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ABSTRACT 

 

Aim: To determine the comparative benefits of structured high-pain exercise, structured low-

pain exercise, and usual-care control, to identify which has the largest effect on walking 

ability in people with intermittent claudication (IC). 

Methods and Results:  We undertook a network meta-analysis to assess two outcomes; pain 

free walking ability (PFWA) and maximal walking ability (MWA). We searched nine 

electronic databases. Trials were included if they: were randomised controlled trials; involved 

adults with IC; had at least two of following arms structured low-pain exercise, structured-

high pain exercise or a usual-care control; and a maximal or pain free treadmill walking 

outcome. Fourteen trials were included; results were pooled using SMD. Structured low-pain 

exercise had a significant large positive effect on MWA (SMD: 2.23; 95% CI: 1.11 to 3.35) 

and PFWA (2.26; 1.26 to 3.26) when compared to usual-care control. Structured high-pain 

exercise had a significant large positive effect on MWA (SMD: 0.95; 95% CI: 0.20 to 1.70) 

and a moderate positive effect on PFWA (0.77; 0.01 to 1.53) when compared to usual-care 

control. Structured low-pain exercise, compared to structured high-pain exercise showed a 

large positive effect in favour of low-pain exercise on MWA (SMD: 1.28, 95% CI: -0.07 to 

2.62) and PFWA (1.50; 0.24 to 2.75); however only PFWA reached significance. 

Conclusion: There is strong evidence in support of structured high-pain exercise, and some 

evidence in support of structured low-pain exercise, to improve walking ability in people 

with IC over usual-care control (unstructured exercise advice). Large head-to-head RCTs are 

needed. 
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INTRODUCTION 

 

Intermittent claudication (IC) is the most common manifestation of peripheral artery disease 

(PAD),(1) and manifests itself as leg pain during exercise caused by ischaemia secondary to 

flow-limiting atherosclerosis in the arteries of the lower limbs.(2) As severity increases, 

people with IC become progressively more sedentary with lower physical activity levels and 

poorer walking ability.(3-6) People with IC who have low levels of physical activity have been 

associated with negative quality of life, depression, and elevated risk of all-cause mortality 

independent of disease severity and age.(7, 8) Therefore, improving walking ability is viewed 

as one of the most important outcome measures of intervention to clinicians and patients, 

measures of which include pain free and maximum walking distances (or times) obtained 

during standardised walking assessments.(1)  

Walking ability can be improved via structured exercise (adhering to the Frequency, 

Intensity, Time and Type [FITT] principle(9, 10)) in people with IC,(11) where pain is often 

prescribed in place of intensity. Furthermore, supervised exercise programs are more effective 

than home-based exercise programs which employ methods of observation.(12) Though 

technological advancements, partially accelerated by the COVID-19 pandemic, may modify 

this relationship. The National Institute for Health and Care Excellence recommends 

structured exercise programs which involve walking to maximum claudication pain for 2 

hours per week, for 12 weeks;(13) these guidelines are similar internationally.(9) Nevertheless, 

research suggests that improvements in walking ability are achievable across a range of 

exercise modalities, whether exercising to mild, moderate, or maximal claudication pain in 

people with PAD and IC(14, 15) and the benefit of structured low-pain exercise may be 

overlooked.  
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Despite the benefits of low-pain exercise interventions, there is little published 

evidence of the comparative efficacy of low- and high-pain exercise interventions on walking 

ability in people with IC. When direct comparisons are lacking, a network meta-analysis 

allows for the comparison of multiple treatments when studies use a common comparator, 

such as a usual-care control group. To help clarify the evidence, we conducted a systematic 

review and network meta-analysis of randomised controlled trials (RCTs) to determine the 

comparative effects of structured high-pain exercise, structured low-pain exercise, and usual-

care control (unstructured exercise advice only) to identify which has the largest effect on 

walking ability in people with IC.   
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METHODS 

This meta-analysis was conducted and reported in line with Preferred Reporting In 

Systematic reviews and Meta-Analysis (PRISMA) guidelines (checklist reported in the 

Supplemental Material).(16) Ethical approval was not required. Methods of the analysis were 

specified in advance and the protocol registered with PROSPERO (ID: CRD42020172421).  

 

Data Sources and Searches 

Records, without language restriction and published from database inception to January 21st 

2021, were identified by an experienced clinical librarian (C.J.P.) on MEDLINE, Embase, 

Emcare, Cochrane Library, Cochrane Central Register of Controlled Trials, PEDro, 

OpenGrey, ClinicalTrials.gov and The Cumulative Index to Nursing and Allied Health 

Literature (CINAHL) bibliographic databases. We limited the MEDLINE, Embase, Emcare 

and CINAHL searches to randomised control trials using validated filters.(17-19) Search terms 

for intermittent claudication and exercise were defined in part using strategies from two 

systematic reviews(14, 20) and a Cochrane review,(12) with an additional cluster for walking 

assessment. Additional trials were identified by hand-searching bibliographies from included 

studies, relevant reviews and meta-analyses. Results from each database were combined 

using EndNote (version X9 for Windows, Clarivate Analytics, Philadelphia, PA, USA). The 

MEDLINE search strategy is presented in the Expanded Methods in the Supplemental 

Material. 

 

Study Selection 

Following removal of duplicates, article titles and abstracts were reviewed independently by 

two authors (J.P. and A.N.). Potentially eligible articles were retrieved for full-text review 

where possible and any disagreements were resolved by discussion and consensus (J.P. and 



 6 

A.N. or C.P.). Studies were included if they met the following criteria: 1) adult male and 

female individuals with intermittent claudication (Fontaine stage ≤2 or Rutherford ≤3; or 

exercise induced aching/cramping, pain affecting the lower limbs or buttocks, which subsides 

with rest; or IC confirmed by validated questionnaire; and ankle-brachial pressure index 

(ABPI) <0.9-1.00 or >1.4 at rest or >20% decrease post exercise); 2) RCTs with at least two 

of the following arms: structured exercise which is prescribed at low-pain; structured exercise 

which is prescribed at high-pain; or usual-care control (unstructured exercise advice only). 

For the purpose of this review, levels of pain either achieved or prescribed in the exercise 

interventions were used to classify studies into low pain (<50% on a claudication pain scale) 

or high pain (>50% on an even scale. Studies which used a scale with an odd number of scale 

points, the mid-point fell outside of classification, and studies were classified in the same 

way 3) completed measures of pain free or maximal walking time or distance pre- and post-

intervention measured using treadmill test, reported or retrieved as mean ± standard deviation 

(SD) or standard error (SE); 4) structured exercise adhering to FITT.(9, 10) For two studies(21, 

22) with multiple publications using the same cohort, one follow-up study was excluded(21) as 

there was a subgroup of participants form the original study;(23) while another was excluded 

as the follow-up was shorter (6 vs 12 months).(22)  

 

Data Extraction and Quality Assessment  

Data extraction was completed independently by two researchers (J.P. and C.P.) using a 

customised Microsoft Excel spreadsheet and checked for agreement. Data extracted for each 

eligible trial included bibliographic information (author, publication year), baseline and post-

intervention measures of maximal walking distance or time (maximal walking ability; MWA) 

or pain free walking distance or time (pain free walking ability; PFWA) (mean ± SD or SE), 

sample characteristics (age, number in each trial arm), and details of interventions 
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(intervention length, supervision, treadmill test, claudication pain level and scale, training 

modality, control group activities, exercise frequency and volume). The assumptions of 

transitivity and consistency were assessed comparing Patient/Population, Intervention, 

Comparator, Outcomes (PICO) across the included studies. If the required data was not 

reported in the article, the corresponding authors were contacted for further information; if 

the data was still unavailable, mean ± SD or SE values were extracted using ImageJ image 

analysis software by two independent investigators (J.P. and C.P.).(24) To ensure accuracy of 

this method, validity was assessed by comparing extracted values from published figures to 

known true values. Reliability was assessed by analysing each published figure three times, 

recalibrating the software each time. Inter-rater reliability (IRR) was then assessed using a 

two-way mixed, absolute agreement, average-measures model to assess the degree of 

consistency between researchers using IRR package(25) in RKWard, a graphical front end to 

R.(26) For the assessment of validity and reliability using ImageJ software, investigators 

displayed excellent validity and reliability (J.P., ICC = 1.00, r = 1.00, and C.P., ICC = 0.99, r 

= 1.00). The investigators also displayed excellent inter-rater reliability (ICC = 0.99). Thus, it 

is very likely that only a minimal error (if any) was introduced using this method. Risk of 

bias was assessed by at least 2 authors (J.P. and J.H. or A.N.) using the Cochrane Risk of 

Bias Tool 2.0; any disagreement was resolved by consensus.  

 

Data Synthesis and Analysis 

Data for exercise and usual-care control groups were extracted at baseline (pre-intervention) 

and follow-up (post-intervention) as mean ± SD or SE for two outcomes: MWA and PFWA. 

We used this information, alongside the sample size, to estimate the standard deviation of the 

within-arm mean difference with correlation coefficients (r) of 0.1, 0.5, and 0.9, as suggested 

in Cochrane Handbook for Systematic Reviews of Interventions (chapter 6.5.2.8).(27) This 
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analytical approach was used because, within each arm, the standard deviations of the 

difference were not available as they were reported for MWA or PFWA only before and after 

the intervention. For both outcomes, maximal walking ability and pain free walking ability 

(either time or distance), we estimated the effect of the intervention as standardised mean 

difference (SMD) calculated as Hedges g:(28) effects were considered trivial if <0.2, small if 

0.2-0.5, moderate if 0.5-0.8, and large at >0.8 in relation to the common thresholds applied 

when interpreting Hedge’s g.(29) In one study, two high-pain arms reported MWA and 

PFWA, a fixed-effect meta-analysis was used to combine effect sizes across the two arms.(30)  

We firstly performed random effects pairwise meta-analyses (using restricted 

maximum likelihood and r of 0.5) for MWA and PFWA, presented as Hedge’s g, 95% 

confidence intervals (CI) and 95% prediction intervals (PI); and quantified heterogeneity 

using I² statistic: I2 of 25%, 50%, and 75%, which are generally considered as indicative of 

low, moderate, and high heterogeneity, respectively.(31) Despite the low number of studies, 

funnel plots were produced to assess the risk of small-study effect, which was formally tested 

using Egger’s regression test, and a possible publication bias.  

We then conducted a random-effects network meta-analysis with a frequentist approach, 

which is based on multivariate random-effects meta-analysis or meta-regression.(32) Network 

plots were drawn to determine the network of comparisons, with thickness of lines between 

nodes and size of the nodes based on the number of studies in each comparison and 

treatment, respectively. Comparisons across the three interventions are presented as Hedge’s 

g, 95% CI separately for MWA and PFWA, using within-arm estimates for r of 0.5. 

Sensitivity analyses using values of r of 0.1 and 0.9 were also performed and are presented in 

the same way. 

All analyses were conducted using Stata version 16.1 (StataCorp, College Station, 

TX).   
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RESULTS 

 

Study Characteristics 

Electronic searches yielded 7379 records and an additional 24 articles were identified from 

manual searches of bibliographies of relevant reviews, meta-analyses, and other article 

publications (Figure 1). After removal of duplicates, 1419 titles and abstracts were screened 

for eligibility, and 82 articles were reviewed in full. A total of 14 studies were included in the 

analysis, with a combined sample size of 657 patients. The final analysis included the 

comparison of 9 high-pain arms,(23, 30, 33-39) 4 low-pain arms,(40-43) and 13 usual-care control 

arms(23, 30, 33-43) for MWA; and 7 high-pain arms,(23, 30, 33, 35, 37-39) 4 low-pain arms(41),(42-44) and 

11 usual-care control(23, 30, 33, 35, 37-39, 41),(42-44) for PFWA. 

Characteristics of studies are presented in Supplemental Table 5. Ten out of 14 of 

these studies had an intervention length 12-14 weeks, two were 6 months and two were 12 

months. All studies used walking as a training modality and utilised a treadmill walking test 

to measure maximal and pain free walking ability. Twelve studies reported use of a 

progressive treadmill test to measure walking outcomes. Two studies used a single stage 

treadmill test. Most studies fully supervised the intervention. Eleven of the interventions 

implemented an exercise frequency of 3x·week with a duration of up to 60 minutes per 

session. One study implemented an exercise frequency of 5x·week with undisclosed session 

durations, one study implemented an exercise frequency of 2x·week with 30 minute sessions, 

and another one implemented an exercise frequency of 2-3x·week with 60 minute sessions. 

 

Risk of Bias 

Ten studies were deemed to have a high risk of bias.(23, 34, 35, 37, 39-44) Only three studies(30, 33, 

36) met intention to treat principles in line with Consolidated Standards of Reporting Trials 
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(CONSORT) guidelines.(45) Eleven studies that had not included participant data for 

dropouts, and those lost to follow-up post-randomisation in the main analysis, were 

considered per-protocol analyses with most of these studies at high risk of bias due to missing 

outcome data for this reason.(23, 34, 35, 37-44) Furthermore, there were some concerns with risk of 

bias due to blinding procedures not being stated in nine studies,(23, 33-36, 38-40, 43) and a high risk 

of bias from assessor non-blinding in one study.(37) All studies in this review showed either 

some concerns (23, 30, 33-38, 40-42, 44) or a high risk of bias,(39, 43) with the selection of the reported 

result particularly due to the lack of available pre-specified statistical analysis plans. The 

details for these assessments are presented in Supplemental Table 1 and Supplemental Table 

2. 

 

Pairwise Comparisons 

In pairwise comparisons, the standardised mean differences for structured low-pain exercise 

vs. usual-care control were: 2.18 (95% PI: -7.474 to 11.832; 95% CI: 0.16 to 4.19; I2, 94.8%) 

across four studies for MWA,(40-43) and 2.21 (-5.866 to 10.285; 0.51 to 3.91; I2, 93.4%) across 

four studies for PFWA(41),(42-44) (Figure 2 and Figure 3). Corresponding estimates for 

structured high-pain exercise vs. usual-care control were: 0.85 (95% PI: 0.58 to 1.11; 95% 

CI: 0.63 to 1.07; I2, 0%) across nine studies for MWA,(23, 30, 33-39) (Figure 2) and 0.70 (0.396 

to 1.008; 0.47 to 0.94; I2, 0%) across seven studies for PFWA(23, 30, 33, 35, 37-39) (Figure 2 and 

Figure 3). 

 

The investigation for small-study effects suggested no evidence of publication bias for the 

comparison of high-pain exercise vs control for MWA (p = 0.356; Supplemental Figure 1) 

and PFWA (p = 0.505; Supplemental Figure 2) outcome. Conversely, there was evidence of 
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publication bias for the comparison of low-pain exercise vs control for both MWA (p <0.001; 

Supplemental Figure 1) and PFWA (p = 0.044; Supplemental Figure 2) outcome. 

 

Network Meta-Analysis 

Treatments were grouped into common nodes based on high-pain, low-pain, and usual-care 

control. Network of included trials were connected at C (usual-care control) and A 

(structured high-pain exercise) or B (structured low-pain exercise) for MWA and PFWA. 

There were nine high-pain arms, five low-pain arms, and 14 usual-care control arms in total. 

No studies compared high-pain with low-pain exercise, therefore quantitative tests of 

inconsistency were not possible (Supplemental Figure 3 and Supplemental Figure 4).  

The network meta-analysis showed a large positive effect of structured low-pain 

exercise vs. usual-care control on MWA (Hedges g: 2.23; 95% CI: 1.11 to 3.35; Figure 4) 

and PFWA (Hedges g: 2.26; 1.26 to 3.26; Figure 5) in favour of low-pain exercise. For the 

effect of high-pain exercise vs. usual-care control, there was a large positive effect on MWA 

(Hedges g: 0.95; 95% CI: 0.20 to 1.70; Figure 4) and a moderate positive effect on PFWA 

(Hedges g: 0.77; 0.01 to 1.53; Figure 5) in favour of high-pain exercise. Furthermore, for the 

effect of low-pain exercise vs. high-pain exercise there was a large positive effect on both 

MWA (Hedges g: 1.28; 95% CI: -0.07 to 2.62; Figure 4) and PFWA (Hedges g: 1.50; 0.24 to 

2.75; Figure 5) in favour of low-pain exercise; however only PFWA reached significance. 

Network meta-analysis results were consistent in sensitivity analysis with r 0.1 and 

0.9 (Supplemental Figure 5 and Supplemental Figure 6). For the comparison of structured 

high-pain exercise vs. control, there was a moderate to large positive effect on MWA in 

favour of high-pain exercise and a small to large positive effect on PFWA in favour of high-

pain exercise. For the comparison of structured low-pain exercise vs. control, there was large 

positive effect on MWA and PFWA in favour or low-pain exercise. Lastly, for the 
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comparison of low-pain exercise vs. high-pain exercise, there was a large positive effect in 

favour of low-pain exercise for both outcomes.  
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DISCUSSION 

This systematic review and network meta-analysis aimed to determine the comparative 

benefits of structured high-pain exercise, structured low-pain exercise, and usual-care control 

(unstructured exercise advice only) to identify which has the largest effect on walking ability 

in people with IC. Our analysis of RCTs revealed three important findings: 1) there is an 

overall positive effect of both low- and high-pain structured exercise on MWA and PFWA 

when compared to usual-care control in people with IC; 2) that structured low-pain exercise 

has a larger positive effect than structured high-pain exercise for MWA and PFWA when 

compared to usual-care control; 3) the comparison of structured low-pain to high-pain 

exercise reveals a large positive effect in favour of low-pain exercise on walking ability in 

people with IC, although there is a level of uncertainty with only PFWA reaching statistical 

significance and wide prediction intervals which cross the null. With little published evidence 

on the comparative efficacy of low- and high-pain exercise interventions on walking ability 

in people with IC, this analysis provides the most robust estimate to date, and adds to a 

growing body of literature which supports structured low-pain exercise as a non-

pharmacological treatment for IC.  

 

Comparison with other studies 

 

Our review adds to contrasting findings in the literature exploring the effect of low-and high-

pain exercise on walking ability in people with PAD and IC. An earlier systematic review 

reported that improvements in walking ability and V̇O2peak were achievable when exercising 

to varied levels of claudication pain.(15) By comparison, a recent RCT in people with PAD 

showed high-intensity exercise (moderate-severe pain) to have superior walking ability 

outcomes compared to low-intensity exercise (no-pain); and those in the low-intensity 
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exercise group performed no better than those in the control group; despite participants in the 

low-intensity group reporting greater adherence than those in the high-intensity group.(46) 

However, it is worth highlighting that fewer than 20% of the participants in this study 

experienced classic claudication symptoms and the prescription of pain in the high-pain 

group would not be classified as high-pain according to the pain scale cut-off points used in 

our review. In addition, data for treadmill walking distance were not available in the 

claudication subgroup; therefore, this study was not included in our meta-analysis.  

A recent systematic review reported greater adherence rates of low-pain exercise 

interventions (overall adherence rate: 93.4%; range: 80-100%) compared to high-pain 

exercise interventions (77%; 57.1%-100%; p = 0.004) in people with IC.(20) Greater program 

adherence to low-pain exercise may coincide with greater cumulative exercise volume over 

the intervention and thus a greater effect on walking ability when compared to structured 

high-pain exercise and usual-care control. Ultimately, in our analysis it was not possible to 

pool results by adherence owing to only one low-pain study reporting this outcome,(40) yet 

this is an interesting possibility and requires further research. Furthermore, a study by 

Murrow and colleagues compared the effect of traditional walking exercise (walk to pain), 

and walking exercise which attained a 15% reduction in skeletal muscle oxygenation which 

was less painful than pain-guided exercise (range: 1-6.5 on a 10 point pain scale), on walking 

ability and mitochondrial oxidative capacity.(47) The study found both training programs 

improved PFWA and mitochondrial oxidative capacity, which supports the notion that a 

repeated ischemic stimulus, however modest, may contribute to improvements in walking 

ability and mitochondrial oxidative capacity in people with PAD and IC. However, there was 

a significant interaction in favour of traditional walking (which was more painful) for 

mitochondrial oxidative capacity, and adherence was similar between groups. This suggests 

the most ischaemic stimulus may be superior at improving PFWA when adherence is held 
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constant. Nevertheless, only 50% of the randomised cohort completed the trial suggesting 

that these results may be underpowered. If heterogeneity in walking ability outcomes 

following exercise training are influenced by levels of ischaemia reached, and adherence to 

exercise, more research is needed to confirm whether structured low-pain exercise may be a 

viable alternative to high-pain exercise.  

Whilst the large effect size estimates in our review suggest low-pain exercise has a 

greater effect compared to high-pain exercise on walking ability, there is a level of 

uncertainty. Using the network to compare low-pain to high-pain exercise indirectly, the 

SMD crosses the zero threshold in the MWA comparison (Hedges g: 1.28; 95% CI: -0.07 to 

2.62; Figure 4); although there is a trend towards significance. The overall effect size for 

structured low-pain exercise is highly influenced by two studies in particular, which had a 

low standard deviation and large mean difference, inflating the effect size estimate.(41, 42) 

Alongside this, there are wide PI which cross the null for the pairwise comparison of 

structured low-pain exercise to control. The estimates are imprecise as only a few small 

studies could be included in the analysis, and when calculating PI, there is an assumption that 

τ2 and the study effects are normally distributed.(48) Nevertheless, structured low-pain 

exercise appears to be superior to unstructured exercise advice only. Therefore, we encourage 

further research into the potential use of structured low-pain exercise as a non-

pharmacological treatment for IC. 

 

Strengths and weaknesses of the meta-analysis 

 

Our findings are bolstered by the robust data extraction methods employed before conducting 

the analysis, results of which were confirmed in sensitivity investigations. A caveat to our 

conclusions is that we can have more confidence in our analysis of the high-pain studies. Our 
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analysis included more high-pain studies, which showed no evidence of heterogeneity among 

them. By comparison, high heterogeneity was present in the low-pain studies, likely driven 

by the small number of low-pain studies included in our analysis. A further limitation to our 

findings is the possible publication bias for low-pain studies; conversely, there was no 

evidence of publication bias for high-pain studies. In addition, there was a high-risk of other 

biases in most of the included studies, with only 3 studies adhering to CONSORT 

guidelines.(45) This is a weakness of the studies included in this review and in the literature as 

a whole. We also acknowledge that the objective cut-off points used to classify high and low 

pain exercise has potential limitations. In order to address these issues, large head-to-head 

RCTs which follow CONSORT guidelines are needed, to confirm the efficacy of different 

structured exercise programmes prescribed using pain, on walking ability in people with IC. 

This would also allow us to assess consistency in the estimates, as currently, for both 

outcomes, the networks were “tree-shaped” (i.e., without loops), hampering the possibility 

for this assessment.(49)  

 

Implications and conclusions 

Current exercise guidelines for people with IC suggest exercising up to maximum 

claudication pain. Our analysis demonstrates that there is strong evidence in support of 

structured high-pain exercise, and some evidence in support of structured low-pain exercise, 

to improve walking ability in people with IC; with both performing better than usual-care 

control (unstructured exercise advice only). There is a clear lack of structured low-pain 

exercise studies available, despite some positive outcomes on walking ability in people with 

IC; as a result structured low-pain exercise may be overlooked in national guidelines. Large 

head to head RCTs which follow CONSORT guidelines are needed, to confirm the 
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superiority, or non-inferiority, of different structured exercise programmes prescribed using 

pain on walking ability in people with IC.  



 18 

ACKNOWLEDGEMENTS 

The authors would like to thank and acknowledge George Davies and the George Davies 

Charitable Trust for the generous charitable donation that funded this work.  

 

DATA SHARING 

The data underlying this article will be shared on reasonable request to the corresponding 

author.  

 

DISCLOSURES 

All authors have completed the ICMJE unified disclosure form and declare: T.Y, J.H and 

A.N receive support from the NIHR Leicester Biomedical Research Centre, and T.Y has 

received investigator grants from Astra Zeneca. J.P, J.H and A.N are funded and R.S part-

funded, by a charitable donation from the George Davies Charitable Trust. All other authors 

declare no support from any organisation for the submitted work, no financial relationships 

with any organisations that might have an interest in the submitted work in the previous three 

years, no other relationships or activities that could appear to have influenced the submitted 

work. 

 

PERMISSIONS INFORMATION 

The authors do hereby declare that all illustrations and figures in the manuscript are entirely 

original and do not require reprint permission. 

 

SOURCES OF FUNDING 

This work was supported by the George Davies Charitable Trust (Registered Charity 

Number: 1024818). 



 19 

REFERENCES 

1. Tew G, Harwood, A., Ingle, L., Chetter, I. and Doherty, P. The BASES Expert 
Statement on Exercise Training for People with Intermittent Claudication due to Peripheral 
Arterial Disease. 2018 [ 
2. Sibley R, Reis, S., MacFarlane, J., Reddick, M., Kalva, S. and Surphin, P. 
Noninvasive Physiologic Vascular Studies: A Guide to Diagnosing Peripheral Arterial 
Disease. Vascular/ Interventional Radiology. 2017;37:346-57. 
3. McDermott. M. L, K., Greenland, P., Guralnik, J., Criqui, M., Chan, C., Pearce, W., 
Schneider, J., Ferrucci, L., Celic, L., Taylor, L., Vonesh, E., Martin, G. and Clark, E. 
Functional decline in peripheral arterial disease associations with the ankle brachial index 
and leg symptoms. JAMA. 2004;292(4):453-61. 
4. McDermott M, Liu, K., O'Brien, E., Guralnik, J., Criqui, M., Martin, G. and 
Greenland, P. Measuring physical activity in peripheral arterial disease: a comparison of two 
physical activity questionnaires with an accelerometer. Angiology. 2000;51(2):91-100. 
5. Sieminski DaG, A. The relationship between free-living daily physical activity and 
the severity of peripheral arterial occlusive disease. Vascular Medicine. 1997;2:286-91. 
6. Gardner AW, Montgomery PS, Killewich LA. Natural history of physical function in 
older men with intermittent claudication. Journal of Vascular Surgery. 2004;40(1):73-8. 
7. Brostow DP, Petrik ML, Starosta AJ, Waldo SW. Depression in patients with 
peripheral arterial disease: a systematic review. European Journal of Cardiovascular Nursing. 
2017;16(3):181-93. 
8. Gardner AW, Montgomery PS, Parker DE. Physical activity is a predictor of all-cause 
mortality in patients with intermittent claudication. Journal of Vascular Surgery. 
2008;47(1):117-22. 
9. Harwood AE, Pymer S, Ingle L, Doherty P, Chetter IC, Parmenter B, et al. Exercise 
training for intermittent claudication: a narrative review and summary of guidelines for 
practitioners. BMJ open sport & exercise medicine. 2020;6(1):e000897. 
10. Burnet K, Higgins S, Kelsch E, Moore JB, Stoner L. The effects of manipulation of 
Frequency, Intensity, Time, and Type (FITT) on exercise adherence: A meta‐analysis. 
Translational Sports Medicine. 2020;3(3):222-34. 
11. Lane R, Harwood A, Watson L, Leng GC. Exercise for intermittent claudication. The 
Cochrane database of systematic reviews. 2017;12:CD000990. 
12. Hageman D, Fokkenrood HJ, Gommans LN, van den Houten MM, Teijink JA. 
Supervised exercise therapy versus home-based exercise therapy versus walking advice for 
intermittent claudication. The Cochrane database of systematic reviews. 2018;4:CD005263. 
13. Layden J, Michaels J, Bermingham S, Higgins B. Diagnosis and management of 
lower limb peripheral arterial disease: summary of NICE guidance. Bmj. 2012;345. 
14. Parmenter BJ, Raymond J, Dinnen P, Singh MAF. A systematic review of 
randomized controlled trials: Walking versus alternative exercise prescription as treatment 
for intermittent claudication. Atherosclerosis. 2011;218(1):1-12. 
15. Parmenter B, Dieberg G, Smart N. Exercise Training for Management of Peripheral 
Arterial Disease: A Systematic Review and Meta-Analysis. Sports Medicine. 
2015;45(2):231-44. 
16. Hutton B, Salanti G, Caldwell DM, Chaimani A, Schmid CH, Cameron C, et al. The 
PRISMA extension statement for reporting of systematic reviews incorporating network 
meta-analyses of health care interventions: checklist and explanations. Ann Intern Med. 
2015;162(11):777-84. 



 20 

17. Glanville J, Dooley G, Wisniewski S, Foxlee R, Noel‐Storr A. Development of a 
search filter to identify reports of controlled clinical trials within CINAHL Plus. Health 
Information & Libraries Journal. 2019;36(1):73-90. 
18. Wong SS-L, Wilczynski NL, Haynes RB. Developing optimal search strategies for 
detecting clinically sound treatment studies in EMBASE. Journal of the Medical Library 
Association. 2006;94(1):41. 
19. Higgins J, Thomas, J., Chandler, J., Cumpston, M., Li, T., Page, M., Welch, V. 
(editors). Cochrane Handbook for Systematic Reviews of Interventions version 6.2 (updated 
February 2021). Cochrane; 2021 [Available from: www.training.cochrane.org/handbook. 
20. Lin E, Nguyen, C. and Thomas, S. Completion and adherence rates to exercise 
interventions in intermittent claudication: Traditional exercise versus alternative exercise - a 
systematic review. European Journal of Preventative Cardiology. 2019;26(15):1625-33. 
21. Gardner A, . Katzel, L., Sorkin, J., and Goldberg, A. Effects of Long-term Exercise 
Rehabilitation on Claudication Distances in Patients With Peripheral Arterial Disease: A 
Randomized Controlled Trial. Journal of Cardiopulmonary Rehabilitation. 2002;22:192-8. 
22. Crowther RG, Leicht AS, Spinks WL, Sangla K, Quigley F, Golledge J. Effects of a 
6-month exercise program pilot study on walking economy, peak physiological 
characteristics, and walking performance in patients with peripheral arterial disease. Vascular 
Health and Risk Management. 2012;8(1):225-32. 
23. Gardner AW, Katzel LI, Sorkin JD, Bradham DD, Hochberg MC, Flinn WR, et al. 
Exercise rehabilitation improves functional outcomes and peripheral circulation in patients 
with intermittent claudication: A randomized controlled trial. Journal of the American 
Geriatrics Society. 2001;49(6):755-62. 
24. Hallgren KA. Computing inter-rater reliability for observational data: an overview 
and tutorial. Tutorials in quantitative methods for psychology. 2012;8(1):23. 
25. Gamer M, Lemon J, Gamer MM, Robinson A, Kendall's W. Package ‘irr’. Various 
coefficients of interrater reliability and agreement. 2012. 
26. Rödiger S, Friedrichsmeier T, Kapat P, Michalke M. RKWard: a comprehensive 
graphical user interface and integrated development environment for statistical analysis with 
R. Journal of Statistical Software. 2012;49(9):1-34. 
27. Higgins JP, Li T, Deeks JJ. Choosing effect measures and computing estimates of 
effect. Cochrane handbook for systematic reviews of interventions. 2019:143-76. 
28. Borenstein M, Cooper H, Hedges L, Valentine J. Effect sizes for continuous data. The 
handbook of research synthesis and meta-analysis. 2009;2:221-35. 
29. Cohen J. Quantitative methods in psychology: A power primer. Psychol Bull. 
1992;112:1155-9. 
30. Gardner A, Parker, D, Montgomery, P, Scott, K., and Blevins, S. Efficacy of 
Quantified Home-Based Exercise and Supervised Exercise in Patients With Intermittent 
Claudication: A Randomized Controlled Trial. Exercise Physiology. 2011;123:491-8. 
31. Higgins J, Thompson, S.,  Deeks, J. and Altman, D. Measuring inconsistency in meta-
analyses. Education and debate. 2003;327:557-60. 
32. White IR. Network meta-analysis. The Stata Journal. 2015;15(4):951-85. 
33. Gardner A, Montgomery, P., and Parker, D. Optimal exercise program length for 
patients with claudication. Journal of Vascular Surgery. 2012;55:1346-54. 
34. Hiatt WR, Regensteiner JG, Hargarten ME, Wolfel EE, Brass EP. Benefit of exercise 
conditioning for patients with peripheral arterial disease. Circulation. 1990;81(2):602-9. 
35. Crowther R, Spinks, W., Leicht, A., Sangla, K., Quigley, F. and Golledge, J. Effects 
of a long-term exercise program on lower limb mobility, physiological responses, walking 
performance, and physical activity levels in patients with peripheral artery disease. Journal of 
Vascular Surgery. 2008. 

file://PKNAS02FS/Users/jemmaperks/Downloads/www.training.cochrane.org/handbook


 21 

36. Hodges L, Sandercock G, Das S, Brodie D. Randomized controlled trial of supervised 
exercise to evaluate changes in cardiac function in patients with peripheral atherosclerotic 
disease. Clinical physiology and functional imaging. 2008;28(1):32-7. 
37. Mays RJ, Hiatt WR, Casserly IP, Rogers RK, Main DS, Kohrt WM, et al. 
Community-based walking exercise for peripheral artery disease: an exploratory pilot study. 
Vascular medicine (united kingdom). 2015;20(4):339‐47. 
38. Leicht AS, Crowther RG, Golledge J. Influence of peripheral arterial disease and 
supervised walking on heart rate variability. Journal of Vascular Surgery. 2011;54(5):1352-9. 
39. Hiatt W, Wolfel, E., Meier, R. and Regensteiner, J. Superiority of treadmill walking 
exercise versus strength training for patients with peripheral arterial disease. Implications for 
the mechanisms of the training response. Circulation. 1994;90:1866-74. 
40. Brenner IKM, Brown CA, Hains SJM, Tranmer J, Zelt DT, Brown PM. Low-Intensity 
Exercise Training Increases Heart Rate Variability in Patients With Peripheral Artery 
Disease. Biological Research for Nursing. 2020;22(1):24-33. 
41. Mika P, Spodaryk, K., Cencora, A., and Mika, A. Red Blood Cell Deformability in 
Patients With Claudication After Pain-free Treadmill Training. Clinical Journal of Sport 
Medicine. 2006;16(4):335-40. 
42. Mika P, Wilk, B., Mika, A., Marchewka, A. and Nizankowski, R. The effect of pain-
free treadmill training on fibrinogen, haematocrit, and lipid profile in patients with 
claudication. Cardiovascular Prevention and Rehabilitation. 2011;18(5):754-60. 
43. Novakovic M, Krevel B, Rajkovic U, Vizintin Cuderman T, Jansa Trontelj K, Fras Z, 
et al. Moderate-pain versus pain-free exercise, walking capacity, and cardiovascular health in 
patients with peripheral artery disease. Journal of vascular surgery. 2019;70(1):148-56. 
44. Mika P, Spodaryk, K., Cencora, A., Unnithan, V. and Mika, A. Experimental Model 
of Pain-Free Treadmill Training in Patients with Claudication. American Journal of Physical 
Medicine and Rehabilitation. 2005;84:756-62. 
45. Schulz KF, Altman DG, Moher D, Group C. CONSORT 2010 statement: updated 
guidelines for reporting parallel group randomised trials. Trials. 2010;11(1):32. 
46. McDermott MM, Spring B, Tian L, Treat-Jacobson D, Ferrucci L, Lloyd-Jones D, et 
al. Effect of Low-Intensity vs High-Intensity Home-Based Walking Exercise on Walk 
Distance in Patients With Peripheral Artery Disease: The LITE Randomized Clinical Trial. 
JAMA. 2021;325(13):1266-76. 
47. Murrow JR, Brizendine JT, Djire B, Young HJ, Rathbun S, Nilsson KR, et al. Near 
infrared spectroscopy-guided exercise training for claudication in peripheral arterial disease. 
European journal of preventive cardiology. 2019;26(5):471‐80. 
48. IntHout J, Ioannidis JP, Rovers MM, Goeman JJ. Plea for routinely presenting 
prediction intervals in meta-analysis. BMJ open. 2016;6(7):e010247. 
49. Ades A, Caldwell DM, Reken S, Welton NJ, Sutton AJ, Dias S. NICE DSU Technical 
Support Document 7: Evidence synthesis of treatment efficacy in decision making: a 
reviewer’s checklist. Decision Support Unit London UK. 2012;27905719. 



Figure 1. Study Selection Flow Diagram. 
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Figure 2. Pairwise Meta-Analysis High-Pain vs. Control and Low-Pain vs. Control Maximal 

Walking Ability. 
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Figure 3. Pairwise Meta-Analysis High-Pain vs. Control and Low-Pain vs. Control Pain Free 

Walking Ability. 

 

 

Figure 4. Summary of Network Meta-Analysis Maximal Walking ability. H: High-Pain, L: 

Low-Pain, C: Control. Effects were considered trivial at <0.2, small at 0.2-0.5, moderate at 

0.5-0.8, and large at >0.8. 
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Figure 5. Summary of Network Meta-Analysis Pain Free Walking ability. H: High-Pain, L: 

Low-Pain, C: Control. Effects were considered trivial at <0.2, small at 0.2-0.5, moderate at 

0.5-0.8, and large at >0.8 

 

 


