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Dear Editor,

We have read the article ““Ankle-brachial index as a
predictor of coronary disease events in elderly patients
submitted to coronary angiography’” by Eduardo D. E. Papa
et al. (1). These authors aimed to evaluate the value of the
ankle-brachial index (ABI) as a marker of cardiovascular
events in elderly patients and to evaluate the relationship
between the ABI and the extent of coronary artery disease
(CAD), as documented by coronary angiography. They
demonstrated that in elderly patients with documented
coronary disease, a low ABI (<0.9) was associated with the
severity and extent of CAD. Additionally, at late follow-up
appointments, a low index was correlated with an increase
in the occurrence of major cardiovascular events.

This study was interesting and relatively well presented.
However, there are certain essential points that must be
further discussed. An abnormal ABI is not only a valuable
diagnostic tool for peripheral arterial disease but also a
predictor of generalized atherosclerosis (2). However,
although the ABI provides several benefits (i.e., it is relatively
simple, noninvasive and inexpensive) and is more than 90%
sensitive and specific compared with angiography, it has
certain limitations. Approximately 10% of the population lacks
the dorsalis pedis or posterior tibial artery, meaning that their
ABI cannot be accurately measured. Additionally, the ABI is
not precise in noncompressible pedal arteries, which may be
found in diabetic and elderly patients (3). In addition, certain
medications, such as antihypertensive treatments, antiplatelet
drug therapies and statins, may influence ABI parameters (4).
For this reason, the results might have been different if the
authors had mentioned these factors in their study.

Furthermore, the extent of CAD was evaluated by
calculating the number of vessels involved; CAD was
uniarterial when there was an isolated lesion in one
coronary artery and multiarterial when lesions were present
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in two or more vessels. Previously, the extent of CAD was
evaluated based on many other calculations. However, the
syntax score (SS) has been accepted as the true method for
grading coronary complexity based on visual angiographic
assessment. The addition of clinical risk factors to the SS has
been shown to potentially further augment its utility for
objective evaluation of patients with severe CAD (5).

ABI deterioration is indeed associated with higher
mortality in CAD patients, as presented in this study.
However, it should be kept in mind that although the ABI is
the easiest, most inexpensive, most reliable, least invasive
and most widely available marker among the tested tools
and can predict the mortality rate, further studies should
discuss ABl-related factors (6).
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