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BACKGROUND
Pulse wave velocity (PWV) is blood pressure (BP) dependent, leading 
to the development of the BP-corrected metrics cardio-ankle vascular 
index (CAVI) and CAVI0. We aimed to assess risk prediction by heart-to-
ankle PWV (haPWV), CAVI, and CAVI0 in a US population.

METHODS
We included 154 subjects (94.8% male; 47.7% African American) 
with and without heart failure (HF). Left and right haPWV, CAVI, and 
CAVI0 were measured with the VaSera 1500N device. We prospectively 
followed participants for a mean of 2.56 years for the composite end-
point death or HF-related hospital admission (DHFA).

RESULTS
Left and right haPWV, CAVI, and CAVI0 values did not differ signifi-
cantly. In unadjusted analyses, haPWV (left standardized hazard ratio 
[HR] = 1.51, P = 0.007; right HR = 1.66, P = 0.003), CAVI (left HR = 1.45, 
P = 0.012; right HR = 1.58, P = 0.006), and CAVI0 (left HR = 1.39, P = 0.022; 
right HR = 1.44, P = 0.014) significantly predicted DHFA. Predictive ability 
showed a decreasing trend from haPWV to CAVI to CAVI0; in line with 
the increasing amount of BP correction in these metrics. In Cox models, 
right-sided metrics showed a trend toward stronger predictive ability 
than left-sided metrics. After adjustment for baseline HF status, the 
Meta-Analysis Global Group in Chronic Heart Failure (MAGGIC) risk score, 
and systolic BP, right haPWV (HR = 1.58, P = 0.025) and CAVI (HR = 1.44, 
P = 0.044), but no other stiffness metrics, remained predictive.

CONCLUSIONS
Although conceptually attractive, BP-corrected arterial stiffness met-
rics do not offer better prediction of DHFA than conventional arterial 
stiffness metrics, nor do they predict DHFA independently of systolic 
BP. Our findings support PWV as the primary arterial stiffness metric 
for outcome prediction.
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Arterial stiffness as measured by carotid–femoral pulse wave 
velocity (PWV) has been shown to predict cardiovascular 
events.1–3 However, PWV is known to depend on blood 
pressure at the time of measurement.4–6 This led to the devel-
opment of arterial stiffness indices correcting for this blood 
pressure dependence, including cardio-ankle vascular index 
(CAVI).7 In 2017, CAVI was further refined into CAVI0,8,9 
removing the residual acute blood pressure dependence that 
is potentially remaining in CAVI.

To our knowledge, the predictive ability of CAVI0 has not 
been assessed to date. Moreover, the predictive ability of CAVI 
was studied predominantly in Asian populations, with results 
suggesting a modest association between CAVI and incident 
cardiovascular risk.10 However, studies in European and US 
populations are lacking. This important gap of knowledge was 
identified in the Arterial Stiffness recommendations from the 
American Heart Association, which called for more stiffness 
studies in US-based populations.11

Recently, Tomiyama et  al. observed that blood pressure 
correction may attenuate the predictive ability of PWV.12 
In particular, when they performed correction using the 
same equation employed in CAVI, they observed reduced 
predictive ability for new onset of hypertension and new 
onset of retinopathy. However, instead of heart–ankle PWV 
(haPWV, as in CAVI), brachial–ankle PWV (baPWV) was 
used. Furthermore, the influence of CAVI0-based correction 
on prediction was not assessed.

In this study, we present the first US-based data regarding 
the prognostic value of CAVI and CAVI0, and aim to assess 
and compare risk prediction by haPWV, CAVI, and CAVI0.

METHODS

Study population

We enrolled 156 subjects with and without heart failure 
(HF) referred for a cardiac magnetic resonance imaging 
study at the Corporal Michael J.  Crescenz VA Medical 
Center, Philadelphia, PA. The protocol was approved by 
the Philadelphia VA Medical Center Institutional Review 
Board, and written informed consent was obtained from all 
participants. Key exclusion criteria were as follows: (i) claus-
trophobia; (ii) presence of metallic objects or implanted 
medical devices in the body; (iii) atrial fibrillation, flutter, or 
significant arrhythmia at the time of enrollment, which may 
compromise the study measurements; and (iv) diagnosed 
or suspected infiltrative myocardial disease (cardiac or 
extracardiac amyloidosis or sarcoidosis).

Heart failure with reduced ejection fraction (HFrEF) 
was defined as a symptomatic HF in the presence of a left 
ventricular ejection fraction <50%. Heart failure with pre-
served ejection fraction (HFpEF) was defined as: (i) NYHA 
Class II–IV symptoms consistent with HF, in the absence of 
significant aortic stenosis; (ii) left ventricular ejection frac-
tion >50%; (iii) a mitral E wave to annular e′ ratio >14,13 or 
at least 2 of the following: (a) a mitral E wave to annular e′ 
ratio >8; (b) treatment with a loop diuretic for control of HF 
symptoms; (c) left atrial volume index >34 ml/m2 of body 
surface area; (d) NT-pro B-type natriuretic peptide level 
>200 pg/ml; (e) left ventricular mass index >149  g/m2 in 

men and 122 g/m2 in women (measured by cardiac MRI). 
Subjects without HF had a left ventricular ejection fraction 
>50%, no significant valvular disease, and no symptoms and 
signs consistent with HF.14,15

We prospectively followed participants for the com-
posite endpoint of death or HF-related hospital admission 
(DHFA). All events were formally adjudicated by physicians 
as per standardized criteria based on medical record re-
view. The data underlying this article cannot be shared with 
investigators outside the Corporal Michael J.  Crescenz VA 
Medical Center given that participants did not consent to 
wider sharing of their research data.

Measurements

Subjects underwent arterial stiffness assessments using 
the VaSera 1500N device (Fukuda Denshi, Tokyo, Japan). 
Before measurements were taken, subjects were rested com-
fortably for 10 minutes in the supine position. Measurements 
were taken using 2 brachial and 2 ankle cuffs (one per side), 
and a phonocardiograph, according to the manufacturer’s 
instructions. Cuffs were placed approximately 2 cm above the 
antecubital fossa on the arms and approximately 2 cm above the 
medial malleolus on the legs. Cuff size was adjusted according 
to arm size as per the manufacturer’s instructions. The VaSera 
device estimates haPWV by combining the heart-to-brachial 
transit time, which is obtained as the time difference between 
the closing of the aortic valve (from the phonocardiogram) and 
the dicrotic notch on the brachial cuff signal, and the brachial-
to-ankle transit time, obtained as the foot-to-foot time differ-
ence between the brachial and ankle cuffs. For further details, 
see refs. 7,16. Data were transferred for analysis using the VaSera 
Data Management Software VSS-10U (Fukuda Denshi).

Calculations

Left and right haPWV (L-haPWV and R-haPWV) were 
calculated as described previously7,16:

 

L-haPWV =
L

tbR + tbaL
;
 (1)

 

R-haPWV =
L

tbR + tbaR
.
 (2)

tbR denotes the heart-to-right-brachial transit time; tbaL and 
tbaR denote the transit time from right-brachial to left and 
right ankle, respectively.16,17 L is the estimated heart-to-ankle 
arterial pathway length.17 CAVI and CAVI0 are then calcu-
lated as7,8:
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with ρ  =  1,050  kg/m3 the blood mass density, and 
Pref = 100 mm Hg a reference pressure.8 Dimensional cor-
rectness was assured by converting all variables used in 
the CAVI/CAVI0 equations to standard (International 
System of Units, SI) units, i.e., Pa, m/s, and kg/m3, prior to 
calculations.  Ps and Pd are the systolic and diastolic blood 
pressures, measured automatically by the VaSera device at 
the right brachial location. Consistent with the CAVI defi-
nition, right-brachial blood pressure is used in the computa-
tion of both left and right CAVI.16,17 As CAVI0 adopted this 
standard,18 left and right CAVI0 values were also computed 
using right-brachial blood pressures. a and b are CAVI-
dependent scale factors.17,18 When L-haPWV is used for 
haPWV, L-CAVI and L-CAVI0 are obtained; when R-haPWV 
is used for haPWV, R-CAVI, and R-CAVI0 are obtained.

Statistical analysis

Continuous variables are presented as mean ± SD  and 
compared using one-way analysis of variance (ANOVA, when 
normally distributed); or as median (25th, 75th percentile) and 
compared using a Kruskal-Wallis test (otherwise). Categorical 
variables are shown as total counts with percentages and were 
compared using Chi squared (χ 2) or Fisher’s exact tests. We 
used Cox proportional hazards regression to assess the rela-
tionship between various arterial indices and time to DHFA. 
For each parameter, we performed both unadjusted analyses 
and analyses that adjusted for key covariates. We adjusted for: 
(i) HF status and Meta-Analysis Global Group in Chronic 
Heart Failure (MAGGIC) risk score, which is an optimized 
prognostic multivariable score developed for both HFrEF and 
HFpEF19; and (ii) further adjusted for systolic blood pressure. 
Systolic blood pressure was obtained directly from the VaSera 
device (right brachial; Ps) and hence was measured simultane-
ously with the stiffness measurements. Besides systolic blood 
pressure, we did not include individual components of the 
MAGGIC score and other potential predictors of outcomes 
in order to avoid overfitting of statistical survival models, 
given the limited number of events. All hazard ratios are 
standardized (i.e., represent the relative risk per SD change 
in the predictor), to facilitate an intuitive comparison of the 
association between different indices. Statistical significance 
was defined as a 2-tailed P value < 0.05. Statistical analyses 
were performed using the MATLAB Statistics and Machine 
Learning Toolbox (MATLAB R2016b, MathWorks; Natick, 
MA) and SPSS for Mac v22 (SPSS, Chicago, IL).

RESULTS

Study population

Two cases were excluded from the analysis due to missing 
clinical data (n = 1) and lack of enough information for con-
fident adjudication of HF status (n  =  1), yielding n  =  154 
patients included in our further analyses. Our population 
was composed predominantly of males (95%), and nearly 
50% of this population was of African American ethnicity 
(Table 1). Mean follow-up time was 2.56 years. During fol-
low-up, 32 composite events (21 deaths/18 HF admissions) 
were recorded. Table 1 shows baseline study population 

characteristics stratified by HF status (no HF, HFrEF, and 
HFpEF). There were no significant differences in demo-
graphics and most clinical factors between the groups, al-
though body mass index was significantly greater in the 
HFpEF group, whereas systolic blood pressure and the 
prevalence of diabetes were numerically greater (though 
statistically not significantly different) in the HFpEF group. 
The proportion of participants receiving beta blockers, 
angiotensin-converting enzyme inhibitors/angiotensin re-
ceptor blockers, and furosemide was greater in both HF 
groups, whereas spironolactone use was greater only in 
HFrEF, and hydralazine use was most common in HFpEF.

Arterial stiffness

Heart-to-ankle PWV L-haPWV and R-haPWV did not 
differ significantly (9.45 vs. 9.38 m/s, P = 0.31). Survival anal-
ysis (Figure 1a,b), however, revealed no crude significance for 
L-haPWV (P = 0.087), in contrast to R-haPWV (P = 0.015). 
In Cox proportional hazards regression (Table 2), this trend in 
left–right differences persisted, with R-haPWV demonstrating 
consistently smaller P values for prediction of DHFA than 
L-haPWV. R-haPWV remained significant after adjustment 
for the MAGGIC risk score and HF status (P = 0.0280) and 
additional adjustment for systolic blood pressure (P = 0.0254). 
L-haPWV, however, was not a significant predictor after these 
adjustments (P = 0.1508 and P = 0.1395, respectively).

CAVI L-CAVI and R-CAVI did not differ significantly 
(9.75 vs. 9.64, P = 0.27). In survival analysis (Figure 1c,d), 
both L-CAVI and R-CAVI predicted the risk of DHFA. In 
Cox regression (Table 2), right-sided values appeared to be 
stronger predictors of outcome than left-sided values. After 
adjustment for the MAGGIC risk score and HF status, only 
R-CAVI remained a significant predictor (P  =  0.0446) of 
DHFA, which remained significant after further correction 
for systolic blood pressure (P = 0.0439).

CAVI0 Similar to haPWV and CAVI, no left–right CAVI0 
difference was observed. CAVI0 crude survival curves were 
very similar to CAVI survival curves (compare Figure 1e 
vs. c and Figure 1f vs. d), with R-CAVI0 showing smaller P 
values for DHFA prediction than L-CAVI0. In Cox regres-
sion analyses (Table 2), left–right differences in P value 
persisted, and L-CAVI0 and R-CAVI0 were only significantly 
predictive in an unadjusted model.

Comparison of predictive powers of haPWV, CAVI, and 
CAVI0 Figure 2 shows the results of Cox regression from 
Table 2 as volcano plots. In all 3 panels, a trend emerged 
suggesting that, with increasing blood pressure correction 
(i.e., from haPWV to CAVI to CAVI0), predictive power 
decreases as visualized by the arrows (standardized hazard 
ratio decreases while P increases, noting that the y-axis 
shows negative log-transformed P values).

DISCUSSION

We assessed the ability of 3 arterial stiffness metrics based 
on heart-to-ankle transit time measurements to predict 
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DHFA in a US-based population: haPWV, CAVI, and CAVI0. 
We observed that (i) going from haPWV to CAVI to CAVI0, 
predictive power shows a decreasing trend, and (ii) met-
rics obtained from the right body side appeared to show a 
stronger predictive ability than those from the left body side.

Arterial PWV, and hence haPWV, depends on blood 
pressure at the time of measurement.5,6 Already in 1923, 
Bramwell and Hill observed this dependence,4 which is 
caused by the nonlinear mechanical behavior of the artery 
wall, which can be summarized through an exponential 
relationship between arterial pressure and diameter.5,20,21 
Several studies have since implemented a pressure correc-
tion of PWV, either statistically or through computation of 
pressure-corrected indices.22 One such index is CAVI, which, 
based on the Bramwell–Hill equation and a linearized form 

of the distensibility equation, corrects PWV for its blood 
pressure dependence.7 CAVI is essentially a form of stiffness 
index β, though now obtained by conversion of a transit time 
PWV (instead of β’s normal calculation based on a local dis-
tension and pressure measurement). In a study from 2017, 
CAVI was, on a theoretical/mathematical basis, suggested to 
show a residual acute blood pressure dependence.8 In that 
same study, CAVI0 was proposed, which differed from CAVI 
in 2 principal ways.23 First, and most important, whereas 
CAVI assumes a linearized, diastolic-to-systolic compliance 
term, CAVI0 uses a diastolic compliance term, based on the 
rationale that a (diastolic) foot-to-foot PWV metric such as 
haPWV acutely depends most strongly on diastolic blood 
pressure.4,24 Second, an additional term, −ln

Ä
Pd
Pref

ä
 (see 

Table 1. Baseline characteristics of study population

No HF HFrEF HFpEF P value

n 106 30 18 —

Age [years] 64.0 ± 10.9 67.3 ± 11.2 66.4 ± 10.7 0.2937

Male sex 100 (94.34%) 30 (100.00%) 16 (88.89%) 0.2265

Race

 White 54 (50.94%) 12 (40.00%) 8 (44.44%) 0.5412

 African American 46 (43.40%) 18 (60.00%) 10 (55.56%) 0.2185

 Other 6 (5.66%) 0 (0.00%) 0 (0.00%) 0.2433

BMI [kg/m2] 29.0 ± 6.1 28.7 ± 4.2 33.9 ± 7.8 0.0056

Systolic blood pressure [mm Hg] 138 (130,156) 149 (131,169) 150 (142,160) 0.0819

Diastolic blood pressure [mm Hg] 87 (82,95) 89 (84,103) 92 (84,95) 0.1432

Hypertension 78 (74.29%) 23 (76.67%) 17 (94.44%) 0.1700

Coronary artery disease 27 (25.71%) 9 (30.00%) 8 (44.44%) 0.2646

COPD 10 (9.62%) 5 (16.67%) 4 (22.22%) 0.2438

eGFR [ml/min/1.73 m2] 86 (68,101) 79 (61,98) 85 (50,92) 0.4656

Diabetes mellitus 42 (40.00%) 11 (36.67%) 11 (64.71%) 0.1276

Current smoking 28 (27.72%) 6 (20.69%) 3 (16.67%) 0.5083

Medication use

 Beta blockers 50 (47.17%) 25 (86.21%) 13 (72.22%) 0.0003

 Aspirin 54 (50.94%) 20 (68.97%) 11 (61.11%) 0.1969

 ACE inhibitors or ARBs 53 (50.00%) 24 (82.76%) 15 (83.33%) 0.0006

 Furosemide 2 (1.90%) 18 (62.07%) 12 (66.67%) <0.0001

 Spironolactone 6 (5.66%) 7 (24.14%) 1 (5.56%) 0.0080

 Statins 75 (70.75%) 25 (86.21%) 12 (66.67%) 0.2003

 Long-acting nitrates 8 (7.55%) 2 (7.14%) 3 (16.67%) 0.4224

 Hydralazine 2 (1.89%) 1 (3.45%) 3 (16.67%) 0.0114

 Warfarin 8 (7.55%) 5 (17.24%) 0 (0.00%) 0.0979

 Calcium-channel blockers 30 (28.30%) 5 (17.24%) 8 (44.44%) 0.1304

 Thiazides 23 (21.90%) 3 (10.34%) 3 (16.67%) 0.3599

For continuous variables, values denote mean ± standard deviation (when normally distributed) or median (25th, 75th percentile) (otherwise). 
For discrete variables, values denote count (percentage). Systolic and diastolic blood pressures refer to the right-brachial blood pressures as 
obtained using the VaSera device. P values < 0.05 are printed in bold. Abbreviations: ACE, angiotensin-converting enzyme; ARB, angiotensin 
receptor blocker; BMI, body mass index; COPD, chronic obstructive pulmonary disease; eGFR, estimated glomerular filtration rate; HF, heart 
failure; HFpEF, heart failure with preserved ejection fraction; HFrEF, heart failure with reduced ejection fraction.
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equation (4)) was added, which overcomes an assumption 
in the derivation of stiffness index beta.25 CAVI0 values can 
easily be obtained through conversion of CAVI values,16,18 or 
through direct calculation by using equation (4).

In the initial CAVI0 study,8 regular CAVI was shown to 
be substantially less pressure dependent than PWV. From 

that study, it followed that acute blood pressure depend-
ence decreases from PWV (most) to CAVI (less) to CAVI0 
(least). Strikingly, in the present study, we show that predic-
tive power of these indices also decreases, in the same order. 
This suggests that, the better the blood pressure correction, 
the weaker the predictive power of a stiffness metric. Indeed, 
this may make sense, as blood pressure per se is one of the 

Figure 1. Kaplan–Meier survival curves for left (L) and right (R) heart-to-ankle pulse wave velocity (haPWV; a and b, respectively), cardio-ankle vascular 
index (CAVI; c and d, respectively), and CAVI0 (e and f, respectively). Median values are used as cutoffs. P values are based on log-rank tests.
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most well-known predictors of mortality.26 PWV, hence, 
combines intrinsic arterial stiffness with blood pressure in-
formation, making it an excellent predictor.

Tomiyama et al. compared the predictive ability of baPWV 
with that of β-transformed baPWV.12 Note that this β trans-
formation uses the exact same equation that is used to com-
pute CAVI from haPWV, hence, their β-transformed baPWV 
may be regarded as a “BAVI,” a brachial–ankle vascular index, 
analogous to CAVI. They observed that in young normo-
tensive men, regular baPWV was a better predictor of the 
development of hypertension and of retinopathy than the 
β-transformed baPWV, which may be due to the added pre-
dictive value of blood pressure present in baPWV. The present 
study confirms this trend, with CAVI0 additionally showing a 
trend toward an even further decreased predictive power than 
CAVI, which would be in line with its theoretically stronger 
blood pressure correction than CAVI. Kim et al. also compared 
2 PWV metrics (haPWV and carotid–femoral PWV) with 
their β-transformed counterparts.27 For prediction of cardio-
vascular events, β-transformed parameters performed poorer 
than nontransformed PWVs. When predicting all-cause mor-
tality, carotid–femoral PWV and β-transformed carotid–fem-
oral PWV performed similarly overall, though CAVI showed 
improved performance over haPWV.

Studying the acute blood pressure correction performance 
of a stiffness measure is not trivial.28 Several studies have 

presented cross-sectional analyses where they studied the 
relationship between a stiffness measure and blood pressure 
(e.g., 29,30). However, as has been pointed out previously,22,29,31 

Figure 2. Volcano plots for prediction of death or heart failure (HF)-related 
hospital admission using left (L) and right (R) heart-to-ankle pulse wave ve-
locity (haPWV), cardio-ankle vascular index (CAVI), and CAVI0. Right-pointing 
triangles indicate right-sides measures; left-pointing triangles indicate 
left-sided measures. Small horizontal lines are drawn to clarify triangle di-
rection. Long-tailed, diagonal arrows illustrate that, with increasing blood 
pressure correction, power to predict outcome decreases, suggesting that 
part of the predictive power of blood pressure-dependent stiffness metrics 
arises from the predictive power of blood pressure per se. This trend persists 
in unadjusted (a), MAGGIC and HF status-adjusted (b), and additionally 
SBP-adjusted (c) analyses. Abbreviations: HR, hazard ratio; MAGGIC, Meta-
Analysis Global Group in Chronic Heart Failure; SBP, systolic blood pressure.

Table 2. Cox proportional hazards regression results

n Standardized HR [95% CI] P value

Unadjusted

 L-haPWV 153 1.51 [1.12–2.04] 0.0071

 R-haPWV 154 1.66 [1.19–2.31] 0.0026

 L-CAVI 153 1.45 [1.08–1.93] 0.0119

 R-CAVI 154 1.58 [1.14–2.20] 0.0058

 L-CAVI0 153 1.39 [1.05–1.84] 0.0220

 R-CAVI0 154 1.44 [1.08–1.92] 0.0141

Adjusted for MAGGIC and HF status

 L-haPWV 153 1.25 [0.92–1.69] 0.1508

 R-haPWV 154 1.46 [1.04–2.05] 0.0280

 L-CAVI 153 1.21 [0.90–1.62] 0.2123

 R-CAVI 154 1.44 [1.02–2.04] 0.0446

 L-CAVI0 153 1.16 [0.86–1.58] 0.3302

 R-CAVI0 154 1.30 [0.95–1.78] 0.1198

Adjusted for MAGGIC, HF status, and SBP

 L-haPWV 153 1.27 [0.92–1.75] 0.1395

 R-haPWV 154 1.58 [1.06–2.36] 0.0254

 L-CAVI 153 1.21 [0.90–1.62] 0.2155

 R-CAVI 154 1.44 [1.01–2.06] 0.0439

 L-CAVI0 153 1.16 [0.85–1.58] 0.3363

 R-CAVI0 154 1.30 [0.93–1.80] 0.1214

 P values < 0.05 are printed in bold. Abbreviations: CI, confidence 
interval; HF, heart failure; HR, hazard ratio; MAGGIC, Meta-Analysis 
Global Group in Chronic Heart Failure; SBP, systolic blood pressure.
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such analysis does not prove or disprove the performance 
of a stiffness measure in correcting for acute blood pressure 
dependence. Despite this, CAVI0 has been criticized based 
on such analyses and the observation that cross-sectionally, 
CAVI0 correlates negatively with Pd in healthy subjects. 
While this was deemed “inexplicable,” 30 it can be readily 
explained using pulse pressure, which is higher in subjects 
with stiffer arteries,32 particularly at higher age.33 As Ps was 
normal (the subjects were healthy and classified normoten-
sive), the Pd of subjects with stiffer arteries was probably rel-
atively low, explaining the observed negative correlation.34 
To accurately study the acute pressure dependence, short-
term (acute) repeated-measures studies are needed in which 
stiffness measures are computed longitudinally, during a 
changing blood pressure pattern.

Shirai et al. performed such a study into the blood pressure 
dependence of CAVI, in which they elegantly manipulated 
blood pressure using 2 different drugs: a β 1-adrenoreceptor 
blocker (metoprolol), thought to only reduce cardiac con-
tractility (and not affect arterial smooth muscle tone), and 
an α 1-adrenoreceptor blocker (doxazosin), thought to re-
duce blood pressure through vasodilation.35 Both drugs 
elicited a similar blood pressure reduction and both yielded 
a decrease in haPWV, yet only the α 1 blocker influenced 
CAVI, suggesting that CAVI is blood pressure independent. 
In a later report, Shirai et  al. used the same study data to 
study the response of CAVI0 to these blood pressure stimuli; 
results were similar to those for CAVI (CAVI0 did not react 
to the β 1 blocker, but did to the α 1 blocker).36 They hence 
concluded that CAVI0 performed equally well as CAVI. 
However, due to the small sample size in this comparison 
study (n = 9), a lack of statistical power may have obscured 
potential CAVI–CAVI0 differences.

A more recent study in 60 individuals examined the 
responses of CAVI and CAVI0 to a blood pressure change 
induced by a cold pressor test and by isometric handgrip 
exercise. Preliminary results from this experimental study 
showed no blood pressure dependence of CAVI0 but a slight 
dependence of CAVI, confirming the previous theoretical/
mathematical finding of additional blood pressure correc-
tion of CAVI0 over CAVI.8,37,38

We observed possible body-side differences in prediction 
using CAVI and CAVI0, which will require further study in 
larger samples. Notably, the left- and right-sided indices 
presented herein follow an identical arterial path from the 
heart to the femoral bifurcation (i.e., both left and right stiff-
ness indices use the right brachial cuff in the haPWV calcula-
tion process).16,17 This implies that any body-side differences, 
if present, arise from differences in arterial stiffness of the left 
and right legs, and/or differences in measurement of the ankle 
blood pressure waveforms. A potential factor contributing to 
this difference could be unilateral lower-limb atherosclerosis, 
potentially affecting recording accuracy, warranting further 
studies. A previous cross-sectional study reported more pro-
nounced body-side differences in haPWV related to cardiovas-
cular disease.39 It is also known that body-side differences in 
blood pressure per se confer cardiovascular risk.40,41 However, 
we are unaware of studies comparing the predictive power of 
left- and right-sided arterial stiffness measurements. It should 
be noted that whereas we found that right-sided indices 

appear to be more robust predictors in our sample, this may 
have arisen by random noise. Given the small sample size, 
confidence intervals for indices on both sides were wide and 
partially overlapping; therefore, our findings should not be 
considered definitive in this regard, and body-side differences 
should be examined in future studies

Limitations

Our study included 154 subjects and recorded 32 com-
posite events. Despite the clear and consistent trends 
observed in predictive power from haPWV to CAVI to 
CAVI0, this modest sample size limits our power to statisti-
cally discriminate between the different arterial stiffness in-
dices. Also, although many potential additional confounders 
were recorded, we were unable to include all individu-
ally into our Cox regression. It is for this reason that we 
corrected using the MAGGIC score—a simple yet powerful 
score for risk stratification in HF.19 Our sample was derived 
from patients referred for a cardiac magnetic resonance 
imaging study at our institution and thus may not be gen-
eralizable to other clinical populations or to the general pop-
ulation. Furthermore, consistent with the patient population 
at VA medical centers, our sample was composed predom-
inantly of men; future studies including larger proportions 
of women will hence be valuable. Also, since our study fo-
cused on HF, our adjudicated endpoint was DHFA; other 
studies will be valuable to assess for composite cardiorenal 
endpoints. We did not discern the relationship between car-
diovascular and noncardiovascular death. Finally, all our 
stiffness metrics were based on the heart-to-ankle transit 
time, which was assessed using a combination of the pho-
nocardiogram and 2 oscillometric cuffs, rather than ca-
rotid–femoral PWV, which is considered the noninvasive 
gold-standard for large artery stiffness assessments.7,9,16 The 
same blood pressure correction method can also be used for 
PWVs in other arterial beds and/or acquired using different 
techniques, such as a tonometric carotid–femoral PWV. 
Further studies are needed to assess whether our present 
finds can be extrapolated to such measurements.

We conclude that for arterial stiffness metrics, an 
increasing amount of blood pressure correction may weaken 
their predictive power, which may be due to the progres-
sively smaller confounding prediction of blood pressure. In 
addition, our findings raise the possibility that right-sided 
arterial stiffness measurements may exhibit a more robust 
predictive ability for DHFA than left-sided measurements, 
which should be examined in future studies.

Perspectives

The dependence of PWV—the most commonly used 
clinical arterial stiffness metric—on blood pressure is often 
regarded as an artifact. Most studies therefore statistically 
correct PWV for blood pressure. Recent advances have led 
to more advanced arterial stiffness metrics such as CAVI and 
CAVI0 that are intrinsically corrected for blood pressure. 
Our study suggests a downside of such corrected metrics, in 
that their predictive power shows a decreasing trend with an 
increasing amount of blood pressure correction. Therefore, 
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for maximally powered outcome prediction, PWV (even if 
statistically corrected for blood pressure) may be advanta-
geous over CAVI, which in turn may be advantageous over 
CAVI0. PWV remains an excellent integrative predictor of 
outcome, presumably because it encapsulates arterial stiff-
ness as well the intrinsic effect of blood pressure on the 
arterial wall.
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