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Twenty-Four-Hour Ambulatory Blood Pressure
Monitoring Efficacy of Perindopril/Indapamide
First-Line Combination in Hypertensive
Patients: The REASON Study
Jean-Michel Mallion, Bernard Chamontin, Roland Asmar,
Peter Wilhelmus De Leeuw, Eoin OBrien, Daniel Duprez,
Michael F. ORourke, Karl-Heinz Rahn, Ramon Romero, Edouard Battegay,
Gerhart Hitzenberger, and Michel E. Safar, on behalf of the REASON Project
Background: Circadian blood pressure (BP) measurements provide more information on hypertensive complications than office BP measurements. The purpose of this
study was to analyze the efficacy of the first-line combination of perindopril 2 mg plus indapamide 0.625 mg
versus atenolol 50 mg on BP parameters and variability
over 24 h in patients with hypertension.
Methods: A double-blind, randomized, controlled, 12month study comparing perindopril/indapamide and
atenolol was performed in 201 patients (age 55.0 years)
with uncomplicated sustained essential hypertension. Ambulatory BP measurements (ABPM) were done every 15
min over 24 h.

significantly greater for perindopril/indapamide than for
atenolol (for the whole 24 h, ⫺6.6 v ⫺0.9 mm Hg, P ⬍
.001). The through to peak (T/P) BP ratio and the smoothness index were comparable in the two groups for DBP.
For systolic blood pressure (SBP), higher values of the T/P
ratio (0.80 v 0.59) and the smoothness index (1.45 v 0.98;
P ⬍ .02) were achieved for the perindopril/indapamide
combination than for atenolol.
Conclusions: The perindopril/indapamide first-line
combination decreased SBP and PP more effectively than
atenolol. Moreover, the BP control effect was smooth and
consistent throughout the 24-h dosing interval and BP
reduction variability was lower than the one induced by
atenolol. Am J Hypertens 2004;17:245–251 © 2004
American Journal of Hypertension, Ltd.

Results: After 1 year of treatment, the decrease in
systolic BP was significantly greater for perindopril/indapamide than for atenolol during the entire 24-h period
(-13.8 v ⫺9.2 mm Hg), the daytime and the nighttime
periods (P ⬍ .01). Diastolic blood pressure (DBP) variations were comparable for the two groups (⫺7.2 v ⫺8.3
mm Hg, NS). Pulse pressure (PP) reduction was also

Key Words: Antihypertensive drug treatment, ambulatory blood pressure measurement, blood pressure variability, smoothness index, trough/peak ratio, perindopril/
indapamide combination.

ypertensive subjects are at increased risk for
myocardial infarction, heart failure, stroke, peripheral arterial disease, and renal impairment.
Blood pressure (BP) fluctuates constantly over time. This

H

variability, either spontaneous or related to exercise or
stress, is of major clinical and therapeutic importance.
Many studies have confirmed the primary observation by
Mancia et al1 that BP varies more widely in hypertensive
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than in normotensive subjects and that variability contributes to end-organ damage. Similar observations have been
made in animal models of hypertension, particularly in
strains of spontaneously hypertensive rats.2
The relationship between BP variability and the alterations of end-organ damage has been studied in hypertensive patients by Parati et al3 and Frattola et al.4 Several
investigations have provided consistent evidence of the
prognostic value of ambulatory BP monitoring (ABPM)
for cardiovascular risk5–9 and have shown that ABPM is
superior to office BP in predicting cardiovascular outcome.5,7,8 Moreover, nighttime systolic BP (SBP) has
been shown to be a better predictor of cardiovascular
events than the average daytime BP.10
Another goal for innovative antihypertensive drug
treatment is not only to reduce BP but also to “smooth” the
pressure profile over 24 h and to attenuate BP fluctuations,
particularly those related to SBP.11 Although office BP
measurement has been used traditionally for the evaluation
of antihypertensive drugs, ABPM has the advantage of
providing sensitive and reliable BP evaluations over 24 h.
The combinaton of perindopril 2 mg and indapamide
0.625 mg, which contains one half the dose the angiotensin-converting enzyme (ACE) inhibitor perindopril and
one quarter the dose of the diuretic indapamide used for
usual treatment, has been shown to be effective as first-line
treatment of hypertension and to have a superior antihypertensive efficacy in comparison with atenolol, enalapril,
losartan, and irbesartan.12–19 When compared with atenolol in hypertensive subjects, the perindopril/indapamide
combination effected a greater reduction in SBP for the
same reduction of diastolic BP (DBP) at both the brachial
and central (thoracic aorta) arterial levels.18,19
The aim of the present study was to determine whether
the first-line combination perindopril/indapamide would
be able to control BP, and mainly SBP, over 24 h and to
buffer the BP variability assessed by ABPM, in comparison with the ␤-blocker atenolol used as reference.

Methods
Study Population
The ABPM investigation was an ancillary study of the
PREterax in regression of Arterial Stiffness in a contrOlled
double-bliNd study (REASON). REASON is a multicenter, controlled, randomized, double-blind, two parallel
group study conducted in 13 countries.18,19 ABPM was
carried out only in the centers able to perform this examination (32 of 52). Among the 471 hypertensive patients
randomized in REASON, 269 underwent 24-h ABPM. Of
the patients, 68 were excluded from the final analysis
because of a lack of valid ABPM data before or after 1
year of treatment, as described later here. Finally, 201
patients were analyzed in the ABPM study (perindopril/
indapamide group, 107 patients; atenolol group, 94 patients). These 201 patients were from nine countries
(France, n ⫽ 52; Australia, n ⫽ 50; Spain, n ⫽ 38; Ireland,
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n ⫽ 22; Germany, n ⫽ 16; Switzerland, n ⫽ 7; Belgium,
n ⫽ 6; Austria, n ⫽ 5; The Netherlands, n ⫽ 5).
The inclusion criteria were uncomplicated essential arterial hypertension (160 ⱕ SBP ⬍210 mm Hg or 95 ⱕ
DBP ⬍110 mm Hg) measured in the supine position with
a mercury sphygmomanometer without intake of any antidiabetic, cardiovascular, or cholesterol-lowering drugs.
Informed written consent was obtained from each patient.
The protocol was approved by the Ethics Committees
according to national regulations. The study was conducted in accordance with the Declaration of Helsinki.
Treatments
After a 4-week placebo washout period, the patients were
randomly assigned to receive either perindopril 2 mg plus
indapamide 0.625 mg, or atenolol 50 mg for 1 year. The
medication was taken orally each morning. After 3, 6, or
9 months of treatment, the dose could be adjusted according to the conventional BP. In the event of SBP ⬎160 mm
Hg or DBP ⬎90 mm Hg, the dose was increased to two
tablets each morning. Other antihypertensive drugs were
not allowed during the study follow-up.
ABPM
We performed ABPM with equipment validated as class A
or B by the protocols of the British Hypertension Society
or of the Association for the Advancement of Medical
Instrumentation.20,21
A cuff size suitable for the patient’s arm circumference
was selected. The ABPM device was set up during a
normal activity day, just before the drug intake (from 8 to
10 AM), at the end of the washout period and after one year
of treatment. At the second set-up, the same device was
used for a given patient and was installed by the same
investigator on the same arm; the difference between the
first set-up times did not exceed one hour.
The DBP, SBP, and heart rate (HR) measurements were
recorded every 15 min over 24 h and while the patients
continued their normal daily activities. To be valid, an
ABPM recording had to have at least 48 adequate measurements during 24 h and no more than 1 h of missing
data during the day or night.
Efficacy
The mean ABPM-derived SBP, DBP, PP (calculated from
individuals values of SBP and DBP), and HR values were
calculated for the whole 24-h period, the daytime period
(from 7 AM to 10 PM) and the nighttime period (from 10 PM
to 7 AM).
Trough (T) and peak (P) BP changes (M12–M0) were
calculated by considering the 2-h means of respectively
minimal drug efficacy (just before the next dose) or of
maximal drug effect. The ratios T/P were then analyzed.22–25 The T and P were evaluated only in patients
who responded to therapy, defined as subjects with a clinic
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SBP decrease ⱖ15 mm Hg or clinic DBP decrease ⱖ10
mm Hg from M0 to M12.
In addition, the smoothness index (SI) was calculated.26,27 The SI is equal to ⌬H/SD⌬H, where ⌬H is the
mean treatment-induced BP reduction for each hour during the 24-h period and SD⌬H is the standard deviation of
that mean. This parameter takes into account all BP measurements over 24 h and integrates their possible fluctuations. For a given BP reduction, a high SI indicates that the
treatment decreases the BP with low hourly variations
around the mean value. The SI was calculated on the
whole population.
The peak efficacy slope (PES, expressed as mm Hg/h)
was calculated by dividing the difference between the
set-up and the peak values for a given variable by the time
to reach peak efficacy (⌬t). The PES was calculated only
for responder subjects as defined previously.
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Table 1. Characteristics of the patients at inclusion
Perindopril/
indapamide
Characteristic
(n ⴝ 107)

Atenolol
(n ⴝ 94)

Age (y)
53.9 ⫾ 11.4 56.2 ⫾ 13.4
Range
25–77
26–82
Sex (male)
70%
67%
Body mass
index (kg/m2) 26.9 ⫾ 2.8
26.8 ⫾ 2.5
Office BP
(mm Hg)
SBP
162.1 ⫾ 13.1 160.9 ⫾ 15.3
DBP
97.8 ⫾ 7.5
97.6 ⫾ 8.1
PP
64.3 ⫾ 16.2 63.2 ⫾ 17.6

P*
0.20
0.64
0.62
0.54
0.88
0.66

Values are mean ⫾ SD, unless indicated otherwise.
BP ⫽ blood pressure; DBP ⫽ diastolic blood pressure; PP ⫽ pulse
pressure; SBP ⫽ systolic blood pressure.
* Student t test or 2 test.

Safety
Safety assessment was based on the incidence of adverse
events among all the patients participating to the REASON study.
Statistical Analyses
Data are expressed as mean ⫾ SD or percentages. The
comparability of the groups at baseline was assessed with
the Student t test for quantitative variables and the 2 test
for qualitative variables. The comparison of variation of
BP and heart rate between treatments was performed by
ANOVA or the Mann-Whitney U test when ANOVA was
not valid. The comparison of the smoothness index was
assessed with the Student t test and the comparison of PES
with Kruskal-Wallis test. P values ⬍ .05 were considered
to be significant.

Results
Efficacy
Among the 471 patients randomized in the REASON
trial,18,19 201 were analyzed in the ABPM study (107 in
the perindopril/indapamide group and 94 in the atenolol
group). The characteristics of the patients assigned to the
two arms did not differ significantly for the different parameters considered (Table 1) and did not differ from those
of the whole population.18,19 Dose adjustment was similar
in the two treatment groups (51/107 v 36/94). More than
70% of dose titration was performed at the 3-month visit.
At inclusion, SBP, DBP, PP, and HR measured by ABPM
were comparable in the two groups (Table 2).
After 1 year of perindopril/indapamide treatment, the
decreases of 24-h SBP, DBP, and PP were significant,
without significant reduction in the HR. In the atenolol
group, the decreases in 24-h SBP, DBP, and HR were
significant but the PP decrease was not significant. Analyses performed on the daytime and nighttime monitoring
periods led to the same conclusions (Table 2, Figs. 1 to 3).

For the whole 24-h period, the daytime period and the
nighttime period, the SBP reduction was significantly
greater for the perindopril/indapamide group than for the
atenolol group (for the whole 24 h, ⫺13.8 ⫾ 11.9 v ⫺9.2
⫾ 13.2 mm Hg; P ⬍ .01, respectively). For the three
periods, the PP reduction was also significantly greater for
the perindopril/indapamide group than for the atenolol
group (for the whole 24 h, ⫺6.6 ⫾ 6.6 v ⫺0.9 ⫾ 7.5 mm
Hg; P ⬍ .001). The SBP and PP reduction remain significantly different between perindopril/indapamide and
atenolol after adjustment on treatment adaptation. The
DBP declines were comparable for the two treatment arms
(⫺7.2 ⫾ 7.3 for v ⫺8.3 ⫾ 7.8 mm Hg; P ⫽ .30, respectively). As expected, the HR was lowered significantly by
the ␤-blocker, and not by perindopril/indapamide (⫺11.0
⫾ 7.9 v 0.4 ⫾ 5.5 beats/min; P ⬍ .001).
The T/P ratios were calculated for all patients who
responded to treatment (as defined under Methods): 90
patients treated with perindopril/indapamide and 78 patients treated with atenolol. For SBP, the efficacy profile
was significantly better with perindopril/indapamide than
with atenolol, as the T/P ratio was higher (respectively
0.80 and 0.59). In contrast, the T/P ratio was similar
between the two groups for DBP (respectively, 0.67 and
0.69; Table 3).
The SI were calculated on the whole population of 201
patients (Table 3). For SBP, the SI was significantly higher
with perindopril/indapamide than with atenolol (respectively, 1.45 ⫾ 1.24 v 0.98 ⫾ 1.42; P ⬍ .02). The DBP SI
of the two groups did not differ significantly (1.07 ⫾ 1.11
v 1.20 ⫾ 1.23; P⫽ .47, respectively).
The PES was calculated for all patients who responded
to treatment (n ⫽ 168). The PES was lower with perindopril/indapamide than with atenolol but the difference
was not statistically significant (respectively, ⫺3.76 v
⫺471 mm Hg/h; P ⫽ .31). The DBP PES was similar in
the two groups (⫺2.73 v ⫺2.70 mm Hg/h; Table 3).
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Table 2. Effects of perindopril/indapamide or atenolol on ABPM after 12 months of treatment

24h
SBP
DBP
PP
Day (7 AM to 10 PM)
SBP
DBP
PP
Night (10 PM to 7 AM)
SBP
DBP
PP

Atenolol
(n ⴝ 94)

Perindopril/indapamide (n ⴝ 107)
M0

M12

M12 - M0

P*

M0

M12

143.7 ⫾ 14.6
87.9 ⫾ 10.2
55.8 ⫾ 11.7

130.0 ⫾ 13.7
80.7 ⫾ 9.7
49.2 ⫾ 9.6

⫺13.8 ⫾ 11.9
⫺7.2 ⫾ 7.3
⫺6.6 ⫾ 6.6

0.001
0.001
0.001

143.0 ⫾ 14.9
86.7 ⫾ 10.0
56.3 ⫾ 12.2

133.8 ⫾ 16.6
78.4 ⫾ 9.0
55.5 ⫾ 13.1

150.4 ⫾ 14.7
93.0 ⫾ 10.7
57.4 ⫾ 12.3

135.8 ⫾ 13.4
85.2 ⫾ 10.1
50.6 ⫾ 10.0

⫺14.7 ⫾ 12.4
⫺7.9 ⫾ 7.4
⫺6.8 ⫾ 7.1

0.001
0.001
0.001

149.1 ⫾ 15.0
91.4 ⫾ 10.9
57.7 ⫾ 12.5

132.5 ⫾ 15.6
79.4 ⫾ 10.4
53.1 ⫾ 11.2

120.0 ⫾ 15.0
73.2 ⫾ 9.9
46.8 ⫾ 10.0

⫺12.5 ⫾ 12.8
⫺6.2 ⫾ 8.5
⫺6.3 ⫾ 7.3

0.001
0.001
0.001

132.5 ⫾ 16.2
78.5 ⫾ 9.9
54.0 ⫾ 12.2

Results are expressed as mean ⫾ SD.
* P intragroup Student t test.
† P intergroup, ANOVA, or Mann-Whitney U test when ANOVA was not valid.
M0, M12, months 0 (inclusion) and 12 (end) of the study; other abbreviations as in Table 1.

M12 - M0

P*

P†

⫺9.2 ⫾ 13.2
⫺8.3 ⫾ 7.8
⫺0.9 ⫾ 7.5

0.001
0.001
0.26

0.01
0.30
0.001

138.6 ⫾ 16.7
82.4 ⫾ 9.4
56.2 ⫾ 13.3

⫺10.4 ⫾ 13.8
⫺9.0 ⫾ 8.5
⫺1.5 ⫾ 7.9

0.001
0.001
0.08

0.02
0.32
0.001

125.5 ⫾ 18.0
71.3 ⫾ 9.6
54.2 ⫾ 13.1

⫺7.0 ⫾ 13.6
⫺7.2 ⫾ 8.2
0.2 ⫾ 7.8

0.001
0.001
0.78

0.003
0.41
0.001
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FIG. 1. Effects (⌬) of the perindopril/indapamide combination versus atenolol on 24-h systolic blood pressure (SBP) measured by
ambulatory blood pressure monitoring. Dotted bars indicate two
hourly means retained for the trough and peak determinations. SI ⫽
smoothness index; T/P ⫽ trough to peak ratio.

Safety

The incidence of adverse events was similar in both
groups. The most classic emergent adverse events were
expected in each group, involving tiredness or lethargy
(5.1%) and vertigo (3.8%) in the atenolol group, and
cough (5.5%) and tiredness or lethargy (3.0%) in the

FIG. 2. Effects (⌬) of the perindopril/indapamide combination versus atenolol on 24-h diastolic blood pressure (DBP) measured by
ambulatory blood pressure monitoring. Dotted bars indicate two
hourly means retained for the trough and peak determinations.
Other abbreviations as in Fig 1.
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FIG. 3. Effects (⌬) of perindopril/indapamide and atenolol on 24-h
pulse pressure (PP).

perindopril/indapamide group. The incidence of hypokalemia (⬍3.4 mmol/L) was 1.3% with atenolol and 3.0%
with perindopril/indapamide. No relevant changes over
time were detected for the other laboratory parameters.

Discussion
In the present study, the antihypertensive effects of the
perindopril/indapamide first-line combination were compared to those of the ␤-blocking agent atenolol. After 12
months of perindopril/indapamide treatment, SBP and PP
were decreased significantly more during the day, the
night, and over 24 h as compared to atenolol. No significant difference was observed for DBP between the two
treatments regardless of the period analyzed (entire 24 h,
day or night). As would be expected with a ␤-blocker, the
HR was lowered significantly by atenolol but not by the

Table 3. Calculated parameters: trough/peak
(T/P) ratio, smoothness index (SI) and peak efficacy
slope (PES) after 12-month treatment
Perindopril/
indapamide

Atenolol

T/P ratio (%)
(n ⫽ 90)†
(n ⫽ 78)†
SBP
80%
59%
DBP
67%
69%
SI
(n ⫽ 107)
(n ⫽ 94)
SBP
1.45 ⫾ 1.24 0.98 ⫾ 1.42
DBP
1.07 ⫾ 1.11 1.20 ⫾ 1.23
PES (mm Hg/h)
(n ⫽ 90)†
(n ⫽ 78)†
SBP
⫺3.76 ⫾ 4.44 ⫺4.71 ⫾ 5.23
DBP
⫺2.73 ⫾ 2.96 ⫺2.70 ⫾ 3.18

P*
NA
NA
0.02
0.47
0.31
0.78

Results are expressed as mean ⫾ SD, unless otherwise indicated.
* Student t test for comparison of SI; Kruskal-Wallis test for
comparison of PES.
† T/P ratio and PES were calculated for responding patients.
NA ⫽ not applicable; other abbreviations as in Table 1.
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perindopril/indapamide combination. Finally, PP was significantly reduced by the perindopril/indapamide combination during the whole 24 h, whereas it was unaffected by
atenolol.
These results from ABPM investigation are consistent
with the results from the main REASON study, in which
the effects of atenolol and perindopril/indapamide on arterial pressure were assessed by mercury sphygmomanometer measurements.18 Indeed, in the latter study, a greater
decrease in brachial artery SBP and PP was achieved with
perindopril/indapamide than with atenolol. A similar finding was also observed using noninvasive central (thoracic
aorta, carotid artery) BP measurements.18,19 Thus, the
selective reduction in SBP and PP under the perindopril/
indapamide combination was demonstrated using three
independent methods of BP measurements (brachial artery
using conventional mercury sphygmomanometer, central
arteries with noninvasive measurements, and ABPM). Regarding PP, the difference between the two drug regimens
could be attributed to specific and independent effect of
each regimen on arterial stiffness and wave reflections.
More distant reflecting sites or change in the reflective
properties of these sites induced by the perindopril/ indapamide combination but not by atenolol might be an
explanation for differential patterns of wave reflections
with a more substantial reduction of SBP and PP on
perindopril/indapamide than on atenolol.18,19 The combination of the two drugs perindopril and indapamide and
not the ACE inhibitor treatment alone was responsible for
the selective SBP and PP reduction.27,28
The more marked effect of perindopril/indapamide on
SBP and PP as compared to the reference treatment merits
consideration because SBP and PP in patients ⬎50 years
of age are the most relevant mechanical factors predicting
cardiovascular risk.8,10,29 –32 The predictive value of PP is
known to be superior for ABPM than for clinic PP.8 The
PP measurements are poorly modified by placebo, whatever the device.33 In the SystEur trial, Staessen et al34 have
shown that an increased nocturnal PP with ABPM is a
very sensitive predictor of cardiovascular complications in
treated patients. It is noteworthy that the perindopril/indapamide combination in our study was shown to normalize
PP even during the nocturnal period.
There is considerable evidence that high BP should be
reduced by antihypertensive drug treatment in a smooth
and consistent fashion.3–11 The T/P ratio has been proposed as an index to assess the ability of a drug to induce
smooth or irregular BP decreases.21–23 In our study, the
efficacy at trough SBP was significantly better with perindopril/indapamide than with atenolol. The T/P ratio has
some limitations, however, particularly with regard to the
nongaussian distribution of the values and its poor reproducibility. The latter finding can essentially be explained
by the use of only two short segments of the whole
recording to calculate the index. Thus, it is possible that
the BP measurement retained are more representative of
BP fluctuations than of the effect of treatment.
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As an alternative to the T/P ratio, the SI has been
proposed as a more reproducible measure of the evenness
of BP reduction. In addition, the SI has been shown to
predict better the regression in left ventricular hypertrophy
in treated hypertensive patients than the T/P ratio.25 In the
REASON study it has been shown that cardiac mass was
significantly more reduced by perindopril/indapamide than
by atenolol.35 More recently, Rizzoni et al26 showed the
superiority of SI over the T/P ratio for predicting changes
of carotid wall thickness during antihypertensive drug
therapy. Therefore, the finding that the SBP SI of the
perindopril/indapamide group was significantly higher
than that of the atenolol group suggests that BP reduction
in the former group occurred with fewer fluctuations in
BP.
In conclusion, in this 1-year clinical study, the perindopril/indapamide first-line combination decreased SBP
and PP more effectively than atenolol. Moreover, with the
perindopril/indapamide combination the BP control effect
was smooth and consistent throughout the 24-h dosing
interval, and variability in BP reduction was less than that
induced by atenolol.
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Paris; G. London, Sainte-Geneviève-des-Bois; R. Luccioni, Marseille; H. Michalski, Perpignan; A. Mimran,
Montpellier; M.E. Safar, Paris; D. Stephan, Strasbourg;

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

Mancia G, Ferrari A, Gregorini L, Parati G, Pomidossi G, Bertinieri
G, Grassi G, di Rienzo M, Pedotti A, Zanchetti A: Blood pressure
and heart rate variabilities in normotensive and hypertensive human
beings. Circ Res 1983;53:96 –104.
Su DF, Cerutti C, Barres C, Vincent M, Sassard J: Blood pressure
and baroreflex sensitivity in conscious hypertensive rats of Lyon
strain. Am J Physiol 1986;251:H1111–H1117.
Parati G, Pomidossi G, Albini F, Malaspina D, Mancia G: Relationship of 24-hour blood pressure mean and variability to severity of
target-organ damage in hypertension. J Hypertens 1987;5:93–98.
Frattola A, Parati G, Cuspidi C, Albini F, Mancia G: Prognostic
value of 24-hour blood pressure variability. J Hypertens 1993;10:
1133–1137.
Perloff D, Sokolow M, Cowan RM, Juster RP: Prognostic value of
ambulatory blood pressure measurements: further analyses. J Hypertens 1989;7(Suppl):S3–S10.
Verdecchia P, Porcellati C, Schillaci G, Borgiono C, Ciucci A,
Battistelli M, Guerrieri C, Gatteschi C, Zampi I, Santucci A: Ambulatory blood pressure. An independent predictor of prognosis in
essential hypertension. Hypertension 1994;24:793–801.
Ohkubo T, Imai Y, Tsuji I, Nagai K, Watanabe N, Minami N, Itoh
O, Bando T, Sakuma M, Fukao A, Satoh H, Hisamichi S, Abe K:
Prediction of mortality by ambulatory blood pressure monitoring
versus screening blood pressure measurements: a pilot study in
Ohasama. J Hypertens 1997;15:357–364.
Verdecchia P, Schillaci G, Borgioni C, Ciucci A, Pede S, Pocellati
C: Ambulatory pulse pressure, a potent predictor of total cardiovascular risk in hypertension. Hypertension 1998;32:983–988.
Verdecchia P: Prognostic value of ambulatory blood pressure. Current evidence and clinical implications. Hypertension 2000;35:844 –
851.
Staessen JA, Thijs L, Fagard R, O’Brien ET, Clement D, de Leeuw
PW, Mancia G, Nachev C, Palatini P, Parati G, Tuomilehto J,
Webster J, for the Systolic Hypertension in Europe Trial Investigators: Predicting cardiovascular risk using conventional versus ambulatory blood pressure in older patients with systolic hypertension.
JAMA 1999;282:539 –546.
Parati G, Ulian L, Santucciu C, Omboni S, Mancia G: Blood
pressure variability, cardiovascular risk and antihypertensive treatment. J Hypertens 1995;13(Suppl 4):S27–S34.
Myers MG, Asmar R, Leenen FH, Safar MJ: Fixed low-dose combination therapy in hypertension—a dose response study of perindopril and indapamide. J Hypertens 2000;18:1–9.
Chalmers J, Castaigne A, Morgan T, Chastang C: Long-term efficacy of a new, fixed, very-low-dose angiotensin-converting enzymeinhibitor/diuretic combination as first-line therapy in elderly
hypertensive patients. J Hypertens 2000;18:327–337.
Matheson AJ, Cheer SM, Goa KL: Perindopril/indapamide 2/0.625
mg/day. A review of its place in the management of hypertension.
Drugs 2001;61:1211–1229.

AJH–March 2004 –VOL. 17, NO. 3

15. Chanudet X, de Champvallins M: Antihypertensive efficacy and
tolerability of low-dose perindopril/indapamide combination compared with losartan in the treatment of essential hypertension. Int
J Clin Pract 2001;55:233–239.
16. Morgan T, Anderson A: Low dose combination therapy with perindopril and indapamide compared with irbesartan. Clin Drug Invest
2002;22:553–560.
17. Mogensen CE, Viberti G, Halimi S, Ritz E, Ruilope L, Jermendy G,
Widimsky J, Sareli P, Taton J, Rull J, Erdogan G, De Leeuw PW,
Ribeiro A, Sanchez R, Mechmeche R, Nolan J, Sirotiakova J,
Hamani A, Scheen A, Hess B, Luger A, Thomas SM: Effect of
low-dose perindopril/indapamide on albuminuria in diabetes –
(PREterax in albuMInuria rEgRession – PREMIER). Hypertension
2003;41:1063–1071.
18. Asmar RG, London GM, O’Rourke ME, Safar ME, REASON
Project Coordinators and Investigators: Improvement in blood pressure, arterial stiffness and wave reflections with a very-low-dose
perindopril/indapamide combination in hypertensive patient: a comparison with atenolol. Hypertension 2001;38:922–926.
19. Asmar RG, London GM, O’Rourke ME, Mallion JM, Romero R,
Rahn KH, Trimarco B, Fritzerald D, Hedner T, Duprez D, De
Leeuw PW, Sever P, Battegay E, Hitzenberger G, De Luca N,
Polonia P, Benetos A, Chastang C, Ollivier JP, Safar M, on behalf
of the REASON project investigators: Amelioration of arterial properties with a perindopril/indapamide very-low-dose combination.
J Hypertens 2001;19(Suppl):S15–S20.
20. O’Brien E, Petrie J, Littler WA, de Swiet M, Padfield PL, Altman D,
Bland M, Coats A, Atkins N: The British Hypertension Society
Protocol for the evaluation of blood pressure measuring devices.
J Hypertens 1993;11(Suppl 2):S43–S63.
21. Myers MG: Trough-to-peak ratio and 24-hour blood pressure control. Methodologic issues. Am J Hypertens 1995;8:214 –219.
22. Staessen JA, Bieniaszewski L, Buntinx F, Hilde C, O’Brien ET, Van
Hoof R, Fagard R, on behalf of the APTH investigators: The
trough-to-peak ratio as an instrument to evaluate antihypertensive
drugs. Hypertension 1995;26:942–949.
23. Omboni S, Parati G, Zanchetti A, Mancia G: Calculation of trough:
peak ratio of antihypertensive treatment from ambulatory blood
pressure: methodological aspects. J Hypertens 1995;13:1105–1112.
24. Mallion JM, Siche JP, Baguet JP, Noirclerc M, De Gaudemaris R:
Various approaches to evaluations the kinetics and efficacy of three
antihypertensive drugs in terms of variations in blood pressure and
heart rate. Blood Press Monit 1998;3:189 –194.

ABPM OF PERINDOPRIL/INDAPAMIDE COMBINATION

251

25. Parati G, Omboni S, Rizzoni D, Agabiti-Rosei E, Mancia G: The
smoothness index: a new, reproducible and clinically relevant measure of the homogeneity of the blood pressure reduction with treatment for hypertension. J Hypertens 1998;16:1685–1691.
26. Rizzoni D, Muiesan ML, Salvetti M, Castellano M, Bettoni G,
Monteduro C, Corbellini C, Porteri E, Guelfi D, Rosei EA: The
smoothness index, but not the trough-to-peak ratio predicts changes
in carotid artery wall thickness during antihypertensive treatment.
J Hypertens 2001;19:703–711.
27. Safar ME, Myers MG, Leenen F, Asmar R: Gender influence on the
dose-ranging of a low-dose perindopril-indapamide combination in
hypertension: effect on systolic and pulse pressure. J Hypertens
2002;20:1653–1661.
28. Chen CH, Ting CT, Lin SJ, Hsu TL, Yin FCP, Siu CO, Chou P,
Wang SP, Chang MS: Different effects of fosinopril and atenolol on
wave reflections in hypertensive patients. Hypertension 1995;25:
1034 –1041.
29. Benetos A, Safar M, Rudnichi A, Smulyan H, Richard JL, Ducimetière P, Guize L: Pulse pressure. A predictor of long-term cardiovascular mortality in a French male population. Hypertension
1997;30:1410 –1415.
30. Franklin SS, Khan SA, Wong ND, Larson MG, Levy D: Is pulse
pressure useful in predicting risk for coronary heart disease? The
Framingham heart study. Circulation 1999;100:354 –360.
31. Safar ME: Pulse pressure, arterial stiffness, and cardiovascular risk.
Curr Opin Cardiol 2000;15:258 –263.
32. Staessen JA, Gasowski J, Wang JG, Thijs L, Hond ED, Boissel JP,
Coope J, Ekbom T, Gueyffier F, Liu L, Kerlikowske K, Pocock S,
Fagard RH: Risks of untreated and treated isolated systolic hypertension in the elderly: meta-analysis of outcome trials. Lancet 2000;
355:865–872.
33. Asmar R, Safar M, Queneau P: Evaluation of the placebo effect and
reproducibility of blood pressure measurement in hypertension.
Am J Hypertens 2001;14:546 –552.
34. Staessen JA, Thijs L, O’Brien ET, Bulpitt CJ, de Leeuw PW, Fagard
RH, Nachev C, Palatini P, Parati G, Tuomilehto J, Webster J, Safar
M, for the Syst-Eur Trial Investigators: Ambulatory pulse pressure
as predictor of outcome in older patients with systolic hypertension.
Am J Hypertens 2002;15:835–843.
35. De Luca N, Safar ME, on behalf of the International Coordination
Group: Efficacy of a very low-dose perindopril 2 mg / indapamide
0.625 mg on cardiac hypertrophy in hypertensive patients: the
REASON project. J Hypertens 2002;20(Suppl 4):S164.

