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T he sympathetic nervous system (SNS) is an important
regulator of cardiovascular function. Its activity is deter-

mined by psychological, neuronal and humoral factors [1–3].
Activation of neurohumoral systems as well as impairment of
local regulatory mechanisms plays a significant role in the
pathogenesis and prognosis of cardiovascular diseases.

SNS activity increases with age independently of disease
state [4]. Furthermore, in congestive heart failure, SNS activ-
ity is markedly elevated and strongly correlates with mortality
[5]. Elevated sympathetic activity not only plays a role in the
induction of ischaemia due to reflex-tachycardia and coro-
nary vasoconstriction [6], but also correlates with hyperten-
sion, insulin-resistance and the coronary risk [7].

Although its role in advanced hypertension is controver-
sial, the SNS seems to contribute to the development of hy-
pertension in early stages of the disease [8–10]. Essential hy-
pertension is thought to be associated with an enhanced sym-
pathetic activity triggered at the level of the central nervous
system in a complex manner [4, 9, 11]. Therefore, in theory,
it is likely, that interference with neuronal centers and path-
ways involved in the regulation of sympathetic activation at
the level of the central nervous system may reduce blood
pressure and cardiovascular risk. Thus, antihypertensive
pharmacotherapy and its influence on the SNS is of great
importance and will be discussed in this paper.

Anatomy and Physiology of the SNS
The efferent fibers arise from neuronal structures of the me-
dulla oblongata called vasomotor-center (Fig. 1). The effec-
tor organs are innervated with two neurons, which are
switched in ganglia. From the cytosomes of the preganglionic

neurons in thoracic and lumbar medulla myelinated axons
lead to the postganglionic neurons in the truncus sym-
pathicus and the prevertebral ganglia. Acetylcholine is the
neurotransmitter from the pre- to the postsynaptic neuron
and binds nicotinic to receptors. Adrenergic receptors with
the transmitter noradrenaline mediate the transduction to the
effector organ (Fig. 1).

The catecholamines epinephrine, noradrenaline and
dopamine are released from the adrenal medulla, which is
phylogenetically a ganglion. In peripheral vessels sympathetic
activation leads to vasoconstriction mediated by �1-adreno-
ceptors on smooth muscle cells, whereas effects on the heart
are mediated by �-adrenoceptors (�1 > �2). Alpha2-adreno-

Figure 1. Scheme of the sympathetic nervous system (SNS).
N = nicotinergic; C = cholinergic; reproduced with permission
from [2].
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ceptors may be secondary in the sympathetic regulation of
the cardiovascular system, however, experimental and first
clinical data suggest, that �2-adrenoceptors on the vascular
endothelium modulate adrenergic vasoconstriction [12, 13].

The SNS interacts with the renin-angiotensin-system
(RAS) and the vascular endothelium (Fig. 2). Angiotensin II
influences the release and reuptake of noradrenaline through
presynaptic receptors [14] and stimulates the sympathetic
nervous system through a central mechanism [15, 16]. Fur-
thermore, stimulation of  �1-adrenoceptors of the juxtaglo-
merular apparatus leads to activation of the RAS via elevation
of renin [17]; this mechanism increases blood pressure as
well as sodium and water-retention.

Besides purines, histamin, dopamine and prostaglandines,
noradrenaline itself inhibits noradrenaline-release through
presynaptic receptors, whereas epinephrine and angiotensin II
stimulate noradrenaline-release presynaptically.

How can SNS Activity be Assessed?
We can assess SNS activity using different more direct or in-
direct methods (Fig. 3). We have to distinguish between di-
rect release and effector organ responses. The latter are blood
pressure, blood flow and heart rate; they are well known indi-
rect measures of SNS activity. As effector organs in part react

slowly to variations of the sympathetic activity and they de-
pend on local-chemical, mechanical and hormonal influ-
ences, too, the interpretation of these parameters is complex.
In clinical practice measuring plasma noradrenaline assesses
sympathetic activity. Plasma noradrenaline, however, is only
an indirect measure of sympathetic nerve activity as only the
overflow of the adrenergic neurotransmitter from the synap-
tic cleft is measured. Furthermore, plasma noradrenaline does
not only reflect the activity of adrenergic neurons, but also
that of the adrenal medulla (Fig. 3). Finally, most methodolo-
gies to measure plasma catecholamines are prone to consider-
able variation [18], so that the more specific measurement of
noradrenaline-spillover from the heart and other methods
like blood pressure and heart rate variability have been intro-
duced [19, 20].

Microneurography allows assessment of skin sympathetic
nerve activity (SSA) or muscle sympathetic nerve activity
(MSA) directly in a peripheral nerve [21, 22] (Fig. 3). The
signals can be obtained on-line and hence also small and short
lasting changes during stimulatory maneuvers as well as their
time course can be recorded [21–25]. This methodology di-
rectly assesses electrical outflow of the sympathetic nervous
system from the medulla oblongata. The latter property of
microneurography allows to characterize changes in sympa-
thetic nerve activity during application of cardiovascular
drugs and to analyze the importance of pharmacokinetic
properties of a given preparation under these conditions [26]
(see below).

Furthermore the measurement of systolic time intervals,
the impedance cardiography, the laser Doppler flowmetry
and the measurement of muscle blood flow can be applied to
assess the influence of the sympathetic nerve activity on ef-
fector organs [18, 27–30] (Fig. 3).

How do Cardiovascular Drugs
Affect SNS Activity?

Central sympatholytic agents
Central sympathicolytics are one of the oldest antihyperten-
sive drugs. Indeed, the “classical” central sympathicolytics, ie,
clonidine, guanfacine, guanabenz and alpha-methyl-DOPA
are well known centrally acting antihypertensive agents and
act on central �2-adrenoreceptors. This leads to sympatho-
inhibition and hence reduction in blood pressure, predomi-
nantly as a result of vasodilation and a consequent decrease in
peripheral vascular resistance. Although these drugs are ef-
fective antihypertensives, they are no longer used as first-line
drugs in the treatment of hypertension because of their un-
pleasant side effects like dizziness, dry mouth and sedation.
In case of clonidine there was also concern about rebound
hypertension [31]. These side effects are to a major extent
mediated by �2-adrenoceptors [32].

A new generation of centrally acting antihypertensive
drugs with less adverse effects (ie, moxonidine and ril-
menidine) has been introduced into clinical treatment. It has
been shown that they mainly act on central imidazoline1-
receptors and less so on central �2-adrenoceptors [32–34]. In
contrast, other centrally acting antihypertensives, ie, alpha-
methyl-DOPA, guanfacine or guanabenz, mainly act on cen-
tral �2-receptors [35]. In animals, moxonidine led to a de-
creased sympathetic tone to resistance vessels, the heart and
the kidney [32, 36]. We showed in a double-blind, placebo-
controlled study with direct measurement of sympathetic
outflow in humans using microneurography under in vivo
conditions for the first time, that the imidazoline1-receptor
agonist moxonidine reduces systolic and diastolic blood pres-

Figure 3. Methods to asses sympathetic activity. SNS = sympa-
thetic nervous system; MSA = muscle sympathetic activity; SSA =
skin sympathetic activity; reproduced with permission from [2].

Figure 2. Main mechanisms and interactions between the sympathetic
nervous system (SNS), the renin-angiotensin-system (RAS) and the
endothelin system (ETS) in regulating blood pressure homeostasis.
AT1 = angiotensin-receptor type 1; AT II = angiotensin II; Ach =
acetylcholine; ET = endothelin; ETA/ETB  = endothelin-receptor
type A/B; M = muscarinic receptor; �1/�2/�2 = alpha1/alpha2/
beta2-adrenoceptor; NO = nitric oxide; PGI2 = prostaglandine I2;
reproduced with permission from [2].



J Clin Basic Cardiol 2001; 4: 187Interaction of SNS

FOCUS ON SYMPATHETIC TONE

sure in both healthy volunteers and untreated hypertensive
subjects through a reduction in central sympathetic outflow
[37]. Moxonidine decreased muscle sympathetic nerve activ-
ity (Fig. 4) and plasma noradrenaline levels in both healthy
volunteers and hypertensives, whereas epinephrine and renin
levels did not change [37]. Heart rate decreased after
moxonidine in healthy subjects; in hypertensives, heart rate
decreased only during the night hours [37] (Fig. 5).

The potential of moxonidine to control blood pressure is
similar to other antihypertensive agents such as �- and
�-blockers, calcium antagonists or ACE-inhibitors, although
we have to await the clinical trials assessing the responder
rates of moxonidine in comparison with other antihyper-
tensives; side effects such as dizziness and dry mouth were
less pronounced than with the older centrally acting anti-
hypertensives, eg clonidine [38, 39].

Rilmenidine is another imidazoline1-receptor agonist
with a high affinity for the imidazoline receptors [40]. Patient
trials confirmed effective blood pressure lowering and fewer
side effects than with clonidine [41–43]. Rilmenidine in
comparison with the �-adrenoceptor antagonist atenolol was
similarly well tolerated and both drugs caused similar de-
creases in systolic and diastolic blood pressure. However, in
contrast to atenolol, rilmenidine did not influence autonomic
function such as heart rate during exercise and the Valsalva
maneuver [44]. Studies directly assessing effects of rilmeni-
dine on SNS activity in humans are lacking.

Diuretics
Diuretics inhibit the salt- and water-reabsorption in the tu-
bulus and thus they lead to a reduction of preload and
afterload. The diuretic-induced loss of salt and water acti-
vates several hormonal systems such as vasopressin, the
renin-angiotensin-aldosterone system and the sympathetic
nervous system which tend to compensate for the changes in
sodium and water balance [45, 46].

The long-term haemodynamic adaptation to diuretic
treatment may be related to altered cardiovascular reflexes.
Changes in sympathetic nerve activity and reduced vascular
sensitivity to noradrenaline may contribute to the adaptation.
In clinical practice, the combination of a �-blocker and a diu-
retic is well established because the complimentary mecha-
nisms of antihypertensive effects with increased sympathetic
outflow and renin-angiotensin axis activation induced by the
diuretic can be blunted by �1-adrenergic blockade. Whether
the combination with a central sympathicolytic drug has
similar additive effects is not extensively studied; however, in
combination therapy, the diuretic hydrochlorothiazide with
moxonidine had the lowest responder rates, whereas the

combination with a calcium channel blocker (amlodipine)
resulted in much higher responder rates; possibly, the central
sympathicolytic moxonidine prevents the reflex SNS activa-
tion induced by amlodipine which otherwise would attenu-
ate the vasodilator capacity of the calcium antagonist [47].

Nitrates
Nitrates are peripheral vasodilators, which cause endothe-
lium-independent relaxation of vascular smooth muscle. Re-
flex tachycardia is a known unwanted reaction to the applica-
tion of several vasodilators. In a double-blind placebo-con-
trolled study isosorbide-dinitrate markedly increased both
heart rate and muscle sympathetic nerve activity (MSA) as as-
sessed by microneurography [26], confirming earlier studies
of intravenous administration of other vasodilatators [48–50].
This effect can be explained by an arterial baroreceptor-me-
diated mechanism, a decrease in pulse-pressure and an acti-
vation of low pressure receptors caused by a possible decrease
in central venous pressure [26].

ACE-inhibitors (ACEI)
By blocking the converting enzyme, ACEI inhibit the synthe-
sis of angiotensin II, a strong vasoconstrictor, which enhances
the release of noradrenaline through stimulation of periph-
eral presynaptic receptors [51]. Furthermore, angiotensin II
stimulates central SNS activity [52]. ACEI also seem to pre-
vent the breakdown of bradykinin inducing further vasodila-
tion via stimulation of nitric oxide and prostacyclin release.
Bradykinin leads to release of nitric oxide and prostacyclin
from the endothelium, which may contribute to the haemo-
dynamic reactions to ACE-inhibition. On the other hand
bradykinin may also be responsible for the adverse reactions
such as cough and angioneurotic oedema [53–57].

In contrast to pure vasodilators (ie, nitrates or calcium an-
tagonists), which activate the SNS, ACEI induce no reflex
tachycardia or increases in plasma noradrenaline [58]. In a
double-blind placebo-controlled study the ACEI captopril
after acute administration in healthy volunteers reduced
muscle sympathetic nerve activity (MSA) despite lowering
blood pressure without influencing the responsiveness to
mental or physical stress, whereas nitrates strongly activated
MSA [5, 26]. This indicates, that reduction of circulating an-
giotensin II, which stimulates SNS activity, lowers sympa-
thetic tone [52]. This might be one possible explanation for
the beneficial effects of ACEI on survival in patients with left
ventricular dysfunction, in which activation of sympathetic
nervous system is strongly associated with morbidity and
mortality [59]. These positive effects of the ACEI on mor-
bidity and mortality of patients with heart failure and im-

Figure 4. Effect of the central sympathicolytic moxonidine on
central SNS activity (muscle sympathetic nerve activity) as
assessed by microneurography. Modified from reference [127]

Figure 5. Effect of the central sympathicolytic moxonidine on heart
rate (Details see text). Modified from reference [127]
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paired left ventricular function and patients after myocardial
infarction have been documented in numerous clinical stud-
ies [59–63].

However, with chronic administration a number of
mechanisms exist which may partially co-interact the benefi-
cial effects of ACE inhibition after acute dosing. Especially
angiotensin II may be synthesized by alternate non-ACE-de-
pendent pathways (so called chymases), which may in part
oppose the acute depressing effects on SNS activity [64–66].
On the other hand it has been shown, that chronic ACE inhi-
bition did not change biosynthesis, storage or release of
catecholamines [67]. From the fact that bradykinin stimu-
lated noradrenaline release dose-dependently, almost during
converting enzyme inhibition, it has been concluded that
bradykinin may compensate for the lack of effect of convert-
ing enzyme inhibitors on catecholamine release [67]. At least,
in heart failure, chronic ACE inhibitor treatment is accompa-
nied by a marked reduction in central sympathetic outflow,
that may depend on a persistent restoration of baroreflex re-
straint on the sympathetic neural drive [68]. Furthermore
vagal activity seems not to be influenced, as acute and chronic
ACE inhibition did not blunt important cardiovascular re-
flexes [69].

AT1-receptor antagonists
The blockade of the angiotensin II receptor is the most direct
way to inhibit the renin-angiotensin system (RAS). In con-
trast to the ACEI, which do not affect noradrenaline release
because of the activation of compensatory mechanisms and
inhibition of noradrenaline-reuptake and noradrenaline-me-
tabolism, AT1-receptor antagonists in vitro suppress the angi-
otensin-induced noradrenaline release and thus its prolifera-
tive effects [70, 71].

The effects of AT1-receptor antagonists have not yet been
studied extensively in humans in vivo. The Evaluation of
Losartan in the Elderly (ELITE)-study showed that the ef-
fects of the AT1-antagonist losartan on mortality of patients
with symptomatic heart failure older than 65 were more pro-
nounced than with the ACEI captopril [72]. There was no
significant difference between plasma levels of noradrenaline
in the losartan compared with the captopril group.
Candesartan has shown similar effects on exercise capacity,
ventricular function and neurohormones than the ACE-in-
hibitor enalapril in heart failure patients [73].

Experimental data suggest, that AT1-receptor antagonists
lead to a more complete suppression of catecholamines than
ACEI [74]. The newer non-peptide AT1-receptor antagonist
eprosartan has been shown to inhibit the pressor response in-
duced by spinal cord stimulation in pithed rats, whereas equi-
valent doses of other nonpeptide AT1-receptor antagonists,
such as losartan, valsartan and irbesartan, had no effect on sym-
pathetic outflow; this has been interpreted as a more effective
inhibition of prejunctional angiotensin II-receptors [75].

Whether these effects on SNS activity play a role in vivo in
humans, is not known. However, first clinical data from a
double-blind, placebo-controlled study suggest, that at least
losartan does not reduce basal nor exercise-induced sympa-
thetic activity when compared to placebo or enalapril [76].
Other trials investigating hard clinical endpoints such as
mortality and morbidity, e.g. in heart failure patients, are on-
going (CHARM) [77].

Furthermore, combination of ACE-inhibitors and AT-
receptor antagonists seems to improve therapeutic effects and
end-organ damage compared to monotherapy, but large-scale
clinical trials are lacking [73, 78].

Beta-blockers
Beta-adrenoceptor antagonists inhibit ß1-adrenoceptor-me-
diated positive inotropism and chronotropism of catechola-
mines on the heart and the �2-adrenoceptor-mediated relaxa-
tion of the vascular smooth muscle [38, 79–81]. Further-
more, blockade of �-adrenoceptors antagonizes the metabolic
effects of catecholamines like lipolysis or glycogenolysis [80].

In the therapy of cardiovascular diseases selective blockade
of �1-adrenoceptors protects the heart from enhanced sym-
pathetic tone reducing heart rate and inotropism and thus
cardiac oxygen consumption.

�-adrenoceptor-antagonists are established in the therapy
of hypertension and ischaemic heart disease as they positively
influence mortality, ischaemic episodes, risk for myocardial
(re)-infarction and sudden death [82–85].

In the last few years, �-adrenoceptor antagonists have
been introduced in the therapy of congestive heart failure
[86–88]. The positive effects of �-blockade in congestive heart
failure have been shown for bisoprolol [89], metoprolol [90]
and carvedilol [91] and seem to result from a better efficiency
of the SNS under �-blockade. They improve haemodynam-
ics and symptoms and have recently been shown to reduce
mortality [92]. Thus, �-adrenoceptor antagonists inhibit the
downregulation of �-adrenoceptors and increase the sensitiv-
ity to �-adrenoceptor agonists [93]. Yet, the benefits of �-
blockers are seen in patients already receiving ACE inhibi-
tors, suggesting that combined blockade of two neurohormo-
nal systems (renin-angiotensin system and sympathetic nerv-
ous system) can produce additive effects. The effect of �-
blockade on central sympathetic nerve activity is controver-
sial and not extensively studied [94, 95]. Some studies show
decreases in SNS activity, whereas others did not find central
effects. Effects may, at least in part, depend on whether the
drug is lipophile or not. Although acute treatment with a �-
blocker may enhance central SNS activity, no study found
SNS activation after chronic �-blocker therapy [94, 95].

Calcium antagonists (CA)
CA lead to peripheral vasodilation and inhibit the effects of
vasoconstrictor hormones at the level of vascular smooth
muscle by reducing the calcium inflow through blockade of
slow voltage-dependent L-type calcium channels. The low-
ered intracellular calcium concentration inhibits electrome-
chanical coupling and hence leads to vasodilation and lower-
ing of blood pressure. Three groups of CA exist, dihydro-
pyridine-type (eg, nifedipine), phenylalkylamine-type (eg,
verapamil) and benzothiazepine-type (eg, diltiazem) which
bind to different sites of the �1-subunit of the calcium chan-
nel. While dihydropyridine calcium antagonists are mainly
peripheral vasodilators, verapamil-type calcium antagonists
have also direct effects on the SA-node and possibly reduce
SNS activity [96, 97].

CA are effective antihypertensive drugs and exert anti-
ischaemic effects [98]. Furthermore, they exhibit vascular
protective properties; they improve endothelial function in
atherosclerosis and hypertension, both experimentally [99]
and in human hypertension [100]. They inhibit proliferation
of human coronary artery smooth muscle cells [101] and
slightly reduce the development of new atherosclerotic le-
sions [102].

In spite of these vascular protective effects, clinical trials
with CA yielded disappointing results in patients with coro-
nary artery disease and impaired left ventricular function and
diabetes [103–110].

Activation of the SNS may not only depend on the class of
CA used, but also on its pharmacokinetics. Indeed, CA of the
dihydropyridine-type (ie, nifedipine, felodipine, amlodipine)
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lead to sympathetic activation with reflex-tachycardia [37,
111]. In contrast, verapamil leads to a reduction of heart rate
and sympathetic activity as assessed by plasma noradrenaline
[112]. After acute administration in healthy volunteers,
nifedipine markedly increased muscle sympathetic nerve
activity as assessed by microneurography; interestingly, this
occurred not only with short acting, but also with very slow
release formulation of nifedipine, ie, the GITS formulation.
In contrast, HR increased only with short acting, but not with
slow release nifedipine [37]. Therefore, nifedipine different-
ly activates cardiac and peripheral sympathetic tone depend-
ing on pharmacokinetics. Thus, heart rate not necessarily pre-
dicts SNS activity, so that a lack in heart rate increase is no
proof for missing SNS activation [37].

Amlodipine, a newer slow-acting dihydropyridine-type
CA seems to stimulate SNS to a lesser degree than other
dihydropyridines. Nevertheless heart rate and plasma nor-
adrenaline increased significantly in hypertensives after acute
application, but there was no long-term effect on heart rate
[111]. Furthermore, in renal hypertension, amlodipine acti-
vates central SNS activity during chronic therapy, whereas an
ACE-inhibitor reduces SNS activity [113].

Other vasodilators including peripheral alpha1-
blockers
The pure vasodilators minoxidil (potassium channel opener)
and hydralazin are effective antihypertensives, which lower
preload and afterload. However, they stimulate SNS activity
and with long-term treatment compensatory activation of the
sympathetic and the renin-angiotensin-systems predominate
[114].

Selective �1-adrenoceptor-antagonists like prazosin also
lower pre- and afterload through inhibition of peripheral
sympathetic vasoconstriction, but do not influence the sym-
pathetic activity to the heart which is predominantly �-adreno-
ceptor-mediated [115]. This might explain why the Veterans
Administration Cooperative Study with prazosin could not
show a better prognosis of patients with heart failure [116].
Interestingly, the �1-adreno-
ceptor-antagonist doxazosin in-
duces significant sympathetic
overactivation both at rest and
under physical exercise, when
compared to placebo [76, 79].

A recent study showed, that
in hypertensive patients with
renal artery stenosis the non-
specific vasodilator dihydrala-
zine in comparison to the
ACE-inhibitor enalapril lead to
a similar fall in blood pressure
but, in contrast to enalapril,
dihydralazin increased plasma
angiotensin II, muscle sympa-
thetic nerve activity, heart rate,
and total body noradrenaline
spillover [117].

Interactions of the SNS
with the Vascular

Endothelium
The vascular endothelium
with the underlying vascular
smooth muscle cells plays an
important role in the regula-
tion of vascular tone. Func-

tional changes in the secretion of endothelium-derived me-
diators may be involved in the pathogenesis and progression
of cardiovascular diseases, eg hypertension and atherosclero-
sis. Experimental data suggest various interactions between
SNS and the vascular endothelium (Fig. 2). Endothelin-1,
which is released from endothelial cells, is the strongest vaso-
constrictor, plasma levels of endothelin-1 are elevated in sev-
eral cardiovascular diseases [118]. Thus, endothelin leads to
peripheral vasoconstriction, an elevation of blood pressure
and plasma catecholamine levels in rats, intrathecally injec-
tion of endothelin stimulates sympathetic activity [119]. Fur-
thermore it is at least a comitogen of the proliferation of vas-
cular smooth muscle cells [118]. Different ET-receptors
have been cloned [118]. Whereas the major effect of vaso-
constriction is mediated through ETA-receptors on smooth
muscle cells, ETB-receptors on the vascular endothelium
may release vasodilating substances like NO and prostacyclin
[120, 121]. In human skin microcirculation the ETA-selec-
tive antagonist BQ-123 inhibits vasoconstriction to angi-
otensin II and noradrenaline in vivo in healthy subjects, indi-
cating the potential synergistic effect of a combination of
endothelin receptor antagonists with the established thera-
peutic regime inhibiting the sympathetic nervous system and
the renin-angiotensin system [122]. In clinical hypertension
the antihypertensive effects of the endothelin antagonist
bosentan were comparable with the ACE-inhibitor enalapril
and there may be beneficial effects in CHF, but further clini-
cal trials have to confirm these results [123–125].

Endothelin receptors on endothelial cells are linked to
voltage-operated calcium channels via G-proteins [126]. This
may explain why calcium antagonists reduce endothelin-in-
duced vasoconstriction in the human forearm circulation, ie,
intraarterial application of verapamil or nifedipine prevents
contractions to intraarterial infused endothelin [30]. On the
other hand, drugs, which stimulate SNS activity (eg nitrates,
nifedipine) increased endothelin plasma levels in vivo in humans,
whereas ACE-inhibitors and moxonidine decreased SNS
activity and did not increase plasma endothelin [26, 127].

Table 1. Summary of the effects of cardiovascular drugs on SNS activity in human cardiovascular
disease. Note the table gives only an overview on the effects; individual responses vary depending
on age, disease and differences within the drug classes. For details and references, see text. HR:
heart rate; Catechol: catecholamines; MSA: muscle sympathetic nerve activity as assessed by
microneurography. n.a.: no data/insufficient data available.

Drug HR HR Catechol. Catechol. MSA MSA
(acute) (chronic) (acute) (chronic) (acute) (chronic)

Central sympathicolytics � ������ � � � n.a.

ACE-inhibitors � � � � � �

Angiotensin receptor � � �� �� n.a. n.a.
antagonists

Beta-blockers � � � � � �

Diuretics � � � n.a. n.a. n.a.

Nitrates � �� � n.a. � n.a.

Peripheral alpha-blockers � � � n.a. n.a. n.a.

Dyhidropyridine-type
calcium-antagonists ������ ������ � ������ �� ������

(slow release formulation)

Verapamil-type
calcium-antagonists � � � � n.a. ��

(slow release formulation)

Endothelin-antagonists � �� �� �� n.a. n.a.

� Differences within the drug classes exist and/or study results are controversial. # Only few data
available by now. � = reduction; � = increase; � = unchanged
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Chronic therapy with calcium antagonists in experimental
and human hypertension improved endothelium-dependent
relaxation to acetylcholine [128]. ACE-inhibitors stimulate
endothelium-dependent relaxation indirectly through pre-
vention of bradykinin breakdown, which leads to formation
of NO and prostacyclin. In experimental approaches in the
resistance circulation of spontaneously hypertensive rats,
chronic blockade of the renin-angiotensin system with a
nonpeptidic angiotensin II-receptor antagonist CGP 48369,
the ACE-inhibitor benazepril HCl, or the calcium antagonist
nifedipine reduced blood pressure and improved endothelial
dysfunction [99]. Clinical studies showed that the ACE-in-
hibitor quinapril could reverse endothelial dysfunction and
reduce the frequency of coronary ischaemia [129–131]. Ad-
ministration of the ACEI lisinopril to patients with essential
hypertension has been shown to selectively increase vasodila-
tation in response to infusion of bradykinin [132].

Intrinsic differences exist between different ACEI, ie,
quinaprilat and enalaprilat, which determine the ability to
improve endothelium-mediated vasodilation, ie, their differ-
ent affinity to tissue ACE, because quinaprilat could improve
flow-dependent dilation in patients with chronic congestive
heart failure as the result of increased availability of nitric ox-
ide, whereas enalaprilat could not [133].

Experimental and first clinical trials in the human skin
microcirculation suggest, that adrenoceptor agonists can
stimulate endothelial �-adrenoceptors leading to the release
of nitric oxide (NO) and other vasodilating substances [134,
135]. Indeed, �1-adrenoceptor-mediated constriction of vas-
cular smooth muscle cells could be potentiated by NO-inhi-
bition both in vitro and in vivo in humans [134, 135]. This
mechanism may be of pathophysiological importance in
atherosclerosis and hypertension where endothelial function
is impaired.

Conclusion
There are important effects of cardiovascular drugs on the
sympathetic nervous system in humans, which are summa-
rized in Table 1. It must be emphasized, that in several aspects
the study results vary depending on the subtype of a drug and
the underlying disease under investigation. Table 1, there-
fore, offers only a coarse overview of the potential effects of
the drugs on SNS activity. Most studies, especially the
chronic studies, have only assessed SNS activity indirectly, ie,
measuring plasma catecholamines or heart rate variability.
Data using microneurography, which directly records central
sympathetic nerve traffic, are only incomplete. Nevertheless,
the trends observed in the trials in most cases are consistent.

The complex effects of antihypertensive drugs on the
pressor systems (SNS, RAS and ETS) seem to be relevant for
clinical use, especially for the therapy of patients with cardio-
vascular diseases. A potential mediator of untoward effects of
cardiovascular drugs is an activation of the SNS. Indeed, the
fact that an increased SNS activity, ie, high heart rates and
high plasma noradrenaline levels, is associated with an in-
creased mortality in patients with cardiovascular disease and
especially with congestive heart failure [5, 136, 137] suggests,
that an activation of the SNS is detrimental at least in these
patients, but possibly also in other patient groups, e.g.
hypertensives [138]. Overactivation of the SNS may also be
detrimental in patients with diabetes and coronary artery dis-
ease including acute coronary syndromes [139].

The more recently discovered interactions between the
pressor systems will importantly impact the guidelines of
therapy; the upcoming trials assessing combination therapy
in hypertension will help to find out whether these interac-

tions can be prevented with drugs that have synergistic effects
and less or no reflex activation of other pressor systems. Im-
portantly, the upcoming endothelin antagonists may broaden
the cardiovascular therapeutic arsenal by a drug, which is not
only a potent vasodilator, but also inhibits the effects of the
SNS and the RAS at various levels.

Whether the beneficial effects of some antihypertensive
drugs on the SNS translate into a reduction of hard
endpoints, i.e. cardiovascular and total mortality, has yet to be
demonstrated in clinical trials.

Acknowledgement
The study was supported by a grant of the German Re-

search Fund (DFG, WE 1772/3-1) and the OERTEL-Foun-
dation. We are indebted to Mrs. C. Freundlieb for precious
help in preparing the manuscript.

References
1. Wenzel RR, Czyborra P, Lüscher TF, Philipp T. Endothelin in cardiovascular con-

trol: The role of endothelin antagonists. Curr Hypertension Rep 1999; 1: 79–87.
2. Wenzel RR, Bruck H, Noll G, Schäfers RF, Daul AE, Philipp T. Antihypertensive

drugs and the sympathetic nervous system. J Cardiovasc Pharmacol 2000; 35
(Suppl 4): S43–S52.

3. Converse RJ, Jacobsen TN, Toto RD, Jost CM, Cosentino F, Fouad TF, Victor RG.
Sympathetic overactivity in patients with chronic renal failure. N Engl J Med 1992;
327: 1912–8.

4. Yamada Y, Miyajima E, Tochikubo O, Matsukawa T, Ishii M. Age-related changes
in muscle sympathetic nerve activity in essential hypertension. Hypertension 1989;
13: 870–7.

5. Cohn JN, Levine TB, Olivari MT, Garberg V, Lura D, Francis GS, Simon AB,
Rector T. Plasma norepinephrine as a guide to prognosis in patients with chronic
congestive heart failure. N Engl J Med 1984; 311: 819–23.

6. Neri Serneri GG, Boddi M, Arata L, Rostagno C, Dabizzi P, Coppo M, Bini M,
Lazzerini S, Dagianti A, Gensini GF. Silent ischemia in unstable angina is related to
an altered cardiac norepinephrine handling. Circulation 1993; 87: 1928–37.

7. Julius S, Gudbrandsson T. Early association of sympathetic overactivity, hyperten-
sion, insulin resistance, and coronary risk. J Cardiovasc Pharmacol 1992; Suppl 8:
S40–8.

8. Noll G, Wenzel RR, Schneider M, Oesch V, Binggeli C, Shaw S, Weidmann P,
Lüscher TF. Increased activation of sympathetic nervous system and endothelin by
mental stress in normotensive offspring of hypertensive parents. Circulation 1996;
93: 866–9.

9. Anderson EA, Sinkey CA, Lawton WJ, Mark AL. Elevated sympathetic nerve activ-
ity in borderline hypertensive humans. Evidence from direct intraneural record-
ings. Hypertension 1989; 14: 177–83.

10. Philipp T, Distler A, Cordes U. Sympathetic nervous system and blood-pressure
control in essential hypertension. Lancet 1978; 2: 959–63.

11. Wallin BG, Morlin C, Hjemdahl P. Muscle sympathetic activity and venous plasma
noradrenaline concentrations during static exercise in normotensive and hyperten-
sive subjects. Acta Physiol Scand 1987; 129 489–97.

12. Wenzel RR, Bruck H, Schäfers RF, Michel MC, Siffert W, Philipp T. The nitric-
oxide inhibitor L-NMMA potentiates norepinephrine-induced vasoconstriction:
Effects of the alpha2-blocker yohimbine. Kidney Blood Press Res 1998; 21: 336–98
(Abstract).

13. Chen HI, Li HT, Chen CC. Physical conditioning decreases norepinephrine-in-
duced vasoconstriction in rabbits. Possible roles of norepinephrine-evoked en-
dothelium-derived relaxing factor. Circulation 1994; 90: 970–5.

14. Hilgers KF, Veelken R, Rupprecht G, Reeh PW, Luft FC, Mann JF. Angiotensin II
facilitates sympathetic transmission in rat hind limb circulation. Hypertension
1993; 21: 322–8.

15. Kannan H, Nakamura T, Jin XJ, Hayashida Y, Yamashita H. Effects of centrally
administered angiotensin on sympathetic nerve activity and blood flow to the kid-
ney in conscious rats. J Auton Nerv Syst 1991; 34: 201–10.

16. Davis JO, Freeman RH. Mechanisms regulating renin release. Physiol Rev 1976;
56: 1–56.

17. Weber F, Brodde OE, Anlauf M, Bock KD. Subclassification of human beta-adren-
ergic receptors mediating renin-release. Clin Exp Hypertens 1983; 5: 225–38.

18. Schäfers RF, Nürnberger J, Wenzel RR, Philipp T, Michel MC. Characterization of
adrenoceptors mediating cardiovascular and metabolic in vivo effects of a-
methylnoradrenaline (AMN) in humans. Naunyn-Schmiedeberg’s Arch
Pharmacol 1997; 356 (Suppl 1): R52.

19. Pagani M, Lombardi F, Guzzetti S, Rimoldi O, Furlan R, Pizzinelli P, Sandrone G,
Malfatto G, Dell’Orto S, Piccaluga E, Turiel M, Baselli G, Cerutti S, Malliani A.
Power spectral analysis of heart rate and arterial pressure variabilities as a marker of
sympathovagal interaction in man and conscious dog. Circ Res 1986; 59: 178–93.

20. Esler M, Jennings G, Korner P, Blombery P, Sacharias N, Leonard P. Measurement
of total and organ-specific norepinephrine kinetics in humans. Am J Physiol 1984;
247: E21–8.

21. Delius W, Hagbarth KE, Hongell A, Wallin BG. Manoeuvres affecting sympathetic
outflow in human skin nerves. Acta Physiol Scand 1972; 84: 177–86.

22. Delius W, Hagbarth KE, Hongell A, Wallin BG. General characteristics of sympa-
thetic activity in human muscle nerves. Acta Physiol Scand 1972; 84: 65–81.

23. Wallin BG. Intraneural recordings of normal and abnormal sympathetic activity in
man. In: Bannister SR (ed). Autonomic Failure. Oxford University Press, Oxford
1988; 177–95.

24. Victor RG, Leimbach WJ, Seals DR, Wallin BG, Mark AL. Effects of the cold pressor
test on muscle sympathetic nerve activity in humans. Hypertension 1987; 9: 429–36.



J Clin Basic Cardiol 2001; 4: 191Interaction of SNS

FOCUS ON SYMPATHETIC TONE

25. Mark AL, Victor RG, Nerhed C, Wallin BG. Microneurographic studies of the
mechanisms of sympathetic nerve responses to static exercise in humans. Circ Res
1985; 57: 461–9.

26. Noll G, Wenzel RR, de Marchi S, Shaw S, Lüscher TF. Differential effects of
captopril and nitrates on muscle sympathetic nerve activity in healthy volunteers.
Circulation 1997; 95: 2286–92.

27. Li Q, Belz GG. Systolic time intervals in clinical pharmacology. Eur J Clin
Pharmacol 1993; 44: 415–21.

28. Wenzel RR, Duthiers N, Noll G, Bucher J, Kaufmann U, Luscher TF. Endothelin
and calcium antagonists in the skin microcirculation of patients with coronary ar-
tery disease. Circulation 1996; 94: 316–22.

29. Creager MA, Cooke JP, Mendelsohn ME, Gallagher SJ, Coleman SM, Loscalzo J,
Dzau VJ. Impaired vasodilation of forearm resistance vessels in hyper-
cholesterolemic humans. J Clin Invest 1990; 86: 228–34.

30. Kiowski W, Lüscher TF, Linder L, Bühler FR. Endothelin-1-induced vasoconstric-
tion in humans. Reversal by calcium channel blockade but not by nitrovasodilators
or endothelium-derived relaxing factor. Circulation 1991; 83: 469–75.

31. Rupp H, Maisch B, Brilla CG. Drug withdrawal and rebound hypertension: differ-
ential action of the central antihypertensive drugs moxonidine and clonidine.
Cardiovasc Drugs Ther 1996; 10 (Suppl 1): 251–62.

32. Ernsberger P, Damon TH, Graff LM, Schäfer SG, Christen MO. Moxonidine, a
centrally acting antihypertensive agent, is a selective ligand for I1-imidazoline sites.
J Pharmacol Exp Ther 1993; 264: 172–82.

33. Bohmann C, Schollmeyer P, Rump LC. Effects of imidazolines on noradrenaline
release in rat isolated kidney. Naunyn Schmiedebergs Arch Pharmacol 1994; 349:
118–24.

34. Michel MC, Brodde OE, Schnepel B, Behrendt J, Tschada R, Motulsky HJ, Insel
PA. [3H]idazoxan and some other alpha2-adrenergic drugs also bind with high af-
finity to a nonadrenergic site. Mol Pharmacol 1989; 35: 324–30.

35. van Zwieten PA. Central imidazoline (I1) receptors as targets of centrally acting
antihypertensives: moxonidine and rilmenidine. J Hypertens 1997; 15: 117–25.

36. Ernsberger P, Haxhiu MA, Graff LM, Collins LA, Dreshaj I, Grove DL, Graves
ME, Schafer SG, Christen MO. A novel mechanism of action for hypertension
control: moxonidine as a selective I1-imidazoline agonist. Cardiovasc Drugs Ther
1994; 8 (Suppl 1): 27–41.

37. Wenzel RR, Allegranza G, Binggeli C, Shaw S, Weidmann P, Luscher TF, Noll G.
Differential activation of cardiac and peripheral sympathetic nervous system by
nifedipine: role of pharmacokinetics. J Am Coll Cardiol 1997; 29: 1607–14.

38. Schäfers RF, Löw-Kröger A, Philipp T. Wirksamkeit und Verträglichkeit des neuen
zentralwirksamen Antihypertensivums Moxonidin im Vergleich zu Enalapril.
Nieren- und Hochdruckkrankheiten 1994; 23: 221–4.

39. Kuppers HE, Jager BA, Luszick JH, Grave MA, Hughes PR, Kaan EC. Placebo-
controlled comparison of the efficacy and tolerability of once-daily moxonidine and
enalapril in mild-to-moderate essential hypertension. J Hypertens 1997; 15: 93–7.

40. Bricca G, Dontenwill M, Molines A, Feldman J, Belcourt A, Bousquet P. The
imidazoline preferring receptor: binding studies in bovine, rat and human
brainstem. Eur J Pharmacol 1989; 162: 1–9.

41. McKaigue JP, Harron DW. The effects of rilmenidine on tests of autonomic func-
tion in humans. Clin Pharmacol Ther 1992; 52: 511–7.

42. Dollery CT, Davies DS, Duchier J, Pannier B, Safar ME. Dose and concentration-
effect relations for rilmenidine. Am J Cardiol 1988; 61: 60D–66D.

43. Weerasuriya K, Shaw E, Turner P. Preliminary clinical pharmacological studies of
S3341, a new hypotensive agent, and comparison with clonidine in normal males.
Eur J Clin Pharmacol 1984; 27: 281–6.

44. Reid JL, Panfilov V, MacPhee G, Elliott HL. Clinical pharmacology of drugs acting
on imidazoline and adrenergic receptors. Studies with clonidine, moxonidine,
rilmenidine, and atenolol. Ann N Y Acad Sci 1995; 763: 673–8.

45. Burnier M, Brunner HR. Neurohormonal consequences of diuretics in different
cardiovascular syndromes. Eur Heart J 1992; 13 (Suppl G): 28–33.

46. Hjemdahl P. Sympatho-adrenal mechanisms and the antihypertensive response to
thiazide diuretics. Acta Pharmacol Toxicol (Copenh) 1984; 54 (Suppl 1): 43–6.

47. Waters J, Ashford J, Jäger B, Verboom CN. Use of moxonidine as initial therapy in
combination in the treatment of essential hypertension - results of the TOPIC
(Trial Of Physiotens In Combination) Study. J Clin Basic Cardiol 1999; 2: 219–24.

48. Sanders JS, Ferguson DW. Diastolic pressure determines autonomic responses to
pressure perturbation in humans. J Appl Physiol 1989; 66: 800–7.

49. Ferguson DW, Hayes DW. Nifedipine potentiates cardiopulmonary baroreflex con-
trol of sympathetic nerve activity in healthy humans. Direct evidence from
microneurographic studies. Circulation 1989; 80: 285–98.

50. Hoffman RP, Sinkey CA, Kienzle MG, Anderson EA. Muscle sympathetic nerve
activity is reduced in IDDM before overt autonomic neuropathy. Diabetes 1993;
42: 375–80.

51. Saxena PR. Interaction between the renin-angiotensin-aldosterone and sympa-
thetic nervous system. J Cardiovasc Pharmacol 1992; 19: 8.

52. Matsukawa T, Gotoh E, Minamisawa K, Kihara M, Ueda S, Shionoiri H, Ishii M.
Effects of intravenous infusions of angiotensin II on muscle sympathetic nerve ac-
tivity in humans. Am J Physiol 1991; 261: R690–6.

53. Pitt B, Chang P, Timmermans P. Angiotensin II receptor antagonists in heart fail-
ure: rationale and design of the Evaluation of Losartan in the Elderly (ELITE)
Study. Cardiovasc Drugs Ther 1995; 9: 693–700.

54. Gavras I. Bradykinin-mediated effects of ACE inhibition. Kidney Int 1992; 42:
1020–9.

55. Israili ZH, Hall WD. Cough and angioneurotic edema associated with angiotensin-
converting enzyme inhibitor therapy: a review of the literature and pathophysiol-
ogy. Ann Intern Med 1992; 117: 234–42.

56. Chalmers D, Dombey SL, Lawson DH. Post-marketing surveillance of captopril
(for hypertension): a preliminary report. Br J Clin Pharmacol 1987; 24: 343–9.

57. Lacourciere Y, Brunne H, Irwin R, Karlberg BE, Ramsay LE, Snavely DB, Dobbins
DW, Faison EB, Nelson EB. Effects of modulators of the renin-angiotensin-aldos-
terone system on cough. J Hypertens 1994; 12: 1387–93.

58. Swedberg K, Eneroth P, Kjekshus J, Snapinn S. Effects of enalapril and neuroendo-
crine activation on prognosis in severe congestive heart failure (follow-up of the
Consensus trial). Consensus Trial Study Group. Am J Cardiol 1990; 66: 40D–44D.

59. Kober L, Torp-Pedersen C, Carlsen JE, Bagger H, Eliasen P, Lyngborg K, Videbaek
J, Cole DS, Auclert L, Pauly NC. A clinical trial of the angiotensin-converting-
enzyme inhibitor trandolapril in patients with left ventricular dysfunction after
myocardial infarction. Trandolapril Cardiac Evaluation (TRACE) Study Group. N
Engl J Med 1995; 333: 1670–6.

60. Cohn JN, Johnson G, Ziesche S, Cobb F, Francis G, Tristani FE, Smith R,
Dunkman WB, Loeb H, Wong M, Bhat G, Goldman S, Fletcher RD, Doherty J,
Hughes VC, Carson P, Cintron G, Shabetai R, Haakenson C. A comparison of
enalapril with hydralazine-isosorbide dinitrate in the treatment of chronic conges-
tive heart failure. N Engl J Med 1991; 325: 303–10.

61. Pfeffer MA, Braunwald E, Moye LA, Basta L, Brown EJ, Cuddy TE, Davis BR,
Geltman EM, Goldman S, Flaker GC, Klein M, Klamas GA, Packer M, Rouleau JL,
Rutherford J, Wertheimer JD, Hawkins CM. Effect of captopril on mortality and
morbidity in patients with left ventricular dysfunction after myocardial infarction:
results of the Survival and Ventricular Enlargement Trial. New Engl J Med 1992;
327: 669–77.

62. The SOLVD Investigators. Effects of enalapril on mortality and the development
of heart failure in asymptomatic patients with reduced left ventricular ejection frac-
tion. New Engl J Med 1992; 327: 685–91.

63. Ball SG, Hall AS, Murray GD. ACE inhibition, atherosclerosis and myocardial in-
farction – the AIRE Study in practice. Acute Infarction Ramipril Efficacy Study.
Eur Heart J 1994; 15 (Suppl B): 20–5; discussion 26–30.

64. Urata H, Kinoshita A, Misono KS, Bumpus FM, Husain A. Identification of a
highly specific chymase as the major angiotensin II- forming enzyme in the human
heart. J Biol Chem 1990; 265: 22348–57.

65. Miura S, Ideishi M, Sakai T, Motoyama M, Kinoshita A, Sasaguri M, Tanaka H,
Shindo M, Arakawa K. Angiotensin II formation by an alternative pathway during
exercise in humans. J Hypertens 1994; 12: 1177–81.

66. Urata H, Strobel F, Ganten D. Widespread tissue distribution of human chymase. J
Hypertens Suppl 1994; 12: S17–22.

67. Dominiak P. Modulation of sympathetic control by ACE inhibitors. Eur Heart J
1993; 14 (Suppl I): 169–72.

68. Grassi G, Cattaneo BM, Seravalle G, Lanfranchi A, Pozzi M, Morganti A, Carugo
S, Mancia G. Effects of chronic ACE inhibition on sympathetic nerve traffic and
baroreflex control of circulation in heart failure. Circulation 1997; 96: 1173–9.

69. Veerman DP, Douma CE, Jacobs MC, Thien T, Van Montfrans GA. Effects of acute
and chronic angiotensin converting enzyme inhibition by spirapril on cardiovascu-
lar regulation in essential hypertensive patients. Assessment by spectral analysis
and haemodynamic measurements. Br J Clin Pharmacol 1996; 41: 49–56.

70. Timmermans P, Wong PC, Chin AT, Herblin WF, Benfield P, Carini DJ, Lee RJ,
Wexler RR, Saye JA, Smith RD. Angiotensin II receptors and angiotensin II
receptor antagonists. Pharmacol Rev 1993; 45: 205–51.

71. Brasch H, Sieroslawski L, Dominiak P. Angiotensin II increases norepinephrine
release from atria by acting on angiotensin subtype 1 receptors. Hypertension
1993; 22: 699–704.

72. Pitt B, Segal R, Martinez FA, Meurers G, Cowley AJ, Thomas I, Deedwania PC,
Ney DE, Snavely DB, Chang PI, Investigators obotES: Randomised trial of
losartan versus captopril in patients over 65 with heart failure (Evaluation of
Losartan in the Elderly Study). Lancet 1997; 349: 747–52.

73. Yusuf S, Maggioni AP, Held P, Rouleau J-L. Effects of candesartan, enalapril or their
combination on exercise-capacity, ventricular function, clinical deterioration and
quality of life in heart failure: Randomized Evaluation of Strategies for Left Ven-
tricular Dysfunction (RESOLVD). Circulation 1997; 96 (Suppl I): 452.

74. Rump LC, Oberhauser V, Schwertfeger E, Schollmeyer P. Experimental evidence
to support ELITE [letter]. Lancet 1998; 351: 644–5.

75. Ohlstein EH, Brooks DP, Feuerstein GZ, Ruffolo RR Jr. Inhibition of sympathetic
outflow by the angiotensin II receptor antagonist, eprosartan, but not by losartan,
valsartan or irbesartan: relationship to differences in prejunctional angiotensin II
receptor blockade. Pharmacology 1997; 55: 244–51.

76. Wenzel RR, Wambach C, Schäfers RF, Daul AE, Michel MC, Siffert W, Philipp T.
Doxazosin, but not losartan or enalapril, increases exercise-induced sympathetic ac-
tivation. Kidney Blood Press Res 1998; 21: 336–98 (Abstract).

77. Swedberg K. Exploring new treatment strategies in heart failure. Blood Press Suppl
2000; 1: 44–8.

78. Wilkinson-Berka JL, Gibbs NJ, Cooper ME, Skinner SL, Kelly DJ. Renoprotective
and anti-hypertensive effects of combined valsartan and perindopril in progressive
diabetic nephropathy in the transgenic (mRen-2)27 rat. Nephrol Dial Transplant
2001; 16: 1343–9.

79. Schäfers RF, Poller U, Ponicke K, Geissler M, Daul AE, Michel MC, Brodde OE.
Influence of adrenoceptor and muscarinic receptor blockade on the cardiovascular
effects of exogenous noradrenaline and of endogenous noradrenaline released by
infused tyramine. Naunyn Schmiedebergs Arch Pharmacol 1997; 355: 239–49.

80. Schäfers RF, Nürnberger J, Herrmann B, Wenzel RR, Philipp T, Michel MC.
Adrenoceptors mediating the cardiovascular and metabolic effects of alpha-
methylnoradrenaline in humans. J Pharmacol Exp Ther 1999; 289: 918–25.

81. Schäfers RF, Adler S, Daul A, Zeitler G, Vogelsang M, Zerkowski HR, Brodde OE.
Positive inotropic effects of the beta 2-adrenoceptor agonist terbutaline in the hu-
man heart: effects of long-term beta 1-adrenoceptor antagonist treatment. J Am
Coll Cardiol 1994; 23: 1224–33.

82. ISIS-1: Randomised trial of intravenous atenolol among 16 027 cases of suspected
acute myocardial infarction: ISIS-1. First International Study of Infarct Survival
Collaborative Group. Lancet 1986; 2: 57–66.

83. Wikstrand J, Warnold I, Olsson G, Tuomilehto J, Elmfeldt D, Berglund G. Primary
prevention with metoprolol in patients with hypertension. Mortality results from
the MAPHY study. Jama 1988; 259: 1976–82.

84. The IPPPSH Collaborative Group I: Cardiovascular risk and risk factors in a
randomized trial of treatment based on the beta-blocker oxprenolol: the Interna-
tional Prospective Primary Prevention Study in Hypertension (IPPPSH). The
IPPPSH Collaborative Group. J Hypertens 1985; 3: 379–92.

85. Erne P, Zuber M, Schüpfer G. Betablocker und koronare Herzkrankheit, In:
Lüscher TF (ed): Präventive Kardiologie in Klinik und Praxis. Verlag Hans Huber,
Bern, 1993; 231–44.

86. Waagstein F, Hjalmarson A, Varnauskas  E, Wallentin I. Effect of chronic beta-adren-
ergic receptor blockade in congestive cardiomyopathy. Br Heart J 1975; 37: 1022–36.

87. Engelmeier RS, O’Connel JB, Walsh R, Rad N, Scanlon PJ, Gunnar RM. Improve-
ment in symptoms and exercise tolerance by metoprolol in patients with dilated
cardiomyopathy. A double-blind, randomized, placebo-controlled trial. Circula-
tion 1985; 72: 536–46.

88. Gilbert EM, Anderson JL, Deitchman D, Yanowitz FG, O’Connell JB, Renlund
DG, Bartholomew M, Mealey PC, Larrabee P, Bristow MR. Long-term beta-
blocker vasodilatator therapy improves cardiac function in idiopathic dilated car-
diomyopathy. A double-blind, randomized study of bucindolol versus placebo. Am
J Med 1990; 88: 223–9.



J Clin Basic Cardiol 2001; 4: 192 Interaction of SNS

FOCUS ON SYMPATHETIC TONE

89. CIBIS Investigators and Committees: A randomised trial of beta-blockade in heart fail-
ure. The cardiac insufficiency bisoprolol study (CIBIS). Circulation 1994; 90: 2153–6.

90. Waagstein F, Bristow MR, Swedberg K, Camerini F, Fowler MB, Silver MA, Gil-
bert EM, Johnson MR, Goss FG, Hjalmarson A, for the metoprolol in dilated
cardiomyopathy (MDC) trial study group: Beneficial effects of metoprolol in idi-
opathic dilated cardiomyopathy. Lancet 1993; 342: 1441–6.

91. Packer M, Bristow MR, Cohn JN, Colucci WS, Fowler MB, Gilbert EM,
Shusterman NH, for the U.S. Carvedilol Heart Failure Study Group: The effect of
carvedilol on morbidity and mortality in patients with chronic heart failure. N Engl
J Med 1996; 334: 1349–55.

92. Lechat P, Escolano S, Golmard JL, Lardoux H, Witchitz S, Henneman JA, Maisch
B, Hetzel M, Jaillon P, Boissel JP, Mallet A. Prognostic value of bisoprolol-induced
hemodynamic effects in heart failure during the Cardiac Insufficiency BIsoprolol
Study (CIBIS). Circulation 1997; 96: 2197–205.

93. Heilbrunn SM, Shah P, Bristow MR, Valantine HA, Ginsburg R, Fowler MB. In-
creased beta-receptor density and improved hemodynamic response to catecho-
lamine stimulation during long-term metoprolol therapy in heart failure from di-
lated cardiomyopathy. Circulation 1989; 79: 483–90.

94. Sundlof G, Wallin BG, Stromgren E, Nerhed C. Acute effects of metoprolol on mus-
cle sympathetic activity in hypertensive humans. Hypertension 1983; 5: 749–56.

95. Wallin BG, Sundlof G, Stromgren E, Aberg H. Sympathetic outflow to muscles
during treatment of hypertension with metoprolol. Hypertension 1984; 6: 557–62.

96. Sun N, Hong T, Zhang R, Yang X. The effects of verapamil SR and bisoprolol on
reducing the sympathetic nervous system’s activity. Hypertens Res 2000; 23: 537–40.

97. Noll G, Wenzel RR, Shaw S, Luscher TF. Calcium antagonists and sympathetic nerve
activation: are there differences between classes? J Hypertens Suppl 1998; 16: S17–24.

98. Nayler WG, Szeto J. Effect of verapamil on contractility, oxygen utilization, and
calcium exchangeability in mammalian heart muscle. Cardiovasc Res 1972; 6: 120–8.

99. Dohi Y, Criscione L, Pfeiffer K, Lüscher TF. Angiotensin blockade or calcium an-
tagonists improve endothelial dysfunction in hypertension: studies in perfused
mesenteric resistance arteries. J Cardiovasc Pharmacol 1994; 24: 372–9.

100. Taddei S, Virdis A, Ghiadoni L, Salvetti A. Endothelial dysfunction in hyperten-
sion: fact or fancy? J Cardiovasc Pharmacol 1998; 32 (Suppl 3): S41–7.

101. Yang Z, Noll G, Lüscher TF. Calcium antagonists differently inhibit proliferation
of human coronary smooth muscle cells in response to pulsatile stretch and plate-
let-derived growth factor. Circulation 1993; 88: 832–6.

102. Lichtlen PR, Hugenholtz PG, Rafflenbeul W, Hecker H, Jost S, Deckers JW. Retar-
dation of angiographic progression of coronary artery disease by nifedipine. Results
of the International Nifedipine Trial on Antiatherosclerotic Therapy (INTACT).
INTACT Group Investigators. Lancet 1990; 335: 1109–13.

103. HINT: Early treatment of unstable angina in the coronary care unit: a randomised,
double blind, placebo controlled comparison of recurrent ischaemia in patients
treated with nifedipine or metoprolol or both. Report of The Holland
Interuniversity Nifedipine/Metoprolol Trial (HINT) Research Group. Br Heart J
1986; 56: 400–13.

104. Behar S, Rabinowitz B, Zion M, Reicher-Reiss H, Kaplinsky E, Abinader E,
Agmon J, Friedman Y, Kishon Y, Palant A, Peled B, Reisin L, Schlesinger Z, Zahavi
I, Goldbourt U. Immediate and long-term prognostic significance of a first ante-
rior versus first inferior wall Q-wave acute myocardial infarction. Secondary Pre-
vention Reinfarction Israeli Nifedipine Trial (SPRINT) Study Group. Am J
Cardiol 1993; 72: 1366–70.

105. Estacio RO, Schrier RW. Antihypertensive therapy in type 2 diabetes: implications
of the appropriate blood pressure control in diabetes (ABCD) trial. Am J Cardiol
1998; 82: 9R–14R.

106. SPRINT: Secondary prevention reinfarction Israeli nifedipine trial (SPRINT). A
randomized intervention trial of nifedipine in patients with acute myocardial inf-
arction. The Israeli Sprint Study Group. Eur Heart J 1988; 9: 354–64.

107. Tatti P, Pahor M, Byington RP, Di Mauro P, Guarisco R, Strollo G, Strollo F. Out-
come results of the Fosinopril Versus Amlodipine Cardiovascular Events
Randomized Trial (FACET) in patients with hypertension and NIDDM. Diabetes
Care 1998; 21: 597–603.

108. Psaty BM, Heckbert SR, Koepsell TD, Siscovick DS, Raghunathan TE, Weiss NS,
Rosendaal FR, Lemaitre RN, Smith NL, Wahl PW, Wagner EH, Furberg CD. The
risk of myocardial infarction associated with antihypertensive drug therapies. Jama
1995; 274: 620–5.

109. Borhani NO, Mercuri M, Borhani PA, Buckalew VM, Canossa-Terris M, Carr AA,
Kappagoda T, Rocco MV, Schnaper HW, Sowers JR, Bond MG. Final outcome re-
sults of the Multicenter Isradipine Diuretic Atherosclerosis Study (MIDAS). A
randomized controlled trial. Jama 1996; 276: 785–91.

110. The Multicenter Diltiazem Postinfarction Trial Research Group: The effect of
diltiazem on mortality and reinfarction after myocardial infarction. The Multicenter
Diltiazem Postinfarction Trial Research Group. N Engl J Med 1988; 319: 385–92.

111. Lopez LM, Thorman AD, Mehta JL. Effects of amlodipine on blood pressure, heart
rate, catecholamines, lipids and response to adrenergic stimulus. Am J Cardiol
1990; 66: 1269–71.

112. Kailasam MT, Parmer RJ, Cervenka JH, Wu RA, Ziegler MG, Kennedy BP,
Adegbile IA, O’Connor DT. Divergent effects of dihydropyridine and
phenylalkylamine calcium channel antagonists classes on autonomic function in
human hypertension. Hypertension 1995; 26: 143–50.

113. Ligtenberg G, Blankestijn PJ, Oey PL, Klein IH, Dijkhorst-Oei LT, Boomsma F,
Wieneke GH, van Huffelen AC, Koomans HA. Reduction of sympathetic hyperac-
tivity by enalapril in patients with chronic renal failure. N Engl J Med 1999; 340:
1321–8.

114. Packer M. Vasodilatator and inotropic drugs for treatment of chronic congestive heart
failure- distinguishing hype from hope. J Am Coll Cardiol 1988; 12: 1299–1317.

115. Mettauer B, Rouleau JL, Bichet D, Kortas C, Manzini C, Tremblay G, Chatterjee
K. Differential long-term intrarenal and neurohumeral effects of captopril and
prazosin in patients with chronic congestive heart failure- importance of initial
plasma renin activity. Circulation 1986; 73: 492–502.

116. Cohn JN, Archibald DG, Ziesche S, Franciosa JA, Harston WE, Tristani FE,
Dunkman WB, Jacobs W, Francis GS, Flohr KH, Goldman S, Cobb FR, Shaw PM,
Saunders R, Fletcher RD, Loeb HS, Hughes VC, Baker B. Effect of vasodilatator
therapy on mortality in chronic congestive heart failure. Results of a Veterans Ad-
ministration Cooperative Study. N Engl J Med 1986; 314: 1547–52.

117. Johansson M, Elam M, Rundqvist B, Eisenhofer G, Herlitz H, Jensen G, Friberg P.
Differentiated response of the sympathetic nervous system to angiotensin-con-
verting enzyme inhibition in hypertension. Hypertension 2000; 36: 543–8.

118. Wenzel RR, Czyborra P, Luscher T, Philipp T. Endothelin in cardiovascular con-
trol: The role of endothelin antagonists. Curr Hypertens Rep 1999; 1: 79–87.

119. Mosqueda-Garcia R, Inagami T, Appalsamy M, Sugiura M, Robertson RM.
Endothelin as a neuropeptide. Cardiovascular effects in the brainstem of normo-
tensive rats. Circ Res 1993; 72: 20–35.

120. Seo B, Oemar BS, Siebenmann R, von Segesser L, Lüscher TF. Both ETA and ETB
receptors mediate contraction to endothelin-1 in human blood vessels [see com-
ments]. Circulation 1994; 89: 1203–8.

121. Clozel M, Gray GA, Breu V, Loffler BM, Osterwalder R. The endothelin ETB
receptor mediates both vasodilation and vasoconstriction in vivo. Biochem
Biophys Res Commun 1992; 186: 867–73.

122. Wenzel RR, Rüthemann J, Bruck H, Schäfers RF, Michel MC, Philipp Th.
Endothelin-A receptor antagonist inhibits angiotensin II and noradrenaline in
man. Br J Pharmacol 2001; 52: 151–7.

123. Kiowski W, Sutsch G, Hunziker P, Muller P, Kim J, Oechslin E, Schmitt R, Jones R,
Bertel O. Evidence for endothelin-1-mediated vasoconstriction in severe chronic
heart failure. Lancet 1995; 346: 732–6.

124. Packer M, Caspi A, Charlton V. Multicenter double-blind, placebo-controlled
study of long-term endothelin blockade with bosentan in chronic heart failure-
Results from the REACH-1 trial. Circulation 1998; 21 (Abstract).

125. Krum H, Viskoper RJ, Lacourciere Y, Budde M, Charlon V. The effect of an
endothelin-receptor antagonist, bosentan, on blood pressure in patients with es-
sential hypertension. Bosentan Hypertension Investigators. N Engl J Med 1998;
338: 784–90.

126. Goto K, Kasuya Y, Matsuki N, Takuwa Y, Kurihara H, Ishikawa T, Kimura S,
Yanagisawa M, Masaki T. Endothelin activates the dihydropyridine-sensitive, volt-
age-dependent Ca (2+) channel in vascular smooth muscle. Proc Natl Acad Sci U
S A 1989; 86: 3915–8.

127. Wenzel RR, Spieker L, Qui S, Shaw S, Luscher TF, Noll G. I1-imidazoline agonist
moxonidine decreases sympathetic nerve activity and blood pressure in
hypertensives. Hypertension 1998; 32: 1022–7.

128. Tschudi MR, Criscione L, Novosel D, Pfeiffer K, Lüscher TF. Antihypertensive
therapy augments endothelium-dependent relaxations in coronary arteries of
spontaneously hypertensive rats. Circulation 1994; 89: 2212–8.

129. Mancini GB, Henry GC, Macaya C, BJ ON, Pucillo AL, Carere RG, Wargovich TJ,
Mudra H, Luscher TF, Klibaner MI, Haber HE, Uprichard AC, Pepine CJ, Pitt B.
Angiotensin-converting enzyme inhibition with quinapril improves endothelial
vasomotor dysfunction in patients with coronary artery disease. The TREND
(Trial on Reversing ENdothelial Dysfunction) Study. Circulation 1996; 94: 258–65.

130. Schlaifer JD, Wargovich TJ, O’Neill B, Mancini GB, Haber HE, Pitt B, Pepine CJ.
Effects of quinapril on coronary blood flow in coronary artery disease patients with
endothelial dysfunction. TREND Investigators. Trial on Reversing Endothelial
Dysfunction. Am J Cardiol 1997; 80: 1594–7.

131. Drexler H, Kurz S, Jeserich M, Munzel T, Hornig B. Effect of chronic angiotensin-
converting enzyme inhibition on endothelial function in patients with chronic
heart failure. Am J Cardiol 1995; 76: 13E–18E.

132. Taddei S, Virdis A, Ghiadoni L, Mattei P, Salvetti A. Effects of angiotensin convert-
ing enzyme inhibition on endothelium- dependent vasodilatation in essential hy-
pertensive patients. J Hypertens 1998; 16: 447–56.

133. Hornig B, Arakawa N, Haussmann D, Drexler H. Differential effects of
quinaprilat and enalaprilat on endothelial function of conduit arteries in patients
with chronic heart failure. Circulation 1998; 98: 2842–8.

134. Cocks TM, Angus JA. Endothelium-dependent relaxation of coronary arteries by
noradrenaline and serotonin. Nature 1983; 305: 627–30.

135. Bruck H, Gössl M, Spitthöver R, Schäfers RF, Kohnle M, Philipp Th, Wenzel RR.
The nitric oxide synthase inhibitor L-NMMA potentiates noradrenaline induced
vasoconstriction: Effects of the alpha2-receptor antagonist yohimbine. J Hypertens
2001; 19: 907–11.

136. Leimbach WN Jr, Wallin BG, Victor RG, Aylward PE, Sundlof G, Mark AL. Direct
evidence from intraneural recordings for increased central sympathetic outflow in
patients with heart failure. Circulation 1986; 73: 913–9.

137. Swedberg K, Eneroth P, Kjekshus J, Wilhelmsen L. Hormones regulating cardio-
vascular function in patients with severe congestive heart failure and their relation
to mortality. CONSENSUS Trial Study Group. Circulation 1990; 82: 1730–6.

138. Held PH, Yusuf S, Furberg CD. Calcium channel blockers in acute myocardial
infarction and unstable angina: an overview. BMJ 1989; 299: 1187–92.

139. McCance AJ, Forfar JC. Cardiac and whole body [3H]noradrenaline kinetics in
ischaemic heart disease: contrast between unstable anginal syndromes and pacing
induced ischaemia. Br Heart J 1989; 61: 238–47.



Mitteilungen aus der Redaktion

Haftungsausschluss

Die in unseren Webseiten publizierten Informationen richten sich ausschließlich an geprüfte 
und autorisierte medizinische Berufsgruppen und entbinden nicht von der ärztlichen Sorg-
faltspflicht sowie von einer ausführlichen Patientenaufklärung über therapeutische Optionen 
und deren Wirkungen bzw. Nebenwirkungen. Die entsprechenden Angaben werden von den 
Autoren mit der größten Sorgfalt recherchiert und zusammengestellt. Die angegebenen Do-
sierungen sind im Einzelfall anhand der Fachinformationen zu überprüfen. Weder die Autoren, 
noch die tragenden Gesellschaften noch der Verlag übernehmen irgendwelche Haftungsan-
sprüche.

Bitte beachten Sie auch diese Seiten:

Impressum Disclaimers & Copyright Datenschutzerklärung

e-Journal-Abo
Beziehen Sie die elektronischen Ausgaben dieser Zeitschrift hier.

Die Lieferung umfasst 4–5 Ausgaben pro Jahr zzgl. allfälliger Sonderhefte.

Unsere e-Journale stehen als PDF-Datei zur Verfügung und sind auf den meisten der markt-
üblichen e-Book-Readern, Tablets sowie auf iPad funktionsfähig.

 Bestellung e-Journal-Abo

Besuchen Sie unsere
zeitschriftenübergreifende Datenbank

 Bilddatenbank  Artikeldatenbank  Fallberichte

http://www.kup.at/impressum/index.html
http://www.kup.at/impressum/disclaimer.html
http://www.kup.at/impressum/datenschutz.html
http://www.kup.at/cgi-bin/gratis-abo.pl
http://www.kup.at/db/abbildungen.html
http://www.kup.at/db/index.html
http://www.kup.at/db/index.html
http://www.kup.at/abo/index.html

