heritability and about 50% to environmental factors (Tarnoki AD et al. 2012, Salomaa 
V 2014).

2.2.4	 Salt sensitivity

The salt sensitivity plays an important role in patients with essential hypertension, 
although in statistics of essential hypertension the salt-sensitive hypertension is not 
distinguished from salt-resistant hypertension. This distinction would be important 
because salt sensitivity, independent of blood pressure, is a risk factor for cardiovascular 
morbidity and mortality and other diseases (Felder RA et al. 2013).

2.2.5	 Alcohol

Heavy intake of alcoholic beverages increases BP, but light to moderate alcohol intake 
is probably unrelated to increased BP (Klatsky AL and Gunderson E 2008), allthougth 
recent studies show a consistent linear dose–response associations between alcohol 
consumption and incident hypertension (Okubo Y et al. 2014, Peng M et al. 2013). The 
mechanisms remain unclear, but repetitive alcohol-related sympathetic activation may 
play a permissive role in development of both functional and structural cardiovascular 
changes, and consequently may lead to chronic hypertension (Hering D et al. 2011). 
The patterns and frequency of drinking among low-risk drinkers seems to be important. 
Those who drink more regularly show a lower risk of CHD than those who drink 
infrequently, even among low average alcohol drinkers or when alcohol volume has been 
taken into account (Tolstrup J et al. 2006). It is likely that regular light drinkers have 
advantageous life-style characteristics compared to infrequent light drinkers or binge 
drinkers. There are no RCTs of moderate alcohol drinking with CAD or other end 
points. Residual unmeasured confounding factors could be playing a role in the benefits 
associated with light to moderate drinking in observational studies.

2.2.6	 Tracking

Often the essential hypertension has its origins in the youth. There is a substantial body of 
epidemiologic data that link higher BP levels in childhood with early onset hypertension 
in the adulthood (Falkner B 2012). Cohort studies that obtained repeated measures of 
BP from childhood into young adulthood describe tracking of blood pressure, with 
higher BP levels in childhood corresponding with higher BP levels in young adulthood. 
The BP tracking phenomenon was confirmed by Chen and Wang (Chen X and Wang 
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Y 2008) in their meta-analysis on 50 published cohort studies, representing diverse 
populations.

The definition of hypertension in childhood is, however, complicated. It is based on 
a body of normative data and the upper 5% of the normal BP distribution is defined as 
hypertensive. Due to high variability in BP measurement in children at least three separate 
measurement periods are needed (Redwine KM and Falkner B 2012). In addition, there 
is a strong association of obesity with high BP in both children and adolescents (McNiece 
KL et al. 2007, Acosta AA et al. 2012). The prediction of hypertension in adulthood can 
be improved significantly by using data on childhood overweight or obesity connected 
with parental hypertension history, family socioeconomic circumstances and genetic 
markers (Juhola J et al. 2012).

2.2.7	 Pregnancy

Hypertension during pregnancy is associated with a higher risk of subsequent arterial 
hypertension, even in the absence of risk factors such as obesity (Daviglus ML et al. 2004). 
As a physiological “stress test”, pregnancy may uncover susceptibility to subsequent 
chronic disease, particularly of a vascular or metabolic origin. In the Northern Finland 
Birth Cohort Study (Männistö T et al. 2013) elevated BP during pregnancy was 
observed in ≈17% of all patients and ≈30% of them had a cardiovascular event before 
their late 60s and 3% died of MI. All women who had transient hypertension during 
pregnancy were at higher risk (64% to 153%) of developing chronic hypertension. The 
precise relationship between hypertensive disorders of pregnancy and later onset of 
hypertension remains incompletely resolved. One possibility is that the hypertension in 
pregnancy and preeclampsia in particular, leaves permanent vascular and inflammatory 
changes that increase the risk for hypertension and CVD later in life. Notably, 60% of 
reproductive-aged women have ≥1 cardiovascular risk factor, which is associated with 
an increased cardiovascular disease risk during the life course (Daviglus ML et al. 2004, 
Pencina MU et al. 2009).

2.2.8	 Biomarkers

There are a lot of biomarkers, which act as precursors of manifest hypertension. An 
adrenergic overdrive is documented in patients with hypertension, and the sympathetic 
activation is directly related to the severity of the hypertensive state (Grassi B 2009). 
Whether the heart rate itself is a risk factor for development of hypertension or just a 
marker for increased sympathetic activation is still a matter of debate (Tjugen TB et al. 
2009). The hyperkinetic state has been defined as the clustering of elevated heart rate, 
norepinephrine levels (suggesting sympathetic overactivation), and cardiac output among 



21Ankle Blood Pressure as a Predictor of Vascular Events

borderline hypertensive subjects (Tjugen TB et al. 2010). Sympathetic overactivation 
increases vasoconstriction of resistance vessels through adrenergic stimulation, resulting 
in increased BP (Jamerson KA et al. 1993, Jamerson KA et al. 1994).

Established phase of hypertension is associated with increased total peripheral 
resistance, normal cardiac output with normalization of sympathetic tone. The plasma 
norepinephrine levels have also been normalized in many studies after transition to 
established hypertension.

Impaired endothelial function is associated with manifest hypertension and undergoes 
rapid structural and functional changes that finally result in impaired vasorelaxation, 
oxidative stress and increased adhesiveness of circulating leukocytes (Linder L et al. 
1990, Panza JA et al. 1990). The temporal sequence and hence causality of the latter 
association is, however, uncertain (Taddei S et al. 1996, Paniagua OA et al. 2000). 
Results from longitudinal studies of endothelial dysfunction measured using the flow-
mediated vasodilatation technique (FMD) and risk of development of hypertension are 
conflicting (Rossi R et al. 2004, Shimbo D et al. 2010). In Uppsala Seniors (PIVUS) 
study of elderly, impaired endothelial function measured with the invasive forearm 
technique (EVD) did not play a major role in the development of hypertension or blood 
pressure progression and the observed associations between endothelial dysfunction 
and risk of cardiovascular events are likely mediated through other pathways than 
hypertension (Lytsy P et al. 2013). Similarly, in a long-term analysis of the FATE study 
(Anderson TJ et al. 2011), FMD was not predictive of subsequent cardiovascular events 
and remained an unsignificant predictor in addition to the Framingham risk score. In a 
recent study of Shechter (Shechter M et al. 2014) using the upper arm cuff occlusion for 
evaluating FMD found that brachial artery median FMD independently predicts long-
term adverse CV events in healthy subjects with no apparent heart disease in addition to 
those derived from traditional risk factor assessment. The International Brachial Artery 
Reactivity Task Force (Corretti MC et al. 2002) has been unable to reach a consensus as 
to which technique provides the most accurate or precise data. Endothelial dysfunction 
has a key role in microvascular alterations and is closely but not specifically related to 
hypertension (Yannoutsos A et al. 2014).

2.3	 Ankle blood pressure
The blood pressure waveform amplifies as it travels distally from the heart, resulting in 
a progressive increase in systolic blood pressure. The amplification is due to retrograde 
wave reflection from resistant distal arterioles, which is additive to the antegrade wave 
(Figure 1).
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In the lower extremities hydrostatic pressure causes increased intraluminal pressure, with 
increased wall thickening and with unchanged inner radius. Therefore, both reflected 
waves and changes in vessel wall thickness and consequently stiffness contribute to 
systolic blood pressure amplification (Aboyans A et al. 2012). Anaesthesiologists have 
investigated the suitability of alternative sites for blood pressure measurement in 100 
awake healthy volunteers (Moore C et al. 2008). The ankle blood pressure was on average 
8 mmHg higher than the arm BP. The 95% confidence intervals of agreement are, 
however, wide (-8.2 to 24.0) and it is suggested to take a single blood pressure reading 
at the arm before proceeding to use the ankle for ongoing blood pressure measurement. 
This gives an indication for a given patient of the degree of difference between the two 
sites, and allows appropriate interpretation of subsequent results (Moore C et al. 2008). 
The mean ankle-brachial index in normal children is 1.0, 1.1, and more than 1.1 in aged 
1, 1.5, and 2 years with body surface areas of 0.4, 0.5 and 0.6 m2, respectively (Katz S 
et al. 1997). In adults, the mean normal ABI is 1.15–1.17 (Smith FB et al. 2003, Zheng 
ZJ et al. 1997). There are no reference values for ankle blood pressure.

Figure 1. Schematic representation of arterial pressure waves travelling from the aorta towards the periphery 
and back. Reflected wave returns towards the aorta with a delay and therefore the aortic PP and systolic 
pressures are lower than in periphery. Redrawn from London et al.(2010)
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2.4	 Elevated ankle blood pressure
As mentioned above the blood pressure amplifies as it travels distally. Elevated ankle 
blood pressure can be expected, when the systolic blood pressure is elevated or arteries 
are stiffer. An increased ankle blood pressure and high ABI index may also be expected 
with aging as a result of arterial stiffening. One important cause is the calcification 
of the arterial wall and may occur in ageing patients with medial calcinosis, diabetes 
mellitus, or end-stage renal disease. According to the recent American guidelines the 
ankle artery is incompressible (Monckeberg’s sclerosis), when systolic pressure cannot be 
measured despite cuff inflation > 250 mmHg or the ABI index is over 1.40 (2011 ACCF/
AHA Guidelines). When ankle BP is measured in clinical settings, it is exclusively used 
in the calculation of ankle-brachial pressure index for the diagnosis of peripheral arterial 
disease.

At present, there are no prospective follow-up studies, as to how elevated systolic 
blood pressure, arterial stiffness, medial calcinosis or occlusive stenotic changes alter 
the ankle blood pressure over time (Kain K et al. 2013). It has been postulated that 
raised ankle pressures due to arterial stiffness precede occlusive vascular disease in the 
lower limbs. Arterial stiffness in elastic arteries, but not in muscular arteries, increased 
significantly with advancing age and the presence of high plasma glucose and high BP 
(Zhang Y et al. 2013). Interestingly, in a recent population based study (Wohlfahrt P et 
al. 2013) the aortic stiffness was more related to ankle blood pressure and the elevated 
ankle blood pressure is more a parameter of aortic stiffness than lower-extremity arterial 
stiffness. In another recent study (Kain K et al. 2013) the higher ankle pressure without 
indexing to brachial pressures was one of the earliest signs of adverse changes in the 
arteries in South Asians with DM. Elevated aortic stiffness increases the transmission 
of pulsatile energy to the periphery and may be a potential mechanism explaining the 
association between ankle blood pressure and pulse wave velocity (PWV). 

In an another recent study the mean ankle blood pressure was the strongest predictor 
of carotid augmentation index (AIx) among the BP recordings and this relation remained 
significant even when the influence of age, sex, race, height, heart rate, brachial MAP 
and brachial–ankle pulse wave velocity were statistically accounted for (Tarumi T et al. 
2011) and the strength of the correlation was significantly stronger in younger persons 
than in the older men. These results suggest that peripheral vascular resistance of the 
lower body, as estimated by ankle MAP, contributes importantly to wave reflection 
and augmentation of central BP. On the other hand, elevated ankle blood pressure is 
measured due to more pulsatie energy.
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2.5	 High ankle-brachial index (high ABI)
A high ABI represents poorly compressible infra-popliteal vessels and is histologically 
associated with medial arterial calcification in diabetic patients (Everhart JE et al. 1988, 
Young MJ el al. 1993, Chantelau E et al. 1995). This process can mask the detection 
of PAD, and indeed a high ABI has been observed in tandem with lower extremity 
atherosclerosis in diabetic patients (Aboyans V et al. 2011a, Aboyans V et al. 2008a). 
However, elevated ABI does not simply appear to be “atherosclerosis masked”, as 
important differences in CVD risk factors and vascular outcomes exist between those 
with low and high ABI (Aboyans V et al. 2011b, Allison MA et al. 2008). In one recent 
study the survival in poorly compressible artery (PCA) patients was lower than in those 
with a normal ABI and even lower than in patients with PAD (Arain FA et al. 2012). The 
presence of abnormal Doppler in patients with PCA was associated with a significant 
increment in the risk of death, suggesting that concomitant atherosclerosis adds to 
the risk due to medial arterial calcification. High ABI is associated directly with male 
sex, diabetes mellitus, and hypertension but is inversely associated with smoking and 
hyperlipidemia (Aboyans V et al. 2008b, Allison MA et al. 2008). Allison (Allison MA 
et al. 2008) demonstrated that an ABI >1.40 was associated with stroke and congestive 
heart failure but not with myocardial infarction or angina. In MESA, high ABI was 
associated with incident CVD (Criqui MH et al. 2010). Other studies have reported 
inconsistent results (Sutton-Tyrrell K et al. 2008, Wattanakit K et al. 2007, Resnick 
HE and Foster GL 1999). Especially among diabetic patients high ABI bears a different 
relationship to traditional CVD risk factors than low ABI. They have a shorter history 
of tobacco use, are more likely Caucasian males with longer duration of diabetes. Also 
coronary artery calcification (CAC) is more prominent in high ABI diabetic patients 
(Lilly SM et al. 2013). In the general population increased CAC or carotid intima media 
thickness (cIMT) has not been reliably detected in patients with high ABI (McDermott 
MM et al. 2005, Signorelli SS et al. 2010). In one study (Ix JH et al. 2010) high ABI 
was strongly associated with greater LV mass in community-living persons without 
clinical CVD. This association was not materially altered when adjusted for subclinical 
atherosclerosis in nonperipheral arterial beds. It is obvious that in patients with high 
ABI the systolic BP and PP are elevated due to arterial stiffness and they have greater left 
ventricular mass (Arain FA et al. 2012, Ix JH et al. 2010).

In diabetes the medial arterial calcification (MAC) is common. In a cross-sectional 
study of 185 community-living individuals with mean age of 32 years and diabetes 
duration of 23 years, 57 % had MAC in the x-ray examination. Interestingly, the ankle-
brachial pressure difference (ABD) >25 mmHg gave the best overall accuracy (70%) 
with sensitivity of 57% and specifity of 84%. Cut-points (ABI >1.4 or ABD >25 mmHg), 
suggested in the literature, provided high specifity but poor sensitivity (Ix JH et al. 
2012). Those will probably indentify individuals with severe or long-standing MAC.
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2.6	 Low ankle-brachial index (low ABI)
The low ABI is the diagnostic tool most commonly used to define peripheral artery 
disease (PAD). Lower extremity peripheral artery disease is the third leading cause of 
atherosclerotic cardiovascular morbidity, following coronary artery disease and stroke 
(Fowkes et al. 2013). It is recognized as a clinically important marker of atherosclerotic 
disease due to its strong association with cardiovascular disease incidence and mortality 
(Fowkes et al. 2013, Selvin E et al. 2004, Newman AB et al. 1999). In a large-scale 
prospective study 1 in 5 elderly patients visiting their primary care physician had 
PAD (12.2% asymptomatic, 8.7% symptomatic) (Hirsch AT et al. 2001). It provides 
additional information on risk beyond the assessment of conventional risk factors. 

There is controversy about what ABI threshold should be used to diagnose PAD. An 
ABI ≤0.90 remains the most common threshold to detect >50% stenosis identified by 
imaging methods or angiography (Diehm C et al. 2009, Wilkinson IB et al. 2000, Allen 
J et al. 1996, Niazi K et al. 2006, Premalatha G et al. 2002, Schroder F et al. 2006, 
Williams DT et al. 2005). All these studies found reasonably high specificity (83%–
99%) but lower sensitivity (69%–79%). According to Bayes’ theorem the probability 
of ABI should also be interpreted according to the a priori probability of PAD in the 
population studied.

2.7	 Criticism about ABI measurement
The current lack of standards for measurement and calculation of the ABI leads to 
discrepant results with significant impact from clinical, public health, and economic 
standpoints (Aboyans A et al. 2012). In a review of 100 randomly selected reports using 
the ABI, multiple variations in technique were identified, including the position of the 
patient during measurement, the sizes of the arm and leg cuffs, the location of the cuff 
on the extremity, the method of pulse detection over the brachial artery and at the 
ankles, whether the arm and ankle pressures were measured bilaterally, which ankle 
pulses were used, and whether a single or replicate measures were obtained (Klein S and 
Hage JJ 2006).

The ABI measurement had a high specificity but low sensitivity for PAD (Guo X et 
al. 2008, Dachun X et al. 2010). The ABI varies according to the population studied, 
the cutoff threshold, and the technique used to detect flow in the ankle arteries. The 
accuracy of the ABI is generally based on severe cases of PAD and data on the optimal 
ABI threshold for the diagnosis of PAD are scarce.

The relatively low sensitivity is due to several reasons: mild peripheral artery disease 
might not be detected by ABI at rest because severe stenosis in at least one major artery 
is needed to reduce the ankle pressure. On the other hand, lesions affecting the internal 
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iliac or the femoral profound arteries, as well as distal peripheral artery disease in the 
pedal or toe arteries, do not affect the ABI.

Medial vascular calcification (Monckeberg’s sclerosis) and intimal stenotic lesions 
(atherosclerotic) frequently coexist, especially with ageing, diabetes mellitus or end-stage 
renal disease. When vascular calcification is present, stenotic occlusive disease cannot 
be reliably detected by the ABI (Suominen V et al. 2008, Aboyans V et al. 2008). In a 
recent Chinese study, increased interankle BP differences detected mild arterial disease 
in the lower extremities better than ABI (Sheng CS et al. 2013).

According to a recent statement the Doppler method should be used for the 
determination of the ABI (gold standard) (Aboyans A et al. 2012). In many large-scale 
studies, however, oscillometric methods have been used. The oscillometric technique is 
based on the assumption that the maximum oscillations appearing during cuff deflation 
correspond to the mean arterial pressure and that SBP and diastolic blood pressure can 
be calculated from the mean arterial pressure with mathematical algorithms. The devices 
have been designed for measuring blood pressure in non-obstructed arms, not the legs, 
and especially not in diseased legs (Jönsson B et al. 2001, Ramanathan A et al. 2003, 
Beckman JA et al. 2006, Mehlsen J et al. 2008, Aboyans V et al. 2009). Many studies 
have questioned the validity of the oscillometric method for the detection of PAD. The 
correlation between Doppler-derived and oscillometry-determined ankle pressures and 
ABIs in healthy subjects or subjects with mild PAD have been acceptable.

When the ABI determined by the Doppler method is in the low range, the 
oscillometric method results in an overestimation of the actual pressure or is unable to 
detect low pressures (Aboyans A et al. 2012, Korno M et al. 2009, Nukumizu Y et al. 
2007, Ramanathan A et al. 2003).

The toe vessels are less susceptible to vessel stiffness and the determination of toe-
brachial index (TBI) may be useful. The TBI had a sensitivity of 90% to 100% and a 
specificity of 65% to 100% for the detection of vessel stenosis (Høyer C et al. 2013). 
No firm conclusions could be drawn about the role of TBI as a prognostic marker for 
cardiovascular mortality and morbidity. In contrast to the well-defined and evidence-
based limits of the ABI, the diagnostic criteria for a pathologic TBI remain ambiguous 
and a TBI <0.70 as the cutoff value is not strictly evidence-based (Høyer C et al. 2013). In 
one Finish study 28% of those with low ABI did not have abnormal TBI and at the same 
time 27% of those with normal ABI had abnormal TBI. Reason for this discrepancy 
might be in the validity on oscillometric devices and also significant PAD in calcified 
vessels (Suominen V et al. 2010).
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2.8	 Central blood pressure and arterial stiffness

2.8.1	 General

In young people with normal viscoelastic properties of large artery wall, backward and 
forward waves meet in the ascending aorta at the end of systole, and the superimposition 
of these two waves occurs throughout the whole diastolic phase. The central SBP is, 
therefore, mainly defined by the forward pulse wave magnitude, i.e. interaction of left 
ventricular ejection with the impedance of the circulation. The backward waves are also 
attenuated due to the windkessel effect. The natural elasticity of the aorta buffers large 
changes in pulse pressure due to ventricular ejection, ensuring that vital organs do not 
receive damaginly high pulsatile blood flow.

The aging of the large arteries is characterized by progressive collagen accumulation 
and changes in the structure of elastic lamellae, which become sparse, disorganized and 
fractured (O’Rourke MF and Hashimoto J 2013). The net effect of arterial remodeling 
associated with aging is a progressive reduction in vascular elasticity and compliance. 
The peripheral and central systolic blood pressure increase, whereas diastolic blood 
pressure decreases and the mean arterial pressure remain constant.

‘A man is as old as his arteries’ (Leonard A 1990). This aphorism is based on the 
observations that arterial ageing and cardiovascular risk such as hypertension, obesity, 
impaired glucose tolerance, and dyslipidemia (Sutton-Tyrrell K et al. 2001, Männistö T 
et al. 2013, Mitchell GF et al. 2007) are associated with increased arterial stiffness and 
elevated pulse pressure (Yambe M et al. 2007, Kaess BM et al. 2012). Increased arterial 
stiffness in the large elastic arteries leads to an increase in central blood pressure (BP) 
and ultimately to target organ damage (Kotsis V et al. 2011, Safar ME et al. 2012), 
particularly in high flow organs such as the heart, kidneys and brain.

2.8.2	 Arterial stiffness

Arterial stiffness can be considered as a measure of the cumulative influence of 
cardiovascular risk factors with aging on the arterial tree. It reflects true arterial wall 
damage. In contrast to the classical ‘circulating’ cardiovascular risk factors, such as BP, 
glycaemia and lipids, arterial stiffness integrates the long-lasting effects of all identified 
and nonidentified cardiovascular risk factors and thus may be considered as a ‘tissue’ 
biomarker.

Arterial stiffness, assessed by PWV, significantly and progressively increases with age 
in elastic arteries in both men and women, whereas in muscular arteries, only slight age-
related modifications in PWVs have been detected in men (Zhang Y et al. 2013). Only in 
elastic arteries, but not in muscular arteries, PWV was significantly and independently 
associated with plasma glucose, brachial BPs and carotid IMT (Selvin E et al. 2004). 
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It is attributable to the elastin depletion and collagen deposition in elastic arteries with 
advancing age. Thus, compared with elastic arterial stiffness, the stiffness in muscular 
arteries seems to be ‘invulnerable’ to conventional cardiovascular risk factors, including 
age, smoking, plasma glucose and cholesterol, BP levels and arterial wall thickness.

Increased arterial stiffness in the large elastic arteries leads to an increase in central 
blood pressure. The amplitude of forward wave increases, pulse wave propagates 
faster and backward wave returns earlier and stronger because the elasticity of vessels 
is diminished. A premature return of reflected waves in late systole increases central 
systolic and pulse pressure with more loads on the left ventricle enhancing myocardial 
oxygen demand. On the other hand, the increased arterial stiffness in elastic arteries 
and unchanged arterial stiffness in muscular arteries would contribute to an attenuated 
mismatch between central aorta and periphere arteries, and consequently lead to an 
increase in pulsatile energy transmitted from the aorta to the microcirculation (Mitchell 
FG 2008).

Figure 2. Upper panel. In the presence of normal arterial stiffness the reflections occur distant from 
microcirculation. The reflected wave returns to the aorta in diastole maintaining normal aortic pulse pressure. 
The windkessel effect together with the partial reflections limit the transmission of pulsatile pressure energy 
to the periphery and protect the microcirculation. Lower panel. Elevated aortic stiffness. Elevated aortic pulse 
pressure. Due to an attenuated mismatch between central aorta and periphere arteries pulsatile pressure is not 
sufficiently dampened and is transmitted and damaging the microcirculation. Redrawn from London et al. (2010)
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The arterial stiffness has good predictive value for cardiovascular events, independent of 
conventional cardiovascular risk factors (Manchia G et al. 2013). It is regarded as a direct 
measure of target organ damage, indicating the occurrence of pathological changes in 
large artery walls under the action of cardiovascular risk factors. Several cross-sectional 
studies have assessed factors associated with higher arterial stiffness. High blood pressure, 
diabetes, heart rate, and to a lesser degree presence of dyslipidemia, and smoking, have 
been reported to be independently associated with greater arterial stiffness (Yambe M et 
al. 2007, Takase H et al. 2011, Benetos A et al. 2002, Sa Cuncha R et al. 1997, Wang F 
et al. 2011, Stefanadis C et al. 1997). Also in a population-based sample of middle-aged 
men the aortic stiffness had a significant positive association with aortic calcification 
measured as aortic calcium score, suggesting that aortic calcification is one mechanism 
responsible for aortic stiffness in middle-aged men (Sekikawa A et al. 2012).

Prospective studies have suggested that the vascular stiffness is more likely a 
precursor than the result of hypertension. Higher arterial stiffness was predictive of 
incident hypertension, whereas higher initial blood pressure was not predictive of an 
increase in arterial stiffness (Kaess BM et al. 2012). In the Baltimore Longitudinal Study 
of Aging (Najjar SS et al. 2008) increased arterial stiffness in nonhypertensive persons 
predicted later incidence of hypertension. Elevated aortic blood pressure with normal or 
high-normal brachial blood pressure identified those patients with target organ changes 
(Booysen HL et al. 2013). Elevated blood pressure during pregnancy as a stressor 
signals higher risk of cardiovascular, cerebrovascular, and kidney disorders, as well as 
diabetes mellitus, later in life (Männistö T et al. 2013). In summary, it seems that that 
arterial stiffness begins to manifest at the very early stage of hypertension, even before 
prehypertension. Vascular stiffness is likely to be a precursor rather than the result of 
hypertension (Kaess BM et al. 2012).

2.8.3	 Measurement

Arterial stiffness can be measured by pulse wave velocity (PWV) or augmentation index 
(AIx). The former measures the speed of travel of the pulse wave in the aorta. AIx is the 
pressure increment from the shoulder of the systolic waveform. The Aix quantifies the 
role of wave reflection in determining an elevation of central blood pressure.

The PWV is generally accepted as the most simple, non-invasive, robust and 
reproducible method to determine arterial stiffness. The relationship between aortic 
stiffness and CV events is continuous, but a threshold >12 m/s has been accepted as 
an estimate of significant alterations of aortic function in middle-aged hypertensive 
individuals (Mancia G et al. 2007). European Society of Cardiology (ESC) guidelines 
for the management of arterial hypertension include PWV in a list of factors influencing 
the prognosis of patients with hypertension and recommend a threshold PWV value of 
greater than 12 m/s to be used as an index of large artery stiffening and an indicator of 
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sub-clinical organ damage (Mancia G et al. 2007). In the Rotterdam Study the aortic 
PWV was a strong predictor of coronary heart disease and stroke and improved the 
prediction of CVD when added to known conventional risk factors (Mattace-Rasso 
FUS et al. 2006).

There are two possible mechanisms for the PWV increase. The first one is due to 
structural, and the other one due to functional changes of arterial wall. Structural 
stiffening of elastic arteries caused by aging and other cardiovascular risk factors is 
explained by fragmentation and alteration of the elastic fiber network responsible for the 
buffering function of arteries (Laurent S et al. 2005). Functional stiffening of arteries 
results from increased blood pressure. Under normal blood pressure, elastic elastin fibers 
are recruited. Increased blood pressure loads stiffer collagen fibers, thereby increasing 
arterial stiffness. This explains the nonlinear relationship between blood pressure and 
PWV (Wagenseil JE and Mecham RP 2009). Functional stiffening of arteries can be 
reversed by blood pressure lowering (Asmar RG et al. 1988). In the presence of structural 
changes, the stiffening is less dependent on blood pressure (Mourad JJ et al. 1997). The 
PWV increase due to structural changes is more deleterious than the functional PWV 
increase caused by increased blood pressure (Wohlfahrt P et al. 2013). In summary, the 
association between vascular stiffening and blood pressure is particularly interesting 
because the functional relationship is likely bidirectional (Yannoutsos A et al. 2014). 
Elevated blood pressure may cause vascular damage and accelerated conduit artery 
stiffening. Conversely, aortic stiffening increases pressure pulsatility and therefore 
affects systolic blood pressure. Temporal relationships between vascular stiffness and 
blood pressure remain, however, incompletely elucidated.

2.8.4	 Central haemodynamics

The predictive value of central haemodynamics is based on its pathophysiological 
importance. It is aortic systolic pressure that the left ventricle encounters (“sees”) during 
systole (afterload) and the aortic pressure during diastole is a determinant of coronary 
perfusion.

Central pulse pressure (cPP) can be partitioned into the height of the first shoulder 
of the central pulse wave (P1) and augmentation pressure or index (AP, Aix). P1 is 
determined by stroke volume and by the impedance of the aorta. AP is thought to be 
determined by pressure wave reflection from the periphery and/or by the functional 
compliance or “reservoir function” of the aorta (Davies JE et al. 2010, Van Bortel LM 
et al. 2011). It has generally been regarded as a measure of pressure wave reflection 
influenced by the tapering of the arterial tree and hence by arterial tone in muscular 
arteries (Cecelja M et al. 2012).
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Interestingly, compared with P1, AP bears little relation to aortic stiffness and can be 
influenced by nitrovasodilation independently of any effect on aortic stiffness (Van Bortel 
LM et al. 2011, Cecelja M et al. 2009, Kelly RP et al. 2001). Also AP is independent of 
the intrinsic stiffness of the arterial wall as measured by using PWV (Cecelja M et al. 
2012, Cecelja M et al. 2009). The differing age-related changes in AP and P1 explain 
the nonlinear increase in aortic stiffening with age (Kelly RP et al. 2001, McEniery 
CM et al. 2005). In young individuals the amplification of cPP is mainly determined 
by AP, in older age with stiffer aorta the P1 widening is seen in the reduced progression 
of augmentation index (Aix). The stiffer aorta with increased incident wave magnitude 
is then the main important determinant of both cPP and peripheral pulse pressure 
(Mitchell GF et al. 2010). Due to the variable degree of amplification of the pulse 
pressure wave from the aortic root to the peripheral circulation the brachial pressure is 
not a perfect surrogate for central aortic pressure. The amplification process is influenced 
by many factors, including ageing and aortic stiffness, heart rate, height or gender.

It seems that the cPP, Aix and PWV are jointly associated with future systolic blood 
pressure and incident hypertension. Further, elevated aortic forward amplitude and 
augmentation index seem to correlate better with incident hypertension than cfPWV 
(Kaess BM et al. 2012, Tomiyama H et al. 2013).

Arterial stiffness is positively, but nonlinearly related to distending pressure and the 
augmentation of reflected wave is perhaps one of the earliest signs of vascular damage. 
While PWV reflects more the viscoelastic properties of the aorta and Aix is more an 
indicator of the reflected waves, it seems to be reasonable to differentiate between PWV 

Figure 3. Central (aortic) pulse pressure and augmentation pressure
Figure 3. Aortic pulse pressure waveform. Augmentation pressure is the additional pressure added to the forward wave by 
the reflected wave. Augmentation index is defined as the augmentation pressure as a percentage of pulse pressure. The 
dicrotic notch represents closure of the aortic valve and is used to calculate ejection duration. Time to reflection is calculated 
as the time at the onset of the ejected pulse waveform to the onset of the reflected wave.
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and Aix. However, these two factors are interrelated as increased arterial stiffness can be 
measured by both PWV and Aix.

The discrepancy in arterial stiffness between elastic and muscular arteries would 
probably lead to an attenuated impedance match between aorta and peripheral arteries 
and future microcirculation-related end-organ damage (Zhang Y el al. 2013). There is a 
cross-talk between the microcirculation and the macrocirculation (Laurent S et al. 2009) 
to promote a vicious circle of increased peripheral vascular resistance with increased 
arterial stiffness in the large elastic arteries leading to an increase in central blood 
pressure. These pathophysiological abnormalities are directly related to the development 
of hypertension via abnormal pressure wave reflection/microvascular damage in the 
peripheral arteries caused by increased propagation of pressure energy (Tomiyama H 
and Yamashina A 2012, O’Rourke MF et al. 2010, Tomiyama H and Yamashina A 
2010, Yambe M et al. 2007, Kaess BM et al. 2012, Najjar SS et al. 2008, Takase H 
et al. 2011), which accelerates the decline of renal function via pulsatile nephropathy. 
On the other hand, renal dysfunction is thought to be related to the development of 
hypertension via impairment of renal sodium and water excretion and/or enhancement 
of the renal sympathetic nerve activity (Takase H et al. 2012, Gross ML et al. 2005).

2.9	 Exercise blood pressure and exaggerated exercise blood pressure

2.9.1	 General

During normal exercise, cardiac output increases in response to the demand of working 
muscles because of a sympathetically mediated increase in heart rate and stroke volume. 
Arterial pressure, both peripheral and central, rises in a graded fashion with increasing 
exercise intensity. Systemic vasodilatation offsets the rise in cardiac contractility, heart 
rate, and left ventricular output, resulting in increased peripheral blood flow (Sharman 
JE et al. 2005). Increased cardiac output, decreased peripheral vascular resistance, and 
their interactions determine blood pressure during exercise.

When cardiac output is not balanced by increased compliance from peripheral 
muscle vasculature dilation, the result is a sharp increase in systolic blood pressure. Also 
vascular stiffness or an exaggerated sympathetic response on exercise might promote 
exaggerated blood pressure reaction, although the relative contributions of increased 
vascular stiffness or impaired endothelial function to exercise have not been evaluated in 
a large community-based sample.

The mechanisms underlying an excessive increase in systolic blood pressure are likely 
to be multifactorial. Structural abnormalities in the peripheral vasculature or an inability 
of the peripheral vasculature to appropriately vasodilate and allow peripheral runoff of 
increased blood flow, could increase BP during exercise (Fagard RH et al. 1996, Fossum 
E et al. 1999). One possible causative factor is the stiffening of large arteries that occurs 
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with the aging process which is accelerated in disease states (Laurent S et al. 2006). 
Third, impaired endothelial function may be associated with exaggerated blood pressure 
reaction (Tzemos N et al. 2009, Stewart KJ et al. 2004). Additionally, increased levels 
of serum cholesterol and insulin resistance have been shown to positively correlate with 
changes in BP with exercise (Brett SE et al. 2000, Gaudreault V et al. 2013). Physical 
fitness may also be an important factor, because it is related to insulin resistance and 
exercise BP responses (Fossum E et al. 1999).

The aortic pressure is the sum of a reservoir pressure and excess pressure caused 
by forward and backward propagating waves (Davies JE et al. 2007, Wang JJ et al. 
2003). The exercise causes a systemic vasodilatation and backward wave augmentation is 
reduced (Munir S et al. 2008). The augmentation of central BP during exercise takes place 
mainly because of increases in forward propagating waves generated by left ventricular 
ejection. These incident waves are thus the principal components of excess pressure load 
induced with exercise and there seems to be only a minor role for wave reflection in 
exercise central BP (Schultz MG et al. 2013). In some studies the central to peripheral 
pressure amplification have been observed to magnify during exercise (Kroeker EJ and 
Wood EH 1955, Rowell LB et al. 1968). In summary, a reduction in aortic compliance 
together with structural abnormalities in the peripheral vasculature and an inability of 
the peripheral vasculature to appropriately vasodilate could increase BP during exercise 
(Fagard RH et al. 1996, Fossum E et al. 1999).

2.9.2	 Cross-sectional and follow-up studies

Several cross-sectional studies have assessed factors associated with exaggerated 
BP response to exercise. In the recent report of the Framingham Offspring Study 
(Thanassoulis G et al. 2012) increased arterial stiffness and impaired endothelial 
function correlated significantly with higher exercise systolic BP response. Sung J 
et al. (2012) found similar results among volunteers for a health screening program. 
According to Tsiachris (Tsiachris D et al. 2010) exaggerated blood pressure response 
during exercise constitutes a sign of premature cardiovascular stiffening in the setting 
of uncomplicated hypertension. Some other studies have shown impaired endothelial 
function to be associated with an exaggerated BP response to exercise (Laurent S et al. 
2006, Tzemos N et al. 2009).

In follow-up studies the prognostic value of an exaggerated exercise systolic blood 
pressure response remains, however, controversial. In the study of Weiss (Weiss et al. 
2010) asymptomatic individuals with elevated exercise BP carried higher risk of CVD 
death but the result became nonsignificant after accounting for resting BP. However, 
Bruce stage 2 BP >180/90 mm Hg identified nonhypertensive individuals at higher 
risk of CVD death. In a recently published meta-analysis (Schultz MG et al. 2013) a 
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hypertensive response to exercise at a moderate exercise workload predicts CV outcomes 
independently of office BP, age, or multiple CV risk factors.

Bouzas-Mosquera (Bouzas-Mosquera et al. 2010 ) found, however, that a hypertensive 
response to exercise was associated with improved long-term survival and a lower risk 
of death or nonfatal MI in patients with DM and known or suspected CAD. The 
mechanism accounting for the more favorable outcome in this selected diabetic group 
might be related to the fact that an exercise-induced increase in cardiac output is a major 
determinant of the BP response during exercise and exaggerated exercise blood pressure 
might reflect a greater cardiac output reserve with high systemic vascular resistance. 
Also Campbell (Campbell et al. 1999) found that exercise hypertension is associated 
with a lower likelihood of myocardial perfusion abnormalities and is not associated with 
an increased mortality rate.

The results on the prognostic significance of exercise BP are not consistent (Smith RG 
et al. 2009), which may be due to the fact that the two haemodynamic components of 
BP change in opposite directions during a dynamic exercise: systemic vascular resistance 
decreases whereas cardiac output increases. Bottom line is the population studied. In 
population-based studies individuals with a hypertensive response to exercise likely have 
impaired vascular function, a blunted reduction of systemic vascular resistance during 
exercise , which limits their ability to compensate for the increased cardiac output. Such 
individuals may have normal (or near-normal) resting BP but the frequent transient 
increases in BP at low to moderate exercise may increase the propensity for developing 
LVH and may increase the risk for future cardiovascular disease events (Fagard RH et 
al. 1996).

On the other hand, when hypertension is associated with cardiac dysfunction and 
blunted exercise-induced increase of cardiac output, the prognostic significance of 
exercise BP may be lost (Fagard RH et al. 1996). A higher BP during exercise may even 
carry a better prognosis, in patients with suspected cardiac disease, or with heart failure, 
in whom a higher exercise BP implies relatively preserved systolic cardiac function (Smith 
RG et al. 2009, Hedberg P et al. 2009, Gupta MP et al. 2007, Corra U et al. 2012). 
In older patients with concomitant chronic diseases the impaired arterial dilatation 
translated into an excessive rise of BP may at least partly depend on cardiac output.

2.9.3	 Consensus

According to the 2013 ESH/ESC guidelines on hypertension (2013) there is currently 
no consensus on normal BP response during dynamic exercise testing. One definition of 
an exaggerated BP response to exercise is considered as the systolic blood pressure ≥210 
mmHg for men and ≥190 mmHg for women (Le VV et al. 2008, Smith RG et al. 2009). 
Other studies use the increase of SBP at fixed submaximal exercise (Le VV et al. 2008, 
Smith RG et al. 2009, Huot M et al. 2011, Sung J et al. 2012).
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Exercise testing to predict future hypertension is not recommended because of a 
number of limitations, such as lack of standardization of methodology. Furthermore, 
there is no unanimity on the association of exercise BP with subclinical organ damage, 
such as LVH, after adjustment for other covariates, as well in normotensive as in 
hypertensive patients (Le VV et al. 2008). Also the predictive value of a hypertensive 
response for subsequent cardiovascular events seems to be low (Campbell L et al. 
1999). There are, however, other studies, which show that a hypertensive response to 
exercise independently predicts cardiovascular events and mortality (Schultz MG et al. 
2013, Skretteberg et al. 2013). It is associated with arterial stiffness in a normotensive 
population without clinical cardiovascular diseases (Sung J et al. 2012). In normotensive 
subjects and in mildly hypertensive patients with adequate increase of cardiac output, 
an exaggerated BP response predicts a poorer longterm outcome (Smith RG et al. 2009, 
Holmqvist et al. 2012, Sharman JE et al. 2011).
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3	 SUBCLINICAL TARGET ORGAN DAMAGE (OD)

3.1	 General
Owing to the importance of asymptomatic OD as an intermediate stage in the 
continuum of vascular disease, and as a determinant of overall CV risk, signs of organ 
involvement should be sought carefully by appropriate techniques if indicated (2013 
ESH/ESC Guidelines). A large body of evidence is now available on the crucial role of 
asymptomatic OD in determining the CV risk of individuals with and without high BP. 
The most important subclinical organ damages are seen in microalbuminuria, increased 
pulse wave velocity (PWV), left ventricular hypertrophy (LVH) and intima media 
thickness and/or carotid plaques (Yeboah J et al. 2012). Each of them can predict CV 
mortality independently of SCORE stratification and the risk increases as the number 
of damaged organs increases (Sehestedt T et al. 2010, Segestedt T et al. 2012, Volpe M 
et al. 2012).

3.2	 ECG
A 12-lead ECG has a low sensitivity in detecting anatomic LVH but remains a valuable 
tool for the detection of hypertensive target organ damage and is an independent predictor 
of CV events (Levy D et al. 1994). It can be used to detect LVH, ventricular overload 
or ‘strain’, ischaemia, conduction abnormalities, left atrial dilatation and arrhythmias, 
including atrial fibrillation. Twenty-four-hour Holter electrocardiography is indicated 
when arrhythmias and possible ischaemic episodes are suspected. Atrial fibrillation is a 
very frequent and common cause of CV complications, especially stroke, in hypertensive 
patients (Kirchhof P et al. 2011).

3.3	 Echocardiography
Echocardiography is more sensitive than electrocardiography in diagnosing LVH. It may 
help in a more precise stratification of overall risk and in determining therapy (Cuspidi 
C et al. 2002). Hypertension is associated with alterations of LV relaxation and filling 
(diastolic dysfunction). The Doppler transmitral inflow pattern can quantify filling 
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abnormalities and predict subsequent heart failure and all cause mortality (Aurigemma 
GP et al. 2001, Bella JN et al. 2002). Determination of left atrial dilatation can provide 
additional information and it predicts independently death, heart failure, atrial fibrillation 
and ischaemic stroke (Abhayaratna WP et al. 2006). In clinical practice, the routine 
execution of echocardiographic examination is expensive and not always available. 
Hypertensive patients with normal ECG and without other pathological conditions 
should not receive an echocardiographic examination routinely (Nardi E et al. 2012). 
However, the echocardiography in hypertensive patients at moderate CV risk may refine 
the risk evaluation by detecting LVH undetected by ECG and in hypertensive patients 
with ECG evidence of LVH it may more precisely assess the hypertrophy quantitatively.

3.4	 Intima media thickness
Ultrasound examination of the carotid arteries with measurement of intima media 
thickness (cIMT) and/or the presence of plaques has been shown to predict the 
occurrence of both stroke and myocardial infarction, independently of traditional CV 
risk factors (Sehestedt T et al. 2010, Nambi V et al. 2010, Zanchetti A et al. 2002). The 
relationship between carotid IMT and CV events is a continuous one and determining a 
threshold for high CV risk is rather arbitrary. A carotid IMT >0.9 mm has been taken as 
a conservative estimate of existing abnormalities (European Guidelines 2012). A recent 
systematic review concluded that the added predictive value of carotid screening may 
be primarily found in asymptomatic individuals at intermediate CV risk, above and 
beyond traditional risk factors (Peters SA et al. 2012). In the IMPROVE trial a 12.1% 
reclassification improvement of patients at increased CV risk was found when information 
derived from a single cIMT was combined with classical risk factors (Baldassarre D 
et al. 2012). In the ARIC study (Nambi V et al. 2010) the IMT measurement and 
identification of plaque presence or absence improved CHD risk prediction and the 
conclusion was that it should be considered in the intermediate risk group. Adding 
cIMT and plaque information resulted in the reclassification of ~23% of the subjects, 
with a net reclassification improvement of ~9.9%. In the European guidelines (2012) 
vascular ultrasound screening is considered reasonable in risk assessment among 
asymptomatic individuals at moderate risk. In the European Lacidipine Study on 
Atherosclerosis (ELSA) baseline cIMT values but not treatment-induced changes in 
cIMT predict incident cardiovascular events in treated hypertensive patients (Zanchetti 
A et al. 2009). In the new 2013 ACC/AHA Cardiovascular Risk Guidelines (Andrus 
B and Lacaille D 2014) the cIMT is not recommended as a routine measurement in 
clinical practice for risk assessment of a first atherosclerotic cardiovascular (ASCVD) 
event because the addition of common cIMT measurements to the Framingham Risk 
Score (FRS) was associated with only small improvement in 10-year risk prediction of 
first-time myocardial infarction or stroke. This improvement is unlikely to be of clinical 
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importance (2013 ACC/AHA Guidelines, Den Ruijter HM et al. 2012). Standardization 
of cIMT measurement is also a major challenge (Den Ruijter HM et al. 2012).

3.5	 Pulse wave velocity
Carotid-femoral pulse wave velocity (PWV) is the ‘gold standard’ for measuring aortic 
stiffness (Laurent S et al. 2006). Aortic stiffness has independent predictive value for 
fatal and non-fatal CV events in hypertensive patients (Vlachopoulos C et al. 2010). The 
additive value of PWV above and beyond traditional risk factors, including SCORE 
and Framingham risk score, has been quantified in a number of studies (Sehestedt T 
et al. 2010, Segestedt T et al. 2012, Boutouyrie P et al. 2002, Mattace-Raso FU et al. 
2006). A substantial proportion of patients at intermediate risk could be reclassified into 
a higher or lower CV risk, when arterial stiffness is measured (Sehestedt T et al. 2010, 
Mattace-Raso FU et al. 2006, Mitchell GF et al. 2010).

According to the European Guidelines on cardiovascular disease prevention 
the measurement of carotid–femoral pulse wave velocity provides a comprehensive 
non-invasive assessment of arterial stiffness (damage in the arterial wall) and has an 
independent predictive value for all-cause and cardiovascular morbidity, coronary 
events, and strokes in patients with uncomplicated essential hypertension as well as 
in the general population (Perk J et al. 2012). However, the electronic, interactive 
version of SCORE—HeartScore is currently being adapted to allow adjustment for the 
impact of HDL cholesterol on total risk but not the PWV. The new 2013 ACC/AHA 
Cardiovascular Risk Guidelines do not recommend the PWV as an additive risk factor 
in the traditional risk scores.

Interestingly, systolic or pulse pressure seems to be a poor surrogate for stiffness in 
the young (McEniery CM et al. 2005, Ben-Shlomo Y et al. 2014) whereas the PWV 
is a stronger risk factor amongst younger individuals although it was weaker, but still 
predictive, in older individuals (Ben-Shlomo Y et al. 2014). Individuals with stiff aorta, 
who are susceptible to cardiovascular disease, die younger. Systolic hypertension in 
younger individuals seems to be driven predominantly by an elevated cardiac output 
and stroke volume and not by pulse wave reflection, which is also seen in exercise. The 
incident waves are the principal components of excess pressure load induced with exercise 
and there seems to be only a minor role for wave reflection in exercise central BP (Schultz 
MG et al. 2013). At older age the PWV is less predictive due to attenuation of elevated 
systolic blood pressure (Ben-Shlomo Y et al. 2014, Staessen J et al. 1990).
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3.6	 Endothelial dysfunction
Endothelial dysfunction predicts outcome in patients with a variety of CVDs, although 
data on hypertension are still rather scant (Lerman A and Zeiher AM 2005, Versari D 
et al. 2009). There are studies, which show that brachial FMD independently predicts 
long-term adverse CV events in healthy subjects with no apparent heart disease in 
addition to those derived from traditional risk factor assessment (Framingham risk 
score) (Shechter M et al. 2014, Yeboah J et al. 2009). In a long-term follow-up of the 
FATE study (Anderson TJ et al. 2011), FMD was, however, not predictive of subsequent 
cardiovascular events and remained an unsignificant predictor when added to the 
Framingham risks score. In the recent HUNT3 Fitness Study (Skaug EA et al. 2012) the 
endothelial dysfunction (FMD ≤0%) was observed 17% in adults with no self-reported 
cardiovascular disease. Interestingly, the most marked reduction in endothelial function 
was found in middle-age with gender difference, about a decade before the age of the 
largest increase in incidence of first cardiovascular events. Lower FMD in middle-aged 
men probably indicates a substantial prevalence of subclinical atherosclerosis, supported 
by significantly higher frequency of endothelial dysfunction in men 40–59, compared 
to women. The endothelial dysfunction may precede cardiovascular disease, and thus 
could be useful for identifying high-risk individuals. In the meta-analysis of Inaba 
(Inaba Y et al. 2010) the impairment of brachial FMD was significantly associated 
with future cardiovascular events. The techniques available for investigating endothelial 
responsiveness to various stimuli are, however, laborious, time consuming and often 
invasive.

3.7	 Coronary artery calcium (CAC)
Increase in coronary calcium, as identified by high-resolution cardiac computed 
tomography, has also been prospectively validated as a predictor of CVD and is highly 
effective in re-stratifying asymptomatic adults into either a moderate or a high CVD risk 
group (Greenland P et al. 2010, Perrone-Filardi P et al. 2011). The MESA investigators 
showed that the addition of CAC to a prediction model based on the traditional 
Framingham risk score significantly improved the classification of risk and placed more 
individuals in the most extreme risk categories (Polonsky TS et al. 2010). According 
to the 2013 ACC/AHA Guidelines CAC is likely to be the most useful of the current 
approaches to improving risk assessment among individuals found to be at intermediate 
risk after formal risk assessment (2013 ACC/AHA Guidelines). Limited availability, 
radiation exposure and high cost of the necessary instrumentations present serious 
problems, however.
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3.8	 Microalbuminuria
The renal damage is characterized by a reduced renal function and/or elevated urinary 
excretion of albumin (Stevens LA et al. 2006). While an elevated serum creatinine 
concentration or a lower GFR point to diminished renal function, the finding of an 
increased rate of urinary albumin or protein excretion indicates the existence of established 
renal parenchymatous disease. In both diabetic and non-diabetic hypertensive patients, 
microalbuminuria has been shown to predict CV events. Both in the general population 
and in diabetic patients, the concomitance of an increased urinary protein excretion 
and a reduced estimated GFR indicates a greater risk of CV and renal events than either 
abnormality alone, making these risk factors independent and cumulative (de Leeuw 
PW et al. 2004, Wachtell K et al. 2003, Arnlow J et al. 2005, Ninomiya T et al. 2009, 
Matsushita K et al. 2010).

The European Guidelines on cardiovascular disease prevention considered that the 
patients with moderate to severe chronic kidney disease may have higher risk than 
indicated in the charts (SCORE) (Perk J et al. 2012). According to the 2013 ACC/AHA 
Guidelines, however, the contribution of chronic kidney disease or albuminuria to the 
risk assessment of a first ASCVD event is uncertain at present. The new 2013 ESH/ESC 
Guidelines for the management of arterial hypertension found that an impaired renal 
function in a hypertensive patient constitutes a very potent and frequent predictor of 
future CV events and death (2013 ESH/ESC Guidelines).

3.9	 Retinopathy
Hypertensive retinopathy by fundoscopy has prognostic significance in hypertensive 
patients, especially grade III and grade IV retinopathy have a high predictive value 
for mortality (Breslin DJ et al. 1966). Grade I and grade II point to early stage of 
hypertensive retinopathy and the predictive value for CV mortality is more controversial 
(Sairenchi T et al. 2011). Examination of the retina is not recommended in mild-to-
moderate hypertensive patients without diabetes, except in young patients (2013 ESH/
ESC Guidelines).

3.10	 Mild cognitive impairment (MCI)
Several studies report that large artery stiffiness (Kearney-Schwartz A et al. 2009, 
Mitchell GF et al. 2011) or elevated midlife systolic BP (Joas E et al. 2012, Stewart R 
et al. 2009, Muller M et al. 2014) increase the risk for late-life cognitive impairment or 
dementia. It seems that the longitudinal effects of vascular risk factors were significantly 
correlated with change in cognitive performance and less in memory performance 
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(Debette S et al. 2011). The brain is perfused at high-volume flow with very low vascular 
resistance. Elevated aortic stiffness is associated with progressive impedance matching 
between aorta and carotids and the normal impedance mismatch is lost, which enables 
the transmission of excessive pressure and flow pulsatility into the carotid circulation 
where these abnormal physical forces trigger microvascular damage (Picano E et al. 
2014). This leads at the end to microvascular ischaemia, quantifiable tissue damage and 
reduced cognitive performance and later dementia (Mitchell GF et al. 2011). Hypertensive 
asymptomatic brain damage is seen in MRI as white matter hyperintensities, lacunar 
infarctions, and microbleeds. High cost does not allow widespread use of MRI in the 
evaluation of hypertensives. MRI may be used in the clinical assessment of elderly 
hypertensive’s with neural or cognitive disturbances 

Intererestingly, low cardiovascular and cognitive performance in early adulthood 
were associated with an increased risk of mild cognitive impairment (MCI) and dementia 
later in life, and the highest risks were observed in individuals with a combination of 
low cardiovascular fitness and low cognitive performance (Nyberg J et al. 2014). Also 
alcohol and other drug intoxication, previous stroke and depression are important risk 
factors for early-onset dementia (Nordstrom P et al. 2013).

It seems that favourable cognitive and social lifestyle with good fitness delay the 
onset of cognitive decline and dementia irrespective of the presence, amount, or type of 
brain pathology, which has been interprede as evidence of cerebral reserve (Bennett DA 
et al. 2014). Aerobic exercise is associated with a reduced risk of cognitive impairment 
and dementia; it may slow dementing illness (Ahlskog JE et al. 2011).

3.11	 Ankle-brachial Index (ABI)
A low ankle–brachial index (ABI) (i.e. ≤0.9) signals PAD and, in general, advanced 
atherosclerosis, has predictive value for CV events, and was associated with approximately 
twice the 10-year CV mortality and major coronary event rate, compared with the overall 
rate in each Framingham risk category (Feringa HH et al. 2006, Fowkes FG et al. 2008). 
Furthermore, even asymptomatic PAD, as detected by a low ABI, has prospectively been 
associated in men with an incidence of morbid and fatal CV events approaching 20% 
in 10 years (Fowkes FG et al. 2008, De Buyzere ML et al. 2008). According to the 
new 2013 ACC/AHA Cardiovascular Risk Guidelines the ABI was associated with total 
CHD risk and leads to significant reclassification, and the pattern of reclassification is 
different by sex. However, there is no evidence that screening for and treatment of PAD 
in asymptomatic patients leads to clinically important benefits. The ABI may improve 
risk assessment; however, no evidence was found as to whether measuring ABI leads to 
better patient outcomes (2013 ACC/AHA Guidelines). The low ABI is an additional 
vascular marker with predictive ability, but it seems to be more a diagnostic tool for 
peripheral arterial disease than a marker of subclinical organ damage. High ABI or 
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elevated ankle blood pressure has not been evaluated as indicators of subclinical organ 
damage in the literature.

3.12	 Risk estimation
At the beginning a disease is easy to cure, but difficult
to diagnose; as time passes, not having been treated
or recognized at the outset, it becomes easy to diagnose,
but difficult to cure.’

Niccolo Machiavelli, Il Principe, 1513

3.12.1	General

The accurate prediction of cardiovascular (CV) risk has been one of the ultimate tasks 
of contemporary preventive CV medicine. A good biomarker has many requirements. It 
must differ between subjects with and without outcomes. It must predict future outcomes 
in prospective studies and add information to established risk markers (Vlachopoulos C 
2012). Furthermore, a good biomarker changes predicted risk to a sufficient extent which 
is seen as an improvement in a randomized study. An assessment of potential biomarkers 
includes analysis of calibration, discrimination and reclassification. Calibration refers to 
the ability of individual biomarker(s) to correctly predict the proportion of individuals 
who will experience disease events. Among patients predicted to be at higher risk, there 
will be a higher number of events, whereas among patients identified as being at lower 
risk, there will be fewer events. Discrimination refers to the ability of biomarker(s) to 
distinguish between which of two individual patients is at a higher risk of an event. 
Reclassification refers to the ability to reclassify individuals into other risk categories 
based on models that include the new risk marker. This new net reclassification 
improvement (NRI) has been introduced to provide a quantitative estimate of correct 
minus wrong reclassifications, where correct reclassifications are associated with higher 
predicted risks for cases and lower predicted risks for noncases.

3.12.2	Risk estimation

Several computerized methods have been developed for estimating total CV risk (Pyörälä 
K et al. 1994, D’Agostino RB Sr et al. 2008, Conroy RM et al. 2003, Hippisley-Cox 
J et al. 2008, Ridker PM et al. 2008, Ridker PM et al. 2007, Woodward M et al. 
2007, Vartiainen E et al. 2007), the Framingham Risk Score and European Systematic 
Coronary Risk Evaluation (SCORE) being among the most widely used. Recently new 
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Pooled Cohort Risk Equations were proposed by AHA/ACC expert working group, 
which reflect the USA population better. The outcome (endpoint) is also more exactly 
defined: fatal or nonfatal myocardial infarction, and fatal or nonfatal stroke (Goff DC 
et al. 2014). Their strengths and limitations of risk scoring have been reviewed recently 
(Cooney MT et al. 2009). The risk equations perform reasonably well, yet there remains 
considerable overlap in estimated risk between those who are affected by a cardiovascular 
event and those who are not (Berry JD et al. 2012, Schlendorf KH et al. 2009).

The European guidelines either use the SCORE model directly or a national 
modification of the SCORE model to assist clinicians in preventive decisions. The 
models typically predict the 10-year risk of a fatal CVD on the basis of gender, age (40–
65 years), smoking habits, level of total cholesterol, and systolic blood pressure (SBP) 
without previous CVD events. Multivariable statistical models then measure the extent 
to which underlying average risk in the population is modified by standard demographic 
factors and established risk markers. The SCORE has been developed based on large 
European cohort studies (Conroy RM et al. 2003). It allows calibration of the charts 
for individual countries, which has been done for numerous European countries. The 
electronic, interactive version of SCORE, known as the Heart-Score, is adapted to also 
allow adjustment for the impact of high-density lipoprotein cholesterol on total CV risk 
(Perk J et al. 2012, Mancia G et al. 2013).

In the FINRISK calculator the coronary risk and stroke risk are calculated separately 
and cardiovascular risk is evaluated by adding the coronary risk and stroke risk together. 
In addition, HDL-cholesterol and diabetes are also included in the model (Vartiainen 
E et al. 2007).

Predicting a future CV event in individuals who have no prior history of cardiovascular 
disease has proven difficult when based solely on traditional risk factors and scoring 
systems (Allan GM et al. 2013, Støvring H et al. 2013). In a recent systematic review of 
27 studies using the Framingham risk equation, the predicted-to-observed ratios ranged 
from an underprediction of 0.43 in a high-risk population to an overprediction of 2.87 
in a low-risk population (Brindle P et al. 2006). A particular problem relates to young 
people with high levels of risk factors: a low absolute risk may conceal a high relative risk 
requiring advice for intensive lifestyle measures. Another problem relates to old people. 
In some age categories the majority, especially of men, will have estimated cardiovascular 
death risks exceeding the 5–10% SCORE level, based on age (and gender) only, even 
when other cardiovascular risk factor levels are relatively low (Cavanaugh-Hussey MW 
et al. 2008, Marma AK et al. 2009).

Many alternative approaches have been proposed, such as the lifetime CV risk 
estimation (Berry JD et al. 2012) or the New Zealand Heart Forecast use a ‘cardiovascular 
age’ metric (age gap) that was directly linked to the assessment of 5 year CVD risk. 
This scoring system also enables long term risk elevation because the competing risk is 
considered in the equation (i.e. cancer among smokers) (Wells S et al. 2010). Long-term 
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or lifetime risk information may be more appropriate to motivate therapeutic lifestyle 
change in younger individuals. Also the relative risk should be considered in young 
people (Perk J et al. 2012).

The incorporation of other novel risk markers has had partial success in improving 
prediction. In the new American guidelines the additional risk markers (diastolic BP, 
family history of ASCVD, moderate or severe chronic kidney disease and body mass 
index (continuous or categorical) did not, however, significantly improve discrimination 
for 10-year hard ASCVD risk prediction when added to the final base models. Other 
risk markers (hs-CRP, ApoB, microalbuminuria, cardiorespiratory fitness, CAC score, 
cIMT, and ABI) were considered as potential adjuncts to quantitative risk estimation 
(Goff DC et al. 2014). In European scoring system the PWV in hypertensive persons, 
cIMT, ABI and exercise electrocardiography may be considered for cardiovascular risk 
assessment in moderate risk asymptomatic adults.

3.12.3	Critism

In daily practice the awareness of tools to calculate global CHD risk is extremely high. 
However, the majority of practicing physicians do not use CHD risk assessments (Goff 
DC et al. 2014, Cooney MT et al. 2009, Berry JD et al. 2012, Schlendorf KH et al. 
2012, Perk J et al. 2012, Mancia G et al. 2013, Allan GM et al. 2013, Støvring H et 
al. 2006, Brindle P et al. 2006, Cavanaugh-Hussey MW et al. 2008, Marma AK et al. 
2009, Wells S et al. 2010, Shillinglaw B et al. 2012). It is too time consuming, requires 
multiple measurements and the output of risk calculations with probabilities are difficult 
to understand by both clinicians and patients. Absolute risk-based recommendations 
are still not well understood by many practitioners or patients, and it is a significant 
barrier to the implementation of absolute CVD risk-based management. The traditional 
approach to CVD risk prediction and risk communication simply involves measuring 
blood pressure or blood lipids, then informing patients that their levels are too high and 
required treatment.

Interestingly, traditional risk factors such as elevated BP, hyperglycemia and raised 
cholesterol, which fluctuate over time with the follow-up of individual patients, may 
give only a snapshot at the time of measurement and not the whole history of arterial 
ageing and it seems that the age itself in equation integrates the long term effect of the 
established, as well as of the currently unknown risk factors on the arterial tree, together 
with the genetic invidual predisposition.

At every level of risk factor exposure, there is substantial variation in the amount 
of atherosclerosis. This variation in disease is probably due to genetic susceptibility, 
combinations of different risk factors, and interactions between genetic and environmental 
factors. Thus evaluation of subclinical organ damage is useful for improving CVD 
risk prediction. The easiest measurement might be the PWV, which gives us valuable 
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information about arterial stiffness and reflects true arterial wall damage (Ben-Shlomo 
Y et al. 2014). It integrates and reflects the long-term effect of the established, as well 
as of the currently unknown risk factors on the arterial wall, together with the genetic 
predisposition of the individual. Elevated ankle blood pressure, on the other hand, 
might be a reflection of arterial stiffness.
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4	 AIMS OF THE STUDY

Long-term prospective and prognostic studies on the value of ankle blood pressure in 
middle-age persons are sparse. The present investigations had the following aims:

To investigate the value of ankle blood pressure, together with the brachial 
exercise blood pressure, as a predictor of cardiovascular and total mortality.

To assess prospectively the association of ankle blood pressure, together with the 
resting and exercise blood pressure, with coronary morbidity and mortality.

To investigate the utility of ankle blood pressure and pulse pressure as predictors 
of cerebrovascular events in a prospective setting.

To evaluate the association between the ankle blood pressure and clinically 
incident dementia in a large prospective follow-up study. 
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5	 MATERIALS AND METHODS

5.1	 Study population
Subjects for this investigation were derived from a group of 4,038 consecutive 
ambulatory patients, who underwent symptom-limited bicycle exercise test at the 
Helsinki Deaconess Institute between August 1989 and December 1995. The patients 
were referred by occupational health physicians to a symptom-limited exercise test to 
rule out coronary heart disease and evaluate physical fitness. More precisely, 1,734 were 
sent for the evaluation of physical fitness, 1,799 for diagnostic testing due to chest pain 
or shortness of breath, 488 because of suspected arrhythmias and 17 for mixed reasons, 
mainly for suspicion of exercise-induced asthma. Patients with a documented history 
of myocardial infarction, percutaneous coronary angioplasty, coronary artery bypass 
grafting, congestive heart failure or stroke, were excluded from the analysis. The final 
study group consisted of 3,858 patients. Of them, 759 persons were under medication 
and the antihypertension medication was the most important drug therapy (412 used 
b-blockers, 48 diuretics and 185 used angiotensin-converting enzyme inhibitors or 
angiotensin-receptor blockers). In total, 52 persons had medication for diabetes.

Other risk factors assessed at baseline were age, gender, body mass index (BMI), 
smoking status, medical history, parental history of early cardiovascular disease, self-
reported history of cardiovascular diseases, self-reported total cholesterol and glucose.

5.2	 Baseline vascular examination
A 12-lead ECG was recorded before the exercise. Brachial blood pressure was measured by 
trained technicians using the auscultatory method with a standard sphygmomanometer 
from the left arm of the subject in a supine position after a 5 minute rest. The ankle 
blood pressure was simultaneously measured from the right leg using a Doppler probe 
with a mercury sphygmomanometer. The posterior tibial artery was used, and if absent, 
the ankle blood pressure measurements were taken from the dorsalis pedis artery.
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5.3	 Exercise test
Exercise ECG testing was conducted on an electronically braked bicycle. The starting 
load was 50 Watts for men and 40 Watts for women, and the load was increased every 3 
minutes by 50 Watts for men and 40 Watts for women. Blood pressure was measured with 
a sphygmomanometer at 2 minutes at all loads and immediately prior to test termination. 
Readings were recorded to the nearest 5 mmHg. The 2-minute blood pressure recording 
at the moderate exercise level (150 W for men and 80 W for women) was used in the 
analyses. If that level was not reached, blood pressure from the lower level was used. The 
test was continued until a subject refused to continue, or until the attending physician 
felt it unsafe to continue. The criteria for myocardial ischaemia during the exercise 
test were ischaemic changes in ECG defined as ST depression >1.0 mm at 60 ms after 
the J-point with typical ischaemic complaints (chest pain or shortness of breath). The 
maximal power output is measured in watts and mathematically translated in METS.

5.4	 Blood pressure groups
Subjects were divided into five groups based on resting ankle and exercise blood pressure 
at the moderate exercise level (men 150 Watt, women 80 Watt): 1) Reference group, 
where the resting ankle blood pressure was < 175 mmHg and the exercise blood pressure 
≤215 mmHg; 2) patients with elevated ankle blood pressure (≥175 mmHg) but normal 
exercise blood pressure (≤215 mmHg); 3) patients with elevated ankle (≥175 mmHg) 
and elevated exercise blood pressure (>215 mmHg); 4) elevated exercise blood pressure 
(>215 mmHg), but ankle blood pressure <175 mmHg; and 5) patients who could not 
be classified.

Group 4 consists of patients with a discrepancy between the ankle blood pressure and 
brachial exercise systolic blood pressure, which indicated significant stenotic changes 
along the conduit vessels. The unclassifiable group could not reach the moderate exercise 
level because of a specified reason (for example ischaemic heart disease) or an unspecific 
reason (for example poor physical fitness).

Groups were constructed because they made sense pathophysiologically and because 
the ankle blood pressure has a U-shaped association with the risk of a coronary event 
and cannot therefore be analysed as a continuous variable. As there are no established 
reference values for the ABP or the brachial exercise blood pressure, we chose our cut-
points (175 and 215 mmHg) arbitrarily to create groups of reasonable size. The group 5 
was included in the analyses for the sake of completeness and also to examine the risk 
associated with poor physical fitness.

In dementia analyses, the groups were collapsed into four to ascertain a reasonable 
number of incident dementia cases for each group. The reference group included ‘normal’ 
patients with normal ankle-BP (<175 mmHg) and normal systolic blood pressure 
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(≤215 mmHg) at the moderate exercise level. Group 2 included patients with elevated 
ankle-BP (≥175 mmHg) but normal exercise blood pressure (≤215 mmHg). Group 3 
had elevated exercise blood pressure with normal or elevated ankle-BP. Patients in group 
4 were unclassifiable because they could not tolerate the moderate exercise level.

5.5	 Follow-up procedures
For the original publication I the all cause mortality follow-up data were available up 
to 15 years (range 12–15 years) until December 31st, 2004. The coronary death or first 
non-fatal coronary event, including MI, percutaneous coronary angioplasty or coronary 
artery bypass graft surgery data were available up to 15 years (range 12–15 years) until 
31 December 2006.

In the Causes-of-Death Register deaths were coded according to the Ninth (until 
Dec. 31st, 1995) and Tenth (since the beginning of 1996) versions of the International 
Classification of Diseases (ICD). The primary endpoint was cardiovascular death, and 
all-cause mortality was used as a secondary endpoint. ICD-9 codes 410 to 414, 431, 
436, 798, 4330A, 4331A, 3339A, 4341A, 4349A, 4376A or ICD-10 codes I20–I25, I46, 
I61, I63–I64, R96, R98 as the underlying cause of death were taken as cardiovascular 
deaths. Altogether, 346 persons died during the follow-up, 108 of the deaths were 
cardiovascular. As a whole, the study consisted of 52,234 person-years of follow-up.

The follow-up for cerebrovascular event was 16 years, until the end of 2007. The 
endpoint was a major CV event, that is, death due to CV, nonfatal stoke, or a transient 
ischemic attack (TIA). We took as CV events the ICD-9 codes 431, 436, 4330A, 4331A, 
4339A, 4340A, 4341A, 4349A, and 435 or the ICD-10 codes I61, I63-I64 and G45 . 
Altogether, 170 CV events were observed during the follow-up. Of them, 31 were fatal. 
As a whole, the study consisted of 53,044 person-years of follow-up.

Deaths were ascertained by record linkage of the study data to the National Causes-
of-Death Register, on the basis of the personal identification code unique to every resident 
of Finland. Non-fatal MIs, revascularizations and stroke or TIAs were identified from 
the national Hospital Discharge Register.

The coverage of follow-up was 100% for symptomatic events leading to hospitalization 
or death in Finland. It is however likely that all TIAs have not been hospitalized and 
those treated on an ambulatory basis are not identified as CV events in the present study. 
For this summary, the analyses were updated so that the follow-up time was 18 years, 
until the end of 2008.

The follow-up for incident dementia was 18 years, until the end of 2008. ICD-9 
codes 2900A, 3320A, 3321A and ICD-10 codes F001–F009 and F01–F03 were used for 
the diagnosis of dementia. In 46 cases, the diagnosis was made on the basis of chronic 
use of dementia medication. These were identified using the Anatomic Therapeutic 
Classification codes N06DA02–N06DA04 and N06DX01 from the National Drug 
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Reimbursement Register containing all drugs prescribed by a doctor. The primary 
outcome was clinically incident dementia without subtyping.

5.6	 Statistical methods
Data are expressed as mean ±SD for continuous variables, or counts and proportions 
for categorical variables. The following cardiovascular risk factors were dichotomized: 
early parental cardiovascular death (under 60 years, yes or no), self- reported elevated 
cholesterol (>6 mmol/l, yes or no), self-reported elevated blood glucose (>6 mmol/l, yes 
or no) and current smoking (yes or no). Age, BMI, smoking (years, packet/day) and 
blood pressure (mmHg) were handled as continuous variables.

Continuous variables were compared between the blood pressure groups with analysis 
of variance and proportions with chi-square tests. Student’s t-tests or Mann-Whitney 
U-tests were used for comparisons of normally distributed and skewed continuous 
variables.

Univariate associations between different blood pressure indicators were evaluated 
with Pearson’s product-moment correlation coefficients. Associations between the blood 
pressure groups and mortality and morbidity (first event) were analyzed using Kaplan-
Meier survival curves and log-rank tests. Cox proportional hazard models were used 
for estimating the multivariate-adjusted independent associations of the blood pressure 
groups with mortality and morbidity (first event). The proportional hazards assumption 
was examined graphically and was found to be valid. A gender-specific analysis was also 
performed to evaluate gender differences.

We carried out a sensitivity analysis by excluding those dementia cases where the 
diagnosis was made only on the basis of medication use, but the results remained 
consistent with the original findings. Therefore, the results obtained using the entire 
material are reported.

Results were expressed as hazard ratios (HR) and 95% confidence intervals (CI) 
compared to the reference group. The basic models were adjusted for age and sex. The 
larger models were further adjusted for BMI, physical working capacity (metabolic 
equivalents = METs), self-reported blood glucose and cholesterol, current smoking and 
early parental history of cardiovascular disease.

Statistical analyses were carried out using R (Versions 2.3.1–2.12.1; The R Foundation 
for Statistical Computing, Vienna, Austria).
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6	 RESULTS

6.1	 Ankle blood pressure as a predictor of total 
and cardiovascular mortality (Study I)

The mean age at baseline was 50.5 ± 10.0 years (range 15–84), and the mean BMI 
was 26.1 ± 3.8 kg/m2. The mean brachial blood pressure was 133.1 ± 18.7/85.3 ± 10.9 
mmHg and pulse 73.8 ± 12.9/min. The correlation coefficient between the brachial 
blood pressure at rest and the ankle blood pressure was significant, 0.603 (P<0.0001), 
but only 36% of variance of ankle blood pressure is explained by the brachial systolic 
PB (multiple R2= 0.363). The correlation coefficient between the brachial blood pressure 
at rest and the exercise blood pressure at the moderate exercise level (men 150 Watts, 
women 80 Watts) was 0.548 (n = 2,313, P < 0.0001) in men and 0.649 (n = 1,211, 
P < 0.0001) in women. The correlation coefficient between the ankle blood pressure and 
systolic blood pressure at the moderate exercise level was 0.543 (P < 0.0001) in men and 
0.597 (P < 0.0001) in women. The resting brachial or ankle blood pressure explained 
only 29–30% (multiple R2 0.299 and 0.287, respectively, of the exercise blood pressure) 
in men and 36–42% (multiple R2=0.420 and 0.361, respective) in women. Due to 
the U-shaped association of the ankle blood pressure with brachial blood pressure and 
vascular events the study population is devided to different blood pressure categories at 
baseline.

The total mortality during follow-up (18 years) was 435 patients (11.3%), 145 (3.8%) 
due to cardiovascular causes and 207 (5.4%) due to cerebrocascular causes.

Table 1 compares cardiovascular risk factors in different blood pressure categories 
at baseline. The ABI differed significantly between the groups being highest in groups 
2 and 3 and lowest in groups 4 and 5. The reference group (n = 2,203) was younger 
and leaner and all risk factors were more favourable compared with the other groups. 
In this group myocardial ischaemia during exercise was diagnosed in 94 patients. The 
total mortality was 125 patients (5.7%) and the mortality due to cardiac causes was 21 
(0.95%) and 78 (3.5%) due to cerebrovascular causes.

In patients (n = 791) with elevated ankle blood pressure (≥175 mmHg) and normal 
exercise blood pressure the resting brachial blood pressure was normal or slightly elevated: 
144 ± 17/90 ± 10 mmHg. Of this group 36% were on cardiovascular medication. In 
patients without any medication (n = 510) the blood pressure was normal or slightly 
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elevated: 142.2 ± 15/90.0 ± 10.1 mmHg. The total mortality was 146 patients (18.5%) 
and the mortality due to cardiac disease was 48 patients (6.1%) and 58 (7.3%) due to 
cerebracascular causes.

Among patients (n = 509) with elevated ankle blood pressure and elevated exercise 
blood pressure male sex dominated. The brachial blood pressure at rest was elevated: 
152.8 ± 17/94.0 ± 10 mmHg. Compared with the previous group, BMI and ankle blood 
pressure were also higher and the smoking history was longer. In patients without any 
medication (n = 348) the mean blood pressure at rest was elevated: 150.6 ± 16/93.1 ± 
10 mmHg. Myocardial ischaemia during exercise was diagnosed in 44 (8.6%) patients. 
The total mortality was 71 patients (13.9%) and the mortality due to cardiac disease was 
26 patients (5.1%) and 39 (7.7%) were due to cerebrocascular causes.

In patients with discrepancy between the ankle blood pressure and systolic blood 
pressure (group 4, n = 222) there was no correlation between the ankle blood pressure 
and exercise blood pressure at moderate level (r = 0.050, p = 0.49 among men and r = 
0.059, p = 0.80 among women). Compared with the reference group the ankle blood 
pressure was a bit higher. The male sex dominated (201/21) and smoking was more 
common than in groups 1 and 2. Fifteen per cent were on cardiovascular medication. 
Myocardial ischaemia was diagnosed in 14 patients (6.3%). The total mortality was 31 
patients (14.0%) and the mortality due to cardiac disease was 14 patients (6.3%) and 14 
(6.3%) were due to cerebrocascular causes.

The fifth group (n = 133) was older. They could not tolerate moderate exercise level 
because of ischaemic heart disease (n = 71), leg atherosclerotic disease (ABI <0.97, n = 
38), abnormal lung function (oxygen saturation <90%, n=10) or 43 without any specific 
reasons (low fitness). They tended to be current (n = 19) or ex-smokers (n = 7). The male 
sex dominated (103/30). Nine were on antihypertensive medication. The total mortality 
was 62 patients (46.6%) and the mortality due to cardiac disease was 36 patients (27.1%) 
and 18 (13.5%) were due to cerebrocascular causes.

Figure 4 shows the Kaplan-Meier survival curves for total mortality in different 
blood pressure groups. The curves diverge continuously and significantly throughout 
the 18 years of follow-up. Compared with group 1, the age and sex-adjusted hazard 
ratios for total mortality were significantly elevated in all other groups (Table 2). Further 
adjustment for traditional risk factors, such as smoking, BMI and parental history of early 
CVD attenuated the HRs slightly, but they nevertheless remained clearly significant.
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Table 1. Characteristics of the Study Participants by Ankle Blood Pressure (ABP) and Exercise Blood 
Pressure (EBP) Group.

 Reference 
Group

n = 2203

Group 2
n = 791

Group 3
n = 509

Group 4
n = 222

Group 5
n = 133

p

Age (years) 47(10) 55(9) 54(7) 51(9) 59(10) 0.001*
Male/female 1409/794 439/352 427/82 201/21 103/30 0.001†
Body mass index
(kg/m2)

25.4(4) 26.8(4) 27.5(4) 26.9(4) 25.7(4) 0.001*

Syst. BP (mmHg) 124(14) 144(17) 152(17) 135(16) 137(20) 0.001*
Diast. BP (mmHg) 82(9) 90(10) 94(10) 85(9) 85(11) 0.001*
Pulse/min 73(13) 75(13) 75(13) 74(13) 75(14) 0.001*
SBP80 (women) 172(20) 192(15) 229(11) 233(13) 0.001*
SBP150 (men) 186(18) 199(14) 236(16) 231(12) 0.001*
SBPMax 193 203 240 236 178.3 0.001*
Ankle blood pressure 
(mmHg)

150(17) 194(14) 198(18) 157(14) 141(37) 0.001*

ABI 1.21(0.38) 1.31(0.14) 1.27(0.17) 1.16(0.14) 1.03(0.27) 0.001*
ABI<0.97 (n, %) 66(3) 0 (0) 0 (0) 22 (1) 39 (29) 0.001†
Abnormal total 
cholesterol (n, %)

925(42) 340(43) 234(46) 122(55) 74(56) 0.001†

Abnormal glucose 
(n, %)

132(6) 95(12) 66(13) 27(12) 35(26) 0.001†

Pos.family history 
(n, %)

793(36) 324(41) 188(37) 95(43) 69(52) 0.005†

Pack-years of smoking 9(11) 9(12) 13(14) 14(13) 20(16) 0.001*
Curren smokers (n, %) 308(14) 71(9) 71(14) 36(16) 51(38) 0.001†
METs 8.4(3) 6.6(2) 7.4(2) 7.9(1.9) 4.6(1.5 0.001*
Cardiovascular 
medication (n, %)

22(1) 285(36) 178(35) 22(15) 60(45) 0.001†

Diagnosed IHD (n, %) 88(4) 142(18) 46(9) 13(6) 72(54) 0.001†
Deaths during follow-
up (n, %)

88(4) 119(15) 56(11) 22(10) 60(45) 0.001†

Cardiovasc.deaths 
(n, %)

20(0.9) 40(5) 20(4) 9(4) 23(17) 0.001†

Mean values (S.D.) or proportions (%), * ANOVA, † χ2 test, SBP80 = systolic blood pressure at the exercise level of 80 Watts, 
SBP150 = systolic blood pressure at the exercise level of 150 Watts
SBPMax = maximum systolic blood pressure during exercise
ABI = Ankle Brachial Index, METs = Exercise capacity measured in metabolic equivalents
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Table 2. Hazard Ratios (HR, 95% Confidence Interval (CI)) of Total Mortality According to Specified 
Blood Pressure Groups.

Total Mortality (n=3859, total mortality = 435)
Model 1 Model 2

RR 95% CI P-values RR 95% CI P-values
Group I 1 (reference) 1 (reference)
Group II 2.26 1.77–2.90 <0.0001 1.72 1.30–2.28 <0.0001
Group III 1.78 1.32–2.39 <0.0001 1.27 0.90–1.80 0.173
Group IV 1.92 1.29–2.85 0.001 1.58 1.05–2.36 0.03
Group V 4.51 3.25–6.26 <0.0001 2.39 1.64–3.46 <0.0001

Model 1: adjusted for age and sex 
Model 2: adjusted for age, sex, BMI, smoking, early parental cardiovascular disease andphysical working capacity (METs)

Figure 4. Kaplan-Meier survival curves for total mortality.

Ref.Group, n=2213	 2200 	 2175	 2143	 981
Group 2, n=778	 760	 735	 689	 263
Group 3, n=510	 496	 486	 462	 134
Group 4, n=226	 221	 218	 208	 84
Group 5, n=132	 123	 104	 85	 50

Log-rank test for the survival difference between the blood pressure groups: p < 0.0001. The numbers indicate people 
remaining in the follow-up at different points of time. All participants were not followed up for 200 months.
The reference group consists of persons with normal brachial pressure (<140mmHg), ABP <175mmHg and exercise blood 
pressure ≤215mmHg at the moderate exercise level. Group 2 had elevated ABP (≥175mmHg) but normal exercise blood 
pressure. Group 3 had elevated ankle and exercise blood pressure. Group 4 had ABP <175mmHg but elevated exercise 
blood pressure (discrepancy) and group 5 could not be classified because of poor exercise tolerance.
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6.2	 Ankle and exercise blood pressures as predictors of 
coronary morbidity and mortality (Study II)

A total of 436 coronary events occurred during the follow-up of 18 years. There were 145 
deaths due to CHD, 122 non-fatal MIs, 77 percutaneous coronary angioplasties and 
147 persons with coronary artery bypass grafting. Differences in baseline characteristics 
between persons with and without a CHD event during the follow-up are presented in 
Table 3. Persons with a CHD event were older, especially women (62 years). In persons 
without a CHD event, almost all risk factors were more favourable compared with the 
CHD event group.

Table 4 compares cardiovascular risk factors in different blood pressure groups. The 
reference group was younger and all risk factors were more favourable compared with 
the other groups. In the reference group, 4% of individuals had positive exercise test 
without a CHD event in the follow-up.

Figure 5 shows the Kaplan-Meier curves of the five blood pressure groups for all 
CHD events. The curves clearly show the best prognosis of the group with normal ankle 
and exercise brachial blood pressures and the worst prognosis of the group with poor 
physical performance (group 5). The curves of the other groups (groups 2–4) are very 
close to each other between the two extremes.

The most significant predictors of CHD event were age (HR 1.06, 95% CI 1.04–
1.07, P<0.0001), gender (HR, women compared with men, 0.27, 95% CI 0.21–0.36, 
P<0.0001), SBP (HR 1.01, 95% CI 1.01–1.02, P<0.0001), physical performance (METs, 
HR 0.79, 95% CI 0.75–0.84, P<0.0001), positive family history (HR 1.45, 95% CI 1.19–
1.76, P=0.0002) and pack-years of smoking (HR 1.01, 95% CI 1.01–1.02, P=0.0003) 
when self-reported elevated cholesterol and self-reported elevated blood glucose were 
adjusted for.

The age- and sex-adjusted and the multivariate adjusted HRs of a CHD event in 
the different blood pressure groups are shown in Table 5. Compared with the reference 
group, the most elevated risk was seen in group with poor physical performance (group 
5). The persons with elevated ABP without exaggerated exercise brachial blood pressure 
and normal or slightly elevated resting brachial blood pressure (144 ± 16/90 ± 10mmHg) 
had 2.10-fold risk of a CHD event compared with the reference group.

Further adjustment for traditional risk factors, such as smoking, BMI, parental 
history of early CVD, selfreportedelevated cholesterol and blood glucose attenuated the 
HR slightly, but it nevertheless remained clearly significant (1.68-fold). The persons with 
elevated ABP and exaggerated brachial exercise blood pressure at a moderate exercise 
level had a 2.09-fold risk in the basic model and 1.80-fold risk in the larger model 
compared with the reference group. In this group, the resting brachial BP was also 
elevated (153 ± 17/94 ± 10mmHg). In persons with a discrepancy between the ankle 
and exercise brachial blood pressures, that is, normal ABP and elevated exercise brachial 
blood pressure (group 4), the risk of a future coronary event was even higher (2.63-fold 
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in the age and sex adjusted model and 2.29-fold in the multivariate adjusted model). The 
resting brachial blood pressure was normal or slightly elevated (135 ± 15/86 ± 9mmHg).

In general, the HRs were higher for fatal than for non-fatal CHD events. The persons 
with poor physical performance (group 5) had the highest risk for fatal outcome (15.9-
fold in the basic model and 7.02-fold in the larger model). In groups 2–4, the risk of 
CHD death was about 3.03- to 4.62-fold in the basic model and about 3.03- to 4.16-
fold in the larger model. In addition, the risk of a non-fatal CHD event was significant 
for all groups in both models.

Also the HRs remains significant, when the brachial systolic blood pressure was 
added in the multivariate model (Group 2, HR 1.4, 95% CI 1.05–1.87, P=0.02; Group 
3, HR 1.37 95% CI 1.00–1.90, P=0.05; Group 4 HR 2.1, CI 95% 1.47–3.0, P<0.0001; 
Group 5, HR 3.2, 95% CI 2.2–4.7, P<0.0001).

For comparison, we also calculated the HRs for the usual brachial systolic blood 
pressure, for exercise brachial blood pressure and for ABP alone. The resting brachial 
systolic blood pressure was dichotomized at 160mmHg (≤160 vs >160mmHg). In the 
basic model, that is, adjusted for age and sex only, the HR for a CHD event was 1.83 
(1.39–2.41, P<0.0001). In the larger model, the HR was 1.40 (1.05–1.85, P=0.02). The 
same comparison was repeated using the fatal CHD event as the outcome. In the basic 
model, the HR was 2.80 (1.87– 4.17, P<0.0001) and in the larger model the HR was 2.02 
(1.33–3.06, P=0.0009). In persons with elevated exercise blood pressure (>215mmHg) 
at the moderate exercise level, the HRs for fatal or nonfatal CHD event were also 
significant elevated (1.3–fold).

When analysing the ABP alone, we considered four mutually exclusive categories: (1) 
ABP <175mmHg was taken as the ‘normal’ or reference category; (2) ABP between 175–
215mmHg was taken as the ‘moderately elevated ABP’ category; (3) ABP >215mmHg 
was taken as the ‘high ABP’ category; and (4) persons with abnormal ABI (<0.97) were 
considered as their own category. In persons with moderately elevated ABP, the HRs 
for fatal and non-fatal CHD event did not reach statistical significance in any of the 
models (data not shown). In persons with high ABP, the HR for a fatal and non-fatal 
CHD event was significantly elevated in both models, 2.11 (1.05–4.27, P=0.04) and 
1.49 (1.12–1.98, P=0.006). Also, in persons with abnormal ABI, the HR for a fatal and 
non-fatal CHD event was significant in both models, 3.34 (1.34–8.31, P=0.01) and 1.91 
(1.24–2.96, P=0.004).
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Table 3. Baseline Characteristics of Participants With and Without Incident Coronary Heart Disease 
Event During the Follow-up.

No CHD Event CHD Event
n=3423 n=436 ρ

Age (years) 50 (10) 56 (9) 0.0001*
Men/women, n (%) 2217 (65) / 1206 (35) 344 (79) / 92 (21) 0.0001†
Body mass index (kg/m2) 26.0 (4) 26.9 (4) 0.0001 *
Syst. blood pressure (mmHg) 132 (18) 142 (19) 0.0001*
Diast. blood pressure (mmHg) 85 (11) 88 (10) 0.0001*
Pulse /min 74 (13) 73 (12) NS
SBP80 (women) 181 (25) 198 (21) 0.0001**
SBP150 (men) 200 (26) 213(27) 0.0001**
SBPMax 203 (27) 207 (31) 0.005*
Ankle blood pressure (mmHg) 165 (26) 172 (32) 0.0001*
ABI 1.21 (0.22) 1.18 (0.2) 0.01*
Current smokers, n (%) 543 (15%) 103 (28%) 0.0001†
Self-reported abnormal total 
cholesterol, n (%)

1256 (36%) 198 (45%) 0.0001†

Self-reported abnormal blood 
glucose, n (%)

230 (7%) 60 (14%) 0.0001†

Pos. family history, n (%) 1256 (37%) 183 (42%) 0.009 †
METs 7.9 (3) 6.5 (2) 0.0001*
Blood pressure groups

Group I (reference)
Group II
Group III
Group IV
Group V

2085 (61%)
662 (19%)
425 (12%)
181 (5%)
70 (3%)

128 (29%)
116 (27%)
85 (19%)
45 (10%)
62 (15%) 0.0001†

Data are mean (S.D.) or n and proportions (%), * t-Test,** Mann-Whitney U Test, † χ2 test
SBP80=systolic blood pressure at the exercise level of 80 Watts
SBP150=systolic blood pressure at the exercise level of 150 Watts
SBPMax=maximum systolic blood pressure during exercise
ABI=ankle brachial index
METs=physical working capacity in metabolic equivalents
Please see the Methods-section for the explanation for the blood pressure groups.
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Table 4. Baseline characteristics of participants by the ankle and exercise blood pressure group

Group 1
n=2213

Group 2
n=778

Group 3
n=510

Group 4
n=226

Group 5
132

P

Age 47(10) 55(9) 54(7) 51(9) 59(10) 0.0001a
Male/female 1379/800 428/344 417/80 206/20 101/34 0.0001b
BMI (kg/m2) 25.4(4) 26.8(4) 27.5(4) 26.8(4) 25.6(4) 0.0001a
SBP (mmHg) 124(14) 144(17) 152(17) 135(16) 137(20) 0.0001a
DBP(mmHg) 81(9) 90(10) 94(10) 85(9) 84(11) 0.0001a
ABP(mmHg) 150(17) 194(14) 198(18) 157(14) 141(37) 0.0001a
Antihypertens.
medication (n, %)

214(10) 241(31) 133(27) 27(12) 53(39) 0.0001b

Elevated 
cholesterol (n, %)

727(33) 338(43) 233(46) 106(47) 50(38) 0.0001b

DM(n,%) 91(4) 92(12) 65(13) 18(8) 24(18) 0.001b
Pack-years of 
smoking

9(11) 9(12) 13(14) 14(13) 20(16) 0.0001a

Please see the Materials and methods section for the explanation for blood pressure groups
Data are mean (s.d.) or n and proportions (%)
a Analysis of variance
b χ2-Test

Ref.Group, n=2179 2147 2094 1632 142
Group 2, n=772 720 680 467 38
Group 3, n=497 468 440 274 13
Group 4, n=226 216 200 145 14
Group 5, n=135 98 78 52 7

The numbers indicate people remaining in the follow-up at different points of time.

Figure 5. Kaplan-Meier Curves for CHD Event
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Table 5. Hazard Ratios (HR, 95% Confidence Interval (CI)) of nonfatal, fatal and all CHD events 
according to specified blood pressure groups. 

Model 1 Model 2
RR 95% CI P-values RR 95% CI P-values

Nonfatal CHD 
events.n=291

Group 1
Group 2
Group 3
Group 4
Group 5

1
1.66
1.90
2.3
4.60

(reference)
1.21–2.228
1.36–2.64
1.53–3.45
2.95–7.19

0.002
0.0001
<0.0001
<0.0001

1
1.36
1.60
1.90
2.45

(reference)
0.98–1.88
1.15–2.24
1.32–2.90 
1.48–4.05

0.06
0.005
0.001
0.0005

Fatal CHD 
events,n=145

Group 1
Group 2
Group 3
Group 4
Group 5

1
4.29
3.36
4.62
15.90

(reference)
2.54–7.25
1.88–6.02
2.34 – 9.14
8.91–28.37

<0.0001
<0.0001
<0.0001
<0.0001

1
3.30
3.03
4.16
7.02

(reference)
1.93–5.76
1.67–5.48
2.08–8.33
3.60–13.64

<0.0001
<0.0001
<0.0001
<0.0001

All CHD 
events,n=436

Group 1
Group 2
Group 3
Group 4
Group 5

1
2.10
2.09
2.63
6.45

(reference)
1.62–2.72
1.58–2.78
1.86–3.71
4.65–8.94

<0.0001
<0.0001
<0.0001
<0.0001

1
1.68
1.80
2.29
3.38

(reference)
1.28–2.19
1.35–2.39
1.62–3.23 
2.32–4.91

0.0001
<0.0001
<0.0001
<0.0001

Model 1: adjusted for age and sex adjusted
Model 2: adjusted for age, sex, BMI, smoking, early parental cardiovascular disease and physical working capacity(METs), 
self-reported elevated cholesterol and abnormal blood glucose

6.3	 Ankle blood pressure and pulse pressure as predictors of 
cerebrovascular morbidity and mortality (Study III)

A total of 170 subjects developed a cerebrovascular event (30 TIAs, 109 nonfatal 
strokes and 31 fatal strokes) during the follow-up. Baseline characteristics of the study 
participants are outlined in Table 6, stratified by the cerebrovascular event. The patients 
with a cerebrovascular event were older and the blood pressures were higher. In patients 
without a cerebrovascular event almost all other risk factors were more favorable 
compared with the cerebrovascular event group.

Figure 3 shows Kaplan-Meier curves for cerebrovascular event in different blood 
pressure groups. The curves diverge continuousl and significantly (P = .001, log rank 
test) throughout the 16 years of follow-up. The patients with elevated ankle blood 
pressure with or without exaggerated exercise blood pressure had 2.6–2.7-fold risk of 
a cerebrovascular event compared with the reference group in the age- and gender-
adjusted model (Table 7). In the wider model the hazard ratio was 2.2–2.4. In patients 
with obstructive changes in leg arteries (Group 4) the risk of a future cerebrovascular 



60 Heikki Hietanen

event was 2.7-fold in the basic model and 2.4-fold in the multivariate adjusted model. 
The greatest hazard ratio (7.8 in the basic model and 5.8 in the wider model) was found 
in the unclassifiable patients (Group 5). In this group, 55 patients had ABI <1.0, and 25 
patients had ABI <0.9.

Pulse pressures in the five blood pressure groups were 42.7±11, 54.4±15, 58.5±14, 
49.0±14, and 52.6±16mmHg, respectively. Correlation between the pulse pressure and 
the ankle blood pressure in the blood pressure groups I–III was high (r2 = 0.48). The 
correlation was lost, however, when obstructive changes were observed in the conduit 
vessels (Group 4) (r2 = 0.11). The risk of a cerebrovascular event by quartile of pulse 
pressure is shown in Table 8. The reference category is the lowest quartile of the pulse 
pressure. Significantly elevated risk for a cerebrovascular event was found only for the 
fourth quartile in the smaller model.
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Table 6. Baseline Characteristics of Participants With and Without Incident Cerebrovascular Event 
During the Follow-up.

No 
Cerebrovascular 

Event
n=3639

Cerebrovascular 
Event
n=170

ρ

Age (years) 50 (10) 57 (10) 0.0001*
Men/women,n (%) 2423 (67)/ 1216 (33) 105 (62)/ 65 (38) NS
Body mass index (kg/m2) 26.1 (4) 26.6 (4) NS
Syst.blood pressure (mmHg) 133 (18) 142 (19) 0.0001 *

Diast.blood pressure (mmHg) 85 (11) 89 (10) 0.0001 *
Pulse / min 74 (13) 74 (12) NS
SBP80 (women) 181 (25) 193 (23) 0.001*
SBP150 (men) 201 (27) 212 (30) 0.0001 *
SBP Max 203 (28) 205 (29) NS
Ankle blood pressure (mmHg) 165 (27) 174 (34) 0.0001 *
ABI 1.21 (0.2) 1.20 (0.2) NS
Current smokers, n (%) 769 (22) 45 (29) 0.05 †
Self-reported abnormal total cholesterol, n (%) 1352 (37) 77 (45%) 0.001 †
Self-reported abnormal glucose, n (%) 273 (8) 20 (12) 0.04†
Pos. family history, n (%) 1365 (38) 67 (39) 0.6
METs 7.8 (3) 6.4 (2) 0.0001*
Blood pressure groups

Group I (reference)
Group II
Group III
Group IV
Group V

2125 (58%)
719 (20%)
467 (13%)
214 (6%)
114 (3%)

44 (26%)
56 (33%)
30 (18%)
14 (8%)
26 (15%) 0.0001†

Data are mean (S.D.) or n and proportion (%), * t-Test, † χ2 test 
SBP80=systolic blood pressure at the exercise level of 80 Watts
SBP150=systolic blood pressure at the exercise level of 150 Watts
SBPMax=maximum systolic blood pressure during exercise
ABI=ankle brachial index
METs=physical working capacity in metabolic equivalents
Please see the Materials and methods section for the explanation for blood pressure groups

Table 7. Hazard Ratios (HR, 95% Confidence Interval (CI)) of Cerebrovascular Events According to 
the Specified Blood Pressure Groups (Total n=3808, no of events=170).
Groups Model 1 Model 2

HR 95 % (CI) P-values HR 95% CI P-values
Group I 1 (reference) 1 (reference)
Group II 2.69 1.78–4.07 <0.0001 2.24 1.43–3.52 <0.0001
Group III 2.60 1.60–4.20 <0.0001 2.09 1.21–3.61 0.008
Group IV 2.71 1.44–5.10 0.002 2.37 1.31–4.69 0.007
Group V 7.82 4.67–13.12 <0.0001 5.78 3.31–10.10 <0.0001

Model 1:adjusted for age and sex
Model 1:adjusted for age,sex,BMI,systolic RR,smoking,early parenteral vascular desease,METs, self-reported elevated 
cholesterol and blood glucose
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Table 8. Hazard Ratios (HR, 95% Confidence Interval (CI)) of Cerebrovascular Events by Quartile of 
Pulse Pressure

Model 1 Model 2
HR 95% CI P-values HR 95% CI P-values

Quartile I 1 (reference) 1 (reference)
Quartile II 0.91 0.54–1.53 0.7 0.92 0.55–1.56 0.7
Quartile III 1.28 0.80–2.07 0.3 1.21 0.75–1.95 0.4
Quartile IV 1.62 1.04–2.65 0.03 1.47 0.95–2.33 0.08

Model 1: adjusted for age and sex
Model 2: adjusted for age, sex, BMI, smoking, early parental cardiovascular disease and physical working capacity (METs), 
self-reported elevated cholesterol and abnormal blood glucose.

The numbers indicate people remaining in the follow-up at different points of time.

Figure 6. Kaplan-Meier Curves for Cerebrovascular Morbidity
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6.4	 Ankle blood pressure and dementia: a 
prospective follow-up study (Study IV)

Over the 18-year follow-up (60 266 person-years), 123 of the 3859 (3%) patients 
developed clinically incident dementia, including 44 with a new cardiovascular or 
cerebrovascular event. Altogether, 592 patients had a vascular event (15%). The clinical 
characteristics of the study population are shown in Table 9, stratified by incident 
dementia. Patients with incident dementia were older than those without dementia and 
the majority of them were women. The resting brachial systolic and ankle-BP were higher 
in patients who developed dementia than in those who remained free of dementia, but 
there were not significant differences in diastolic blood pressure, BMI, or in self-reported 
cholesterol and blood glucose between the groups. The physical working capacity was 
better and pack-years of smoking were higher in patients who remained free of dementia 
than in the patients who developed dementia. The distribution of participants to the 
four blood pressure groups differed significantly by the status of dementia. Moreover, 
antihypertensive medication was more common in patients with future dementia.

Fifty-two patients with dementia (44.7% of the total 123) died during the follow-up, 
15 because of a cardiac event and 14 because of a cerebrovascular event. Of the patients 
with dementia who survived, 14 had a cardiac event and six had stroke.

In the four blood pressure groups, dementia was observed in 43 (2%) patients in 
group 1, 49 (6%) in group 2, 14 (2%) in group 3, and 17 (13%) in group 4. However, a 
cardiovascular or cerebrovascular event was diagnosed in 195 (8.8%) patients in group 1, 
158 (20.3%) in group 2, 172 (23.3%) in group 3, and 67 (50.7%) in group 4, respectively. 
In the unclassifiable group, there were 17 patients with incident dementia; nine of these 
died during the follow-up, seven because of vascular causes. Four out of the eight patients 
who survived had a nonfatal vascular event. Abnormal ankle brachial index (<0.9) at 
baseline was measured in eight patients. Almost half (47%) of this unclassifiable group 
died of cardiovascular or cerebrovascular causes during the follow-up period.

Figure 7 shows the Kaplan-Meier curves for clinically incident dementia in different 
groups. In groups 2 and 4, the curves diverged continuously and significantly (P>0.001, 
log-rank test) throughout the 18 years of follow-up. The patients with elevated ankle-BP 
without exaggerated exercise blood pressure had a 1.58-fold risk of dementia compared 
with the reference group in the age-adjusted and sex-adjusted model and the hazard ratio 
was 1.59 in the wider model (Table 10). The observed hazard ratios were independent 
of resting brachial systolic blood pressure and several other potential confounders. In 
group 3, the statistical analysis is uncertain because of the small number of patients with 
dementia (14 patients). For comparison, we calculated the hazard ratio for the brachial 
systolic blood pressure. We could not find any association between the systolic brachial 
blood pressure and dementia (Table 10). Only low cardiac fitness was associated with 
dementia (P=0.01). The results did not change considerably when the brachial systolic 
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blood pressure was replaced with pulse pressure. The hazard ratio for pulse pressure was 
1.0 (95% CI 0.99–1.01) (P=0.89).

Table 9. Characteristics of participants who developed incident dementia during the follow-up and 
those who remained free of dementia.

Dementia, n=123 No dementia, n=3736 P
Age,years 63.7(7.7) 49.9(9.6) >0.0001
Men/women, n (%) 46/77 (63%) 2515/1221 (33%) >0.0001†
SBP,mmHg 138(20) 135(20) 0.002
DBP,mmHG 85(9) 85(11) 0.7
Pulse/beats min 72(13) 74(13) 0.05
SBP80(women) 188(24) 182(25) 0.06
SBP150(men) 205(24) 201(27) 0.35
ABP, mmHg 173(31) 165(27) 0.01
ABI-index 1.21(0.4) 1.20(0.3) 0.72
Smoking(years) 7.5(12) 9.7(12.5) 0.04
BMI (kg/m2) 26.1(3.9) 26.1(3.8) 0.92
Self-erported abdorm.total cholesterol, n(%) 48/75(39%) 1405/2329(38%) 0.83
Self-reported abnormal glucose, n(%) 12/111(10%) 278/3455(7%) 0.43
Antihypertensive medication,yes,no,(%) 46/77(37%) 623/3113(17%) >0.0001†
Blood pressure groups

Group 1 (reference)
Group 2
Group 3
Group 4

43(35%)
49(40%)
14(11%)
17(14%)

2170(58%)
2170(58%)
722(19)
115(3%) 0.0001ł

*Data are mean (SD) or N (%)
Please see the Materials and methods section for the explanation for blood pressure groups

Table 10. Hazard Ratios (HR, 95% Confidence Interval (CI) of Dementia According to the Specified 
Blood Pressure Groups (Total n=3859, no of dementia=123).
Blood Pressure Group HR 95 % (CI) P-value HR 95 % (CI) P-value
Group 1 1 (reference) 1(reference)
Group 2 1.58 1.04–2.40 0.034 1.59 1.00–2.56 0.05
Group 3 0.82 0.44–1.52 0.53 0.9 0.45–1.77 0.74
Group 4 2.26 1.24–4.13 0.008 1.93 1.00–3.80 0.05

Model 1: adjusted for age and sex 
Model 2: adjusted for age, sex, smoking, physical working capacity (METs), early parental cardiovascular disease and resting 
brachial systolic blood pressure
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Table 11. Cox proportional hazards ratios, dependent variable: dementia.
β Harzard ratio 95 % (CI) P-value

Age(years) 0.15 1.16 1.13–1.19 <0.001
Gender 0.38 1.46 0.92–2.32 0.1
SBP,mmHg -0.002 0.98 0.99–1.03 0.67
BMI (kg/m2) -0.017 0.98 0.93–1.03 0.51
METs -0.179 0.84 0.73–0.96 0.01
Current smoking -0.004 1.0 0.98–1.01 0.64
Pos.family history 0.197 1.22 0.83–1.78 0.31

METs: physical working capacity in metabolic equivalents.
Pos. family history: early parenteral cardiovascular disease

Ref.Group (n=2213)	 2198	 2169	 2133	 965
Group 2 (n=778)	 757	 725	 673	 253
Group 3 (n=736)	 717	 703	 667	 214
Group 4 (n=132)	 122	 103	 83	 45

Figure 7. Kaplan-Meier Curves for Dementia
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7	 DISCUSSION

7.1	 Summary of the main findings
This study confirmed that the ankle blood pressure gives us important information 
about the status of the arterial tree in middle-aged asymptomatic individuals. The main 
finding was that even those persons among whom the elevated ankle blood pressure 
was the only abnormal finding had 1.7-fold higher multivariate-adjusted risk of death, 
especially cardiovascular or cerebrovascular death (3.3- vs. 2.2-fold). The elevated 
ankle blood pressure had an independent predictive value even for dementia (1.6-fold), 
probably due to its role as a marker of arterial stiffness or atherosclerosis. On the other 
hand, persons with normal ankle, arm and exercise brachial blood pressure had clearly 
the best prognosis. The total mortality was 5.7% and the mortality due to cardiac causes 
was only 0.95% (21 patients) and 3.5% (78 patients) due to cerebrovascular causes 
during the follow-up of 18 years.An abnormal increase in ankle blood pressure with or 
without exaggerated exercise BP reaction may act as a forewarning of increased CV risk 
to clinicians, irrespective of resting BP.

7.2	 Participants and methods
We had a large cohort of over 4000 patients and a complete follow-up ranging from 15-
18 years in different substudies. The numbers of incident cardiovascular outcome events 
were large but the number of incident dementia cases was a bit more limited. The ankle 
BP was measured using the Doppler method, which is considered as the golden standard 
(Aboyans A et al. 2012). The exercise electrocardiograms were performed following 
a standard protocol that is commonly used in clinical work in Finland. The main 
statistical analyses were carried out using Cox proportional hazards regression analyses 
after checking for the validity of the proportional hazards assumption. As always, the 
study has some limitations, which are discussed in more detail below in paragraph 7.6, 
but as a whole, we believe that the materials and methods used for the study, are well 
suitable for answering the questions posed in the beginning of the study and presented 
above in paragraph 4.
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7.3	 Ankle andd exercise blood pressure 
Like brachial blood pressure, the ankle blood pressure (ABP) is a biological variable 
and there is no cut-off point separating normal from abnormal pressure. According to 
the ESH/ESC guidelines, hypertension is defined as SBP ≥140 mmHg and/or DBP 
≥90 mmHg DBP, based on the evidence from the randomized controlled trials (RCTs) 
demonstrating that in patients with these BP values treatment-induced BP reductions 
are beneficial . One cut-off point that has been used is the level of arterial blood pressure 
associated with doubling of long-term cardiovascular risk (Mancia G et al. 2013). Is 
seems that the relation of systolic blood pressure to mortality is U- shaped, with the 
lowest risk at a pressure of about 130 mmHg (Sundström J et al. 2011).

The main determinants of ABP are systolic blood pressure, enhanced pulse pressure, 
and local changes caused by rigidity of the arteries in the lower extremities, when the large 
conduit vessels are free of flow limiting atherosclerotic stenoses. In these conditions, we 
can draw epidemiologic conclusions from ABP per se without indexing it to the brachial 
systolic pressure. It is, however, difficult to assess, when the stenotic changes along the 
conduit vessels begin to decrease the ankle blood pressure. Mild stenotic peripheral 
artery disease may not be detected by decreased ABI at rest because severe stenosis in at 
least one major artery is needed to reduce the ankle pressure.

During normal exercise, cardiac output increases in response to the demand of 
working muscles because of a sympathetically mediated increase in heart rate and 
stroke volume. Arterial pressure, both peripheral and central, rises in a graded fashion 
with increasing exercise intensity. Systemic vasodilatation offsets the rise in cardiac 
contractility, heart rate, and left ventricular output, resulting in increased peripheral 
blood flow (Sharman JE et al. 2005). Increased cardiac output, decreased peripheral 
vascular resistance, and their interactions determine blood pressure during exercise. The 
exercise causes a systemic vasodilatation and backward wave augmentation is reduced 
(Munir S et al. 2008, Schultz MG et al. 2013, Schultz MG et al. 2013).

When cardiac output is not balanced by increased compliance from peripheral 
muscle vasculature dilation, the result is a sharp increase in systolic blood pressure. 
The mechanisms underlying an excessive increase in systolic blood pressure are likely 
multifactorial, such as a reduction in aortic compliance (stiffness) together with structural 
abnormalities in the peripheral vasculature, an inability of the peripheral vasculature 
to appropriately vasodilate in exercise or impaired endothelial function (Fagard RH 
et al. 1996, Dachun X et al. 2010, Suominen V et al. 2008, Aboyans V et al. 2008, 
Stewart KJ et al. 2004, Thanassoulis G et al. 2012, Sung J et al. 2012). According to 
Tsiachris (Tsiachris D et al. 2010) exaggerated blood pressure response during exercise 
constitutes a sign of premature cardiovascular stiffening in the setting of uncomplicated 
hypertension.

In our study the healthy reference group becomes more accurately defined when 
considering the ankle and exercise blood pressure together, because the discrepancy 
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between the ABP and brachial exercise systolic blood pressure reveals those patients, 
who have stenotic changes in conduit vessels, but ankle blood pressure or ABI index is 
still within the normal limits.

The categorization of our study cohort into five subgroups enabled a logical 
understanding of the chronological sequence of adverse changes in the ankle blood 
pressure. In patients with normal ankle, arm and exercise blood pressure (reference 
group), both total and CVD mortality during the follow-up were low even among persons 
with an abnormal exercise test. Over the 18-year follow-up (60 266 person-years), the 
total mortality in the reference group was 125 patients (5.7%) and the mortality due 
to cardiac causes was only 21 (0.95%) and 78 (3.5%) due to cerebrovascular causes. In 
other groups the mortality was clearly elevated: total mortality 14–18.5% in groups 2–4 
and 46% in group 5. Also the cardiovascular and cerebrovascular mortalities were high: 
5.5–6.5 vs, 6.3–7.7 % in groups 2–4 and 13.5–27% in group 5.

7.4	 Elevated ankle blood pressure
Our novel finding was that even those persons among whom the elevated ankle blood 
pressure was the only abnormal finding had 2.7-fold higher multivariate adjusted risk of 
CDV death and 2.1-fold higher risk of death from any cause than persons with normal 
brachial, ankle and exercise blood pressures. The elevated ankle blood pressure is one of 
the earliest signs of the subclinical vascular damage in the arteries. It has an independent 
value as a marker of subclinical arterial stiffness or atherosclerosis in asymptomatic 
middle-aged patients.

The aetiology of the elevated ABP was not the topic of this study, but many causes 
can explain the elevation of ABP. Normally the ABP is 8–10 mmHg higher than the 
brachial blood pressure. The blood pressure amplifies as it travels distally from the heart, 
resulting in a progressive increase in systolic blood pressure. The amplification is due 
to retrograde wave reflection from resistant distal arterioles, which is additive to the 
antegrade wave. In addition, the hydrostatic pressure in the lower extremities causes 
increased intraluminal pressure, with increased wall thickening and with unchanged 
inner radius. Therefore, both reflected waves and changes in vessel wall thickness and 
consequently stiffness contribute to systolic blood pressure amplification (Aboyans A et 
al. 2012).

Elevated ABP can be expected, when the systolic blood pressure is elevated or arteries 
are stiffer. At present, there are no prospective follow-up studies, as to how elevated 
systolic blood pressure, arterial stiffness, medial calcinosis or occlusive stenotic changes 
alter the ankle blood pressure over time (Kain K et al. 2013). Also it is unclear, how much 
the aortic stiffness with attenuated impedance mismatch between aorta and peripheral 
arteries (enhanced pulse pressure and pulsatility) contributes to ABP elevation.
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In the Czech post-MONICA study the increased ABP was associated with increased 
aortic PWV independently of brachial blood pressure, and the elevated ABP seems 
more to be a parameter of aortic stiffness than a parameter of lower-extremity artery 
stiffness which is explained by the loss of buffering function of aorta due to loss of 
impedance mismatch between aorta and peripheral circulation (Wohlfahrt P et al. 
2013). Normally, wave reflection occurs due to arterial stiffness mismatch between the 
aorta and large muscular arteries and this wave reflection protects microcirculation 
from the damaging effect of pulsatile energy. According to the MESA study (Ix JH et 
al. 2010), the association between ABP and aortic stiffness may explain the observed 
positive association between lower-extremity arterial stiffness and LV mass, which is 
independent of subclinical atherosclerosis. 

On the other hand, in many prospective studies the vascular stiffness seems more 
likely to be a precursor rather than the result of hypertension (Kaess BM et al. 2012, 
Najjar SSS et al. 2008, Männistö T et al. 2013) or the functional relationship is 
bidirectional (Yannoutsos A et al. 2014). Elevated blood pressure may cause vascular 
damage and accelerated conduit artery stiffening or aortic stiffening increases pressure 
pulsatility and therefore affects systolic blood pressure.

In summary, elevated ankle blood pressure is likely a reflection of changes in central 
conduit arteries but also peripheral alterations contribute to the elevated ankle blood 
pressure. Our results and other prospective studies suggest that increased ABP is linked 
to increased aortic stiffness and may be a parameter of increased pulsatile energy 
transmission to the periphery. It is regarded as a direct measure of target organ damage, 
indicating the occurrence of pathological changes in large artery walls under the action 
of cardiovascular risk factors.

7.5	 Cardiovascular risk prediction

7.5.1	 General

The prediction of cardiovascular (CV) risk has many requirements. It must predict 
future outcomes in prospective studies and add information to established risk markers 
(Vlachopoulos C 2012). Furthermore, a good biomarker changes predicted risk to a 
sufficient extent to meaningfully improve risk reclassification in prospective studies. 
Several computerized methods have been developed for estimating total CV risk (Pyörälä 
K et al. 1994, D’Agostino RB Sr et al. 2008, Conroy RM et al. 2003, Hippisley-Cox 
J et al. 2008, Ridker PM et al. 2008, Ridker PM et al. 2007, Woodward M et al. 
2007, Vartiainen E et al. 2007), the Framingham Risk Score and European Systematic 
Coronary Risk Evaluation (SCORE) being among the most widely used. The models 
typically predict the 10-year risk of a fatal CVD on the basis of gender, age (40–65 
years), smoking habits, level of total cholesterol, and systolic blood pressure (SBP) in 
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persons without previous CVD events. In the FINRISK calculator the coronary risk and 
stroke risk are calculated separately and cardiovascular risk is evaluated by summing up 
the coronary risk and stroke risks. HDL-cholesterol and diabetes are also included in the 
FINRISK model (Vartiainen E et al. 2007).

The strengths and limitations of different risk scoring systems have been reviewed 
recently (Cooney MT et al. 2009) and considerable overlap remains in estimated risk 
between those who are affected by a cardiovascular event and those who are not (Berry 
JD et al. 2012, Schlendorf KH et al. 2012). Predicting a future CV event in individuals 
who have no prior history of cardiovascular disease has proven difficult when based 
solely on traditional risk factors and scoring systems (Allan GM, Støvring H et al. 2013, 
Cavanaugh-Hussey MW et al. 2008, Marma AK et al. 2009). It seems that age alone in 
the equation integrates a large part of the long term effects of the established risk factors, 
together with the individual genetic predisposition. The traditional risk factors such as 
elevated BP, hyperglycemia and raised cholesterol, which fluctuate over time with the 
follow-up of individual patients, may give only a snapshot at the time of the measurement 
and not the whole history of arterial ageing. In addition, at every level of traditional risk 
factor exposure, there is substantial variation in the amount of atherosclerosis and this 
variation in disease is probably due to genetic and environmental factors.

7.5.2	 Subclinical organ damage

The evaluation of subclinical organ damage is useful for improving CVD risk prediction. 
The easiest measurement may be the PWV, which gives us valuable information about 
arterial stiffness and reflects true arterial wall damage (Ben-Shlomo Y et al. 2014). It 
integrates and reflects the long-term effects of the established, as well as of the currently 
unknown, risk factors on the arterial wall, together with the genetic predisposition of 
the individual.

Elevated ankle blood pressure, on the other hand, might be a reflection of arterial 
stiffness as hypothesized in this study and in few other prospective studies (Ix JH et 
al. 2010, Wohlfahrt P et al. 2013). Like the arterial stiffness, the elevated ABP can be 
considered as a measure of the cumulative influence of cardiovascular risk factors with 
aging on the arterial tree. In contrast to the classical ‘circulating’ cardiovascular risk 
factors, such as BP, glycaemia and lipids, elevated ABP may at least be partly explained 
by the arterial stiffness and it integrates the long-lasting effects of all identified and 
nonidentified cardiovascular risk factors and thus may be considered as a ‘tissue’ 
biomarker. It might be useful for improving CVD risk prediction.
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7.6	 Strengths and limitations of the study
A strength of our study is the large sample size, the long follow-up period of 18 years, and 
the prospective design. Furthermore, the Finnish national health care registers allowed 
analyses of virtually all patients and the loss to follow-up is negligible. The registers also 
had good accuracy and coverage (Jin YP et al. 2004, Pajunen et al. 2005, Sund R 2012). 
The ankle blood pressure is measured with the Doppler method which according to a 
recent statement is the golden standard for the determination of the ABI (Aboyans A et 
al. 2012).

The representativeness of our study cohort is, however, somewhat limited. The 
patients were referred to the exercise test by occupational health physicians and thus they 
do not represent a random sample of the general population. The majority of the patients 
studied were better educated and had higher than average socioeconomic positions.

Other limitations of the study are related to the collection of clinical data. The ankle 
blood pressure was measured from one leg only. The blood glucose and total cholesterol 
were self-reported and only half of the patients knew their glucose value. The persons 
without a known abnormal cholesterol or glucose values were taken as normal. These 
values were taken in multivariate analyses, because they were significant predictors of 
CHD risk as expected. Thus, these limitations of our study should not affect the validity 
of the findings although some residual confounding cannot be totally excluded. On 
the other hand, most patients with a diagnosed MI or stroke during the follow-up had 
received pharmacological therapy or undergone invasive therapeutic procedures and 
their lifestyle had changed. Such a bias has probably led to an underestimation, rather 
than an overestimation, of the prognostic significance of elevated ankle blood pressure.

We deliberately did not analyze whether ABP measurement leads to a significant 
reclassification of CV risk over and above the traditional risk factors. This kind of 
analyses would very likely have been biased towards positive findings, because the ABP 
was measured very precisely but data on the traditional risk factors was somewhat less 
precise and included some residual confounding as described above.

The study was also limited by the lack of stroke subtyping. Subarachnoid hemorrhages 
were excluded. Intracerebral hemorrhages and ischemic strokes were included, but not 
subtyped. Generally, approximately 75%–80% of all strokes were of ischemic origin. 
Also, a gender-specific analysis was not possible because of the small number of events 
among women. 

For the evaluation of dementia our patients did not undergo neuropsychological 
examinations and we therefore focused only on cognitive decline severe enough to be 
clinically detected as dementia without any subtyping. The majority of our dementia 
patients were women, although 66% of our study group were men. It is likely that men 
had died because of other vascular pathologies before reaching the age where dementia 
starts to become manifest. The relative risk of dementia because of cardiovascular 
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disease is attenuated over time as a consequence of the impact of cardiovascular disease 
on mortality.

7.7	 Clinical implications and future research needs
It is easy to measure ABP at the beginning of a normal exercise test. In the present 
study, an elevated ABP was associated with an increased risk of a cardiovascular event 
or dementia later in life. These findings were independend of the traditional risk factors 
but they need to be replicated in other cohorts, preferably including reclassification 
analyses as well. It remains to be elucidated, how much the new risk marker candidates 
such as CRP or FMD explain this abnormal finding in a random population. Also, the 
association between PWV and ABP deserves more detailed research.

In about 6% of our study group we observed a discrepancy between the ankle and 
exercise blood pressures, which was most likely explained by hemodynamically significant 
stenotic changes along the conduit vessels. This suggestion needs to be confirmed by 
other examinations. Also, elevated ABP with inadequate exercise blood pressure reaction 
may reflect reduced cardiac output caused by CAD.

Low cardiovascular fitness is associated with premature mortality. In this study, in 
accordance with other studies (Blair SN et al. 1996, Church TS et al. 2004, Sandvik L 
et al. 1993, Myers J et al. 2002), the low exercise capacity was a more powerful predictor 
of mortality than the other established risk factors. Half of our unclassifiable group died 
during the follow-up and most of them belonged to the group with low physical fitness 
without any specific reason.

In summary, measuring the ankle blood pressure at the beginning of the exercise test 
is a non-invasive and inexpensive procedure, which provides useful information on the 
status of the arterial three and future cardiovascular risk. Wider use of the measurement 
in clinical work seems warranted.



73Ankle Blood Pressure as a Predictor of Vascular Events

8	 ACKNOWLEDGMENTS

This study was carried out at the Helsinki Deaconess Institute in co-operation with 
THL-National Institute for Health and Welfare.

I want to express my deepest gratitude to my principal supervisor Professor Veikko 
Salomaa, whose knowledge, skills and patient made this study possible. I am grateful for 
his open-mindedness and enthusiastic attitude and for the appropriate combination of 
trust and support for my scientific research. I am also greatful to my second supervisor 
Professor Mika Kähönen for good support and sharing of his knowledge in the scientific 
world, and providing the hands on instructions for finishing this PhD-thesis.

I thank the reviewers, Docent Jari Laukkanen and Docent Hannu Vanhanen for 
their valuable comments and constructive criticism, which helped to improve this thesis. 
I express also my gratitude to Rauni Pääkkönen and Arto Pietilä MSc for their patient 
help in coping with statistical issues.

I wish to express my gratitude to the staff of the Department of Clinical Physiology 
at the Helsinki Deaconess Institute for collecting the exercise test data and thus allowing 
me to carry out this study.

Finally, I would like to extend my most heartfelt thanks to my family for their 
support and encouragement throughout these years.

Riihimäki, December 2015

Heikki Hietanen



74 Heikki Hietanen

9	 REFERENCES

2011 ACCF/AHA (2011): Focused Update of the Guideline for the Management of Patients 
With Peripheral Artery Disease (Updating the 2005 Guideline). J Am Coll Cardiol 
58:2020–45.

2013 ESH/ESC (2013): Guidelines for the management of arterial hypertension. Eur Heart J 
34:2159–2219

Abhayaratna WP, Seward JB, Appleton CP, Douglas PS, Oh JK, Tajik AJ and Tsang TS (2006): 
Left atrial size: physiologic determinants and clinical applications. J Am Coll Cardiol 
47:2357–2363.

Aboyans A, Criqui MH, Abraham P, Allison MA, Creager MA, Diehm C, Fowkes FGR, 
Hiatt WR, Jönsson B, Lacroix P, Marin B, McDermott MM, Lars Norgren L, Pande 
RL, Preux PM, Stoffers HE and Treat-Jacobson D (2012): on behalf of the American 
Heart Association Council on Peripheral Vascular Disease, Council on Epidemiology 
and Prevention, Council on Clinical Cardiology, Council on Cardiovascular Nursing, 
Council on Cardiovascular Radiology and Intervention, and Council on Cardiovascular 
Surgery and Anesthesia Measurement and Interpretation of the Ankle-Brachial Index A 
Scientific Statement From the American Heart Association. Circulation 126:2890–2909.

Aboyans V, Ho E, Denenberg JO, Ho LA, Natarajan L and Criqui MH (2008): The association 
between elevated ankle systolic pressures and peripheral occlusive arterial disease in 
diabetic and nondiabetic subjects. J Vasc Surg 48(5):1197–1203.

Aboyans V, Lacroix P, Doucet S, Preux PM, Criqui MH and Laskar M (2009): Diagnosis of 
peripheral arterial disease in general practice: can the ankle-brachial index be measured 
either by pulse palpation or an automatic blood pressure device? Int J Clin Pract 62:1001–
1007.

Aboyans V, Lacroix P, Tran MH, Salamagne C, Galinat S, Archambeaud F, Criqui MH and 
Laskar M (2011a): The prognosis of diabetic patients with high ankle-brachial index 
depends on the coexistence of occlusive peripheral artery disease. J Vasc Surg 53(4):984–
91.

Aboyans V, McClelland RL, Allison MA, McDermott MM, Blumenthal RS, Macura K and 
Criqui MH (2011b): Lower extremity peripheral artery disease in the absence of traditional 
risk factors. The multi-ethnic study of atherosclerosis. Atherosclerosis 214(1):169–73.

Acosta AA, Samuels JA, Portman RJ and Redwine KM (2012): Prevalence of persistent 
prehypertension in adolescents. J Pediatr 160(5):757–61.

Ahlskog JE, Geda YE, Graff-Radford NR and Petersen RC (2011): Physical Exercise as a 
Preventive or Disease-Modifying Treatment of Dementia and Brain Aging. Mayo Clin 
Proc 86(9):876–884.

Allan GM, Nouri F, Korownyk C, Kolber MR, Vandermeer B and McCormack J (2013): 
Agreement Among Cardiovascular Disease Risk Calculators. Circulation 127:1948–
1956.



75Ankle Blood Pressure as a Predictor of Vascular Events

Allen J, Oates CP, Henderson J, Jago J, Whittingham TA, Chamberlain J, Jones NA and Murray 
A (1996): Comparison of lower limb arterial assessments using color-duplex ultrasound 
and ankle/brachial pressure index measurements. Angiology 47:225–232.

Allison MA, Hiatt WR, Hirsch AT, Coll JR and Criqui MH (2008): A high ankle-brachial 
index is associated with increased cardiovascular disease morbidity and lower quality of 
life. J Am Coll Cardiol 51(13):1292–1298.

Alwan A (2011), editor: Global Status Report on noncommunicable diseases 2010, World Health 
Organization ISBN 978-92-4-068645-8.

Anderson TJ, Charbonneau F, Title LM, Buithieu J, Rose MS, Conradson H, Hildebrand K, 
Fung M, Verma S and Lonn EM (2011): Microvascular function predicts cardiovascular 
events in primary prevention: long-term results from the firefighters and their endothelium 
(FATE) study. 123:163–169.

Andrus B and Lacaille D (2014): 2013 ACC/AHA guideline on the assessment of cardiovascular 
risk. J Am Coll Cardiol 1;63(25 Pt A):2886 

Arain FA, Ye Z, Bailey KR, Chen Q, Liu G, Leibson CL and Kullo IJ (2012): Survival in 
Patients with poorly compressible leg arteries. J Am Coll Cardiol 59:400–407.

Arnlov J, Evans JC, Meigs JB,Wang TJ, Fox CS, Levy D, Benjamin EJ, D’Agostino RB and 
Vasan RS (2005): Low-grade albuminuria and incidence of cardiovascular disease 
events in nonhypertensive and nondiabetic individuals: the Framingham Heart Study. 
Circulation 112:969–975.

Asmar RG, Pannier B, Santoni JP, Laurent S, London GM, Levy BI and Safar ME (1988): 
Reversion of cardiac hypertrophy and reduced arterial compliance after converting 
enzyme inhibition in essential hypertension. Circulation 78:941–50.

Aurigemma GP, Gottdiener JS, Shemanski L, Gardin J and Kitzman D (2001): Predictive value 
of systolic and diastolic function for incident congestive heart failure in the elderly: the 
cardiovascular health study. J Am Coll Cardiol 37:1042–1048.

Baldassarre D, Hamsten A, Veglia F, de FU, Humphries SE, Smit AJ, Giral P, Kurl S, Rauramaa 
R, Mannarino E, Grossi E, Paoletti R and Tremoli E (2012): Measurements of carotid 
intima-media thickness and of interadventitia common carotid diameter improve 
prediction of cardiovascular events: results of the IMPROVE (Carotid Intima Media 
Thickness [IMT] and IMT-Progression as Predictors of Vascular Events in a High Risk 
European Population) Study. J Am Coll Cardiol 60:1489–1499.

Beckman JA, Higgins CO and Gerhard-Herman M (2006): Automated oscillometric 
determination of the ankle-brachial index provides accuracy necessary for office practice. 
Hypertension 47:35–38.

Bella JN, Palmieri V, Roman MJ, Liu JE,Welty TK, Lee ET, Fabsitz RR, Howard BV and 
Devereux RB (2002): Mitral ratio of peak early to late diastolic filling velocity as a 
predictor of mortality in middle-aged and elderly adults: the Strong Heart Study. 
Circulation 105:1928–1933.

Benetos A, Waeber B, Izzo J, Mitchell G, Resnick L, Asmar R and Safar M (2002): Influence 
of age, risk factors, and cardiovascular and renal disease on arterial stiffness: clinical 
applications. Am J Hypertens 15:1101–8.

Bennett DA, Arnold SE, Valenzuela MJ, Brayne C and Schneider JA (2014): Cognitive and social 
lifestyle: links with neuropathology and cognition in late life. Review. Acta Neuropathol 
127:137–150.



76 Heikki Hietanen

Ben-Shlomo Y, Spears M, Boustred C, May M, Anderson SG, Benjamin EJ, Boutouyrie P, 
Cameron J, Chen C-H, Cruickshank JK, Hwang S-J, Lakatta EG, Laurent S, Maldonado 
J, Mitchell GF, Najjar SS, Newman AB, Ohishi M, Pannier B, Pereira T, Vasan RS, 
Shokawa T, Sutton-Tyrell K, Verbeke F, Wang K-L, Webb DJ, Hansen TW, Zoungas 
S, McEniery CM, Cockcroft JR and Wilkinson IB (2014): Aortic pulse wave velocity 
improves cardiovascular event prediction: an individual participant meta-analysis of 
prospective observational data from 17,635 subjects, J Am Coll Cardiol 25;63(7):636–46.

Berry JD, Dyer A, Cai X, Garside DB, Ning H, Thomas A, Greenland P, Van HL, Tracy RP 
and Lloyd-Jones DM (2012): Lifetime risks of cardiovascular disease. N Engl J Med 
366:321–329.

Bie P (2009): Blood volume, blood pressure and total body sodium: internal signalling and 
output control. Acta Physiol (Oxf) 195:187–196.

Blair SN, Kampert JB, Kohl HW III, Barlow CE, Macera CA, Paffenbarger RS and Gibbons LW 
1996): Influences of Cardiorespiratory Fitness and Other Precursors on Cardiovascular 
Disease and All-Cause Mortality in Men and Women. JAMA 276:205–10.

Booysen HL, Norton GR, Maseko MJ, Libhaber CD, Majane OHI, Sareli P and Woodiwiss AJ 
(2013): Aortic, but not brachial blood pressure category enhances the ability to identify 
target organ changes in normotensives. J Hypertens 31(6):1124–30

Boutouyrie P, Tropeano AI, Asmar R, Gautier I, Benetos A, Lacolley P and Laurent S (2002): 
Aortic stiffness is an independent predictor of primary coronary events in hypertensive 
patients: a longitudinal study. Hypertension 39:10–15.

Bouzas-Mosquera A, Peteiro J, Broullón FJ, Álvarez-García N, García-Bueno L, Mosquera 
VX, Prada Ó, Casas S and Castro-Beiras A (2010): Prognostic Value of an Exaggerated 
Exercise Blood Pressure Response in Patients With Diabetes Mellitus and Known or 
Suspected Coronary Artery Disease. Am J Cardiol 105:780–785.

Breslin DJ, Gifford RW Jr., Fairbairn JF and Kearns TP (1966): Prognostic importance of 
ophthalmoscopic findings in essential hypertension. JAMA 195:335–338.

Brett SE, Ritter JM and Chowienczyk PJ (2000): Diastolic blood pressure changes during 
exercise positively correlate with serum cholesterol and insulin resistance. Circulation 
101:611–615.

Brindle P, Beswick AD, Fahey T and Ebrahim SB (2006): Accuracy and impact of risk 
assessment in the primary prevention of cardiovascular disease: a systematic review. 
Heart 92(12):1752–1759.

Campbell L, Marwick TH, Pashkow FJ, Snader CE and Lauer MS (1999): Usefulness of an 
Exaggerated Systolic Blood Pressure Response to Exercise in Predicting Myocardial 
Perfusion Defects in Known or Suspected Coronary Artery Disease. Am J Cardiol 
84:1304–1310.

Castrop H, Höcherl K, Kurtz A, Schweda F, Todorov V and Wagner C (2010): Physiology of 
Kidney Renin. Physiol Rev 90:607–673.

Cavanaugh-Hussey MW, Berry JD and Lloyd-Jones DM (2008): Who exceeds ATP-III risk 
thresholds? Systematic examination of the effect of varying age and risk factor levels in 
the ATP-III risk assessment tool. Prev Med 47:619–23.

Cecelja M, Jiang B, McNeill K, Kato B, Ritter J, Spector T and Chowienczyk P (2009): Increased 
wave reflection rather than central arterial stiffness is the main determinant of raised 
pulse pressure in women and relates to mismatch in arterial dimensions: a twin study. J 
Am Coll Cardiol 54:695–703.



77Ankle Blood Pressure as a Predictor of Vascular Events

Cecelja M, Jiang B, Spector TD and Chowienczyk P (2012): Progression of Central Pulse 
Pressure Over 1 Decade of Aging and its Reversal by Nitroglycerin. J Am Coll Cardiol 
59:475–83.

Centers for Disease Control and Prevention (CDC, 2012): Vital signs: awareness and treatment 
of uncontrolled hypertension among adults – United States, 2003–2010. MMWR Morb 
Mortal Wkly Rep 61:703–709.

Chantelau E, Lee KM and Jungblut R (1995): Association of below-knee atherosclerosis to 
medial arterial calcification in diabetes mellitus. Diabetes Res Clin Pract 29(3):169–72.

Chen X and Wang Y (2008): Tracking of blood pressure from childhood to adulthood: a 
systematic review and meta-regression analysis. Circulation 117(25):3171–80.

Church TS, Cheng YJ, Earnest CP, Barlow CE, Gibbons LW, Priest EL and Blair SN (2004): 
Exercise capacity and body composition as predictors of mortality among men with 
diabetes. Diabetes Care 27:83–8.

Conroy RM, Pyorala K, Fitzgerald AP, Sans S, Menotti A, De Backer G, De Bacquer D, 
Ducimetiere P, Jousilahti P, Keil U, Njolstad I, Oganov RG, Thomsen T, Tunstall-Pedoe 
H, Tverdal A, Wedel H, Whincup P, Wilhelmsen L and Graham IM (2003): Estimation 
of ten-year risk of fatal cardiovascular disease in Europe: the SCORE project. Eur Heart 
J 24:987–1003.

Cooney MT, Dudina AL and Graham IM (2009): Value and limitations of existing scores for 
the assessment of cardiovascular risk: a review for physicians. J AmColl Cardiol 54:1209–
1227.

Corra U, Giordano A, Mezzani A, Gnemmi M, Pistono M, Caruso R and Giannuzzi P (2012): 
Cardiopulmonary exercise testing and prognosis in heart failure due to systolic left 
ventricular dysfunction: a validation study of the European Society of Cardiology 
Guidelines and Recommendations (2008) and further developments. Eur J Prev Cardiol 
19:32–40.

Corretti MC, Anderson TJ, Benjamin EJ, Celermajer D, Charbonnean F, Creager MA, 
Deanfield J, Drexler H, Gerhard-Herman M, Herrington D, Vallance P, Vita J and 
Vogel R (2002): Guidelines for the ultrasound assessment of endothelial-dependent flow-
mediated vasodilatation of the brachial artery. J Am Coll Cardiol 39:257–265.

Criqui MH, McClelland RL, McDermott MM, Allison MA, Blumenthal RS, Aboyans V, 
Ix JH, Burke GL, Liu K and Shea S (2010): The ankle-brachial index and incident 
cardiovascular events in the MESA (Multi-Ethnic Study of Atherosclerosis). J Am Coll 
Cardiol 56:1506 –1512.

Cuspidi C, Ambrosioni E, Mancia G, Pessina AC, Trimarco B and Zanchetti A (2002): Role 
of echocardiography and carotid ultrasonography in stratifying risk in patients with 
essential hypertension: the Assessment of Prognostic Risk Observational Survey. J 
Hypertens 20:1307–1314.

D’Agostino RB Sr., Vasan RS, Pencina MJ, Wolf PA, Cobain M, Massaro JM and Kannel WB 
(2008): General cardiovascular risk profile for use in primary care: the Framingham 
Heart Study. Circulation 117:743–753.

Dachun X, Jue L, Liling Z, Yawei X, Dayi H, Pagoto SL and Yunsheng M (2010): Sensitivity and 
specificity of the ankle-brachial index to diagnose peripheral artery disease: a structured 
review. Vasc Med 15:361–369.



78 Heikki Hietanen

Davies JE, Baksi J, Francis DP, Hadjiloizou N, Whinnett ZI, Manisty CH, Aguado-Sierra 
J, Foale RA, Malik IS, Tyberg JV, Parker KH, Mayet J and Hughes AD (2010): The 
arterial reservoir pressure increases with aging and is the major determinant of the aortic 
augmentation index. Am J Physiol Heart Circ Physiol 298(2):H580–6.

Davies JE, Hadjiloizou N, Leibovich D, Malaweera A, Alastruey-Arimon J, Whinnett ZI, 
Manisty CH, Francis DP, Aguado-Sierra J, Foale RA, Malik IS, Parker KH, Mayet J 
and Hughes AD (2007): Importance of the aortic reservoir in determining the shape of 
the arterial pressure waveform—the forgotten lessons of frank. Artery Research 1:40–45.

Daviglus ML, Stamler J, Pirzada A, Yan LL, Garside DB, Liu K, Wang R, Dyer AR, Lloyd-Jones 
DM and Greenland P (2004): Favorable cardiovascular risk profile in young women and 
long-term risk of cardiovascular and all-cause mortality. JAMA 292:1588–1592.

De Buyzere ML and Clement DL (2008): Management of hypertension in peripheral arterial 
disease. Prog Cardiovasc Dis 50:238–263.

de Leeuw PW, Ruilope LM, Palmer CR, Brown MJ, Castaigne A, Mancia G, Rosenthal T and 
Wagener G (2004): Clinical significance of renal function in hypertensive patients at 
high risk: results from the INSIGHT trial. Arch Intern Med 164:2459–2464.

Debette S, Seshadri S, Beiser A, Au R, Himali JJ, Palumbo C, Wolf PA and DeCarli C (2011): 
Midlife vascular risk factor exposure accelerates structural brain aging and cognitive 
decline. Neurology 77:461–468.

Den Ruijter HM, Peters SAE, Anderson TJ, Britton AR, Dekker JM, Eijkemans MJ, Engström 
G, Evans GW, de Graaf J, Grobbee DE, Hedblad B, Hofman A, Holewijn S, Ikeda A, 
Kavousi M, Kitagawa K, Kitamura A, Koffijberg H, Lonn EM, Lorenz MW, Mathiesen 
EB, Nijpels G, Okazaki S, O’Leary DH, Polak JF, Price JF, Robertson C, Rembold CM, 
Rosvall M, Rundek T, Salonen JT, Sitzer M, Stehouwer CDA, Witteman JC, Moons 
KG and Bots ML (2012): Common Carotid Intima-Media Thickness Measurements 
inCardiovascular Risk Prediction A Meta-analysis. JAMA 308(8):796–803.

Diehm C, Allenberg JR, David Pittrow D, Mahn M, Tepohl G, Haberl RL, Darius H,Burghaus I 
and Trampisch HJ for the German Epidemiological Trial on Ankle Brachial Index Study 
Group (2009): Mortality and Vascular Morbidity in Older Adults With Asymptomatic 
Versus Symptomatic Peripheral Artery Disease. Circulation 120:2053–2061.

European Guidelines on cardiovascular disease prevention in clinical practice (version 2012). 
Eur Heart J 33:1635–1701

Everhart JE, Petitt DJ, Knowler WC, Rose FA and Bennett PH (1988): Medial arterial 
calcification and its association with mortality and complications of diabetes. Diabetologia 
31(1):16–23.

Fagard RH, Pardaens K, Staessen JA, Thijs L (1996): Prognostic value of invasive haemodynamic 
measurements at rest and during exercise in hypertensive men. Hypertension 28:31–36.

Falkner B (2012): Recent advances in pediatric hypertension. JClin Hypertens (Greenwich) 
14(6):345.

Felder RA, White MJ, Williams SM and Jose PA (2013): Diagnostic tools for hypertension and 
salt sensitivity testing. Curr Opin Nephrol Hypertens 22:65–76.

Feringa HH, Bax JJ, van Waning VH, Boersma E, Elhendy A, Schouten O, Tangelder MJ, 
van Sambeek MH, van den Meiracker AH and Poldermans D (2006): The longterm 
prognostic value of the resting and postexercise ankle-brachial index. Arch Intern Med 
166:529–535.



79Ankle Blood Pressure as a Predictor of Vascular Events

Fossum E, Hoieggen A, Moan A, Rostrup M and Kjeldsen SE (1999): Insulin sensitivity is 
related to physical fitness and exercise blood pressure to structural vascular properties in 
young men. Hypertension 33:781–786.

Fowkes FG, Murray GD, Butcher I, Heald CL, Lee RJ, Chambless LE, Folsom AR, Hirsch 
AT, Dramaix M, deBacker G, Wautrecht JC, Kornitzer M, Newman AB, Cushman M, 
Sutton-Tyrrell K, Lee AJ, Price JF, d’Agostino RB, Murabito JM, Norman PE, Jamrozik 
K, Curb JD, Masaki KH, Rodriguez BL, Dekker JM,Bouter LM, Heine RJ, Nijpels G, 
Stehouwer CD, Ferrucci L, McDermott MM, Stoffers HE, Hooi JD, Knottnerus JA, 
Ogren M, Hedblad B, Witteman JC, Breteler MM, Hunink MG, Hofman A, Criqui 
MH, Langer RD, Fronek A, Hiatt WR, Hamman R, Resnick HE and Guralnik J (2008): 
Ankle brachial index combined with Framingham Risk Score to predict cardiovascular 
events and mortality: a meta-analysis. JAMA 300:197–208. 

Fowkes FGR, Rudan D, Rudan I, Aboyans V, Denenberg JO, McDermott MM, Norman PE, 
Sampson UKA, Williams LJ, Mensah GA and Criqui MH (2013): Comparison of global 
estimates of prevalence and risk factors for peripheral artery disease in 2000 and 2010: a 
systematic review and analysis. Lancet 382(9901):1329–40.

Gaudreault V, Després JP, Rhéaume C, Bergeron J, Alméras N, Tremblay A and Poirier P 
(2013): Exercise-induced exaggerated blood pressure response in men with the metabolic 
syndrome: the role of the autonomous nervous system. Blood Press Monit 18(5):252–8.

Goff DC, Lloyd-Jones DM, Bennett G, Coady S, D’Agostino RB Sr, Gibbons R, Greenland P, 
Lackland DT, Levy D, O’Donnell CJ, Robinson JG, Schwartz JS, Shero ST, Smith SC Jr, 
Sorlie P, Stone NJ, Wilson PW (2014): American College of Cardiology/American Heart 
Association Task Force on Practice Guidelines. J Am Coll Cardiol 1;63(25 Pt B):2935–59.

Grassi G (2009): Assessment of sympathetic cardiovascular drive in human hypertension: 
achievements and perspectives. Hypertension 54:690–697.

Greenland P, Alpert JS, Beller GA, Benjamin EJ, Budoff MJ, Fayad ZA, Foster E, Hlatky MA, 
Hodgson JM, Kushner FG, Lauer MS, Shaw LJ, Smith SC Jr., Taylor AJ, Weintraub 
WS, Wenger NK and Jacobs AK (2010): 2010 ACCF/AHA guideline for assessment 
of cardiovascular risk in asymptomatic adults: a report of the American College of 
Cardiology Foundation/American Heart Association Task Force on Practice Guidelines. 
Circulation 122:584–636.

Gross ML, Amann K and Ritz E (2005): Nephron number and renal risk in hypertension and 
diabetes. J Am Soc Nephrol 16 (Suppl 1):S27–29.

Guo X, Li J, Pang W, Zhao M, Luo Y, Sun Y and Hu D (2008): Sensitivity and specificity 
of ankle-brachial index for detecting angiographic stenosis of peripheral arteries. Circ J 
72:605– 610.

Gupta MP, Polena S, Coplan N, Panagopoulos G, Dhingra C, Myers J and Froelicher V (2007): 
Prognostic significance of systolic blood pressure increases in men during exercise stress 
testing. Am J Cardiol 100:1609–1613.

Guyton AC (1991): Blood pressure control: special role of the kidneys and body fluids. Science 
252:1813–1816.

Guyton AC, Coleman TG, Fourcade JC and Navar LG (1969): Physiologic control of arterial 
pressure. Bull N Y Acad Med 45:811–830.

Hartner A, Cordasic N, Goppelt-Struebe M, Veelken R and Hilgers KF (2003): Role of 
macula densa cyclooxygenase-2 in renovascular hypertension. Am J Physiol Renal Physiol 
284:F498–F502.



80 Heikki Hietanen

Hedberg P, Ohrvik J, Lonnberg I and Nilsson G (2009): Augmented blood pressure response to 
exercise is associated with improved long-term survival in older people. Heart 95:1072–
1078.

Hering D, Kucharska W, Kara T, Somers VK and Narkiewicz K (2011): Potentiated sympathetic 
and hemodynamic responses to alcohol in hypertensive vs. normotensive individuals. 
Journal of Hypertension 29:537–541.

Hippisley-Cox J, Coupland C, Vinogradova Y, Robson J, Minhas R, Sheikh A and Brindle P 
(2008): Predicting cardiovascular risk in England and Wales: prospective derivationand 
validation of QRISK2. BMJ 336:1475–1482.

Hirsch AT, Criqui MH, Treat-Jacobson D, Regensteiner JG, Creager MA, Olin JW, Krook SH, 
Hunninghake DB, Comerota AJ, Walsh ME, McDermott MM and Hiatt WR (2001): 
Peripheral arterial disease detection, awareness, and treatment in primary care. JAMA 
286:1317–1324.

Holmqvist L, Mortensen L, Kanckos C, Ljungman C, Mehlig K and Manhem K (2012): Exercise 
blood pressure and the risk of future hypertension. J Hum Hypertens 26:691–695.

Høyer C, Sandermann J and Petersen LJ (2013): The toe-brachial index in the diagnosis of 
peripheral arterial disease. Review Article. J Vasc Surg 58(1):231–238.

Huot M, Arsenault BJ, Gaudreault V, Poirier P, Perusse L, Tremblay A, Bouchard C, Despres JP 
and Rheaume C (2011): Insulin resistance, low cardiorespiratory fitness, and increased 
exercise blood pressure: contribution of abdominal obesity. Hypertension 58:1036–1042.

Inaba Y, Chen JA and Bergmann SR (2010): Prediction of future cardiovascular outcomes by 
flow-mediated vasodilatation of brachial artery: a meta-analysis. Int J Cardiovasc Imaging 
26:631–640.

Ix JH, Katz R, Peralta CA, de Boer IH, Allison MA, Bluemke DA, Siscovick DS, Lima JAC 
and Criqui MH (2010): A High Ankle Brachial Index Is Associated With Greater Left 
Ventricular Mass MESA (Multi-Ethnic Study of Atherosclerosis). J Am Coll Cardiol 
55:342–9.

Ix JH, Miller RG, Criqui MH and Orchard TJ (2012): Test Charcteristics of the ankle-brachial 
index and ankle-barachial difference for medial arterial calcification on x-ray in type 1 
diabetes. J Vasc Surg 56:721–727.

Jamerson KA, Julius S, Gudbrandsson T, Andersson O and Brant DO (1993): Reflex sympathetic 
activation induces acute insulin resistance in the human forearm. Hypertension 21:618–
623.

Jamerson KA, Smith SD and Amerena JV (1994): Vasoconstriction with norepinephrine causes 
less forearm insulin resistance than a reflex sympathetic vasoconstriction. Hypertension 
23:1006–1011.

Jin YP, Gatz M, Johansson B and Pedersen NL (2004): Sensitivity and specificity of dementia 
coding in two Swedish disease registries. Neurology 63:739–741.

Joas E, Bäckman K, Gustafson D, Östling S, Waern M, Guo X and Skoog I (2012): Blood 
Pressure Trajectories From Midlife to Late Life in Relation to Dementia in Women 
Followed for 37 Years. Hypertension 59:796–801.

Jönsson B, Lindberg LG, Skau T and Thulesius O (2001): Is oscillometric ankle pressure reliable 
in leg vascular disease? Clin Physiol 21:155–163.

Juhola J, Oikonen M, Magnussen CG, Mikkilä V, Siitonen N, Jokinen E, Laitinen T, Würtz P, 
Gidding SS, Taittonen L, Seppälä I, Jula A, Kähönen M, Hutri-Kähönen N, Lehtimäki 
T, Viikari JS, Juonala M, Raitakari OT (2012): Childhood Physical, Environmental, 
and Genetic Predictors of Adult Hypertension. The Cardiovascular Risk in Young Finns 
Study. Circulation 126:402–409.



81Ankle Blood Pressure as a Predictor of Vascular Events

Kaess BM, Rong J, Larson MG, Hamburg NH, Vita JA, Levy D, Benjamin EJ, Vasan RS 
and Mitchell GF (2012): Aortic Stiffness, Blood Pressure Progression, and Incident 
Hypertension. JAMA 308(9):875–881.

Kain K, Brockway M, Ishfaq T, Merrick M, Mahmood H, Ingoe JC, Law GR, Sohrabi S, 
Wheatcroft S and Scott DJA (2013): Ankle pressures in UK South Asians with diabetes 
mellitus: a case control study. Heart 99(9):614–9.

Katz S, Globerman A, Avitzour M and Dolfin T (1997): The ankle-brachial index in normal 
neonates and infants is significantly lower than in older children and adults. Journal of 
Pediatric Surgery 32(2):269–271.

Kearney-Schwartz A, Rossignol P, Bracard S, Felblinger J, Fay R, Boivin JM, Lecompte T, 
Lacolley P, Benetos A and Zannad F (2009): Vascular structure and function is correlated 
to cognitive performance and white matter hyperintensities in older hypertensive patients 
with subjective memory complaints. Stroke 40:1229–1236.

Kelly RP, Millasseau SC, Ritter JM and Chowienczyk PJ (2001): Vasoactive drugs influence 
aortic augmentation index independently of pulse wave velocity in healthy men. 
Hypertension 37:1429–33.

Kirchhof P, Lip GY, Van Gelder IC, Bax J, Hylek E, Kaab S, Schotten U, Wegscheider K, 
Boriani G, Ezekowitz M, Diener H, Heidbuchel H, Lane D, Mont L, Willems S, Dorian 
P, Vardas P, Breithardt G and Camm AJ (2011): Comprehensive risk reduction in patients 
with atrial fibrillation: Emerging diagnostic and therapeutic options. Executive summary 
of the report from the 3rd AFNET/EHRA consensus conference. Thromb Haemost 
106:1012–1019.

Klatsky AL and Gunderson E (2008): Alcohol and hypertension: a review. J Am Soc Hypertens 
2(5):307–317.

Klein S and Hage JJ (2006): Measurement, calculation, and normal range of the ankle-arm 
index: a bibliometric analysis and recommendation for standardization. Ann Vasc Surg 
20:282–292.

Korner PI (2007): Essential Hypertension and Its Causes. New York: Oxford Univ. Press, p. 690.
Korno M, Eldrup N and Sillesen H (2009): Comparison of ankle-brachial index measured by an 

automated oscillometric apparatus with that by standard Doppler technique in vascular 
patients. Eur J Vasc Endovasc Surg 38:610–615.

Kotsis V, Stabouli S, Karafillis I, Papakatsika S, Rizos Z, Miyakis S, Goulopoulou S, Parati G 
and Nilsson P (2011): Arterial stiffness and 24 h ambulatory blood pressure monitoring 
in young healthy volunteers: the early vascular ageing Aristotle University Thessaloniki 
Study (EVA-ARIS Study). Atherosclerosis 219:194–199.

Kroeker EJ and Wood EH (1955): Comparison of simultaneously recorded central and peripheral 
arterial pressure pulses during rest, exercise and tilted position in man. Circ Res 3:623–
632.

Laatikainen T, Jula A and Salomaa V (2012): Verenpaine Suomessa – FINRISKI-tutkimuksen 
tuloksia. Tutkimuksesta tiiviisti 2, marraskuu 2012. Terveyden ja hyvinvoinnin laitos, 
Helsinki.

Laurent S, Boutouyrie P and Lacolley P (2005): Structural and genetic bases of arterial stiffness. 
Hypertension 45:1050–5.

Laurent S, Briet M and Boutouyrie P (2009): Large and small artery cross-talk and recent 
morbidity-mortality trials in hypertension. Hypertension 54:388–392.



82 Heikki Hietanen

Laurent S, Cockcroft J, Van Bortel L, Boutouyrie P, Giannattasio C, Hayoz D, Pannier B, 
Vlachopoulos C, Wilkinson I and Struijker-Boudier H (2006): Expert consensus 
document on arterial stiffness: methodological issues and clinical applications. Eur Heart 
J 27:2588–2605.

Lawes CMM, Hoorn SV and Rodgers A (2008): Global burden of blood-pressurerelated disease, 
2001. Lancet 371:1513–1518.

Le VV, Mitiku T, Sungar G, Myers J and Froelicher V (2008): The blood pressure response to 
dynamic exercise testing: a systematic review. Prog Cardiovasc Dis 51:135–160.

Leonard A (1990): The theories of Thomas Sydenham (1624–1689). J R Coll Physicians Lond 
24:141–143.

Lerman A and Zeiher AM (2005): Endothelial function: cardiac events. Circulation 111:363–
368.

Levy D, Salomon M, D’Agostino RB, Belanger AJ and Kannel WB (1994): Prognostic 
implications of baseline electrocardiographic features and their serial changes in subjects 
with left ventricular hypertrophy. Circulation 90:1786–1793.

Lilly SM, Qasim AN, Mulvey CK, Churchill TW, Reilly MP and LH Eraso LH (2013): Non-
compressible arterial disease and the risk of coronary calcification in type-2 diabetes. 
Atherosclerosis 230:17–22.

Linder L, Kiowski W, Buhler FR and Luscher TF (1990): Indirect evidence for release of 
endothelium-derived relaxing factor in human forearm circulation in vivo. Blunted 
response in essential hypertension. Circulation 81:1762–1767.

Lohmeier TE, Hildebrandt DA, Warren S, May PJ and Cunningham JT (2005): Recent insights 
into the interactions between the baroreflex and the kidneys in hypertension. Am J Physiol 
Regul Integr Comp Physiol 288:R828–R836.

Lohmeier TE, Irwin ED, Rossing MA, Serdar DJ and Kieval RS (2004): Prolonged activation of 
the baroreflex produces sustained hypotension. Hypertension 43:306 –311.

London GM and Pannier B (2010): Arterial functions:how to interpret the complex physiology. 
Nephrol Dial Transplant 25:3815–3823.

Lytsy P, Lind L and Sundström J (2013): Endothelial function and risk of hypertension and 
blood pressure progression: the prospective investigation of the vasculature in Uppsala 
seniors. J Hypertens 31(5):936–9.

Mancia G, De Backer G, Dominiczak A, Cifkova R, Fagard R, Germano G, et al. (2007): 2007 
ESH-ESC Practice Guidelines for the Management of Arterial Hypertension: ESH-ESC 
Task Force on the Management of Arterial Hypertension. J Hypertens 25:1751–1762.

Mancia G, Fagard R, Narkiewicz K, Redon J, Zanchetti A, Böhm M, Christiaens T, Cifkova 
R, De Backer G, Dominiczak A, Galderisi M, Grobbee DE, Jaarsma T, Kirchhof P, 
Kjeldsen SE, Laurent S, Manolis AJ, Nilsson PM, Ruilope LM, Schmieder RE, Sirnes 
PA, Sleight P, Viigimaa M, Waeber B and Zannad F (2013): 2013 ESH/ESC Guidelines 
for themanagement of arterial hypertension. Eur Heart J 34:2159–2219.

Männistö T, Mendola P, Vääräsmäki M, Järvelin MR, Hartikainen AL, Pouta A and Suvanto 
E (2013): Elevated Blood Pressure in Pregnancy and Subsequent Chronic Disease Risk. 
Circulation 127:681–690.

Marma AK andLloyd-Jones DM (2009): Systematic examination of the updated Framingham 
heart study general cardiovascular risk profile. Circulation 120:384–90.



83Ankle Blood Pressure as a Predictor of Vascular Events

Matsushita K, van der Velde M, Astor BC, Woodward M, Levey AS, de Jong PE, Coresh J 
and Gansevoort RT (2010): Association of estimated glomerular filtration rate and 
albuminuria with all-cause and cardiovascular mortality in general population cohorts: a 
collaborative meta-analysis. Lancet 375:2073–2081.

Mattace-Raso FU, van der Cammen TJ, Hofman A, van Popele NM, Bos ML, Schalekamp 
MA, Asmar R, Reneman RS, Hoeks AP, Breteler MM and Witteman JC (2006): Arterial 
stiffness and risk of coronary heart disease and stroke: the Rotterdam Study. Circulation 
113:657–663.

McDermott MM, Liu K, Criqui MH, Ruth K, Goff D, Saad MF Wu C, Homma S and Sharrett 
AR (2005): Anklebrachial index and subclinical cardiac and carotid disease: the multi-
ethnic study of atherosclerosis. Am J Epidemiol 162(1):33–41.

McEniery CM, Yasmin, Hall IR, Qasem A, Wilkinson IB and Cockcroft JR (2005): Normal 
vascular aging: differential effects on wave reflection and aortic pulse wave velocity: the 
Anglo-Cardiff Collaborative Trial (ACCT). J Am Coll Cardiol 46:1753– 60.

McEniery CM, Yasmin, Wallace S, Maki-Petaja K, McDonnell B, Sharman JE, Retallick C, 
Franklin SS, Brown MJ, Lloyd RC, Cockcroft JR and Wilkinson IB; ENIGMA Study 
Investigators (2005): Increased stroke volume and aortic stiffness contribute to isolated 
systolic hypertension in young adults. Hypertension 46(1):221–226.

McNiece KL, Poffenbarger TS, Turner JL, Franco KD, Sorof JM and Portman RJ (2007): 
Prevalence of hypertension and pre-hypertension among adolescents. J Pediatr 
150(6):640–4.

Mehlsen J, Wiinberg N and Bruce C (2008): Oscillometric blood pressure measurement: a 
simple method in screening for peripheral arterial disease. Clin Physiol Funct Imaging 
28:426–429.

Mitchell GF (2008): Effects of central arterial aging on the structure and function of the 
peripheral vasculature: implications for end-organ damage. J Appl Physiol 105:1652–1660.

Mitchell GF, Guo CY, Benjamin EJ, Larson MG, Keyes MJ, Vita JA, Vasan RS and Levy D 
(2007): Crosssectional correlates of increased aortic stiffness in the community: the 
Framingham Heart Study. Circulation 115(20):2628–2636.

Mitchell GF, Hwang SJ, Vasan RS, Larson MG, Pencina MJ, Hamburg NM, Vita JA, Levy D 
and Benjamin EJ (2010): Arterial stiffness and cardiovascular events: the Framingham 
Heart Study. Circulation 121:505–511.

Mitchell GF, van Buchem MA, Sigurdsson S, Gotal JD, Jonsdottir MK, Kjartansson O, Garcia 
M, Aspelund T, Harris TB, Gudnason V and Launer LJ (2011): Arterial stiffness, 
pressure and flow pulsatility and brain structure and function: the age, gene/environment 
susceptibility – Reykjavik study. Brain 134:3398–3407.

Mitchell GF, Wang N, Palmisano JN, Larson MG, Hamburg NM, Vita JA, Levy D, Benjamin 
EJ and Vasan RS (2010): Hemodynamic correlates of blood pressure across the adult 
age spectrum: noninvasive evaluation in the Framingham Heart Study. Circulation 
122:1379–86.

Moore C, Dobson A, Kinagi M and Dillon B (2008): Comparison of blood pressure measured 
at the arm, ankle and calf. Anaesthesia 63:1327–1331.

Moore LL, Visioni AJ, Qureshi MM, Bradlee ML, Ellison RC and D’Agostino R (2005): Weight 
loss in overweight adults and the long-term risk of hypertension: the Framingham study. 
Arch Intern Med 165:1298–1303.

Mourad JJ, Girerd X, Boutouyrie P, Laurent S, Safar M and London G (1997): Increased stiffness 
of radial artery wall material in end-stage renal disease. Hypertension 30:1425–30.



84 Heikki Hietanen

Muller M, Sigurdsson S, Kjartansson O, Aspelund T, Lopez OL, Jonnson PV, Harris TB, van 
Buchem M, Gudnason V and Launer LJ (2014): Joint effect of mid- and late-life blood 
pressure on the brain. The AGES-Reykjavik Study. Neurology 82:2187–2195

Munir S, Jiang B, Guilcher A, Brett S, Redwood S, Marber M and Chowienczyk P (2008): 
Exercise reduces arterial pressure augmentation through vasodilation of muscular arteries 
in humans. Am J Physiol Heart Circ Physiol 294:H1645–H1650.

Myers J, Prakash M, Froelicher V, Do D, Partington S and Atwood JE (2002): Exercise capasity 
and mortality among men referred for exercise testing. N Engl J Med 346:793–801.

Najjar SS, Scuteri A, Shetty V, Wright JG, Muller DC, Fleg JL, Spurgeon HP, Ferrucci L and 
Lakatta EG (2008): Pulse wave velocity is an independent predictor of the longitudinal 
increase in systolic blood pressure and of incident hypertension in the Baltimore 
Longitudinal Study of Aging. J Am Coll Cardiol 51:1377–1383.

Nambi V, Chambless L, Folsom AR, He M, Hu Y, Mosley T, Volcik K, Boerwinkle E and 
Ballantyne CM (2010): Carotid intima-media thickness and presence or absence of 
plaque improves prediction of coronary heart disease risk: the ARIC (Atherosclerosis 
Risk In Communities) study. J Am Coll Cardiol 55:1600–1607.

Nardi E, Palermo A, Mulè G, Cusimano P, Cerasola G and Rini GB (2012): Prevalence and 
predictors of left ventricular hypertrophy in patientswith hypertension and normal 
electrocardiogram. Eur J Prev Cardiol 20(5):854–861.

Newman AB, Shemanski L, Manolio TA, Cushman M, Mittelmark M, Polak JF, Powe NR 
and Siscovick D (1999): Ankle-arm index as a predictor of cardiovascular disease and 
mortality in the Cardiovascular Health Study: the Cardiovascular Health Study Group. 
Arterioscler Thromb Vasc Biol 19:538–545.

Niazi K, Khan TH and Easley KA (2006): Diagnostic utility of the two methods of ankle 
brachial index in the detection of peripheral arterial disease of lower extremities. Catheter 
Cardiovasc Interv 68:788–792.

Ninomiya T, Perkovic V, de Galan BE, Zoungas S, Pillai A, Jardine M, Patel A, Cass A, Neal 
B, Poulter N, Mogensen CE, Cooper M, Marre M, Williams B, Hamet P, Mancia G, 
Woodward M, MacMahon S and Chalmers J (2009): Albuminuria and kidney function 
independently predict cardiovascular and renal outcomes in diabetes. J Am Soc Nephrol 
20:1813–1821.

Nordstrom P, Nordstrom A, Eriksson M, Wahlund LO and Gustafson Y (2013): Risk Factors 
in Late Adolescence for Young-Onset Dementia in Men A Nationwide Cohort Study. 
JAMA Intern Med. 173(17):1612–1618.

Nukumizu Y, Matsushita M, Sakurai T, Kobayashi M, Nishikimi N and Komori K (2007): 
Comparison of Doppler and oscillometric ankle blood pressure measurement in patients 
with angiographically documented lower extremity arterial occlusive disease. Angiology 
58:303–308.

Nyberg J, Åberg MAI, Schiöler L, Nilsson M, Wallin A, Torén K and Kuhn GH (2014): 
Cardiovascular and cognitive fitness at age 18 and risk of early-onset dementia. Brain 
137:1514–1523.

O’Donnell MJ, Xavier D, Liu L, Zhang H, Chin SL, Rao-Melacini P, Rangarajan S, qul Islam 
S, Pais P, McQueen MJ, Mondo C, Damasceno A, Lopez-Jaramillo P, Hankey GJ, 
Dans AL, Yusoff K, Truelsen T, Diener HC, Sacco RL, Ryglewicz D, Czlonkowska A, 
Weimar C, Wang X and Yusuf S, on behalf of the INTERSTROKE investigators (2010): 
Risk factors for ischaemic and intracerebral haemorrhagic stroke in 22 countries (the 
INTERSTROKE study): a case-control study. Lancet 376:112–23. 



85Ankle Blood Pressure as a Predictor of Vascular Events

O’Rourke MF and Hashimoto J (2013): Mechanical factors in arterial aging: a clinical 
perspective. J Am Coll Cardiol 50:1–13.

O’Rourke MF, Safar ME and Dzau V (2010): The Cardiovascular Continuum extended: aging 
effects on the aorta and microvasculature. Vasc Med 15:461–468.

Okubo Y, Sairenchi T, Irie F, Yamagishi K, Iso H, Watanabe H, Muto T, Tanaka K and Ota 
H (2014): Association of Alcohol Consumption With Incident Hypertension Among 
Middle-Aged and Older Japanese Population. The Ibarakai Prefectural Health Study 
(IPHS). Hypertension 63:41–47.

Osborn JW, Averina VA and Fink GD (2009): Current computational models do not reveal the 
importance of the nervous system in long-term control of arterial pressure. Exp Physiol 
94:389–395.

Paniagua OA, Bryant MB and Panza JA (2000): Transient hypertension directly impairs 
endothelium-dependent vasodilation of the human microvasculature. Hypertension 
36:941–944.

Pajunen P, Koukkunen H, Ketonen M, Jerkkola T, Immonen-Räihä P, Kärjä-Koskenkari P, 
Mähönen M, Niemelä M, Kuulasmaa K, Palomäki P, Mustonen J, Lehtonen A, Arstila 
M, Vuorenmaa T, Lehto S, Miettinen H, Torppa J, Tuomilehto J, Kesäniemi YA, Pyörälä 
K and Salomaa V (2005): The validity of the Finnish Hospital Discharge Register and 
Causes of Death Register data on coronary heart disease. Eur J Cardiovasc Prev Rehabil 
12(2):132–7.

Panza JA, Quyyumi AA, Brush JE Jr and Epstein SE (1990): Abnormal endothelium-dependent 
vascular relaxation in patients with essential hypertension. N Engl J Med 323:22–27.

Pencina MJ, D’Agostino RB Sr, Larson MG, Massaro JM and Vasan RS (2009): Predicting 
the 30-year risk of cardiovascular disease: the framingham heart study. Circulation 
119:3078–3084.

Peng M, Wu S, Jiang X, Jin C, Zhang W on behalf of Kailuan Cardiovascular Survey Group 
(2013): Long-term alcohol consumption is an independent risk factor of hypertension 
development in northern China: evidence from Kailuan study. J Hypertens 31:2342–
2347.

Perk J, de Backer BG, Gohlke H, Graham I, Reiner Z, Verschuren M, Albus C, Benlian P, 
Boysen G, Cifkova R, Deaton C, Ebrahim S, Fisher M, Germano G, Hobbs R, Hoes A, 
Karadeniz S, Mezzani A, Prescott E, Ryden L, Scherer M, Syvanne M, Scholte op Reimer 
WJ, Vrints C, Wood D, Zamorano JL and Zannad F (2012): European Guidelines on 
cardiovascular disease prevention in clinical practice (version 2012). The Fifth Joint Task 
Force of the European Society of Cardiology and Other Societies on Cardiovascular 
Disease Prevention in Clinical Practice. Developed with the special contribution of the 
European Association for Cardiovascular Prevention & Rehabilitation (EACPR). Eur 
Heart J 33:1635–1701.

Perrone-Filardi P, Achenbach S, Möhlenkamp S, Reiner Z, Sambuceti G, Schuijf JD, Van 
der Wall E, Kaufmann PA, Knuuti J, Schroeder S and Zellweger MJ (2011): Cardiac 
computed tomography and myocardial perfusion scintigraphy for risk stratification in 
asymptomatic individuals without known cardiovascular disease: a position statement of 
the Working Group on Nuclear Cardiology and Cardiac CT of the European Society of 
Cardiology. Eur Heart J 32:1986–1993.

Peters SA, den Ruijter HM, Bots ML and Moons KG (2012): Improvements in risk stratification 
for the occurrence of cardiovascular disease by imaging subclinical atherosclerosis: a 
systematic review. Heart 98:177–184.



86 Heikki Hietanen

Picano E, Bruno RM, Ferrari GF and Bonuccelli U (2014): Cognitive impairment and 
cardiovascular disease: So near, so far. Review. Int J Cardiol 175; 21–29.

Polonsky TS, McClelland RL, Jorgensen NW, Bild DE, Burke GL, Guerci AD and Greenland 
P (2010): Coronary Artery Calcium Score and Risk Classification for Coronary Heart 
Disease Prediction. JAMA 303(16):1610-1616.

Premalatha G, Ravikumar R, Sanjay R, Deepa R and Mohan V (2002): Comparison of colour 
duplex ultrasound and ankle-brachial pressure index measurements in peripheral 
vascular disease in type 2 diabetic patients with foot infections. J Assoc Physicians India 
50:1240–1244.

Pyörälä K, De Backer G, Graham I, Poole-Wilson P andWood D (1994): Prevention of coronary 
heart disease in clinical practice. Recommendations of the Task Force of the European 
Society of Cardiology, European Atherosclerosis Society and European Society of 
Hypertension. Eur Heart J 15:1300–1331.

Ramanathan A, Conaghan PJ, Jenkinson AD and Bishop CR (2003): Comparison of ankle-
brachial pressure index measurements using an automated oscillometric device with the 
standard Doppler ultrasound technique. ANZ J Surg 73:105–108.

Redwine KM & Falkner B (2012): Progression of Prehypertension to Hypertension in 
Adolescents. Curr Hypertens Rep 14:619–625.

Resnick HE and Foster GL (1999): Prevalence of elevated ankle-brachial index in the United 
States 1999 to 2002. Am J Med 118:676–679.

Rettig R and Grisk O (2005): The kidney as a determinant of genetic hypertension: evidence 
from renal transplantation studies. Hypertension 46:463–468.

Ridker PM, Buring JE, Rifai N and Cook NR (2007): Development and validation of improved 
algorithms for the assessment of global cardiovascular risk inwomen: the Reynolds Risk 
Score. JAMA 297:611–619.

Ridker PM, Paynter NP, Rifai N, Gaziano JM and Cook NR (2008): C-reactive protein and 
parental history improve global cardiovascular risk prediction: the Reynolds Risk Score 
for men. Circulation 118:2243–2251.

Rossi R, Chiurlia E, Nuzzo A, Cioni E, Origliani G and Modena MG (2004): Flowmediated 
vasodilation and the risk of developing hypertension in healthy postmenopausal women. 
J Am Coll Cardiol 44:1636–1640.

Rowell LB, Brengelmann GL, Blackmon JR, Bruce RA and Murray JA (1968): Disparities 
between aortic and peripheral pulse pressures induced by upright exercise and vasomotor 
changes in man. Circulation 37:954–964.

Sa Cunha R, Pannier B, Benetos A, Siché JP, London GM, Mallion JM and Safar ME (1997): 
Association between high heart rate and high arterial rigidity in normotensive and 
hypertensive subjects. J Hypertens 15:1423–30.

Safar ME, Nilsson PM, Blacher J and Mimran A (2012): Pulse pressure, arterial stiffness, and 
end-organ damage. Curr Hypertens Rep 14:339–344.

Sairenchi T, Iso H, Yamagishi K, Irie F, Okubo Y, Gunji J, Muto T and Ota H (2011): Mild 
retinopathy is a risk factor for cardiovascular mortality in Japanese with and without 
hypertension: the Ibaraki Prefectural Health Study. Circulation 124:2502–2511.

Salomaa V (2014): Verenpaineen genetiikka. Lääketieteellinen Aikakauskirja Duodecim 
130(11):1099–1107.

Sandvik L, Erikssen J, Thaulow E, Erikssen G, Mundal R and Rodahl K (1993): Physical fitness 
as a predictor of morality among healthy, middle-aged Norwegian men. N Engl J Med 
328:533–7.



87Ankle Blood Pressure as a Predictor of Vascular Events

Schlendorf KH, Nasir K and Blumenthal RS (2009): Limitations of the Framingham risk score 
are now much clearer. Prev Med 48:115– 6.

Schroder F, Diehm N, Kareem S, Ames M, Pira A, Zwettler U, Lawall H and Diehm C (2006): 
A modified calculation of ankle-brachial pressure index is far more sensitive in the 
detection of peripheral arterial disease. J Vasc Surg 44:531–536.

Schultz MG, Davies JE, Roberts-Thomson P, Black JA, Hughes AD and Sharman JE (2013): 
Exercise Central (Aortic) Blood Pressure Is Predominantly Driven by Forward Traveling 
Waves, Not Wave Reflection Hypertension 62:175-182.

Schultz MG, Otahal P, Cleland VJ, Blizzard L, Marwick TH and Sharman JE (2013): Exercise-
induced hypertension, cardiovascular events, and mortality in patients undergoing 
exercise stress testing: a systematic review and metaanalysis. Am J Hypertens 26:357–366.

Seelinger E, Andersen JL, Bie P and Reinhardt HW (2004): Elevated renal perfusion pressure 
does not contribute to natriuresis induced by isotonic saline infusion in freely moving 
dogs. J Physiol 559:939–951.

Sehestedt T, Jeppesen J, Hansen TW, Rasmussen S, Wachtell K, Ibsen H, Torp-Pedersen C and 
Olsen MH (2012): Thresholds for pulse wave velocity, urine albumin creatinine ratio 
and left ventricular mass index using SCORE, Framingham and ESH/ESC risk charts. 
J Hypertens 30:1928–1936.

Sehestedt T, Jeppesen J, Hansen TW, Wachtell K, Ibsen H, Torp-Pedersen C, Hildebrandt P 
and OlsenMH (2010): Risk prediction is improved by adding markers of subclinical 
organ damage to SCORE. Eur Heart J 31:883–891.

Sekikawa A, Shin C, Curb JD, Barinas-Mitchell E, Masaki K, El-Saed A, Seto TB, Mackey 
RH, Choo J, Fujiyoshi A, Miura K, Edmundowicz D, Kuller LH, Ueshima H and 
Sutton-Tyrrell K (2012): Aortic stiffness and calcification in men in a population-based 
international study. Atherosclerosis 222:473– 477.

Selvin E and Erlinger TP (2004): Prevalence of and risk factors for peripheral arterial disease in 
the United States: results from the National Health and Nutrition Examination Survey, 
1999–2000. Circulation 110:738–743.

Sharman JE, Hare JL, Thomas S, Davies JE, Leano R, Jenkins C and Marwick TH (2011): 
Association of masked hypertension and left ventricular remodeling with the hypertensive 
response to exercise. Am J Hypertens 24:898–903.

Sharman JE, McEniery CM, Campbell RI, Coombes JS, Wilkinson IB and Cockcroft JR 
(2005): The effect of exercise on large artery haemodynamics in healthy young men. Eur 
J Clin Invest 35:738–744.

Shechter M, Shechter A, Koren-Morag N, Feinberg MS and Hiersch L (2014): Usefulness of 
Brachial Artery Flow-Mediated Dilation to Predict Long-Term Cardiovascular Events in 
Subjects Without Heart Disease. Am J Cardiol 1;113(1):162–7.

Sheng CS, Liu M, Zeng WF, Huang QF, Li Y and Wang JG (2013): Four-Limb Blood Pressure 
as Predictors of Mortality in Elderly Chinese. Hypertension 61:1155–1160.

Shillinglaw B, Viera AJ, Edwards T, Simpson R and Sheridan SL (2012): Use of global coronary 
heart disease risk assessment in practice: a cross-sectional survey of a sample of U.S. 
physicians BMC. Health Serv Res 12:20.

Shimbo D, Muntner P, Mann D, Viera AJ, Homma S, Polak JF, Barr RG,Herrington D and 
Shea S (2010): Endothelial dysfunction and the risk of hypertension: the multiethnic 
study of atherosclerosis. Hypertension 55:1210–1216.



88 Heikki Hietanen

Signorelli SS, Fiore V, Catanzaro S, Simili M, Torrisi B and Anzaldi M (2010): Prevalence 
of high ankle-brachial index (ABI) in general population of southern Italy, risk factor 
profiles and systemic cardiovascular co-morbidity: an epidemiological study. Arch 
Gerontol Geriatr 53(1):55–9.

Skaug EA, Thoresen Aspenes S, Oldervoll L, Mørkedal B, Vatten L, Wisløff U and Ellingsen Ø 
(2012): Age and gender differences of endothelial function in 4739 healthy adults: the 
HUNT3 Fitness Study. Eur J Prev Cardiol 20(4):531–540.

Skretteberg PT, Grundvold I, Kjeldsen SE, Engeseth K, Liestøl K, Erikssen G, Erikssen J, Gjesdal 
K and Bodegard J (2013): Seven-Year Increase in Exercise Systolic Blood Pressure at 
Moderate Workload Predicts Long-Term Risk of Coronary Heart Disease and Mortality 
in Healthy Middle-Aged Men. Hypertension 61:1134–1140.

Smith FB, Lee AJ, Price JF, van Wijk MCW and Fowkes GR and FRCPE (2003): Changes 
in ankle brachial index in symptomatic and asymptomatic subjects in the general 
population. J Vasc Surg 38:1323–30.

Smith RG, Rubin SA and Ellestad MH (2009): Exercise hypertension: an adverse prognosis? J 
Am Soc Hyper 3:366–373.

Staessen J, Amery A and Fagard R (1990): Isolated systolic hypertension in the elderly. J Hypertens 
8(5):393–405.

Stefanadis C, Tsiamis E, Vlachopoulos C, Stratos C, Toutouzas K, Pitsavos C, Marakas S, 
Boudoulas H and Toutouzas P (1997): Unfavorable effect of smoking on the elastic 
properties of the human aorta. Circulation 95:31–8.

Stevens LA, Coresh J, GreeneT and Levey AS (2006): Assessing kidney function: measured and 
estimated glomerular filtration rate. N Engl J Med 354:2473–2483.

Stewart KJ, Sung J, Silber HA, Fleg JL, Kelemen MD, Turner KL, Bacher AC, Dobrosielski DA, 
DeRegis JR, Shapiro EP and Ouyang P (2004): Exaggerated exercise blood pressure is 
related to impaired endothelial vasodilator function. Am J Hypertens 17:314–320.

Stewart R, Xue QL, Masaki K, Petrovitch H, Ross GW, White LR and Launer LJ (2009): Change 
in blood pressure and incident dementia: a 32-year prospective study. Hypertension 
54:233–240.

Støvring H, Harmsen CG, Wisløff T, Jarbøl DE, Nexøe J, Nielsen JB and Kristiansen IS (2013): 
A competing risk approach for the European Heart SCORE model based on cause-
specific and all-cause mortality European. Eur J Prev Cardiol 20(5):827–36.

Sundström J, Neovius M, Tynelius P and Rasmussen F (2011): Association of blood pressure 
in late adolescence with subsequent mortality: cohort study of Swedish male conscripts. 
BMJ 342:d643.

Sund R (2012): Quality of the Finnish Hospital Discharge Register: a systematic review. Scand 
J Public Health 40(6):505–15.

Sung J, Choi SH, Choi YH, Kim DK and Won Hah Park WH (2012): The relationship between 
arterial stiffness and increase in blood pressure during exercise in normotensive persons. 
J Hypertens 30:587–591.

Suominen V, Rantanen T, Venermo M, Saarinen J and Salenius J (2008): Prevalence and risk 
factors of PAD among patients with elevated ABI. Eur J Vasc Endovasc Surg 35:709–714.

Suominen V, Uurto I, Saarinen J, Venermo M and Salenius J (2010): PAD as a Risk Factor for 
Mortality Among Patients with Elevaed ABI- A Clincal Study. Eur J Vasc Endovasc Surg 
39:316–322.



89Ankle Blood Pressure as a Predictor of Vascular Events

Sutton-Tyrrell K, Newman A, Simonsick EM, Havlik R, Pahor M, Lakatta E, Spurgeon H and 
Vaitkevicius P (2001): Aortic stiffness is associated with visceral adiposity in older adults 
enrolled in the study of health, aging, and body composition. Hypertension 38(3):429–
433.

Sutton-Tyrrell K, Venkitachalam L, Kanaya AM, Boudreau R, Harris T, Thompson T, Mackey 
RH, Visser M, Vaidean GD and Newman AB (2008): Relationship of ankle blood 
pressures to cardiovascular events in older adults. Stroke 39:863–869.

Taddei S, Virdis A, Mattei P, Ghiadoni L, Sudano I and Salvetti A (1996): Defective L-arginine-
nitric oxide pathway in offspring of essential hypertensive patients. Circulation 94:1298–
1303.

Takase H, Dohi Y, Toriyama T, Okado T, Tanaka S, Sonoda H and Kimura G (2012): Evaluation 
of risk for incident hypertension using glomerular filtration rate in the normotensive 
general population. J Hypertens 30:505–512.

Takase H, Dohi Y, Toriyama T, Okado T, Tanaka S, Sonoda H, Sato K and Kimura G (2011): 
Brachial-ankle pulse wave velocity predicts increase in blood pressure and onset of 
hypertension. Am J Hypertens 24:667–673.

Tarnoki AD, Tarnoki DL, Stazi MA, Medda E, Cotichini R, Nisticò L, Fagnani C, Lucatelli P, 
Boatta E, Zini C, Fanelli F, Baracchini C, Meneghetti G, Osztovits J, Jermendy G, Préda 
I, Kiss RG, Metneki J, Horvath T, Karlinger K, Racz A, Lannert A, Molnar AA, Littvay 
L, Garami Z, Berczi V and Schillaci G (2012): Heritability of central blood pressure and 
arterial stiffness: a twin study. J Hypertens 30:1564–1571.

Tarumi T, Sugawara J and Tanaka H (2011): Association between ankle blood pressure and 
central arterial wave reflection. J Hum Hypertens 25:539–544.

Thanassoulis G, Lyass A, Benjamin EJ, Larson MG, Vita JA, Levy D, Hamburg NM, Widlansky 
ME, O’Donnell CJ, Mitchell GF and S. Vasan RS (2012): Relations of Exercise Blood 
Pressure Response to Cardiovascular Risk Factors and Vascular Function in the 
Framingham Heart Study. Circulation 125:2836–2843.

Thrasher TN (2006): Arterial baroreceptor input contributes to long-term control of blood 
pressure. Curr Hypertens Rep 8:249–254.

Tjugen TB, Flaa A and Kjeldsen SE (2010): The Prognostic Significance of Heart Rate for 
Cardiovascular Disease and Hypertension. Curr Hypertens Rep 12:162–169.

Tjugen TB, Flaa A and, Kjeldsen SE (2009): High heart rate as predictor of essential hypertension: 
the hyperkinetic state, evidence of prediction of hypertension, and hemodynamic 
transition to full hypertension. Prog Cardiovasc Dis 52:20–25.

Tolstrup J, Jensen MK, Tjonneland A, Overvad K, Mukamal KJ and Gronbaek M (2006): 
Prospective study of alcohol drinking patterns and coronary heart disease inwomen and 
men. BMJ 332:1244–8.

Tomiyama H and Yamashina A (2010): Noninvasive vascular function tests: their 
pathophysiological background and clinical application. Circ J 74:24–33.

Tomiyama H and Yamashina A (2012): Arterial stiffness in prehypertension: a possible vicious 
cycle. J Cardiovasc Transl Res 5:280–286.

Tomiyama H, O’Rourke MF, Hashimoto H, Matsumoto C, Odaira M, Yoshida M, Shiina K, 
Nagata M and Yamashina A (2013): Central blood pressure: a powerful predictor of the 
development of hypertension. Hypertens Res 36:19–24.

Tsiachris D, Tsioufis C, Dimitriadis K, Kokkinos P, Faselis C, Tousoulis D, Michaelides A, 
Papademetriou V and Stefanadis C (2010): Relationship of ambulatory arterial stiffness 
index with blood pressure response to exercise in the early stages of hypertension. Blood 
Press Monit 15:132–138.



90 Heikki Hietanen

Tzemos N, Lim PO and MacDonald TM (2009): Exercise blood pressure and endothelial 
dysfunction in hypertension. Int J Clin Pract 63:202–206.

Van Bortel LM, Vermeersch SJ and Segers P (2011): Arterial waveform and central blood 
pressure: the complex links between large and small arteries. Artery Research 4:118–21.

Vartiainen E, Laatikainen T, Salomaa V, Jousilahti P, Peltonen M and Puska P (2007): The 
FINRISK FUNCTION: Estimation of the risk of coronary events and stroke in the 
Finnish population. Suomen Lääkärilehti 48 vsk 62:4507–4513.

Versari D, Daghini E, Virdis A, Ghiadoni L and Taddei S (2009): Endothelial dysfunction as 
a target for prevention of cardiovascular disease. Diabetes Care 32(Suppl 2):S314–321.

Vlachopoulos C (2012): Progress towards identifying biomarkers of vascular aging for total 
cardiovascular risk prediction. J Hypertens 30 (Suppl 1):S19–S26.

Vlachopoulos C, Aznaouridis K and Stefanadis C (2010): Prediction of cardiovascular events 
and all-cause mortality with arterial stiffness: a systematic reviewand meta-analysis. J Am 
Coll Cardiol 55:1318–1327.

Volpe M, Battistoni A, Tocci G, Agabiti Rosei E, Catapano AL, Coppo R, del Prato S, Gentile 
S, Mannarino E, Novo S, Prisco D and Mancia G (2012): Cardiovascular risk assessment 
beyond systemic coronary risk estimation: a role for organ damage markers. J Hypertens 
30:1056–1064.

Wachtell K, Ibsen H, Olsen MH, Borch-Johnsen K, Lindholm LH, Mogensen CE, Dahlof B, 
Devereux RB, Beevers G, de Faire U, Fyhrquist F, Julius S, Kjeldsen SE, Kristianson K, 
Lederballe-Pedersen O, Nieminen MS, Okin PM, Omvik P, Oparil S, Wedel H, Snapinn 
SM and Aurup P (2003): Albuminuria and cardiovascular risk in hypertensive patients 
with left ventricular hypertrophy: the LIFE study. Ann Intern Med 139:901–906.

Wagenseil JE and Mecham RP (2009): Vascular extracellular matrix and arterial mechanics. 
Physiol Rev 89:957–89.

Wang F, Ye P, Luo L, Xiao W, Qi L, Bian S, Wu H, Sheng L, Xiao T and Xu R (2011): Association 
of serum lipids with arterial stiffness in a population-based study in Beijing. Eur J Clin 
Invest 41:929–36.

Wang JJ, O’Brien AB, Shrive NG, Parker KH and Tyberg JV (2003): Time-domain representation 
of ventricular-arterial coupling as a windkessel and wave system. Am J Physiol Heart Circ 
Physiol 284:H1358–H1368.

Wattanakit K, Folsom AR, Duprez DA, Weatherley BD and Hirsch AT (2007): Clinical 
significance of a high ankle-brachial index: insights from the Atherosclerosis Risk in 
Communities (ARIC) Study. Atherosclerosis 190:459–464.

Weinberger MH, Fineberg NS, Fineberg SE and Weinberger M (2001): Salt sensitivity, pulse 
pressure, and death in normal and hypertensive humans. Hypertension 37 (2 Part 2):429–
432.

Weir MR and Dzau VJ (1999): The renin-angiotensin-aldosterone system: a specific target for 
hypertension management. Am J Hypertens 12:205S–213S.

Weiss S, Blumenthal RS, Sharrett AR, Redberg RF and Mora S (2010): Exercise Blood Pressure 
and Future Cardiovascular Death in Asymptomatic Individuals. Circulation 121:2109–
2116.

Wells S, Kerr A, Eadie S, Wiltshire C and Jackson R (2010): Your Heart Forecast: a new approach 
for describing and communicating cardiovascular risk? Heart 96:708–713.

Wilkinson IB, MacCallum H, Flint L, Cockcroft JR, Newby DE and Webb DJ (2000): The 
influence of heart rate on augmentation index and central arterial pressure in humans. J 
Physiol 525(pt 1):263–270.



91Ankle Blood Pressure as a Predictor of Vascular Events

Williams DT, Harding KG and Price P (2005): An evaluation of the efficacy of methods used in 
screening for lower-limb arterial disease in diabetes. Diabetes Care 28:2206–2210.

Wohlfahrt P, Krajčoviechová A, Seidlerová J, Galovcová M, Bruthans J, Filipovský J, Laurent S 
and Cíková R (2013): Lower-extremity arterial stiffness vs. aortic stiffness in the general 
population. Hypertension Res 1–7.

Wohlfahrt P, Krajčoviechová A, Seidlerová J, Mayer O, Bruthans J, Filipovský J, Laurent S and 
Cíková R (2013): Arterial stiffness parameters: How do they differ? Atherosclerosis 231: 
359–364.

Woodward M, Brindle P andTunstall-Pedoe H (2007): Adding social deprivation and family 
history to cardiovascular risk assessment: the ASSIGN score from the Scottish Heart 
Extended Cohort (SHHEC). Heart 93:172–176.

World health statistics 2012. Switzerland: WHO Press, World Health Organization.
Yambe M, Tomiyama H, Yamada J, Koji Y, Motobe K, Shiina K , Yamamoto Y and Yamashina 

A (2007): Arterial stiffness and progression to hypertension in Japanese male subjects 
with high normal blood pressure. J Hypertens 25:87–93.

Yannoutsos A, Levy BI, Safar ME, Slama G and Blacher J (2014): Pathophysiology of 
hypertension: interactions between macro andmicrovascular alterations through 
endothelial dysfunction. Review. J Hypertens 32:216–224.

Yeboah J, Folsom AR, Burke GL, Johnson C, Polak JF, Post W, Lima JA, Crouse JR and 
Herrington DM (2009): Predictive value of brachial flow-mediated dilation for 
incident cardiovascular events in a population-based study: the Multi-Ethnic Study of 
Atherosclerosis. Circulation 120:502–509.

Yeboah J, McClelland RL, Polonsky TS, Burke GL, Sibley CT, O’Leary D, Carr JJ, Goff 
DC, Greenland P and Herrington DM (2012): Comparison of novel risk markers for 
improvement in cardiovascular risk assessment in intermediate-risk individuals. JAMA 
308:788–795.

Young MJ, Adams JE, Anderson GF, Boulton AJ and Cavanagh PR (1993): Medial arterial 
calcification in the feet of diabetic patients and matched non-diabetic control subjects. 
Diabetologia 36(7):615–21.

Zanchetti A, Bond MG, Hennig M, Neiss A, Mancia G, Dal Palu C, Hansson L, Magnani 
B, Rahn KH, Reid JL, Rodicio J, Safar M, Eckes L and Rizzini P (2002): Calcium 
antagonist lacidipine slows down progression of asymptomatic carotid atherosclerosis: 
principal results of the European Lacidipine Study on Atherosclerosis (ELSA), a 
randomized, double-blind, long-term trial. Circulation 106:2422–2427.

Zanchetti A, Hennig M, Hollweck R, Bond G, Tang R, Cuspidi C, Parati G, Facchetti R and 
Mancia G (2009): Baseline values but not treatment-induced changes in carotid intima-
media thickness predict incident cardiovascular events in treated hypertensive patients: 
findings in the European Lacidipine Study on Atherosclerosis (ELSA). Circulation 
120:1084–1090.

Zhang Y, Agnoletti D, Protogerou AD, Topouchian J, Wang JG, Xu Y, Blacher J and Safar ME 
(2013): Characteristics of pulse wave velocity in elastic and muscular arteries: a mismatch 
beyond age. J Hypertens 31:554–559.

Zheng ZJ, Sharrett AR, Chambless LE, Rosamond WD, Nieto FJ, Sheps DS, Dobs A, Evans 
GW and Heiss G (1997): Associations of ankle-brachial index with clinical coronary heart 
disease, stroke and preclinical carotid and popliteal atherosclerosis: the Atherosclerosis 
Risk in Communities (ARIC) Study. Atherosclerosis 131:15–25.





ORIGINAL COMMUNICATIONS





BioMed CentralBMC Cardiovascular Disorders

ss
Open AcceResearch article
Ankle blood pressure as a predictor of total and cardiovascular 
mortality
Heikki Hietanen1, Rauni Pääkkönen2 and Veikko Salomaa*2

Address: 1Helsinki Deaconess Institute, Alppikatu 2, Helsinki, Finland and 2KTL-National Public Health Institute, Mannerheimintie 166, FI-00300 
Helsinki, Finland

Email: Heikki Hietanen - heikki.hietanen@fimnet.fi; Rauni Pääkkönen - rauni.paakkonen@ktl.fi; Veikko Salomaa* - veikko.salomaa@ktl.fi

* Corresponding author    

Abstract
Background: The ankle blood pressure is commonly used as a ratio to the brachial blood
pressure, called ankle-brachial index (ABI). Very few studies have considered the independent value
of the ankle blood pressure without indexing it to the brachial blood pressure. We examined the
value of ankle blood pressure, together with the exercise blood pressure, as a predictor of
cardiovascular (CVD) and total mortality.

Methods: A prospective follow-up study of 3,858 consecutive ambulatory patients (mean age 51
years, 65,9% male) referred to a symptom-limited exercise test between August 1989 and
December 1995. The cohort was followed up for all-cause and CVD mortality until December 31,
2004, by record linkage with the National Causes-of-Death Register. The independent value of
ankle blood pressure as a predictor of cardiovascular and total mortality was assessed using Cox
proportional hazards modelling.

Results: The average follow-up time was 14 years, during which 346 persons died, 108 of them
due to CVD. Persons with normal (<140 mmHg) resting brachial blood pressure, ankle blood
pressure < 175 mmHg and exercise blood pressure at moderate exercise level ≤215 mmHg at
baseline investigation, had the best prognosis and were taken as the reference category. Among
persons with elevated ankle blood pressure (≥175 mmHg) but normal or borderline resting
brachial pressure and normal exercise blood pressure (≤215 mmHg) at moderate exercise level
the multivariate-adjusted hazard ratios (HR, 95% confidence interval) for CVD and total mortality
were 2.70 (1.52 – 4.80) and 2.13 (1.58 – 2.85), respectively. Similar and equally significant HRs were
observed in persons with both elevated ankle blood pressure and elevated exercise blood pressure,
as well as in those persons with elevated exercise blood pressure but ankle blood pressure < 175
mmHg.

Conclusion: These results suggest that the ankle blood pressure has an independent value as a
marker of arterial stiffness or subclinical atherosclerosis and a risk of future mortality in middle-
aged, asymptomatic persons.
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Background
There are several established procedures for estimating
subclinical atherosclerotic changes in human arteries.
Increased carotid intima-media thickness is associated
with future cerebrovascular and cardiovascular events
[1,2]. Pulse wave velocity is related to arterial wall stiff-
ness, future hypertension and cardiovascular diseases
[3,4]. Coronary artery calcium screening is the latest
method for evaluating the CVD risk in asymptomatic
patients [5,6]. All these methods, however, require
sophisticated equipment and a specialized user. Accord-
ingly, they are not well suitable for the screening of early
arterial changes in a routine office practice and there is a
great need for a simple non-invasive tool that could be
used in an office setting to screen for arterial stiffness or
subclinical atherosclerosis.

The ankle blood pressure is usually measured in conjunc-
tion with the arm blood pressure and the ankle-brachial
pressure index (ABI) is calculated. Decreased index is
strongly associated with cardiovascular diseases [7-16].
Also elevated ABI value seems to be a significant risk factor
of CVD [17,18].

Patients with exaggerated exercise blood pressure reaction
have increased cardiovascular disease morbidity com-
pared with those with normal exercise blood pressure
reaction [19-22]. It is explained by increased sympathetic
tone and structural changes in arteries.

We hypothesized that in the beginning of the arterial stiff-
ening and atherosclerosis the ankle blood pressure may be
determined by local factors only, i.e., blood pressure and
the elastic properties of arteries. The elevated ankle blood
pressure might be one of the earliest signs of adverse
changes in the cardiovascular system. Stenotic changes
with abnormal ABI are fairly seldom seen in middle-aged
persons [13,14]. Ankle blood pressure ≤ 175 mmHg but
exaggerated elevation of brachial systolic blood pressure
at a moderate exercise level reveals those patients in
whom stenotic changes along the conduit vessels decrease
the ankle blood pressure and this group has to be consid-
ered as a separate entity.

Long-term prospective studies on the value of ankle blood
pressure in middle-age persons are currently sparse. There-
fore, the aim of the present study was to assess the inde-
pendent value of ankle blood pressure, together with the
brachial exercise blood pressure, as a predictor of cardio-
vascular and total mortality during the average follow-up
of 14 years.

Methods
Study population
Subjects for this investigation were derived from a group
of 4,038 consecutive ambulatory patients, who under-
went symptom-limited bicycle exercise test at the Helsinki
Deaconess Institute between August 1989 and December
1995. The patients were referred by occupational health
physicians to a symptom-limited exercise test to rule out
coronary heart disease and evaluate physical fitness. More
precisely, 1,734 were sent for the evaluation of physical
fitness, 1,799 for diagnostic testing due to chest pain or
shortness of breath, 488 because of suspected arrhythmias
and 17 for mixed reasons, mainly for suspicion of exer-
cise-induced asthma. Patients with a history of myocardial
infarction, percutaneous coronary angioplasty, coronary
artery bypass grafting, congestive heart failure or stroke,
were excluded from the analysis. The final study group
consisted of 3,858 patients. The study was approved by
the Ethical Committee of the National Public Health
Institute.

Baseline vascular examination
Brachial blood pressure was measured by trained techni-
cians using the auscultatory method with a standard
sphygmomanometer from the left arm of the subject in a
supine position after a 5 minute rest. The ankle blood
pressure was simultaneously measured from the right leg
using a Doppler probe with a mercury sphygmomanome-
ter. If the pulse of the posterior tibial artery was absent, the
ankle blood pressure measurements were taken on the
dorsalis pedis artery.

Exercise ECG testing and measurement of exercise blood 
pressure
Exercise testing was conducted on an electronically braked
bicycle. The starting load was 50 Watts for men and 40
Watts for women, and the load was increased every 3 min-
utes by 50 Watts for men and 40 Watts for women. Blood
pressure was measured with a sphygmomanometer at 2
minutes at all loads and immediately prior to test termi-
nation. Readings were recorded to the nearest 5 mmHg.
The 2-minute blood pressure recording at the moderate
exercise level (150 W for men and 120 W for women) was
used in the analyses. If that level was not reached, blood
pressure from the lower level was used. The test was con-
tinued until a subject refused to continue, or until the
attending physician felt it unsafe to continue. The criteria
for myocardial ischaemia during the exercise test were
ischaemic changes in ECG defined as ST depression >1.0
mm at 60 ms after the J-point with typical ischaemic com-
plaints.

Other baseline characteristics
Other risk factors assessed at baseline were age, gender,
body mass index (BMI), smoking status, medical history,
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parental history of early cardiovascular disease, physical
working capacity, self-reported history of cardiovascular
diseases, total cholesterol and glucose.

Blood pressure groups
Subjects were divided into five groups based on resting
ankle and exercise blood pressure at the moderate exercise
level (men 150 Watt, women 80 Watt): 1) Reference
group, where the resting ankle blood pressure was < 175
mmHg and the exercise blood pressure ≤ 215 mmHg; 2)
patients with elevated ankle blood pressure (≥175
mmHg) but normal exercise blood pressure (≤215
mmHg); 3) patients with elevated ankle (≥175 mmHg)
and elevated exercise blood pressure (>215 mmHg); 4)
elevated exercise blood pressure (>215 mmHg), but ankle
blood pressure <175 mmHg; and 5) patients who could
not be classified. Group 4 consists of patients with a dis-
crepancy between the ankle blood pressure and brachial
exercise systolic blood pressure, which indicated signifi-
cant stenotic changes along the conduit vessels. The
unclassifiable group could not reach the moderate exer-
cise level because of a specified reason (for example
ischaemic heart disease) or an unspecific reason (for
example poor physical fitness).

Follow-up procedures
The mortality follow-up data were available up to 15 years
(range 12 – 15 years) after the exercise test, until Decem-
ber 31st, 2004. Deaths were ascertained by record linkage
of the study data to the National Causes-of-Death Regis-
ter, on the basis of the personal identification code unique
to every resident of Finland. Thanks to the country-wide
register, the coverage of the follow-up was 100%.

In the Causes-of-Death Register deaths were coded accord-
ing to the Ninth (until Dec. 31st, 1995) and Tenth (since
the beginning of 1996) versions of the International Clas-
sification of Diseases (ICD). The primary endpoint was
cardiovascular death, and all-cause mortality was used as
a secondary endpoint. ICD-9 codes 410 to 414, 431, 436,
798, 4330A, 4331A, 3339A, 4341A, 4349A, 4376A or
ICD-10 codes I20–I25, I46, I61, I63–I64, R96, R98 as the
underlying cause of death were taken as cardiovascular
deaths. Altogether, 346 persons died during the follow-
up, 108 of the deaths were cardiovascular. As a whole, the
study consisted of 52,234 person-years of follow-up.

Statistical methods
Data are expressed as mean ± SD for continuous variables,
or counts and proportions for categorical variables. The
following cardiovascular risk factors were dichotomized:
early parental cardiovascular death (yes or no), self-
reported elevated cholesterol (>6 mmol/l, yes or no), self-
reported elevated blood glucose (>6 mmol/l, yes or no)
and current smoking (yes or no). Age, BMI, smoking

(years, packet/day) and blood pressure (mmHg) were
handled as continuous variables.

Continuous variables were compared between the blood
pressure groups with analysis of variance and proportions
with chi-square tests. Univariate associations between dif-
ferent blood pressure indicators were evaluated with Pear-
son's product-moment correlation coefficients.

Associations between the blood pressure groups and mor-
tality were analyzed using Kaplan-Meier survival curves
and log-rank tests. Cox proportional hazard models were
used for estimating the multivariate-adjusted independ-
ent associations of the blood pressure groups with total
and cardiovascular mortality. Results were expressed as
hazard ratios (HR) and 95% confidence intervals (CI)
compared to the reference group. The basic models were
adjusted for age and sex. The larger models were further
adjusted for BMI, physical working capacity (metabolic
equivalents = METs), self-reported blood glucose and cho-
lesterol, current smoking and early parental history of car-
diovascular disease. The statistical analyses were carried
out with R (Version 2.3.1).

Results
The mean age at baseline was 50.5 ± 10.0 years (range 15
– 84), and the mean BMI was 26.1 ± 3.8 kg/m2. The mean
brachial blood pressure was 133.1 ± 18.7/85.3 ± 10.9
mmHg) and pulse 73.8 ± 12.9/min. The correlation coef-
ficient between the brachial blood pressure at rest and the
exercise blood pressure at the moderate exercise level
(men 150 Watts, women 80 Watts) was 0.548 (n = 2,313,
P < 0.0001) in men and 0.649 (n = 1,211, P < 0.0001) in
women. The correlation coefficient between the ankle
blood pressure and systolic blood pressure at the moder-
ate exercise level was 0.543 (P < 0.0001) in men and
0.597 (P < 0.0001) in women.

Table 1 compares cardiovascular risk factors in different
blood pressure categories at baseline. The ABI differed sig-
nificantly between the groups being highest in groups 2
and 3 and lowest in groups 4 and 5. The reference group
(n = 2,203) was younger and leaner. In this group all risk
factors were more favourable compared with the other
groups. Myocardial ischaemia during exercise was diag-
nosed in 94 patients. The all-cause mortality during fol-
low-up was 89 patients (4.0%), 20 (0.9%) due to
cardiovascular causes.

In patients (n = 791) with elevated ankle blood pressure
(≥175 mmHg) and normal exercise blood pressure the
resting brachial blood pressure was normal or slightly ele-
vated: 144 ± 17/90 ± 10 mmHg. Of this group 36% were
on cardiovascular medication. In patients without any
medication (n = 510) the blood pressure was normal or
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slightly elevated: 142.2 ± 15/90.0 ± 10.1 mmHg. In this
whole group, 116 (14.7%) patients died during the fol-
low-up period, 37 (4.7%) due to cardiovascular causes.

Among patients (n = 509) with elevated ankle blood pres-
sure and elevated exercise blood pressure the male sex
dominated. The brachial blood pressure at rest was ele-
vated: 152.8 ± 17/94.0 ± 10 mmHg. Compared with the
previous group, BMI and ankle blood pressure were also
higher and the smoking history was longer. In patients
without any medication (n = 348) the mean blood pres-
sure at rest was elevated: 150.6 ± 16/93.1 ± 10 mmHg.
Myocardial ischaemia during exercise was diagnosed in 44
(8.6%) patients. The all-cause mortality in this group was
58 patients (11.4%) and the mortality due to cardiovascu-
lar disease was 20 patients (3.9%).

In patients with the discrepancy between the ankle blood
pressure and systolic blood pressure (group 4, n = 222)
there was no correlation between the ankle blood pressure
and exercise blood pressure at moderate level (r = 0.050,
n = 201, p = 0.49) among men and r = 0.059, n = 21, p =
0.80 among women). Compared with the reference group
the ankle blood pressure was a bit higher. The male sex

dominated (201/222) in this group, and smoking was
more common than in groups 1 and 2. Fifteen per cent
were on cardiovascular medication. Myocardial ischaemia
was diagnosed in 14 patients (6.3%), two of them died
during the follow-up. The all-cause mortality was 22
patients (9.9%) and the mortality due to cardiovascular
causes was 8 (3.6%).

The fifth group (n = 133) was older. They could not toler-
ate moderate exercise level because of ischaemic heart dis-
ease (n = 71) or leg atherosclerotic disease (ABI <0.97, n =
38). Abnormal lung function was observed in 10 patients
(oxygen <90%). Almost half of this group (45.2%) died
during the follow-up period, 23 (17.3%) due to cardio-
vascular causes. There were 43 patients with low fitness
without any specific reason. Twenty (47%) of them died
during the follow-up period, 6 (14%) due to cardiovascu-
lar causes. They tended to be current (n = 19) or ex-smok-
ers (n = 7). The male sex dominated (36/43). Nine were
on antihypertensive medication.

Figure 1 shows the Kaplan-Meier survival curves for cardi-
ovascular and all-cause mortality in different blood pres-
sure groups. For both endpoints the curves diverge

Table 1: Characteristics of the Study Participants by Ankle Blood Pressure (ABP) and Exercise Blood Pressure (EBP) Group.

Normal ABP 
Normal EBP

Elevated ABP and 
Normal EBP

Elevated ABP and 
Elevated EBP

Normal ABP and 
Elevated EBP

Unclassified

n = 2203 n = 791 n = 509 n = 222 n = 133 p
Age (years) 47 (10) 55 (9) 54 (7) 51 (9) 59 (10) 0.001*
Male/female 1419/820 447/358 435/87 205/21 105/30 0.001†
Body mass index (kg/m2) 25.4(4) 26.8 (4) 27.5 (4) 26.9 (4) 25.7 (4) 0.001*
Syst. BP (mmHg) 124 (14) 144 (17) 152 (17) 135 (16) 137 (20) 0.001*
Diast. BP (mmHg) 82 (9) 90 (10) 94 (10) 85 (9) 85 (11) 0.001*
Pulse/min 73 (13) 75 (13) 75 (13) 74 (13) 75 (14) 0.001*
SBP80 (women) 172 (20) 192 (15) 229 (11) 233 (13) - 0.001*
SBP150 (men) 186 (18) 199 (14) 236 (16) 231 (12) - 0.001*
SBPMax 193 203 240 236 178.3 0.001*
Ankle blood pressure (mmHg) 150 (17) 194 (14) 198 (18) 157 (14) 141 (37) 0.001*
ABI 1.21 (0.38) 1.31 (0.14) 1.27 (0.17) 1.16 (0.14) 1.03 (0.27) 0.001*
ABI < 0.97 n (%) 66 (3) 0 (0) 0 (0) 22 (1) 39 (29) 0.001†
Self-reported abnormal total cholesterol n 
(%)

925 (42) 340 (43) 234 (46) 122 (55) 74 (56) 0.001†

Self-reported abnormal glucose n (%) 132 (6) 95 (12) 66 (13) 27 (12) 35 (26) 0.001†
Pos. family history n (%) 793 (36) 324 (41) 188 (37) 95 (43) 69 (529 0.005†
Pack-years of smoking 9 (11) 9 (12) 13 (14) 14 (13) 20 (16) 0.001*
Current smokers n (%) 308 (14) 71 (9) 71 (14) 36 (16) 51 (38) 0.001†
METs 8.4 (3) 6.6 (2) 7.4 (2) 7.9 (1.9) 4.6 (1.5) 0.001*
Cardiovascular medication n (%) 22 (1) 285 (36) 178 (35) 33 (15) 60 (45) 0.001†
Diagnosed ischemic heart disease n (%) 88 (4) 142 (18) 46 (9) 13 (6) 72 (54) 0.001†
Deaths during follow-up n (%) 88 (4) 119 (15) 56 (11) 22 (10) 60 (45) 0.001†
Cardiovascular deaths during follow-up n 
(%)

20 (0.9) 40 (5) 20 (4) 9 (4) 23 (17) 0.001†

Mean values (S.D.) or proportions (%), * ANOVA, † χ2 test
SBP80 = systolic blood pressure at the exercise level of 80 Watts
SBP150 = systolic blood pressure at the exercise level of 150 Watts
SBPMax = maximum systolic blood pressure during exercise
ABI = Ankle Brachial Index
METs = Exercise capacity measured in metabolic equivalents
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Cardiovascular and all-cause mortality by the blood pressure groupFigure 1
Cardiovascular and all-cause mortality by the blood pressure group. Kaplan-Meier survival curves for cardiovascular 
and all-cause mortality. Log-rank test for the survival difference between the blood pressure groups: p < 0.0001 for cardiovas-
cular mortality and p < 0.0001 for all-cause mortality. The numbers indicate people remaining in the follow-up at different 
points in time. All participants were not followed up for 200 months. The reference group consists of patients with normal bra-
chial blood pressure (< 140 mmHg), ankle blood pressure <175 mmHg and exercise blood pressure ≤215 mmHg at the mod-
erate exercise level. Group 2 had elevated ankle blood pressure (≥175 mmHg) but normal exercise blood pressure. Group 3 
had elevated ankle and exercise blood pressure. Group 4 had ankle blood pressure < 175 mmHg but elevated exercise blood 
pressure (discrepancy) and group 5 could not be classified because of poor exercise tolerance.

 1

 

 
Reference Group N = 2203 2193 2166 1708  149 

 Group 2 N = 791   772   747   516      42 
 Group 3 N = 509  496   484   306      14 
 Group 4 N = 222   219   213   160       14 
 Group 5 N = 133   122   105     14    7 
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continuously and significantly throughout the 14 years of
follow-up.

Compared with group 1, the age and sex-adjusted hazard
ratios of CVD and all-cause mortality were significantly
elevated in all other groups (Table 2). Further adjustment
for traditional risk factors, such as smoking, BMI, parental
history of early CVD, self-reported elevated cholesterol
and blood glucose attenuated the HRs slightly, but they
nevertheless remained clearly significant.

For comparison, we calculated the HRs for the different
levels of ankle blood pressure alone (Table 3). Patients
with abnormal ABI (<0.97) were kept as their own group.
The age and gender adjusted HRs increased linearly with
higher ankle blood pressure and were highest in patients
with abnormal ABI. Multivariate-adjusted HRs behaved
similarly, although they reached statistical significance for
all-cause mortality only. Moreover, we calculated the HRs
for the usual resting brachial systolic blood pressure,
dichotomized at 160 mmHg (<160 mmHg vs ≥160
mmHg). In the age and sex-adjusted model, the HR for
CVD death was 1.94 (1.23 – 3.06, p = 0.004). In the larger
model the HR was attenuated to 1.6 (1.01 – 2.54, p =
0.04).

Discussion
In the present study, we demonstrated that the ankle
blood pressure gives us important information about the
status of the arterial tree in middle-aged asymptomatic
individuals. The main finding was that even those persons
among whom the elevated ankle blood pressure was the

only abnormal finding had 2.7-fold higher multivariate-
adjusted risk of CDV death and 2.1-fold higher risk of
death from any cause than persons with normal brachial,
ankle and exercise blood pressures. This suggests that the
measurement of ankle blood pressure could be a relatively
simple, inexpensive and non-invasive tool for assessing
early, subclinical atherosclerotic changes in young and
middle-aged individuals. This finding is consistent with
earlier studies suggesting a J-shaped association between
ABI and CVD risk [5,17,18].

At least three independent lower-extremity large-vessel
characteristics determine the ankle blood pressure: local
pressure, elasticity of the vessels and the pulse wave. Arte-
rial stiffness with increased pulse wave velocity and aug-
mented pulse pressure cause a strong cyclic stretching on
vascular smooth muscle cells [23-26]. Hypertrophy and
structural changes decrease the elasticity of the conduit
vessels, and elevated ankle blood pressure is measured. An
unanswered question is, when is the ankle blood pressure
determined only by local factors, and when do stenotic
changes along the conduit vessels begin to have an effect
on the peripheral ankle blood pressure. We postulate that
this stage is reached when the exercise causes an exagger-
ated blood pressure reaction but the ankle blood pressure
is within the normal limits.

Although the importance of exercise hypertension
remains controversial, the majority of recent studies show
that an exaggerated systolic blood pressure response to
exercise is an independent predictor of future hyperten-
sion and CVD mortality [18-20,26-29]. It is associated

Table 2: Hazard Ratios (HR, 95% Confidence Interval (CI)) of Cardiovascular and All-Cause Deaths According to Specified Blood 
Pressure Groups.

Model 1 Model 2

HR 95% CI p HR 95% CI p

Cardiovascular death
Group 1 1 (reference) 1 (reference)
Group 2 3.11 1.79 – 5.41 < 0.0001 2.62 1.49 – 4.62 0.0003
Group 3 2.77 1.48 – 5.16 0.003 2.48 1.33 – 6.62 0.003
Group 4 2.78 1.22 – 6.33 0.02 2.36 1.04 – 5.37 0.02
Group 5 8.45 4.42 – 16.15 <0.0001 4.28 2.07 – 8.87 <0.0001

All-cause death
Group 1 1 (reference) 1 (reference)
Group 2 2.40 1.81 – 3.20 <0.0001 2.13 1.59 – 2.85 < 0.0001
Group 3 2.01 1.43 – 2.81 <0.0001 1.80 1.29 – 2.53 <0.0001
Group 4 1.98 1.25 – 3.15 0.003 1.70 1.07 – 2.70 0.03
Group 5 5.92 4.15 – 8.46 <0.0001 3.21 2.15 – 4.79 <0.0001

Model 1: adjusted for age and sex
Model 2: adjusted for age, sex, BMI, smoking, early parental cardiovascular disease, exercise capacity measured in metabolic equivalents, self-
reported elevated cholesterol and abnormal blood glucose
Please see Table 1 and the Methods-section for the explanation for the blood pressure groups
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with insulin resistance [30], hypercholesterolemia [31],
carotid atherosclerosis [22] and other target-organ dam-
age [32]. The pathophysiology of exaggerated blood pres-
sure response is not yet fully understood. Two processes
have been involved in most studies: increased sympa-
thetic tone and structural changes in the vessels.

The categorization of our study cohort into five subgroups
enabled a logical understanding of the chronological
sequence of adverse changes in the ankle blood pressure.
In patients with normal ankle, arm and exercise blood
pressure, both CVD and total mortality during the follow-
up were low even among persons with an abnormal exer-
cise test. The elevated ankle blood pressure either with or
without elevated exercise blood pressure was significantly
associated with CVD mortality and all-cause mortality. It
is associated with abnormally high ABI, which has also
been found in other studies [17,18].

Patients with elevated exercise blood pressure but ankle
blood pressure ≥175 mmHg are a more discrete group.
With our cut-points (ankle blood pressure ≥175 mmHg
and exercise blood pressure at moderate exercise level >
215 mmHg) they formed a group in which CVD and all-
cause mortality were at the same level as in patients with
elevated ankle blood pressure. The discrepancy between
the ankle and exercise blood pressures can be explained
by hemodynamically significant stenotic changes along
the conduit vessels. The poor correlation between the
exercise brachial blood pressure and the ankle blood pres-
sure is in accordance with the existence of stenotic

changes. Also, abnormally low ABI was observed in group
4 compared with the reference group.

Normally there is a strong correlation between the arm,
ankle and exercise blood pressures as long as the stenotic
changes along the conduit vessels are minor. Similar cor-
relation between the systolic blood pressure and maximal
or submaximal exercise blood pressure has been found in
other studies [27]. Elevated ankle blood pressure alone is
also associated with an increased risk for CVD- and overall
mortality. Exercise test reveals further those patients,
where changes in the conduit vessels decrease the ankle
blood pressure and the healthy reference group becomes
more accurately defined.

Low cardiovascular fitness is associated with premature
mortality. The literature is filled with long-term follow-up
studies, conducted in relatively healthy populations [33-
36], or focused on clinical patient populations [36],
which have indicated, that exercise capacity is a more
powerful predictor of mortality than the other established
risk factors. One third of our unclassifiable group died
during the follow-up and most of them belonged to the
group with low physical fitness without any specific rea-
son.

Our study has certain limitations. The patients were
referred by occupational health physicians and thus they
do not represent a random sample of the general popula-
tion. The reference group is a predominantly well-edu-
cated group. The ankle blood pressure was measured from

Table 3: Hazard Ratios (HR, 95% Confidence Interval (CI) of Cardiovascular and All-Cause Deaths in Different Levels of Ankle Blood 
Pressure (ABP).1

Model 1 Model 2

Ankle Blood Pressure Category (n) HR 95% CI p HR 95% CI p

Cardiovascular death
100–150 mmHg (n = 1214) 1 (reference) 1 (reference)
151–174 mmHg (n = 1082) 1.54 0.85 – 2.79 0.2 1.52 0.83 – 2.78 0.2
175–200 mmHg (n = 1086) 1.71 0.97 – 3.02 0.06 1.73 0.97 – 3.07 0.06
201–300 mmHg (n = 355) 1.98 1.03 – 3.84 0.04 1.77 0.91 – 3.45 0.1
Abnormal (< 0.97) ABI (n = 121) 2.38 1.10 – 5.17 0.03 1.53 0.68 – 3.4 0.3

All-cause death
100–150 mmHg (n = 1214) 1 (reference) 1 (reference)
151–174 mmHg (n = 1082) 1.30 0.95 – 1.79 0.1 1.30 0.94 – 1.79 0.2
175–200 mmHg (n = 1086) 1.44 1.06 – 1.95 0.02 1.47 1.08 – 2.00 0.02
201–300 mmHg (n = 335) 1.70 1.18 – 2.43 0.003 1.53 1.06 – 2.21 0.02
Abnormal (0.97)
ABI (n = 121)

2.20 1.43 – 3.40 < 0.0001 1.49 1.00 – 2.33 0.02

Model 1: adjusted for age and sex
Model 2: adjusted for age, sex, BMI, smoking, early parental cardiovascular disease, exercise capacity measured in metabolic equivalents, self-
reported elevated cholesterol and abnormal blood glucose
Please see Table 1 and the Methods-section for the explanation for the blood pressure groups
1 Persons with low ABI separated as their own group
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one leg only. The blood glucose and total cholesterol were
self-reported and only half of the patients knew their glu-
cose value. However, our purpose was not to explain the
aetiology of elevated ankle blood pressure but to examine
its prognostic value. These limitations of our study should
not affect the validity of the findings. Furthermore, most
patients with a diagnosed MI during the follow-up had
received pharmacological therapy or undergone invasive
therapeutic procedures and their lifestyle had changed.
Such a bias has probably led to an underestimation, rather
than an overestimation, of the prognostic significance of
elevated ankle blood pressure.

Conclusion
In the present study we showed that the ankle blood pres-
sure – without indexing to arm blood pressure – has an
independent value as a marker of subclinical atherosclero-
sis in asymptomatic middle-aged patients. The elevated
ankle blood pressure is one of the earliest sign of the
adverse changes in the arteries. It identifies high-risk indi-
viduals and may provide the necessary motivation to pro-
mote lifestyle changes. On the other hand, exaggerated
exercise blood pressure reaction with normal ankle blood
pressure reveals those patients with stenotic changes
along the conduit vessels. They are likely to need more
detailed investigations and intensive therapy. Thus, meas-
urement of the ankle blood pressure could be an inexpen-
sive and non-invasive tool which helps to assess the CVD
risk and to guide the intensity of other examinations and
therapies.
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Ankle and exercise blood pressures as
predictors of coronary morbidity and
mortality in a prospective follow-up study

H Hietanen1, R Pääkkönen2 and V Salomaa2

1Department of Clinical Physiology, Deaconess Institute, Helsinki, Finland and 2THL-National Institute for
Health and Welfare, Helsinki, Finland

Elevated ankle blood pressure (ABP) may be one of the
earliest signs of subclinical atherosclerosis. However,
its behavior in different degrees of atherosclerotic
vascular damage has not been well characterized. We
examined the association of ABP and brachial exercise
blood pressure with the incidence of future coronary
events. A cohort of 3808 consecutive ambulatory
persons (mean age 50 years, 34% women), referred to
a symptom-limited exercise test and free of cardiovas-
cular events at baseline, was prospectively followed up
for 15 years. Altogether, 383 (80 fatal and 303 non-fatal)
incident coronary events occurred. Cox proportional
hazards models, adjusting for several conventional risk
factors, were used to analyse the independent associa-
tion of ABP with the risk of an incident coronary heart

disease (CHD) event. Persons with normal ankle,
brachial resting and brachial exercise blood pressures
were taken as the reference group. Other groups
were formed on the basis of ankle and exercise blood
pressures and compared with the reference group.
Even in persons among whom the elevated ABP was
the only abnormal finding, the multivariate adjusted
hazard ratio (HR) of a future CHD event was significantly
elevated (HR¼ 1.60, 95% confidence interval 1.20–2.14,
Po0.0001). In general, the HRs were higher for fatal
events than for non-fatal events. The measurement of
ABP could be an inexpensive and non-invasive tool to
detect elevated risk of a CHD event.
Journal of Human Hypertension (2010) 24, 577–584;
doi:10.1038/jhh.2009.102; published online 21 January 2010
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Introduction

The ankle blood pressure (ABP) has usually been
indexed to brachial blood pressure to form the
ankle–brachial blood pressure index (ABI). Low
values of ABI (o0.95) signal advanced peripheral
artery disease and significantly elevated risk of a
major cardiovascular disease (CVD) event.1–7 Steno-
tic changes leading to abnormally low ABI are,
however, relatively rare in middle-aged persons.4,5

Furthermore, also elevated ABI (41.40) or high ABP
may be associated with increased risk, although the
literature is somewhat conflicting.7–11 The behavior
of the ABP in different degrees of atherosclerotic
vascular damage has not been well characterized
and very few studies have attempted to use the ABP
as a risk marker without indexing it to the brachial
blood pressure.

In the beginning of the atherosclerotic process and
arterial stiffening the ABP is determined by local
factors only, that is, blood pressure and the elastic
properties of arteries, and the elevated ABP may be
one of the earliest signs of subclinical vascular
damage.12 More advanced atherosclerosis is propa-
gated from the arterial wall to the arterial lumen and
stenotic changes along the conduit vessels decrease
the ABP. This step is reached when physical
exercise causes an exaggerated blood pressure
reaction while the ABP is normal. Accordingly, we
hypothesized that categorizing the persons in a
logical manner on the basis of the ABP and exercise
brachial blood pressure could provide an even more
sensitive tool than ABI for detecting early arterial
changes.

We have followed up for an average of 15 years a
cohort of 3808 middle-aged persons (mean age 50
years, range 15–84 years, 34% women) whose ABP
and exercise brachial blood pressure, as well as
physical working capacity, were measured at base-
line. The aim of this study was to assess the
association of ABP, together with the resting and
exercise brachial blood pressures, with coronary
morbidity and mortality during the follow-up.
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Methods

Study population
Subjects for this investigation were derived from a
group of 4038 consecutive ambulatory persons, who
underwent symptom-limited bicycle exercise testing
at the Deaconess Institute in Helsinki between
August 1989 and December 1995. The persons
were referred by occupational health physicians to
a symptom-limited exercise testing to rule out
coronary heart disease (CHD) and evaluate physical
fitness. Persons with a documented history of
myocardial infarction (MI), percutaneous coronary
angioplasty, coronary artery bypass grafting or stroke
were excluded from the analysis. The patients with
a positive ischaemic finding in the exercise test but
no history of a hard cardiovascular event were
included in the follow-up and analyses. The final
study group consisted of 3808 persons. Of them, 759
persons were under medication and the antihyper-
tension medication was the most important drug
therapy (412 used b-blockers, 48 diuretics and 185
used angiotensin-converting enzyme inhibitors or
angiotensin-receptor blockers). In all, 52 persons
had medication for diabetes.

The study was approved by the Ethical Committee
of the National Public Health Institute.

Baseline vascular examination
Brachial blood pressure was measured by trained
technicians using the auscultatory method with a
standard mercury sphygmomanometer from the left
arm of the subject in a supine position after a 5 min
rest. The ABP was simultaneously measured from
the right leg using a Doppler probe with a mercury
sphygmomanometer. The posterior tibial artery was
used, and if absent, the ABP measurements were
taken from the dorsalis pedis artery.

Exercise testing was conducted on an electrically
braked bicycle. The starting load was 50 W for men
and 40 W for women, and the load was increased
every 3 min by 50 W for men and 40 W for women.
Blood pressure was measured with a sphygmomano-
meter at 2 min at all loads and immediately before
test termination. Readings were recorded to the
nearest 5 mm Hg. The test was continued until
the subject refused to continue, or until the attend-
ing physician felt it unsafe to continue. The criteria
for myocardial ischaemia during the exercise test
were ischaemic changes in electrocardiogram
defined as ST depression 41.0 mm at 60 ms after
the J-point with typical ischaemic complaints (chest
paint or shortness of breath).

Other baseline characteristics
Other risk factors assessed at baseline were age,
gender, body mass index (BMI), smoking status,
medical history, family history of early cardiovas-
cular disease (under 60 years), physical working

capacity, self-reported history of cardiovascular
diseases, total cholesterol and glucose. This infor-
mation was collected by the attending physician
(HH) by interviewing the patient before the exercise
test. Height and weight were asked by nurses and
BMI was calculated.

Blood pressure groups
Subjects were divided into five groups based on the
ABP at rest and exercise brachial blood pressures at
moderate exercise level (men 150 W, women 80 W):
(1) normal (reference) group, in which both ankle
and exercise brachial blood pressures were within
normal limits; (2) persons with elevated ABP
(X175 mm Hg) but normal exercise brachial blood
pressure (p215 mm Hg); (3) persons with elevated
ankle (X175 mm Hg) and exaggerated exercise bra-
chial blood pressure (4215 mm Hg); (4) exaggerated
exercise brachial blood pressure (4215 mm Hg), but
normal ABP (o175 mm Hg); and (5) persons who
could not be classified. Groups were constructed
because they made sense pathophysiologically and
because the ABP has a U-shaped association with
the risk of a coronary event and cannot therefore
be analysed as a continuous variable. As there are no
established reference values for the ABP or the
brachial exercise blood pressure, we chose our
cut-points (175 and 215 mm Hg) arbitrarily to create
groups of reasonable size. Group 4 consisted of
persons with a discrepancy between the ankle and
exercise brachial blood pressures, which sugges-
ted haemodynamically significant stenotic changes
along the conduit vessels. The group 5 could not
tolerate the moderate exercise level (men 150 W and
women 80 W) because of specified reason (for
example, ischaemic heart disease) or unspecific
reason (for example, poor physical fitness). This
group 5 was included in the analyses for complete-
ness and secondly to examine the risk associated
with poor physical fitness.

Follow-up and definition of outcomes
The end point of the study was a major coronary
event, that is, coronary death or first non-fatal
coronary event, including MI, percutaneous coron-
ary angioplasty or coronary artery bypass graft
surgery. The mortality and morbidity follow-up data
were available up to 15 years (range 12–15 years)
after the exercise test, until 31 December 2006. Every
resident of Finland has a unique personal identifi-
cation code that was used for record linkage of the
study data with nation-wide, computerized health-
care registers. Deaths were ascertained form the
national Causes-of-Death Register. Non-fatal MIs
and revascularizations were identified from the
national Hospital Discharge Register. These registers
cover all deaths and hospitalizations in Finland.
Thus, the coverage of follow-up was 100% for
events that occurred in Finland.
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The 9th version of the International Classification of
Diseases (ICD-9) was used in Finland for coding
of causes of death and hospitalizations until 31
December 1995, and the 10th version (ICD-10) after
that. Revascularizations were coded according to the
Nordic Medico-Statistical Committee (NOMESCO)
Classification.13 From the Causes of Death Register,
we took coronary deaths events with the ICD-9
codes 410–414 or 798 or the ICD-10 codes I20–I25,
I46, R96 or R 98 as the underlying cause of
death. From the Hospital Discharge Register, we took
non-fatal MI events hospitalizations with the ICD-9
codes 410 or 4110, or the ICD-10 codes I21–I22
and I20.0.

Altogether, 383 coronary events were observed
during the follow-up. Of them, 80 were fatal and 303
non-fatal. As a whole, the study consisted of 52 985
person-years of follow-up.

Statistical methods
Data are expressed as mean±s.d. for continuous
variables, or counts and proportions for categorical
variables. The following cardiovascular risk factors
were dichotomized: early parental cardiovascular
death (yes or no), self-reported elevated cholesterol
(46 mmol l–1, yes or no), self-reported elevated
blood glucose (46 mmol l–1, yes or no) and current
smoking (yes or no). Age, BMI, smoking (years,
packet day–1) and blood pressure (mm Hg) were
handled as continuous variables. Student’s t-tests
or Mann–Whitney U-tests were used for compari-
sons of normally distributed and skewed continuous
variables, between persons with and without a
coronary event during the follow-up. Categorical
variables were compared using w2-tests.

Associations between the blood pressure groups
and coronary mortality and morbidity (first events)
were analysed using Kaplan–Meier curves and log–
rank tests. Cox proportional hazard models were used
for estimating the multivariate-adjusted independent
associations of the blood pressure groups with the risk
of a coronary event. Results were expressed as hazard
ratios (HR) and 95% confidence intervals (CI) com-
pared with the ‘normal’ group. The basic models were
adjusted for age and sex. The larger models were
further adjusted for BMI, physical working capacity
(METs), self-reported blood glucose and cholesterol,
current smoking and early parental history of cardio-
vascular disease. The proportional hazards assump-
tion was examined graphically and was found to be
valid. A gender-specific analysis was also performed
to evaluate gender differences.

The statistical analyses were carried out with R
(Version 2.6.2).

Results

Baseline characteristics and follow-up events
Differences in baseline characteristics between
persons with and without a CHD event during the

follow-up are presented in Table 1. Persons with a
CHD event were older, especially women (62 years).
In persons without a CHD event, almost all risk
factors were more favourable compared with the
CHD event group. A total of 383 coronary events
occurred during the follow-up of 16 years. There
were 80 deaths due to CHD, 124 non-fatal MIs,
57 percutaneous coronary angioplasties and 122
persons with coronary artery bypass grafting.

Table 2 compares cardiovascular risk factors in
different blood pressure groups. The reference group
was younger and all risk factors were more favour-
able compared with the other groups. In the
reference group, 4% of individuals had positive
exercise test without a CHD event in the follow-up.

Figures 1 and 2 show the Kaplan–Meier curves of
the five blood pressure groups for all CHD events and
fatal CHD events. The curves clearly show the best
prognosis of the group with normal ankle and exercise
brachial blood pressures and the worst prognosis of
the group with poor physical performance (group 5).
The curves of the other groups (groups 2–4) are very
close to each other between the two extremes.

Multivariate models
The most significant predictors of CHD event were
gender (HR, women compared with men, 0.27, 95%
CI 0.21–0.36, Po0.0001), age (HR 1.05, 95% CI 1.04–
1.07, Po0.0001), systolic blood pressure (HR 1.01,
95% CI 1.01–1.02, Po0.0001), physical performance
(METs, HR 0.78, 95% CI 0.73–0.83, Po0.0001), self-
reported elevated cholesterol (HR 1.30, 95% CI
1.06–1.59, P¼ 0.01) and pack-years of smoking (HR
1.02, 95% CI 1.01–1.02, Po0.0001), when positive
family history and self-reported elevated blood
glucose were adjusted for.

The age- and sex-adjusted and the multivariate
adjusted HRs of a CHD event in the different blood
pressure groups are shown in Table 3. Compared
with the reference group, the most elevated risk was
seen in group with poor physical performance
(group 5). The persons with elevated ABP without
exaggerated exercise brachial blood pressure and
normal or slightly elevated resting brachial blood
pressure (144±16/90±10 mm Hg) had 2.03-fold risk
of a CHD event compared with the reference group.
Further adjustment for traditional risk factors, such
as smoking, BMI, parental history of early CVD, self-
reported elevated cholesterol and blood glucose
attenuated the HR slightly, but it nevertheless
remained clearly significant (1.60-fold). The persons
with elevated ABP and exaggerated brachial ex-
ercise blood pressure at a moderate exercise level
had a 1.89-fold risk in the basic model and 1.60-fold
risk in the larger model compared with the reference
group. In this group, the resting brachial BP was also
elevated (153±17/94±10 mm Hg). In persons with a
discrepancy between the ankle and exercise brachial
blood pressures, that is, normal ABP and elevated
exercise brachial blood pressure (group 4), the risk
of a future coronary event was even higher (2.34-fold
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in the age and sex adjusted model and 1.97-fold in
the multivariate adjusted model). The resting
brachial blood pressure was normal or slightly
elevated (135±15/86±9 mm Hg).

In general, the HRs were higher for fatal than for
non-fatal CHD events. The persons with poor
physical performance (group 5) had the highest risk
for fatal outcome (18.0-fold in the basic model and

5.1-fold in the larger model). In groups 2–4, the risk
of CHD death was about 3.8- to 4.6-fold in the basic
model and about 3.1- to 3.6-fold in the larger model.
In addition, the risk of a non-fatal CHD event was
significant for all groups in both models.

For comparison, we also calculated the HRs for
the usual brachial systolic blood pressure, for
exercise brachial blood pressure and for ABP

Table 1 Baseline characteristics of participants with and without incident CHD event during the follow-up

No CHD event, n¼ 3425 CHD event, n¼ 383 P-value

Age (years) 50 (10) 56 (9) 0.0001a

Men/women, n (%) 2224 (65)/1201 (35) 304 (79)/79 (21) 0.0001b

Body mass index (kg m–2) 26.0 (4) 26.9 (4) 0.0001a

Systolic blood pressure (mm Hg) 132 (18) 142 (19) 0.0001a

Diastolic blood pressure (mm Hg) 85 (11) 88 (10) 0.0001a

Pulse per min 74 (13) 73 (12) NS
SBP80 (women) 181 (25) 199 (21) 0.0001c

SBP150 (men) 200 (27) 213(28) 0.0001c

SBPMax 203 (28) 206 (31) 0.05a

Ankle blood pressure (mm Hg) 165 (27) 172 (33) 0.0001a

ABI 1.21 (0.22) 1.18 (0.2) 0.01a

Current smokers, n (%) 543 (15) 103 (28) 0.0001b

Self-reported abnormal total cholesterol, n (%) 1245 (36) 184 (48) 0.0001b

Self-reported abnormal blood glucose, n (%) 236 (7) 57 (15 0.0001b

Positive family history, n (%) 1266 (37) 165 (43) 0.002b

METs 7.9 (3) 6.5 (2) 0.0001a

Blood pressure groups
Group I (reference) 2072 (60%) 106 (28%)
Group II 665 (19%) 107 (28%)
Group III 428 (13%) 69 (17%)
Group IV 188 (6%) 38 (10%)
Group V 72 (2%) 63 (16%) 0.0001b

Abbreviations: ABI, ankle–brachial index; CHD, coronary heart disease; NS, not significant.
Data are mean (s.d.) or n and proportions (%).
SBP80: systolic blood pressure at the exercise level of 80 W.
SBP150: systolic blood pressure at the exercise level of 150 W.
SBPMax: maximum systolic blood pressure during exercise.
METs: physical working capacity in metabolic equivalents
Please see the Methods section for explanation for the blood pressure groups.
aStudent’s t-test.
bw2-Test.
cMann–Whitney U-test.

Table 2 Baseline characteristics of participants by the ankle and exercise blood pressure group

Group 1 Group 2 Group 3 Group 4 Group 5 P-value

n¼2179 n¼772 n¼497 n¼226 n¼ 135

Age (years) 47 (10) 55 (9) 54 (7) 51 (9) 59 (10) 0.0001a

Male/female 1379/800 428/344 417/80 206/20 101/34 0.0001b

Body mass index (kg m–2) 25.4 (4) 26.8 (4) 27.5 (4) 26.9 (4) 25.7 (4) 0.0001a

Systolic blood pressure (mm Hg) 124 (14) 144 (17) 152 (17) 135 (16) 137 (20) 0.0001a

Diastolic blood pressure (mm Hg) 81 (9) 90 (10) 94 (10) 85 (9) 85 (11) 0.0001a

Ankle blood pressure (mm Hg) 150 (17) 194(14) 198 (18) 157 (14) 141 (37) 0.0001a

Antihypertensive medication (n, %) 214 (10) 241 (31) 133 (27) 27 (12) 53 (39) 0.0001b

Elevated cholesterol (n, %) 707 (32) 336 (43) 227 (46) 106 (47) 53 (40) 0.0001b

DM (n, %) 91 (4) 92 (12) 65 (13) 18 (8) 24 (18) 0.001b

Pack-years of smoking 9 (11) 9 (12) 13 ( 14) 14 (13) 20 (16) 0.0001a

Data are mean (s.d.) or n and proportions (%).
Please see the Methods section for the explanation for the blood pressure groups.
aAnalysis of variance.
bw2-Test.
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alone. The resting brachial systolic blood pressure
was dichotomized at 160 mm Hg (p160 vs
4160 mm Hg). In the basic model, that is, adjusted
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Kaplan−Meier Curves for CHD Mortality

Ref.Group, n=2179 2166 2142 1689 149
Group 2, n=772 754 730 516 45
Group 3, n=497 483 472 300 14
Group 4, n=226 220 217 163 16
Group 4, n=135 125 104 77 7

Figure 2 CHD mortality according to the specified blood
pressure group. Kaplan–Meier curves for fatal CHD events. Log–
rank test for the difference between the blood pressure groups:
Po0.0001. The numbers indicate people remaining in the follow-
up at different points of time. Blood pressure groups as in
Figure 1.
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Kaplan−Meier Curves for CHD Event

Ref.Group, n=2179 2147 2094 1632 142
Group 2, n=772 720 680 467 38
Group 3, n=497 468 440 274 13
Group 4, n=226 216 200 145 14
Group 5, n=135 98 78 52 7

Figure 1 CHD mortality and morbidity (event) according to the
specified blood pressure group. Kaplan–Meier curves for all CHD
events. Log–rank test for the difference between the blood pressure
groups: Po0.0001. The numbers indicate people remaining in the
follow-up at different points of time. All participants were not
followed up for 200 months. The reference group consists of
persons with normal brachial pressure (o140 mm Hg), ABP
o175mm Hg and exercise blood pressure p215 mm Hg at the
moderate exercise level. Group 2 had elevated ABP (X175 mm Hg)
but normal exercise blood pressure. Group 3 had elevated ankle and
exercise blood pressure. Group 4 had ABP o175mm Hg but
elevated exercise blood pressure (discrepancy) and group 5 could
not be classified because of poor exercise tolerance.

Table 3 Hazard ratios (HR, 95% confidence interval (CI)) of CHD mortality and morbidity according to the specified blood pressure
group

Model 1 Model 2

HR 95% CI P-values HR 95% CI P-values

Non-fatal CHD events (n¼ 3723, number of events¼303)
Group I 1 (Reference) 1 (Reference)
Group II 1.79 1.32–2.43 0.0004 1.39 1.02–1.91 0.02
Group III 1.71 1.22–2.40 0.003 1.46 1.04–2.05 0.03
Group IV 2.11 1.39–3.20 0.0005 1.79 1.18–2.73 0.007
Group V 5.64 3.76–8.44 o0.0001 2.55 1.60–4.08 o0.0001

Fatal CHD events (n¼3803, number of events¼ 80)
Group I 1 (Reference) 1 (Reference)
Group II 4.32 2.09–8.93 o0.0001 3.63 1.73–7.62 0.0003
Group III 3.78 1.70–8.43 0.003 3.06 1.36–6.86 0.003
Group IV 4.61 1.77–12.0 0.003 3.60 1.37–9.44 0.003
Group V 18.03 8.21–39.60 o0.0001 5.05 4.03–24.6 o0.0001

All CHD events (n¼3803, number of events¼383)
Group I 1 (Reference) 1 (Reference)
Group II 2.03 1.54–2.68 o0.0001 1.60 1.20–2.14 o0.0001
Group III 1.89 1.38–2.57 o0.0001 1.60 1.18–2.19 0.003
Group IV 2.34 1.60–3.42 o0.0001 1.97 1.34–2.89 0.0003
Group V 6.74 4.78–9.50 o0.0001 3.27 2.19–4.87 o0.0001

Abbreviation: CHD, coronary heart disease.
Model 1: adjusted for age and sex.
Model 2: adjusted for age, sex, body mass index, smoking, early parental cardiovascular disease and physical working capacity (METs), self-
reported elevated cholesterol and abnormal blood glucose.
Please see the Methods section for explanation for the blood pressure groups.
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for age and sex only, the HR for a CHD event was
1.23 (0.98–1.55, P¼ 0.07). In the larger model, the
HR was 1.27 (1.00–1.60, P¼ 0.05). The same com-
parison was repeated using the fatal CHD event as
the outcome. In the basic model, the HR was 1.16
(0.70–1.93, P¼ 0.6) and in the larger model the HR
was 1.20 (0.71–2.04, P¼ 0.50). In persons with
elevated exercise blood pressure (4215 mm Hg) at
the moderate exercise level, the HRs for fatal or non-
fatal CHD event were also elevated, but not
significant in either model.

When analysing the ABP alone, we considered
four mutually exclusive categories: (1) ABP
o175 mm Hg was taken as the ‘normal’ or reference
category; (2) ABP between 175–215 mm Hg was
taken as the ‘moderately elevated ABP’ category;
(3) ABP 4215 mm Hg was taken as the ‘high ABP’
category; and (4) person with abnormal ABI (o0.97)
were considered as their own category. In persons
with moderately elevated ABP, the HRs for fatal
and non-fatal CHD event did not reach statistical
significance in any of the models (data not shown).
In persons with high ABP, the HR for a fatal
and non-fatal CHD event was significantly elevated
in the basic model only, 2.11 (1.05–4.27, P¼ 0.04)
and 1.49 (1.12–1.98, P¼ 0.006). Also, in persons
with abnormal ABI, the HR for a fatal and non-fatal
CHD event was significant in the basic model only,
3.34 (1.34–8.31, P¼ 0.01) and 1.91(1.24–2.96,
P¼ 0.004).

Discussion

The main finding of this study was that the elevated
ABP, when considered together with exercise blood
pressure, was a significant independent predictor of
incident CHD event even in persons with normal
resting blood pressure. On the other hand, persons
with normal ankle and exercise brachial blood
pressure had clearly the best prognosis and only
5% of them had a CHD event during the 15-year long
follow-up. In groups 2–4, 12–14% of persons had a
CHD event during the follow-up. In our earlier
study, we have shown that the same categories of
ankle and exercise brachial blood pressure pre-
dicted total and cardiovascular mortality.12 The
novel features of this study were the specific focus
on CHD, including both morbidity and mortality,
and the addition of two more years of follow-up
time. This study extended the earlier observations
by showing that the differences in mortality between
the blood pressure groups were largely due to CHD.
The HRs for non-fatal CHD events were consistent
with those of the fatal events, although somewhat
weaker. For comparison, we also provided a
separate analysis on the ABP alone as a predictor
for CHD.

At least three separate lower-extremity large-
vessel characteristics determine the ABP: local
blood pressure, elastic properties of arteries and

pulse wave pressure. Elevated ABP is measured
when the arterial stiffness and medial calcification
have an influence on the compressibility of the
arteries. The interpretation of the ABP measurement
is, however, complicated by stenotic changes along
the conduit vessels. Although stenotic changes with
abnormal ABI are fairly seldom seen in middle-aged
persons,4,5 the influence becomes substantial in
elderly persons. We postulate that the discrepancy
between the ankle and exercise blood pressures, that
is, high exercise brachial blood pressure and normal
or low ABP, disclose the persons with haemodyna-
mically significant stenotic changes along the con-
duit vessels.

The categorization of our study cohort into five
subgroups enabled a logical understanding of the
chronological sequence of adverse changes in the
ABP. In persons with normal ankle, resting brachial
and exercise brachial blood pressures the CHD
events were rare, even among persons with a
positive exercise test. The elevated ABP either with
or without elevated exercise brachial blood pressure
was significantly associated with the risk of any
CHD event and especially with CHD mortality. The
elevated ABP might be one of the earliest signs of
subclinical vessel damage, because even those
persons among whom the elevated ABP was the
only abnormal finding, had 1.6-fold higher
multivariate—adjusted risk of a CHD event than
persons with normal resting brachial, ankle and
exercise brachial blood pressure. Persons
with exaggerated exercise blood pressure but normal
ABP are a more discrete group. With our cut-points
(ABP o175 mm Hg and exercise blood pressure
at moderate exercise level 4215 mm Hg) they
formed a group, in which the risk of a CHD
event was 2.0- to 2.3-fold compared with the
reference group. Discrepancy between the ankle
and exercise blood pressures is a logical step in
the progression of atherosclerosis and peripheral
artery disease.

Low cardiovascular fitness is associated with
premature mortality. The literature is filled with
long-term follow-up studies, conducted in relatively
healthy populations, or focused on clinical patient
populations, which indicate that exercise capacity is
a more powerful predictor of mortality than the
other established risk factors.14–17 Our results are in
agreement with this literature, as 44% of our
unclassifiable group had a CHD event during the
follow-up.

The representativeness of our study cohort is
somewhat limited. The persons were referred to the
exercise test by occupational health physicians and
thus the persons do not represent a random sample
of the general population. The study participants
were better educated and had higher than average
socioeconomic positions. Other limitations of the
study are related to the collection of clinical data.
The ABP was measured from one leg only. The
blood glucose and total cholesterol were self-
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reported and only half of the persons knew
their glucose value. The information on cholesterol
and glucose levels was obtained by an interview
of a doctor, which gives them some reliability. These
values were taken in multivariate analyses, because
they were significant predictors of CHD risk
as expected. Persons with a CHD event during the
follow-up had a more favourable risk factor
profile than those without. These differences were
controlled for in multivariate models, but some
residual confounding cannot be totally excluded.
Moreover, a gender-specific analysis was not
possible among women because of the small
numbers of events but nothing in the results
suggested that the effects of the blood pressure
groups would differ by gender. These limitations of
the study should not affect the validity of the
findings on the prognostic value of elevated ABP.
Furthermore, most persons with a diagnosed MI
during the follow-up had received pharmacological
therapy or undergone invasive therapeutic proce-
dures and their lifestyle had changed. Such a bias
has probably led to an underestimation, rather than
an overestimation, of the prognostic significance of
elevated ABP.

In this paper, we showed that the elevated ABP—
without indexing to resting brachial blood pres-
sure—has an independent value as a marker of CHD
risk probably because it indicates subclinical vas-
cular damage, that is, arterial stiffness or early
atherosclerosis, in asymptomatic middle-aged per-
sons. It identifies high-risk individuals and may
provide the necessary motivation to promote life-
style changes. On the other hand, exaggerated
exercise blood pressure reaction with normal ABP
reveals those persons with stenotic changes along
the conduit vessels. They are likely to need more
detailed investigations and intensive therapy. Thus,
measurement of the ABP could be an inexpensive
and non-invasive tool, which helps to assess the
CHD risk and to guide the intensity of other
examinations and therapies.
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Background and Objective. We examined the association of elevated ankle blood pressure (ABP), together with exercise blood
pressure, with incident cerebrovascular (CV) morbidity and mortality in a prospective follow-up study of 3, 808 patients. The
results were compared with pulse pressure, another indicator of arterial stiffness. Methods. Patients with normal ankle and exercise
brachial blood pressures were taken as the reference group. Pulse pressure was considered as quartiles with the lowest quartile as
the reference category. Results. A total of 170 subjects had a CV event during the follow-up. Multivariate adjusted hazard ratio of
a CV event was 2.24 (95% CI 1.43–3.52, P < .0001) in patients with abnormal ABP. The pulse pressure was significant only in
the model adjusted for age and sex. Conclusion. The risk of a future CV event was elevated already in those patients among whom
elevated ABP was the only abnormal finding. As a risk marker, ABP is superior to the pulse pressure.

1. Introduction

High ankle blood pressure (ABP) might be an emerging
risk marker for early subclinical damage of arterial vessels
evaluated as elevated ankle blood pressure alone [1, 2] or
in conjunction with the elevated ankle brachial index (ABI)
[3–5]. The high ABP or high ABI provides an indication of
arterial stiffness or atherosclerosis of the vessel wall whereas
the low ankle pressure or low ABI is indicative of advanced
atherosclerosis, which has reached the point where the blood
flow is impeded. Several studies have demonstrated that
there is a nonlinear, U-shaped association between the ankle
brachial index and total mortality or cardiovascular events
[4–10]. On the other hand, while the normal ABI does
not exclude significant peripheral arterial disease [6, 11, 12]
the ABP alone could be useful in evaluating early vascular
changes.

The pulse pressure (PP) has been used as a crude indi-
cator of arterial stiffness [13–17]. The increased PP predicts

dementia [18] and cardiovascular mortality [15], acting
more on coronary than cerebrovascular (CV) vessels [19].
In hypertensive subjects with high PP, stroke mortality is
increased [20, 21]. In many recently published papers the
central PP is more closely related to vascular damage than the
peripheral PP [13, 22–26], and the peripheral pressure does
not necessarily accurately reflect the central pressure. The
difference between central and peripheral PP is dependent
on age, height, and heart rate making the evaluation of aortic
pulse pressure from a peripheral pulse pressure difficult.

Elevated ABP may provide a pivotal opportunity to
identify persons at high risk of stroke or TIA. Accordingly,
the main aim of the present study was to assess the utility
of ABP, together with exercise brachial BP, as a predictor
of CV events in a prospective setting. The second aim was
to investigate whether the elevated ABP predicts CV events
better than the pulse pressure. Both measurements reflect
aortic stiffness. We hypothesized that the ABP would be
superior to the pulse pressure for screening purposes.
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2. Material and Methods

This prospective follow-up study was initiated in August
1989. The methods of baseline data collection have been
described in our previous paper [1]. The subjects were
derived from a group of 4,038 consecutive ambulatory
patients who underwent a symptom-limited bicycle exercise
test at the Deaconess Institute between August 1989 and
December 1995. Patients with a history of cardiovascular
disease (including those with a history of cerebrovascular
events) at baseline investigation were excluded from the
analyses, and the final study group consisted of 3,808
patients. The study was approved by the Ethical Committee
of the National Public Health Institute of Finland.

The ankle and brachial blood pressures were obtained
simultaneously after a 5 min rest in supine position using the
Doppler sonography for the ABP and the standard mercury
sphygmomanometer for the left arm blood pressures. Sub-
jects were divided to five groups based on the ABP at rest and
exercise blood pressures (EBPs) at a moderate exercise level
(men 150 Watts, women 80 Watts) as shown in the flow chart
(Figure 1).

The reference group consisted of “normal” patients
with normal ABP (<175 mmHg) and normal systolic EBP
(≤215 mmHg). Group 2 consisted of patients with elevated
ABP (≥175 mmHg), but normal EBP. Group 3 had elevated
ABP and exaggerated EBP (>215 mmHg). Patients in group 4
had elevated EBP, but the ABP was normal. The discrepancy
between the ABP and EBP indicates significant atheroscle-
rotic changes in conduit vessels. Group 5, the unclassifiable
group, consisted of patients, who could not tolerate the
moderate exercise level.

The follow-up was 16 years, until the end of 2007
using record linkage of the study data with the National
Hospital Discharge Register and the National Causes of
Death Register. The endpoint was a major CV event, that
is, death due to CV, nonfatal stoke, or a transient ischemic
attack (TIA). The 9th (until 31.12.1995) and 10th versions
of the International Classification of Diseases (ICD-9 and
ICD-10) were used for coding of causes of death and
hospitalizations. We took as CV events the ICD-9 codes 431,
436, 4330A, 4331A, 4339A, 4340A, 4341A, 4349A, and 435 or
the ICD-10 codes I61, I63-I64. G45. These registers cover all
deaths and hospitalizations in Finland. Thus, the coverage of
follow-up was 100% for symptomatic stroke events leading
to hospitalization or death in Finland. It is however likely
that all TIAs have not been hospitalized and those treated
on an ambulatory basis are not identified as CV events in
the present study. Altogether, 170 CV events were observed
during the follow-up. Of them, 31 were fatal. As a whole, the
study consisted of 53,044 person-years of followup.

2.1. Statistics. Data are expressed as mean ± SD for con-
tinuous variables or counts and proportions for categorical
variables. The following cardiovascular risk factors were
dichotomized: early parental cardiovascular death (yes or
no), self-reported elevated cholesterol (>6 mmol/l, yes or
no), self-reported elevated blood glucose (>6 mmol/l, yes
or no), and current smoking (yes or no). Age, BMI,

smoking (years, packet/day), and blood pressure (mmHg)
were handled as continuous variables. Student’s t-tests were
used for comparisons of normally distributed variables,
between persons with and without a CV event during the
follow-up. Categorical variables were compared using chi-
square tests.

Associations between the blood pressure groups, and CV
mortality and morbidity (first events) were analyzed using
Kaplan-Meier curves and log-rank tests. Cox proportional
hazards models were used for estimating the multivariate-
adjusted independent associations of the blood pressure
groups or the quartiles of pulse pressure with the risk of a
CV event. Results were expressed as hazard ratios (HRs) and
95% confidence intervals (CIs) compared to the “normal”
group or to the lowest quartile of pulse pressure. The basic
models were adjusted for age and sex. The larger models were
further adjusted for BMI, physical working capacity (METs),
self reported blood glucose and cholesterol, current smoking,
resting brachial systolic blood pressure, and early parental
history of cardiovascular disease. The statistical analyses were
carried out with R (Version 2.11.1).

3. Results

Baseline characteristics of the study participants are outlined
in Table 1, stratified by the CV event. A total of 170 subjects
developed a CV event (30 TIAs, 109 nonfatal strokes and
31 fatal strokes) during the follow-up. The patients with a
CV event were older and the blood pressures were higher. In
patients without a CV event almost all other risk factors were
more favorable compared with the CV event group.

Figure 2 shows Kaplan-Meier curves for CV event in
different blood pressure groups. The curves diverge continu-
ously and significantly (P = .001, log rank test) throughout
the 16 years of follow-up.

The patients with elevated ankle blood pressure with
or without exaggerated exercise blood pressure had 2.6-
2.7-fold risk of a CV event compared with the reference
group in the age- and gender-adjusted model (Table 2). In
the wider model the hazard ratio was 2.2–2.4. In patients
with obstructive changes in leg arteries (Group 4) the risk
of a future CV event was 2.7-fold in the basic model and
2.4-fold in the multivariate adjusted model. The greatest
hazard ratio (7.8 in the basic model and 5.8 in the wider
model) was found in the unclassifiable patients (Group 5).
In this group, 55 patients had ABI < 1.0, and 25 patients had
ABI < 0.9.

Pulse pressures in the five blood pressure groups were
42.7±11, 54.4±15, 58.5±14, 49.0±14, and 52.6±16 mmHg,
respectively. Correlation between the pulse pressure and the
ankle blood pressure in the blood pressure groups I–III was
high (r2 = 0.48). The correlation was lost, however, when
obstructive changes were observed in the conduit vessels
(Group 4) (r2 = 0.11). The risk of a CV event by quartile
of pulse pressure is shown in Table 3. The reference category
is the lowest quartile of the pulse pressure. Significantly
elevated risk for a CV event was found only for the fourth
quartile in the smaller model.
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Reference group
ABP < 175 mmHg
EBP ≤ 215 mmHg

n = 2169

Group 2
ABP ≥ 175 mmHg
EBP ≤ 215 mmHg

n = 775

Group 3
ABP ≥ 175 mmHg
EBP > 215 mmHg

n = 497

Group 4
ABP < 175 mmHg
EBP > 215 mmHg

n = 215

Group 5
unclassifiable

n = 140

All patients
n = 4038

Excluded due to
vascular disease at
baseline, n = 230

Figure 1: A flow-chart describing derivation of the blood pressure groups from all consecutive patients undergoing a clinical exercise test
during the period 1989 to 1995. ABP: ankle blood pressure, EBP: brachial exercise blood pressure at the level of 150 Watts for men and 80
Watts for women.

Kaplan-Meier curves
for cerebrovascular morbidity

0 50 100 150 200

(months)

Su
rv

iv
al

fu
n

ct
io

n

0.5

0.6

0.7

0.8

0.9

1

Reference Group 1 N = 2169
Group 2 N = 775
Group 3 N = 497
Group 4 N = 228
Group 5 N = 125

2154 2123 1655 147
757 721 492 39
483 464 285 13
221 214 157 13
125 100 70 5

Figure 2: Kaplan-Meier curves for cerebrovascular (CV) events according to specified blood pressure group. Log-rank test for the difference
between the blood pressure groups: P < .0001. The numbers indicate people remaining in the follow-up at different points in time. The
reference group consists of patients with normal brachial pressure (<140 mmHg), ankle blood pressure <175 mmHg and exercise blood
pressure ≤215 mmHg at the moderate exercise level. Group 2 had elevated ankle blood pressure (≥175 mmHg), but normal exercise blood
pressure. Group 3 had elevated ankle and exercise blood pressure. Group 4 had ankle blood pressure <175 mmHg but elevated exercise blood
pressure (discrepancy), and group 5 could not be classified because of poor exercise tolerance.

4. Discussion

The main finding of our study was that ABP, when con-
sidered together with EBP in a physiologically meaningful
way, improved the prediction of incident CV events inde-
pendently of classic risk factors. The healthy group with

normal ABP and EBP had the best prognosis, while the group
with poor exercise tolerance had clearly the worst prognosis.
For groups II–IV, the Kaplan-Meier curves were overlapping.
Furthermore, ABP was a better predictor than the pulse
pressure. Increased aortic and conduit vessel stiffness with
high pressure pulsatility may be the explanation for our
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Table 1: Baseline characteristics of participants with and without incident cerebrovascular event during the follow-up.

No cerebrovascular event Cerebrovascular event
ρ

n = 3639 n = 170

Age (years) 50 (10) 57 (10) 0.0001∗

Men/women, n (%) 2423 (67)/1216 (33) 105 (62)/65 (38) NS

Body mass index (kg/m2) 26.1 (4) 26.6 (4) NS

Syst. blood pressure (mmHg) 133 (18) 142 (19) 0.0001∗

Diast. blood pressure (mmHg) 85 (11) 89 (10) 0.0001∗

Pulse/min 74 (13) 74 (12) NS

SBP80 (women) 181 (25) 193 (23) 0.001∗

SBP150 (men) 201 (27) 212 (30) 0.0001∗

SBP Max 203 (28) 205 (29) NS

Ankle blood pressure (mmHg) 165 (27) 174 (34) 0.0001∗

ABI 1.21 (0.2) 1.20 (0.2) NS

Current smokers, n (%) 769 (22) 45 (29) 0.05†

Self-reported abnormal total cholesterol, n (%) 1352 (37) 77 (45%) 0.001†

Self-reported abnormal glucose, n (%) 273 (8) 20 (12) 0.04†

Pos. family history, n (%) 1365 (38) 67 (39) 0.6

METs 7.8 (3) 6.4 (2) 0.0001∗

Blood pressure groups

Group I (reference) 2125 (58%) 44 (26%)

Group II 719 (20%) 56 (33%)

Group III 467 (13%) 30 (18%)

Group IV 214 (6%) 14 (8%)

Group V 114 (3%) 26 (15%) 0.0001†

Data are mean (SD) or n and proportion (%), ∗t-test, †χ2 test.
SBP80: systolic blood pressure at the exercise level of 80 Watts.
SBP150: systolic blood pressure at the exercise level of 150 Watts.
SBPMax: maximum systolic blood pressure during exercise.
ABI: ankle brachial index.
METs: physical working capacity in metabolic equivalents.
Please see Section 2 for the explanation for the blood pressure groups.

Table 2: Hazard ratios (HR, 95% Confidence Interval (CI)) of cerebrovascular events according to the specified blood pressure groups (total
n = 3808, no of events = 170).

Blood pressure group
Model 1 Model 2

HR 95% (CI) P values HR 95% CI P values

Group I 1 (Reference) 1 (Reference)

Group II 2.69 1.78–4.07 <.0001 2.24 1.43–3.52 <.0001

Group III 2.60 1.60–4.20 <.0001 2.09 1.21–3.61 .008

Group IV 2.71 1.44–5.10 .002 2.37 1.31–4.69 .007

Group V 7.82 4.67–13.12 <.0001 5.78 3.31–10.10 <.0001

Model 1: adjusted for age and sex.
Model 2: adjusted for age, sex, BMI, resting brachial systolic blood pressure, smoking, early parental cardiovascular disease and physical working capacity
(METs), self-reported elevated cholesterol, and abnormal blood glucose.
Please see Section 2 for the explanation for the blood pressure groups.

finding. The elevated ABP may be a useful surrogate marker
for central and conduit arterial stiffness.

These findings extend our understanding of the be-
haviour and clinical significance of the ABP. In the recent
PARTNER study [4], individuals with high ABI had much
higher systolic blood pressure in the ankle and modestly
lower brachial artery systolic blood pressure compared with
those with normal ABI. The pathophysiologic conditions

causing stiffer arteries or stiffer surrounding tissues are
insufficiently understood. While diabetes and degenerative
vascular changes explain the phenomenon only in part [6],
the increased stiffness, central and peripherial, could partly
explain the elevated ABP. Aortic wall stiffness increases
throughout the normal human lifespan, particularly in the
presence of cardiovascular disease risk factors, and is first
seen in increasing pulse wave velocity and central wave
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Table 3: Hazard ratios (HR, 95% Confidence Interval (CI)) of cerebrovascular events by quartile of pulse pressure.

Model 1 Model 2

HR 95% CI P values HR 95% CI P values

Quartile I 1 (Reference) 1 (Reference)

Quartile II 0.91 0.54–1.53 .7 0.92 0.55–1.56 .7

Quartile III 1.28 0.80–2.07 .3 1.21 0.75–1.95 .4

Quartile IV 1.62 1.04–2.65 .03 1.47 0.95–2.33 .08

Model 1: adjusted for age and sex.
Model 2: adjusted for age, sex, BMI, smoking, early parental cardiovascular disease and physical working capacity (METs), self-reported elevated cholesterol,
and abnormal blood glucose.

reflection (augmentation) [16, 27–29]. The stiffening of
the aorta with minimal stiffening in the large peripheral
muscular arteries decreases the normal impedance mismatch
between the central and peripheral arteries enabling the
transfer of excessive pulsatile energy into the periphery [17,
27]. Further research is needed to unravel the relationship of
ABP to the pulse wave velocity which is a standard measure
of the central aortic stiffness.

When the conduit vessels are free of flow limiting
atherosclerotic stenoses, the main determinants of ABP are
systolic blood pressure, enhanced pulse pressure, and local
changes caused by rigidity of the arteries in the lower
extremities. In these conditions, we can draw epidemiologic
conclusions from ABP per se without indexing it to the
brachial systolic pressure. The discrepancy between the ABP
and exercise blood pressure may disclose those patients
among whom stenotic changes along the conduit vessels
decrease the ABP.

The good correlation between PP and ABP is lost when
the stenotic changes limit the flow in the conduit vessels. The
PP as a crude index of central arterial stiffness is not only
hampered by age and heart rate but also by flow limiting
atherosclerotic changes in the conduit vessels. That may
explain why the peripheral PP is differently related to the
risk of CV events in the literature [14–16, 19, 20, 23–26, 30]
and why the peripheral PP has predictive value for ischaemic
stroke also in normotensive patients [19, 31] among whom
the flow limiting atherosclerotic changes are minor.

A strength of our study is the large sample size and the
long follow-up period of 16 years. Also, in Finland the record
linkage to the National Hospital Discharge Register and the
National Causes of Death Register has good accuracy and
coverage [32]. Some limitations should be acknowledged,
however. The persons studied do not represent a random
sample of the general population. The study participants
are better educated and have a higher than average socioe-
conomic position. The ABP was measured from one leg
only. The blood glucose and total cholesterol were self-
reported and only half of the persons knew their glucose
value. The persons without a known abnormal cholesterol
or glucose values were taken as normal. The study was
also limited by the lack of stroke subtyping. However, as
shown by the ICD codes listed in Section 2, we excluded
subarachnoid hemorrhages and included only intracerebral
hemorrhages and ischemic strokes to keep our material more

homogenous. Furthermore, since ischemic strokes generally
account for approximately 75%–80% of all strokes, the
overwhelming majority of included strokes were of ischemic
origin.

In conclusion, our results suggest new ideas about sur-
rogate markers of subclinical vascular damage. The elevated
ABP reveals better than PP the early adverse vascular
changes, and the discrepancy between ABP and EBP discloses
those patients in whom the atherosclerotic changes have
propagated to the arterial lumen causing flow limiting steno-
sis. The ABP measurement may help us to better identify the
patients who have the greatest risk for a CV event.
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Ankle blood pressure and dementia: a prospective
follow-up study
Heikki Hietanena, Arto Pietiläb, Mika Kähönenc and Veikko Salomaab

Background and objective Ankle blood pressure may be

a useful indicator of arterial stiffness. The main aim

of the present study was to examine the relationship

of ankle blood pressure measured in midlife with the

risk of dementia with advancing age. A secondary aim was

to examine the relationship of physical exercise capacity

in midlife with the risk of dementia.

Materials and methods This prospective follow-up study

was carried out on individuals (mean age 50 years, 66%

men) referred to a symptom-limited exercise test between

August 1989 and December 1995. The cohort of 3859

individuals free of dementia and vascular disease at

baseline was followed for 18 years. The significance

of ankle blood pressure as a predictor of incident dementia

was analyzed using Cox proportional hazard models,

controlling for several confounders including brachial

systolic blood pressure.

Results Clinically incident dementia was observed in 123

of the 3859 participants during the mean follow-up

period of 18 years. Significant associations were found

between the elevated ankle blood pressure at baseline

and clinically incident dementia during the follow-up.

In individuals with normal resting and exercise brachial

blood pressure but elevated ankle blood pressure,

the hazard ratio was 1.58 (95% confidence interval

1.04–2.40, P = 0.03, adjusted for age and sex). However,

cardiovascular fitness, measured as metabolic

equivalents at baseline, was inversely associated

with dementia.

Conclusion These results suggest that ankle blood

pressure has an independent value as a marker of arterial

stiffness or subclinical atherosclerosis and a risk of future

dementia. Blood Press Monit 18:16–20 �c 2013 Wolters

Kluwer Health | Lippincott Williams & Wilkins.

Blood Pressure Monitoring 2013, 18:16–20

Keywords: ankle blood pressure, ankle brachial index, blood pressure,
dementia

aDepartment of Clinical Physiology, Deaconess Institute, bDepartment of Chronic
Disease Prevention, National Institute for Health and Welfare (THL), Helsinki and
cDepartment of Clinical Physiology, University of Tampere, Tampere, Finland

Correspondence to Heikki Hietanen, MD, Department of Clinical Physiology,
Deaconess Institute, Ainikinpolku 4, 11120 Riihimäki, Helsinki, Finland
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Introduction
Vascular factors play a major role in the etiology and

pathogenesis of brain degeneration. Especially, pre-

existing cerebrovascular and cardiovascular diseases are

strongly linked to vascular cognitive impairment (VCI)

and late-onset dementia. The integrity of the vasculature

is therefore essential for the optimal functioning of the

brain. It is increasingly being recognized that cardio-

vascular risk factors also predispose to dementia and

accelerate its progression [1–5]. Vascular and neuro-

degenerative pathologies are additive in influencing the

clinical presentation of dementia.

The evidence for single clinically defined cardiovascular

risk factors associated with incident dementia is, however,

inconsistent when the life-course perspective is consid-

ered. Hypertension during midlife may increase the

risk of dementia [6–8], but no convincing evidence exists

that lowering blood pressure in late life prevents the

development of VCI or dementia in hypertensive patients

with no apparent previous cerebrovascular disease [9–12].

The association with hypercholesterolemia and dementia

is even less robust, after taking age and competing

mortality into account [3,10], although in most studies,

the high midlife cholesterol and other lipids play a role in

increasing the risk [4,5], but the course of the converging

pathway is debated [1,9]. In the elderly, diabetes is

perhaps the most consistent predictor of cognitive de-

cline [2,8,13]. Diabetes and metabolic syndrome increase

the risk of dementia by 2–2.5-fold, particularly vascular

dementia and especially in APOE e4 carriers [2]. As the

incidence of VCI or dementia is strongly dependent on

age, reducing mortality by preventing cardiovascular

diseases could lead to an actual increase in the absolute

number of VCI or dementia cases. Although a large group

of individuals will develop VCI or dementia without a

burden of vascular risk factors earlier in life, new

screening tools to detect patients at risk are essential.

In recent years, artery stiffness and central aortic pressure

have gained importance as useful indicators of the general

condition of the circulatory system. Elevated arterial

stiffness is a result of structural and functional changes in

the vessel wall that occur with aging and is associated

with higher systolic blood pressure and pulse pressure,

elevated pulse wave velocity (PWV), and atherosclerosis.

In a cross-sectional analysis of the Maine-Syracuse

Longitudinal Study, PWV interacted with age in a
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multiplicative manner to impair cognitive performance

[14]. In the Rotterdam study, however, PWV was not

associated with cognitive decline over time [15]. The

negative longitudinal finding may be explained by regres-

sion to the mean and selection bias through participant

attrition [14,15]. In any case, arterial stiffness becomes

more prevalent with advancing age and because increas-

ing numbers of adults are surviving into old age, arterial

stiffness as a risk factor has received more attention.

The aim of our study was to evaluate the association

between the ankle blood pressure (ankle-BP) and clini-

cally incident dementia in a large prospective follow-up

study. As proposed earlier by us [16,17] and others

[18,19], elevated ankle-BP is a sensitive surrogate marker

of arterial stiffness and central blood pressure. In our

previous studies, we found that the elevated ankle-BP

provided an added value over and above the traditional

cardiovascular risk factors in the prediction of cardiovas-

cular disease and stroke [16,17,20]. Now, our working

hypothesis was that the elevated ankle-BP might be a

significant predictor of clinically incident dementia and

the prediction might be independent of the usual bra-

chial blood pressure. In addition, we examined whether

the physical exercise capacity in midlife predicts

dementia in advanced age.

Materials and methods
Cohort

The prospective follow-up study was initiated in August

1989. The methods of baseline data collection have been

described in our previous paper [17]. In brief, the

patients were referred by occupational health physicians

to a symptom-limited exercise test to rule out coronary

heart disease and evaluate physical fitness. All patients

were interviewed and information on demographics, cho-

lesterol, blood glucose, family history, and medical history

was collected. Patients with a history of cardiovascular

disease at baseline were excluded from the analyses. The

final study cohort included 3859 patients from the group

of 4038 consecutive ambulatory patients.

Measurements of blood pressure and construction of

the blood pressure groups

Ankle and brachial blood pressures were obtained

simultaneously after a 5-min rest in the supine position.

Brachial blood pressure was measured using a standard

mercury sphygmomanometer. Ankle-BP was measured

from the right leg using a Doppler probe with a mercury

sphygmomanometer. Thereafter, a stepwise symptom-

limited bicycle exercise test was continued until the

patient refused to continue or until the attending phy-

sician felt it unsafe to continue. Exercise blood pressure

at the moderate exercise level (150 W for men and 80 W

for women) was used in the analysis. Initially, the patients

were divided into five groups on the basis of ankle and

exercise blood pressures [16,17,20], but for the present

dementia analyses, the groups were collapsed into four

to ascertain a reasonable number of incident dementia

cases for each group. The reference group included

‘normal’ patients with normal ankle-BP (< 175 mmHg)

and normal systolic blood pressure (r 215 mmHg) at the

moderate exercise level. Group 2 included patients with

elevated ankle-BP (Z 175 mmHg) but normal exercise

blood pressure (r 215 mmHg). Group 3 had elevated

exercise blood pressure with normal or elevated ankle-BP.

Patients in group 4 were unclassifiable because they

could not tolerate the moderate exercise level.

Follow-up

The follow-up was 18 years, until the end of 2008, using

record linkage of the study data with the National Hos-

pital Discharge Register, the National Causes of Death

Register, the National Drug Reimbursement Register,

and the National Pharmacy Register. ICD-9 codes 2900A,

3320A, 3321A and ICD-10 codes F001–F009 and F01–

F03 were used for the diagnosis of dementia. In 46 cases,

the diagnosis was made on the basis of chronic use of

dementia medication. These were identified using the

Anatomic Therapeutic Classification codes N06DA02–

N06DA04 and N06DX01 from the National Pharmacy

Register containing all drugs prescribed by a doctor. The

primary outcome was clinically incident dementia with-

out subtyping.

Statistical methods

Dichotomous variables were compared using w2-tests and

continuous variables using t-tests. Cox proportional

hazards regression analysis was used to estimate factors

associated with time to incident dementia. Models were

adjusted for age, sex, smoking, physical working capacity,

self-reported elevated cholesterol and abnormal blood

glucose, early parental cardiovascular disease, and resting

brachial systolic blood pressure. Person-years of follow-up

were calculated from the patients’ examination date.

The outcome date was the date on which dementia was

diagnosed and the censoring date was either the date

of death from another cause or 31 December 2008.

We carried out a sensitivity analysis by excluding those

dementia cases where the diagnosis was made only on the

basis of medication use, but the results remained

consistent with the original findings. Therefore, the

results obtained using the entire material are reported.

Statistical analyses were carried out using R (Version

2.12.1; The R Foundation for Statistical Computing,

Vienna, Austria).

Results
Over the 18-year follow-up (60 266 person-years), 123

of the 3859 (3%) patients developed clinically incident

dementia, including 44 with a new cardiovascular or

cerebrovascular event. Altogether, 592 patients had a

vascular event (15%). The clinical characteristics of the

Ankle blood pressure and dementia Hietanen et al. 17
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study population are shown in Table 1, stratified by

incident dementia. Patients with incident dementia

were older than those without dementia and the majority

of them were women. The resting brachial systolic and

ankle-BP were higher in patients who developed

dementia than in those who remained free of dementia,

but there were not significant differences in diastolic

blood pressure, BMI, or in self-reported cholesterol and

blood glucose between the groups. The physical working

capacity was better and pack-years of smoking were

higher in patients who remained free of dementia than in

the patients who developed dementia. The distribution

of participants to the four blood pressure groups differed

significantly by the status of dementia. Moreover, anti-

hypertensive medication was more common in patients

with future dementia.

Fifty-two patients with dementia (44.7% of the total 123)

died during the follow-up, 15 because of a cardiac event

and 14 because of a cerebrovascular event. Of the

patients with dementia who survived, 14 had a cardiac

event and six had stroke.

In the four blood pressure groups, dementia was observed

in 43 (2%) patients in group 1, 49 (6%) in group 2, 14

(2%) in group 3, and 17 (13%) in group 4. However, a

cardiovascular or cerebrovascular event was diagnosed in

195 (8.8%) patients in group 1, 158 (20.3%) in group 2,

172 (23.3%) in group 3, and 67 (50.7%) in group 4,

respectively. In the unclassifiable group, there were 17

patients with incident dementia; nine of these died

during the follow-up, seven because of vascular causes.

Four out of the eight patients who survived had a nonfatal

vascular event. Abnormal ankle brachial index (< 0.9) at

baseline was measured in eight patients. Almost half

(47%) of this unclassifiable group died of cardiovascular

or cerebrovascular causes during the follow-up period.

Figure 1 shows the Kaplan–Meier curves for clinically

incident dementia in different groups. In groups 2 and

4, the curves diverged continuously and significantly

(P > 0.001, log-rank test) throughout the 18 years of

follow-up. The patients with elevated ankle-BP without

exaggerated exercise blood pressure had a 1.58-fold risk of

dementia compared with the reference group in the age-

adjusted and sex-adjusted model and the hazard ratio was

1.59 in the wider model (Table 2). The observed hazard

ratios were independent of resting brachial systolic blood

pressure and several other potential confounders. In

group 3, the statistical analysis is uncertain because of the

small number of patients with dementia (14 patients).

For comparison, we calculated the hazard ratio for the

brachial systolic blood pressure. In both models, we could

not find any association between the systolic brachial

blood pressure and dementia (Table 3). Only low cardio-

vascular fitness was associated with dementia (P = 0.01).

The results did not alter considerably when the brachial

systolic blood pressure was replaced with pulse pressure:

In model 1, the hazard ratio (95% confidence interval)

was 1.0 (0.99–1.01) (P = 0.89).

Discussion
Our present study indicates that elevated ankle-BP pre-

dicted clinically incident dementia during the follow-up

of 18 years, independent of several other risk factors,

including resting brachial blood pressure. The other im-

portant finding was the inverse association of physical

exercise capacity in midlife with incident dementia,

which has also been observed by others [21].

Elevated ankle-BP is a sensitive surrogate marker of

arterial stiffness. In a cross-sectional study, elevated

stiffness measured as PWV was found to be of additional

value over the traditional cardiovascular risk factors in the

prediction of poor cognitive function and dementia [22],

but in prospective studies, the link has been unclear [15].

In our earlier work, we found that ankle-BP provides a

significant added value over and above the traditional

cardiovascular risk factors in predicting coronary heart

disease and stroke events [16,17,20]. The present work

extends these findings to dementia. The stiffening of the

aorta with minimal stiffening in the large peripheral mus-

cular arteries decreases the normal impedance mismatch

between the central and the peripheral arteries, enabling

the transfer of excessive pulsatile energy in the periphery,

Table 1 Characteristics of participants who developed incident
dementia during the follow-up and those who remained free of
dementia

Dementia
(n = 123)

No dementia
(n = 3736) P-value

Age (years) 63.7 (7.7) 49.9 (9.6) < 0.0001*

Men/women [n (%)] 46/77 (63%) 2515/1221 (33%) < 0.0001*

Systolic BP (mmHg) 138 (20) 135 (20) 0.002*

Diastolic BP (mmHg) 85 (9) 85 (11) 0.7*

Pulse/beats (min) 72 (13) 74 (13) 0.05*

SBP80 (women) 188 (24) 182 (25) 0.06*

SBP150 (men) 205 (24) 201 (27) 0.35*

Ankle-BP (mmHg) 173 (31) 165 (27) 0.01*

ABI-index 1.21 (0.4) 1.20 (0.3) 0.72*

Smoking (years) 7.5 (12) 9.7 (12.5) 0.04*

BMI (kg/m2) 26.1 (3.9) 26.1 (3.8) 0.92*

Self-reported abnormal total
cholesterol [n (%)]

48/75 (39%) 1405/2329 (38%) 0.83w

Self-reported abnormal
glucose [n (%)]

12/111 (10%) 278/3455 (7%) 0.43w

Antihypertensive medication,
yes, no (%)

46/77 (37%) 623/3113 (17%) < 0.0001w

METs 5.6 (1.8) 7.8 (2.8) < 0.0001*

Blood pressure groups
Group 1 (reference) 43 (35%) 2170 (58%)
Group 2 49 (40%) 729 (20%)
Group 3 14 (11%) 722 (19%)
Group 4 17 (14%) 115 (3%) 0.0001w

Please see the Materials and methods section for the explanation for blood
pressure groups. Data are mean (SD) or N (%).
ABI, ankle brachial index; BP, blood pressure; METs, physical working capacity
in metabolic equivalents; SBP80, systolic blood pressure at the exercise level
of 80 W; SBP150, systolic blood pressure at the exercise level of 150 W.
*t-test.
ww2-test.
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thus creating elevated ankle-BP. The brain is perfused

at high-volume flow with very low vascular resistance.

Despite good autoregulation, the increased arterial stif-

fness with augmented central pulse pressure exerts high-

pressure fluctuation in the cerebral circulation. This may

lead to remodeling of large and small vessels, causing

endothelial dysfunction and oxidative stress with micro-

vascular brain damage [23].

Elevated exercise blood pressure and normal or low

ankle-BP enable the identification of those patients in

whom atherosclerotic stenotic changes along the conduit

vessels invalidate the evaluation of arterial stiffness using

ankle-BP measurement. This group had a high risk for

cardiovascular and cerebrovascular diseases in our pre-

vious studies [17,20], but the lack of an association with

dementia is surprising. Many potential sources of bias

were identified: the small number of patients with

dementia in the study group, the large number of

patients censored because of the cardiovascular events,

and last but not least, the measurement itself. According

to the literature, the impact of midlife risk factors on VCI

or dementia is mediated more through arterial stiffness

caused by hypertension than stenotic changes caused by

high cholesterol [2,3,8,10,24].

Two other important aspects have to be mentioned. First,

the population under study is relatively young and the

follow-up is short to find an effect on incident dementia.

As a consequence, the number of participants with

incident dementia was low. Second, the majority of our

dementia patients were women, although 66% of our

Fig. 1
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Table 2 Hazard ratios (95% confidence interval) of dementia
according to the specified blood pressure groups (total n = 3859,
number of dementia = 123)

Model 1 Model 2

Blood pressure group HR 95% CI P-value HR 95% CI P-value

Group 1 1 Reference – 1 Reference –
Group 2 1.58 1.04–2.40 0.034 1.59 1.00–2.56 0.05
Group 3 0.82 0.44–1.52 0.53 0.9 0.45–1.77 0.74
Group 4 2.26 1.24–4.13 0.008 1.93 1.00–3.80 0.05

CI, confidence interval; HR, hazard ratio; METs, physical working capacity in
metabolic equivalents; model 1, adjusted for age and sex; model 2, adjusted for
age, sex, smoking, physical working capacity (METs), early parental cardiovas-
cular disease, and resting brachial systolic blood pressure.

Table 3 Cox proportional hazards ratios, dependent variable:
dementia

b Hazard ratio P-value 95% confidence interval

Age (years) 0.15 1.16 < 0.001 1.13–1.19
Sex 0.38 1.46 0.1 0.92–2.32
Systolic BP (mmHg) – 0.002 0.98 0.67 0.99–1.03
BMI (kg/m2) – 0.017 0.98 0.51 0.93–1.03
METs – 0.179 0.84 0.01 0.73–0.96
Current smoking – 0.004 1.00 0.64 0.98–1.01
Pos. family history 0.197 1.22 0.31 0.83–1.78

METs, physical working capacity in metabolic equivalents; Pos. family history,
early parenteral cardiovascular disease.
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study group were men. It is likely that men had died

because of other vascular pathologies before reaching the

age where dementia starts to become manifest. This is

supported by the fact that 42% of the patients with

dementia died during the follow-up and the vascular

events were common in individuals with dementia. The

relative risk of dementia because of cardiovascular disease

is attenuated over time as a consequence of the impact of

cardiovascular disease on mortality [2,3,10,14,15].

The strengths of our study are the long follow-up time,

the large sample size, and the prospective design. There

are also some limitations. Our patients did not undergo

neuropsychological examinations and we therefore fo-

cused only on cognitive decline severe enough to be

clinically detected as dementia without any subtyping. It

has been shown, however, that the specificity of dementia

coding was good in the Swedish healthcare register and

the Finnish register system is very similar to the Swedish

one in this respect [25]. The patients studied were

better educated and had higher than average socioeco-

nomic positions. Thus, they do not represent a random

sample of the general population. The blood glucose and

total cholesterol were self-reported and only half the

patients knew their glucose value.

Conclusion

The addition of ankle-BP measurement to the conven-

tional upper limb blood pressure measurement and asses-

sment of the physical exercise capacity may improve our

ability to assess the risk of a future vascular event and also

dementia. Effective modification of risk factors before

the development of irreversible changes is essential, as

the neurodegenerative process underlying dementia is

initiated decades before the clinical symptoms appear.

Elevated ankle-BP may help to identify the patients who

are at risk of a vascular event and later dementia.
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