
Ankle Brachial Index Combined with Framingham Risk Score to
Predict Cardiovascular Events and Mortality: A Meta-analysis

Ankle Brachial Index Collaboration

Abstract
Context—Prediction models to identify healthy individuals at high risk of cardiovascular disease
have limited accuracy. A low ankle brachial index is an indicator of atherosclerosis and has the
potential to improve prediction.

Objective—To determine if the ankle brachial index provides information on the risk of
cardiovascular events and mortality independently of the Framingham Risk Score and can improve
risk prediction.

Data Sources—Relevant studies were identified by collaborators. A search of MEDLINE (1950
to February 2008) and EMBASE (1980 to February 2008), was conducted using common text words
for the term ‘ABI’ combined with text words and Medical Subject Headings to capture prospective
cohort designs. Review of reference lists and conference proceedings, and correspondence with
experts was conducted to identify additional published and unpublished studies.

Study Selection—Studies were included if (1) participants were derived from a general population
(2) ankle brachial index was measured at baseline and (3) subjects were followed up to detect total
and cardiovascular mortality.

Data Extraction—Pre-specified data on subjects in each selected study were extracted into a
combined dataset and an individual participant data meta-analysis conducted on subjects who had
no previous history of coronary heart disease.

Results—Sixteen population cohort studies fulfilling the inclusion criteria were included. During
480,325 person years of follow up of 24,955 men and 23,339 women, the risk of death by ankle
brachial index had a reverse J shaped distribution with a normal (low risk) ankle brachial index of
1.11 to 1.40. The 10-year cardiovascular mortality (95% CI) in men with a low ankle brachial index
(≤ 0.90) was 18.7% (13.3% to 24.1%) and with normal ankle brachial index (1.11 to 1.40) was 4.4%
(3.2% to 5.7%), hazard ratio (95% CI) 4.2 (3.5 to 5.4). Corresponding mortalities in women were
12.6% (6.2% to 19.0%) and 4.1% (2.2% to 6.1%), hazard ratio 3.5 (2.4 to 5.1). The hazard ratios
remained elevated on adjusting for Framingham Risk Score, 2.9 (2.3 to 3.7) for men and 3.0 (2.0 to
4.4) for women. A low ankle brachial index (≤0.90) was associated with approximately twice the
10-year total mortality, cardiovascular mortality and major coronary event rate compared with the
overall rate in each Framingham category. Inclusion of the ankle brachial index in cardiovascular
risk stratification using the Framingham Risk Score would result in reclassification of the risk
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category and modification of treatment recommendations in approximately 19% of men and 36% of
women.

Conclusion—Measurement of the ankle brachial index may improve the accuracy of
cardiovascular risk prediction beyond the Framingham Risk Score. Development and validation of
a new risk equation incorporating the ankle brachial index is warranted.

Introduction
Major cardiovascular and cerebrovascular events including myocardial infarction and stroke
often occur in individuals without known pre-existing cardiovascular disease. The prevention
of such events, including the accurate identification of those at risk,1 remains a serious public
health challenge. Scoring equations to predict those at increased risk have been developed
using cardiovascular risk factors, including cigarette smoking, blood pressure, total and HDL
cholesterol, and diabetes mellitus. The Framingham Risk Score (FRS)2,3 is often considered
the reference standard but has limited accuracy, tending to over-estimate risk in low risk
populations and under-estimate in high risk populations.4 The incorporation of other risk
markers, such as metabolic syndrome5 and plasma C-reactive protein (C-RP)6,7 has had partial
success in improving prediction and attention is also being given to indicators of asymptomatic
atherosclerosis, such as coronary artery calcium (CAC), carotid intima media thickness (IMT)
and the ankle brachial index (ABI).1

The ABI, which is the ratio of systolic pressure at the ankle to that in the arm, is quick and easy
to measure and has been used for many years in vascular practice to confirm the diagnosis and
assess the severity of peripheral artery disease in the legs. However, the ABI is also an indicator
of generalised atherosclerosis because lower levels have been associated with higher rates of
concomitant coronary and cerebrovascular disease, and with the presence of cardiovascular
risk factors.8 Also, in population cohort studies in the USA9-12 and Europe,13-17 a low ABI
has been related to an increased incidence of mortality (total and cardiovascular), myocardial
infarction and stroke. These increased relative risks have been shown to be independent of
baseline cardiovascular disease and risk factors, suggesting that the ABI might have an
independent role in predicting cardiovascular events.

The objective of our study was to determine if the ABI provides information on the risk of
cardiovascular events and mortality independently of the Framingham Risk Score and can
improve risk prediction. In order to enhance the representativeness of our study and to
maximise subject numbers, we formed the Ankle Brachial Index (ABI) Collaboration with the
intent of including all major observational studies which had investigated longitudinally the
ABI and incidence of cardiovascular events and mortality in general populations. At the same
time we wished to identify a normal (low risk) level of the ABI which might be used in future
studies and in clinical practice.

Methods
The study design was an individual participant data meta-analysis of population-based cohort
studies. The criteria for study inclusion were that (1) the study contained participants of any
age and sex derived from a general population, i.e. not a specific disease group, (2) ABI was
measured at baseline using a technique standardized in each study, (3) subjects were followed
up systematically to detect total and cardiovascular mortality.

At initial meetings of epidemiologists interested in the ABI, studies fulfilling the inclusion
criteria were identified. A search was carried out of MEDLINE from 1950 to February 2008
and EMBASE from 1980 to February 2008 and of reference lists and conference proceedings
to identify possible additional studies. Further studies and unpublished data were sought by
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discussion between collaborators, cardiovascular epidemiologists and vascular physicians and
by correspondence with the Asia Pacific Cohort Studies Collaboration. Possible studies for
inclusion were independently assessed for suitability by two collaborators and any lack of
clarity or disagreement was resolved by discussion.

The principal authors/lead investigators of studies were invited to join the ABI Collaboration
and, following acceptance, were sent a questionnaire enquiring about the availability of specific
study data. On reviewing responses to these questionnaires, a set of data which were commonly
available was agreed, and each study transferred their relevant data to the co-ordinating centre.

Requested data included individual demographic characteristics (e.g. gender, age, height and
weight), baseline clinical co-factors (e.g. systolic/diastolic blood pressure, cholesterol, diabetes
and cigarette smoking), details of baseline ABI measurements and information on non-fatal
and fatal events during follow up. For these analyses, the subjects included had no previous
history of coronary heart disease as defined in each study, a value for ABI recorded at baseline,
and follow-up dates or times to events. Data from collaborators were extracted and analysed
using SPSS for Windows Release 14.0.0 (September 2005) and SAS/STAT software, Version
9.1 of the SAS System for Windows (Copyright 2002-2003 SAS Institute Inc.).

A Framingham risk score was derived for each subject using the gender-specific prediction
formulae proposed by Wilson et al3 based on conventional cardiovascular risk factors (age,
total and HDL cholesterol categories, blood pressure categories, diabetes and smoking status).
When data on some of the variables necessary to calculate the FRS were incomplete, missing
values, amounting to 3.9% of total values, were imputed using the Expectation-Maximization
(EM) procedure for multivariate normal data which is implemented in SPSS.

Overall (all studies combined) hazard ratios for ABI, subdivided into ten categories compared
with a reference range of 1.11 to 1.20, were obtained for males and females for each of three
outcomes (total mortality, cardiovascular mortality and major coronary events, i.e. coronary
death/non-fatal myocardial infarction), and patterns of risk examined. Coronary
revascularisation and angina were not included as endpoints. Hazard ratios for low versus
normal ABI categorised into four groups for the three outcomes (total mortality, cardiovascular
mortality and major coronary event) were obtained from a proportional hazards model stratified
by gender and study, both unadjusted and adjusted for FRS (categorised into five strata for
males and four for females). These hazard ratios were then pooled using a random effects model
and summarised using forest plots (Review Manager, Version 4.2.9, The Cochrane
Collaboration 2006 ©).

Kaplan–Meier estimates and standard errors for outcome rates (total mortality, cardiovascular
mortality and major coronary event) at ten years were obtained for each study stratified by
gender and FRS / ABI categories (grouped as described above). Outcome rates for studies
within strata were combined to provide overall summaries using random effects pooling.18

Area under receiver operating characteristic (AUROC) curves were calculated for the
prediction of events using the FRS alone and with addition of the ABI.

Results
The literature search and information from experts identified 1075 citations from which 20
studies which fulfilled the inclusion criteria were identified (Figure 1). Selected investigators
of 16 of these studies9-17, 19-25 agreed to participate in the ABI Collaboration and provided
data prior to the analysis. The participating studies and investigators are shown in Appendix
1. The studies were based in Australia, Belgium, Italy, Netherlands, Sweden, UK and USA
and comprised predominantly white populations except for the Honolulu Heart Program
(Japanese Americans)11 and the Strong Heart Study (American Indians). 12 The populations
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in the Cardiovascular Health Study10 and the Atherosclerosis Risk in Communities9 (ARIC)
study comprised 15% and 26% blacks respectively. In the San Luis Valley Diabetes Study24

the included healthy non-diabetic population was 42% Hispanic. Eleven studies included both
sexes, four only men and one only women.

The characteristics of the subjects in the studies at baseline when the ABI was measured are
shown in Table 1. A total of 24,955 men and 23,339 women without a history of coronary heart
disease were included. They were late middle aged to elderly with a mean age in the studies
ranging from 47 to 78 years. The 10-year incidence of coronary heart disease (SD) predicted
by the FRS at baseline varied across studies from 11.0 (6.1)% to 31.6 (14.1)% in men and from
7.1 (6.1)% to 14.5 (10.1)% in women. Mean ABI (SD) was greater than 1.00 in all studies and
ranged from 1.02 (0.13) to 1.21 0.13) in men and 1.01 (0.16) to 1.15 (0.17) in women; most
of the studies comprising both sexes had higher mean values in men than in women, as
previously reported.24

Tables 2 and 3 show the total mortality, cardiovascular mortality and major coronary events
occurring during follow up in each of the studies for men and women respectively. Median
duration of follow up ranged from 3.0 to 16.7 years, with 9 of the 16 studies having greater
than 10 years of follow-up. Overall, 9,924 deaths occurred during 480,325 person years of
follow up with around one quarter of deaths due to coronary heart disease or stroke in both
men and women. The annual rates of deaths and events varied considerably between the studies.
For example, in men in the Belgian Physical Fitness Study with mean age (SD) 47 (4.4) years
the annual mortality (95% CI) was 0.37 (0.29 to 0.45)% whereas in men in the Honolulu Heart
Program with mean age (SD) 78 (4.6) years, the annual mortality (95% CI) was 4.91 (4.59 to
5.22)% (Table 2). Likewise, in women annual mortality (95% CI) varied between 0.55 (0.42
to 0.68)% in the Framingham Offspring Study to 7.34 (6.39 to 8.29)% in the Women's Health
and Aging Study (Table 3).

The hazard ratios (HRs) of death for different levels of ABI compared with a reference ABI
of 1.11 to 1.20 in all studies combined formed a reverse J shaped curve for both men and women
(Figure 2). For levels of ABI below 1.11 the HRs increased consistently with decreasing ABI.
For an ABI >1.40 the HRs were also increased: 1.38 (95% CI 1.17 to 1.62) for men and 1.23
(95% CI 1.00 to 1.52) for women. For levels of ABI between 1.11 and 1.40 only small and
mostly non significant differences in HRs were found. Tables 4 and 5 show the HRs for total
and cardiovascular mortality and major coronary events by ABI in men and women,
respectively. The patterns of risk for cardiovascular mortality and major coronary events were
similar to that for total mortality; for levels of ABI below 1.11, the HRs for cardiovascular
mortality were consistently higher than for total mortality.

Values of the ABI less than 0.90 have been taken traditionally as a measure of increased risk.
In nearly all the studies in men (Fig 3), the HRs for total mortality were statistically significantly
higher in individuals with an ABI ≤0.90 than in individuals with normal ABI values of 1.11 to
1.40, with a total HR (95% CI) of 3.33 (2.74 to 4.06). In women, the results were more
heterogeneous (Fig 4) but the total HR of 2.71 (2.03 to 3.62) was comparable to that in men.
Likewise, significantly increased total HRs (95%CI) were found in men and in women both
for cardiovascular mortality, men 4.21 (3.29 to 5.39), women 3.46 (2.36 to 5.08), and for major
coronary events, men 2.97 (2.33 to 3.78), women 3.05 (2.25 to 4.15). Adjustment of the HRs
of ABI ≤0.90 relative to 1.11 to 1.40 for FRS reduced the HRs but they were still elevated
substantially and significantly. In men adjusted HRs (95% CI) for total mortality,
cardiovascular mortality and major coronary events were 2.34 (1.97 to 2.78), 2.92 (2.31 to
3.70) and 2.16 (1.76 to 2.66), respectively, and in women were 2.35 (1.76 to 3.13), 2.97 (2.02
to 4.35) and 2.49 (1.84 to 3.36), respectively.
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Tables 6 and 7 show the impact of inclusion of an ABI measurement on the apparent risk of
10-year total mortality, cardiovascular mortality and major coronary events over the range of
FRSs in men and women. Compared with the overall rates without ABI included, an ABI ≤0.90
was associated with a greatly increased risk of mortality (total and cardiovascular) and major
coronary events across all FRS categories in both men and women, more so in the lower than
higher categories. Women had especially high mortality and event rates in the lowest FRS
category. Men and women with an ABI 0.91 to 1.10 also had higher mortality and event rates
than those with a normal ABI (1.11 to 1.40) but the magnitudes of the increase were much less
than for those with ABI ≤0.90. Those with an ABI >1.40 also had higher rates across most
FRS categories.

Inclusion of the ABI had an overall effect on the prediction of events, especially in women. In
men the area under the ROC curve, (95% CI) when predicting major coronary events using
only the FRS was 0.646 (0.643 to 0.657) and with the addition of the ABI was 0.655 (0.643 to
0.666). In women the area (95% CI) increased from 0.605 (0.590 to 0.619) to 0.658 (0.644 to
0.672).

The FRS is mostly used to predict risk of total coronary heart disease (CHD) (including
coronary death, myocardial infarction and angina) and Table 8 shows the impact of including
the ABI on this prediction. The calibration of the FRS categories was reasonable because the
overall CHD rate in each FRS category was within the range predicted, except for low risk
women in which the overall CHD rate of 11% was higher than predicted. Likewise, the ability
of the FRS to discriminate between risk categories was good, except that the overall CHD rate
in women in the low risk group was only slightly lower than those in the intermediate risk
group (11% v 13%). In each category of FRS in both men and women a low ABI (≤0.90) was
associated with an increased risk of future CHD. Normal levels of the ABI (1.11 to 1.40) were
associated with a slightly reduced risk from the overall rates but levels >1.40 did not differ
consistently from the overall rates, although this may have been influenced by the relatively
low numbers of subjects.

The results in Table 8 also indicate in which categories of FRS the ABI is likely to change
individuals' clinical risk levels i.e. between <10%, 10-19%, and ≥20%. In men, the greatest
impact would be in high risk individuals (≥20%) with a normal ABI (1.11 to 1.40) in whom
the risk level would be reduced to intermediate (10-19%). All men with a low ABI (≤0.90) had
a relatively high risk but their clinical risk level would not change from that predicted overall
by the FRS. In women the main impact of the ABI would be to change all women in the low
FRS category (<10%) with an abnormal ABI (≤0.90 or 0.91 to 1.10 or >1.40) to a higher risk
level. Also women in the intermediate FRS category (10-19%) with a low ABI (≤0.90) would
become high risk (≥20%). Table 8 also shows that the number of men changing risk category
(shaded numbers) would be 4,106 out of a total of 21, 433 (19%) and in women would be 8,154
out of a total of 22,486 (36%).

Discussion
Predicting future coronary heart disease and mortality accurately in individuals in the
community who have no prior history of cardiovascular disease has proven difficult when based
solely on traditional risk factors and scoring systems. 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.4 We found that the ABI provided independent risk information as compared with
the FRS and, when combined with the FRS, a low ABI (≤ 0.9) approximately doubled the risk
of total mortality, cardiovascular mortality and major coronary events across all Framingham
risk categories.
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In predicting the 10-year risk of total CHD, our results (Table 8) indicate that approximately
1 out of 5 men would have their broad category of risk (<10, 10-19, ≥20%) changed from that
predicted by FRS alone to that found on inclusion of the ABI. These changes from higher to
lower categories of risk would be likely to have an effect on decisions to commence preventive
treatment, such as lipid lowering therapy, as recommended in the Adult Treatment Panel (ATP)
III guidelines.27 In contrast, the main effect in women of inclusion of the ABI would be that
many at low FRS risk (<10%) would change to a higher risk level. In total around 1 in 3 women
would be affected. It should be recognised, however, that the proportion of men and women
affected by inclusion of the ABI is approximate due to the method of estimating total CHD
endpoints and possible residual confounding within FRS groups.

Our results also confirm the recent findings of the Strong Heart Study,12 Cardiovascular Health
Study28 and Multi-ethnic Study of Atherosclerosis29 that the relationship between ABI and
cardiovascular disease is non linear and varies across the range of ABI. High values (>1.40)
could be related to poor arterial compressibility resulting from stiffness and calcification which
may occur more commonly in those with diabetes,29,30 and may be one explanation why those
with an ABI >1.40 are at increased risk. The differences in risk between ABI values of 1.11
and 1.40 in both men and women were so small that, for practical purposes, an ABI within this
range could be considered normal. Subjects with an ABI between 0.91 and 1.10 were at slightly
increased risk. These results would suggest that the widely accepted high risk cutpoint of 0.90
is reasonable but, for values 0.91 to 1.10 and > 1.40, individuals might be advised that their
risk may be slightly higher than normal levels.

The ABI Collaboration includes 16 international cohort studies. The consistency of results,
especially in men (Figure 3), across a diverse spectrum of populations strengthens the validity
of our findings. This consistency was also apparent despite some differences in methods of
measuring the ABI and in ascertaining outcome events. We did not recalibrate the FRS, as has
been suggested in populations very different from that in Framingham,31 because in our
collaboration there was no evidence that particular studies had substantially worse calibration
than others and also the FRS when used in routine clinical practice is not usually calibrated to
the local population. Although the area under receiver operating characteristic (AUROC)
curves examining the added effect of the ABI are presented, from a clinical perspective, the
added value of the ABI is the extent to which its inclusion re-classifies patient risk at an
individual level.32

Other indicators of asymptomatic atherosclerosis, notably coronary artery calcium (CAC)
score and carotid intima media thickness (IMT) have been evaluated as incremental risk
predictors to the FRS. Population studies of apparently healthy subjects have suggested that
CAC score may provide added value,33,34 particularly in discriminating high and low risk
individuals in those with an intermediate FRS (predicted 10-year coronary event risk between
10 and 20%).35 In the ARIC study,36 inclusion of carotid IMT had a modest effect on the area
under the ROC curve for prediction of coronary heart disease using traditional risk factors.
Likewise, in patients with dyslipidaemia37 and diabetes38 a combination of carotid IMT and
FRS improved prediction compared with FRS alone. We are not aware however of reports of
any direct comparisons in the same study of the additional values which different measures of
asymptomatic atherosclerosis (for example CAC versus IMT) make to FRS prediction in the
general population.

The ABI is potentially a useful tool for prediction of cardiovascular risk. In contrast to
measurement of CAC and IMT, it has the advantage of ease of use in the primary care
physician's office and in community settings. The equipment is inexpensive – a hand held
Doppler costing less than $600. The procedure is simple, takes less than 10-15 minutes39,40

and can be carried out by a suitably trained nurse or other health care professional.
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Technological advances to make the test quicker and easier to apply are being investigated,
including automatic pressure measurement at the ankle.41 Given the non-invasiveness of the
test and minimal discomfort, patient acceptability is high. Variability is comparable to that of
routine blood pressure42,43 and individuals with borderline results may benefit from a repeat
measure at a different visit.43

Although widely used in specialist vascular clinics, the ABI is rarely applied in routine clinical
practice. There are probably several barriers to its use: firstly, most clinicians are not aware
that a low ABI is a marker of cardiovascular risk; secondly, it is perceived as a specialist test
for use only by vascular surgeons and physicians; and thirdly, most clinicians would not know
how to perform the test. Clearly, physician education would be essential in promoting use of
the ABI in practice. Furthermore in a survey of physicians primed to use the ABI in one program
in the USA, time constraints, lack of reimbursement, and staff availability were barriers to use
of the ABI, each reported by around half the physicians.40

The yield of a screening test is also important. Our results indicate that a proportion of men
and women having an ABI test would be placed in a different risk category. However, this
proportion may vary considerably by age because the prevalence of a low ABI is known to
increase substantially with age. For example, in the United States in 2000, the prevalence of
an ABI < 0.9 in non Hispanic white men aged 40-49 years was 1.4% increasing to 22.6% in
those aged 80 years and older.44 Significantly higher prevalences were found in African
Americans. In Scotland in 12,300 men free of cardiovascular disease in the general population,
the prevalence of an ABI ≤ 0.9 in those aged 50-54 years was 3.7% increasing to 12.7% in
those aged 75 years and older.45 While recognising that most risk factors also increase with
age, it is likely that the added yield of a low ABI is age related.

Recently published guidelines by the American Heart Association (AHA)/American College
of Cardiology (ACC),46 Transatlantic Inter-Society Consensus (TASC II) Working Group47

and Fourth Joint European Task Force48 have suggested that the ABI should be considered for
the purposes of cardiovascular risk assessment. The results of our study indicate that, when
using FRS, this may indeed be justified in order to improve prediction of cardiovascular risk
and provision of advice on ways to reduce that risk. A new risk equation incorporating the ABI
and relevant Framingham risk variables could more accurately predict risk and our intention
is to develop and validate such a model in our combined dataset. Cost effectiveness modelling
of the impact of using the ABI on long term clinical outcomes would also be of interest, as has
been recommended recently by an AHA expert working group on screening for atherosclerotic
peripheral vascular disease (Michael H Criqui, MD, University of California San Diego:
written communication, January 08). A cost-effectiveness analysis would also be useful
because successful implementation of the ABI in programmes for assessment of cardiovascular
risk would require a change in reimbursement regulations in some countries.

Supplementary Material
Refer to Web version on PubMed Central for supplementary material.
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Appendix 1: Studies and investigators participating in Ankle Brachial Index
Collaboration

Co-ordinating Centre: FGR Fowkes, GD Murray, I Butcher, CL Heald, RJ Lee

Atherosclerosis Risk in Communities (ARIC) Study9: LE Chambless, AR Folsom, AT Hirsch

Belgian Physical Fitness Study17: M Dramaix, G deBacker, J-C Wautrecht, M Kornitzer

Cardiovascular Health Study10: AB Newman, M Cushman, K Sutton-Tyrrell

Edinburgh Artery Study13: FGR Fowkes, AJ Lee, JF Price

Framingham Offspring Study19: RB d'Agostino, JM Murabito

Health in Men Study20: PE Norman, K Jamrozik

Honolulu Heart Program11: JD Curb, KH Masaki, BL Rodríguez

Hoorn Study21: JM Dekker, LM Bouter, RJ Heine, G Nijpels, CDA Stehouwer

InCHIANTI Study22: L Ferrucci, MM McDermott

Limburg PAOD Study14: HE Stoffers, JD Hooi, JA Knottnerus

Men Born in 1914 Study15: M Ogren, L Janzon*, B Hedblad

Rotterdam Study16: JC Witteman, MMB Breteler, MGM Hunink, A Hofman

San Diego Study23: MH Criqui, RD Langer, A Fronek

San Luis Valley Diabetes Study24: WR Hiatt, R Hamman

Strong Heart Study12: HE Resnick

Women's Health and Aging Study25: J Guralnik, MM McDermott

Appendix 2: Electronic Search Strategy to Identify Population Cohort Studies
of Ankle Brachial Index

Databases: Ovid MEDLINE ® 1950 to February Week 4 2008
EMBASE 1980 to February Week 4 2008

1. ABPI.tw.

2. ABI.tw.

3. AAI.tw.

4. ankle brachial pressure index $.tw.

5. ankle brachial pressure$.tw.

6. ankle brachial index$.tw.(or ankle brachial index/)

7. ankle arm index$.tw.

8. ankle arm blood pressure$.tw.

9. ankle arm blood pressure index$.tw.

10. ankle blood pressure$.tw.

11. or/1-10

12. follow up stud$.tw.

13. follow up studies/ or follow up/

*deceased
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14. epidemiological stud$.tw.

15. epidemiological studies/ or epidemiology/

16. cohort$.tw.

17. cohort analysis/ or cohort studies/

18. or/12-17

19. 11 and 18
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Figure 1.
Flow diagram of selection of studies for inclusion in meta-analysis.
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Figure 2.
Hazard ratios of total mortality in men and women by ankle brachial index at baseline for all
studies combined in the ABI collaboration.
(Hazard ratios are not adjusted for age or cardiovascular risk factors)
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Figure 3.
Hazard ratios of total mortality for low (≤0.90) compared with normal (1.11-1.40) ankle
brachial index in men in studies in the ABI collaboration.
(Hazard ratios are not adjusted for age or cardiovascular risk factors) (Area of each square is
proportional to weight of the study in the meta-analysis).
(Total deaths/population for ≤ 0.90 group is 957/1841 and for 1.11 to 1.40 group is
2379/14,193).
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Figure 4.
Hazard ratios of total mortality for low (≤0.90) compared with normal (1.11-1.40) ankle
brachial index in women in studies in the ABI collaboration.
(Hazard ratios are not adjusted for age or cardiovascular risk factors) (Area of each square is
proportional to weight of the study in the meta-analysis).
(Total deaths/population for ≤ 0.90 group is 844/1901 and for 1.11 to 1.40 group is
1613/11,157).
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