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Abstract

Introduction. Peripheral arterial disease (PAD) is a manifestation of systemic atherosclerosis and is frequently
associated with coronary artery disease (CAD). The ankle-brachial index (ABI) is a simple, noninvasive tool
used to detect PAD and may reflect the overall burden of atherosclerosis. Despite the known association
between PAD and CAD, the role of ABI in predicting the presence and severity of CAD in patients undergoing
coronary angiography remains unclear, especially in contemporary clinical practice. The present study aimed
to evaluate the association between low ABI and the presence and angiographic severity of CAD in patients
undergoing coronary angiography and to explore whether ABI may support cardiovascular risk stratification.

Methods. This cross-sectional study included 401 consecutive patients with suspected CAD who underwent
elective coronary angiography during the study period. ABI was measured prior to angiography using a
handheld Doppler device. A value of <0.90 was considered abnormal. Significant CAD was defined as stenosis
250 % in the left main coronary artery and/or 270 % stenosis in other major coronary arteries. The severity
of CAD was classified according to the number of diseased coronary arteries. Relationships between ABI and
clinical factors were analyzed using the chi-square test.

Results. Low ABI (<0.90) was detected in 155 (38.7 %) patients. Multivessel CAD was diagnosed in 198
(49.4 %) patients. A significant negative correlation between the number of affected vessels and low ABI was
identified (the prevalence of low ABI in patients with 2-vessel disease, p=0.041; and with 3-vessel disease,
p=0.001). Low ABI was significantly associated with age 265 years (p=0.043), arterial hypertension (p=0.020),
diabetes mellitus (p=0.001), smoking (p=0.002), impaired renal function (p=0.037), stable angina (p=0.021),
myocardial infarction (p=0.032), and previous stroke or transient ischemic attack (p=0.001).

Conclusions. Low ABI is significantly associated with both the presence and severity of CAD. It is significantly
more common in patients with multivessel CAD and is associated with the overall atherosclerotic burden.
Therefore, ABI testing may provide additional clinical value as a simple and noninvasive adjunct for
cardiovascular risk stratification in patients undergoing coronary angiography for suspected CAD.

Keywords: ankle-brachial index; coronary artery disease; peripheral arterial disease; atherosclerosis; coronary
angiography; cardiovascular risk stratification.

Introduction. Atherosclerosis is a major cause of
morbidity and mortality worldwide and is widely rec-
ognized as a generalized systemic disease affecting the
coronary, cerebral, and peripheral arteries. Among these
vascular territories, coronary artery involvement is of
particular clinical importance due to its close associa-
tion with severe complications and high mortality rates
[1]. These observations suggest that peripheral arterial

© 2026 The Authors. Amosov national scientific center of
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Ukraine. This is an open access article under the CC BY-SA license.
(https://creativecommons.org/licenses/by-sa/4.0/).

disease (PAD) can be used as a surrogate marker of pro-
gressive systemic atherosclerosis and widespread vascu-
lar involvement; it is typically classified according to its
clinical presentation [2].

PAD is strongly associated with systemic atherosclerosis;
up to 50 % of patients have evidence of coronary artery dis-
ease (CAD) based on clinical or electrocardiographic findings
[3,4]. Both CAD and cerebrovascular disease are strongly as-
sociated with a low ankle-brachial index (ABI) [5].

The resting ABI is the most widely used screening
test for PAD in clinical practice. Traditionally, ABI values
between 1.00 and 1.29 are considered normal; values
of 0.41-0.90 indicate mild-to-moderate disease; values
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<0.40 indicate severe; values of 0.91-0.99 are considered
borderline; and values greater than 1.30 suggest non-
compressible arteries. More recent recommendations
propose that ABI values between 1.00 and 1.40 be con-
sidered normal and values above 1.40 indicate non-com-
pressible vessels [6].

The presence of PAD in combination with CAD and
cerebrovascular disease supports the idea that PAD is
not merely a localized disease but rather evidence of
more severe systemic vascular involvement [7]. ABI is a
noninvasive, straightforward, cost-effective method for
assessing arterial perfusion of the lower extremities and
identifying PAD and has become the most widely used
screening test for PAD [8,9].

Despite the well-established association between
PAD and CAD, the predictive value of ABI to predict CAD
remains unclear. In addition, it is not well understood
how ABI relates to CAD severity across different pa-
tient groups. This creates a gap in identifying high-risk
patients and in improving risk stratification in clinical
practice. Therefore, the present study aimed to evalu-
ate the association between low ABI and the presence
and angiographic severity of CAD in patients undergoing
coronary angiography and to explore whether ABI may
support cardiovascular risk stratification.

Patients and Methods

Study Design and Population

This cross-sectional study included 401 consecutive
patients with suspected CAD who underwent elective
coronary angiography at Ibn Al-Bitar Center of Cardio-
vascular Diseases between January 2022 and May 2024.
All eligible patients during the study period were includ-
ed. The study was conducted in accordance with the Dec-
laration of Helsinki. Ethical approval was obtained from
the Ethics Committee of the Department of Cardiovas-
cular Surgery, College of Medicine, University of Basrah
(approval number: 11, dated 14 January 2022). Written
informed consent was obtained from all participants be-
fore enrollment.

Patients were referred for coronary angiography due
to clinical indications, including stable angina, unstable
angina, myocardial infarction, or evaluation of chest pain.

Inclusion criteria: adult patients undergoing elective
coronary angiography for suspected CAD.

Exclusion criteria: patients referred for coronary an-
giography for indications other than CAD (e.g., congenital
or valvular heart disease); those with a history of coro-
nary artery bypass grafting (CABG) or percutaneous cor-
onary intervention (PCI); individuals unwilling to partici-
pate; and patients with an ABI >1.3 were excluded.

Baseline cardiovascular risk factors, including hyper-
tension, diabetes mellitus, smoking status, body mass in-
dex (BMI), hyperlipidemia, and renal impairment, were
assessed prior to the procedure using a structured ques-
tionnaire according to current guidelines [10].

Coronary Angiography and Definition of CAD

All subjects underwent coronary angiography, and
the results were documented. Severe CAD was defined as

stenosis of at least 50 % in the left main coronary artery
or of atleast 70 % in any other epicardial coronary artery.

CAD was classified according to the number of dis-
eased vessels as follows: no disease, one-vessel disease,
two-vessel disease, three-vessel disease, or multivessel
disease.

Measurement of ABI

ABI was measured using a portable vascular Doppler
device (8-MHz probe) and an aneroid sphygmomanom-
eter with appropriately sized cuffs according to interna-
tional guidelines.

Systolic blood pressure was measured in the brachial,
posterior tibial, and dorsalis pedis arteries after the pa-
tient had rested in the supine position for at least 5 min-
utes. Measurements were taken sequentially from the
right arm, left arm, left leg, and right leg.

ABI was calculated by dividing the highest systolic
ankle pressure by the highest systolic brachial pressure.
The lower ABI value of the two legs was used for analysis.

A pathological ABI was defined as <0.90. PAD severity
was classified as follows: severe (<0.50), moderate (0.51-
0.70), mild (0.71-0.90), and normal (20.90), according to
guideline recommendations [10].

Other definitions used in the study

Renal impairment was defined as eGFR <60 mL/
min/1.73 m? or the presence of clinical evidence of
chronic kidney disease.

Hypertension was defined as systolic BP 2140 mmHg,
diastolic BP 290 mmHg, or current use of antihyperten-
sive drugs.

Diabetes mellitus was defined as fasting plasma glu-
cose 2126 mg/dL, HbAlc 26.5 %, or current use of anti-
diabetic drugs.

Current and former smokers were considered smok-
ers in this study.

Hyperlipidemia was defined as total cholesterol 2200
mg/dL, LDL 2130 mg/dL, or current use of lipid-lowering
drugs.

Chest pain evaluation was defined as patients under-
going coronary angiography for diagnostic assessment of
suspected ischaemic symptoms without confirmed acute
coronary syndrome.

Statistical Analysis

Statistical analysis was performed using the Statis-
tical Package for the Social Sciences (SPSS), version 22
(IBM Corp., Armonk, NY, USA). Data were presented as
frequencies and percentages for categorical variables,
while age was expressed as mean * standard deviation
(M %= SD). Comparisons between categorical variables
were performed using the x? (chi-square) test. Associa-
tions between ABI categories and clinical variables, in-
cluding age groups, sex, cardiovascular risk factors, and
CAD severity, were evaluated using the chi-square test.

A p-value of <0.05 was considered statistically signifi-
cant.

Results. The mean age of the study population was
56.3+9.69 years (range 27-89). A total of 276 (68.8 %)
participants were male, and 125 (31.2 %) were female.
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Hypertension was present in 209 (52.1 %) patients,
diabetes mellitus in 158 (39.4 %), and 181 (45.1 %) were
current or former smokers.

Regarding clinical presentation, 115 (28.5 %) patients
had stable angina, 106 (26.2 %) had unstable angina, 87
(22.2 %) had myocardial infarction, and 93 (23.1 %) were
referred for evaluation of chest pain. Renal impairment
was present in 59 (14.7 %) patients. The ankle-brachial
index (ABI) was <0.90 in 155 (38.7 %) patients. All the
patient characteristics are presented in Table 1.

Table 1

Characteristics of the study population (n=401)

Variable n %

ABI <0.90 155 38.7
ABI 20.90 246 61.3
Male 276 68.8
Female 125 31.2
Hypertension 209 52.1
Diabetes mellitus 158 39.4
Smoking (current/former) 181 45.1
BMI 225 kg/m? 180 449
Hyperlipidemia 238 59.4
Renal impairment 59 14.7
Stroke/TIA history 24 6.0
Stable angina 115 28.5
Unstable angina 106 26.2
Myocardial infarction 87 22.2
Chest pain evaluation 93 23.1

Note: ABI, ankle-brachial index; BMI, body mass index; TIA,
transient ischemic attack.

Coronary angiography results showed that 104
(24.9 %) patients had normal coronary arteries, while
99 (24.7 %), 139 (34.7 %), and 59 (15.7 %) had single-
vessel, two-vessel, and three-vessel disease, respectively.

The presence of multivessel disease was associ-
ated with a higher frequency of low ABI. This associa-
tion was significant in patients with two-vessel disease
(p=0.041) and in patients with three-vessel disease or
more (p=0.001) (Table 2).

Table 2

The association between ABI and coronary artery
involvement

Number of diseased ABI <0.90 ABI 20.90

vessels n (%) n (%) p-value
No lesion 17 (16.3) 87 (83.7) 0.534
Single vessel 23 (23.2) 75 (76.8) 0.518
Two vessels 67 (47.5) 73 (52.5) 0.041
23 vessels 48 (81.4) 11 (18.6) 0.001
Overall 155 (38.7) 246 (61.3)  0.045

Note: ABI, ankle-brachial index

Further analysis showed a statistically significant as-
sociation between low ABI and other clinical or demo-
graphic characteristics. Patients aged =65 years were
significantly more likely to have low ABI than younger
patients (p=0.043), whereas sex showed no significant
association.

Regarding cardiovascular risk factors, hyperten-
sion (p=0.020), diabetes mellitus (p=0.001), smoking
(p=0.002), and impaired renal function (p=0.037) were
significantly associated with low ABI; however, hyperlipi-
demia (p=0.052) and BMI 225 kg/m? (p=0.082) showed
no significant association.

Regarding clinical presentations, there were signifi-
cant associations between low ABI and stable angina
(p=0.021), myocardial infarction (p=0.032), and stroke
or transient ischaemic attack (p=0.001); in contrast, un-
stable angina and chest pain evaluation showed no sig-
nificant association (Table 3).

Table 3
Association between ABI and patient characteristics
ABI < 0.90 ABI 2 0.90
Variable n (%) n (%) p-value
Age 265 years 76 (61.8) 47 (38.2) 0.043
Age <65 years 79 (28.4) 199 (71.6) 0.076
Male 118 (42.8) 158 (57.2) 0.081
Female 37 (29.6) 88 (70.4) 0.11
Hypertension 81 (38.8) 128 (61.2) 0.020
Diabetes mellitus 76 (48.1) 82 (51.9) 0.001
Smoking 102 (56.4) 79 (43.6) 0.002
Renal impairment 30 (50.8) 29 (49.2) 0.037
Hyperlipidemia 97 (40.8) 141 (59.2)  0.052
BMI 225 kg/m? 78 (43.3) 102 (56.7)  0.082
Stable angina 31 (27.0) 56 (73.0) 0.021
Unstable angina 49 (46.2) 57 (53.8) 0.093
Myocardial 31 (35.6) 56 (644)  0.032
infarction
Stroke/TIA history 20 (83.3) 4 (16.7) 0.001
Chest pain 42 (45.2) 51(548) 0073
evaluation

Note: ABI, ankle-brachial index; BMI, body mass index; TIA,
transient ischemic attack.

Discussions. In this cross-sectional study of patients
undergoing coronary angiography for evaluation of CAD,
alow ABI <0.90 was observed in 38.7 % of cases and was
strongly associated with both the presence and extent of
CAD. Specifically, there was a higher prevalence of low
ABI among patients with multivessel disease, indicating
an association between ABI and CAD.

Although the association between ABI and CAD has
been previously reported, our study adds current evi-
dence by showing this relationship in a contemporary
cohort and by demonstrating that lower ABI is linked to
more extensive coronary disease. These findings support
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ABI as a practical, noninvasive tool for cardiovascular
risk stratification in routine clinical practice. However, its
clinical interpretation remains debated. Low ABI mainly
reflects peripheral arterial disease and systemic athero-
sclerosis; it may indicate a higher overall atherosclerotic
burden, but it does not directly assess myocardial is-
chemia or the functional significance of coronary steno-
sis [11,12].

The prevalence of low ABI in our study was 38.7%,
which is consistent with previous reports. Prevalence
rates of low ABI in patients with CAD in studies by Nufiez
et al. [13] have been reported to range from 31-40 %.
Similarly, Al Saffar et al. [14] reported comparable results.
Several studies have confirmed that low ABI is associated
with higher cardiovascular risk and increased incidence
of coronary events [12,13,15]. However, the prognostic
value of ABI is not fully consistent across all populations
and outcomes [6]. A meta-analysis of patients with CAD
showed that abnormal ABI predicted major adverse car-
diovascular events and mortality, but the effect was mainly
driven by low ABI [12]. Borderline ABI values showed less
consistent prognostic value. Other studies have reported
that ABI is highly specific but has limited sensitivity for
predicting future cardiovascular events, which limits its
use as a stand-alone predictor of coronary events. In addi-
tion, some cohorts have found that both low and high ABI
are associated with increased risk, suggesting a U-shaped
relationship and further highlighting the heterogeneity
of its prognostic value [16]. Therefore, ABI appears to be
more useful as a marker of overall atherosclerotic burden
and cardiovascular risk than as a uniform predictor of cor-
onary events in every clinical setting [12].

A key finding of this study was the significant inverse
relationship between ABI and the extent of coronary ar-
tery involvement. Lower ABI values were more frequent-
ly observed in patients with multivessel disease, particu-
larly those with two- and three-vessel involvement. Our
findings are in agreement with Criqui et al. [15], who
demonstrated that lower ABI values are associated with
more advanced and diffuse atherosclerotic disease.

Age was also significantly associated with low AB],
with patients aged =65 years being at greater risk of ab-
normal ABI values. The results of this study are in line
with those reported by Kumar et al. [17], who noted that
the prevalence of PAD increases with age. Because age is
independently associated with both PAD and CAD, it may
partly explain the observed association between low ABI
and coronary disease [12].

Among other traditional cardiovascular risk factors,
diabetes mellitus was significantly associated with low
ABI. Among all participants, 39.4 % had diabetes, and a
significant association was observed between abnormal
ABI and diabetes (p=0.001). Our results are similar to
those obtained from the studies conducted by Quiles et
al. [18]. However, the prevalence rate of PAD in our study
was slightly higher.

Similarly, hypertension was highly prevalent (52.1 %),
and a significant association between low ABI and hyper-

tension was observed, in line with the report by Armas-
Padroén et al. [19]. Hypertension contributes to endothe-
lial dysfunction and arterial stiffness, both of which may
promote the progression of peripheral and coronary ath-
erosclerosis.

A smoking habit is another significant risk factor. Ap-
proximately 45.1 % of the patients were either current
smokers or former smokers. Low ABI had a significant
correlation with smoking, just as Myslinski et al. have
reported [20]. There are multiple reasons why smoking
increases the risk of atherosclerosis; one of them is that
smoking increases oxidative stress and inflammation and
causes endothelial damage.

Renal impairment was also significantly associ-
ated with low ABI, although its prevalence in our study
(14.7 %) was lower than that reported in previous stud-
ies [21]. Chronic kidney disease is linked to accelerated
atherosclerosis and vascular calcification, which may ex-
plain this association.

Overall, our findings support ABI as a useful marker
of systemic atherosclerosis and a practical tool for car-
diovascular risk stratification. Its use in routine clinical
assessment may help identify high-risk patients earlier
and guide more intensive preventive and therapeutic
strategies [22].

However, the observed association between low ABI
and CAD may be partly influenced by shared cardiovas-
cular risk factors. Age, diabetes mellitus, hypertension,
smoking, renal impairment, and arterial calcification are
associated with both PAD and CAD, and may partly ex-
plain the relationship between low ABI and multivessel
CAD [17-20,23]. Therefore, residual confounding cannot
be excluded. Future studies with multivariable adjust-
ment and prospective follow-up are needed to clarify the
independent prognostic value of ABI for coronary events
and to better define its role in coronary risk assessment.

Our study has several limitations. First, due to its
cross-sectional design, causal conclusions cannot be
drawn from the results of the analysis. Second, this
study was conducted in a single tertiary cardiology cen-
tre, which may introduce selection bias. Third, exercise
ABI was not performed, which may have led to under-
diagnosis of moderate PAD. It should also be noted that
although major cardiovascular risk factors were ana-
lysed, no consideration was given to parameters such as
inflammatory markers, disease duration, hypertension
management, or medication use. Fourth, the association
of each factor with ABI was assessed using univariate
analysis without adjustment. No multivariable regres-
sion analysis was performed, so residual confounding
by age, diabetes, smoking, hypertension, renal impair-
ment, and other clinical factors cannot be excluded.
Fifth, the severity of CAD in our study was determined
by angiography only; the functional state of the vessels
was not taken into account. Despite these limitations,
the results remain clinically meaningful and support the
relevance of ABI as a tool for cardiovascular risk assess-
ment in this population.
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Conclusions. This study demonstrated a statistically
significant association between low ABI (<0.90) and both
the presence and angiographic severity of CAD in patients
undergoing evaluation for suspected CAD. Patients with
multivessel disease most frequently exhibited lower ABI
values, particularly those with two- and three-vessel dis-
ease. These findings suggest that reduced ABI may reflect
a greater systemic atherosclerotic burden. ABI measure-
ment is a simple, noninvasive, and cost-effective method
that may provide additional value for cardiovascular risk
stratification in patients undergoing assessment for pos-
sible CAD.

Final Statements

Prospects for Further Research. Future research
should focus on large-scale, multi-center works to vali-
date the observed association between low ABI and the
severity of CAD. The generalizability of findings must be
improved. Prospective longitudinal studies are required
to determine whether low ABI can predict future cardio-
vascular events such as myocardial infarction, stroke, and
mortality. Subgroup analyses in patients with comorbid
conditions such as diabetes mellitus, hypertension, and
chronic kidney disease may reveal variations in the re-
lationship between peripheral and coronary artery dis-
ease. Finally, future studies should evaluate the clinical
utility of ABI in guiding decision-making and risk stratifi-

CnMCOK BUKOPHMCTAHOI JliTepaTypu
References

cation, as well as its correlation with established scoring
systems for CAD severity.

Funding. This study received no external financial
support.

Conflict of interest. The authors report no conflicts
of interest related to this publication.

Compliance with Ethical Standards. The study
was conducted in accordance with the principles of the
Declaration of Helsinki (75th WMA General Assembly,
Helsinki, Finland, October 2024) and complied with the
requirements of the Ethics Committee of the Depart-
ment of Cardiovascular Surgery, College of Medicine,
University of Basrah. The study protocol was reviewed
and approved by the local ethics committee (no. 11 in
14/01/2022).

Use of Artificial Intelligence. No artificial intelli-
gence (Al) tools or large language models were used in
the collection, processing, or statistical analysis of the
data. However, Al-based software tools were used for
language polishing, grammar correction, and reference
formatting during manuscript preparation. These tools
did not influence the scientific content, interpretation of
results, or conclusions.

Primary Data and Materials. The primary datasets
generated and analysed during the current study are
available from the corresponding author upon reason-
able request.

1. Alexander S, Seenan C. Credibility, Accuracy, and Comprehensiveness of Readily Available Internet-Based Information

10.

on Treatment and Management of Peripheral Artery Disease and Intermittent Claudication: Review. ] Med Internet Res.
2022;24(10):e39555. https://doi.org/10.2196/39555

GornikHL, Aronow HD, Goodney PP,etal.2024 ACC/AHA/AACVPR/APMA/ABC/SCAI/SVM/SVN/SVS/SIR/VESS Guideline
for the Management of Lower Extremity Peripheral Artery Disease: A Report of the American College of Cardiology/
American Heart Association Joint Committee on Clinical Practice Guidelines. Circulation. 2024;149(24):e1313-e1410.
https://doi.org/10.1161/CIR.0000000000001251

Guideline for the Management of Lower Extremity Peripheral Artery Disease: A Report of the American College
of Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines. ] Am Coll Cardiol.
2024;83(24):2497-2604.https://doi.org/10.1016/j.jacc.2024.02.013

Stanley GA, Scherer MD, Hajostek MM, Yammine H, Briggs CS, CrespoSoto HO, et al. Utilization of coronary computed
tomography angiography and computed tomography-derived fractional flow reserve in a critical limb-threatening
ischemia cohort. ] Vasc Surg Cases Innov Tech. 2023;10(2):101272. https://doi.org/10.1016/j.jvscit.2023.101272
Krievins DK, Zellans E, Latkovskis G, Kumsars I, Krievina AK, Jegere S, et al. Diagnosis and treatment of ischemia-producing
coronary stenoses improves 5-year survival of patients undergoing major vascular surgery. ] Vasc Surg. 2024;80(1):240-
248. https://doi.org/10.1016/j.jvs.2024.02.043

Bonaca MP, Hamburg NM, Creager MA. Contemporary Medical Management of Peripheral Artery Disease. Circ Res.
2021;128(12):1868-1884. https://doi.org/10.1161/circresaha.121.318258

Aboyans V, Canonico ME, Chastaingt L, Anand SS, Brodmann M, Couffinhal T, et al. Peripheral artery disease. Nat Rev Dis
Primers. 2025;11(1):68. https://doi.org/10.1038/s41572-025-00651-0

Gerhard-Herman MD, Gornik HL, Barrett C, Barshes NR, Corriere MA, Drachman DE, et al. 2016 AHA/ACC Guideline
on the Management of Patients With Lower Extremity Peripheral Artery Disease: Executive Summary: A Report of the
American College of Cardiology/American Heart Association Task Force on Clinical Practice Guidelines. ] Am Coll Cardiol.
2017;69(11):1465-1508. https://doi.org/10.1016/j.jacc.2016.11.008

Smolderen KG, Alabi O, Collins TC, Dennis B, Goodney PP, Mena-Hurtado C, et al. Advancing peripheral artery disease
quality of care and outcomes through patient-reported health status assessment: A scientific statement from the
American Heart Association. Circulation. 2022;146(20):e286-e297. https://doi.org/10.1161/cir.0000000000001105
Agnelli G, Belch J], Baumgartner I, Giovas P, Hoffmann U. Morbidity and mortality associated with atherosclerotic
peripheral artery disease: A systematic review. Atherosclerosis. 2020;293:94-100. https://doi.org/10.1016/].
atherosclerosis.2019.09.012

YKpaiHCbKMI XypHan cepLeBo-CyanHHoI xipyprii = Tom 34,N2 2 = 2026



38

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

lwemiyHa xBOpO6a cepus

PanY, Luo Y, Hong ], He H, Dai L, Zhu H, Wu ]. Advances for the treatment of lower extremity arterial disease associated
with diabetes mellitus. Front Mol Biosci. 2022;9:929718. https://doi.org/10.3389/fmolb.2022.929718

Ribera A, Ferreira-Gonzalez I, Marsal JR, Cascant P, Permanyer-Miralda G, Abdul-Jawad O, et al. Prognostic value of an
abnormal ankle-brachial index in patients receiving drug-eluting stents. AmJ Cardiol. 2011;108(9):1225-31. https://doi.
org/10.1016/j.amjcard.2011.06.036

Liu L, Sun H, Nie E Hu X. Prognostic Value of Abnormal Ankle-Brachial Index in Patients With Coronary Artery Disease: A
Meta-Analysis. Angiology. 2020;71(6):491-497. https://doi.org/10.1177/0003319720911582

Nufiez D, Morillas P, Quiles ], Cordero A, Guindo ], Soria F, et al. Usefulness of an abnormal ankle-brachial index for
detecting multivessel coronary disease in patients with acute coronary syndrome. Rev Esp Cardiol. 2010;63(1):54-59.
https://doi.org/10.1016/s1885-5857(10)70009-8

Al Saffar HB, Al Ghizzi H], Muhammed SM. The ankle-brachial pressure index as a predictor of coronary artery disease
severity. ] Fac Med Baghdad. 2009;51(3):254-258. https://doi.org/10.32007 /jfacmedbagdad.5131119

Criqui MH, Matsushita K, Aboyans V, Hess CN, Hicks CW, Kwan TW, et al. Lower extremity peripheral artery disease:
Contemporary epidemiology, management gaps, and future directions: A scientific statement from the American Heart
Association. Circulation. 2021;144(9):e171-e191. https://doi.org/10.1161/cir.0000000000001005

Alzamora MT, Forés R, Pera G, Baena-Diez JM, Valverde M, Toran P. Low, borderline and normal ankle-brachial index as
a predictor of incidents outcomes in the Mediterranean based-population ARTPER cohort after 9 years follow-up. PLoS
One. 2019;14(1):e0209163. https://doi.org/10.1371/journal.pone.0209163

Kumar A, Bano S, Bhurgri U, Kumar ], Ali A, Dembra S, et al. Peripheral Artery Disease as a Predictor of Coronary
Artery Disease in Patients Undergoing Coronary Angiography. Cureus. 2021;13(5):e15094. https://doi.org/10.7759/
cureus.15094

Quiles ], Morillas P, Bertomeu V, Mazon P, Cordero A, Soria F, et al. Combination of ankle brachial index and diabetes
mellitus to predict cardiovascular events and mortality after an acute coronary syndrome. Int ] Cardiol. 2011;151(1):84-
88. https://doi.org/10.1016/j.ijcard.2010.04.097

Armas-Padrén AM, Sicilia-Sosvilla M, Rodriguez-Bello S, Lépez-Carmona MD, Ruiz-Esteban P, Herndndez D. Abnormal
ankle-brachial index, cardiovascular risk factors and healthy lifestyle factors in hypertensive patients: prospective cohort
study from a primary care urban population. BMC Prim Care. 2022;23(1):232. https://doi.org/10.1186/s12875-022-
01837-1

Myslinski W, Stanek A, Feldo M, Mosiewicz ]J. Ankle-Brachial Index as the Best Predictor of First Acute Coronary
Syndrome in Patients with Treated Systemic Hypertension. Biomed Res Int. 2020;2020:6471098. https://doi.
org/10.1155/2020/6471098

Foster MC, Ghuman N, Hwang S]J, Murabito JM, Fox CS. Low ankle-brachial index and the development of rapid estimated
GFR decline and CKD. Am ] Kidney Dis. 2013;61(2):204-10. https://doi.org/10.1053/j.ajkd.2012.07.009

Tullos BW, Sung JH, Lee JE, Criqui MH, Mitchell ME, Taylor HA. Ankle-brachial index (ABI), abdominal aortic calcification
(AAC), and coronary artery calcification (CAC): the Jackson heart study. Int ] Cardiovasc Imaging. 2013;29(4):891-7.
https://doi.org/10.1007/s10554-012-0145-y

Santilli E Blaha M], Ricci F, Simeone P. Hunting for a coronary artery disease diagnosis in asymptomatic patients with
diabetes mellitus: if, how and when. Cardiovasc Diabetol. 2025;24(1):418. https://doi.org/10.1186/s12933-025-02966-4

B3aemM03B130K MiXX rOMiNIKOBO-NJIEYOBUM iHAEKCOM i TSXKKICTIO iLleMiyHOi XBOpo6u cepus
Yy AOPOCNUX NaLiEHTIB, AIKMM NPOBOAUTLCA KOpOHaporpadis
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Pesome

Beryn. 3axBoproBaHHs nepudepudHux aprepiil (3[1A) € npossBOM CUCTEMHOI'0 aTEPOCKJIEPO3Y Ta YaCTO aco-
LiI0ETHCA 3 imeMiuHOI0 XBopo6oto cepis (IXC). FominkoBo-nevoBuit ingekc (I'T) € npocTuM, HeiHBa3UBHUM Me-
ToA0M BUsABJeHHs 3[IA Ta Moxe Bijlo6pa)kaTH 3araJibHUM aTepoCKJIepOTUYHUH TArap. He3axkarouu Ha BifjoMUi
38’130k Mix 3IIA Ta IXC, posib I'lll y nporuo3syBaHHi HassBHOCTI Ta TskKoCTi IXC y manieHTiB, IKUM IPOBOAUTHCS
KopoHaporpadis, 3aJULIAETHCS HEOCTATHBO BU3SHAYEHO0, 0CO6JIMBO B YMOBaX Cy4yacHOI K/iHiYHOI MpaKTHUKHU. Me-
TOI IIbOTO JIOC/i/PKeHHs OyJsio OIiHUTH 3B’A30K Mix 3HMxKeHUM [TIl Ta HasBHicTiO IXC, a TakoK BU3HAUYUTH, YU
Mmoxke [Tl cnpusiTu ctpaTudikanii cepreBo-cyJUHHOTO PU3UKY.

Marepiasim Ta MeTOoAM. Y 1e nonepeyHe JOCIiP)KeHHS BKJI04YeHO 401 nociigoBHOTO NanieHTa 3 NiZjo3poro Ha
IXC, IKMM BHKOHAHO IIJIAHOBY KOpPOHaporpadir B cleliasi30BaHOMY KapAio/JIoriYyHOMY LieHTpi B Nepiof 3 ciuHsA
2022 poky no tpaBeHb 2024 poky. I'lll BuMiproBa/iu nepes npoBejieHHsIM KopoHaporpadii 3a AonoMorow nop-
TAaTUBHOTO JI0IJIEPIBCbKOT0O NpUCTpolo. 3HadeHHA <0,90 BBaxkasiocs natoJiorivHuM. 3Hauyiy [XC Bu3Havaau gk
cteHo3 250 % cTtoB6ypa JiiBol KopoHapHOi apTepii a6o =270 % iHIIMX OCHOBHUX KOPOHApHUX apTepiil. TsKKicTb
IXC ksacudikyBaiu 3a KiJIbKICTIO ypaXKeHUX KOPOHAPHUX cyauH. 3B's130K Mix ['TIl Ta kJIiHIYHUMHU MOKa3HUKAMU
OILiHIOBAJIH 3a JI0TIOMOT0I0 KPUTEPito x2.
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Pesyabratu. 3Hmwxenuil ['M11 (<0,90) Buassieno y 155 (38,7 %) nauienTis. bBaraTocyjuHHe ypaykeHHs KOPOHAp-
HUX apTepiit cnoctepiranocsa y 198 (49,4 %) nauieHTiB. BcTaHOBJIeHO JOCTOBipHUN 06epHeHUH 3B’130K Mix T'TII
Ta KIJIbKIiCTI0 ypaxkeHUX cyAuH: 3HmkeHu [Tl yacrime cnocrepiraBcs y nanieHTiB i3 gBocyquHHuM (p=0,041) Ta
TPUCYJUHHUM ypaxxeHHAM (p=0,001).

3umxkenui [Tl TakoX J0CTOBIpHO acouiloBaBcs 3 BikoM 265 pokiB (p=0,043), apTepianbHoIo rinepreH3i€o
(p=0,020), nykposum fiabetom (p=0,001), kypinaam (p=0,002), HupkoBo HepocTaTHicTIo (p=0,037), cTabisbHOIO
creHokapaiero (p=0,021), inpapkrom wMiokapaa (p=0,032) Ta mepeHeceHUM iHCYJbTOM ab60 TPAH3UTOPHOIO
imemiyHoto aTakoto (p=0,001).

BUCHOBKH. 3HMKEHU TOMIJIKOBO-TIJIEYOBUH iH/EKC JOCTOBIPHO MOB’sI3aHUH SIK 3 HAsABHICTIO, TaK i 3 TAXKKICTIO
IXC. BiH yacriule 3ycTpida€eTbcs y NaLLiEHTIB i3 MyJIBTUCYJMHHUM YPaXKEHHAM i Bijobparkae 3araJlbHUH aTepockJe-
poTu4yHUM TaArap. TakuM yrHOM, BusHadeHHd ['TII Moxke MaTHu A04aTKOBY KJIIHIYHY LIHHICTb IK IPOCTUH, HeiHBa-
3UBHUH IHCTPYMeHT cTpaTUdikanii cepreBo-CyAMHHOTO PU3UKY Y MALiEHTIB, AKUM IPOBOJUTHCSA KOpOHaporpadis
3 npuBoAY migo3pu Ha [XC.

Katouoei cnosa: 2ominkoso-naevosull iHOekc; iweMiuHa Xeopoba cepysi; 3aX80pr08aHHs nepugepuyHux apmepill;
amepock/epo3; kopoHapoepadis; cmpamudgbikayis cepyeso-cyouHH020 pU3UKy.
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