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Abstract Evidence suggests that ACE inhibitors can be advantageous for prevention
and halting progression of both micro- and macrovascular complications in pa-
tients with diabetes mellitus. ACE inhibitors are useful antihypertensive agents
in both type 1 and type 2 diabetes; however, ACE inhibitor therapy often needs
to be supplemented with calcium channel antagonists, β-blockers or diuretics to
achieve good blood pressure control. ACE inhibitors are also indicated in non-
hypertensive patients with type 1 and type 2 diabetes who have micro- or
macroalbuminuria. The effect of ACE inhibitors in halting the development and
progression of retinopathy and, potentially, neuropathy needs further proof in
large-scale studies. More recently, angiotensin II receptor antagonists are emerg-
ing as drugs with the potential to be successfully included in the management of
diabetic complications, especially when ACE inhibitors are not suitable because
of adverse effects.
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Angiotensin converting enzyme (ACE) inhibi-
tors have been found to have multiple potential
uses in the management of diabetes mellitus. The
purpose of this review is to provide a trial-based
overview of the use of these drugs in the manage-
ment of macro- (usually cardiovascular death,
stroke or myocardial infarction) and microvascular
complications of diabetes. The focus is on the well-
studied prevention of macrovascular events and di-
abetic kidney complications, but data on the poten-
tial uses of these medications for diabetic eye and
nerve complications are also presented. Finally,
some intriguing data have suggested that ACE in-

hibitors may even prevent or ameliorate the course
of diabetes mellitus.

Although blood pressure reduction is uniformly
recognised as preventive for the development of
renal damage and macrovascular disease in both
hypertensive and normotensive patients with dia-
betes, the target values to be achieved are still de-
bated. Seemingly, the lower the blood pressure the
better the protection against diabetic renal disease.
Some have suggested 130/85mm Hg in patients
with diabetes as a target.[1-3] The national Kidney
Foundation Hypertension and Diabetes Executive
Committees Working Group has recently sug-



gested 130/80mm Hg as the target blood pres-
sure.[4] In patients with overt proteinuria values
even less than 120/80mm Hg might be advisable
but difficult to achieve. Thus far there is no evi-
dence for a particular threshold blood pressure
level that will provide a renoprotective effect in
patients with diabetes.

1. Prevention of Macrovascular
Complications

In the United Kingdom Prospective Diabetes
Study (UKPDS) the effective reduction of arterial
blood pressure was shown to be beneficial in pa-
tients with type 2 diabetes in reducing the macro-
vascular outcomes,[5] but the ACE inhibitor used
(captopril) was not superior to other antihyperten-
sives.[6] Tight control of blood pressure signifi-
cantly reduced vascular complications in the
UKPDS study, but no firm conclusions can be
drawn as to whether ACE inhibition prevents
macrovascular complications in hypertensive pa-
tients with diabetes more efficiently than other
antihypertensive regimens.

The Swedish Trial in Old Patients with Hyper-
tension (STOP)-2 trial,[7] showed that among pa-
tients with diabetes lowering of blood pressure
with an ACE inhibitor to the same levels as with a
calcium channel antagonist, β-blocker or diuretic,
reduced the primary study end-points similarly.
However, a post-hoc analysis suggested that the
incidence of non-fatal myocardial infarction was
reduced more with ACE inhibitors than with cal-
cium antagonist treatment; on the other hand, there
was a tendency for a lesser reduction in strokes
during ACE inhibitor treatment. However, adjust-
ing for multiple comparisons when analysing sec-
ondary outcomes in subgroups would make these
small differences statistically non-significant and
clinically they are not significant either. The placebo-
controlled Systolic Hypertension in Europe (Syst-
Eur) trial[8] showed that patients with diabetes who
have isolated systolic hypertension treated with the
calcium channel antagonist nitrendipine had sig-
nificantly reduced total and cardiovascular mortal-
ity, stroke and all cardiovascular events. In addi-

tion, the occurrence of cardiac events tended to be
lower with nitrendipine than with placebo but be-
cause of the small numbers this approximately
25% difference was not statistically significant.
Thus, both ACE inhibitors and calcium channel
antagonists seem to be equally effective in reduc-
ing macrovascular complications in hypertensive
patients with type 2 diabetes.

The Heart Outcomes Prevention Evaluation
(HOPE) study,[9] which was stopped prematurely
on the recommendation of the independent data
safety and monitoring board, convincingly showed
the benefit of ramipril versus placebo for the reduc-
tion of cardiovascular events and overt nephropa-
thy in patients with diabetes. Ramipril lowered the
risk of major cardiovascular outcomes by 25 to
30% in high-risk, middle-aged individuals with di-
abetes, many of whom but not all were hyperten-
sive. The cardiovascular benefit was greater than
that attributable to the decrease in blood pressure
since the reduction in diastolic blood pressure was
only 3mm Hg on average. Recently, this study
group reported a significant reduction of stroke in
patients with diabetes receiving ramipril compared
with placebo.[10]

The subgroup analysis of patients with diabetes
from the Captopril Prevention Project (CAPPP)
trial,[11] found a lower rate of fatal cardiovascular
events in the captopril than conventional (diuretic
and β-blocker) treatment group. The rate of myo-
cardial infarctions was 66% lower in the captopril
group than in the comparison group. The frequency
of all cardiac events and total mortality was also
lower in the captopril group, suggesting that ACE
inhibition is particularly appropriate for the treat-
ment of hypertension in patients with diabetes.[9]

In a newer analysis of the patients with diabetes,
the macrovascular endpoint occurred significantly
less frequently among those receiving captopril
than among those in the control group (relative risk
[RR] = 0.59; p = 0.02). The difference was attrib-
utable to fewer cardiac events among captopril-
treated patients, but there was no difference in
strokes. Blood pressure level was approximately
the same in both patient groups.[12]
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It is evident from these studies that achievement
of low blood pressure is not easy to accomplish
with a single drug. Frequently three and more
drugs are needed to reach the blood pressure tar-
get.[6] The use of polypharmacy for the lowering
of blood pressure makes the judgement about
which drug or combination of drugs the beneficial
outcome can be mostly attributed, difficult. Al-
though ACE inhibitors are often cited as the first
line of therapy in hypertensive patients with dia-
betes, early prescription of a combination of anti-
hypertensive drugs is necessary. It is unclear at the
moment in which order calcium channel antago-
nists, β-blockers and diuretics should be added and
how the baseline clinical characteristics of the pa-
tient influence the choice of the physician.[13]

2. Development of 
Diabetic Nephropathy

Diabetic nephropathy is the most common
cause of end-stage renal disease in the developed
world. High blood pressure is the main determi-
nant for diabetic nephropathy. While any lowering
of blood pressure reduces the risk of nephropa-
thy,[14] ACE inhibitors have been demonstrated to
be renoprotective in patients with type 1 diabetes
and are now the standard of care for both hyper-
tensive and non-hypertensive patients with type 1
diabetes used in everyday practice in patients ex-
hibiting any level of proteinuria. The benefit of
antihypertensive therapy with an ACE inhibitor in
patients with type 1 diabetes can be demonstrated
early in the course of the disease when micro-
albuminuria is the only clinical manifestation. In
one study, the administration of an ACE inhibitor
to normotensive patients with type 1 diabetes with
microalbuminuria decreased both albumin excre-
tion and progression to overt diabetic nephropathy
when compared with patients treated with pla-
cebo.[15] Lisinopril appears to slow the progression
of renal disease in normotensive patients with type
1 diabetes with little or even no albuminuria.[16] In
patients with type 1 diabetes with overt nephropa-
thy captopril was associated with a substantial re-
duction in the rate of decline in renal function as

well as a 50% reduction in death and end-stage
renal disease over a 4-year follow-up.[17]

The Candesartan and Lisinopril Microalbum-
inuria (CALM) study,[18] comparing the ACE in-
hibitor and angiotensin II AT1 receptor antagonist
effects on blood pressure and albumin excretion,
and combination of these drugs, established that
lisinopril and candesartan cilexetil were as effec-
tive in reducing blood pressure and urinary albu-
min excretion in hypertensive patients with type 2
diabetes. Importantly, the combination of both
classes of drugs was more effective in reducing
blood pressure (about twice) and albuminuria, and
was well tolerated.

The Appropriate Blood pressure Control in Di-
abetes (ABCD) trial in patients with type 2 diabe-
tes found treatment of hypertension with enalapril
more efficient in preventing cardiovascular events
(especially myocardial infarction) than treatment
with nisoldipine.[19] But the study was not able to
show any difference in incidence of nephropathy
in hypertensive patients regardless of the intensity
of treatment or the agent used (ACE inhibitor or
calcium channel antagonist).[20] However, more
recently, the study group reported that a signifi-
cantly lower percentage of the 480 originally
normotensive patients with type 2 diabetes in the
intensively treated group (diastolic blood pressure
75mm Hg) progressed from normoalbuminuria to
microalbuminuria and from microalbuminuria to
albuminuria, experienced stroke or progression of
retinopathy than those in the moderately treated
group (diastolic pressure 80 to 89mm Hg).[21] The
choice of medication still made no difference.

A study from Israel investigated the effect of
enalapril versus placebo on the renal function and
albuminuria in normotensive-normoalbuminuric
patients with type 2 diabetes.[22] Enalapril treat-
ment was significantly superior to placebo during
the 6-year, double-blind, prospective study in pre-
serving renal function as judged both by the creat-
inine clearance and albumin excretion.

Using a modelling approach, real data from
conducted trials and some assumptions, it has been
proposed that treating all persons with newly diag-
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nosed type 2 diabetes with an ACE inhibitor might
be the most cost-effective strategy for the preven-
tion of end-stage renal disease.[23]

Recent studies have shed light on the potential
mechanism of how ACE inhibitors exert their
renoprotective action.[24] This renoprotective ac-
tion appears to be in part independent of the effect
on systemic blood pressure which explains the ben-
efits also found in normotensive patients with dia-
betes. The intrarenal renin-angiotensin system is
activated in individuals with diabetes by a yet un-
known mechanism. The renoprotection is largely
attributable to their local renin-angiotensin system
inhibition in kidneys, by the dilation of renal effer-
ent arterioles, reducing the intraglomerular pres-
sure. However, angiotensin II is also produced in
the kidneys by non-ACE enzymes and thus angio-
tensin II AT1 receptor antagonists might provide
even greater benefit. The ultimate purpose of the
use of ACE inhibitors in microalbuminuric pa-
tients with diabetes is not just to reduce the albu-
min excretion rate or to prevent its progression per
se but also to prevent a future decline in glomerular
filtration rate, which would otherwise accelerate in
the majority of these patients. The Irbesartan Dia-
betic Nephropathy Trial (IDNT)[25] and Irbesartan
Microalbuminuria (IRMA)-2 study[26] both evalu-
ated the use of the AT1-receptor antagonist ir-
besartan and showed a significant preventive effect
on the progression of renal disease in patients with
type 2 diabetes. Another AT1-receptor antagonist
losartan may also be beneficial compared with β-
blockers for the reduction of cardiovascular mor-
bidity and mortality in patients with diabetes based
on the conclusion from the recent Losartan Inter-
vention For Endpoint reduction in hypertension
(LIFE) study.[27]

3. Diabetic Retinopathy

It is unclear if ACE inhibitors have the same
benefit in diabetic retinopathy as they do in neph-
ropathy. A preliminary report in 20 normotensive
patients suggested that captopril might be as-
sociated with some benefit.[28] A more recent
randomised trial assessed the efficacy of lisinopril

in normotensive patients with type 1 diabetes and
retinopathy.[29] Retinopathy was evaluated using a
five-level scale. Retinopathy progressed by one
level in 13.2% of patients receiving lisinopril ver-
sus 23.4% of those receiving placebo. Lisinopril
also decreased progression by two or more levels
by 73% and the progression to proliferative retin-
opathy by 82% compared with placebo. Tight
blood pressure control in the UKPDS study signif-
icantly reduced the progression of diabetic retinop-
athy,[5] but treatment with captopril did not lead to
a superior outcome compared with atenolol.[6]

There is also evidence to contradict the efficacy of
ACE inhibitors compared to calcium channel an-
tagonists for slowing the development of retinop-
athy.[20]

The mechanism by which ACE inhibitors might
inhibit the progression of retinopathy beyond
blood pressure lowering is undefined. ACE is pro-
duced locally by vascular endothelial cells in ret-
ina,[30] which may have direct detrimental effects
on retinal blood flow and vessels, independent of
decrease in systemic arterial blood pressure. In-
creased intraocular generation of ACE could lead
to the increased production of vascular endothelial
growth factors that are involved in the angiogenic
process of proliferative retinopathy.[31] Large scale
randomised studies must be performed before
these drugs can be recommended as superior to
other antihypertensive agents for halting retin-
opathy.

4. Diabetic Neuropathy

It has been demonstrated in animal diabetes
models that the ACE inhibitor lisinopril can have
an ameliorating effect on neuropathy. Lisinopril
was shown to normalise the motor conduction ve-
locity,[32] improve sensory conduction velocity
and normalise hypoxic resistance.[33] It was con-
cluded that the beneficial preventative effect of
lisinopril is likely to depend on a reduction of per-
ipheral vascular resistance and improvement of
tissue blood flow. However, there are few studies
in humans. A study involving 13 individuals re-
ported a significant improvement in nerve conduc-
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tion velocity, temperature discrimination threshold,
and vibration perception threshold measurements
after 12 weeks lisinopril therapy.[34] A positive ef-
fect of ACE inhibition has also been documented on
autonomic neuropathy.[35] Quinapril significantly
increased parasympathetic activity in patients
with diabetes which might lead to the reduction
of the risk for malignant ventricular arrhyth-
mias. The effect of trandolapril on diabetic neu-
ropathy was assessed in 41 normotensive patients
with diabetes who were randomly assigned to
trandolapril or placebo. The patients receiving
trandolapril had modest but significant improve-
ment in several measures of peroneal and sural nerve
physiology, but no effect on vibration perception
threshold or autonomic function was seen.[36]

5. Potential Prevention/Amelioration 
of Diabetes

There are few data suggesting ACE inhibitors
may not only benefit patients with known diabetes
but also reduce the development of diabetes among
individuals free of diabetes at the start of treat-
ment.[11,37] However, in the former study[11] the
conventional treatment regimen included β-block-
ers and that may have contributed to the deteriora-
tion of asymptomatic glucose tolerance. There
have been hints that ramipril use may improve glu-
cose control in patients with diabetes compared
with placebo.[9] It appears that also AT1-receptor
antagonists may reduce the risk of developing di-
abetes in patients with hypertension compared
with β-blockers.[38] Again, these are findings from
post-hoc analyses and it will take several years be-
fore we will have more decisive data from new
trials addressing this issue as the primary question.
Two recently initiated studies, DREAM (Diabetes
Reduction with an ACE-Inhibitor and other Med-
ication) and ONTARGET (Ongoing Telmisartan
Alone and in Combination with Ramipril Global
Endpoint Trial) are currently evaluating this issue.

6. Conclusion

Evidence suggests that ACE inhibitors can be
advantageous for preventing and halting progres-

sion of both micro- and macrovascular complica-
tions in patients with diabetes mellitus. ACE inhib-
itors are useful antihypertensive agents in both
type 1 and type 2 diabetes; however, ACE inhibitor
therapy often needs to be supplemented with cal-
cium channel antagonists, β-blockers or diuretics
to achieve good blood pressure control. ACE in-
hibitors are also indicated in non-hypertensive pa-
tients with type 1 and type 2 diabetes who have
micro- or macroalbuminuria. The effect of ACE
inhibitors in halting the development and progres-
sion of retinopathy and, potentially, neuropathy
needs further proof in large-scale studies. More re-
cently, angiotensin II receptor blockers are emerg-
ing as drugs with the potential to be successfully
included in the management of diabetic complica-
tions, especially when ACE inhibitors are not suit-
able because of adverse effects.

Acknowledgements

The authors received funding for the preparation of this
manuscript from the Academy of Finland (grant 46558). The
authors have no conflicts of interest that are directly relevant
to the content of this manuscript.

References
1. NHBPE Program. National High Blood Pressure Education

Program Working Group report on hypertension in diabetes.
Hypertension 1994; 23: 145-60

2. Joint National Committee on Prevention, Detection, Evalua-
tion, et al. The sixth report of the joint national committee on
prevention, detection, evaluation, and treatment of high blood
pressure. Arch Intern Med 1997; 157: 2413-46

3. Sowers JR. Comorbidity of hypertension and diabetes: the
fosinopril versus amlodipine cardiovascular events trial
(FACET). Am J Cardiol 1998; 82: 15R-9R

4. Bakris GL, Williams M, Dworkin L, et al. Preserving renal
function in adults with hypertension and diabetes: a consen-
sus approach. National Kidney Foundation Hypertension and
Diabetes Executive Committees Working Group. Am J Kid-
ney Dis 2000; 36: 646-61

5. UK Prospective Diabetes Study Group. Tight blood pressure
control and risk of macrovascular and microvascular compli-
cations in type 2 diabetes: UKPDS 38. BMJ 1998; 317: 703-13

6. UK Prospective Diabetes Study Group. Efficacy of atenolol and
captopril in reducing risk of macrovascular and microvascu-
lar complications in type 2 diabetes: UKPDS 39. BMJ 1998;
317: 713-20

7. Lindholm L, Hansson L, Ekbom T, et al. Comparison of anti-
hypertensive treatments in preventing cardiovascular events
in elderly diabetic patients: results from the Swedish trial in
old patients with hypertension-2. STOP Hypertension-2
Study Group. J Hypertens 2000; 18: 1671-5

ACE Inhibitors and Diabetic Complications 2011

© Adis International Limited. All rights reserved. Drugs 2002; 62 (14)



8. Tuomilehto J, Rastenyte D, Birkenhänger WH, et al. Effects of
calcium-channel blockade in older patients with diabetes and
systolic hypertension. N Engl J Med 1999; 340: 677-84

9. Heart Outcomes Prevention Evaluation Study Investigators. Ef-
fects of ramipril on cardiovascular and microvascular out-
comes in people with diabetes mellitus: results of the HOPE
study and MICRO-HOPE substudy. Lancet 2000; 355: 253-9

10. Bosch J, Yusuf S, Pogue J, et al. Use of ramipril in preventing
stroke: double blind randomised trial. BMJ 2002; 324: 699

11. Hansson L, Lindholm L, Niskanen L, et al. Effect of angioten-
sin-converting-enzyme inhibition compared with conven-
tional therapy on cardiovascular morbidity and mortality in
hypertension: the Captopril Prevention Project (CAPPP)
randomised trial. Lancet 1999; 353: 611-6

12. Niskanen L, Hedner T, Hansson L, et al. Reduced cardiovascu-
lar morbidity and mortality in hypertensive diabetic patients
on first-line therapy with an ace inhibitor compared with a
diuretic/[beta]-blocker-based treatment regimen: a subanaly-
sis of the captopril prevention project. Diabetes Care 2001;
12: 2091-6

13. Chantrel F, Moulin B, Hannedouche T. Blood pressure, diabe-
tes and diabetic nephropathy. Diabetes Metab 2000; 26 Suppl.
4: 37-44

14. Parving HH, Andersen AR, Smidt UM, et al. Early aggressive
antihypertensive treatment reduces rate of decline in kidney
function in diabetic nephropathy. Lancet 1983; I: 1175-9

15. Mathiesen ER, Hommel E, Giese J, et al. Efficacy of captopril
in postponing nephropathy in normotensive insulin dependent
diabetic patients with microalbuminuria. BMJ 1991; 303: 81-7

16. The EUCLID Study Group. Randomised placebo-controlled
trial of lisinopril in normotensive patients with insulin-de-
pendent diabetes and normoalbuminuria or microalbuminu-
ria. Lancet 1997; 349: 1787-92

17. Lewis E, Hunsicker L, Bain R, et al. The effect of angiotensin-
converting-enzyme inhibition on diabetic nephropathy. The
Collaborative Study Group. N Engl J Med 1993; 329: 1456-62

18. Mogensen CE, Neldam S, Tikkanen I, et al. for the CALM study
group. Randomised controlled trial of dual blockade of renin-
angiotensin system in patients with hypertension, micro-
albuminuria, and non-insulin dependent diabetes: the
candesartan and lisinopril microalbuminuria (CALM) study.
BMJ 2000; 321: 1440-4

19. Estacio RO, Jeffers BW, Hiatt WR, et al. The effect of nisoldip-
ine as compared with enalapril on cardiovascular outcomes in
patients with non-insulin-dependent diabetes and hyperten-
sion. N Engl J Med 1998; 338: 645-52

20. Estacio RO, Jeffers BW, Gifford N, et al. Effect of blood pres-
sure control on diabetic microvascular complications on pa-
tients with hypertension and type 2 diabetes. Diabetes Care
2000; 23 Suppl. 2: B54-64

21. Schrier RW, Estacio RO, Esler A, et al. Effects of aggressive
blood pressure control in normotensive type 2 diabetic pa-
tients on albuminuria, retinopathy and strokes. Kidney Int
2002; 61: 1086-97

22. Ravid M, Brosh D, Levi Z, et al. Use of enalapril to attenuate
decline in renal function in normotensive, normoalbuminuric
patients with type 2 diabetes mellitus: a randomized, control-
led trial. Ann Intern Med 1998; 128: 982-8

23. Golan L, Birkmeyer JD, Welch HG. The cost-effectiveness of
treating all patients with type 2 diabetes with angiotensin-con-
verting enzyme inhibitors. Ann Intern Med 1999; 131: 660-7

24. Leehey D, Singh A, Alavi N, et al. Role of angiotensin II in
diabetic nephropathy. Kidney Int 2000; 58 Suppl. 77: S93-8

25. Lewis E, Hunsicker L, Clarke W, et al. Renoprotective effect
of the angiotensin-receptor antagonist irbesartan in patients
with nephropathy due to type 2 diabetes. N Engl J Med 2001;
345: 851-60

26. Parving H, Lehnert H, Brochner-Mortensen J, et al. The effect
of irbesartan on the development of diabetic nephropathy in
patients with type 2 diabetes. N Engl J Med 2001; 345: 870-8

27. Lindholm LH, Ibsen H, Dahlof B, et al. Cardiovascular morbid-
ity and mortality in patients with diabetes in the losartan in-
tervention for endpoint reduction in hypertension study
(LIFE): a randomised trial against atenolol. Lancet 2002; 359:
1004-10

28. Larsen M, Hommel E, Parving HH, et al. Protective effect of
captopril on the blood-retina barrier in normotensive insulin-
dependent diabetic patients with nephropathy and back-
ground retinopathy. Graefes Arch Clin Exp Ophthalmol 1990;
228: 505-9

29. Chaturvedi N, Sjolie AK, Stephenson JM, et al. Effect of
lisinopril on progression of retinopathy in normotensive peo-
ple with type 1 diabetes. The EUCLID Study Group. EU-
RODIAB Controlled Trial of Lisinopril in Insulin-Dependent
Diabetes Mellitus. Lancet 1998; 351: 28-31

30. Caldwell P, Seegal B, Hsu K, et al. Angiotensin converting
enzyme, vascular endothelial localization. Science 1976; 191:
1050-1

31. Williams B. Angiotensin II, VEGF, and diabetic retinopathy.
Lancet 1998; 351: 837-8

32. Cameron NE, Cotter MA, Robertson S. Rapid reversal of a
motor nerve conduction deficit in streptozotocin-diabetic rats
by the angiotensin converting enzyme inhibitor lisinopril.
Acta Diabetol 1993; 30: 46-8

33. Cameron NE, Cotter MA, Robertson S. Angiotensin converting
enzyme inhibition prevents development of muscle and nerve
dysfunction and stimulates angiogenesis in streptozotocin-di-
abetic rats. Diabetologia 1992; 35: 12-8

34. Reja A, Tesfaye S, Harris ND, et al. Is ACE inhibition with
lisinopril helpful in diabetic neuropathy? Diabet Med 1995;
12: 307-9

35. Kontopoulos AG, Athyros VG, Didangelos TP, et al. Effect of
chronic quinapril administration on heart rate variability in
patients with diabetic autonomic neuropathy. Diabetes Care
1997; 20: 355-61

36. Malik RA, Williamson S, Abbott C, et al. Effect of angioten-
sin-converting-enzyme (ACE) inhibitor trandolapril on hu-
man diabetic neuropathy: randomised double-blind controlled
trial. Lancet 1998; 352: 1978-81

37. Hoogwerf BJ, Young JB. The HOPE study: ramipril lowered
cardiovascular risk, but vitamin E did not. Cleve Clin J Med
2000; 67: 287-93

38. Dahlof B, Devereux RB, Kjeldsen SE, et al. Cardiovascular
morbidity and mortality in the losartan intervention for end-
point reduction in hypertension study (LIFE): a randomised
trial against atenolol. Lancet 2002; 359: 995-1003

Correspondence and offprints: Professor Jaakko Tuomilehto,
Diabetes and Genetic Epidemiology Unit, Department of
Epidemiology and Health Promotion, National Public
Health Institute, Mannerheimintie 166, Helsinki, FIN-
00920, Finland.
E-mail: jaakko.tuomilehto@ktl.fi

2012 Podar & Tuomilehto

© Adis International Limited. All rights reserved. Drugs 2002; 62 (14)



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /PDFA1B:2005
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (sRGB IEC61966-2.1)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<


    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200036002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>



    /HUN <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 6.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200036002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 6.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>


    /SKY <>

    /SUO <>
    /SVE <>
    /TUR <>

    /ENU <FEFF004a006f0062006f007000740069006f006e007300200066006f00720020004100630072006f006200610074002000440069007300740069006c006c0065007200200039002000280039002e0034002e00350032003600330029002e000d00500072006f006400750063006500730020005000440046002000660069006c0065007300200077006800690063006800200061007200650020007500730065006400200066006f00720020006f006e006c0069006e0065002e000d0028006300290020003200300031003100200053007000720069006e006700650072002d005600650072006c0061006700200047006d006200480020>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.276 841.890]
>> setpagedevice


