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INTRODUCTION
The association between CRP and cardiovascular events with 
hypertension being the risk factor has been studied extensively and 
correlated with the end-organ damage [1-4]. The presence of T2DM 
adds incremental value to the combination Hypertension (HTN) and 
elevated high-sensitivity C-reactive protein (Hs-CRP) in associating 
multi-vessel coronary artery disease [5,6]. However, studies have 
shown when compared to other serum biomarkers, Hs-CRP has 
less significance in assessing the cardiovascular risk assessment 
[7-9]. Ambulatory 24-hour Blood Pressure (ABPM) is superior to 
office BP in relation to advanced hypertensive target organ damage 
and cardiovascular outcome [10-12].

Blood pressure variability has been linked to target organ damage 
and cardiovascular outcome irrespective of severity of hypertension 
[13,14]. This variability is usually underappreciated. Blood pressure 
variability is estimated from mean systolic and diastolic SD which is 
assessed from 24-hours ABPM [15]. So, the identification of increased 
BP variability by ambulatory monitoring may be one way of detecting 
the high-risk subject among hypertensive patients. The exact 
mechanism between BP variability and cardiovascular outcome is 
not clearly known. One hypothesis is in addition to mechanical stress 
induced by systemic hypertension, altered blood flow secondary to 
blood pressure variability induces chronic inflammatory response 
by stimulating vascular endothelial cells [16,17]. Many studies have 
proved the positive correlation between CRP and blood pressure 
variability [18-20]. However, data for Hs-CRP, diabetes mellitus and 
Blood Pressure Variability (BPV) is limiting.

The present study was conducted to compare the blood pressure 
variability with the marker of inflammation (Hs-CRP) to study the 
impact of effect of BPV in diabetes patients on vascular endothelial 
cells using 24-hours ABPM.

MATERIALS AND METHODS
This case-control study included 50 patients who were known or 
newly detected with HTN and diabetes mellitus. They visited the 
Out Patient Department of Karnataka Institute of Medical Science, 
Hubballi, Karnataka, India, for follow-up or check-up and were 
enrolled in the study, after taking their written informed consent. 
The study was done from June 2017 to December 2017. Fifty 
people, who are non-diabetic and non-hypertensive, had come to 
Out Patient Department of Karnataka Institute of Medical Science, 
Hubballi, Karnataka, India, for other ailments were included in control 
group. The exclusion criteria were, previously diagnosed to have 
secondary hypertension, unstable cardiovascular disease, renal 
failure, malignancy and other inflammatory diseases. All participants 
were aware of the investigational nature of the study and provided 
written informed consent before the study procedure. Ethical 
committee clearance was taken (KIMS/PGS/SYN/447/2017-18).

Sample Size Estimation
SD-Standard deviation=from previous study or pilot study
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ABSTRACT
Introduction: The association between C-Reactive Protein 
(CRP) and cardiovascular events with hypertension being the 
risk factor has been studied extensively and correlated with the 
end-organ damage. Blood pressure variability has been linked to 
target organ damage and cardiovascular outcome irrespective of 
severity of hypertension.

Aim: To understand the correlation between hs CRP, blood 
pressure variability during 24-hours ABPM in Type 2 Diabetes 
Mellitus (T2DM) compared to control subjects.

Materials and Methods: The case-control study included data 
from T2DM patients with HTN (n=50), and healthy controls (n=50). 
Hs-CRP was assessed using Enzyme-Linked Immunosorbent 
Assay (ELISA) technique. All subjects underwent 24-hour 
ambulatory Blood Pressure (BP) monitoring; BP variability was 

calculated using standard deviation.

Results: Among cases there was significant positive correlation 
between Hs-CRP, Systolic BP (SBP) Variability, Diastolic BP 
(DBP) Variability and Duration of DM i.e., with increase in Hs-
CRP, there was significant increase in SBP Variability, DBP 
Variability and Duration of DM and vice-versa. Among controls 
there was significant negative correlation between Hs-CRP, 
SBP, SBP Variability and BMI i.e., with increase in Hs-CRP, there 
was significant decrease in SBP, SBP Variability and BMI and 
vice-versa.

Conclusion: Hs-CRP is associated with 24-hour SBP variability, 
24-hour diastolic BP variability and duration of T2DM. Blood 
pressure variability was independent predictors for Hs-CRP. 
The highest Hs-CRP levels were detected in T2DM patients and 
high BP variability.

Zα/2=Z0.05/2=Z0.025=1.96 (from Z table) at type 1 error of 5%

Zβ=Z0.2=0.842 (from Z table) at 80 % power

d=effect size=difference between mean values

So now formula will be

Zα at 95% confidence level (1% alpha error)=1.96

Zβ at 80% power=0.84
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and mean W/H Ratio was 1±0.1. There was no significant difference 
in mean age, BMI and W/H Ratio between cases and controls [Table/
Fig-1]. Among cases, 66% were males, 34% were females and 
among controls, 76% were males and 24% were females. There was 
no significant difference in gender distribution between two groups 
[Table/Fig-2]. Mean duration of DM among cases was 5.8±2.8 years, 
66% were on OHA’s and 34% were on Insulin, 10% had Diabetic foot 
[Table/Fig-3]. Among cases 42% were smokers and among controls 
48% were smokers. There was no significant difference in smoking 
history between cases and controls [Table/Fig-4].

Using these values at 95% Confidence limit and 80% power 
sample size of 38 was obtained in each group by using the above 
mentioned formula and Medcalc sample size software. With 20% 
non response sample size of 38+7.6≈46 rounded of to 50 subjects 
in each group were included.

Study Protocol
Office SBP and diastolic BP were measured twice in both arms using 
an automatic device after 10 minutes of rest in a sitting position. 
The mean BP reading of the arm with the highest BP was used 
in the statistical analysis. Data related to personal medical history 
were collected accessing the patients’ medical records, namely 
age, gender, T2DM duration, HTN duration and smoking status. 
American diagnostic criteria 2012 was included to diagnose T2DM. 
Fasting Blood Sugar (FBS)- >126 mg/dL OGTT with two hour 
post-load value >200 mg/dL, HbA1C >6.5, and RBS >200 mg/
dL with symptoms such as polyuria, polydipsia, polyphagia. HTN 
was diagnosed according to the European Society of Hypertension 
criteria [21]. Height, weight and abdominal circumference were 
recorded and body mass index was calculated. ECG was done for 
all patients to rule out ischaemic heart disease and such patients 
were excluded from the study. Fundoscopy was done for all study 
group patients to know the severity of HTN and Diabetes.

Biochemical Measurements
Early morning overnight fasting blood samples were collected 
to assess  FBS, HbA1c and fasting lipid profile. Other routinely 
performed  blood investigations like complete blood count, blood 
urea, serum creatinine and urine analysis is done to rule out infections, 
nephropathy. Glycated haemoglobin (HbA1c) was assessed 
immediately using commercially available methods (Hitachi, Roche 
Diagnostics). Hs-CRP serum levels were measured once using a 
commercially available ELISA kit according to the manufacturers’ 
instructions (DRG Instruments, GmbH, Marburg, Germany). The intra- 
and inter-assay coefficients of variation for Hs-CRP were about 5%.

Ambulatory Blood Pressure Monitoring
Ambulatory BP was obtained using a non-invasive oscillometric system 
(P6 Pressurometer; Del Mar Reynold, CA, USA) validated according 
to the Protocol of the European Hypertension Society. The arm with 
the highest BP was used for 24-hour BP measurement. Patients 
were instructed to go about his or her normal activities during the 24-
hours ambulatory BP monitoring period but to refrain from vigorous 
physical activity. BP measurements taken between 07.00 hours and 
24.00 hours were regarded as ‘awake (daytime)’ measurements 
and measurements taken between 24.00 hours and 07.00 hours 
were ‘asleep (night-time)’ measurements. The ambulatory monitor 
was programmed to record a subject’s BP every 30 minutes during 
the awake period and every 60-minutes during the sleep period. All 
patients in this study had complete data on at least 70% of the total 
possible measurements. For each time period, authors estimated the 
mean BP and the Standard Deviation (SD) of the BPs.

STATISTICAL ANALYSIS
Data were entered into Microsoft excel data sheet and was analysed 
using SPSS software version 22.0. Categorical data were represented 
in the form of frequencies and proportions. Chi-square test was used 
as test of significance for qualitative data. Continuous data was 
represented as mean and standard deviation. Independent t-test was 
used as test of significance to identify the mean difference between 
two quantitative variables. The p-value <0.05 was considered as 
statistically significant after assuming all the rules of statistical tests.

RESULTS
Among the cases, mean age was 54.4±12.3 years, mean BMI was 
23.2±2.9 and mean Waist/Hip (W/H) Ratio was 1±0.1 and among 
controls mean was 54.2±7.6 years, mean BMI was 23±2.7 years 

Variables

Groups

p-valueCases Controls

Mean SD Mean SD

Age 54.4 12.3 54.2 7.6 0.762

BMI 23.2 2.9 23.0 2.7 0.657

W/H ratio 1.0 0.1 1.0 0.1 0.382

[Table/Fig-1]:	 Profile of subjects in the study.

Variables

Groups

Cases Controls

Count % Count %

Sex
Male 33 66.0% 38 76.0%

Female 17 34.0% 12 24.0%

[Table/Fig-2]:	 Gender distribution of subjects.
χ2=1.214, df=1, p=0.271

Variables

Groups

Cases

Count %

Mean duration of DM Mean±SD 5.8±2.8 years

Drugs (OHAs/Insulin)
OHA 33 66.0%

Insulin 17 34.0%

Fundus

1 31 62.0%

2 13 26.0%

3 6 12.0%

Diabetic foot
Yes 5 10.0%

No 45 90.0%

[Table/Fig-3]:	 Diabetic profile of subjects among cases.

Variables

Groups

Cases Controls

Count % Count %

Smoker
Yes 21 42.0% 24 48.0%

No 29 58.0% 26 52.0%

[Table/Fig-4]:	 Smoking profile of subjects.
χ2=0.364, df=1, p=0.546

Among cases mean FBS was 130.6±18.5 mg/dL, mean Post 
Prandial Blood Sugar (PPBS) was 211.9±41.5 mg/dL and 
mean HbA1c was 7.3±1.8. Among controls mean FBS was 
94.5±10.3 mg/dL, mean PPBS was 150.8±14.6 mg/dL and mean 
HbA1c was 5.4±0.4. This difference in mean FBS, PPBS, HbA1c 
between cases and controls There was no significant difference 
in mean Hb%, Total count, Total Cholesterol, TG, LDL, VLDL and 
HDL between cases and controls [Table/Fig-5].

Among cases Mean SBP was 122.6±16.2 mmHg, mean SBP 
variability was 13±3.8, mean DBP was 79.5±9.4 mmHg and mean 
DBP variability was 12.2±2.4. Among controls Mean SBP was 
108.5±6.7 mmHg, mean SBP variability was 11.2±1.6, mean DBP 
was 73.7±5.4 mmHg and mean DBP variability was 11.1±1.6. 
There was significant difference in Mean SBP, SBP variability, DBP 
and DBP variability between cases and controls [Table/Fig-6]. 
Among cases 20% had Hs-CRP <3 and 80% had Hs-CRP >3 and 
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among controls 78% had Hs-CRP <3 and 22% had Hs-CRP >3. 
This difference in Hs-CRP between two groups was statistically 
significant [Table/Fig-7].

Variables

Groups

p-valueCases Controls

Mean SD Mean SD

FBS 130.6 18.5 94.5 10.3 <0.001*

PPBS 211.9 41.5 150.8 14.6 <0.001*

HbA1c 7.3 1.8 5.4 0.4 <0.001*

Hb% 11.2 7.9 12.2 11.0 0.601

Total count 8940.0 3070.7 9076.0 2892.9 0.820

Total cholesterol 184.7 42.1 190.3 49.8 0.544

TG 178.0 52.4 201.1 66.7 0.057

LDL 92.1 38.4 94.5 46.3 0.782

VLDL 44.2 13.7 46.9 16.7 0.379

HDL 52.7 11.9 52.2 15.7 0.853

[Table/Fig-5]:	 Comparison of investigations between cases and controls.

Variables (mmHg)

Groups

Cases Controls

Mean SD Mean SD

SBP 122.6 16.2 108.5 6.7

SBP variability 13.0 3.8 11.2 1.6

DBP 79.5 9.4 73.7 5.4

DBP variability 12.2 2.4 11.1 1.6

[Table/Fig-6]:	 Comparison of blood pressure between cases and controls.

Groups

Cases Controls

Count % Count %

Hs-CRP
<3 10 20.0% 39 78.0%

>3 40 80.0% 11 22.0%

[Table/Fig-7]:	 Comparison of Hs-CRP among cases and controls.
χ2=33.65, df=1, p<0.001*

SBP (mmHg) DBP (mmHg)

Mean SD
p-

value
Mean SD

p-
value

Groups

Cases
Hs-
CRP

<3 113.6 8.8
0.047*

79.4 6.4
0.959

>3 124.9 16.9 79.6 10.0

Controls
Hs-
CRP

<3 109.1 7.0
0.293

73.8 5.3
0.755

>3 106.6 4.9 73.1 6.0

[Table/Fig-8]:	 SBP and DBP comparison between Cases and controls with respect 
to Hs-CRP values.

Parameter Beta Coefficient 95% CI p-value

Age -0.008 -0.067 to 0.05 0.782

Duration of DM 0.385 0.09 to 0.68 0.012*

FBS -0.009 -0.048 to 0.030 0.635

HbA1C 0.423 -0.375 to 0.509 0.762

SBP variability 0.424 0.217 to 0.630 <0.001*

DBP variability 0.259 -0.852 to 0.604 0.136

[Table/Fig-9]:	 Multiple linear regression analysis with as the outcome variable.

Correlations

Hs-CRP
SBP 

(mmHg)
SBP Variability 

(mmHg)
DBP 

(mmHg)
DBP Variability 

(mmHg)
Duration of DM 

(years)
BMI W/H Ratio FBS PPBS HbA1c

Cases 
Hs-CRP

Pearson’s 
correlation (r)

1 0.137 0.650** 0.110 0.525** 0.535** 0.005 0.132 0.034 0.108 0.259

p-value 0.344 <0.001* 0.448 <0.001* <0.001* 0.970 0.359 0.815 0.453 0.069

Controls 
Hs-CRP

Pearson’s 
correlation (r)

1 -0.284* -0.291* -0.261 -0.064 -0.289* 0.060 -0.103 0.239 0.128

p-value 0.046* 0.04* 0.067 0.661 0.042* 0.679 0.478 0.094 0.375

[Table/Fig-10]:	 Correlation between Hs-CRP and variables between Cases and controls.

Among the cases, those with Hs-CRP <3, mean SBP was 113.6±8.8 
mmHg, those with Hs-CRP >3, mean SBP was 124.9±16.9 mmHg. 
This difference in mean SBP was statistically significant. Those with 
Hs-CRP <3, mean DBP was 79.4±6.4 mmHg, those with Hs-CRP 
>3, mean DBP was 79.6±10.0 mmHg. This difference in mean DBP 
was not statistically significant [Table/Fig-8].

Among the controls, those with Hs-CRP <3, mean SBP was 
109.1±7.0 mmHg, those with Hs-CRP >3, mean SBP was 106.6±4.9 
mmHg. This difference in mean SBP was not statistically significant. 
Those with Hs-CRP <3, mean DBP was 73.8±5.3 mmHg, those 
with Hs-CRP >3, mean DBP was 73.1±6.0 mmHg. This difference 
in mean DBP was not statistically significant. The p-values based on 
multiple linear regression analysis. The model included age, duration 
of DM, FBS, HbA1C, SBP and DBP variability. R-square value was 
57% [Table/Fig-9].

Among cases there was significant positive correlation between Hs-
CRP, SBP Variability, DBP Variability and Duration of DM i.e., with 
increase in Hs-CRP, there was significant increase in SBP Variability, 
DBP Variability and Duration of DM and vice versa.

Among controls there was significant negative correlation between 
Hs-CRP, SBP, SBP Variability and BMI i.e., with increase in Hs-CRP, 
there was significant decrease in SBP, SBP Variability and BMI and 
vice versa [Table/Fig-10].

DISCUSSION
The most important finding of the present study is that Hs-CRP 
is significantly associated with 24-hour systolic and diastolic BP 
variability in T2DM compared to healthy control subjects. These 
results suggest that Hs-CRP might be better associated to 
cardiovascular risk through BP variability than mean BP values 
in T2DM patients. Although HTN has been established to be a 
predictor for cardiovascular disease, the concept of 24-hour 
SBP and diastolic BP variability might also have a prognostic 
impact. Even when trying to control the factors that might 
influence BP variability, such as patients’ anxiety or accuracy of 
the measurement technique, it is known that BP has biological 
short-term (e.g., minute-to-minute) and long-term variations. All 
these BP variations had comparable effects on cardiovascular risk 
events [22]. However, SD has been questioned as an appropriate 
estimator of BP variability, considering that it is sensitive to the 
number of BP measurements and it is calculated as dispersion 
values around the BP mean [23].

Although other methods were described for measuring BP variability, 
authors demonstrated that SD was a useful parameter to assess 
BP variability given the ability of 24-hour diastolic BP variability to 
independently predict Hs-CRP levels in T2DM patients [19]. BP 
variability is increased in hypertensive compared to normotensive 
patients and increases with the severity of HTN [24,25]. Similar 
results regarding the association of BP variability with CRP were 
previously reported in hypertensive adults.
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In addition, the present study offers new insights in the simultaneous 
measurement of Hs-CRP and BP variability in hypertensive T2DM 
patients. Abramson JL et al., suggested that low grade inflammation 
may be one of the factors that promote increased BP variability in 
normotensive middle-aged adults [18]. According to the present 
results, increased BP variability, 24-hours systolic and diastolic 
BP variability were the factors that predicted the Hs-CRP levels. 
Since the independent presence of T2DM, BP variability and Hs-
CRP was previously demonstrated to have a predictive value for the 
development of cardiovascular disease, their additive effect might 
result in a more increased cardiovascular risk [20]. The American 
Heart Association published a statement which recommended the 
use of Hs-CRP to evaluate the risk for heart disease in the adult 
population. The lowest cut-off points for Hs-CRP stratification risk 
were lower than 1 mg/L for low risk and higher than 3 mg/L for high 
risk [26]. The contribution of Hs-CRP and ambulatory BP variability 
to cardiovascular risk stratification in T2DM and control subjects 
needs to be evaluated in prospective studies.

LIMITATION
The study was single-centred. Patients who were known cases of 
malignancy and inflammatory disorders were excluded from the 
study. Investigations were not directed to diagnose the new cases. 
Patients with early diabetic nephropathy were not completely ruled 
out among the cases as only RFT and urine routine was considered.

CONCLUSION
Hs-CRP is associated with 24-hours systolic BP variability, 24-hours 
diastolic BP variability and duration of Type 2 Diabetes Mellitus. 
Blood pressure variability was independent predictors for Hs-CRP. 
The highest Hs-CRP levels were detected in T2DM patients and 
high BP variability.

REFERENCES
	 Kaptoge S, Di Angelantonio E, Lowe G, Pepys MB, Thompson SG, Collins R, et al. [1]

C-reactive protein concentration and risk of coronary heart disease, stroke, and 
mortality: an individual participant meta-analysis. Lancet. 2010;375(9709):132-
40. DOI: 10.1016/S0140-6736(09)61717-7.

	 Hashimoto H, Kitagawa K, Hougaku H, Etani H, Hori M. Relationship [2]
between C-reactive protein and progression of early carotid atherosclerosis 
in hypertensive subjects. Stroke. 2004;35(7):1625-30. DOI:10.1161/01.
STR.0000130422.89335.81.

	 Hage FG. C-reactive protein and hypertension. J Hum Hypertens. 2014;28(7):410-[3]
15. DOI: 10.1038/jhh.2013.111.

	 Benedek T, Jako B, Suciu Z, Benedek I. Correlations between severity of coronary [4]
atherosclerosis and persistentelevation of circulating C-reactive protein levels 30 
days after an acute myocardial infarction. Rom RevLab Med. 2014;22(1):49-61. 
DOI: 10.2478/rrlm-2014-0005.

	 Jin C, Lu L, Zhang RY, Zhang Q, Ding FH, Chen QJ, et al. Association of [5]
serum glycated albumin, C-reactive protein and ICAM-1 levels with diffuse 
coronary artery disease in patients with type 2 diabetes mellitus. ClinChimActa. 
2009;408(1-2):45-49. DOI: 10.1016/j.cca.2009.07.003.

	 Hung MJ, Hsu KH, Hu WS, Chang NC, Hung MY. C-reactive protein for [6]
predicting prognosis and its gender-specific associations with diabetes mellitus 
and hypertension in the development of coronary artery spasm. PLoS One. 
2013;8(10):e77655. DOI: 10.1371/journal.pone.0077655.

	 McCormack JP, Allan GM. Measuring Hs-CRP-an important part of a [7]

comprehensive risk profile or a clinically redundant practice? PLoS Med. Public 
Library of Science. 2010;7(2):e1000196.

	 Folsom AR, Chambless LE, Ballantyne CM, Coresh J, Heiss G, Wu KK, et al. [8]
An assessment of incremental coronary risk prediction using C-reactive protein 
and other novel risk markers: the atherosclerosis risk in communitiesstudy. Arch 
Intern Med. 2006;166(13):1368-73. DOI: 10.1001/archinte.166.13.1368.

	 Wang TJ, Gona P, Larson MG, Tofler GH, Levy D, Newton-Cheh C, et al. Multiple [9]
biomarkers for the predictionof first major cardiovascular events and death. N 
Engl J Med. 2006;355(25):2631-39. DOI: 10.1056/NEJMoa055373.

	 Kario K. Blood pressure variability in hypertension: A possible cardiovascular risk [10]
factor. Am J Hypertens.2004;17:1075-76.

	 Mancia G, Parati G. Ambulatory blood pressure monitoring andorgan damage. [11]
Hypertension.2000;36:894-900.

	 Sega R, Trocino G, Lanzarotti A, Carugo S, Cesana G, Schiavina R, et al. [12]
Alterations of cardiac structure in patients with isolated office, ambulatory, or 
home hypertension: Data from the general population(PressioneArterioseMonito
rate E LoroAssociazioni [PAMELA]Study). Circulation.2001;104:1385-92.

	 Sega R, Corrao G, Bombelli M, Beltrame L, Facchetti R, Grassi G, et al. Blood [13]
Pressure Variability and Organ Damage in a General Population: Results from the 
PAMELAStudy. Hypertension. 2002;39(2):710-14. DOI:10.1161/hy0202.104376.

	 Leoncini G, Viazzi F, Storace G, Deferrari G, Pontremoli R. Blood pressure [14]
variability and multiple organ damage in primary hypertension. J Hum Hypertens. 
2013;27(11):663-70. DOI: 10.1038/jhh.2013.45.

	 Parati G, Pomidossi G, Albini F, Malaspina D, Mancia G. Relationship of 24-[15]
hour blood pressure mean and variability to severity of target-organ damage in 
hypertension. J Hypertens. 1987;5(1):93-98. DOI: 10.1097/00004872-198702000-
00013.

	 Intengan HD, Schiffrin EL. Vascular remodeling in hypertension: roles of [16]
apoptosis, inflammation, and fibrosis. Hypertension.2001;38:581-87.

	 Verma S, Wang CH, Li SH, Dumont AS, Fedak PW, Badiwala MV, et al. A self-[17]
fulfilling prophecy: C-reactive protein attenuates nitric oxide production and 
inhibits angiogenesis. Circulation.2002;106:913-19.

	 Abramson JL, Lewis C, Murrah NV, Anderson GT, Vaccarino V. Relation of [18]
C-reactive protein and tumor necrosis factor-alpha to ambulatory blood pressure 
variability in healthy adults. Am J Cardiol. 2006;98(5):649-52. DOI: 10.1016/j.
amjcard.2006.03.045.

	 Pierdomenico SD, Di Nicola M, Esposito AL, Di Mascio R, Ballone E, Lapenna [19]
D, et al. Prognostic value of different indices of blood pressure variability in 
hypertensive patients. Am J Hypertens. 2009;22(8):842-47. DOI: 10.1038/
ajh.2009.103.

	 Tatasciore A, Zimarin M, Rendai G, Zurro M, Soccio M, Prontera C, et al. Awake [20]
blood pressure variability, inflammatory markers and target organ damage in 
newly diagnosed hypertension. Hypertens Res. 2008;31(12):2137-46. DOI: 
10.1291/hypres.31.2137.

	 Mancia G, Fagard R, Narkiewicz K, Redon J, Zanchetti A, Böhm M, et al. 2013 [21]
ESH/ESC guidelines for the management of arterial hypertension: the Task 
Force for the Management of Arterial Hypertension of the European Society of 
Hypertension (ESH) and of the European Society of Cardiology (ESC). Eur Heart 
J. 2013;34(28):2159-219. DOI: 10.1093/eurheartj/eht151.

	 Parati G, Ochoa JE, Lombardi C, Bilo G. Assessment and management of [22]
blood-pressure variability. Nat Rev Cardiol. 2013;10(3):143-55. DOI: 10.1038/
nrcardio.2013.1.

	 Mena L, Pintos S, Queipo N V, Aizpúrua JA, Maestre G, Sulbarán T. A reliable [23]
index for the prognostic significance of blood pressure variability. J Hypertens. 
2005;23(3):505-11. DOI: 10.1097/01.hjh.0000160205.81652.5a

	 Frattola A, Parati G, Cuspidi C, Albini F, Mancia G. Prognostic value of 24-[24]
hour blood pressure variability. J Hypertens. 1993;11(10):1133-37. DOI: 
10.1097/00004872-199310000-00019.

	 Parati G, Bilo G, Vettorello M, Groppelli A, Maronati A, Tortorici E, et al. Assessment [25]
of overall blood pressure variability and its different components. Blood Press 
Monit. 2003;8(4):155-59. DOI:10.1097/00126097-200308000-00005.

	 Pearson TA. Markers of inflammation and cardiovascular disease: application [26]
to clinical and public health practice: a statement for healthcare professionals 
from the centers for disease control and prevention and the American 
Heart Association. Circulation. 2003;107(3):499-511. DOI: 10.1161/01. 
CIR.0000052939.59093.45.

PARTICULARS OF CONTRIBUTORS:
1.	 Assistant Professor, Department of General Medicine, Karnataka Institute of Medical Science, Hubballi, Karnataka, India.
2.	 Postgraduate Student, Department of General Medicine, Karnataka Institute of Medical Science, Hubballi, Karnataka, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Dr. Y Chethan,
Room No. 144, Vivek Hostel, Vidya Nagar, Hubballi-580021, Karnataka, India.
E-mail: chethany@ymail.com

Financial OR OTHER COMPETING INTERESTS: None.

Date of Submission: Oct 26, 2018
Date of Peer Review: Nov 21, 2018
Date of Acceptance: Jan 04, 2019

Date of Publishing: Mar 01, 2019


