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ABSTRACT
The r enin angiotensin system [RAS] forms a central role in the pathogenesis of cardiovascular and renal
diseases. Angiotensin II, the main peptide of the system stimulates key components of atheroscl erosis. Blocking
RAS pathways exert potent antiatherosclerotic effects by their anti -hypertensive, anti -inflammatory, anti proliferative and oxidative stress reducing mechanisms, thereby, decreasing atherosclerotic plaque progression
and ischemic events. Thus, it forms a mainstay of strategies to improve the prognosis of patients with
cardiovascular disease. This review discusses the members of RAS and their role in pathophysiology of the
atherosclerotic diseases from molecular pathways, to human genetics and to the latest clinical trials.
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INTRODUCTION
Cardiovascular disease is the leading cause of mortality for men and women worldwide,
which makes up 16.7 million or 29.2% of total global deaths [1]. Atherosclerosis is a chronic
inflammatory disease [2] initiated by a variety of cardiovascular risk factors such as smoking,
diabetes mellitus, hypertension and obesity [3]. The atherosclerotic plaques are composed of
dysfunctional endothelial cells, smooth muscle cells, lipid laden macrophages and T lymphocytes [4]. Myocardial infarction, stroke or sudden cardiac deaths are the fatal end points
of the progressive atherosclerosis [5].
In this regard, the role of immuno - inflammatory response initiated by the mechanical
stress and LDL-C stimulate a cascade of mechanisms involving cytokines, chemokines and
eicosanoids. Since RAS regulate a host of biological functions in the body including maintenance
of the vascular tone and as all the components of the RAS have been identified in the
atherosclerotic tissues, RAS proves to be the central point of these pathophysiological
processes [6]. Hence, RAS has become the key factor of intensive research activities for several
decades for the protection of cardiovascular, cerebrovascular and renal systems. Pharmacologic
inhibition of RAS is used as a treatment for hypertension, left ventricular dysfunction, acute
myocardial infarction [AMI], diabetic nephropathy and atherosclerosis [7].
In animal models of atherosclerosis, RAS directly contributes to the coronary ischemic
events, altered post infarct remodeling and reduced fibrinolysis [8]. This review briefly
describes RAS and its uses to explore the pathophysiology and results of recent genetic and
clinical trials in the atherothrombotic diseases.
OVERVIEW OF THE RAS
The RAS system is involved in the regulation of blood pressure and electrolyte
metabolism. The primary hormone involved is angiotensin II, an octapeptide made from
angiotensinogen [AGT], which is a α-globulin produced in liver and is 452 amino acid in length
[9]. An enzyme produced in the juxtaglomerular cells of the renal afferent arteriole, renin, act
upon angiotensinogen to form a decapeptide angiotensin I. Plasma angiotensin converting
enzyme [ACE], converts angiotensin I to form angiotensin II [10]. ACE, also known as kininase II
is a zinc containing large acidic glycoprotein metallozyme with a single polypeptide and is found
in highest concentration in lungs, kidney, ileum, duodenum and uterus [11]. This enzyme is
expressed primarily by endothelial, epithelial and neuroepithelial cells ACE. Plasma ACE which
exists on endothelial cells throughout atherosclerotic plaques forms a small proportion of total
body ACE [12]. Angiotensin II is a very potent vasoactive substance which causes
vasoconstriction of the arterioles [13]. Angiotensin II by the action of enzyme aminopeptidase
forms angiotensin III which stimulates aldosterone synthesis and inflammation [14]. Later,
angiotensin II and angiotensin III are degraded by angiotensinases to form degradation
products [15].
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Fig 1[16] RAS Cascade in Humans

Angiotensin II acts through two type of receptors, type 1 [AT1] and type 2 [AT2]. AT1 is a
seven transmembrane domain G- protein coupled receptor, which is abundantly distributed in
tissues such as blood vessels, heart, kidney, adrenal gland, liver, brain and lungs [17]. The
effects mediated by AT1 are cell growth, regulation of expression of vasoconstructive
hormones, growth factors, cytokines, aldosterone and extracellular matrix components [18].
AT2 is mainly present in myocardium, vascular endothelium, uterus, brain, pancreas and
adrenal gland. It is predominantly located in interstitial fibroblasts and is involved in
progression of inflammation and fibrosis [19].It is increased with atherosclerotic processes,
vascular injury, myocardial infarction and heart failure [20].
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Fig2 [21] Actions of Angiotensin II

PATHWAYS OF RAS THAT LEAD TO ATHEROSCLEROSIS
Angiotensin II activates intracellular signaling pathways that promote atherothrombosis
through inflammation, endothelial dysfunction, growth, altered fibrinolysis and increased LDL C oxidation [22].
These processes are discussed as follows:
A) INFLAMMATION- Atherosclerosis is a chronic inflammatory disorder that leads to plaque
formation [23] and RAS serves a major role in promoting this inflammation. Angiotensin II
activates the proinflammatory transcription factors - nuclear factor kappa B [NF- κB] in
monocytes , vascular smooth muscle cells [VSMC] and endothelial cells [24], causing
increased production of intercellular adhesion molecule [ICAM-1], vascular cellular adhesion
molecule [VCAM-1] and proinflammatory cytokines such as monocyte chemoattractant
protein -1 [MCP-1], interleukin-6 [IL-6], TNF- α and cyclooxygenase -2 [25]. This inflammatory
cascade activates the vascular inflammatory response by increasing inflammatory cell
recruitment to the intima. Recruited cells produce more Angiotensin II, resulting in a positive
feedback response, which maintains this inflammatory vicious cycle. The RAS modulated
activation of complement system is implicated in both atherosclerosis and renal injury [26].In
human heart, AT2 is located in interstitial fibroblasts hence; it also serves a role in
inflammation and fibrosis [27].
B) ENDOTHELIAL DYSFUNCTION- It is one of the earliest detectable functional abnormalities in
the coronary circulation at the onset of atherosclerosis [28]. Under normal conditions,
endothelial function exerts its antithrombogenic effect by nitric oxide [NO] and
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prostacyclins. NO inhibits platelet and leukocyte adhesion to the endothelium and inhibits
the growth of VSMC [29].
RAS impairs NO release and activity through bradykinin degradation by ACE and
oxidative stress [30]. Angiotensin II also, impairs NO activity by stimulating oxidative stress
through NADH/ NADPH oxidase in VSMC and endothelial cells [31]. Thus, endothelial
dysfunction causes stimulation of adhesion molecules, MCP-1 and cytokines that are
proinflammatory [32].Also; in a study conducted it was observed that hypercholesterolemia
was associated with AT1 receptor upregulation, endothelial dysfunction and inhibition of the
oxidase. Reduction of early plaque formation by an AT1 receptor antagonist suggests a crucial
role of angiotensin II mediated superoxide radical production in the early stage of
atherosclerosis [33].
C) GROWTH FACTORS - Angiotensin II activates several growth associated kinase pathways
such as Janus Kinase/ signal transducers and activators of transcription and mitogen
activated protein pathways [34]. Angiotensin II also leads to the increased production of
transforming growth factor β1 [TGF-β1] and platelet derived growth factor [PDGF] [35]. In
VSMC, TGF- β1 promotes fibrosis and hence, cellular hypertrophy. Imbalances in these
growth factors, possibly created by vascular injury leads to angiotensin II mediated
proliferation [36].
D) THROMBOSIS - RAS inhibits the fibrinolytic system and enhances thrombosis by altering the
coagulation cascade and platelet activity [37].RAS increases the production and release of
platelet activated inhibitor [PAI-1] from endothelial cells and VSMC. This PAI-1 in turn
inhibits the endogenous fibrinolytic system and serves as most important inhibitor of the
tissue plasminogen activator [38]. Also, RAS increases levels of tissue factor, a member of
the coagulation cascade that serves as an essential cofactor of factor VIII and is increased in
atherosclerotic plaques and acute coronary syndromes [39].
E) LDL-C OXIDATION - Oxidized LDL-C impairs NO formation, promotes superoxide anion
formation and induces endothelial adhesion molecules [ICAM-1, VCAM-1 and E- selectin],
chemokines [MCP-1] and smooth muscle growth factors [40]. Angiotensin II enhances the
oxidation of LDL-C via stimulation of lipooxygenase pathway and NADH in the macrophages
[41]. Oxidized LDL-C and hypercholesterolemia increase expression of AT1 on human
endothelial cells and VSMC [42].
GENETIC STUDIES ASSOCIATED WITH RAS IN ATHEROSCLEROSIS
Genetic components play an important role in the development of vascular disease
which is evident by the clustering of premature atherosclerosis in families [43]. Various
polymorphisms have been associated in the genes of the RAS. One of the major polymorphism
of the RAS is an insertion [I] / deletion [D] polymorphism in the ACE. The ACE DD genotype is
associated with higher circulating and tissue levels of ACE [44].
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There is a proposed interaction between the molecular mechanisms of the RAS and
cholesterol in promoting atherosclerosis. To define the relationship of RAS and lipi ds in
humans, in a study, angiotensin II was administered to normocholesterolemic and
hypercholesterolemic men and it was found that increase in blood pressure was exaggerated in
the hypercholesterolemic subjects and this response was slowed down by LDL-C lowering
agents [45].
Genes encoding components of the RAS have been associated with elevated blood
pressure and increased risk of coronary artery disease [CAD]. A study was conducted in 301
white males, to observe the effect of the AGT M235T gene variant on plasma AGT levels and
blood pressure in patients with CAD. It was found that AGT M235T gene polymorphism was a
significant predictor of diastolic blood pressure and elevated circulating AGT in the
pathogenesis of CAD [46].
Association of aortic stiffness and CAD is also observed in the AT1- 1166 A/C
polymorphism [47]. Also, AT1- 810T/A polymorphism is linked to CAD and MI [48]. In a study
conducted it was shown that C825T polymorphism in the G- protein beta 3 subunit gene [GNB3]
with altered transmembrane signaling is linked to altered hypertension, CAD and MI [49].
Two studies conducted depicts that there is a synergistic interaction between the
increased risks associated with the D allele of the ACE I/D polymorphism and the C allele of the
AT1- 116 A/C polymorphism [50]. A recent study indicated a synergistic effect between AGT
M235T and apolipoprotein E4, with an increased risk of MI observed in AGT TT and
apolipoprotein E4 allele carriers [51].
It has been observed that angiotensin converting enzyme 2 [ACE 2], which catalyses the
conversion of angiotensin I and angiotensin II, to angiotensin [1-9] and angiotensin [1-7]
respectively, is linked with polymorphism in the ACE 2 gene in relation to the cardiovascular
risk. The allele A of the rs2285666 polymorphism in this ACE 2 gene influences the fatal
cardiovascular outcome in females [52].
Thus, these polymorphisms observed in atherosclerotic diseases are helpful in
determining the role of the RAS in the cardiovascular events, risk stratification and
therapeutics.
ACE INHIBITORS IN ATHEROSCLEROSIS
ACE inhibitors act by inhibiting the conversion of angiotensin I to angiotensin II. They
also decrease the breakdown of bradykinin and increase tissue and plasma levels of angiotensin
[53]. Since, tissue ACE is highly expressed in human atherosclerotic plaques
[54] and is
localized in the areas of clustered macrophages it becomes significantly increased in patients
with unstable angina [55]. It is observed that blocking ACE will prevent plaque fissuring,
thrombosis and rupture. But at the same time, the use of ACE inhibitors can lead to secondary
increase in angiotensin II and aldosterone through the Secondary [non- ACE] pathways, also
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known as ACE Escape. One of the most important non- ACE pathway leading to formation of
angiotensin II is the Chymase pathway. Recent data suggests that this pathway is upregulated in
the diabetic and hypertensive nephropathy and thus, ACE Escape may be more marked in
patients with renal disease [56].
HUMAN CLINICAL TRIALS OF RAS INHIBITION
Several human clinical trials have been conducted to measure the impact of the RAS and
its inhibition in inflammation and endothelial dysfunction.
In a study conducted known as SECURE [study to evaluate carotid ultrasound changes in
patients treated with ramipril and vitamin E], it was found that there was a significant reduction
in the progression slope of mean maximal carotid intimal thickness [IMT] by 0.04mm [p= o.46]
indicating early atherosclerosis [57].
In numerous clinical trials, ACE inhibition has been shown to decrease the risk of the
coronary events and cardiovascular death in patients of MI [58].
Clinical trials of the SOLVD [studies of left ventricular dysfunction] treatment trial [59],
the SAVE [survival and ventricular enlargement] trial [60], the AIRE [acute infarction ramipril
efficacy] study [61] and the TRACE [trandopril cardiac evaluation] study [62] showed a 21%
relative risk [RR] for MI [P=0.001].
The HOPE [heart outcomes prevention evaluation] study demonstrated that ACE
inhibition with ramipril therapy decreased rates of death and MI in high risk patients with left
ventricular dysfunction or heart failure where RR was 0.78 and p< 0.001 [63].
The PROGRESS [perindopril protection against recurrent stroke study] found that ACE
inhibition in 6105 patients with a history of cardiovascular attacks reduced the secondary
outcome of acute MI, where RR= 0.74 and p < 0.05 [64].
The LIFE [losartan intervention for endpoint reducti on ] in hypertension study showed in
9193 patients, aged 55- 80 years with moderate to severe hypertension; a 13% [p= 0.021] lower
primary event rate in the losartan based treatment group [65].
In the ADVANCE [Action in diabetes and vascular disease- Preter Ax and Diamicron MR
controlled evaluation ] study, the significant antihypertensive effect of Perindopil/Indapamide
given in addition to current therapy in patients with diabetes and hypertension was associated
with improvement in morbidity and mortality compared with standard therapy, includind RAS
inhibitors alone [66].
There is a recent evidence to show that angiotensin receptor blockers [ARB’s] have
efficacy similar to ACE inhibitors in reducing cardiovascular outcomes. In the CHARM
[candesartan in heart failure study] and VAL-HeFT [valsartan heart failure trial] of patients with
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severe heart failure, the addition of an ARB to an ACE inhibitor reduced cardiac mortality and
lowered hospital admissions [67].
It has been observed that ARB’s can improve endothelial function and reduce markers
of atherosclerosis via AT1 receptor antagonism.The ARB- Olmesartan Medoxomil is shown to
have utility of RAS suppression in reducing atherosclerosis. The recent trials of OLIVUS [Impact
of Olmesartan on progression of coronary atherosclerosis: evaluation by intravascular
ultrasound], EUTOPIA [European trial on Olmesartan and Pravastatin in inflammation and
atherosclerosis], MORE [Multicenter Olmesartan atherosclerosis regression evaluation] and
VIOS [Vascular improvement with Olmesartan Medoxomil study] studies proves the role of
ARB’s in reducing atherosclerotic plaque volume, improving plaque composition and stability
and improving endothelial dysfunction, thereby, improving cardiovascular outcome[68].
CURRENT HUMAN TRIALS
There are numerous trials that are currently in progress to emphasize on the effects of
RAS inhibition. The EUROPA [European trial on reduction of cardiac events with perindopril in
stable coronary artery disease] study is examining 10500 patients with a follow up period of 5
years for effect of ACE inhibition on cardiac mortility, MI and unstable angina [69].
The PEACE [prevention of events with angiotensin converting enzyme inhibition] study
will also review the 5 year outcome of cardiovascular death and MI IN 8100 CAD patients [70].
Another study, VALUE [valsartan antihypertensive long term use evaluation] trial will
follow 14400 patients with hypertension and cardiovascular risk for 6years comparing
cardiovascular events with amlodipine therapy [71].
The trials such as ONTARGET [ongoing telmisartan alone and in combination with
ramipril global endpoint] trial will enroll about 23000 patients of > 55 years of age with a
history of CAD, stroke or peripheral vascular disease [72].
Another trial TRANSCEND [telmisartan randomized assessment study in ACE inhibitor
intolerant patients with cardiovascular disease] will compare telmisartan with placebo in 5000
similar patients, who cannot tolerate ACE inhibitors [73]. Newer clinical trials have also been
started to investigate the possible effects of aliskiren – the oral renin inhibitor in cardiac
remodeling after MI [AVANT GRADE, ASPIRE] and diabetic nephropathy [ALTITUDE] [74]. In a
very recent study conducted, it was observed that left atrial [LA] strain and strain rate [SR]
imaging improved after reduction of blood pressure with RAS inhibitors in the hypertensive
patients. These values play a crucial role in detecting subclinical myocardial involvement in
essential hypertension at an early stage [75].
CONCLUSION
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Atherosclerosis is an ever growing threat to human population with 1 of every 2.5
deaths globally attributed to it. Current strategies aim to prevent and slow the progression of
atherosclerosis by lifestyle modification and pharmacological treatment to control
hyperlipidemia. But atherosclerosis may develop in many people without
hypercholesterolemia. Therefore, there are other mechanisms promoting atherosclerosis,
amongst them RAS has been recognized to play a crucial role in promotion of inflammation and
endothelial dysfunction leading to atherogenesis. Inhibition of RAS reduces plaque
development. Several RCT have shown decreased cardiovascular ischemic events in high risk
patients receiving ACE inhibitors. Thus, the complex interactions between the RAS and
hyperlipidemia in promoting atherosclerosis will elucidate new mechanisms to reduce ischemic
events, decrease plaque formation and correct altered fibrinolytic balance.
REFERENCES
[1]
[2]
[3]
[4]
[5]
[6]
[7]
[8]
[9]
[10]
[11]
[12]
[13]
[14]
[15]
[16]
[17]
[18]
[19]
[20]
[21]
[22]
[23]

American Heart Association. Heart and Stroke Update; Dallas, Text: 2001.
Ross R. Atherosclerosis- an inflammatory disease. N Eng J Med 1999; 340: 115-26.
Masaru I, Masalsugu H. Clinic all- round 2007; 56: 244-48.
Hu C, Mehta JL. Contemporary Cardiology [book] 2009; 10:1007.
Fukuda D, Sata M. Japanese J Clin Endocrinal 2006; 64[4]: 805-09.
Smith SC, Blair SN, Bonow RO. Circulation 2001; 104: 1577-79.
Jackson EK. Goodmann and Gilman’s The Pharmacological basis of Therapeutics, 10 th
edition McGraw- Hill, New York 2001: 809-41.
Carlos FM, Richmond RS, Smith R, Levy P, Strawn WB and Kivlighn S. Am J Ther 2004;
11[1]: 44-53.
Gibbons GH. Am J Hyperten 1998; 11: 177S-81S.
Paul M, Poyan MA, Kreutz R. Physiol Rev 2006; 86[3]: 747-803.
Ehlers MRW, Riordan. Biochem 1989; 28: 5311-18.
Pratt RE. J Am Soc Nephrol 1999; 10 [11]: S120-28.
Ueda S, Masumori M S, Ashino K, Nagahara T, Gotoh E, Umemura S, Ishii M. Hypertension
2000; 35: 998-1001.
Engeli S, Negrel R, Sharma AM. Hypertension 2000; 35: 1270-77.
Kifor I, Dzau VJ. Circ Res 1987; 60: 422-28.
Gunning ME, Julie R, Ingelfinger, King AJ, Brenner BM. Brenner’s and Rector’s – The
Kidney 1996 [Book, 5th edition, ISBN- 0 – 7216 – 5075 – 9].
Kim S, Iwao H. Pharmacol Rev 2000; 52: 11-34.
Berry C, Touyz R, Dominiczak AF, Webb RC, Johns DG. Am J Physiol 2001; 281: H2332-65.
Carey RM, Wang ZQ, Siragy HM. Hypertension 2000; 35: 155-63.
Unger T. Am Heart J 2002; 139: S2-8.
Montecucco F, Pende A, Francois. Mediators of Inflammation 2009; doi10. 1155/ 2009/
752406.
Schmidt OKM, Kagiyama S, Phillips I. Regul Pept 2000; 93: 65-77.
Kranzhofer R, Bawatzki W, Schmidt J, Kubler W. Biochem Biophys Res Commun 1999; 257:
826-28.

October – December

2011

RJPBCS

Volume 2 Issue 4

Page No. 521

ISSN: 0975-8585
[24] Kranzhofer R, Schmidt J, Pfeiffer CA, Hag LS, Libby P, Kubler W. Arterioscler Thromb Vasc
Biol 1999; 19: 1623-29.
[25] Ruiz OM, Lorenzo O, Ruperez M, Esteban V, Mezzano S, Eglio J. Contri Nephrol 2001; 135:
127-37.
[26] Montecucco F, Pende A, Mach F. Mediators of Inflammation 2009; 752406.
[27] Sadoshima J. Circ Res 2000; 86: 1187-89.
[28] Mancini GB. Am J Med 1998; 105: S40-47.
[29] Dzau VJ. Eur Heart J 1998; 19 [J]: J2-16.
[30] Vanhoutte PM. Eur Heart J 1998; 19 [J]: J7-15.
[31] Griendling KK, Minieri CA, Ollerenshaw JD. Circ Res 1994; 74: 1141-48.
[32] Zg H, Schmeisser A, Garlichs CD. Cardiovas Res 1999; 44: 215-22.
[33] Warnholtz A, Nickenig G, Schulz E, Macharzina R, Brason JH, Skatehkov M, Stasch JP,
Griendling KK, Manzel T. Circulation 1999; 99: 2027-33.
[34] Brasier AR, Recinos A, Eledrisi MS. Atherosclerosis, thrombosis and vascular biology 2002;
22: 1257.
[35] Tham DM, Martin MB, Wang YX. Physiol. Genomics 2002; 11: 21-30.
[36] Williams B. Am J Cardiol 2001; 87: C10-17.
[37] Vaughn DE. Am J Cardiol 2001; 87: C18-24.
[38] Soejima H, Ogawa H, Yasue H. J Am Coll Cardiol 1999; 34: 983-88.
[39] Bernstein KE. Nephrologic 1998; 19: 391-95.
[40] Keider S, Kaplan M, Hoffman A, Ariram M. Atherosclerosis 1995; 115: 201-15.
[41] Morawietz H, Rueckschloss U, Niemann B. Circulation 1999; 100: 899-902.
[42] Li D, Saldeen T, Romeo F, Mehta JL. Circulation 2000; 102: 1970-76.
[43] Marenberg ME, Risch N, Berkman LF, Floderus BU, Faire de U. N Eng J Med 1994; 330:
1041-46.
[44] Bax WA, Dunser AH, Schalekamp MA. Circulation 1995; 92: 1387-88.
[45] Nickenig G, Baumer AT, Temur Y. Hypertension 1999; 33: 719-25.
[46] Rodaiguez PJC, Rodriguea EF, Hernandez PO. J Am Coll Cardiol 2001; 37: 1536-42.
[47] Zhang X, Erdmann J, Regitz Z. J Hypertens 2000; 18: 262-72.
[48] Poirier O, Georges JL, Ricard S. J Hypertens 1998; 16: 1443-47.
[49] Von Beckerath N, Kasturi A, Koch W. Atherosclerosis 2000; 149: 151-55.
[50] Geel VPP, Pinto YM, Zwinderman AH. Heart 2001; 85: 458-62.
[51] Batalla A, Alvarez R, Revero. Clin Chem 2000; 46: 1910-15.
[52] Vangjeli C, Dicker P, Shields DC, Evans A, Stanton Alice V. J Ren Angio Aldos Sys 2011;
10.1177.
[53] Unger T. Am J Cardiol 2002; 89: A3-9.
[54] Diet F, Pratt RE, Berry GJ, Momose N, Gibbons GH, Dzau VJ. Circulation 1996; 94: 2756-67.
[55] Neri SGG, Boddi M, Poggesi L. J Am Coll Cardiol 2001; 38: 49-55.
[56] Miller NH. Nur Res prac 2010; ID 101749.
[57] Lonn EM, Yusuf S, Dzavik V. Circulation 2001; 103: 919-25.
[58] Stanton AV, Chapman JN, Mayet J. Clin Sci 2001; 101: 455-64.
[59] Solved Investigators. N Eng J Med 1991; 325: 293-302.
[60] Pfeffer MA, Braunwald E, Moye LA. N Eng J Med 1992; 327: 669-77.
[61] Acute Infarction Ramipril Efficacy [AIRE] Study Investigators. Lancet 1993; 342: 821-28.
October – December
2011
RJPBCS
Volume 2 Issue 4
Page No. 522

ISSN: 0975-8585
[62] Kober L, Torp PC, Carlsen JE. N Eng J Med 1995; 333: 1670-76.
[63] Heart Outcomes Prevention Evaluation Study Investigators. N Eng J Med 2000; 342: 14553.
[64] PROGRESS Collaborative Group. Lancet 2001; 358: 1033-41.
[65] Dahlof B, Deverex RB, Kjeldsen SE. Lancet 2002; 359: 995-1003.
[66] Mourad JJ. Medicographia 2010; 32:294- 301.
[67] Ravandi A, Teo KK. Expert Rev Cardio Vasc Ther 2009; 7[6]: 667-74.
[68] Mason RP. Vascular Health and Risk Management 2011; 7L: 405-16.
[69] Fox KM, Henderson JR, Bertrandt ME. Eur Heart J 1998; 19[J]: J52-55.
[70] Wing LMH, Ried CM, Ryan P, Beilin LJ, Brown MA, Jennings GLR, Johnston CI, Mcneil JJ,
Macdonald GJ, Marley JE, Morgan TO, West MJ. N Eng J Med 2003; 348: 583-92.
[71] Yusuf S. Am J Cardiol 2002; 89: A18-25.
[72] Yusuf S, Teo KK, Pogue J. New Eng J Med 2008; 358[15]: 1547-59.
[73] Ripley TL, Harrison D. Lancet 2008; 372[9644]: 1128-30.
[74] Westermann D, Schmeider R, Schultheisis HP, Tschope C. J Mol Med 2008; 86[6]:691-95.
[75] Dimitroula H, Damvopoulau E, Giannakoulas G, Dalamanga E, Dimitroulas T, Sarafidis PA,
Styliadis H,Karvounis H, Parcharidis G. Am J of Hypertens 2010; doi: 10. 1038/ ajh. 2010.4.

October – December

2011

RJPBCS

Volume 2 Issue 4

Page No. 523

