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Blood Pressure Control Rates in Asia 
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The renin–angiotensin system 
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Benefits of ARBs over ACE inhibitors 

• ARBs provide a more specific and selective blockade of 
the effects of angiotensin II than ACE inhibitors  

• ARBs tend to have more favourable tolerability than ACE 
inhibitors 

• Unlike ACE inhibitors, ARBs do not disrupt bradykinin and 
tachykinin degradation, leading to a much lower incidence 
of treatment-related cough 
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Role of Candesartan 



Antagonist: AT1 receptor interaction 
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Antagonism: Relation to Duration of Binding 
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Candesartan: selected properties 

• Specific blockade of the effects of  
angiotensin II through selective AT1 receptor blockade 

• Induces dose-dependent reduction in DBP response to 
exogenous angiotensin II  

• The antihypertensive effect persists for more than 24 
hours; this long duration of action appears to be related 
to a slow dissociation rate from the AT1 receptor 

• Has placebo-like tolerability in hypertension clinical trials 

Easthope	
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  Jarvis	
  B.	
  Drugs	
  2002;	
  62:	
  1253–1287.	
  



Meta-analysis based on USA New 
Drug Application evaluation reports 
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Mean change from baseline to  
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Real Life study: CVD Risk 
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CV death and CHF hospitalisation 
in the CHARM studies 
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CHARM-Overall: new diagnosis  
of diabetes 

Yusuf S, et al. Circulation 2005; 112(1): 48–53.   
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Do we need a new ARB? 
 
Role of 
- Azilsartan 
- Azilsartan/chlorthalidone 
 
 



Azilsartan 
 
• Azilsartan Medoximil (AZL-M) is the 
prodrug of a potent and selective 
Angiotensin Receptor blocker (ARB) 

• Indication: HTN 
• Formulation:  

– Approved dosages (US): 40 mg,      
80 mg tablets 

– Approved dosage (EU): 80 mg 
tablet 

• Posology: Once daily dosing 
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Conclusion


•  Hypertension remains the main cause of death around the 
world. 

•  60-80% of patients treated for hypertension in Asia & 
Europe do not attain target blood pressure (BP) goals of 
<140/90 mmHg. 

•  ARBs remain a valuable treatment options with their 
specificity for ATR. 

•  In particularly for candesartan, with its insurmountable 
binding to AT1 receptors, it offers a substantially more 
powerful blood-pressure lowering effect.
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Thank you very much!
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