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LETTER TO THE EDITORLETTER TO THE EDITOR

Best Practice in Ankle Brachial Index 
Measurement

■ To the Editor:

I read with interest the article by Phyllis Bonham regard-
ing accurate measurement and calculation of the ankle 
brachial index (ABI) in clinical pra ctice.1 Many readers will 
certainly fi nd the most up-to-date defi nition of the proce-
dure in this concise text. To make some contribution, I 
would like to acknowledge some of our experience and 
easy applications that we integrated to ABI measurement.

As most performers of the ABI test can realize after mul-
tiple measurements, there are a couple of problems with 
the procedure that can potentially affect obtaining the op-
timal results. The fi rst is the risk or possibility of external 
pressure to the cuffs in both upper and lower extremities 
during pulse readings. This may occur when the patient is 
supine and the extremities freely lie over the couch with 
full contact to the mattress. The cuff is also in direct con-
tact with the couch after it is wrapped. Infl ation of the cuff 
causes it to be pressed between the extremity and the mat-
tress, possibly leading to inconsistent pulse readings and 
inaccurate measurements. To make a comparison, this is 
also something we strongly avoid during a regular blood 
pressure measurement in the arms. In addition, the pa-
tient most often must place his or her upper extremities 
closed to the trunk while lying on the couch. This neutral 
position not only causes diffi culty in cuff wrapping and 
risk of outside pressure but also results in placement of the 
arms below the level of the heart. In this case, blood fl ow 
to the arms increases, which may decrease the reliability 
of the measurement.

To overcome these concerns, we developed 2 simple 
modifi cations for the ABI test. First, to ensure the comfort 
of the arms, we place 2 infl exible metal armrests of 20-cm 

width on the head of the couch (under the mattress) with 
an angle of 30°. Second, while the patient is supine, we 
support the ankles upward by placing foam rubbers of 
5 cm height under the heels. At the same time, arms are 
supported by placing 10 cm foam rubbers onto the arm-
rests and under the elbows, serving also as a guide and al-
lowing the arms to be separated slightly from the body. By 
doing these things, (1) the patient feels more comfortable 
during the procedure, (2) arms can be elevated up to the 
level of the heart, (3) readings are taken easier by the ob-
server, and (4) the risk of any external pressure to the cuffs 
can successfully be eliminated. In addition, my team 
wraps 4 identical Velcro cuffs at the same time for easier 
readings and to save time. We also frequently use ear-
phones for the lower extremity readings whenever we 
meet a weak sound.

In conclusion, to my knowledge there is no previous 
guideline recommendations on the issues listed earlier. I 
have the idea that such applications may help the per-
formers of the test and are also essential for an optimal 
and standardized ABI measurement.
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