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5. Screening for Peripheral 
Arterial Disease

Burden of Suffering

Peripheral arterial disease (PAD) becomes increasingly common with age.
An estimated 12–17% of the population over age 50 have PAD.1–4 In-
creased mortality has been well documented in patients with PAD, a dis-
ease that is strongly associated with coronary artery disease and that shares
many of the same risk factors.1,2,5–9 Although only a small proportion of in-
dividuals with PAD and intermittent claudication develop skin breakdown
or limb loss, pain and associated disability often restrict ambulation and
the overall quality of life.1,5 Persons at increased risk for PAD include cig-
arette smokers and persons with diabetes mellitus or hypertension.1,5,9,10

Diabetic PAD is responsible for about 50% of all amputations.1

Accuracy of Screening Tests

There is evidence that a history of intermittent claudication and the pal-
pation of peripheral pulses are unreliable techniques for the detection of
PAD.1,3,8,11 In one study, a battery of noninvasive tests for PAD was admin-
istered to 624 hyperlipidemic subjects aged 38–82.7 In this population, the
sensitivity and positive predictive value of a classic history of claudication
were only 54% and 9%, respectively, when compared with the results of
formal noninvasive testing. The sensitivity of an abnormal posterior tibial
pulse was 71%, the positive predictive value was 48%, and the specificity
was 91%. An abnormal dorsalis pedis pulse had a sensitivity of only 50%;
this artery is congenitally absent in 10–15% of the population.11 The au-
thors concluded that symptoms and abnormal pulses are not pathogno-
monic for PAD.7 Greater accuracy has been achieved with noninvasive
testing using Doppler ankle-arm pressure ratios, measurement of reactive
hyperemia after exercise, pulse reappearance time, ultrasound duplex

RECOMMENDATION

Routine screening for peripheral arterial disease in asymptomatic persons
is not recommended. Clinicians should be alert to symptoms of periph-
eral arterial disease in persons at increased risk (see Clinical Intervention)
and should evaluate patients who have clinical evidence of vascular dis-
ease.
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scanning, and plethysmography.1,5,12,13 At present, however, additional
data on sensitivity, specificity, and positive predictive value of these tests in
asymptomatic populations are needed before noninvasive testing can be
considered for routine screening.

Effectiveness of Early Detection

Because surgery for PAD is offered only to patients with symptomatic dis-
ease, the rationale for the early detection of asymptomatic PAD is that risk
factor modification following detection might lower subsequent morbidity
and mortality from PAD and systemic atherosclerotic disease. By virtue of
its strong association with coronary atherosclerosis and coronary events,5

the early diagnosis of PAD might also lead to the detection of asympto-
matic coronary heart disease. Evidence of these benefits is lacking, how-
ever. There has been no research to examine whether the detection and
treatment of asymptomatic persons with PAD reduces the morbidity or
mortality observed in symptomatic patients. It is clear that certain inter-
ventions are beneficial in symptomatic persons. There is evidence, for ex-
ample, that patients who stop smoking have marked improvement in PAD
symptoms and reduced overall cardiovascular mortality.1,14 Certain an-
tithrombotic drugs may also be of benefit.15 It is unknown whether treat-
ment measures used in symptomatic patients are beneficial in
asymptomatic patients.1,6 Examples include walking programs, control of
weight and blood pressure, correction of elevated serum lipids and glu-
cose, proper foot care, and certain drugs.

Recommendations of Other Groups

There are no official recommendations for physicians to screen asympto-
matic persons for PAD, although inspection of the skin and palpation of
peripheral pulses are often included in the physical examination of the ex-
tremities. A recent international workshop sponsored by the American Di-
abetes Association and American Heart Association recommends annual
screening for PAD in patients with diabetes.16

Discussion

Evidence is lacking that routine screening for PAD in asymptomatic per-
sons is effective in reducing morbidity or mortality from this disease. Many
of the behavioral interventions that might be prescribed after detecting
PAD—smoking cessation (Chapter 54), blood pressure control (Chapter
3), and exercise (Chapter 55)—can be recommended without screening
and are of proven value in the prevention of other atherosclerotic condi-
tions, such as coronary heart and cerebrovascular disease. Screening by
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physical examination in the general population of asymptomatic adults,
where the prevalence of PAD is low, is likely to produce a substantial num-
ber of false-positive results. Positive screening results will necessitate ex-
pensive noninvasive tests and may lead to potentially hazardous invasive
tests such as arteriography. At the same time, it is not known whether the
early detection of PAD in asymptomatic patients will result in more effec-
tive treatment of risk factors or better outcomes.

CLINICAL INTERVENTION

Routine screening for peripheral arterial disease in asymptomatic persons
is not recommended (“D” recommendation). Clinicians should screen for
hypertension (see Chapter 3) and hypercholesterolemia (Chapter 2), and
they should provide appropriate counseling regarding the use of tobacco
products (Chapter 54), physical activity (Chapter 55), and nutritional risk
factors for atherosclerotic disease (Chapter 56). Clinicians should be alert
to symptoms of PAD in persons at increased risk (persons over age 50,
smokers, diabetics) and evaluate patients who have clinical evidence of
vascular disease.

The draft update of this chapter was prepared for the U.S. Preventive Services Task
Force by Stephen Tabet, MD, MPH, and Alfred O. Berg, MD, MPH.
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