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Home blood pressure measurement and ambulatory blood pressure monitoring in general practice
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Controlled White-coat Masked Sustained
Hypertension patient
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1 $<0.05 vs. white-coat hypertention,

EFOBHH Vol 230 No. 5 2009. 8.1 | 409



% 3 FEMNEOAEY

BRIERO S 28, (REEEZ Y, HEIC L > CIFERIERERE L 7T

1. ¥E ERiA 7 - Arax Yy 7HECEDCEE
2. WEROZEMS
WG
a. Wl REPR % 1 LA
PeR
Lol i
L3h=4il)
HERr 1~2 R R
b. B LRI
FERE 1~2 &R
BEIREA
a, WA KD  FAE, SO AEE, SOENRE
b. ZO#H
3. MEEEK 1#&1EMEQ~3E)*
4. BERER TELHEHEHH
5, g TARTOPEBERELERT S

L HEVSOMERETRDOTIRS 5w,

H 1 REITHFIEHLAEZ L OAICREI T ARE TR L,
F2 MEEC—E-ET20BOLWIERFELATIE RS v,
H3MEBCESEBFIBEELZ2EELTRAESARAVWEREBEE L 2Tk o v,

vHEMEE, A3k, BdIE & b EVBEIC IR L
THRSMEH A% ¢, KESMER & Rtk
EBIMERIIEETH -9 (F 1),

& SREEINE, 24RO & B
1. RENENEOERBLEES
FEMEDOREITIZERGHEENH 50T Tl

s, EHERIOEPTICZERICH S D8

s 520 FEMOMEFCIZEL DL DHH

508, WROREAMEFEAS X MYy 7k

REBETFRObOMNE L, MEDORE LS A

TUEI S X CISRME 2 #E L T3, RE

BMEFHOBEIC W TR LA b DIIZIFIE

fEc, FEROLDORTILEY, EHObDIX

Ml h% 5, JSH2009 ®, EHELVEEZBD-H

278 LR 2 2 SRR AL I 58 S R B AR HB 1T &

D REMTRIESMFREDRETIX, v A b
Uy ZkicE-o EAS 7IESEHWB Z

RHRELC0BMW(X3), FEAOME IS ¥
hEID S nzwd, BERE CEEINIUTHY

ThEnThHs9,
FKEMERPFLRCHEEL, £/, DFVPHE

B EOBEBEERES S EFAETS 2 LE

oD, JSH2009 PHREEMIENESMFRE D

gHiz, IR 1 B CHERE, AR

410 | B DHBKH Vol 230 No. 5 2009. 8. 1

HOFIT, EAL 1~2 HOREHERIC, TISERERTIC
BEGL 1~2 Sy DEFBICHIZ Z L 2R L T3
(3). HEIZ 1EBAIC1ETH LW, MEE
2EIHOBEI» R DELZEALH D, 2~3[H
HziEHINLwEEZons, BHES Z LNE
FLVA, BETHLILEIILL, BLaThlw
DT, BEOERICADOETH->TH S AT L
WTH A9,

REMEICE T 2EESE L, MERE >R
WKEBLTWEDOT, FEICHE D HEEICKS
Bk IEET S, £, FEMEREL HE
INEhZIoTEEBERELD, A7%0D
BoaIicRo2 L, EhicLTllET 2 Z L8
HECTH D, REME T 135/85 mmHg M EAs
BIFEE %22 IO EERET 2,

FREEIMAE O HIZE 1 24 W R I 300 8 o B T
FTEMLLT L, FEHERICBLTUIZEALY
DEMFEZFIGEL DO N G, EIFEDIREIC
BOTRIRIOEL DREMFECEEZE(ARE
TH59. Lrl, MEELBEERIRENEDHK
Eic—B—8L, AEDIMEZE - %) IESE
BAREEREL CHEADEHFELE Lo THERH
5. ZOX)REFICRRETOMEREITED S
EBIEIBITH B,

KEMEDTT s, BRFOMERIERAZE

—317—



® 4 BHITHTAMBMEE=2Y > J{ABPM)O X WVERK &

& BiRAEY

5) REjicEmE* R T4

1) BEEHLVCERETOMENKESEH T 254

2) BREMENSTELNZ5E IHRIE & S O BRE TR
3) EYpEENtoSmMEN S &

4) BREHREPICELESTRT2-ESHONLEHEA

BOFMBHERZ ETHB, Ll, BERS
42— EOREMEFHDHIR S N, HREIERS
OMEREDAEE o TE, ZDXILESE
DY K LEEOMEEHE S g, KEIMmEH
EOBRIIZIGIEERZEEZIOND,

2. 24BEMERANFEDERE EHER

ABPM 1%, #WRoMmMES X b BhFEI T
24 B OIMEZRET 5 D TH 5212, —fRHY
WIRREBRRIC X ARRES VSN, Frux
Py ZEBA 7 BOEEND R BB LI
HAoshtwes, W OhDEBERHEINTE
b, ERlicEB WA 7 EREE Sy —T N TORE,
ERINC Ny 7Y —ERBDRRTH 7 ZMEL T
MEZ2HET 3, BEEE»S0IT 2, Eioik
BTS, F—YRAEOAEY — TR, @
WEEBE TR, 7YY 7T FENS,

ABPM TOHIERRIZ oW TIE, EBLERS
Bl 3 &0 A RRMIC X 5 “24 KMo ER
DFEFHABPM)EEILET 284 FI4 " &
15~30 R 2 E® T 39, HIEREIT 25~26
REE L, B0 1 K07 -2 3EEE2RT 2
EDH OO TRHGEWVIEINEWY kb ERED
HIZE S ATREC, 48 BEEIMEME HITH 2 L3 TH
%, ¥7-, MEMERIEEZINZ 2 X 5 1cigE
LTE L, HEBREICHIE & RKRFERZ & o BEi%
BOFEREOITHE) I LHEETH S,

ABPM REIMEDOZE Ll KRELESELE
LCRY, &L RKEMERSGIEINESHD
ST I BT 21212 (RTE RS L FE D 2 & Rl
HFEICHLEbDHTEATHBY, ZnE T ABPM
BEHICEMLEOEMBERICB W TThbhiTwik
3, BOf ABPM MRBE & e o 72T, EHiEE
FRICBOWTHERT 2 EBHFEN 3,

L L, B STl ABPM IV —F V ORE &
LTirbnaRETcidhy, HREodER L LT3,

ABPM i 3 ¥R DEBEBHA F o4 > (F4)Y
IKR->TiITbh a8, 1R 1EIKBEYE
ETBLEDONTOE, REABIMELSEHNS
BELIOEGERS S,

ABPM ICidfE4 DR EnH 258, RIEEL S
351 fE RS AIEE R EOoFEIC L hoh
WEMLTED, Btk THbEHEEPHALTEH
WhhhYBLZIENIELEY, 2 Al
ABPM i k 2 WRIBIEOFRMEIZ 70% ¢ 5w
HY, F930%IEELIEFITRB I EMNRINT
VwBEW  FEESOPFETH, Kiliickb non-dip-
per D5y id dipper & 72 b, dipper DFEEIL
extreme~dipper ~ & Z{L L7, £7, ABPM IZ
LAEMMERAEIZLIELIED 7IEREIC L 3
RESCZNCHEINELR2 249, Lo,
B CEA T IEHNEECEMEE RS X
DO YBRLDZILICEEBERET S,

ERALEPEEEICOWTIE, ABPM ZBHTE)
THEMZE I bOD, BEOH 7MERMES
BB X DITEIDHT S B BARD R kv,
7, BRSUIEUITEE SN, BB EEHL,
T, HHOXELREBEBID S 3, HEBEED
O A DB RANLHETIE, BHIFHELBERER
WED2H»T ABPM BRIETH -7 L DL D
H5Y  ZDXHIC ABPM ICIIREIES LB D, L
BATRE TR,

» BHOIC

KEMES X O 24 BEMERE IO WTESE
PG, MERLE 2R, FEMENE®
ABPM 23@BIEDBEICERTH 2 = L1350
{, B4 0BMERZEOLEITERTAETH S
I, KEMEZEECAETESZ 005, 13
AEDRMEBFIESHREINS, Tk, FiE
2BOMEMERTZE, BIEPRESIILED

BEEDBWH Vol 230 No. 5 2009.8.1 | 411

—~318—



REFRICEII>TH A ). ABPM IS {RIBOEA &
BHYERTDEEZONSD, HREDEAE:
ERDWTHER LS 2. SlEOEMEKICE
WULHEIGEZ B L TEMINIRETH ST,

X

1) BEEMEZLEMERRETA F o4 Y ERER
& BIMERESA F 5422009, BASMmEE
£, 2009,

2) WY - S HOBERE 2008 EROLO # -
fb#R). EEEEIR, 2008, p.248,

3) ESHAIE - 2(1998-1999 EE G RIFTEIE) : Jon
Circ. ]., 64(Suppl. V): 1207-1248, 2000,

4) BABRIMEZSFEDTMESERERLETS
FKIEMEBEZHREOEYH, AASMFES,
2003,

5) Pickering, T. G. et al. : N. Engl. . Med., 354 : 2368~

412 | EXOHH Vol. 230 No. 5 2009. 8. 1

—319—

2374, 2006.

6) VIEFHET : MUFE, 12 1290-1294, 2005,

7) Kawano, Y. et al.: Hypertension, 30 : 260-265,
1998.

8) Verdecchia, P et al. * Hypertension, 24 : 793-801,
1994,

9) Bobrie, G. et al. L JAMA, 291 ¢ 1342-1349, 2004.

10) Tomiyama, M. et al. : Am. J. Hypertens., 19 : 880-
886, 2006.

11) T« HASEHEHH, 4388 0 104, 2008,

12) WMEFHEY  AAEMS M, 137 1649-1652,
2008,

13) Kawano, Y. et al. : Clin. Exp. Hypertens., 30 : 289-
296, 2008.

14) Cuspidi, C. et al. : [ Hum. Hypertens., 18 : 503—
509, 2004.

15) Kawano, Y. et al :Am. J. Med., 105:307-311,
1998.

16) Beltman, F W, et al. : . Hum. Hypertens., 10(Suppl.
3) 1 $39-S42, 1996.



16) BEHHME « fib: AU OHIRERICE T 3 INCV
DIFESEE ¥ 4 7HIBFERIER O BIR—ImE
LA oBRNELE BB AN BE, 8 21 |
AASMELERBE 707 7 LP8E, 1998,
p-22.

"17) NIPPON DATAS80 Research Group:J. Hum.
Hypertens., 17 - 851-857, 2003.

18) Tanizaki, Y. et al. : Stroke, 31 : 2616-2622, 2000.

19) #ERAE 21 CERHS  HERERTLWES.
BEAA 2101 #HIEICE T 2ERME L hE
owT), @5 - 0K hEERE, 2000,

20) Arima, H. et al. : Arch. Intern. Med., 163 : 361-366,
2003.

—320—

21) Prospective Studies Collaboration : Lancet, 360 :
1903-1913, 2002.

22) Okayama, A. et al. and the NIPPON DATAS80
Research Group : J. Hypertens., 28 : 459~462, 2006.

23) Murakami, Y. et al. : Hypertension, 51 : 1483-1491,
2008.

24) Asia Pacific Cohort Studies Collaboration : Hyper-
tension, 42 * 69-75, 2003.

25) Miura, K. et al. : Hypertension, 44 : 715-720, 2004.

26) Inoue, R. et al. : Hypertension, 48 : 877882, 2006.

27) Stamler, J. et al. : Hypertension, 14 : 570~577, 1989.

28) EIRHLTF - fth, INTERMAP HAMZIE : AABR
MR THIFEE, 39 149-155, 2004,

BEF2O&HH Vol 230 No. 5 2009.8.1 | 407



2022 Original article

Comparison between carotid- femoral and brachial-ankle
pulse wave velocity as measures of arterial stiffness
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Background Arterial stiffness is an important risk
factor for cardiovascular disease. Carotid-femoral

pulse wave velocity (cfPWV) is the most recognized and
established index of arterial stiffness. An emerging
automatic measure of PWV primarily used in the Asian
countries is brachial-ankle PWV (baPWV).

Method To systematically compare these two
methodologies, we conducted a multicenter study involving
a total of 2287 patients.

Results There was a significant positive relation between
baPWV and cfPWV (r=0.73). Average baPWV was
approximately 20% higher than cfPWV. Both cfPWV and
baPWV were significantly and positively associated with age
(r=0.56 and 0.64), systolic blood pressure (r=0.49 and
0.61), and the Framingham risk score (r=0.48 and 0.63).
The areas under the receiver operating curves (ROCs) of
PWV to predict the presence of both stroke and coronary
artery disease were comparable between cfPWV and
baPWV.

Introduction

Arterial stiffness is associated with a number of delete-
rious cardiovascular conditions [1-3] and has been iden-
tified as an independent risk factor for cardiovascular
disease [4]. Because of its clinical importance, a number
of indices have been developed and introduced to charac-
terize arterial stiffness [5-8]. However, clinicians and
researchers still report great difficulties in selecting
the most appropriate methodology for their specific use
{7]. Parenthetically, a measure of arterial stiffness has
not been fully incorporated in routine clinical practice.
Although no one methodology has been proved superior,
pulse wave velocity (PWV) is the most recognized and
established index of arterial stiffness [7]. Tlte most fre-
quently studied index to date among a variety of PWV

measures is carotid-femoral PWV (cfPWV). ¢fPWYV has -

been used in landmark studies of arterial stiffness con-
ducted in Europe [2,9] and Australia [10] as well as in the
Framingham Heart Study in the USA [11]. Despite the
accumulating clinical evidence, this measure of PWYV has
not been fully included in routine clinical settings. An
emerging measure of PWV that has been widely used in
Japan and other east-Asian countries in the past 10 years
is brachial-ankle PWV (baPWV) [8,12—-15] (or some have
referred to as brachial-ankle PWV index [14]). This
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atitomated measure of PWV is very unique in that it

has been widely used in routine clinical settings, at least

in Japan, with impressive number of machines (~10000)
already been incorporated in various clinics and hospitals.

Although these two PWV measures are widely used in the
Western and Eastern societies, respectively, associations
between the two are not clear. A few studies that have
attempted to address this issue are small scale in nature
[8,13]. Additionally, it is not known how each of the
arterial stiffness measures are associated with coronary
heart disease (CHD) risk factors. Moreover, how both
techniques are comparatively related to clinical events is
not currently known. In an attempt to systematically
address these issues, we conducted a multicenter study
to determine associations between c¢fPWV and baPWV.

Methods

Patients

Patients were participants in the community-based
research studies from six different institutions in Japan
and one in the USA. A total of 2287 adults (1265 men
and 1022 women) were studied. All procedures were
reviewed and approved by the local Human Research

DOI:10.1097/HIH.0b013e3283269467
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Committees. Each patient provided written consent to
participate in the study.

Before the experiments, patients abstained from alcohol
and caffeine and fasted for at least 3 h. Patients were
studied under supine resting conditions in a quiet,
temperature-controlled room.

Pulse wave velocity measurements

Electrocardiogram, bilateral brachial and ankle blood
pressures, and carotid and femoral arterial pulse waves
were simultaneously measured with a vascular testing
device (VP-2000; Omron Healthcare) [12]. This machine
was originally developed as a screening device for hyper-
tension (via blood pressure), peripheral artery disease (via
ankle brachial index), and arterial stiffness {via PWV),
and this necessitated the use of four blood pressure cuffs
on each limb. Carotid and femoral arterial pressure wave-
forms were stored for 30s by applanation tonometry
sensors attached to the left common carotid artery (via
a neck collar) and left common femoral artery (via elastic
tape around the waist). Bilateral brachial and post-tibial
arterial pressure waveforms were stored for 10's by extre-
mities cuffs, connected to a plethysmographic sensor and
an oscillometric pressure sensor, wrapped around both
arms and ankles.

Pulse wave velocity was calculated from the distance
between two arterial recording sites divided by transit
time. Transit time was determined from the time delay
between the proximal and distal ‘foot’ waveforms. The
foot of the wave was identified as the commencement of
the sharp systolic upstroke, which was automatically
detected by a band-pass filter (5-30 Hz). Time delay
between right brachial and tibial arteries (Tba), between
carotid and femoral arteries (Tcf), and between femoral
and tibial arteries (Tfa) were obtained. The path length
from the carotid to the femoral artery (Dcf) was directly
assessed in duplicate with a random zero length measure-
ment over the surface of the body with a nonelastic tape
measure [16]. For patients whose distance between the
carotid and femoral artery was not available, Dcf was
estimated using the equation [0.318 x height (cm)+
10.56] [17]. Agreement between cfPWV obtained using
the estimated Decf and directly measured Dcf was excel-
lent (»=0.99). The path lengths from the suprasternal
notch to brachial artery (Dhb), from suprasternal notch
to femur (Dhf), and from femur and ankle (Dfa) were
calculated automatically by the machine using the fol-
lowing equations {13]:

Dhb = (0.220 x height {cm} — 2.07)
Dhf = (0.564 x height {cm} — 18.4)

Dfa = (0.249 x height{cm} + 30.7)

cfPWV and baPWV Tanaka et al. 2023

Pulse wave velocity was calculated by the following
cq%ionsz
L Def
Carotid—f | PWV = —
E‘II‘QI’:X emora Tof
Dhf + Dfa — Dhb

Brachial—ankle PWV =
rachial—ankle Tha

The results obtained with right side and left side baPWV
were identical (r=0.97). As such, right baPWV is
reported in the present study. The validity and rgliability
of the automatic device for measuring PWV have been
established previously [12].

Blood samples

A blood sample was collected from the antecubital vein
using venipuncture after an overnight fast. Plasma con-
centrations of glucose, lipids, and lipoproteins were
determined by use of a standard enzymatic technique
as previously described [16]. Glomerular filtration rate
(eGFR) was calculated using the following equation
introduced by the Japanese Society of Nephrology [18].

Men: eGFR (ml/min per 1.73m?)

=194 x Cr—1.094 X agc~0.287

Women : eGFR (ml/min per 1.73 m?)

=194 x Cr710% 5 age0287 x 0.739

Statistical analyses

Univariate regression and correlation analyses were used
to analyze the relations between variables of interest.
Forward stepwise multiple-regression analyses were used
to determine the influence of central and peripheral
arterial stiffness on baPWV. To do so, only variables that
had significant univariate correlations with ¢fPWV and/or
baPWV were included in the model. Receiver operating
characteristic (ROC) curves for both ¢fPWV and baPWV
were constructed, and area under the curves (AUC) was
calculated. This analysis was performed in a cohort of 814
patients [36 strokes and 40 coronary artery disease
(CAD)] collected in three different institutions. Statisti-
cal significance was set apriori at P<0.05. Data are
expressed as means = SEM.

Results

Table 1 shows the clinical and biochemical characteristics
as well as PWV for the patients. On average, baPWV was
approximately 20% higher than ¢fPWYV,

As demonstrated in Fig. 1, there was a significant positive
relation between baPWV and c¢fPWV (»=0.73). Sub-
group analyses revealed no systematic differences
between men and women or between Japanese and
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Table 1 Patient characteristics

2009, Vol 27 No 10

Variable Mean + SD
n 2287
Age (years) 56+ 16
Sex (%emale) 56
CVD (%) 4.8
Height (cm) 16249
Body weight (kg) 61112
Systalic BP (mmHg) 128419
Diastolic BP (mmHg) 81+13
Total cholesterol {mg/dl) 209+36
LDL-cholesterol {mg/dI) 124433
HDL-cholesterol {mg/dl) 58+16
Triglyceride (mg/dl) 127493
Plasma glucose (mg/dl) 103425
cfPWV (cm/s) 1256 +388
baPWV {(cmis) 1484 +342
eGFR (ml/min per 1.73m?) 7920

BP, blood pressure; GVD, cardiovascular disease; eGFR, estimated glomerular
filtration rate; PWV, pulse wave velocity.

American populations. Both ¢fPWV and baPWV were
significantly and positively associated with age (#=0.56
and 0.64; Fig. 2 and Table 2), systolic blood pressure
(SBP) (r=0.49 and 0.61), and the Framingham risk score
(r==0.48 and 0.63; Fig. 3). Stepwise multiple regression
analyses indicated that the two primary determinants of
both ¢fPWV and baPWV were age and SBP, explaining
43 and 60% of variances associated with c¢fPWV and
baPWYV, respectively. Figure 4 shows the results of the
cross-sectional analyses involving the ROC of PWV 1o
predict the presence of both stroke and CAD in a cohort
of 814 patients (36 strokes and 40 CAD). The areas under
the ROC curve for ¢fPWV and baPWV were comparable
in stroke (0.62 and 0.63) and CAD (0.60 and 0.60).

Discussion
Pulse wave velocity is an established index of arterial
stiffness and its first clinical use can be traced to Bramwell

Fig. 1
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and the Nobel laureate, A.V. Hill [5]. In the present
stydy, we performed comparative analyses of cfPWV and
baPWV in a large number of patients who participated
in the multicenter study. First, we demonstrated that
baPWV was significantly and positively associated with
cfPWV in the pooled population. Second, both PWV
measures exhibit similar associations with various risk
factors for CAD. Third, the areas under the ROC curve to
predict the presence of CAD and stroke were comparable
for cfPWV and baPWV. Collectively, these results indi-
cate that cfPWV and baPWV are indices of arterial stiff-
ness that are similarly related to CHD risk factors and
predict clinical events to similar extents.

There was a strong positive association between cfPWV
and baPWYV, suggesting that both measures of PWV are
indices of ‘central’ (or cardiothoracic) artery stiffness.
These results are consistent with previous small-scale
studies showing that baPWV is more closely associated
with the index of central artery stiffness [8,13,19]. We
have also previously reported that changes in central
artery stiffness induced by a lifestyle modification are
closely associated with the corresponding changes in
baPWV [8]. Thus, in contrast to the prevailing notion,
baPWYV appears to reflect central arterial stiffness rather
than peripheral artery stiffness. However, the regression
line between ¢fPWV and baPWV deviated from the line
of identity. On average, baPWV was approximately 20%
higher than cfPWV. This finding indicates that some
(albeit small) portions of baPWV may be determined by
‘peripheral’ (or muscular) arterial stiffness as suggested by
a previous study [8].

The comparative assessment and analyses of different
indices of arterial stiffness, particularly the comparisons
with cfPWYV, are becoming increasingly impogtant given
the recent European guidelines for the management of
arterial hypertension proposing that a ¢fPWV value of
more than 1200 cm/s be used as an index of subclinical
organ damage [9]. The regression line obtained in the
present study reveals that a baPWV value of 1450 cm/s is
equivalent to the threshold value of 1200 cm/s proposed
by the European Society of Hypertension and the Euro-
pean Society of Cardiology [9]. Such setting of a threshold
PWYV value may become a necessity if arterial stiffness
measures were to be fully integrated into routine clinical
settings.

Carotid-femoral pulse wave velocity has been shown to
be accurate, reliable, and relatively simple to use and has
been strongly linked with cardiovascular disease [1,2,14].
However, this methodology has not been widely incor-
porated in the routine clinical settings. The use of pres-
sure transducers or Doppler probes on target arteries
may be perceived as somewhat difficult to clinical staff.
Additionally, some patients may feel uncomfortable
exposing the inguinal area during the acquisition of
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femoral pressure waveforms. These trends were particu-
larly evident in generally demure Japanese population
and required a development of a novel arterial stiffness
index. baPWV has a procedural advantage of being very
simple to use, only requiring the wrapping of blood
pressure cuffs on four extremities. As a result, it has
become a very popular modality to assess arterial stiffness
in Japan [13], and it has been incorporated in thousands of
local (i.e. nonresearch-oriented) clinics and hospitals.

Brachial-ankle pulse wave velocity has been criticized
that the pulse wave does not travel directly from the
brachial arteries to the post-tibial arteries in the same
arterial tree and that the nomenclature of PWV is inap-
propriate. However, the same argument can be made
for the well established cfPWV. cfPWV measures the
velocity of pulse wave from carotid to femoral arteries,
and these two arteries are not connected directly in the
same arterial tree. Another issue pertaining to cfPWV is
that there has been no consensus in terms of how the
arterial path length should be measured. In large epide-
miological studies from France that yielded the most
clinically significant findings on cfPWV [1,20,21], the

Table 2 Associations between pulse wave velocity (PWV) and risk
factors for coronary heart disease

Variable cfPWV baPWV
Age 0.56 0.64
Systolic BP 0.49 0.61

Diastolic BP 0.13 0.23
Mean BP 0.48 0.58
Pulse pressure 0.50 0.56

FRS 0.48 0.63
eGFR -0.32 -0.25

BP, blood pressure; eGFR, estimated glomerular filtration rate; FRS, Framingham
risk score; PWV, pulse wave velocity. Values are Pearson correlation coefficients.
All are significant at P< 0.001.

straight distance between the carotid and femoral arteries
was applied. On the contrary, different investigations,
including the Framingham Heart Study, employed the
subtraction of the carotid artery length from the carotid to
femoral straight distance in order to account for the pulse
traveling in the opposite direction {22]. Rajzer e a/. [23]
recently compared the values of aortic PWV obtained
with different arterial path length measurement: the
carotid to femoral straight distance vs. the subtraction
of the carotid artery length from the suprasternal notch to
femoral straight distance. They reported that PWV
measured with the former method was 25% higher com-
pared with that using the latter method. We recently
measured the aortic path lengths directly by the three-
dimensional transverse magnetic resonance image arter-
ial tracing in 256 apparently healthy adults and found that
PWYV calculated with the straight distance between car-
otid and femoral sites 26% overestimated the actual
arterial path length {24]. Thus, it should be acknow-
ledged that both ¢fPWV and baPWYV have inherent
problems with regard to the measurement of arterial path
length. '

Both cfPWV and baPWYV were significantly and similarly
associated with various risk factors for CAD in the present
study. Multiple regression analyses revealed that the two
primary determinants of ¢fPWV and baPWV were the
same {age and SBP). Interestingly, the strength of associ-
ations was somewhat greater for baPWV. These results
are consistent with a recent epidemiological study [14]
showing that both ¢fPWV and baPWV were significantly
associated with the presence and severity of coronary
calcification among overweight postmenopausal women.
Interestingly, baPWV displayed stronger associations
with the presence of coronary calcium than cfPWV
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[14]. A similar finding that baPWV is more strongly
related to left ventricular mass than ¢fPWYV has also been
reported [15]. Although baPWV is predominantly a
measure of central artery stiffness [8], it also displays a
modest correlation with peripheral artery stiffness (e.g.

leg PWV) [8]. Thus, baPWV may be affected by more

peripheral or systemic disease processes.

The areas under the ROC curve were also similar for
baPWYV and <fPWV. The results from this cross-sectional
analysis indicate that both cfPWV and baPWV have
similar abilities to associate with the presence of CAD
and stroke. However, the values depicting the areas
under the ROC curve were somewhat lower than what
have been reported in the literature. This may be related
to a lower cardiovascular risk in the Japanese population.

Furture prospective longitudinal studies are warranted to’

properly address this issue.

Carotid-femoral pulse wave velocity values reported in the
present study appear high compared with some of the
previously published studies [3,11] but are consistent
with other studies [1,25]. The divergent cfPWV values
are attributed to a different method used to measure the
arterial path length (20% differences in mean values). In
the latter studies, the arterial path length is the distance
berween the carotid and femoral recording sites, whereas
the distance between carotid and femoral recording sites
minus the distance from the carotid location to the super-
sternal notch is used in the former studies. Although this
choice of methodology would produce approximately 20%
differences in cfPWYV values [24], it is still a matter of
debate which arterial path length should be measured for
the calculation of cfPWV. However, Sugawara er a/. [24]
have recently demonstrated that subtraction of the dis-
tance from the carotid location to the supersternal notch is
the closest to the actual aortic length directly measured
by the three-dimensional MRI. In baPWV, arterial path
length is automatically estimated from one’s height.

In summary, the newer automated measure of PWV
(baPWYV) was strongly associated with the gold standard
measure of PWV (cfPWV). Additionally, both ¢fPWV and
baPWYV exhibit similar association with established risk
factors for CAD and provide similar areas under the ROC
curve for both stroke and CAD. Given the simplicity
of the technique, baPWV is a promising new technique
that is ideal for large-scale population studies and for
incorporation into routine clinical settings. However, a
more thorough analysis against a conventional technique
is desirable.
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