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Abstract
Background: It is estimated that about 15% (10% - 30% in most of the studies) of the total adult population has some aspects of the Chronic 
Venous Insufficiency (CVI). Frequency of the Peripheral Arterial Disease (PAD) in the adult population is 3% - 4%. Studies dealing with 
etiopathogenesis of leg ulcers show that between 10% and 18% of all ulcers are of mixed, arterial-venous origin.
Objectives: The purpose of this study was to find out if there is a higher frequency of PAD among CVI patients in comparison with the 
control group, as well as to discover some common risk factors for CVI and PAD.
Patients and Methods: This cross-sectional descriptive study was conducted at the dermatovenereological clinic, clinical center of 
Vojvodina, Serbia. A total of 162 examinees were included. All patients were examined for the existence of CVI and staged according to 
CEAP (Clinical, etiology, anatomy and patophysiology) classification. In this way, 3 groups were formed: Patients with the mild forms of 
CVI (stage 1 - 4 by CEAP classification), 57 patients; patients with the severe forms of CVI (stage 5 and 6 by CEAP classification), 55 patients; 
control group (no CVI), 50 patients. Also, the Ankle Brachial Pressure Index (ABPI) was assessed in all subjects, and its value of ≤ 0.9 was set 
as criteria for diagnosis of PAD. The same sample was divided according to the presence of PAD into two groups. The most important risk 
factors for CVI and PAD were identified for each patient through complete examination, medical record and appropriate questionnaire.
Results: Our results showed that the risk factors for CVI were high Body Mass Index (BMI), hypertension, predominantly standing position 
during work and positive family history for CVI. In the same sample it was found that 28 (17.28%) patients had PAD. Relevant risk factors for 
PAD in the present study were: high BMI, hypertension, diabetes and a positive family history for PAD. Comparison of frequency of PAD 
among patients with severe forms of CVI and control group showed that this difference was statistically significant (P = 0.0275; OR 3.375; 
95% CI 1.125 - 10.12). After multivariate analyses, adjusted odds ratio OR was still statistically significant.
Conclusions: The peripheral arterial disease is more frequent in patients with the severe form of CVI, than in patients without CVI. 
Concomitant risk factors for CVI and PAD were high BMI and hypertension. In each patient with severe CVI it is necessary to determine the 
ABPI, in order to exclude the presence of PAD.
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1. Background
It is estimated that about 15% (10% - 30% in majority of 

studies) of the total adult population has some aspects 
of the Chronic Venous Insufficiency (CVI), with the sig-
nificant increase among elderly people (1-4). Based on 
various epidemiological studies, it is estimated that the 
prevalence of lower limb ulceration in the adult popula-
tion is about 1 - 2%. CVI acts as an etiological factor for the 
vast majority (70 - 90%) of these ulcers (5, 6).

Frequency of the Peripheral Arterial Disease (PAD) in 
the adult population is 3% - 4%. In older age the incidence 
of PAD is significantly increased (7, 8). It is estimated that 
the prevalence of PAD is three times higher when sensi-
tive noninvasive tests for diagnostics of symptomatic 

and asymptomatic individuals are used (9, 10). It has been 
noted that the frequency of the mixed arterial-venous ul-
cers is between 10% and 18% (11-16).

Having all these data and assessments in mind, it is jus-
tified to assume that the frequency of PAD among indi-
viduals with CVI is higher compared to those without CVI.

2. Objectives
The aim of this study was to find out if there is a higher 

frequency of PAD among CVI patients in comparison with 
the control group, as well as to discover the most impor-
tant common risk factors for CVI and PAD.
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3. Patients and Methods
The cross-sectional descriptive study was conducted at 

the angiology department of the dermato-venereological 
clinic, clinical center of Vojvodina, Novi Sad, Serbia. This 
is a governmental institution, a university hospital and 
a tertiary referral center for whole province of Vojvodina 
(with approximately 2000000 inhabitants). Angiology 
department of the dermatovenereological clinic deals 
with patients with suspected venous pathology, and com-
plete diagnostics and therapy is provided here.

Research was conducted in period 1st January 2009 - 31st 
December 2009. In this period, a total of 171 patients were 
examined for suspected CVI, but 9 of them were excluded 
from the study (unable to provide an informed consent (2), 
not having complete medical records (7)). After exclusion 
of those 9 subjects, a total of 162 examinees, all from re-
gion of Vojvodina, were included in the study, which corre-
sponds with calculated sample size. We calculated sample 
size needed for this study using the Raosoft® (Raosoft, Inc.) 
sample size calculator. In this calculation, we accepted mar-
gin of error at the level of 5%, and power level of 80%.

Ethical approval for the research was obtained from 
both ethical comities of clinical center of Vojvodina and 
medical faculty in Novi Sad.

A study group was formed from patients who were re-
ferred to our department for suspected CVI, and in whom 
this diagnosis was confirmed after detailed examination, 
included Dupplex scanning of the lower extremities’ 
veins. In every case of confirmed CVI, staging of venous 
disease according to the CEAP classification was deter-
mined. A control group was formed by patients who were 
also examined for suspected mild venous insufficiency, 
but, on the basis of clinical examination and dupplex 
scanning, did not have CVI.

The Ankle Brachial Pressure Index (ABPI) was determined 
in every patient included in the study–those with CVI as 
well as those without CVI. For the purposes of this study 
we used the CW Doppler device Smartdop 50EX, manufac-
tured by Hadeco, Inc. The ABPI was determined as a ratio of 
the blood pressure of brachial artery and posterior tibial/
dorsalis pedisartery (normal value range 0.9 - 1.1). Also, for 
every participant a questionnaire on the most important 
risk factors for CVI and PAD was filled out. Complete medi-
cal record about existence of diseases affecting peripheral 
vascular system, such as diabetes (fasting plasma glucose 
level ≥ 7.0 mmol/L), hypertension (systolic and diastolic 
blood pressure higher than 140/90 mmHg) and hyperlip-
idemia (total cholesterol > 6.2 mmol/L, triglycerides > 2.3 
mmol/L) were investigated for every patient. These diseas-
es were considered confirmed only if they were set by in-
ternist after appropriate laboratory testing. For every par-
ticipant, determination of body weight and height, and 
arterial tension was carried out. In each case Body Mass 
Index (BMI) was calculated as an individual's body weight 
divided by the square of body height.

According to the presence of CVI and its CEAP (Clinical, 

etiology, anatomy and patophysiology) staging, all pa-
tients were divided into 3 groups:

1- Group 1: patients with mild forms of CVI (classes 1 - 4 
by CEAP classification) - there were 57 patients included, 
22 men and 35 women. Their mean age was 59.25 years 
(57.68 years for men and 60.23 for women).

2- Group 2: patients with severe forms of CVI (classes 5 
and 6 by CEAP classification) - there were 55 patients in-
cluded, 13 men and 42 women. Their mean age was 62.92 
years (65.69 years for men and 62.04 for women).

3- Group 3: control group (no CVI), 50 patients were in-
cluded, 19 men and 31 women. Their mean age was 59.65 
years (57.95 years for men and 60.66 for women).

Peripheral Arterial Disease PAD was defined as ABPI 
value of ≤ 0.9. Same sample was divided according to the 
presence of PAD into two groups:

1- Group with PAD-28 patients with ABPI ≤ 0.9 were in-
cluded.

2- Group without PAD-134 patients with ABPI > 0.9 were 
included (Table 1).

Statistical analyses were performed using SPSS 21 statisti-
cal program. Data about every risk factor for CVI were com-
pared between the groups using the univariate statistical 
analysis for calculation of p value, as well as Odds Ratios 
(OR) with corresponding 95% confidence intervals. P val-
ues of < 0.05 were considered significant in all analysis. For 
estimation of difference between all three groups ANOVA 
was used. When two groups were compared (severe form 
of CVI vs. control group, severe form of CVI vs. mild form 
of CVI and control group), Fisher’s exact test for categori-
cal data and student t-test for quantitative data were used. 
For quantitative data, before using student t-test, normal 
distribution of data was tested using the Shapiro-Wilk test, 
as well as graphically presentation of data through Q-Q 
plot; those tests showed normal distribution of these data 
in our study sample. The univariate analysis (Fisher’s ex-
act test and student t-test for categorical and quantitative 
data, respectively) was also performed to calculate which 
risk factors showed a significantly higher frequency in the 
group with PAD compared to the group without PAD. The 
results of the analysis of risk factors for CVI as well as for 
PAD were used to create a statistical model for multivari-
ate analysis, in order to calculate adjusted odds ratios as 
well as to estimate the correlation between CVI and PAD. 
For this purpose, logistic regression was used.

Table 1. Number of Patients With and Without Peripheral Arterial 
Disease in Each of the Three Chronic Venous Insufficiency Groupsa

With PAD Without PAD Total

Mild forms of CVI 8 49 57

Severe forms of CVI 15 40 55

Control group 5 45 50

Total 28 134 162
aAbbreviations: CVI, chronic venous insufficiency; PAD, peripheral 
arterial disease.
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4. Results
By examining the existence of CVI, we found that 55 pa-

tients had severe forms of CVI, 57 mild forms of CVI, and 
in 50 we did not found the existence of CVI. The groups 
were homogeneous according to gender and age. An 
overview of the most important risk factors for CVI is pre-
sented in Table 2.

Using the methods of the univariate analysis, it was 
shown that group with severe forms of CVI had a sig-
nificantly higher BMI compared with two other groups 
(30.66; 28.33; 26.05 kg/m2) (P < 0.0001). Prevalence of hy-
pertension was also significantly higher among patients 
with severe forms of CVI, comparing with other groups 
(69.09%/59.65%/46%) at level of significance P < 0.05. 

There were a higher proportion of patients with pre-
dominantly standing position during work among pa-
tients with severe forms of CVI, than in other two groups 
(75.93%; 64.91%; 52.94%) (P < 0.05). Family history of both 
varicose veins and venous ulcers was strongly associated 
with severe forms of CVI (P < 0.0001). Other risk factors, 
that we evaluated, were not significantly more frequent 
in any of the groups.

After dividing the same sample according to the pres-
ence of PAD, we formed two groups. The first group con-
sisted of 28 patients with PAD, while the second group 
consisted of 134 patients without PAD. There is an over-
view of the most important risk factors for PAD in Table 3.

Table 2. Comparative Overview of the Most Important Risk Factors for Chronic Venous Insufficiency in all Three Groupsa

Severe forms of CVI (55) Mild forms of CVI (57) Control group (50) P Values
Female genderb 76.36 61.4 62 0.207
Age, y 63 59.25 59,5 0.284
BMI, kg/m2 30.66 28.33 26.05 < 0.0001
Diabetesb 10.91 8.77 10 0.858
Hypertensionb 69.09 59.65 46 0.031
Hyperlipoproteinemiab 25.45 22.80 20 0.743
Smokingb 21.81 22.80 28 0.790
Work in a standing positionb 75.93 64.91 52.94 0.048
Varicose veins in familyb 89.09 70.18 30 < 0.0001
Venous ulcers in familyb 38.18 14.04 2 < 0.0001
Woman who had deliveriesb 92.86 88.57 90.32 0.835
Average number of deliveries 1.95 1.97 2.07 0.993
Spontaneous abortionsb 30.95 31.43 19.35 0.449
Artificial abortionsb 33.33 40 38.71 0.682
Contraceptionb 26.19 28.57 41.93 0.409
aAbbreviations: BMI, body mass index; CVI, chronic venous insufficiency.
bValues unit is (%).

Table 3. Comparative Overview of the Most Important Risk Factors for Peripheral Arterial Disease in PAD and No PAD Groupsa

PAD (ABPI < 0.9) No PAD (ABPI > 0.9) P Values
Female genderb 60.71 67.91 0.511
Age, y 64.29 59.79 0.068
BMI, kg/m2 30.1 28.06 0.033
Diabetes b 21.43 7.46 0.036
Hypertensionb 78.58 54.48 0.012
Hyperlipoproteinemiab 21.43 23.13 1.00
Smoking (present)b 21.43 24.67 0.812
Work in a standing positionb 67.86 64.18 0.829
Arterial insufficiency in familyb 14.29 3.73 0.049
Varicose veins in familyb 57.14 65.67 0.395
Average number of deliveries 2.2 1.95 0.215
Spontaneous abortionsb 29.41 27.47 1.0
Artificial abortionsb 17.65 40.66 0.1
Contraceptionb 35.29 30.77 0.778
aAbbreviations: ABPI, ankle brachial pressure index; BMI, body mass index; PAD, peripheral arterial disease.
bValues unit is (%).
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In group with PAD, average BMI was significantly higher 
than in group without PAD (30.1/28.06) (P < 0.05). Also, 
hypertension (78.58%/54.48%) and diabetes (21.43%/7.46%) 
were more frequent in the group with PAD (booth at lev-
el P < 0.05) comparing with group with no PAD. Family 
history for PAD was associated with presence of PAD (P < 
0.05).

Taking the value of ABPI < 0.9 as a threshold for estab-
lishing the diagnosis of PAD, we found that total number 
of patients with PAD was 28 (17.28%) out of the total num-
ber of examinees (162). In the group with CVI there were 23 
(20.53%) patients with PAD (15 in group with severe forms 
of CVI and 8 in the group with mild forms of CVI), while 
in the control group there were 5 (10%) patients with PAD. 
Comparing this data by univariate analysis (Fisher’s exact 
test), there was no significant difference in frequency of 
PAD between patients with CVI of any degree and control 
group. However, when we compared frequency of PAD 
among patients with severe forms of CVI and control 
group, we found that this difference was statistically sig-
nificant (P = 0.0275; OR 3.375; 95% CI 1.125 – 10.12). Similar 
results were obtained when we compared frequency of 
PAD among patients with severe forms of CVI with group 
of patients with mild forms of CVI and the control group 
(P = 0.0267; OR 2.712; 95% CI 1.182 – 6.218).

After adjusting for risk factors significant for severe 
forms of CVI (BMI, hypertension, type of job, and positive 
family history for varicose veins), by multivariate analy-
sis we calculated adjusted odds ratios for the incidence 
of PAD in patients with severe CVI. We found out that PAD 
was still more frequent in the group with severe form of 
CVI comparing with group with mild forms of CVI and 
control group (P = 0.038; OR 3.109; 95% CI 1.062 – 9.103).

5. Discussion
By reviewing available literature, we found only a few 

papers about the association between varicose veins and 
arterial disease, and just one study that was specifically 
addressed to the incidence of PAD in patients with CVI.

All of these studies were population-based. In a study 
from 1981, Ducimetiere et al. found, after a follow up pe-
riod of 6.5 years, that male employees aged 42 - 53 years 
with varicose veins had higher risk for intermittent clau-
dication as well as for the coronary heart disease (17).

In Framingham study, authors found that men and 
women with varicose veins had a higher incidence of ath-
erosclerotic cardiovascular disease than those without 
varicose veins, but only risk of coronary heart disease in 
women was statistically significant (18). A research based 
on the Normative Aging Study examined the association 
between varicose veins and symptomatic coronary heart 
disease. After 35 years of follow-up, the authors conclud-
ed that men with varicose veins were less likely to devel-
op symptomatic coronary heart disease (19).

In the study of Makivaara et al. from Finland (2008) risk 
factors for artery disease (angina pectoris, myocardial in-
farction, PAD and cerebrovascular disease) were recorded 

in people with varicose veins. There was a 5-year follow-
up period, with a total number of 6874 respondents. It 
was found that arterial disease occurred more frequently 
in patients with varicose veins (incidence OR of 2.0). Par-
ticularly PAD was associated with varicose veins, with 
incidence OR of 3.1. The authors concluded that varicose 
veins do not cause arterial disease but have common 
cause (20).

In the literature, a number of risk factors for the devel-
opment of peripheral arterial disease and chronic venous 
insufficiency are described. For some of these risk factors 
there are very strong evidence, while for some it comes 
down to the domain of speculation. An overview of the 
most important risk factors for these diseases described 
in the literature is presented in the Box 1. The order in 
which the risk factors are listed in Box 1 is not necessarily 
linked to their importance in the etiopathogenic mecha-
nisms of CVI and PAD (1, 6, 8, 20-24).

Box 1. Comparative Review of the Most Important Risk Factor 
Described in the Literature for PAD and CVIa

Risk Factors According to the Disease

Risk Factors for PAD

Older age

Gender: male

Obesity

Inheritance

Diabetes mellitus

Hypertension

Smoking

Elevated serum lipids

Physical inactivity

Hyperhomocysteinemia

Low kidney function

Risk Factors for CVI

Older age

Gender: female

Obesity

Inheritance

Occupation: standing position

Physical inactivity

Smoking

Number of deliveries and abortions

Contraceptives

Hypertension

Low intake of cellulose fibbers

Previous leg injuries
aAbbreviations: CVI, chronic venous insufficiency; PAD, peripheral 
arterial disease.
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At this point, we must emphasize that this was not a 
population based study, but study on a specific sample 
of people who referred to our angiology department 
with suspected peripheral venous problem. All groups 
were homogenous by gender and age. It is well known 
that incidence of both diseases increases with older age, 
and is sex specific (male for PAD and female for CVI). We 
formed our control group to match study groups by age 
and gender in order to eliminate these well-known risk 
factors, and to try to find other common risk factors for 
these diseases. After analyzing our data, we found that 
common risk factors for CVI and PAD were increased BMI 
and hypertension.

In a number of studies, the association between obe-
sity and diseases of veins was examined. In most of these 
studies such a connection was established, especially 
for women (17, 25). Data on such a relationship for men 
are much less consistent (9, 26). There are some studies 
in which this relationship was not established at all (27). 
Our results showed a relationship primarily between se-
vere stages of CVI and increased BMI.

In our research, we used the CEAP classification for CVI 
staging. In most studies (especially not-so-resent ones) 
classification of CVI by stages was not performed at all, 
or it was not according to CEAP. These methodological 
differences may at least partly explain the differences in 
results between studies.

Is obesity itself a risk factor for the development of PAD, 
is not yet been clarified in the literature. It is the fact that 
with increasing body weight, other risk factors for PAD oc-
cur more often (hypertension, diabetes, dyslipidemia). The 
link between obesity and PAD is still quite unclear. In many 
studies no relationship between BMI and PAD was found 
(28-30). Other studies found a clear association (31, 32).

The connection of varicose veins and CVI with hyperten-
sion in the literature is not much processed. Evidences 
are uncertain if such a link exists. In two latest studies 
contradictory results were obtained. In study from Fin-
land prevalence of varicose veins was higher in patients 
with PAD, and in patients with hypertension was not in-
creased (33). In recent paper from UK, authors found that 
hypertension is significant risk factor for varicose veins, 
but they emphasizes that those results must be interpret-
ed with caution because data of hypertension were based 
on history alone (34). In most epidemiological studies 
presence of hypertension was recorded based only by fill-
ing the questionnaire.

It is known that significant number of people have hy-
pertension, without being aware of it. In our study, the 
presence of hypertension was confirmed with complete 
medical examination, including blood pressure mea-
surement, and the majority of patients with hyperten-
sion also had a cardiologist report.

Hypertension has long been recognized as a risk factor 
for cerebrovascular and coronary heart disease. It leads 
to a more aggressive atherosclerosis in all segments of ar-
terial circulation. In recent years, it has been recognized 

as a significant risk factor for the occurrence of PAD, with 
a similar mechanism of action in the peripheral arteries, 
primarily the femoro-popliteal segment (35).

Analysis of the data from the Framingham study 
showed that hypertension was a significant risk factor 
for virtually all of atherosclerotic cardiovascular disease, 
including PAD. It has been shown that the relative risk of 
PAD is 2 and 3.7 in males and females with hypertension, 
respectively (36).

As shown in this, as well as in some other previous stud-
ies, one can assume that PAD occurs more frequently 
in patients with CVI. Although our study sample is not 
very large, we believe that sufficiently indicates to this 
assumption, especially for severe forms of CVI. This find-
ing has practical clinical significance in terms of exten-
sion basic diagnostic algorithm in patients with CVI, par-
ticularly those with severe forms, by determining of the 
ABPI. This is important, primarily because patients with 
the CVI and ABPI index below 0.9 require special caution 
when it comes to the application of compression therapy, 
in the sense that lower level of compression should be 
applied. In patients with CVI with ABPI values less than 
0.5, application of the compression therapy is contrain-
dicated (37). The existence of associated PAD in patients 
with CVI is often not so obvious, especially in those with 
most severe forms with large ulcers, when palpation of 
periphery pulses might be very difficult. Therefore, in the 
case of persistent ulceration, as well as of intolerance to 
compression therapy, one should take into account the 
possible existence of mixed arterial-venous etiology of 
peripheral vascular disease.

To discuss study limitations, population-based study 
(instead study on a specific sample) and larger sample 
size would better clarify the relationship between CVI 
and PAD. As this study was a cross-sectional one, it is not 
possible to estimate changes over the time.

Peripheral arterial disease is more frequent in patients 
with severe forms of chronic venous insufficiency com-
paring with the control group. Concomitant risk factors 
for CVI and PAD increased BMI and hypertension. The ex-
istence of concomitant risk factors could be a reason of 
increased frequency of PAD among CVI patients. In each 
patient with severe CVI, it is advisable to determine the 
ABPI, in order to exclude the presence of PAD.

Footnotes
Authors’ Contribution:Milan Matic: study concept 

and design, acquisition of data, analysis and interpreta-
tion of data, drafting of the manuscript, study supervi-
sion, Aleksandra Matic: analysis and interpretation of 
data, statistical analysis, drafting of the manuscript, criti-
cal revision of the manuscript for important intellectual 
content, Verica Djuran: study supervision, administra-
tive and technical support, Zorica Gajinov: acquisition of 
data, analysis and interpretation of data, critical revision 
of the manuscript for important intellectual content, 



Matic M et al

Iran Red Crescent Med J. 2016;18(1):e207816

Sonja Prcic: acquisition of data, analysis and interpreta-
tion of data, critical revision of the manuscript for impor-
tant intellectual content, Zoran Golusin: acquisition of 
data, analysis and interpretation of data, critical revision 
of the manuscript for important intellectual content.

Funding/Support:This study was supported in part by 
grant 114-451-1942/2011-03 from the Provincial Secretariat 
for Science and Technological Development of Vojvodina.

References
1.       Beebe-Dimmer JL, Pfeifer JR, Engle JS, Schottenfeld D. The 

epidemiology of chronic venous insufficiency and varicose 
veins. Ann Epidemiol. 2005;15(3):175–84. doi: 10.1016/j.annepi-
dem.2004.05.015. [PubMed: 15723761]

2.       Fowkes FG, Evans CJ, Lee AJ. Prevalence and risk factors of chronic 
venous insufficiency. Angiology. 2001;52 Suppl 1:S5–15. [PubMed: 
11510598]

3.       Robertson L, Evans C, Fowkes FG. Epidemiology of chronic 
venous disease. Phlebology. 2008;23(3):103–11. doi: 10.1258/ph-
leb.2007.007061. [PubMed: 18467617]

4.       Eberhardt RT, Raffetto JD. Chronic venous insufficiency. Circulation. 
2005;111(18):2398–409. doi: 10.1161/01.CIR.0000164199.72440.08. 
[PubMed: 15883226]

5.       Baker SR, Stacey MC, Jopp-McKay AG, Hoskin SE, Thompson PJ. Ep-
idemiology of chronic venous ulcers. Br J Surg. 1991;78(7):864–7. 
[PubMed: 1873720]

6.       Lopez AP, Phillips TJ. Venous Ulcers. Wounds . 1998;10:149–57.
7.       Murabito JM, Evans JC, Nieto K, Larson MG, Levy D, Wilson PW. 

Prevalence and clinical correlates of peripheral arterial disease 
in the Framingham Offspring Study. Am Heart J. 2002;143(6):961–
5. [PubMed: 12075249]

8.       Jelnes R, Gaardsting O, Hougaard Jensen K, Baekgaard N, Ton-
nesen KH, Schroeder T. Fate in intermittent claudication: out-
come and risk factors. Br Med J (Clin Res Ed). 1986;293(6555):1137–
40. [PubMed: 3094806]

9.       Criqui MH, Fronek A, Barrett-Connor E, Klauber MR, Gabriel S, 
Goodman D. The prevalence of peripheral arterial disease in a de-
fined population. Circulation. 1985;71(3):510–5. [PubMed: 3156006]

10.       Vakili H, Sadeghi R, Doustali K, Saadat H, Namazi MH, Safi M. 
Evaluation of asymptomatic peripheral arterial disease by ankle- 
brachial index in patients with concomitant coronary arterial 
disease. Int Cardiovasc Res J. 2012;6(4):128–30. [PubMed: 24757607]

11.       Hobson RW, Nelzn OW, Bergqvist DW. Leg ulcer etiology[mdash ]
A cross sectional population study. J Vasc Surg. 1991;14(4):557–64. 
doi: 10.1067/mva.1991.30144. [PubMed: 1920653]

12.       Callam MJ, Harper DR, Dale JJ, Ruckley CV. Arterial disease 
in chronic leg ulceration: an underestimated hazard? Lo-
thian and Forth Valley leg ulcer study. Br Med J (Clin Res Ed). 
1987;294(6577):929–31. [PubMed: 3107659]

13.       Pina E, Furtado K, Franks PJ, Moffatt CJ. [Leg ulcers in Portugal: 
an underestimated health care problem]. Rev Port Cir Cardiotorac 
Vasc. 2004;11(4):217–21. [PubMed: 15735774]

14.       Vowden KR, Vowden P. The prevalence, management and out-
come for patients with lower limb ulceration identified in a 
wound care survey within one English health care district. 
J Tissue Viability. 2009;18(1):13–9. doi: 10.1016/j.jtv.2008.11.002. 
[PubMed: 19097793]

15.       Humphreys ML, Stewart AH, Gohel MS, Taylor M, Whyman MR, 
Poskitt KR. Management of mixed arterial and venous leg ul-
cers. Br J Surg. 2007;94(9):1104–7. doi: 10.1002/bjs.5757. [PubMed: 
17497654]

16.       Ladwig A, Haase H, Bichel J, Schuren J, Junger M. Compression 
therapy of leg ulcers with PAOD. Phlebology. 2014;29(1 suppl):7–12. 
doi: 10.1177/0268355514529507. [PubMed: 24843079]

17.       Ducimetiere P, Richard JL, Pequignot G, Warnet JM. Varicose 
veins: a risk factor for atherosclerotic disease in middle-aged 
men? Int J Epidemiol. 1981;10(4):329–35. [PubMed: 7327831]

18.       Brand FN, Dannenberg AL, Abbott RD, Kannel WB. The epidemi-
ology of varicose veins: the Framingham Study. Am J Prev Med. 
1988;4(2):96–101. [PubMed: 3395496]

19.       Scott TE, Mendez MV, LaMorte WW, Cupples LA, Vokonas PS, Gar-
cia RI, et al. Are varicose veins a marker for susceptibility to coro-
nary heart disease in men? Results from the Normative Aging 
Study. Ann Vasc Surg. 2004;18(4):459–64. doi: 10.1007/s10016-004-
0056-z. [PubMed: 15156364]

20.       Makivaara LA, Ahti TM, Luukkaala T, Hakama M, Laurikka JO. Per-
sons with varicose veins have a high subsequent incidence of 
arterial disease: a population-based study in Tampere, Finland. 
Angiology. 2007;58(6):704–9. doi: 10.1177/0003319707299202. 
[PubMed: 18216380]

21.       Dormandy J. Peripheral vascular disease. Med North Am. 
1994:353–60.

22.       Lim CS, Davies AH. Pathogenesis of primary varicose veins. 
Br J Surg. 2009;96(11):1231–42. doi: 10.1002/bjs.6798. [PubMed: 
19847861]

23.       Khoshdel A, Seyed Jafari SM, Heydari ST, Abtahi F, Abdi Ardekani 
A, Jabbary Lak F. The prevalence of cardiovascular disease risk 
factors, and metabolic syndrome among Iranian military para-
chutists. Iranian Cardiovas Res J. 2012;6(2):51–5.

24.       Ostchega Y, Paulose-Ram R, Dillon CF, Gu Q, Hughes JP. Preva-
lence of peripheral arterial disease and risk factors in persons 
aged 60 and older: data from the National Health and Nutrition 
Examination Survey 1999-2004. J Am Geriatr Soc. 2007;55(4):583–
9. doi: 10.1111/j.1532-5415.2007.01123.x. [PubMed: 17397438]

25.       Kontosic I, Vukelic M, Drescik I, Mesaros-Kanjski E, Materljan E, 
Jonjic A. Work conditions as risk factors for varicose veins of the 
lower extremities in certain professions of the working popu-
lation of Rijeka. Acta Med Okayama. 2000;54(1):33–8. [PubMed: 
10709620]

26.       Lee AJ, Evans CJ, Allan PL, Ruckley CV, Fowkes FG. Lifestyle factors 
and the risk of varicose veins: Edinburgh Vein Study. J Clin Epide-
miol. 2003;56(2):171–9. [PubMed: 12654412]

27.       Carpentier PH, Maricq HR, Biro C, Poncot-Makinen CO, Franco A. 
Prevalence, risk factors, and clinical patterns of chronic venous 
disorders of lower limbs: a population-based study in France. 
J Vasc Surg. 2004;40(4):650–9. doi: 10.1016/j.jvs.2004.07.025. 
[PubMed: 15472591]

28.       Newman AB, Siscovick DS, Manolio TA, Polak J, Fried LP, Borhani 
NO, et al. Ankle-arm index as a marker of atherosclerosis in the 
Cardiovascular Health Study. Cardiovascular Heart Study (CHS) 
Collaborative Research Group. Circulation. 1993;88(3):837–45. 
[PubMed: 8353913]

29.       Dagenais GR, Maurice S, Robitaille NM, Gingras S, Lupien PJ. 
Intermittent claudication in Quebec men from 1974-1986: the 
Quebec Cardiovascular Study. Clin Invest Med. 1991;14(2):93–100. 
[PubMed: 2060193]

30.       Bainton D, Sweetnam P, Baker I, Elwood P. Peripheral vascular 
disease: consequence for survival and association with risk fac-
tors in the Speedwell prospective heart disease study. Br Heart J. 
1994;72(2):128–32. [PubMed: 7917683]

31.       Bhatt DL, Steg PG, Ohman EM, Hirsch AT, Ikeda Y, Mas JL, et al. 
International prevalence, recognition, and treatment of car-
diovascular risk factors in outpatients with atherothrombosis. 
JAMA. 2006;295(2):180–9. doi: 10.1001/jama.295.2.180. [PubMed: 
16403930]

32.       Smith GD, Shipley MJ, Rose G. Intermittent claudication, heart 
disease risk factors, and mortality. The Whitehall Study. Circula-
tion. 1990;82(6):1925–31. [PubMed: 2242518]

33.       Makivaara LA, Ahti TM, Luukkaala T, Hakama M, Laurikka JO. Arte-
rial disease but not hypertension predisposes to varicose veins. 
Phlebol. 2008;23(3):142–6. doi: 10.1258/phleb.2007.007058.

34.       Clark A, Harvey I, Fowkes FG. Epidemiology and risk factors for 
varicose veins among older people: cross-sectional population 
study in the UK. Phlebology. 2010;25(5):236–40. doi: 10.1258/ph-
leb.2009.009045. [PubMed: 20870870]

35.       Hiatt WR. Medical treatment of peripheral arterial disease and 
claudication. N Engl J Med. 2001;344(21):1608–21. doi: 10.1056/
NEJM200105243442108. [PubMed: 11372014]

36.       Kannel WB. Fifty years of Framingham Study contributions to 
understanding hypertension. J Hum Hypertens. 2000;14(2):83–90. 
[PubMed: 10723112]

37.       Mosti G, Iabichella ML, Partsch H. Compression therapy in mixed 
ulcers increases venous output and arterial perfusion. J Vasc Surg. 
2012;55(1):122–8. doi: 10.1016/j.jvs.2011.07.071. [PubMed: 21944912]


