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SUMMARY

Background: Previous studies investigating the health-related
quality of life of those with peripheral arterial disease have
focused on patients recruited_from hospital clinics. The health-
related quality of life of people with peripheral arterial disease in
the general population is unknown.

Aims: We aimed to determine the health-related quality of life of
people with intermittent claudication and asymptomatic
peripheral arterial disease in the general population and to
compare it with those with angina and those with no peripheral
arterial disease or angina.

Design of study: Analysis of cross-sectional data_from the 12-
year follow-up of a population-based cohort.

Setting: Edinburgh, Scotland.

Method: Data from the Edinburgh Artery Study cohort’s 12-year
Sfollow-up was analysed. Participants’ peripheral arterial disease
status was measured using the World Health Organisation
intermittent claudication questionnaire and the ankle brachial
pressure index. Self-assessed health-related quality of life data
was collected using the SF-36 generic questionnaire. Health-
related quality of life scores were calculated and their associations
with peripheral arterial disease status groups were tested.
Results: Subjects with intermittent claudication had significantly
worse median health-related quality of life scores than patients
without claudication in all domains except social functioning and
mental health. Patients with claudication had a significantly
lower physical component summary score than those without
claudication (P<0.001). This association remained gfter
adjustment for age, sex, social class, body mass index, smoking,
and angina. Those with angina and claudication had significantly
worse physical component summary scores than those with no
peripheral arterial disease or angina (P<0.001). No significant
difference was _found in health-related quality of life scores
between those with asymptomatic peripheral arterial disease and
those with no peripheral arterial disease even gfter multiple
adjustment for confounding factors.

Conclusion: People with intermittent claudication in the
community had impaired health-related quality of life related to
reduced physical health, but asymptomatic peripheral arterial
disease did not significantly gffect health-related quality of life.
Keywords: angina pectoris; intermittent claudication; peripheral
vascular disease; quality of life.
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Introduction

UALITY of life in the context of health and disease (health-

related quality of life) refers to a number of multidimen-
sional concepts related to wellbeing and satisfaction that can
be affected by ill health, including emotional status, physical
function, and social wellbeing.!? It is widely acknowledged
that patients’ judgements of how disease affects their lives
can provide health professionals with a greater understanding
of the impact of disease than can be gauged from objective
clinical investigation alone.® Thus, studies of health-related
quality of life are essential in identifying patient need, aiding
clinical decision making, and optimising care.*

Peripheral arterial disease is a condition that generally
affects older people — by late middle age about 5% of
men and women demonstrate symptoms of intermittent
claudication. In previous studies investigating health-
related quality of life in patients with intermittent claudica-
tion, participants have been recruited from hospitals, usu-
ally through outpatient or surgical clinics.57 Patients with
claudication attending hospital clinics are likely to have
more serious symptomatic disease than those who have
not sought medical advice or been referred into sec-
ondary care. To date, there has been no investigation of
the health-related quality of life of those with intermittent
claudication in the general population.

Additionally, over 80% of people with peripheral arterial
disease are asymptomatic.® This group has been under-
investigated in relation to health-related quality of life — pre-
sumably because the lack of symptoms means they do not
seek medical care and there is no obvious impact on their
health-related quality of life. However, recent assessment of
females with asymptomatic peripheral arterial disease has
shown that this condition was associated with impaired
lower limb functioning, even when the results were adjusted
for other comorbidities.®'® The presence of previously
unrecognised consequences of asymptomatic peripheral
arterial disease means that this stage of the disease could
potentially affect health-related quality of life.1°

The SF-36 has been recommended as a standard health-
related quality-of-life questionnaire for use in vascular
disease patients.'" Part of its suitability stems from the
large number of items on physical functioning, which is
especially pertinent when assessing people with peripher-
al arterial disease. This study aimed to determine the
health-related quality of life of participants with either inter-
mittent claudication or asymptomatic peripheral arterial
disease in the general population using the SF-36 ques-
tionnaire. In addition, comparisons were made with those
with angina and with those with no peripheral arterial
disease or angina.
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HOW THIS FITS IN

What do we know?

Studies of health-related quality of life
are essential in identifying patient need, aiding
clinical decision making, and optimising care, yet there has
been no rigorous investigation of the health-related quality of
life of those with intermittent claudication or asymptomatic
peripheral arterial disease in the general population.

What does this paper add?

Those with intermittent claudication in the general population
had lower health-related quality of life related to physical
functioning when compared with those free from claudication.
Those with asymptomatic peripheral arterial disease did not
have reduced health-related quality of life when compared with
those with no peripheral arterial disease.

Method
Study population

The data was collected as part of the Edinburgh Artery Study,
which began in 1987 as a cross-sectional survey of 1592 men
and women aged 55-74 years. The participants were random-
ly selected from 5-year age bands from 11 general practices
whose catchment areas were spread geographically and
socioeconomically throughout the city of Edinburgh. The
response rate was 65% and assessment of 20% of non-respon-
ders showed no substantial bias. Details of study procedures
have been published previously.® The study was approved by
the Lothian Health Board Ethics Committee, and informed
consent was obtained from each participant. The cohort was
followed up and clinical examinations held at 5years and
12 years from baseline. The current analysis used data collect-
ed only at the 12-year follow-up when 925 participants took
part (a response rate from surviving participants of 84%).

Clinical examination

Those taking part at the 12-year follow-up examination were
invited to a university clinic. Each participant completed a
self-administered questionnaire; this contained validated
questions regarding personal characteristics, social class,
smoking, and intermittent claudication and angina status
using the World Health Organisation (WHO) question-
naires.'? Health-related quality of life was measured using
version 1 of the SF-36 questionnaire.'®

Clinical measures were conducted by trained research staff.
Systolic and diastolic (phase V) blood pressures were mea-
sured only in the right arm using a Hawksley random zero
sphygmomanometer after participants were rested for 10 min-
utes in the supine position. The femoral, posterior tibial, and
dorsalis pedis pulses were palpated in both legs. Ankle sys-
tolic pressures were measured first in the right leg and then in
the left leg at the posterior tibial artery using a Sonicaid
Doppler ultrasound probe and a random zero sphygmo-
manometer with the cuff placed proximal to the malleoli. The
cuff was located next to the Doppler probe and inflated until
the pulse was no longer audible. The cuff was then deflated
and the pressure at which the pulse reappeared was noted. If
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the posterior pulse was not detectable, the dorsalis pedis
pulse was used wherever possible.

Data analysis

Information from the questionnaires was checked by staff
and then entered into a database using double entry. The
WHO intermittent claudication questionnaire was used to
assess participants’ claudication status. The ankle brachial
pressure index was calculated by dividing the ankle systolic
pressure by the brachial systolic pressure: the lower of the
two leg measurements was used in the analysis. All partici-
pants who scored positively on the WHO questionnaire were
classed as having intermittent claudication. Of the partici-
pants who scored negatively on the WHO questionnaire,
those with an ankle brachial pressure index <0.9 were con-
sidered as having asymptomatic peripheral arterial disease;
those with an ankle brachial pressure index >0.9 were con-
sidered to have no peripheral arterial disease.

The SF-36 is a generic health-related quality-of-life question-
naire that contains 36 questions covering eight domains
related to wellbeing (namely, physical functioning, role
limitation [physical], role limitation [emotional], social
functioning, mental health, energy/vitality, pain, general health
perception). The SF-36 domain scores for every individual
were calculated using weighted algorithms as directed by the
questionnaire developers.'® Missing domain data was
calculated for scales with more than two items where >50% of
the individuals’ answers were completed. In such cases, the
individual-specific mean of the completed items in a domain
was calculated and this figure was imputed. Participants’
scores from the eight domains can also be used to calculate
two summary scores — the physical component score and
mental component score — by using factor scores calculated
previously from large population studies using the SF-36.1314

In this analysis the two summary scores were calculated
using the recommended United States (US) factor scores.'
US factor scores were considered more applicable for this
analysis because they were based on data from an older
population than United Kingdom (UK) factor scores. In fact,
a comparison of the US and UK methods of weighting the
SF-36 summary measures concluded that the measures
were similar and it was suggested that the US factor scores
be used universally.'* To calculate the two summary scores,
a standardised score was calculated for each domain and
multiplied by the relevant factor scores. These new scores
were then standardised against a mean of 50 and a standard
deviation of 10. The summary scores were checked as rec-
ommended by the developers of the questionnaire.' Since
both final scores were negatively skewed, they were trans-
formed to normality for analysis by squaring.

The association between peripheral arterial disease status
and health-related quality of life was investigated; all statisti-
cal analysis was carried out on SPSS (version 11) and
Mircosoft Excel. Associations between two categorical vari-
ables were assessed using the x? test. Differences in health-
related quality-of-life domain data were assessed using the
Mann-Whitney test for the comparison of two groups, or the
Kruskal-Wallis test where there were more than two groups.
Statistical testing on the square of the two summary scores
was carried out using analysis of variance or Student’s t-test
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Table 1. Peripheral arterial disease categories by age, sex, social
class, body mass index, smoking, and angina.

Intermittent  Asymptomatic No
claudication PAD PAD
(n=53) (n=398) (n=327) P-value
Age (years)?
Mean 75.9 74.4 75.2
95% CI 745t077.2 7391t074.0 74.7t075.8 0.040
Sex (%)
Male 54.7 60.1 34.9
Female 453 39.9 65.1 <0.001
Social class (%)
land Il 43.4 58.5 43.7
I (MP and
NM©) 37.7 35.9 47.4
IVand V 18.9 5.5 8.9 <0.001
BMI
Mean 26.4 25.6 26.0
95% Cl 25110277 253t026.0 25.5t026.4 0.353
Smoking status (%)
Current 20.8 5.5 13.8
Ex 39.6 46.0 42.2
Never 39.6 48.5 44.0 <0.001
Angina (%)
Yes 32.7 12.6 12.9
No 67.3 87.4 87.1 <0.001

From an overall total of 925 participants, 16% of participants did not have
their peripheral arterial disease status recorded due to missing data. @ Both
age and body mass index were skewed and thus the data was log
transformed with results presented as geometric means and transformed
Cls. ®’manual. °non-manual. PAD = peripheral arterial disease. BMI = body
mass index.

with Bonferroni’s correction where appropriate. All signifi-
cance tests were two-sided and the 5% significance level was
used to denote statistical significance.

Two multiple linear regression models were constructed to
examine the independent relationship of claudication and
either the physical component score or the mental compo-
nent score. An a priori model was specified detailing the vari-
ables that could potentially confound the relationship
between intermittent claudication and health-related quality of
life. These variables were: age (years), sex, social class, body
mass index, smoking (assessed using pack years, which was
squared root transformed to normality), ankle brachial pres-
sure index (categorical 0.9 and >0.9), and angina (yes/no).
Two further models were constructed to examine the associa-
tion between asymptomatic peripheral arterial disease
(defined using individuals’ ankle brachial pressure index) and
each of the two summary scores after adjustment for age
(years), sex, social class, body mass index, and smoking
(pack years). In these last two models, participants with clau-
dication and/or angina were excluded.

Results

Table 1 shows the demographic and risk factor characteris-
tics of participants from the 12-year follow-up of the
Edinburgh Artery Study with intermittent claudication,
asymptomatic peripheral arterial disease, and no peripheral
arterial disease. The group was considered to be generally
representative of the population from which it was taken.

828

However, of the 182 survivors who did not take part in the
12-year follow-up, a quarter gave iliness/frailness as their rea-
son for non-attendance. Therefore, this population is likely to
represent a slightly healthier group than all survivors.

Of the study population (n = 925), 5.7% had intermittent
claudication diagnosed using the WHO questionnaire alone
(of these, a quarter had an ankle brachial pressure index
<0.9), 43.0% had asymptomatic peripheral arterial disease
when defined as no evidence of claudication from the WHO
questionnaire and an ankle brachial pressure index <0.9,
and 35.4% of the population had no peripheral arterial dis-
ease when defined as no evidence of claudication from the
WHO questionnaire and an ankle brachial pressure index
>0.9. The remaining 15.9% of participants could not have
their peripheral arterial disease status classified because of
missing examination data.

The geometric mean ages of the participants (range
66-87 years) were significantly different between sub-
groups but the mean body mass index (range 14-59) did
not differ significantly. More males than females had either
claudication or asymptomatic peripheral arterial disease. In
the asymptomatic peripheral arterial disease group, 58.5%
of people were from social class | and II; only 5.5% were
from the lowest social class groups. In contrast, almost a
fifth of the claudication group were from social class IV and
V. The intermittent claudication group had the highest pro-
portion of current smokers (20.8%) and the highest preva-
lence of angina (32.7%). This prevalence was more than
twice that of the asymptomatic peripheral disease group or
the no peripheral arterial disease group.

Intermittent claudication and health-related
quality of life

A total of 53 participants were identified as having intermit-
tent claudication. Of these, 49 (92.5%) had a valid SF-36
score. Table 2 shows that those with claudication had a sig-
nificantly lower median score (P<0.01) in each SF-36
domain except mental health and social functioning. For the
role limitation (emotional) domain a significant difference
was found (P = 0.007) although the medians and 5-95 per-
centiles were the same; this occurred due to the
Kruskal-Wallis test examining the different distribution of the
groups’ scores rather than the summary measures.

The differences between the groups’ summary scores
reflect the differences observed in the eight domains (Table
3). The mean physical component score for participants with
claudication (39.4, 95% confidence interval [CI] = 36.0 to
42.6) was significantly lower than the scores for participants
without claudication (46.3, 95% Cl = 45.6 to 47.0; P<0.001).
No significant difference was found between the two groups
for the mental component score. After adjusting for age, sex,
social class, body mass index, smoking, ankle brachial pres-
sure index, and angina, the significant association between
intermittent claudication and reduced physical component
score (P = 0.008) and the non-significant association for the
mental component score (P = 0.415) remained.

Angina, intermittent claudication, and
health-related quality of life

In the study population, 32.7% of people with claudication
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Table 2. Health-related quality-of-life domain scores in those with
and without claudication.

Median (5-95 percentile)

IC No IC
n=49 n=800 P-value
Physical functioning 55.0 80.0
(12.5-95.0) (10.0-100.0) <0.001
Role limitation 25.0 100.0
(physical) (0-100.0) (0-100.0) <0.001
Role limitation 100.0 100.0
(emotional) (0-100.0) (0-100.0) 0.007
Social functioning 88.9 100.0
(11.0-100.0)  (33.3-100.0) 0.083
Mental health 72.0 84.0
(56.0-100.0)  (44.0-100.0) 0.227
Energy/vitality 45.0 65.0
(15.0-78.0) (20.0-90.0) <0.001
Pain 66.7 88.9
(15.0-78.0) (22.0-100.0) 0.009
General health 57.0 72.0
perception (22.0-100.0) (25.0-97.0) 0.001

Missing data arose from missing claudication status data or where
those with claudication data were missing health-related quality-of-life
data. IC = intermittent claudication.

had angina compared to 13.0% of people without claudica-
tion (P<0.001). Those with both angina and intermittent clau-
dication had the lowest health-related quality-of-life score in
every domain and those free from both diseases had the
highest score, or equal-highest score, in every domain
(Table 4). The differences for mental health were not signifi-
cant across the groups (P = 0.115). Those with claudication
alone had slightly higher domain scores than those with
angina alone in all domains except mental health and both
physical and emotional role limitation. The four disease
groups had highly significant overall differences in physical
component scores (P<0.001) but not in mental component
scores (P = 0.442).

We then examined two-group comparisons and, using
Bonferroni’s correction, there were significant differences
between the no angina or claudication group physical com-
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ponent score (47.1, 95% Cl = 46.4 to 47.8) and the scores
for the combined claudication and angina group (35.5, 95%
Cl = 29.1 t0 41.0, P<0.001) and the angina only group (41.0,
95% CI = 38.8 to 43.0, P<0.001).

Asymptomatic peripheral arterial disease and
health-related quality of life

A total of 36.9% of the study population had asymptomatic
peripheral arterial disease (having an ankle brachial pres-
sure index of <0.9 and no claudication) and also had no
angina (Table 1). This was compared to 30.1% of the study
population who had no peripheral arterial disease (having
an ankle brachial pressure index >0.9 and no claudication)
and also had no angina. The domain score medians for the
asymptomatic peripheral arterial disease and no peripheral
arterial disease groups were significantly different only for
the physical functioning domain (P = 0.001) and the men-
tal health domain (P = 0.003), where the group with asymp-
tomatic peripheral arterial disease had higher median
scores than those with no peripheral arterial disease.

The mean physical component score of the group with
asymptomatic peripheral arterial disease (48.3, 95% Cl = 47.3
to 49.2) was higher than that of the group of those with no
peripheral arterial disease (46.8, 95% Cl = 45.6 to 48.0)
although the mean difference was non-significant (P = 0.058).
No significant difference was found in mental component
score between the groups. When adjustments were made for
age, sex, social class, body mass index, and smoking there
was no significant difference between those with asympto-
matic peripheral arterial disease and those with no peripheral
arterial disease for either the physical or mental component
scores (P-values of 0.948 and 0.644 respectively).

Discussion
Summary of main findings

Intermittent claudication and health-related quality of life. The
findings from this study suggest that those with intermittent
claudication in the general population have lower health-
related quality of life related to physical functioning when
compared with those with no claudication. The physical com-
ponent score highlights that this reduction was mainly due to

Table 3. Linear regression models for the relationship between intermittent claudication and the physical and mental summary scores®

Physical component score (n=700)

Mental component score (n=700)

B Standard error ~ P-value B Standard error P-value
Intermittent claudication
(Yes; reference group no) 378.07 141.96 0.008 116.38 142.77 0.415
Age -3193.44 455.74 <0.001 620.81 458.36 0.176
Sex (Male; reference group female) 187.46 65.99 0.005 274.38 66.37 <0.001
Social class
(I and II; reference group IV and V) 284.19 125.94 0.024 430.03 126.66 <0.001
(Ill; reference group IV and V) 170.25 126.92 0.180 160.74 127.66 0.208
Body mass index -5.06 203.89 <0.001 697.23 205.06 <0.001
Smoking 5.36 1.73 0.004 1.74 1.74 0.420
ABPI (<0.9; reference group >0.9) 26.07 66.92 0.697 -14.72 67.31 0.827
Angina (Yes; reference group no) 500.55 91.31 <0.001 72.89 91.83 0.428

aadjusted for age, sex, social class, body mass index, smoking, ankle brachial pressure index, and angina. ABPI = ankle brachial pressure index.
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Table 4. Health-related quality-of-life domain scores of participants with and without intermittent claudication and angina.

Median (5-95 percentile)

IC and angina (n=14)

Physical functioning

Role limitation (physical)
Role limitation (emotional)
Social functioning

Mental health 72.0 (52.0-100.0)
Energy/vitality 37.5 (15.0-75.0)
Pain 50.0 (22.2-100.0)
General health perception 53.5 (10-100.0)

50.0 (15.0-100.0)
12.5 (0-100.0)
83.3 (0-100.0)

77.8 (11.1-100.0)

IC only (n=31)

65.0 (12.0-95.0)
50.0 (0-100.0)
100.0 (0-100.0)
100.0 (10-100.0)
76.0 (88.0-98.0)
60.0 (12.5-82.5)
77.9 (16.7-100.0)
62.0 (27.5-94.5)

Angina only (n=99) No IC or angina (1=679) P-value
60.0 (5.0-95.0) 80.0 (10.0-100.0) <0.001
50.0 (0-100.0) 100.0 (0-100.0) <0.001
100.0 (0-100.0) 100.0 (66.7-100.0) 0.015

88.9 (22.2-100.0) 100.0 (33.3-100.0) <0.001
80.0 (40.0-96.0) 84.0 (48.0-92.0) 0.115
50.0 (9.75-85.0) 65.0 (25.0-90.0) <0.001
66.7 (22.2-100.0) 88.9 (22.2-100.0) <0.001
57.0 (15.0-92.0) 72.0 (30.0-97.0) <0.001

Missing data arose from either missing claudication status data, angina status data, or both, or because of missing health-related quality-of-life

data. IC = Intermittent claudication.

the disease’s detrimental effect on physical health.
Additionally, the non-significant difference between the men-
tal component scores of those with claudication and those
without supports previous findings, indicating that claudica-
tion is not associated with reduced psychological health,'>16
or depression.'” In general, doctors should be more alerted
to the physical rather than the psychological consequences
of claudication in patients.

The mean physical component score in men and women
aged >65 years in the US is 42 and the mean mental compo-
nent score is 51.'% The physical component score of people
with claudication in this study was 39, lower than the US’
>65 years population mean, whereas the people without clau-
dication had a physical component score of 46, slightly higher
than the US >65 physical component summary mean. The
mental component scores of people with and without claudi-
cation were above the population mean; this occurred in all
groups investigated in this study. The use of US factor scores
also allowed summary scores from this study to be compared
with population summary scores for different conditions
calculated by Ware et al.'® The claudication group’s physical
component score was lower than the US’ population physical
component scores for arthritis (US score = 43), cancer (US
score = 45), chronic lung disease (US score = 42), but high-
er than the US population scores for angina (US score = 36)
and congestive heart failure (US score = 31)." The results
suggest that the physical consequences of claudication are
comparable to those of other major diseases.

Angina, intermittent claudication, and health-related quality
of life. Although it is common for people with intermittent
claudication to suffer from angina,'® no study has investi-
gated the combined effect of intermittent claudication and
angina on health-related quality of life. Angina has been
reported to reduce SF-36 population physical component
scores to well below population means.' In this study, par-
ticipants with both claudication and angina had worse
physical component scores than the claudication only and
the angina only group. These differences, however, were
not statistically significant, probably because of the small
numbers in the claudication and angina group. There was
also no significant difference between the physical comp-
onent score of the claudication only group and the angina
only group. However, the combined claudication and ang-
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ina group, the claudication only group, and the angina only
group all had significantly worse physical component
scores when compared with the combined no peripheral
arterial disease or angina group.

Asymptomatic peripheral arterial disease and health-related
quality of life. Although it has been reported that females
with asymptomatic peripheral arterial disease have reduced
lower leg functioning, it was not known whether asympto-
matic disease impacts on health-related quality of life.'°
This study is the first to investigate the health-related quality
of life of those with asymptomatic peripheral arterial disease
in the general population. Where there were significant dif-
ferences in domain scores, the asymptomatic group had the
higher scores. The asymptomatic group also had higher
physical component scores than those with no peripheral
arterial disease, although the P-value was of borderline sig-
nificance at 0.058. However, when markers for comorbidities
(such as smoking and body mass index) and other variables
(for example, social class) were adjusted for, there was no
significant independent association between the asympto-
matic peripheral arterial disease group and the physical
component score, and the no peripheral arterial disease
group and the physical component score.

The increased health-related quality-of-life scores of the
group of participants with asymptomatic peripheral arterial
disease compared with the group of those without the dis-
ease may be related to the social class distribution of the
groups. This would explain why adjustment for social class in
the regression model removes the significant difference
between the two groups. The asymptomatic group had a
higher number of people from social class | and Il and fewer
people from social class IV and V when compared with the
groups of participants with claudication and those with no dis-
ease. Not only do higher classes report better health-related
quality of life,’® it has been reported that those from higher
social classes generally respond better to interventions.2°

Although asymptomatic peripheral arterial disease may
affect leg functioning,® this study suggests that it does not
lead to a reduced health-related quality of life, especially
when other comorbidities and confounding factors are
adjusted for. However, the health-related quality of life for
specific sub-groups of those with peripheral arterial disease
may need to be examined further.
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Strengths and limitations of the study

Intermittent claudication is a debilitating disease that causes
pain and physical disability. Rigorous investigation of health-
related quality of life in participants with claudication was
essential in order to gain a comprehensive understanding of
this disease group’s needs. The advantage of this study
over other studies on peripheral arterial disease is that the
results can be generalised to the community and not just
those with the most serious claudication. It also acknowl-
edges that people with peripheral arterial disease often have
other cardiovascular comorbidity, such as angina, which can
further limit physical functioning and cause pain.

However, an accurate measurement of health-related
quality of life is recognised as being a difficult process that
depends on the correct selection of a measurement instru-
ment as well as its correct administration. Although the
SF-36 questionnaire has been recommended for use with
patients with peripheral arterial disease,'’ as a short and
generic questionnaire it does not cover all areas related to
peripheral arterial disease. For example, erectile dysfunction
has been reported in males with peripheral arterial dis-
ease,?' but sexual function is not assessed by the SF-36. It
has been suggested that disease-specific questionnaires,
such as the Claudication Scale,?2 remove the risk of attribut-
ing low health-related quality-of-life scores caused by non-
peripheral arterial disease to peripheral arterial disease.?
However, as our study involved the general population
rather than a population with known peripheral arterial
disease, a disease-specific measure was not suitable as this
would not accurately capture health-related quality-of-life
data from people without peripheral arterial disease. If the
aim was to measure the health-related quality of life of
people with known peripheral arterial disease, a disease-
specific measure would most likely be used, as long as it
had previously been validated.

Implications for clinical practice

Intermittent claudication is a common illness, yet its impact
on patients’ lives is often underestimated. It has been
argued that much less awareness and support is given to
patients with claudication, compared with that available for
other common chronic conditions, such as diabetes.?*

This study suggests that the reduction in health-related
quality of life of a person with claudication may be lower than
population health-related quality-of-life scores for other seri-
ous illnesses, such as chronic lung disease and cancer.
Additionally, many people with intermittent claudication suffer
from other cardiovascular diseases, such as angina, and the
effect of having two medical conditions may have a cumula-
tive effect on health-related quality of life. The considerable
reduction in health-related quality of life in patients with clau-
dication highlights the need for successful interventions to
alleviate this condition.

It is important that health-related quality of life is recog-
nised as an important outcome for those with peripheral arte-
rial disease, rather than relying on clinical measures alone,
especially as there is often weak correlation between clinical
measures of peripheral arterial disease and health-related
quality-of-life scores.?® Therefore, this study also highlights
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that health professionals, especially those in primary care,
must be aware of the potential impact of this disease on their
patients’ lives by assessing health-related quality of life as
well as using traditional clinical measures. Health-related
quality-of-life assessment is most important as part of the ini-
tial assessment of a patient, if there has been deterioration in
symptoms, or where an invasive treatment, such as surgery,
is being considered.
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