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ABSTRACT
Background: Target organ damage takes place early in course of hypertension. But, despite this, the disease remains inadequately
controlled in majority of patients partly because of its asymptomatic nature. With incidence of hypertension on the rise, there have not
been adequate studies in our country linking hypertensive target organ damage with microalbuminuria and creatinine clearance especially
in asymptomatic patients. Aims: To find the relationship between microalbuminuria and reduced creatinine clearance with subclinical
target organ damage in asymptomatic primary hypertensive patients. Material & Methods: 60 hypertensive patients were evaluated for
mild renal dysfunction defined as 24 hour urine albumin(UA) > 30 mg/d and/or Creatinine Clearance (CCR) < 60 ml/min/1.73m2 .Target
organ damage evaluated were retinopathy (direct fundoscopy) and Left ventricular hypertrophy (2D ECHO). Results: There was
significant association between microalbuminuria (30 %) and reduced creatinine clearance (38%) with target organ damage i.e. left
ventricular hypertrophy [p < 0.001 & p 0.001 respectively] and hypertensive retinopathy [p 0.005 & p 0.03 respectively]. Patients with
urine microalbumin had 30 times risk [95% CI: 3.6-253,p 0.001] and those with reduced creatinine clearance had 5.9 times the risk [95%
CI: 1.7-19.4, p 0.0035] of developing target organ damage. But when present together the risk increased to 39.4 times [95% CI: 2.2-703,
p 0.0124]. Conclusions: Results show that a reduction in creatinine clearance and/or presence of microalbuminuria is a marker of
subclinical organ damage in patients with primary hypertension. Microalbuminuria showed better association with target organ damage
than reduced creatinine clearance.
KEYWORDS: Microalbuminuria, mild renal dysfunction, primary hypertension, subclinical, retinopathy, target organ damage.
INTRODUCTION
Hypertension is a major public health problem in India and in
other developing countries. HTN is directly responsible for 57%
of all stroke deaths and 24% of all coronary heart disease (CHD)
deaths in India.[1] In India, the prevalence is 22% – 45% among
men and about 16% – 38% among women.[2]
Target organ damage due to hypertension results in adverse
prognostic significance irrespectively of whether it involves the
structure and/or function of the heart, brain, kidney, or
vessels.[3]Studies have shown when organ damage is present,
patients usually have a high total cardiovascular (CV) risk [4] i.e.,
a chance of having a morbid or fatal CV event within 10 years
>20%.
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The kidney has a dual role in primary hypertension. On the one
hand, it is the cause of elevated blood pressure and on the other
it may suffer from the long-term negative consequences of the
hypertensive state. As renal function has shown to be inversely
related to the occurrence of cardiovascular events, it may serve
as a sensor of cardiovascular risk. [5]
Mild renal dysfunction( UA > 30mg/d and/or CCR <60ml/min)
is a common finding in patients with hypertension and is
associated with an increased risk for cardiovascular events as
well as progression to end-stage renal disease.[6,7] This
cardiovascular risk, progressively increases as renal function
declines.[8]
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Therefore, assessment of these subclinical target-organ damage
represents an important aspect for the risk stratification of these
hypertensive patients. This has led to the emergence of the
concept “Global cardiovascular risk”. It is imperative that these
changes of end organ damage be picked up early so as to identify
patients who require more aggressive management. In this
context, assessment of subclinical target organ damage has
become a key aspect in evaluating and managing hypertensive
patients.
MATERIALS AND METHODS
This was a case series study conducted in the department of
internal medicine, S.Nijalingappa Medical College and HSK
Hospital, Bagalkot, a tertiary care hospital. 60 subjects with a
diagnosis of essential hypertension who were asymptomatic and
aged between 30 – 60 years were included in the study from Jan
1, 2013 to Dec 31, 2013. Previously diagnosed cases of
secondary hypertension, Pregnancy, Diabetes mellitus, Urinary
tract infections, Renal disease (Serum Creatinine > 1.4 mg/dl for
females and > 1.5 mg/dl for men), Presence of overt proteinuria
[>300mg/d of albuminuria], Chronic heart failure, Positive
history or clinical signs of ischemic heart disease and
cerebrovascular disease. Severe obesity (defined as body
weight >150% of the ideal body weight or BMI > 40),
Underweight (defined as BMI< 18.5) , Disabling diseases such
as dementia or inability to co-operate, Patients already on
angiotensin converting enzyme inhibitor drugs were excluded
from the study. Institutional ethical committee clearance was
obtained for the study and all patients participating in this study
had given their informed written consent .
A diagnosis of hypertension was confirmed from history. The
duration of hypertension, treatment, history of smoking/ other
habits, symptoms pertaining to cardiovascular, renal, peripheral
vascular system, ocular and nervous system was meticulously
asked for, which could suggest the possibly of a pre-existing
target organ damage. BP was recorded with two readings taken
with the patient sitting relaxed, back supported, for five minutes
and arm supported at the level of heart. JNC 7 classification was
used to stratify the severity of hypertension. All subjects
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underwent routine Blood and urinary examinations, 12 lead
ECG, opthalmoscopic evaluation and 24 hour urinary albumin
after a written consent. Subjects who had left ventricular
hypertrophy (LVH) in ECG as per Sokolow - Lyon Index or the
Romhilt - Estes point score system were confirmed with Two
dimensional guided M-mode echocardiography. A Left
ventricular mass index of more than 115 gms / m2 in men and 95
gms / m2 in women were taken as the levels, above which LVH
was be diagnosed as per EHC 2013 guidelines. Subjects were
taken as having LVH only if they were positive for both ECG
and echocardiography. Hypertensive retinopathy was evaluated
by direct ophthalmoscopy and classified by Keith - Wagener Barker system. Creatinine clearance was estimated by using the
Cockcroft-Gault formula. This value was adjusted for body
surface area (BSA). A creatinine clearance of less than
60ml/min/1.73m2 was considered as reduced. 24 hour urine
albumin was estimated using the Erba-Mannheim urinary
albumin assay - an immunoturbidimetric, in vitro diagnostic
assay for quantification of albumin in human urine by means of
clinical chemistry analyzer. This method is done by
measurement of antigen-antibody reaction by the end-point
method. The patients were asked to avoid exercise or exertion
prior to urine collection. In women, urine was collected during
the non menstrual phase of their cycles. A value of 30-300 mg/d
of albuminuria was considered as microalbuminuria. Target
organ damage (TOD) was defined as the presence of LVH or
Retinopathy or both.
STATISTICAL ANALYSIS
Statistical analysis was done with SPSS software and OPEN EPI
version 2.3.1 Chi-square test to study the relationship between
microalbuminuria, creatinine clearance and other variables. P
value was calculated for all the variables and a value less than
0.05 was considered significant. Unpaired Student ‘t’ test was
used to analyse quantitative data.
RESULTS
The mean age group of the subjects were 50.15 ± 8.83 years with
an average duration of hypertension of 6.68 ± 4.89 years. The
mean 24 hour urine albumin of the population was 37.22 mg/d
and creatinine clearance 79.58 ml/min. Of the 60 cases, 18 cases
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were positive for urine microalbumin (30 %) and 23 cases (38
%) had reduced creatinine clearance (Table 1).
Microalbuminuria showed a statistically significant increase
with age, duration of hypertension, systolic and diastolic BP,
total cholesterol, Sr creatinine and reduced creatinine clearance
when compared to patients who were normoalbuminuric. In
patients who had a reduced creatinine clearance (<60
ml/min/1.7m2) there was a statistically significant increase in
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age, duration of hypertension, Sr creatinine and 24 hr urine
albumin when compared to patients who had creatinine
clearance >60 ml/min/1.7m2. But, although there was increase
in systolic BP, diastolic BP and total cholesterol in patients with
reduced creatinine clearance they were found to be not
statistically significant (p > 0.05).Both microalbuminuria and
reduced creatinine clearance had a significant association with
unfavourable lipid profile (<0.001).

Table 1. General characteristics of Microalbuminuria and Reduced creatinine Clearance Groups.
Parameters
Age
(years)
Duration
(years )
Systolic BP
(mm/Hg)
Diastolic BP
(mm/Hg)
RBS
(mg/dl)
Sr creatinine
(mg/dl )
Creatinine
Clearance
(ml/min)
24 hrs Urine
albumin (mg/d)

Microalbuminuria
(>30mg/d)
Present
Absent
53.89 ± 48.55 ± 9.508
5.603
10.39 ± 5.10 ± 3.906
5.066
170.78 ± 153.5 ± 19.45
22.66
101.7 ± 91.19 ± 10.284
12.017
91.40 ± 101.4 ± 20.641
18.023
1.139 ± 0.869 ± 0.194
0.1501

‘t’
value

‘p’
Value

2.217

0.031

4.392

0.000

2.987

0.004

3.473

0.001

1.783

0.08

5.247

0.000

60.54 ± 87.75 ± 26.25
13.246

4.161

0.000

92.92 ± 13.35 ± 6.315
35.735

14.07
2.247

Total Cholesterol 219.9 ± 184.1 ± 31.012
(mg/dl)
70.722

Creatinine clearance
(< 60 ml/min)
Present
Absent
53.52 ± 6.473
48.05
9.507
10.09 ± 5.187
4.57
3.296
165.6 ± 19.924 154.4
22.026
97.57 ± 11.801 92.57
11.497
92.57 ± 19.635 102.02
20.07
1.130 ± 0.838
0.838
0.1785

‘t’
value

‘p’
Value

± 2.427

0.018

± 5.049

0.000

± 1.988

0.052

± 1.682

0.098

± 1.788

0.079

± 6.562

0.000

54.48 ± 4.298

95.19 ± 8.941
21.525

0.000

0.000

64.33 ± 50.726

20.37 ± 4.583
23.032

0.000

0.008

198.6 ± 34.466

192.5 ± 0.472
56.253

0.639

Table 2. Grades of Retinopathy in relation to Microalbuminuria and Creatinine Clearance
Grades
Retinopathy
Normal
Grade 1
Grade 2
Grade 3 & 4*
Chi Square
p-value

of
Total no
38
8
9
5

Microalbuminuria
Present
No
%
6
15.8%
3
37.5%
5
55.6%
4
80%
12.62
0.005

Absent
No
32
5
4
1

%
84.2%
62.5%
44.4%
20%

Creatinine clearance
<60 ml/min
No
%
11
28.9%
2
25%
6
66.7%
4
80%
8.7
0.03

>60 ml/min
No
%
27
71.1%
6
75%
3
33.3%
1
20%

*Stage 3 &4 are combined for statistical analysis
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Out of the total 60 patients, 28 patients had mild renal
dysfunction (46%) and 32 patients had presence of TOD (53%).
Retinopathy in this study was observed in 22 subjects (36.6%).
But out of the 18 subjects who had urine microalbumin present,
12 subjects had the presence of hypertensive retinopathy (66%,
p0.001). In 23 subjects with reduced creatinine clearance,
retinopathy was found in 12 subjects (52%, p <0.049). Also,
increasing severity of hypertensive retinopathy grades was
associated with increasing incidence of microalbuminuria (p
0.005) and reduced creatinine clearance (p <0.03) (Table 2).
Left ventricular hypertrophy (LVH) detectable by both ECG and
2D ECHO was seen in 21 out of 60 patients (35%). Out of 18
Subjects with presence of urine microalbumin, 15 had LVH
(83%, p<0.001). Again, 14 out of 23 subjects (60%, p <0.002)
with reduced creatinine clearance had LVH. Of the remaining
39 cases who had no LVH, only 3 (7.7%) where positive for
microalbuminuria and 9 (23.1%) had a creatinine clearance <60
ml/min/1.73m2.
Reduced creatinine clearance (p<0.001), left ventricular
hypertrophy (p<0.001), and retinopathy (p<0.001) was
significantly higher in patients with microalbuminuria.
Similarly, the proportion of microalbuminuria (p<0.001), left
ventricular hypertrophy (p<0.002) and retinopathy (0.049) was
found statistically significantly higher in patients with CCR<60
ml/min (Figures 1, 2 & 3).

Figure 2. Target Organ Damage and Creatinine
Clearance Rate

Figure 3. Target Organ Damage and microalbuminuria
A urine albumin level of more than 36 mg/day (p <0.001) was
associated with increased incidence LVH (Figure 4)
[Sensitivity–71.4(95% CI- 47.8 - 88.7), Specificity – 94.9 (95%
CI- 82.7 - 99.4)] and more than 25 mg/day (p<0.0052) was
associated with increased incidence retinopathy (Figure 5)
[Sensitivity–59.1(95% CI- 36.4 - 79.3), Specificity – 84.2(95%
CI- 68.7 - 94.0)].

Figure 1. LVH with Microalbuminuria and Creatinine
Clearance
Int J Clin and Biomed Res. 2015;1(3): 64-71

A creatinine clearance of less than 63 ml/min (p<0.0023)was
associated with increased incidence LVH (Figure 6)
[Sensitivity–71.4 (95% CI- 47.8 - 88.7), Specificity – 76.9 (95%
CI- 60.7 - 88.9)] and increased incidence of retinopathy (p
0.009) when creatinine clearance was less than 67.1 ml/min
(Figure 7) [Sensitivity–68.2 (95% CI- 45.1 - 86.1), Specificity –
68.4 (95% CI- 51.3 - 82.5)].
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Figure 4. ROC curve for microalbuminuria and Left
ventricular hypertrophy
Area under the ROC curve (AUC)
Standard Errora
95% Confidence intervalb
z statistic
Significance level P (Area=0.5)
a
DeLong et al., 1988, b Binomial exact

0.835
0.0577
0.716 to 0.918
5.797
<0.0001

Figure 5. ROC curve for Microalbuminuria and
Hypertensive Retinopathy
Area under the ROC curve (AUC)
Standard Errora
95% Confidence intervalb
z statistic
Significance level P (Area=0.5)
a
DeLong et al., 1988
b
Binomial exact
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0.705
0.0734
0.573 to 0.816
2.796
0.0052
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Figure 6. ROC curve for creatinine clearance and Left
ventricular hypertrophy
Area under the ROC curve (AUC)
Standard Errora
95% Confidence intervalb
z statistic
Significance level P (Area=0.5)
a
DeLong et al., 1988 b Binomial exact

0.721
0.0725
0.590 to 0.829
3.049
0.0023

Figure 7. ROC curve for creatinine clearance and
hypertensive retinopathy
Area under the ROC curve (AUC)
Standard Errora
95% Confidence intervalb
z statistic
Significance level P (Area=0.5)
a
DeLong et al., 1988,
b
Binomial exact

0.711
0.0707
0.579 to 0.820
2.978
0.0029
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DISCUSSION
The results of the study show heavy burden of the disease in
these asymptomatic subjects as 53% of subjects were found to
have TOD. To our knowledge this was the first study to evaluate
the relationship of both urine microalbumin and creatinine
clearance with TOD in asymptomatic hypertensive Indian
population. This study showed that relatively mild degrees of
renal dysfunction i.e. presence of urine microalbumin or
reduced creatinine clearance was associated with increased
cardiovascular damage in the form of LVH or retinopathy. LVH
was the most prevalent TOD followed by hypertensive
retinopathy. In addition, TOD was more prevalent in
hypertensive males than in females. Studies involving different
population have shown similar high rates of TOD.[8,9,10,11]
Hypertensive subjects found to have a UA > 30 mg/d in this
study was at 30 times more risk developing subclinical target
organ damage [95% CI: 3.6-253,p 0.001]. Similarly if the
creatinine clearance was less than 60 ml/min/1.73m2, there was
5.9 times more risk of developing subclinical target organ
damage [95% CI: 1.7-19.4, p 0.0035]. But in those patients who
were positive for both combined urine microalbumin and
reduced creatinine clearance the risk was much higher than
either one of them alone i.e. 39.4 times more risk of developing
subclinical target organ damage [95% CI: 2.2-703, p 0.0124].
This finding shows that a combined effect of microalbuminuria
and reduced creatinine clearance is synergistic in increasing risk
for target organ damage and hence would invariably have an
effect on prognosis also. There is increasing evidence that a
combination of two when present have a grave prognosis than
either of them alone. This is shown in studies by Leoncini G [12]
et al (2004), Viazzi F [13] et al (2010) , Salles GF [14] et al (2011).
The results of the present study are in concurrence with various
previous studies observing that presence of mild renal
dysfunction was associated with subclinical TOD and an
increased cardiovascular mortality.
It has been well established that patients in end-stage renal
disease had a high cardiovascular mortality. But recently, a mild
reduced creatinine clearance as a risk factor for cardiovascular
Int J Clin and Biomed Res. 2015;1(3): 64-71
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mortality and morbidity has been gaining traction. Although
various studies showed that a high normal creatinine was an
independent and equally important marker of cardiovascular
events, it was Fried LP et al [15] who showed that a decrease of
GFR < 70 ml/min resulted in a progressive increase of 3 year
mortality from cardiovascular events. Later in the HOT study [16]
a reduced creatinine clearance <60 ml/min was associated with
3.2 times greater incidence of fatal events. The subsequent
HOORN study [17] observed a fourfold risk of cardiovascular
death when GFR decreased from 90 to 60ml/min. Recent studies
by Leonicini G [12] and Das SK [18] has shown similar association
between reduced creatinine clearance and TOD in subclinical
hypertensive patients with normal creatinine.
Overt albuminuria has been long associated with cardiovascular
mortality and morbidity both in diabetic and non diabetic
populations. After the concept of microalbuminuria by Keen in
1960, studies have proved it as a reliable maker of generalized
vascular endothelial dysfunction establishing its role as an
indicator of early target organ damage in hypertensive patients.
The PREVENT study [19] showed that microalbuminuria in
hypertensive subjects was independently associated with
myocardial ischemia and infarction. The MAGIC study [20]
showed that those hypertensive patients with microalbuminuria
had LVH and an increase risk of hypertensive retinopathy, acute
coronary syndrome, arthrosclerosis and stroke. Recently a metaanalysis of 1 million subjects has shown that an increasing
microalbuminuria was associated with increase in deaths from
all cause in a continuous manner with no threshold effect.
Left ventricular hypertrophy seen in hypertensive patients as a
result of mechanical stress and neurohormonal mechanisms is a
reliable marker of TOD. LVH was present in 21 subjects
(35%).In subjects with CCR < 60 ml/min vs CCR > 60 ml/min
the percentage of LVH was 60% vs 18%(p 0.002). Similar
results were shown by Das SK [18] (55% VS 20%, p.001) and
Giovanna Leoncini [12] et al (71% VS 42%, p= 0.0001). In
subjects with UA > 30 mg/d vs UA< 30 mg/d the percentage of
LVH was 83% vs 14%.(p<0.001). Similar results seen with Das
SK (78.57% vs 15.38%, p= .000) but lower percentages were
seen with Kirsten [21] (30% vs 9%, p<0.001). The significance of
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this is that in patients with left ventricular hypertrophy
(especially the concentric type) there was a higher risk of
developing a coronary event or a destroke as compared to those
with normal left ventricular geometry.[22]
Hypertensive retinopathy was present in 22 subjects (36%). This
was similar to the hypertensive retinopathies observed by
Ghanshyam et al [23] at 38%. In our study we observed UA > 30
mg/d increased the risk of of retinopathy by 6.4 times. In
subjects with UA > 30 mg/d vs UA<30 mg/d the percentage of
retinopathy were 66% vs 23% (p 0.001). Ghanshyam et al got
slightly higher percentage (78.1% vs 14.5, p <0.001).
Retinopathy was found in 52% of subjects with CCR <
60ml/min while it was present in only 27% subjects with normal
CCR (p < 0.049).
In this study, we found negative significant correlation between
microalbuminuria and CCR clearance (r -0.498 , p < 0.001). This
finding is consistent with results observed by Das
SK18 (r -0.314, p 0.004) and De La Sierra et al [24] who showed
a serum creatinine >88 pmol/L (odds ratio:3.08; CI 95%: 1.396.84) was independently associated with increased urinary
albumin excretion.
The importance of our study is that as the prevalence of
hypertension, a life style modifiable disease in India is expected
to rise with increasing urbanisation, so is the burden of the
comorbidities even in asymptomatic hypertensive patients (
53% in the present study). In our study there has been a strong
association between reduced creatinine clearance,
microalbumin and the presence of LVH or retinopathy. The
development of subclinical cardiovascular damage, such as
hypertensive retinopathy and/or LVH,[25] often precedes and
predicts the acute onset of major events and has proven to be a
powerful independent predictor of cardiovascular prognosis.[26]
The association of various risk factors in this study with both
MA and CCR in part explains the finding of TOD even thought
they were asymptomatic. These traditional risk factors in
association with uncontrolled hypertension caused unfavourable
functional and structural organ changes along with the
acceleration of development of atherosclerosis resulting in TOD
in these subjects. Both MA and CCR<60ml/min were
Int J Clin and Biomed Res. 2015;1(3): 64-71
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associated with an unfavourable lipid profile (p< 0.001 &
p<0.001) and increasing duration of the disease (p<0.004 &
p<0.001). But microalbuminuria had additional significant
association with BMI (p<0.05) and severity of SBP/DBP
(p<0.002). As a result of these associated risk factors being more
for MA, our study showed that MA predicted TOD more
significantly than a CCR< 60 ml/min at 30 times (p<0.001) vs
5.9 times (p<0.003).
CONCLUSION
Although preventing target organ damage is more important
than treating it, with the help of these renal markers early
detection of organ damage in these asymptomatic hypertensive
subjects can be aimed for. This will in turn result in a tighter
control of BP so as to aid in regression of the organ damage and
improve the overall prognosis. A wider application of these tests
could significantly improve the cost-effectiveness of the
diagnostic approach in patients with hypertension. This may
lead to a substantial improvement in identifying high risk
patients while optimizing the cost effectiveness of CV risk
stratification.
CONFLICT OF INTEREST
Nil.
REFERENCES
1) Gupta R. Trends in hypertension epidemiology in India. J Hum
Hypertens 2004; 18(2): 73-8.
2) Gupta R, Gupta VP. Hypertension epidemiology in India:
lessons from Jaipur Heart Watch. Current Science2009;97:349–
55.
3) Mancia G, Laurent S, Agabiti-Rosei E, Ambrosioni E, Burnier
M, Caulfield MJ et al. Reappraisal of European guidelines on
hypertension management: a European Society of Hypertension
Task Force document. J Hypertens 2009;27:2121–58.
4) Mancia G, De Backer G, Dominiczak A, Cifkova R, Fagard
R, Germano G et al. 2007 ESH-ESC Practice Guidelines for the
Management of Arterial Hypertension: ESH-ESC Task Force on
the
Management
of
Arterial
Hypertension. J
hypertens 2007;25:1751–62.
5) Foley RN, Parfrey PS, Sarnak MJ. Clinical epidemiology of
cardiovascular disease in chronic renal disease. Am J Kidney
Dis 1998;32(3):S112–9.
6) Go AS, Chertow GM, Fan D, McCulloch CE, Hsu CY. Chronic
kidney disease and the risks of death, cardiovascular events, and
hospitalization. N Engl J Med 2004;351(13):1296-305.

Page 70

Microalbuminuria in Subclinical Target Organ Damage and its Correlation to Creatinine Clearance Ratio in Hypertension

7) Tonelli M, Wiebe N, Culleton B, House A, Rabbat C, Fok M, et
al. Chronic kidney disease and mortality risk: A systematic
review.J Am Soc Nephrol 2006;17(7):2034-47.
8) Culleton BF, Larson MG, Wilson PW, Evans JC, Parfrey PS,
Levy D. Cardiovascular disease and mortality in a communitybased cohort with mild renal insufficiency.Kidney
Int 1999;56:2214–9.
9) Salako BL, Ogah OS, Adebiyi AA, Adedapo KS, Bekibele CO,
Oluleye TS, et al. Unexpectedly high prevalence of target-organ
damage in newly diagnosed Nigerians with hypertension.
Cardiovasc J Afr 2007,18:77-83.
10) Post WS, Hill MN, Dennison CR, Weiss JL, Gerstenblith G,
Blumenthal RS. High prevalence of target organ damage in
young, African American inner-city men with hypertension. J
Clin Hypertens (Greenwich) 2003,5:24-30.
11) Cuspidi C, Valerio C, Sala C, Esposito A, Masaidi M, Negri F,
et al. Prevalence and correlates of multiple organ damage in a
never-treated hypertensive population: role of ambulatory blood
pressure. Blood Press Monit 2008, 13:7-13.
12) Leoncini G, Viazzi F, Parodi D, RattoE, Vettoretti S, Vaccaro V,
et al. Creatinine clearance and signs of end-organ damage in
primary hypertension. J Hum Hypertens 2004;18(7):511–16.
13) Viazzi F, Leoncini G, Conti N, Tomolillo C, Giachero G,
Vercelli M, et al. Combined effect of albuminuria and estimated
glomerular filtration rate on cardiovascular events and all-cause
mortality in uncomplicated hypertensive patients. J
Hypertens2010;28(4):848-55.
14) Salles GF, Cardoso CR, Pereira VS, Fiszman R, Muxfeldt ES.
Prognostic significance of a reduced glomerular filtration rate
and interaction with microalbuminuria in resistant hypertension:
a cohort study. J Hypertens 2011;29(10):2014-23.
15) Fried LP, Kronmal RA, Newman AB, Bild DE, Mittelmark MB,
Polak JF, et al. Risk factors for 5-year mortality in older adults:
the Cardiovascular Health Study. JAMA. 1998 Feb
25;279(8):585-92.
16) Ruilope LM, Salvetti A, Jamerson K, Hansson L, Warnold I,
Wedel H, et al. Renal function and intensive lowering of blood
pressure in hypertensive participants of the hypertension optimal
treatment (HOT) study. J Am SocNephrol 2001;12(2):218-25.
17) Henry RM, Kostense PJ, Bos G, Dekker JM, Nijpels G, Heine
RJ, et al. Mild renal insufficiency is associated with increased
cardiovascular mortality: The Hoorn Study. Kidney
Int 2002;62(4):1402-7.
18) Das SK, Jha SC. Creatinine clearance and subclinical target
organ damage in primay hypertension. J inst Med
2010;32(3):30-33.
19) Diercks GF, Boven AJ, Hillege HL, Janssen WM, Kors JA, de
Jong PE. Microalbuminuria is independently associated with
ischaemic electrocardiographic abnormalities in a large nondiabetic population. The PREVEND (Prevention of REnal and
Int J Clin and Biomed Res. 2015;1(3): 64-71

20)

21)

22)

23)

24)

25)

26)

G B Doddamani et al.

Vascular
ENdstage
Disease)
study. Eur
Heart
J 2000;21(23):1922-7.
Pontremoli R, Sofia A, Ravera M, Nicolella C, Viazzi F, Tirotta
A, et al. Prevalence and clinical correlates of microalbuminuria
in essential hypertension: the MAGIC Study. Microalbuminuria:
A
Genoa
Investigation
onComplications. Hypertension 1997;30(5):1135-43.
Wachtell K, Palmieri V, Olsen MH, Bella JN, Aalto T, Dahlöf
B, et al. Urine albumin/creatinine ratio and echocardiographic
left ventricular structure and function in hypertensive patients
with electrocardiographic left ventricular hypertrophy: the LIFE
study. Losartan Intervention for Endpoint Reduction. Am Heart
J 2002;142(3):319-26.
Mohebi R, Bozorgmanesh M, Sheikholeslami F, Azizi F,
Hadaegh F. Contribution of glomerular filtration rate to 10-year
cardiovascular and mortality risk among hypertensive adults:
Tehran lipid and glucose study. J Clin Hypertens
(Greenwich)2013;15(5):350-8.
Shanta GPS, Kumar AA, Bhaskar E, Sivagnanam K, Srinivasan
D, Sundaresan M, et al. Hypertensive retinal changes, a
screening tool to predict microalbuminuria in hypertensive
patients: a cross-sectional study. Nephrol Dial Transplant
2010;25:1839–1845.
De La Sierra et al. Microalbuminuria in essential hypertension:
Clinical and biochemical profile. British Journal of Biomedical
Science, 2000.
Ghali JK, Liao Y, Cooper RS. Influence of left ventricular
geometric patterns on prognosis in patients with or without
coronary artery disease. J Am Coll Cardiol 1998, 31:1635-40.
Devereux RB, Alderman MH. Role of preclinical cardiovascular
disease in the evolution from risk factor exposure to
development of morbid events. Circulation. 1993;88:1444–
1455.

Page 71

