Clinical and Experimental Hypertension

Clomioal wnd Dapeimeala

HYPERTENSION

Effects of ACEi and ARB on post-exercise hypotension
induced by exercises conducted at different times of day in
hypertensive men

Journal: | Clinical and Experimental Hypertension

Manuscript ID | LCEH-2020-0127.R2

Manuscript Type: | Original Papers

Date Submitted by the

Author: n/a

Complete List of Authors: | Brito, Leandro; University of Sdo Paulo,

Azevédo, Luan; University of Sdo Paulo, Exercise Hemodynamic
Laboratory, School of Physical Education

Pecanha, Tiago; University of Sdo Paulo

Fecchio, Rafael; University of S3o Paulo, Exercise Hemodynamic
Laboratory, School of Physical Education

Rezende, Rafael; University of Sdo Paulo, Department of Nephrology,
Medical School

Silva, Giovanio; University of Sdo Paulo, Hypertension Unit, General
Hospital, Medical School

Abreu, Andrea; University of Sao Paulo, Hypertension Unit, General
Hospital, Medical School

Mion Junior, Decio; University of Sao Paulo, Hypertension Unit, General
Hospital, Medical School

Halliwill, John; University of Oregon, Department of Human Physiology
de Moraes Forjaz, Claudia Lucia; Univ Sao Paulo, Exercise Hemodynamic
Laboratory, School of Physical Education

blood pressure, hypertension, aerobic exercise, circadian rhythm, post-

AR exercise hypotension

ONE™

URL: http:/mc.manuscriptcentral.com/lceh Email: mlokhandwala@uh.edu




Page 1 of 19

oNOYTULT D WN =

Clinical and Experimental Hypertension

Effects of ACEi and ARB on post-exercise hypotension induced by exercises

conducted at different times of day in hypertensive men

Antihypertensive drug, exercise and time of day

Leandro Campos de Brito!; Luan Azevédo'; Tiago Pecanha'; Rafael Yokoyama Fecchio!;
Rafael Andrade Rezende?; Giovanio Vieira Silva?; Andrea Pio de Abreu’; Décio Mion Junior?;

John R. Halliwill*; Claudia Forjaz'

1 — Exercise Hemodynamic Laboratory, School of Physical Education, University of Sdo Paulo,
Brazil
2 — Department of Nephrology, Medical School, University of Sao Paulo, Brazil

3 — Hypertension Unit, General Hospital, Medical School, University of Sdo Paulo, Brazil

4 — Department of Human Physiology, University of Oregon, USA

Author of Correspondence:
Leandro Campos de Brito, PhD
Av. Prof. Mello Moraes, 65 — Butanta — Sao Paulo - ZIPCODE: 05508-030

Phone/FAX: +55+11 30913136 / E-mail: leandrobrito@usp.br.

URL: http:/mc.manuscriptcentral.com/Iceh Email: mlokhandwala@uh.edu


mailto:leandrobrito@usp.br

oNOYTULT D WN =

Clinical and Experimental Hypertension

conducted at different times of day in hypertensive men

Background: Post-exercise hypotension (PEH) is greater after evening than morning
exercise, but anti-hypertensive drugs may affect the evening potentiation of PEH.
Objective: To compare morning and evening PEH in hypertensives receiving angiotensin
converting enzyme inhibitors (ACEi) or angiotensin II receptor blockers (ARB).
Methods: Hypertensive men receiving ACEi (n=14) or ARB (n=15) underwent, in a
random order, two maximal exercise tests (cycle ergometer, 15 watts/min until
exhaustion) with one conducted in the morning (7 and 9 a.m.) and the other in the evening
(8 and 10 p.m.). Auscultatory blood pressure (BP) was assessed in triplicate before and
30 min after the exercises. Changes in BP (post — pre-exercise) were compared between
the groups and the sessions using a 2-way mixed ANOVA and considering P<0.05 as
significant. Results: In the ARB group, systolic BP decrease was greater after the evening
than the morning exercise, while in the ACEi group, it was not different after the exercises
conducted at the different times of day. Additionally, after the evening exercise, systolic
BP decrease was lower in the ACEi than the ARB group (ARB =-1148 vs -6+6 and ACEi
= -6£7 vs. -8+5 mmHg, evening vs. morning, respectively, P for interaction = 0.014).
Conclusions: ACEi, but not ARB use, blunts the greater PEH that occurs after exercise

conducted in the evening than in the morning.

Keywords: blood pressure, hypertension, aerobic exercise, circadian rhythm.
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Introduction

Hypertension is a multifactorial disease characterized by the maintenance of high blood
pressure (BP); which compromises several organs, such as heart, lung, brain and kidney (1, 2),
and increases the risk for heart disease and stroke (1, 3, 4). In addition, hypertension is highly
prevalent, affecting more than 1 billion people worldwide (1). Thus, interventions for
prevention and treatment of hypertension are mandatory.

Among many anti-hypertensive strategies, aerobic exercise has been proven as an
efficient non-pharmacological tool (1, 2, 5). Interestingly, the chronic effects of aerobic training
can be predicted by the acute decrease observed in BP after the execution of a single session of
exercise (6-8), which has been called post-exercise hypotension (PEH). Additionally, PEH per
se has been shown to have clinical relevance because it presents a clinically relevant magnitude
of blood pressure reduction (9) and lasts for many hours (10), reducing the mean 24-h BP after
the exercise (11). Thus, factors that might potentiate or inhibit PEH should be studied.

Previous studies have reported that PEH is potentiated when exercise is conducted in
the evening rather than in the morning (9, 12, 13). This greater reduction in BP after evening
exercise has been attributed to a greater decrease in systemic vascular resistance (9, 12) due to
the maintenance of a greater vasodilation after the exercise conducted at this time of day (9).
This response suggests that physiological systems involved in vasoconstriction and vasodilation
might be involved in the potentiated PEH after evening exercise.

Increasing evidence suggests the involvement of the renin-angiotensin- system (RAS)
on PEH. Along this line, polymorphisms in some components of this system (14) and the use
of drugs that act on RAS (15) have been shown to change PEH magnitude. Additionally, a
decrease of angiotensin converting enzyme (ACE) activity (16) and an increase of bradykinin
and angiotensin 1-7 (16, 17), potent vasodilators (18), have been reported after an exercise bout,

suggesting the involvement of these components of RAS on PEH. Since this system present a
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well-known circadian pattern (19), it is possibly involved in the differences observed after
exercises conducted at different times of day with a greater release of bradykinin and
angiotensin 1-7 after the evening exercise.

ACE inhibitors (ACEi) and angiotensin type 1 receptor blockers (ARB) are the mostly
widely used anti-hypertensive drugs in Brazil (20). However, these drugs have different effects
on the RAS and only ACEi chronically increases plasma bradykinin and angiotensin 1-7 levels
(18). Thus, it is possible to suppose that the higher levels of these substances induce a sustained
and similar vasodilation throughout the day, blunting the greater vasodilation after evening
exercise and therefore mitigating the difference in PEH after morning and evening exercises.

Assuming this exploratory hypothesis, this study compared PEH after a single bout of
maximal exercise performed in the morning and in the evening in hypertensives receiving ACEi

or ARB. The hypothesis is that ACEi, but not ARB, prevents the evening potentiation of PEH.

Methods

This study used a database from a larger clinical trial that evaluated the effects of
morning and evening aerobic training in medicated hypertensive men and whose main data was
published elsewhere (21). Data analyzed here comprises the maximal tests performed before
the training period in the subjects receiving ACEi1 and ARB. The larger study was approved by
the Ethics Committee of the School of Physical Education and Sport of University of Sdo Paulo
(966.072) and was registered at the Brazilian Clinical Trials (www.ensaiosclinicos.gov.br -

RBR-7q7pz7). All subjects gave written consent before enrollment.

Participants
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Twenty-nine hypertensive men (30-65 years old) receiving monotherapy with either ACEi
(n=14) or ARB (n=15) were included in the study. Their main characteristics are shown in table
1.

[Table 1 is about here]

Anti-hypertensive treatment was determined by each subject’s own physician and had
been consistent for at least 4 months preceding the study. Additionally, BP was assessed in two
visits, in which auscultatory BP was measured three times after 5 minutes of seated rest, and
the subjects were only included in the study if their mean systolic and diastolic BPs were,
respectively, below 160 and 105 mmHg (1, 2). In addition, only subjects with neither type of
chronotypes (<59 or >41) were included based on the Horne and Ostberg questionnaire (22).

Subjects were excluded if they: 1) had a prior medical diagnosis of other cardiovascular
disease, any target organ damage, or secondary hypertension, which was checked by the
detailed screening procedure of the Hypertension Unit of the General Hospital of the University
of Sdo Paulo that follows Brazilian guidelines (2); ii) had obesity level II or greater, which was
checked by a body mass index equal to or greater than 35 kg/m (23); iii) practiced regular
structured physical exercise more than twice a week, which was checked in an interview; iv)
received any drug that directly affects cardiovascular function, except for ACEi or ARB, which
was checked by an interview; and v) presented electrocardiographic abnormalities at rest or

during exercise, which was checked by the execution of a maximal exercise test (24).

Study design
The study had a crossover random design in which each subject performed both the morning
and the evening exercises at different occasions and the order of execution was randomly

defined.
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The experimental protocol was composed by five visits to the laboratory conducted on
different days. The first three visits were used to check compliance to the study criteria
(interview, questionnaire application, physician examination, body mass index determination,
BP measurements, and Hypertension Unit exams). Then, the subjects who fulfilled all study
criteria underwent, in a random order, two exercise sessions with one conducted in the morning
(7-9 a.m.) and the other in the evening (8-10 p.m.). An interval of 3-7 days was kept between
the sessions. For these sessions, the subjects were instructed to have a light meal 2 hours before,
and to avoid alcoholic and caffeinated beverages as well as physical effort for the previous 24
hours. Laboratory temperature was kept between 20 and 22 °C.

In the experimental session, the exercise consisted of a maximal cardiopulmonary
exercise test conducted on a cycle ergometer (Lode Medical Technology, Corival, Groningen,
Netherland). For this test, after 3-min of seated rest on the cycle ergometer, the subjects
performed a 3-min warm-up at 30 watts and then the workload was increased by 15 watts every
minute until the subjects were unable to go on. This exercise phase was followed by a 5-min
active recovery at 30 watts. During the exercise, HR was continuously assessed by ECG (Welch
Allyn, Cardio Perfect, Batesville, USA), auscultatory BP was measured every 2 min (Unitec,
Sao Paulo, Brazil), and oxygen consumption (VO,) was assessed by a metabolic cart (Medical
Graphics Corporation, CPX Ultima, Minnesota USA).

For the purpose of this study, during the experimental sessions, BP was measured in the
pre-exercise period after 10 min of rest, and in the post-exercise period, after 30 min of
recovery, which is an adequate period for identifying PEH (25) and has already been employed
in other PEH studies (26, 27). In each period, to increase the value accuracy (25), measurements
were taken in triplicate with the subjects seated on a comfortable chair, and the mean value was
used for analyses. BP was measured on the non-dominant arm, using the auscultatory technique,

a mercury column sphygmomanometer (Unitec, Sdo Paulo, Brazil), and accepting phases I and
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V of the Korotkoff sounds to respectively determine the systolic and diastolic BP values, mean
BP was calculated [mean BP = (systolic BP — diastolic BP)/3 + diastolic BP]. Auscultatory BP
measurement has shown good/excellent reliability for PEH evaluation (28). Additionally, to
minimize any possible influence of the evaluator (29), all the measurements were done by the
same highly trained researcher who was blinded to the type of anti-hypertensive taken by the

subjects.

Statistical analysis

As data derived from a larger study, the sample size was calculated a priori for the larger study.
Thus, for the present study, a posteriori post-hoc power analysis was performed, and
considering an a error of 0.05, the power calculated for systolic BP interaction was 0.72
(G*Power v. 3.1.9.2, Universitit Kiel, Germany).

Normality of data was checked by Shapiro-Wilk test (SPSS for windows; IBM,
Chicago, IL). For analyses, firstly, PEH occurrence was evaluated using T-tests to compare pre-
and post-exercise BP absolute values within each session of each group (SPSS for windows;
IBM, Chicago, IL). Afterwards, mixed two-way ANOV As (Statsoft V.5, Statistic for windows,
USA) were employed to compare PEHs (calculated by the difference between post and pre-
exercise values in each session) between the groups (ACEi vs ARBs — between main factor)
and the times of day (morning vs. evening — within main factor). For all analyses, P<0.05 was

set as significant. Data are showed as mean+tstandard deviation.

Results

Peak cardiometabolic responses to exercise were similar between the groups and the exercises

conducted in the morning and the evening (Table 2).
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[Table 2 is about here]

Regarding the occurrence of PEH, in both groups and sessions, systolic BP decreased
significantly from pre to post-exercise (ACEi morning: 128 £ 14 vs. 120 £ 14 mmHg, P<0.001;
ACEi evening: 128 £ 11 vs. 122 + 8 mmHg, P=0.000; ARB morning: 131 + 10 vs. 124 + 12
mmHg, P<0.001; and ARB evening: 130 + 12 vs. 119 + 13 mmHg, P<0.001). Diastolic BP did
not change from pre to post-exercise in either group or session (ACEi morning: 89 + 10 vs. 89
+ 9 mmHg, P=0.93; ACEi evening: 91 £ 7 vs. 90 £ 6 mmHg, P= 0.74; ARB morning: 88 = 7
vs. 89 £ 6 mmHg, P=0.24; and ARB evening: 90 £ 8 vs. 89 £ 9 mmHg, P=0.73). Mean BP
decreased significantly from pre to post-exercise in the ACEi group after the morning exercise
and in the ARB group after the evening exercise (ACEi morning: 102 £ 10 vs. 99 + 10 mmHg,
P=0.012; ACEi evening: 103 = 7 vs. 101 £ 6 mmHg, P=0.09; ARB morning: 101 + 8 vs. 101 £
7 mmHg, P=0.68; and ARB evening: 103 £9 vs. 99 + 10 mmHg, P=0.017).

Concerning comparisons of PEH between the groups and the times of day (Figure 1), in
the ARB group, post-exercise systolic and mean BP decreases were significantly greater after
the evening than the morning exercise, while in the ACEi1 group, these decreases were similar
after the exercises conducted at both times of day (Systolic BP - ARB = -11£8 vs -6+6 and
ACEi = -6£7 vs. -85 mmHg, P for interaction = 0.014; and mean BP - ARB = -4+£5 vs. -145
and ACEi1 = -245 vs. -344 mmHg, P for interaction = 0.021). Additionally, after the exercise
conducted in the evening, systolic BP decrease observed in the ACEi group was significantly
lower than in the ARB group. Diastolic BP behavior after exercise was similar between the

groups and the times of day.

[Figure 1 is about here]
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Discussion

The main finding of the study was that ACEi, but not ARB, blunted the greater evening PEH,
which is consistent with the hypothesis. For clinical practice, these results may suggest that the
choice of anti-hypertensive drug therapy, mainly when involving the RAS inhibition, can
influence the daily variation of the clinically relevant manifestation of PEH. For the scientific
field, the present results raise a possible influence of antihypertensives on PEH circadian
variation that needs to be confirmed and expanded by future studies specifically designed for
investigating this influence.

The hypertensives included in the study were middle-aged men using antihypertensive
drugs that act on RAS and mainly with overweight or obesity; which are common
characteristics among the hypertensive population in Brazil (20). Additionally, their VO,peak
values were similar to the ones reported for non-trained hypertensives in studies employing
cycle ergometer tests and directly measuring VO, (30, 31). Thus, the sample of the study
reflects the clinical reality of the non-trained male hypertensive population.

In the present study, a consistent PEH was observed for systolic BP in hypertensives
receiving either ACEi or ARB and after exercises conducted in the morning and the evening.
In contrast, diastolic BP did not change after the exercise conducted at either time of day or in
either group. Nevertheless, the absence of diastolic PEH is commonly reported in literature
(25), especially after a maximal exercise protocol and when post-exercise values were
compared with pre-exercise values (32), as in the present study. Although maximal effort is not
the most commonly used exercise protocol for PEH assessment (25), similarly to the present
results, previous studies also reported significant BP decreases after maximal exercise (33-35).
Additionally, maximal tests are recommended for pre-training health screening in hypertensives
(1, 2, 5), and the systolic PEH induced by this test has been shown to predict the chronic

hypotensive effect to chronic exercise training (33). Therefore, the results of this study confirm
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that a maximal exercise test with triplicate post-exercise BP measurement performed at 30
minutes of recovery can be employed to assess the occurrence of systolic PEH.

In the ARB group, PEH was greater after evening than morning exercise and it was also
greater in the ARB than the ACE group after the evening exercise, showing that both, type of
anti-hypertensive and time of day interaction may impact PEH. Additionally, it is important to
note that the differences in PEH magnitudes between the groups and the times of day cannot be
attributed to differences in cardiovascular stress induced during maximal exercise tests since
tests duration, peak VO,, workload, heart rate and BP were similar among the tests conducted
in both groups and both times of day. Additionally, no correlation was identified after a
complementary analysis (data not shown) between BP response to the tests and HPE induced
by them for each exercise session.

It has been demonstrated that regardless of environmental and behavioral changes, the
human endogenous circadian system influences systolic BP responses after exercise (36),
resulting in a potentiated PEH after evening exercise compared with morning exercise in
healthy subjects (12, 13) as well as in pre-hypertensives (9). The current study expands this
knowledge to hypertensives receiving ARB, but not ACEi. This result shows that ACEi changes
the expected circadian pattern of PEH, interfering with the potentiated systolic BP decrease
associated with evening exercise.

The mechanisms responsible for this response were not assessed in the present study.
However, as exposed in the introduction, ACEi but not ARB is known to increase plasma levels
of bradykinin and angiotensin 1-7 (37). These are potent vasodilatory substances (18) that are
released by exercise (16, 17) and are increased after the exercise when PEH was observed in
hypertensives (17), suggesting their role in PEH generation. Since RAS presents a circadian
pattern (38), a greater release of these substances after evening exercise might explain the

greater vasodilation and PEH observed when exercise is conducted at this time of day, while
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their chronically higher levels induced by ACEi use might blunt this greater evening response.
The present study results support this hypothesis, but future studies measuring the components
of the RAS system, as well as assessing vasodilation after morning and evening exercise in
hypertensives receiving both drugs should be conducted to confirm it. Additionally, other
mechanism might be involved, but as an exploratory investigation, this study did not include a
“no drug” control group or a group receiving anti-hypertensive drugs that act in other
mechanisms despite RAS, which could provide additional insights into the mechanisms.

The present finding may have important scientific and clinical impact. To the best of
our knowledge, this is the first study to show that the type of anti-hypertensive drug may
differently affect BP response after exercises conducted at different times of day. As PEH after
maximal exercise has a strong correlation with the hypotensive chronic effect of aerobic
training (33), the present results suggest that, depending on the type of anti-hypertensive
therapy, the beneficial effects of chronic exercise training might be different. Along this line,
our bigger study demonstrated that 10-weeks of evening but not morning aerobic training
reduces clinic and ambulatory BP in hypertensives medicated with different types of drugs (21).
Based on the present result, this effect might be blunted in hypertensives receiving only ACEi,
and may be different in hypertensives taking other types of medications. This is an important
area for future research. Thus, the finding of this exploratory study highlights the need for a
new research line about the relationship between type of medication, responses to exercise, and

circadian patterns.

Study limitations
The study presents limitations. The dosage, type, and time of taking ACEi and ARB were not
controlled in the study because the subjects were taking the medication as prescribed by their

own physician. While this issue deserves acknowledgement and some caution in interpret
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results is warranted, it increases the external validity of the results. The sample was composed
only by non-trained men. As PEH and its mechanisms can change between the sexes (7, 39)
and training status (38), future studies should focus on women and trained subjects.
Additionally, sample size was not previously determined and posteriori power was set as 72%,
implying in a type II error of 28%; which reinforces the need of future studies with greater
sample sizes. A maximal exercise test and only one time-point post-exercise BP measurement
at 30-minutes of recovery were employed. The reasons of using maximal protocol were already
discussed, and future studies should use other exercise protocols and follow BP longer (e.g.
using ambulatory BP monitoring) to evaluate PEH duration. Finally, auscultatory method was
employed to measure BP and although the evaluator was blinded to the antihypertensive use
(ACEi or ARB), he cannot be blinded to the time of day (morning vs. evening), which may be

considered a limitation that was minimized by the evaluator previous training.

Conclusions

In hypertensive men, ACEi, but not ARB use, blunts the greater PEH that occurs after exercise

conducted in the evening than in the morning.

Acknowledgements

The authors also thank all volunteers for participating.

Disclosure statement

There is no conflict of interest.

Funding

URL: http:/mc.manuscriptcentral.com/Iceh Email: mlokhandwala@uh.edu



Page 13 of 19

oNOYTULT D WN =

Clinical and Experimental Hypertension

13

The authors thank to Fundacdo de Amparo a Pesquisa do Estado de Sao Paulo (FAPESP
2014/21676-6), Conselho Nacional de Desenvolvimento Cientifico e Tecnoldgico (CNPq
304436/2018-6) and Coordenagdo de Aperfeigoamento Pessoal de Nivel Superior (CAPES-

0001) for supporting this study.

References

1. Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, Izzo JL, Jr., Jones
DW, Materson BJ, Oparil S, Wright JT, Jr., et al. Seventh report of the Joint National
Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure.
Hypertension. 2003;42(6):1206-52.

2. Malachias MV, Souza WKSB, Plavnik FL, Rodrigues CIS, Brandao AA, Neves MFT,
Bortolotto LA, Franco RJS, Figueiredo CEP, Jardim PCBYV, et al. 7* Diretriz Brasileira de
Hipertensdo Arterial. Arq Bras Cardiol. 2016;107(3Supl.3):1-83.

3. Lewington S, Clarke R, Qizilbash N, Peto R, Collins R, Prospective Studies C. Age-
specific relevance of usual blood pressure to vascular mortality: a meta-analysis of individual
data for one million adults in 61 prospective studies. Lancet. 2002;360(9349):1903-13.

4, Lim SS, Vos T, Flaxman AD, Danaei G, Shibuya K, Adair-Rohani H, Amann M,
Anderson HR, Andrews KG, Aryee M, et al. A comparative risk assessment of burden of
disease and injury attributable to 67 risk factors and risk factor clusters in 21 regions, 1990-
2010: a systematic analysis for the Global Burden of Disease Study 2010. Lancet.
2012;380(9859):2224-60. doi:10.1016/S0140-6736(12)61766-8

5. Mancia G, Fagard R, Narkiewicz K, Redon J, Zanchetti A, Bohm M, Christiaens T,
Cifkova R, De Backer G, Dominiczak A, et al. 2013 ESH/ESC Guidelines for the management
of arterial hypertension: the Task Force for the management of arterial hypertension of the
European Society of Hypertension (ESH) and of the European Society of Cardiology (ESC).
Journal of Hypertension. 2013;31(7):1281-357.

6. Brito LC, Fecchio RY, Pecanha T, Andrade-Lima A, Halliwill JR, Forjaz CLM.
Postexercise hypotension as a clinical tool: a "single brick" in the wall. ] Am Soc Hypertens.
2018;12(12):e59-e64. doi:10.1016/j.jash.2018.10.006

7. Brito LC, Queiroz AC, Forjaz CL. Influence of population and exercise protocol
characteristics on hemodynamic determinants of post-aerobic exercise hypotension. Braz J Med
Biol Res. 2014;47(8):626-36.

8. Halliwill JR, Buck TM, Lacewell AN, Romero SA. Postexercise hypotension and
sustained postexercise vasodilatation: what happens after we exercise? Exp Physiol.
2013;98(1):7-18. doi:10.1113/expphysiol.2011.058065

9. de Brito LC, Rezende RA, da Silva Junior ND, Tinucci T, Casarini DE, Cipolla-Neto J,
Forjaz CL. Post-Exercise Hypotension and Its Mechanisms Differ after Morning and Evening
Exercise: A Randomized Crossover Study. PLoS One. 2015;10(7):e0132458.
doi:10.1371/journal.pone.0132458

10. Brandao Rondon MU, Alves MJ, Braga AM, Teixeira OT, Barretto AC, Krieger EM,
Negrao CE. Postexercise blood pressure reduction in elderly hypertensive patients. ] Am Coll
Cardiol. 2002;39(4):676-82.

11.  Bermudes AM, Vassallo DV, Vasquez EC, Lima EG. Ambulatory blood pressure
monitoring in normotensive individuals undergoing two single exercise sessions: resistive

URL: http:/mc.manuscriptcentral.com/Iceh Email: mlokhandwala@uh.edu



oNOYTULT D WN =

Clinical and Experimental Hypertension Page 14 of 19

14

exercise training and aerobic exercise training. Arq Bras Cardiol. 2004;82(1):65-71, 57-64.
doi:10.1590/50066-782x2004000100006

12. Jones H, Pritchard C, George K, Edwards B, Atkinson G. The acute post-exercise
response of blood pressure varies with time of day. Eur J Appl Physiol. 2008;104(3):481-9.
doi:10.1007/s00421-008-0797-4

13. Jones HG, K; Edwards, B; Atkinson, G. Effects of time of day on post-exercise blood
pressure: circadian or sleep-related influences? Chronobiol Int. 2008;25(6):987-98.
doi:905453200 [pii]

10.1080/07420520802548044

14. Goessler KF, Polito MD, Mota GF, de Oliveira EM, Cornelissen VA. Angiotensin
converting enzyme 2 polymorphisms and postexercise hypotension in hypertensive medicated
individuals. Clin Physiol Funct Imaging. 2018;38(2):206-12. doi:10.1111/cpf.12400

15. Ramirez-Jimenez M, Morales-Palomo F, Ortega JF, Mora-Rodriguez R. Effects of
intense aerobic exercise and/or antihypertensive medication in individuals with metabolic
syndrome. Scand J Med Sci Sports. 2018;28(9):2042-51. doi:10.1111/sms.13218

16. Magalhaes DM, Nunes-Silva A, Rocha GC, Vaz LN, de Faria MHS, Vieira ELM, Rocha
NP, Simoes ESAC. Two protocols of aerobic exercise modulate the counter-regulatory axis of
the renin-angiotensin system. Heliyon. 2020;6(1):€03208. doi:10.1016/j.heliyon.2020.e03208
17. Moraes MR, Bacurau RF, Ramalho JD, Reis FC, Casarini DE, Chagas JR, Oliveira V,
Higa EM, Abdalla DS, Pesquero JL, et al. Increase in kinins on post-exercise hypotension in
normotensive  and  hypertensive  volunteers. Biol Chem. 2007;388(5):533-40.
doi:10.1515/BC.2007.055

18.  Burnier M, Brunner HR. Angiotensin II receptor antagonists. Lancet.
2000;355(9204):637-45.

19. Beilin LJ, Deacon J, Michael CA, Vandongen R, Lalor CM, Barden AE, Davidson L,
Rouse I. Diurnal rhythms of blood pressure, plasma renin activity, angiotensin II and
catecholamines in normotensive and hypertensive pregnancies. Clin Exp Hypertens B.
1983;2(2):271-93.

20.  Nobre F, Ribeiro AB, Mion D, Jr. [Control of arterial pressure in patients undergoing
anti-hypertensive treatment in Brazil: Controlar Brazil]. Arq Bras Cardiol. 2010;94(5):663-70.
21. Brito LC, Pecanha T, Fecchio RY, Rezende RA, Sousa P, N DAS-J, Abreu A, Silva G,
Mion-Junior D, Halliwill JR, et al. Morning versus Evening Aerobic Training Effects on Blood
Pressure in Treated Hypertension. Med Sci Sports Exerc. 2019;51(4):653-62.
doi:10.1249/MSS.0000000000001852

22.  Horne JA, Ostberg O. A self-assessment questionnaire to determine morningness-
eveningness in human circadian rhythms. Int J Chronobiol. 1976;4(2):97-110.

23. National Institutes of Health. The Practical Guide Identification, Evaluation, and
Treatment of Overweight and Obesity in Adults. NIH Publication. 2000(00 4084):1-75.

24.  Brazilian Society of Cardiology B. III Guidelines of Brazilian Society of Cardiology on
Exercise test Brazilian Archives of Cardiology. 2010;95(5 supl. 1):1-26.

25. Brito L, Fecchio R, Pecanha T, Andrade-Lima A, Halliwill J, Forjaz C.
Recommendations in Post-Exercise Hypotension: Concerns, Best Practices and Interpretation.
International Journal of Sports Medicine. 2019;40:1-11.

26.  Hamer M, Boutcher SH. Impact of moderate overweight and body composition on
postexercise hemodynamic responses in healthy men. J Hum Hypertens. 2006;20(8):612-7.
doi:10.1038/sj.jhh.1002035

27. Liu S, Goodman J, Nolan R, Lacombe S, Thomas SG. Blood pressure responses to acute
and chronic exercise are related in prehypertension. Med Sci Sports Exerc. 2012;44(9):1644-
52. doi:10.1249/MSS.0b013e31825408tb

URL: http:/mc.manuscriptcentral.com/Iceh Email: mlokhandwala@uh.edu



Page 15 of 19

oNOYTULT D WN =

Clinical and Experimental Hypertension

15

28. Fecchio RY, Chehuen M, Brito LC, Pecanha T, Queiroz ACC, de Moraes Forjaz CL.
Reproducibility (Reliability and Agreement) of Post-exercise Hypotension. Int J Sports Med.
2017;38(13):1029-34. doi:10.1055/5-0043-118009

29. Mancia G, Zanchetti A. One hundred years of auscultatory blood pressure:
commemorating N. S. Korotkoff. J Hypertens. 2005;23(1):1-2.

30. Dobrosielski DA, Gibbs BB, Ouyang P, Bonekamp S, Clark JM, Wang NY, Silber HA,
Shapiro EP, Stewart KJ. Effect of exercise on blood pressure in type 2 diabetes: a randomized
controlled trial. J Gen Intern Med. 2012;27(11):1453-9. doi:10.1007/s11606-012-2103-8

31. Tadic M, Cuspidi C, Suzic-Lazic J, Andric A, Sala C, Santoro C, Iracek O, Celic V.
Influence of circadian blood pressure patterns and cardiopulmonary functional capacity in
hypertensive  patients. J  Clin  Hypertens  (Greenwich).  2019;21(10):1551-7.
doi:10.1111/jch.13671

32.  Raine NM, Cable NT, George KP, Campbell IG. The influence of recovery posture on
post-exercise hypotension in normotensive men. Med Sci Sports Exerc. 2001;33(3):404-12.
33.  Hecksteden A, Grutters T, Meyer T. Association between postexercise hypotension and
long-term training-induced blood pressure reduction: a pilot study. Clin J Sport Med.
2013;23(1):58-63. do0i:10.1097/JSM.0b013e31825b6974

34, Isea JE, Piepoli M, Adamopoulos S, Pannarale G, Sleight P, Coats AJ. Time course of
haemodynamic changes after maximal exercise. Eur J Clin Invest. 1994;24(12):824-9.
doi:10.1111/j.1365-2362.1994.t602026.x

35. Legramante JM, Galante A, Massaro M, Attanasio A, Raimondi G, Pigozzi F, Iellamo
F. Hemodynamic and autonomic correlates of postexercise hypotension in patients with mild
hypertension. Am J Physiol Regul Integr Comp Physiol. 2002;282(4):R1037-43.
doi:10.1152/ajpregu.00603.2001

36. Qian J, Scheer FA, Hu K, Shea SA. The circadian system modulates the rate of recovery
of systolic blood pressure after exercise in humans. Sleep. 2020;43(4).
doi:10.1093/sleep/zsz253

37. Ohmori M, Fujimura A. ACE inhibitors and chronotherapy. Clin Exp Hypertens.
2005;27(2-3):179-85.

38. Cugini P, Lucia P. [Circadian rhythm of the renin-angiotensin-aldosterone system: a
summary of our research studies]. Clin Ter. 2004;155(7-8):287-91.

39. Carter R, 3rd, Watenpaugh DE, Smith ML. Gender differences in cardiovascular
regulation during recovery from exercise. J Appl Physiol (1985). 2001;91(4):1902-7.

URL: http:/mc.manuscriptcentral.com/Iceh Email: mlokhandwala@uh.edu



oNOYTULT D WN =

Clinical and Experimental Hypertension

Page 16 of 19

16
Tables
Table 1. Characteristics of the hypertensives taking angiotensin converting enzyme
inhibitor (ACEi) or angiotensin receptor blocker (ARB).
Variables ACEi ARB P
N 14 15
Age (years) 5048 (36 — 60) 49+8 (34 - 61) 0.74
Chronotype (score) 53.1+4.3 (44 -57) 52.7+4.8 (44 — 58) 0.81
Height (m) 1.70+0.08 (1.55 — 1.80) 1.72+0.06 (1.61 — 1.83) 0.56
Weight (kg) 90.1+14.7 (63.0 — 108.3) 88.2+15.3 (63.0 — 105.0) 0.75
BMI (kg/m?) 30.9+3.6 (24.7 — 34.8) 29.8+4.1 (21.8 —34.9) 0.45
Systolic BP (mmHg) 132£11 (115 - 154) 135£12 (117 — 153) 0.54
Diastolic BP (mmHg) 88+6 (75 -97) 91+7 (72— 102) 0.26

BMI — body mass index; BP — blood pressure. Data are showed in meantstandard deviation

(minimal value — maximal value).

URL: http:/mc.manuscriptcentral.com/Iceh Email: mlokhandwala@uh.edu



Page 17 of 19 Clinical and Experimental Hypertension

17

Table 2. Peak responses to maximal exercise performed in the morning and the evening in the hypertensives taking angiotensin converting enzyme
inhibitor (ACEi) or angiotensin receptor blocker (ARB).
Variables ACEi ARBs

oNOYTULT D WN =

Morning Evening Morning Evening Pg Ps Pgxs

10 Peak Workload (watts) 154+18 159+25 168+28 168+32 0.23 0.38 0.39

12 VO, peak (mL.kg'.min™") 20.2+4.7 21.3+£5.1 22.8+3.1 22.942.5 0.14 0.18 0.25
13 Peak Systolic BP (mmHg) 208+24 214423 209+26 210+29 0.88 030 045

15 Peak Diastolic BP (mmHg) 92+17 90+£18 88+15 87£17 0.55 059 0.83
Peak Heart Rate (bpm) 164+13 163+13 161£12 163£17 0.79 0.90 0.44

18 VO, — oxygen uptake; BP — blood pressure; g — group, s — session, g X s — interaction between groups and sessions Data are shown in mean+tstandard
19 deviation.
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Figure captions

Figure 1. Comparisons of systolic (panel A); diastolic (panel B), and mean (panel C) blood
pressure (BP) changes (post-exercise — pre-exercise values) observed after maximal exercise
conducted in the morning and in the evening in hypertensive men taking angiotensin converting
enzyme inhibitor (ACEi) or angiotensin receptor blocker (ARB). *Significant difference
between times of day (Morning vs. Evening) (P<0.05). T Significant difference between groups

(ACEi vs. ARB) (P<0.05). Values are shown as mean+standard deviation.
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