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Hlavná téma

Hypertension is a  well established risk factor for car-
diovascular and renal disease. While increases in blood 
pressure (BP) are associated with excess morbidity and 
mortality, numerous intervention trials have shown 
that BP lowering with a  variety of antihypertensive 
drugs reduces both morbid events and mortality [1–3]. 
Interestingly, commonly prescribed antihypertensive 
drugs, thiazide diuretics, ß-blockers, calcium channel 
blockers (CCB), ACE-inhibitors (ACEI), angiotensin re-
ceptor blockers (ARB) and the more recently introduced 
direct renin inhibitor (DRI) aliskiren lower BP by diff er-
ent mechanisms of action [1–4].

Thus, diuretics primarily increase renal NaCl and 
water excretion thereby decreasing extracellular fl uid 
volume. The mechanism(s) translating these volume 
changes into persistent BP lowering are still incom-
pletely understood [5,6]. The main antihypertensive 
eff ect of ß-blockers may be to reduce cardiac output 
with some agents having additional eff ects on the pe-
ripheral vasculature and on plasma renin activity [7]. 
CCB reduce vascular tone and, consequently, vascu-
lar resistance by blocking calcium infl ux into smooth 
muscle cells via so called L-channels [8]. Finally, three 
groups of agents reduce the activity of the renin an-
giotensin system (RAS) and, by that mechanism, total 

peripheral vascular resistance. Even these three latter 
groups of agents diff er markedly with respect to their 
pharmacologic action. Thus, ACEI slow the conversion 
of the decapeptide angiotensin I into the octapeptide 
angiotensin II and at the same time also reduce met-
abolic breakdown of some peptide hormones such as 
kinins or substance P. In contrast, ARB interfere with the 
binding of angiotensin II with its main (type 1) recep-
tor and may, at the same time, enhance stimulation of 
other (e.g. type 2) angiotensin receptors. Finally, direct 
renin inhibitors interrupt the RAS further upstream and 
may thus more completely block this important pres-
sor system [9].

It has been suggested, that the benefi cial eff ect of BP 
lowering varies depending on the type of drug used. 
This concept of “eff ects beyond BP control” has re-
ceived some support by studies showing that ß-block-
ers such as atenolol are less eff ective in reducing 
strokes than other antihypertensive agents [10]. How-
ever, data on the relative effi  cacy of diuretics, CCB, ACEI 
and ARB on “hard” morbidity and mortality endpoints 
have not consistently demonstrated BP independent 
diff erences. Thus, there is a  growing consensus that 
these drugs show little if any diff erences in their po-
tential to protect from the severe consequences of 
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A variety of drugs are available for the treatment of hypertension. They have traditionally been characterized by 
their mode of action, e.g. diuretics, ACE-inhibitors, angiotensin receptor antagonists, calcium channel blockers. 
Despite marked diff erences in the mechanisms decreases in blood pressure (BP), their prognostic eff ects appear to 
be similar. This has led to the consensus that BP lowering itself is the main mediator of the cardiovascular protec-
tion provided by antihypertensive therapy. Duration of action may be another important aspect to characterize an-
tihypertensive drugs. Most of the available medication to be taken once daily will suffi  ciently lower BP for a 24 hour 
period. However, non-compliance with antihypertensive therapy may markedly prolong the dosing interval when 
medication time points are delayed or even missed. In clinical trials with electronic medication monitoring, about 
10% of the scheduled doses were omitted on any given day, almost half of those omissions being part of a sequ-
ence of several days. In the common scenario of a prolonged dosing interval drugs with prolonged effi  cacy act as 
forgiving drugs in the sense that therapeutic coverage is provided in spite of irregular intake. The present review 
focusses on this important aspect of antihypertensive therapy and points to the fact that besides the thiazide-type 
diuretic chlorthalidone and the calcium channel blocker amlodipine the direct renin inhibitor aliskiren is also cha-
racterized by prolonged effi  cacy and thus, forgiveness.
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hypertension and that BP lowering is all that matters 
[1–3,11,12]. However, in addition to distinguish antihy-
pertensive drugs by their mode of action some of these 
agents exhibit marked diff erences with respect to their 
duration of action. To date, the heterogeneity with re-
spect to the duration of action of the various antihyper-
tensive agents has received only little attention. This 
small review raises the question, whether the dura-
tion of action of antihypertensive drugs may be of cru-
cial importance for the outcome achieved with a given 
treatment.

Non adherence with antihypertensive 
therapy
Despite the availability of a  wide range of antihyper-
tensive agents with proven BP-lowering effi  cacy the 
achievement of adequate BP control in hypertensive 
patients remains diffi  cult. In the 2013  heart disease 
and stroke statistics of the American Heart Association 
the awareness, treatment and control rates for hyper-
tension are given as 81.5%, 74.9% and 52.5%, respec-
tively [13]. This would imply that about 30% of all trea-
ted hypertensives do not reach their BP goal. Available 
data from other countries indicate that the percentage 
of treated hypertensive patients reaching their BP goal 
is usually even lower than those reported for the USA 
[14]. Among the many factors potentially involved in 

this problem, patients’ adherence with antihyperten-
sive drug therapy (i.e. the extent to which the medica-
tion is taken as prescribed) may play a crucial role [1].

The magnitude of non-adherence has recently been 
demonstrated by Vrijens et al. who reported electron-
ically compiled dosing history data from 21 studies, in 
which 4,783 patients were treated with once-daily an-
tihypertensive drugs [15]. According to their data, the 
main problem with non-adherence to antihypertensive 
drug treatment is non-persistence, which means un-
authorized cessation of therapy. In addition, of those 
remaining on therapy, approximately 10% of patients 
who are prescribed a once-daily antihypertensive med-
ication miss their doses on any given day [15]. 42% of all 
missed doses are single-day omissions, 15% are missed 
doses over two consecutive days and the remaining 
43% are omissions in sequences of 3  or more conse-
cutive days [15].

Poor adherence to antihypertensive therapy is a mul-
tifactorial problem that aff ects many treated hyper-
tensive patients and continues to be one of the main 
causes of unsatisfactory BP control [16–19]. Various ap-
proaches for improving adherence have been investi-
gated including reminder strategies as well as patient 
education and motivation [20–22]. However, the suc-
cess of these methods has remained diffi  cult to quan-
tify and appears to be rather small [22].

Figure 1.  Schematic depiction of the time course of non-persistence and non-adherence 

to antihypertensive monotherapy [15]

About half of the patients who were prescribed an antihypertensive drug had stopped taking it within one year (non-persistence). On any day, 
patients who were still on therapy omitted about 10% of the scheduled doses [15].
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The “forgiving drug” concept
A once daily antihypertensive medication (usually taken 
in the morning) has a dosing interval of about 24 hours. 
If the drug is taken in the evening instead of in the 
morning the dosing interval is prolonged to 36 hours, 
missing one dosing time point makes it 48 hours and 
missing two dosing time points in a  row will result in 
a  dosing interval of 72  hours. In the real world, such 
interruptions in ambulatory patients’ dosing for vary-
ing lengths of time may occur with an even higher in-
cidence than those described in the setting of clinical 
trials [15–17]. 

Most antihypertensive drugs available today exhibit 
plasma half-lives of 12 hours or less. When the dosing 
of these drugs is interrupted, their concentrations in 
plasma will fall below an eff ective range as a function 
of the drugs pharmacodynamics and pharmacokine-
tics and the extent of the prolongation of the dosing 
interval. In 1996, the concept of “drug forgiveness” was 
put forward [16]. The main basis for forgiveness is the 
relationship of a drug’s duration of action and the pre-
scribed dosing interval (Figure 1). Forgiveness (F) is thus 
defi ned as the diff erence between a drug’s post dosing 
duration of action (D) minus the prescribed dosing in-
terval (I) (Figure 2) [16].

It should be kept in mind that forgiveness of a given 
drug may, among other factors, depend on the dose. So 
in general, one factor associated with higher doses of 
a given therapeutic is an increase in forgiveness.

Forgiveness in the context of intervention 
trials

The degree of forgiveness may be a predictor of car-
diovascular protective effi  cacy of a  given drug [23]. 
Thus, the long acting dihydropyridine CCB amlodi-
pine (t ½ 35–50 hours) [24] represents a suitable exam-
ple of a  drug with a  high degree of forgiveness and 
a  well-documented cardiovascular risk reduction in 
several hypertension intervention trials such as the 

Antihypertensive and Lipid-Lowering Treatment to 
Prevent Heart Attack Trial (ALLHAT) [25] or the Valsar-
tan Antihypertensive Long-term Use Evaluation trial 
(VALUE) [26,27]. The thiazide-type diuretic chlorthali-
done (t ½ ~50 hours) is another drug with a long dura-
tion of action [28] that performed well in ALLHAT [25], 
the Hypertension Detection and Follow up Program 
(HDFP) [29], and the Systolic Hypertension in the Elderly 
Program (SHEP) [30]. Shorter acting thiazide diuretics 
such as hydrochlorothiazide and bendrofl umethiazide 
have performed less well in several large scale morbi-
dity and mortality intervention studies in hypertension 
[31]. As a contrasting example, the short-acting ß-bloc-
ker atenolol [32,33] has provided disappointing results 
in several hypertension intervention studies [34,35]. 
The high and low degrees of forgiveness of amlodipine 
and atenolol, respectively, are also supported by stu-
dies in which the loss of BP control in patients with hy-
pertension after a simulated missed dose was investi-
gated [36].

It is noteworthy that these results were obtained in 
randomized controlled trials in which adherence to 
medication is substantially greater than in clinical prac-
tice [17,37]. The advantage of drugs that safely forgive 
one or more days of interruption of dosing may thus be 
even greater in real world clinical practice than in con-
trolled clinical trials.

In addition to amlodipine and chlorthalidone, the 
direct renin inhibitor aliskiren is the third antihyperten-
sive drug with an extended duration of action and thus 
a high degree of forgiveness.

The direct renin inhibitor aliskiren: 
a forgiving drug
In addition to ACE-inhibition and angiotensin receptor 
blockade, renin inhibition represents a promising new 
option to block the RAS. After many failures to deve-
lop a suitable drug with such mechanism of action the 
orally active nonpeptidic renin inhibitor aliskiren has 
recently been approved for the treatment of hyper-
tension [4,38]. The ongoing clinical research program 
with this compound, however, has suff ered some dis-
appointments [39]. This is, at least in part, due to the 
fact that in these studies aliskiren was added on top of 
an ACE-inhibitor or ARB with the intention to reduce the 
residual risk of patients on such treatment. However, 
previous morbidity and mortality studies in patients at 
high cardiovascular risk or post myocardial infarction 
had already put doubt on the strategy of double RAS 
blockade [40,41]. A recent metaanalysis of 33 randomi-
sed controlled trials with 68,405 patients has also po-
inted to the failure of dual RAS blockade as compared 
with RAS-blocking monotherapy to reduce mortality 
and to the increased risk of adverse events such as hy-
perkalemia, hypotension, and renal failure [42].

In addition to its new mechanism of action, aliski-
ren is characterized by a long duration of action due to 
its long plasma half-life (t ½) of up to 40 hours [43–45]. 

Figure 2.  Concept of therapeutic coverage 

and drug forgiveness [16]

In the presence of a  missed dose, drug forgiveness determines the 
extent of time with or without “therapeutic coverage” and thus the cli-
nical consequences of irregular drug intake [16].
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Additional characteristics of aliskiren may contribute 
to its long effi  cacy such as the strong tissue binding 
characteristics, probably to the drug’s target molecule, 
renin [45]. 

Several clinical studies underline the prolonged effi  -
cacy of aliskiren. In one study, approximately 80% of the 
BP-lowering eff ect with aliskiren was maintained even 
after 4  days of stopping active treatment [46]. Simi-
larly, in a  double-blind comparator study of aliskiren- 
and ramipril-based therapy, the BP-lowering eff ect was 
more prolonged after discontinuing aliskiren-based 
as compared to ramipril-based therapy [47]. In a  ran-
domized double-blind study, aliskiren demonstrated 
signifi cant more sustained BP-lowering effi  cacy after 
a single missed dose as compared with the ACE inhibi-
tor ramipril and the ARB irbesartan [47]. In yet another 
double blind study, the BP lowering effi  cacy of aliski-
ren was superior to the ARB telmisartan after a single 
missed dose [36]. Aliskiren also showed a greater and 
more sustained BP-lowering eff ect than telmisartan 
during a 7-day treatment withdrawal [48]. 

In addition to the eff ects on BP, the time-dependent 
effi  cacy of drugs acting on the RAS after missed doses 
can also be evaluated by measuring biomarkers such 
as plasma renin activity (PRA). Aliskiren signifi cantly 

reduces PRA levels during treatment and this reduction 
is maintained following cessation of treatment for up 
to 2 weeks [46,50,51]. In the study cited above with sus-
tained BP lowering of aliskiren even after 1 week treat-
ment cessation persistent suppression of PRA on day 
7 of the withdrawal period was also notable [48]. It ap-
pears legitimate, therefore, to postulate persistent RAS 
suppression as the main mechanism by which aliskiren 
exhibits its sustained BP-lowering eff ect.

In conclusion, aliskiren, in addition to its new mech-
anism of action can also be characterized as an agent 
with a  remarkably long duration of action translating 
into a high degree of forgiveness. Whether these char-
acteristics translate into clinical benefi t, remains to be 
demonstrated.

 Prof. Dr. med. Rainer Düsing

  duesing@uni-bonn.de

Medizinische Klinik und Poliklinik I, Universitätsklinikum Bonn, 
Deutschland
www.ukb.uni-bonn.de

Received for publication February 13, 2013
Accepted in revised form March 4, 2013

1. Chobanian AV, Bakris GL, Black HR et al (for the National High 
Blood Pressure Education Program Coordinating Committee). Seventh 
report of the Joint National Committee on Prevention, Detection, Eva-
luation, and Treatment of High Blood Pressure. Hypertension 2003; 
42(6): 1206–1252.

2. Mancia G, De BG, Dominiczak A, Cifkova R et al. 2007 Guidelines for 
the Management of Arterial Hypertension: The Task Force for the Ma-
nagement of Arterial Hypertension of the European Society of Hyper-
tension (ESH) and of the European Society of Cardiology (ESC). J Hy-
pertens 2007; 25(6): 1105–1187.

3. Mancia G, Laurent S, Agabiti-Rosei E et al. Reappraisal of European 
guidelines on hypertension management: a European Society of Hy-
pertension Task Force document. J Hypertens 2009; 27(11): 2121–2158. 

4. Oh BH, Mitchell J, Herron JR et al. Aliskiren, an oral renin inhibi-
tor, provides dose-dependent effi  cacy and sustained 24-hour blood 
pressure control in patients with hypertension. J Am Coll Cardiol. 2007; 
49(11): 1157–1163.

5. Düsing R. Diuretika, Pharmakologie und therapeutischer Einsatz. 
Medizinisch-pharmakologisches Kompendium. Wissenschaftliche 
Verlagsgesellschaft: Stuttgart 1986. ISBN 3–8047–0754–8.

6. Ernst M, Moser M. Use of diuretics in patients with hypertension. 
N Engl J Med 2009; 361(22): 2153–2164.

7. Weber MA. The role of the new ß-blockers in treating cardiovascu-
lar disease. Am J Hypertens 2005; 18(Suppl 6): 169S-176S.

8. Elliott WJ, Ram CV. Calcium channel blockers. J  Clin Hypertens 
(Greenwich) 2011; 13(9): 687–689.

9. Frampton JE, Curran MP. Aliskiren: a review of its use in the mana-
gement of hypertension. Drugs 2007; 67(12): 1767–1792.

10. Lindholm LH, Carlberg B, Samuelsson O. Should ß-blockers remain 
fi rst choice in the treatment of primary hypertension? A meta-analysis. 
Lancet 2005; 366(9496): 1545–1553.

11. Reboldi G, Angeli F, Cavallini C et al. Comparison between angio-
tensin-converting enzyme inhibitors and angiotensin receptor bloc-
kers on the risk of myocardial infarction, stroke and death: a meta-ana-
lysis. J Hypertens 2008; 26(7): 1282–2089. 

12. MacMahon S, Neil B, Rodgers A et al. Commentary: The PROGRESS 
trial three years later: time for more action, less distraction. Br Med 
J 2004; 329(7472): 970–971.

13. American Heart Association Statistics Committee and Stroke Sta-
tistics Subcommittee. Heart disease and stroke Statistics-2013 update : 
A report from the American Heart Association. Circulation 2013; 127(1): 
e6-e245.  Available from http\\: doi: 10.1161/CIR.0b013e31828124ad.

14. Wolf-Maier K, Cooper RS, Kramer H et al. Hypertension Treatment 
and Control in Five European Countries, Canada, and the United 
States. Hypertension 2004; 43(1): 10–17.

15. Vrijens B, Vincze G, Kristanto P et al. Adherence to prescribed an-
tihypertensive drug treatments: longitudinal study of electronically 
compiled dosing histories. Br Med J 2008; 336(7653): 1114–1117.

16. Urquhart J. Patient non-compliance with drug regimens: me-
asurement, clinical correlates, economic impact. Eur Heart J  1996; 
17(Suppl A): 8–15.

17. Métry JM, Meyer UA (Eds.). Drug Regimen Compliance: Issues in 
Clinical Trials and Patient Management. Wiley: New York 1999. ISBN 
0–471–97122–7.

18. Costa FV. Compliance with antihypertensive treatment. Clin Exp 
Hypertens 1996; 18(3–4): 463–472. 

19. Düsing R, Lottermoser K, Mengden T. Compliance with drug the-
rapy - new answers to an old question. Nephrol Dial Transplant 2001; 
16(7): 1317–1321.

20. Sabate E. Adherence to long-term therapies: evidence for action. 
World Health Organization: Geneva 2003.

21. Qureshi NN, Hatcher J, Chaturvedi N et al. Hypertension Research 
Group. Eff ect of general practitioner education on adherence to anti-
hypertensive drugs: cluster randomised controlled trial. Br Med J 2007; 
335(7628): 1030–1038.

22. Düsing R, Handrock R, Klebs S  et al. Impact of supportive mea-
sures on drug adherence in patients with essential hypertension tre-
ated with valsartan; the randomized, open-label, parallel group study 
VALIDATE. J Hypertens 2009; 27(4): 894–901.

References | Literatúra

proLékaře.cz | 14.2.2026



17

Forum Diab 2013; 2(1): 10–17

Antihypertenzíva: trvanie účinku

23. Osterberg LG, Urquhart J, Blaschke TF. Understanding forgiveness: 
minding and mining the gaps between pharmacokinetics and thera-
peutics. Clin Pharmacol Ther 2010; 88(4): 457–459.

24. The Latin American Hypertension Study (LAMHYST) Group. Anti-
hypertensive effi  cacy of amlodipine and losartan after two ‘missed’ 
doses in patients with mild to moderate essential hypertension. J Int 
Med Res 2007; 35(6): 762–772.

25. ALLHAT Offi  cers and Coordinators for the ALLHAT Collaborative 
Research Group. Major outcomes in high-risk hypertensive patients 
randomized to angiotensin-converting enzyme inhibitor or calcium 
channel blocker vs diuretic: the Antihypertensive and Lipid-Lowering 
Treatment to Prevent Heart Attack Trial (ALLHAT). JAMA 2002; 288(23): 
2981–2997.

26. The VALUE trial group. Outcomes in hypertensive patients at 
high cardiovascular risk treated with regimens based on valsartan 
or amlodipine: the VALUE randomised trial. Lancet 2004; 363(9426): 
2022–2031.

27. Weber MA, Julius S, Kjeldsen S  et al. Blood pressure dependent 
and independent eff ects of antihypertensive treatment on clinical 
events in the VALUE trial. Lancet 2004; 363(9426): 2049–2051.

28. Riess W, Dubach UC, Burckhardt D et al. Pharmacokinetic studies 
with chlorthalidone (Hygroton) in man. Eur J Clin Pharmacol 1977(5); 
12: 375–382.

29. Hypertension Detection and Follow-up Program Cooperative 
Group. Five-year fi ndings of the hypertension detection and follow-up 
program. I. Reduction in mortality of persons with high blood pres-
sure, including mild hypertension. JAMA 1979; 242(23): 2562–2571.

30. SHEP Cooperative Research Group. Prevention of stroke by anti-
hypertensive drug treatment in older persons with isolated systolic 
hypertension. Final results of the Systolic Hypertension in the Elderly 
Program (SHEP). JAMA 1991; 265(24): 3255–3264.

31. Düsing R. Therapie der Hypertonie mit Diuretika: Wirksamkeit, Si-
cherheit und Verträglichkeit (Effi  cacy, safety and tolerability of diure-
tics in the treatment of hypertension). Internist 2011; 52(12): 1484–1491. 

32. Neutel JM, Smith DH, Ram CV et al. Application of ambulatory 
blood pressure monitoring in diff erentiating between antihyperten-
sive agents. Am J Med 1993; 94(2): 181–187.

33. Kostis JB. ß-blocker duration of action and implications for the-
rapy. Am J Cardiol 1990; 66(16): 60G-62G.

34. Carlberg B, Samuelsson O, Lindholm LH. Atenolol in hypertension: 
is it a wise choice? Lancet 2004; 364 (9446): 1684–1689.

35. Lindholm LH, Carlberg B, Samuelsson O. Should ß-blockers remain 
fi rst choice in the treatment of primary hypertension? A meta-analysis. 
Lancet 2005; 366(9496):1545–1553.

36. Düsing R, Brunel P, Baek I  et al. Sustained blood pressure-lowe-
ring eff ect of aliskiren compared with telmisartan after a single missed 
dose. J Clin Hypertens (Greenwich) 2013; 15(1): 41–47. 

37. Waeber B, Burnier M, Brunner HR. Compliance with antihyperten-
sive therapy. Clin Exp Hypertens 1999; 21(5–6): 973–985.

38. Wood JM, Maibaum J, Rahuel J  et al. Structure-based design of 
aliskiren, a novel orally eff ective renin inhibitor. Biochem Biophys Res 
Commun 2003; 308(4): 698–705.

39. The ALTITUDE Investigators. Cardiorenal End Points in a  Trial of 
Aliskiren for Type 2 Diabetes. N Engl J Med 2012; 367(23): 2204–2213.

40. The VALIANT Investigators. Valsartan, captopril, or both in myo-
cardial infarction complicated by heart failure, left ventricular dys-
function, or both. N Engl J Med 2003; 349(20): 1893–1906.

41. The ONTARGET Investigators. Telmisartan, ramipril, or both in 
patients at high risk for vascular events. N Engl J Med 2008; 358(15): 
1547–1559.

42. Makani H, Bangalore S, Desouza KA, Shah A, Messerli FH. Effi  cacy 
and safety of dual blockade of the renin-angiotensin system: meta-
-analysis of randomised trials. Br Med J 2013; 346: f360. Available from 
http\\: doi: 10.1136/bmj.f360. 

43. Nussberger J, Wuerzner G, Jensen C et al. Angiotensin II suppres-
sion in humans by the orally active renin inhibitor Aliskiren (SPP100): 
comparison with enalapril. Hypertension 2002; 39(1): e1-e8. Available 
from http\\: doi:10.1161/hy0102.102293.

44. Vaidyanathan S, Jarugula V, Dieterich HA et al. Clinical pharmaco-
kinetics and pharmacodynamics of aliskiren. Clin Pharmacokinet 2008; 
47(8): 515–531.

45. Boschmann M, Nussberger J, Engeli S  et al. Aliskiren penetra-
tes adipose and skeletal muscle tissue and reduces renin-angioten-
sin system activity in obese hypertensive patients. J Hypertens 2012; 
30(3): 561–566.

46. Oh BH, Mitchell J, Herron JR et al. Aliskiren, an oral renin inhibi-
tor, provides dose-dependent effi  cacy and sustained 24-hour blood 
pressure control in patients with hypertension. J Am Coll Cardiol 2007; 
49(11): 1157–1163.

47. Andersen K, Weinberger MH, Egan B  et al. Comparative effi  cacy 
and safety of aliskiren, an oral direct renin inhibitor, and ramipril in hy-
pertension: a  6-month, randomized, double-blind trial. J  Hypertens 
2008; 26(3): 589–599.

48. Palatini P, Jung W, Shlyakhto E et al. Maintenance of blood-pres-
sure-lowering eff ect following a  missed dose of aliskiren, irbesartan 
or ramipril: results of a randomized, double-blind study. J Hum Hyper-
tens 2010; 24(2): 93–103.

49. Düsing R, Brunel P, Baek I et al. Sustained decrease in blood pres-
sure following missed doses of aliskiren or telmisartan: the ASSERTIVE 
double-blind, randomized study. J Hypertens 2012; 30(5): 1029–1040. 

50. Herron J, Mitchell J, Oh B. The novel renin inhibitor aliskiren is 
not associated with rebound eff ects on blood pressure or plasma 
renin activity following treatment withdrawal. J Clin Hypertens 2006; 
5(Suppl A): A86-A87.

51. Williams B, Baschiera F, Lacy PS et al. Blood pressure and plasma 
renin activty responses to diff erent strategies to inhibit the reninan-
giotensin-aldosterone system during exercise. J Renin Angiotensin Al-
dosterone Syst 2013; 14(1): 56–66.

Reference | Literatúra

byť ohodnotená meraním biomarkera – plazmovej re-
nínovej aktivity (PRA). Aliskirén signifi kantne znižuje 
hodnoty PRA počas terapie a toto zníženie pretrváva až 
2 týždne po prerušení liečby [46,50,51]. V predchádza-
júcej citovanej štúdii s pretrvávajúcim znížením TK alis-
kirénom bola zaznamená perzistujúca supresia PRA aj 
v siedmy deň, týždeň po vysadení terapie [48]. Zdá sa 
plauzibilné predpokladať, že perzistujúca supresia RAS 
je hlavným mechanizmom, ktorým aliskirén dosahuje 
pretrvávajúci efekt na zníženie TK.

Záverom môžeme povedať, že aliskirén, okrem 
svojho nového mechanizmu účinku, môže byť charak-
terizovaný ako liek s nezvyčajne dlhým trvaním účinku 

premietajúcim sa do vysokého stupňa tolerancie. Či sa 
tieto vlastnosti premietajú aj do klinického benefi tu, zo-
stáva predmetom ďalšieho skúmania. 
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