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Lower extremity peripheral arterial disease (PAD) affects approxi-
mately 12% of older patients in the general population (1-3). The 

diagnosis of PAD is considered to be a major risk factor for future cardio-
vascular (CV) events and mortality (1,2,4-14). Previous investigations 
have also shown that the risk of mortality in patients with asymptomatic 
PAD is similar to those with severe or symptomatic PAD (10,15). 
Similarly, the health-related quality of life of patients with PAD is simi-
lar in patients with other forms of CV disease (CVD) (16), and PAD has 
even been associated with higher rates of depression (17).

A clinical tool for both the diagnosis of PAD and the assessment of 
global CV risk stratification is the ankle-brachial index (ABI). The ABI 
is calculated as the ratio of the highest brachial systolic pressure to the 
highest systolic pressure in either the dorsalis pedis (DP) or the posterior 
tibial (PT) artery, and is most often measured using a handheld Doppler 
ultrasound device. The current ABI reference standard of 0.90 or lower 
has a sensitivity of 90% and a specificity of 98% for the detection of a 
hemodynamically significant stenosis of 50% or greater proximally in 
the lower limb (18,19). In our laboratory, an ABI of 0.96 to 1.30 is 
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BACKGROUND: Peripheral arterial disease (PAD) is a major risk fac-
tor for adverse cardiovascular events. There has been a definite push for 
wider use of the ankle-brachial index (ABI) as a simple screening tool for 
PAD. Perhaps this has occurred to the detriment of a thorough physical 
examination. 
OBJECTIVE: To assess the accuracy of the physical examination to detect 
clinically significant PAD compared with the ABI.
METHODS: PADfile, the PAD module of CARDIOfile (the Kingston 
Heart Clinic’s cardiology database [Kingston, Ontario]), was searched for 
all patients who underwent peripheral arterial testing. Of 1619 patients, 
1236 had all of the necessary data entered. Patients’ lower limbs were 
divided into two groups: those with a normal ABI between 0.91 and 1.30, 
and those with an abnormal ABI of 0.90 or lower. Peripheral pulses were 
graded as either absent or present. Absent was graded as 0/3, present but 
reduced (1/3), normal (2/3) or bounding (3/3). Femoral bruits were graded 
as either present (1) or absent (0). Using the ABI as the gold standard, the 
sensitivity, specificity, negative predictive value (NPV), positive predictive 
value and overall accuracy were calculated for the dorsalis pedis pulse, the 
posterior tibial pulse, both pedal pulses, the presence or absence of a femo-
ral bruit and, finally, for a combination of both pedal pulses and the pres-
ence or absence of a femoral bruit.
RESULTS: In 1236 patients who underwent PAD testing and who under-
went a complete peripheral vascular physical examination (all dorsalis 
pedis and posterior tibial pulses palpated and auscultation for a femoral 
bruit), the sensitivity, specificity, NPV, positive predictive value and accu-
racy for PAD were 58.2%, 98.3%, 94.9%, 81.1% and 93.8%, respectively.
CONCLUSIONS: The clinical examination of the peripheral arterial 
foot pulses and the auscultation for a femoral bruit had a high degree of 
accuracy (93.8%) for the detection or exclusion of PAD compared with the 
ABI using the cut-off of 0.90 or lower. If both peripheral foot pulses are 
present in both lower limbs and there are no femoral bruits, the specificity 
and NPV of 98.3% and 94.9%, respectively, make the measurement of the 
ABI seem redundant. The emphasis in PAD detection should be redirected 
toward encouraging a thorough physical examination.
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La précision de l’examen physique pour déceler 
la maladie artérielle périphérique des membres 
inférieurs

HISTORIQUE : La maladie artérielle périphérique (MAP) est un 
important facteur de risque d’événements cardiovasculaires. On a observé 
des pressions évidentes pour utiliser davantage l’indice tibio-brachial (ITB) 
comme simple outil de dépistage de la MAP. Cette impulsion s’est peut-être 
faite au détriment d’un examen physique approfondi.
OBJECTIF : Évaluer la précision de l’examen physique par rapport à l’ITB 
pour déceler une MAP significative sur le plan clinique.
MÉTHODOLOGIE : Les chercheurs ont effectué des recherches dans 
PADfile, le module des MAP de CARDIOfile (base de données cardiologiques 
de la Kingston Heart Clinic de Kingston, en Ontario) afin de déceler tous les 
patients qui avaient subi un dépistage de maladie artérielle périphérique. 
Des 1 619 patients relevés, 1 236 possédaient toutes les données nécessaires. 
Les patients étaient divisés en deux groupes : ceux à l’ITB normal entre 
0,91 et 1,30, et ceux à l’ITB anormal de 0,90 ou moins. Les pouls 
périphériques étaient classés comme absents ou présents. Les pouls étaient 
classés comme absents (0/3), présents mais réduits (1/3), normaux (2/3) ou 
bondissants (3/3). Les souffles fémoraux étaient classés comme présents (1) 
ou absents (0). Au moyen de l’ITB comme norme de référence, les 
chercheurs ont calculé la sensibilité, la spécificité, la valeur prédictive 
négative (VPN), la valeur prédictive positive et la précision globale du 
pouls dorsal du pied, du pouls tibial postérieur, des deux pouls pédieux, de la 
présence ou de l’absence de souffle fémoral et, enfin, d’une association des 
pouls pédieux et de présence ou d’absence de souffle fémoral.
RÉSULTATS : Chez les 1 236 patients qui ont subi un dépistage des MAP 
et un examen physique vasculaire périphérique complet (palpation de tous 
les pouls pédieux et tibiaux postérieurs et auscultation du souffle fémoral), 
la sensibilité, la spécificité, la VPN, la valeur prédictive positive et la 
précision de la MAP s’élevaient à 58,2 %, 98,3 %, 94,9 %, 81,1 % et 
93,8 %, respectivement.
CONCLUSIONS : L’examen clinique des pouls pédieux des artères 
périphériques et l’auscultation du souffle fémoral avaient un fort taux de 
précision (93,8 %) pour dépister ou exclure la MAP par rapport à l’ITB au 
moyen de la valeur seuil de 0,90 ou moins. Si les deux pouls pédieux 
périphériques sont présents dans les deux membres inférieurs et qu’on ne 
repère pas de souffle fémoral, la spécificité de la VPN correspondant à 
98,3 % et à 94,9 %, respectivement, rendent la mesure de l’ITB redondante. 
Il faudrait recommencer à favoriser l’examen physique approfondi pour 
dépister une MAP.
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considered to be normal. An ABI of between 0.91 and 0.95 is a ‘grey 
zone’ and in this group, we closely examine the segmental pressures, 
continuous- wave Dopplers, toe-brachial index and pulse volume record-
ings to help decide on normality. An ABI of between 0.81 and 0.90 is 
considered to be mild PAD. An ABI of 0.50 to 0.80 is considered to be 
moderate PAD and an ABI of lower than 0.50 is considered to be severe 
PAD. An abnormally high ABI (greater than 1.30) occurs in patients 
with incompressible arteries, due to calcification of the vascular media. 
This is most often seen in elderly and diabetic patients. A high ABI 
(greater than 1.30) is also associated with increased CV risk (20).

Despite the advent of advanced diagnostic techniques, physicians 
are further required to determine which patients might benefit the 
most from further testing. Previous studies have investigated the 
usefulness of the peripheral vascular physical examination to identify 
patients with an abnormal ABI (0.90 or lower). However, differences 
in reference standards, patient populations and methodology make 
drawing conclusions regarding the utility of the physical examina-
tion for the detection of PAD difficult. Furthermore, current data 
are lacking regarding the accuracy of the physical examination in a 
community- based outpatient setting.

Our objective was to determine the accuracy of the peripheral vascu-
lar examination to detect the presence or absence of PAD as defined by 
an ABI of 0.90 or lower among patients referred to the Kingston Heart 
Clinic (Kingston, Ontario) for peripheral physiological arterial testing 
for suspected PAD or for ABI screening in high-risk groups.

METHODS
Patient population
The Kingston Heart Clinic is a community-based outpatient car-
diology practice. PADfile, the PAD module of CARDIOfile (the 
clinic’s cardiology database), was searched for all patients who 
underwent peripheral arterial testing. All tests were performed 
between December 2005 and February 2010. Patients were referred 
either for suspected PAD or because they were at high risk for PAD 
(ie, patients older than 70 years of age, diabetic patients 50 to 69 years 
of age, smokers 50 to 69 years of age or patients with intermediate 
Framingham risk scores of 10% to 19%). Of the 1619 patients who 
underwent peripheral arterial testing, 228 were excluded due to an 
abnormally high ABI (greater than 1.30) in either the left leg, the 
right leg or both legs. The clinic’s own data indicated, quite clearly, 
that these patients did not have obstructive PAD. In fact, the high 
ABI group had a very similar profile to the normal ABI group includ-
ing the physical examination (Table 1). As expected, the high ABI 

group had a higher prevalence of diabetes and was, on average, older 
than the normal ABI group. What was unexpected was that the high 
ABI group had a much lower prevalence of smoking (12.7% versus 
24.2%; P<0.005) (Table 1). Furthermore, the intention of the pres-
ent study was to compare the accuracy of the physical examination 
to detect obstructive PAD (ABI 0.90 or lower) with the accuracy 
of detecting no PAD (ABI 0.91 to 1.30). A further 156 patients 
were excluded because at least one physical examination field was 
missing in CARDIOfile. This was due, in large part, to the femoral 
bruit field being empty (the right in 154 patients, the left in 147 and 
either in 155). Some foot pulse data were also absent (the right DP 
in 56 patients, the right PT in 57 and both in 56; and the left DP in 
56, the left PT in 57 and both in 56). Absent foot pulses alone only 
reduced the number of patients by one. The indications for PAD 
testing are shown in Table 2. 

TAble 2
Indications for peripheral arterial disease testing (n=1236)
Indication according to vascular screening n
Age ≥70 years* 519
Smokers 50 to 69 years of age* 218
Diabetes 50 to 69 years of age* 153
Intermediate Framingham risk (10% to 19%) <70 years* 148
Total 1038
Indication for ankle-brachial index measurement
No symptoms (190 fit into a vascular screening group) 275
Leg discomfort 246
Symptomatic peripheral arterial disease 171
Abnormal foot pulses 102
Cold feet 89
Erectile dysfunction   66
Peripheral ulceration 36
Skin colour changes 18
Peripheral bruits 14
Postrevascularization 5
Not stated 8
Vascular screening indication only* 206
Total 1236
*At least one of the four vascular screening indications were present

TAble 1
Characteristics of patients with an abnormally high ankle-brachial index (AbI; greater than 1.30) in either the right leg, the 
left leg or both legs, compared with patients with normal AbIs in both legs

High AbI (n=142) Normal AbI (n=920) P
Male/female ratio 128/14 625/295 <0.0001
Age, years, mean ± SD 67.6±8.9 65.5±10.3 <0.05
ABI right leg, mean ± SD 1.35±0.11 1.13±0.09 <0.0001
ABI left leg, mean ± SD 1.34±0.14 1.13±0.09 <0.0001
Abnormal right TBI* 23/119 (16.2) 166/754 (18.0) NS
Abnormal right TBI† 13/129 (9.1) 102/818 (11.1) NS
Abnormal left TBI* 22/120 (15.5) 177/743 (19.2) NS
Abnormal left TBI† 18/124 (12.7) 110/810 (12.0) NS
Femoral bruits 9/133 (6.3) 82/838 (8.9) NS
Normal examination‡ 92/50 (64.8) 563/357 (61.2) NS
Hypertensive 86/56 (60.6) 615/305 (66.8) NS
Dyslipidemic 111/31 (78.2) 662/258 (71.9) NS
Smokers 18/124 (12.7) 223/697 (24.2) <0.005
Diabetic 52/90 (36.6) 259/661 (28.1) <0.05
Data presented as yes/no (% yes) unless otherwise indicated. Fisher’s exact test was used for differences between proportions. An unpaired t test was used for 
differences between means. *Strict toe-brachial index (TBI) cut-off of lower than 0.72; †Conservative cut-off for a TBI of lower than 0.66; ‡Normal examination means 
that all four distal foot pulses are present and there are no femoral bruits bilaterally. NS Nonsignificant
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Physiological PAD testing
PAD testing was performed using a Nicolet VasoGuard (CareFusion 
Corporation, USA) physiological testing system using the four-cuff 
method for segmental pressures and pulse volume recordings. 
Proximal vessels were isonated using a 4 MHz transducer. Distal ves-
sels were isonated using an 8 MHz transducer for the continuous-
wave Dopplers. The ABI and toe- brachial index were recorded in all 
patients. Patients’ lower limbs were divided into two groups: those 
with an ABI of greater than 0.90 and 1.30 or lower, and those with 
an ABI of 0.90 or lower. The examination of the peripheral pulses, 
and the auscultation for ileofemoral and femoral bruits were per-
formed by one registered nurse (CT) who was specifically trained in 
the vascular examination. Peripheral pulses were graded as either 
absent or present. Absent was graded as 0/3, present but reduced was 
graded as 1/3, normal was graded as 2/3 and a bounding pulse was 
graded as 3/3. Femoral bruits were graded as either present or absent 
based on auscultation. The Edinburgh questionnaire (21) was not 
specifically used; however, claudication was believed to be present 
when the patient experienced leg discomfort with exercise that was 
relieved by rest within 1 min to 5 min.

Data interpretation 
Using the ABI as the gold standard, the sensitivity, specificity, positive 
predictive value, negative predictive value (NPV), accuracy, positive 
likelihood ratio and negative likelihood ratio were calculated in the 
usual manner for the DP pulse, the PT pulse, both DP and PT pulses, 
the presence or absence of a femoral bruit, for a combination of the DP 
pulse, PT pulse and the presence or absence of a femoral bruit, and for 
claudication. The ABI data are presented for the total number of legs 
tested (n=2472). An unpaired t test was used to detect differences 
between means. Fisher’s exact test was used to detect differences 
between proportions. The level of significance was adjusted using the 
Bonferroni correction method for multiple comparisons.

RESULTS
The mean (± SD) age of the entire population (n=1236) was 
66.6±10.5 years. There were 821 men (66.4%) and 415 women 
(33.6%). A total of 751 patients (60.8%) had a history of CVD (previ-
ous myocardial infarction, stroke/transient ischemic attack or revascu-
larization). A total of 900 patients (72.8%) were treated with a statin 
for dyslipidemia, 862 (69.7%) were being treated for hypertension, 
375 (30.3%) had diabetes and 336 (27.2%) were current smokers. A 
total of 1158 patients (93.7%) had at least one major CV risk factor. 
Concomitant drug therapy is shown in Table 3.

In 928 patients (75.1%), both ABIs were normal (greater than 0.90 
and 1.30 or lower). A total of 348 patients (28.1%) had at least 
one abnormal ABI (0.90 or lower), and in 166 of these patients 
(13.4%), both ABIs were abnormal. The prevalence of PAD in the 
population, defined as an ABI of 0.90 or lower, was 28.1%. Prevalence 
according to deciles of age is shown in Figure 1. 

The sensitivity, specificity, positive predictive value, NPV and 
accuracy of the vascular physical examination to detect an ABI of 0.90 
or lower are shown in Table 4. All components of the vascular physical 
examination had a relatively low sensitivity and high specificity for 
detecting an ABI of 0.90 or lower. A combination of all components 
of the physical examination had a higher accuracy to detect an abnor-
mal ABI (0.90 or lower), compared with any other component of the 
physical examination. In a leg with a completely normal vascular 
examination (all DP and PT pulses present and the absence of a femo-
ral bruit), the specificity, NPV and accuracy were 98.3%, 94.9% and 
93.8%, respectively. The more complete the physical examination, the 
higher the accuracy when compared with the ABI (Table 4).

A comparison of patients with a completely normal peripheral 
arterial examination (all four pedal pulses present and no femoral 
bruits; n=575) and patients with an abnormal peripheral examination 
(absent DP and PT pulses and the presence of a femoral bruit on either 
the right leg, the left leg or both legs; n=90) is shown in Table 5. As 

TAble 3
Concomitant drug therapy
Drug n %
Acetylsalicylic acid total 886 71.7
Acetylsalicylic acid alone 749 60.6
Acetylsalicylic acid/clopidogrel 95 7.7
Clopidogrel alone 40 3.2
Acetylsalicylic acid/dipyridamole 7 0.6
Acetylsalicylic acid/warfarin 30 2.4
Acetylsalicylic acid/warfarin/clopidogrel 5 0.4
Warfarin alone 57 4.6
Total antiplatelet or antithrombotic 983 79.5
Statin 805 65.1
ACEI alone 533 43.1
Angiotensin receptor blocker alone 145 11.7
ACEI/angiotensin receptor blocker combined 8 0.6
Total ACEI/angiotensin receptor blocker 686 55.5
ACEI Angiotensin-converting enzyme inhibitor

TAble 4
Results for the detection of an ankle-brachial index of 0.90 or lower
Peripheral arterial disease parameter n Sensitivity Specificity PPV NPV Accuracy + lR – lR
Claudication 2472 78.6 67.6 34.7 92.0 68.9 2.3 0.38
DP pulse only 2472 63.9 80.6 43.2 90.7 77.5 3.3 0.45
PT pulse only 2472 70.0 83.4 49.3 92.3 80.9 4.2 0.36
Femoral bruit only 2472 36.1 92.0 51.1 86.2 81.6 4.5 0.69
Both pedal pulses* 1888 73.0 91.5 65.5 93.9 88.2 8.6 0.30
Both DP and PT pulses and femoral bruit† 1524 58.2 98.3 81.1 94.9 93.8 34.2 0.43
When two* or three† variables must all be either normal or abnormal, there is diminishing return and, therefore, the numbers decrease. + LR Positive likelihood ratio; 
– LR Negative likelihood ratio; DP Dorsalis pedis; NPV Negative predictive value; PPV Positive predictive value; PT Posterior tibial

Figure 1) Prevealence of peripheral arterial disease according to deciles of 
age (years)
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seen, these patients were older, more likely to be smokers, more likely 
to be hypertensive and more likely to be diabetic. There was no signifi-
cant difference in male to female distribution and no significant differ-
ence in the incidence of dyslipidemia.

DISCUSSION
There is little doubt that PAD is a major cause of morbidity and dimin-
ished quality of life, and a major risk factor for adverse CV events 
including mortality. The ABI is a well-validated tool for categorizing 
disease severity and assessing CV risk.

Previous studies have assessed the use of the vascular physical 
examination for detecting PAD; however, some studies (22-27) 
included only symptomatic patients, some (24,28-30) included only 
asymptomatic patients, and other studies (28,31) exclusively studied 
patients with diabetes mellitus. Disparities in the reference standard 
for disease detection (ie, ABI cut-off) also make consensus on the 
usefulness of the vascular physical examination difficult (32). 
Current data concerning the accuracy of the physical examination to 
detect an ABI of 0.90 or lower in a heterogeneous population are 
lacking.

Our study included a large number of men and women, both with 
and without diabetes, and both symptomatic and asymptomatic. Only 
171 patients (13.8%) were referred for PAD testing due to symptoms 
associated with PAD, whereas 890 patients (72%) referred had factors 
associated with increased vascular risk.

Claudication alone had a relatively poor accuracy to detect an 
abnormal ABI, and was a poor predictor of an abnormal ABI. Only 
34.7% of patients with claudication had an ABI of 0.90 or lower. 
These data are not surprising and, in accordance with previous studies 
(29,32), reflect the fact that claudication is dependent on the func-
tional demand of the circulation and lower limb pain may be masked 
by adequate collateral circulation.

The most striking finding from our data was the very high specific-
ity, NPV and accuracy for all pulses present in the absence of a femoral 
bruit in predicting a normal ABI. The high specificity (98.3%) indi-
cates that patients with an abnormal vascular physical examination 
should be directed toward ABI measurement. The rather high positive 
likelihood ratio (odds of an abnormal ABI in a patient with an abnor-
mal versus a normal vascular physical examination) of 34.2 also indi-
cated that patients lacking both DP and PT pulses in the presence of a 
femoral bruit would likely benefit from having their ABI measured. 
Previous studies (24,25,27-29) have examined combinations of pulse 
palpation for detecting an abnormal ABI; however, we are unaware of 
previous studies investigating a combination of both an abnormal 
pulse and a femoral bruit. Previous studies (32) investigating combina-
tions of pulse palpation alone have found more modest positive likeli-
hood ratios – similar to those observed in our study. 

Conversely, the high NPV indicates that 94.9% of patients with a 
normal vascular physical examination have a normal ABI. The overall 
accuracy of an abnormal vascular physical examination was 93.8%. 

Therefore, our data suggest that a complete vascular physical examina-
tion can exclude patients from redundant ABI testing, and ABI mea-
surement should be focused toward patients with an abnormal vascular 
physical examination. 

Limitations
Although the Kingston Heart Clinic is a community-based outpatient 
cardiac facility, it is a major outpatient cardiac referral centre for CVD 
in southeastern Ontario. As such, there is a higher prevalence of periph-
eral vascular disease in those patients referred. Although there is a 
higher prevalence of PAD, we do not believe this should detract from 
the most important finding, which is the importance of a complete 
peripheral arterial examination that includes all four pedal pulses and 
the auscultation for a femoral bruit before embarking on the measure-
ment of the ABI.

Another issue is the experience of the person (CT) who performed 
the majority of the clinical examinations and, therefore, the general 
application of our data to the practicing physician. Surely, this is the 
wrong message to be sending. The message should be that with the 
same application and dedication to the peripheral arterial physical 
examination, anyone can reliably expect to achieve similar results. 
The registered nurse (CT) had no expertise in the peripheral arterial 
examination and the first 85 cases were performed under the supervi-
sion of a physician (MFM).  We believe that anyone can be taught this 
examination and eliminate unnecessary ABI measurements. We also 
believe that most physicians have the necessary expertise and all that 
is needed is the application.

There could be some concern regarding the exclusion of patients 
with a high ABI (greater than 1.30). First, we would simply say that 
our intention was to compare a normal ABI (0.91 to 1.30) with an 
ABI that clearly indicates obstructive PAD (ie, an ABI of 0.90 or 
lower). Second, there is overwhelming evidence that an ABI of 0.90 
or lower has a high sensitivity and specificity for a stenosis of greater 
than 50% somewhere in the leg proximally, usually the aorto-iliac or 
superficial femoral systems on the affected side. Third, there is no 
evidence from our data that a high ABI is associated with obstructive 
PAD disease proximally. This is supported by showing that a com-
pletely normal toe-brachial index (TBI) (0.72 or greater with a strict 
definition) that is not affected by peripheral arterial calcification was 
seen in approximately 85% of our high ABI patients. Using the more 
conservative definition of a normal TBI (0.66 or greater), this per-
centage of normal TBIs in the high ABI group increases to almost 
93%. Furthermore, these percentages are not significantly different 
from the normal ABI group, and the high ABI group had a similar 
profile to the normal ABI group including the physical examination 
(Table 1). It is well known that patients with a high ABI have a 
higher CV risk, but we believe this is most likely explained by the 
higher prevalence of diabetes and the higher mean age in this group 
(Table 1). Therefore, we believe that including the high ABI in the 
normal ABI group would be methodologically wrong and, even if we 

TAble 5
Characteristics of patients with absent dorsalis pedis pulse, absent posterior tibial pulse and a femoral bruit in the right leg, 
the left leg or both legs (abnormal examination) compared with patients with none of these findings on both legs

Abnormal examination (n=90) Normal examination (n=575) P
Male/female ratio 57/33 402/173 0.2212*
Age, years 69.8±11.2 64.0±9.8 <0.0001**
Ankle-brachial index right leg 0.78±0.21 1.15±0.08 <0.0001**
Ankle-brachial index left leg 0.72±0.23 1.14±0.08 <0.0001**
Hypertensive, n (%) 76 (84.4) 368 (64.0) <0.0001*
Dyslipidemic, n (%) 74 (82.2) 417 (72.5) 0.0536*
Smokers, n (%) 39 (43.3) 137 (23.8) <0.0005*
Diabetic, n (%) 38 (42.2) 152 (26.4) <0.005*
Data presented as mean ± SD unless otherwise indicated. *Fisher’s exact test for differences between proportions; **Unpaired t test for differences between means. 
P<0.00625 (ie, 0.05/8) was considered to be significant using the Bonferroni correction for multiple comparisons
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had, it would not have affected the overall results of the physical 
examination. 

CONCLUSION
Vascular physical examination of the lower limbs provides valuable 
information when investigating lower limb PAD. The clinical exami-
nation of the peripheral arterial foot pulses and the auscultation for a 
femoral bruit has a high degree of accuracy (93.8%) for the detection 
or exclusion of PAD when compared with the ABI using the cut-off of 
0.90 or lower. If both peripheral foot pulses are present in both lower 
limbs and there are no femoral bruits, the specificity and NPV of 
98.3% and 94.9%, respectively, make the measurement of ABI seem 
redundant. The emphasis in PAD detection should be directed toward 
encouraging a thorough physical examination.




