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Abstract: Introduction: Metabolic syndrome is a cluster of metabolic factors which includes central obesity, insulin resistance,
dyslipidemia, and hypertension. Microalbuminuria has also been considered to be a component of metabolic syndrome. It is asso ciated
with a two fold increase in cardiovascular diseases and 1.5 fold rises in all cause mortality. Microalbuminuria has an ability to predict
cardiovascular disease mortality as it is a marker for endothelial injury. Materials and Methods: A cross sectional study was performed
including 250 subjects aged between 18-60 years in a state of fasting for atleast 10 hours. Fasting insulin, fasting blood sugar, lipid
profile and urinary microalbumin creatinine ratio (ACR) measurement were done in metabolic syndrome patients. Independent t test
and chi square test were done to analyze the data. A p value <0.05 was considered statistically significant. Results: Hyperinsulinemia
was found to be strongly and significantly associated with microalbuminuria and urinary microalbumin creatinine ratio (p value <
0.0001). There was a strong and highly significant correlation between insulin and urinary ACR. Microalbuminuria was also found to
be significantly associated with diastolic blood pressure (p= 0.021) and systolic BP (p=0.016). Conclusion: Microalbuminuria has been
reported to be a good cardiovascular marker by many research workers. In our cross sectional study, a strong and significant
association has been observed between hyperinsulinemia and microalbuminuria. Hence hyperinsulinemia and microalbuminuria
predict probability of developing cardiovascular disease and there is a need for developing guidelines for their management to decrease
the global burden of cardiovascular diseases.
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1. Introduction

Microalbuminuria is excretion of albumin in urine in the
range of 20-200 microgram per minute. It is often expressed
as Microalbumin Creatinine ratio and the range is 30-300 mg
of albumin/gram of Creatinine in urine [1]. Microalbuminuria
has been found to be associated with the metabolic
syndrome, a syndrome of insulin resistance, obesity,
hypertension, dyslipidemia and increased renal and
cardiovascular morbidity [2]. According to Steno hypothesis
[3] albuminuria reflects a widespread vascular dysfunction.
Leakage of albumin and other plasma macromolecules may
cause an inflammatory reaction that heralds the process of
atherosclerosis hence increasing cardiovascular diseases. The
predictive powers of microalbuminuria levels for
cardiovascular risk are independent of other cardiovascular
risk factors and not only present in individuals with diabetes
and or hypertension but also in healthy individuals. Lowering
albuminuria could decrease cardiovascular diseases [4].

Fasting serum insulin has been used as a surrogate index of
insulin sensitivity in several epidemiological studies [5, 6]
and hence Hyperinsulinemia indicates insulin resistance. A
better approach for estimating insulin sensitivity or insulin
resistance (IR) is the Homeostasis Model Assessment
(HOMA), developed by Matthew et al. [7]. These authors
stated that HOMA-IR scores strongly correlate with glucose
clamp assessed insulin sensitivity.

Nearly 15-16 % of global mortality due to coronary heart
disease (CHD) is contributed by India [8]. Insulin resistance
and its metabolic consequences are increasingly being
recognized as risk factors for CHD. Also there has been a
relationship between the number of metabolic syndrome
components and corresponding prevalence of
microalbuminuria. Framingham Heart Study found that 6
year risk of cardiovascular disease was 3 fold higher in non
hypertensive, non diabetic subjects with urinary albumin
Creatinine ratio above the gender specific median than in
those with urinary albumin Creatinine ratio below the median
[9]. Causes of increased incidence of Microalbuminuria in
insulin resistance patients is said to be due to increased
permeability of vascular endothelial cell layer which is
related to endothelial dysfunction leading to decreased
bioavailability of nitric oxide [10]. Furthermore it has been
found that Hyperinsulinemia may cause glomerular
hypertension as well as hyperfiltration leading to increased
albumin ultrafiltration and excretion [11]. A clear association
has been found between more severe insulin resistance and
Microalbuminuria [12]. In this study, an attempt has been
made to find out an association between insulin resistance
and Microalbuminuria as well as other markers of CVD in
Indian patients.

2. Materials and Methods

A cross sectional study have been performed including the
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subjects coming for routine health check up or blood sugar
check up to the Department of Biochemistry in a tertiary care
centre, RIMS, Ranchi, India.

Subjects: A total of 250 subjects were selected for this study
in between October 2012 to September 2013 out of which
160 subjects fulfilled the criteria of metabolic syndrome.
Further 48 subjects were not considered for the study.
Among 48 subjects, 12 were not willing to participate in the
study, 10 had urinary tract infection, and 26 had acute or
chronic illness due to which they were excluded. Finally 112
cases were enrolled for the study which was approved by the
Institutional Ethics committee, RIMS, Ranchi.

Methods: Metabolic syndrome was diagnosed as per the

criteria of modified NCEP ATP III definition [13]. Metabolic

syndrome was considered to be present if three or more of

the following definition criteria were present:-

1)Waist Circumference > 90 ¢m in men and > 80 cm in
women.

2)Serum triglyceride > 150 mg/dL

3)HDL cholesterol < 40 mg/dL in men and < 50 mg/dL in
women or treatment for low HDL

4)Systolic blood pressure > 130 mm Hg and or diastolic
blood pressure > 85 mm Hg

5)Serum fasting glucose > 100 mg/dL

6)Body Mass Index > 23 kg/m2

Inclusion Criteria:

Inclusion criteria were willingness to participate in the study,
age between 18-60 years and a state of fasting for atleast 10
hours.

Exclusion Criteria:

Exclusion criteria included the patients suffering from any
acute or chronic diseases like liver disease, renal disease,
cardiac disease, respiratory disease or any other acute or
chronic diseases. Patients suffering from AIDS, thyroid
disorders or psychiatric illness or on insulin therapy were
excluded. Patients having > 5 pus cells in their urine were

also excluded from this study as this may cause albuminuria.

The baseline examination included fasting blood samples for
glucose and lipid profile. Anthropometric measurements
were done and a lifestyle questionnaire was filled up. The
patients diagnosed to be having metabolic syndrome were
selected and called for study participation in fasting state.
They were told not to exercise or exert heavily on the day
they had to come for sampling. Their blood samples were
taken for biochemical examination. A spot urine collection
was done for estimation of urinary microalbumin creatinine
ratio.

Biochemical Examination: Fasting blood sugar, lipid profile
and urinary ACR were analyzed in an automated analyzer
(Beckman Coulter AU480). Insulin was measured by a
chemiluminescent immunometric auto analyzer (Abbott
11000 SR). All the samples were kept at 2-8 0C and either
analyzed same day or kept at -20 OC to be analyzed within
next two days.

Statistical analysis: Statistical analysis was performed using
SPSS software version 20.0 Data were expressed as mean =+
SD for continuous variables. Independent t test and chi
square test were done to analyze the data. A p value <0.05
was considered statistically significant. Associations between
metabolic variables as well as anthropometric measurements
were determined using Pearson Correlation analysis adjusted
for age, sex and BMI. High and low HOMA IR were defined
as >2.3 and <2.3[14, 15] whereas hyperinsulinemia was
defined as serum insulin level > 9.5 mIU/ml [16, 17].

3. Results

Hyperinsulinemia was present in 77.3 % of metabolic
syndrome patients. Mean HDL level was 38.20 £ 7.17,
which is low and mean Triglyceride level was 190.89+ 92.9
which is high in our study. However, no corelation was found
between hyperinsulinemia and HDL or triglyceride level.

Table 1: Baseline demographic and biochemical characteristics of study participants on the basis of albuminuria

Overall (mean + SD) | Normoalbuminuria (mean + SD) | Microalbuminuria (mean + SD) p value
N 112 79 33

AGE 37.13 £8.11 36.99 £ 8.43 3748 £7.42 .769
WEIGHT(Kg) 62.52 +£8.23 61.96 +£7.23 63.85+10.24 271
HEIGHT(Cm) 156.47+7.11 155.96 £ 6.76 157.7+7.87 241
BMI 25.55+3.05 25.51+£2.89 25.65 +£3.47 .834
W/C (cm) 88.16 = 7.89 88.11 £7.42 88.27+9.03 923
SBP 133.57 + 18.44 130.89 + 16.86 140 +20.65 .016
DBP 86.62 £9.57 85.28 £9.64 89.82 £8.71 .021
FPG(mg/dl) 110.47 +32.07 110.87 +33.68 109.52 +28.33 .839
T.Chol(mg/dl) 186.6 £ 55.49 187.14 + 53.34 1853 +61.19 .874
TG(mg/dl) 190.89 + 92.94 196.47 + 102.84 177.55 = 62.62 328
HDL (mg/dl) 38.2+7.17 38.19+7.25 38.21£7.11 988

Insulin(micro U/ml) 10.81 +4.67 9.36 +3.82 14.28 +4.75 <0.0001

HOMA IR 2.98+1.78 2.57+1.36 3.97+2.24 <0.0001

Table 1 displays the baseline demographic and biochemical
characteristics of study participant based on ACR status.
People who had Microalbuminuria were more likely to have
high insulin levels. It has been observed that in

microalbuminuria, there is statistically significant difference
between the insulin level which is high 14.28 &+ 4.75 vs. 9.36
+ 3.82, (p value <0.0001), higher level of HOMA IR 3.97 +
2.24 vs. 2.57 + 1.36, (p value <0.0001), increased systolic
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140 + 20.65 vs. 130.89 + 16.86, (p value 0.016) as well as
diastolic blood pressure 89.82 + 8.71 vs. 85.28 + 9.64, (p
value 0.021) compared to normoalbuminuria There was a
positive correlation of ACR with diastolic blood pressure (p=

0.015, r=0.228).
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The graph shows positive correlation between insulin levels
and urinary ACR levels in MS patients (p value <0.0001,

r=0.389).
Normoinsulinemia | Hyperinsulinemia
(mean + SD) (mean + SD) p value
N 43 69
AGE 38.28 +9.45 36.42 +7.14 .240
WEIGHT(Kg)| 60.12+7.15 64.01 +8.54 .014
HEIGHT(Cm)| 154.86+6.62 157.48 £7.27 .058
BMI 25.18 £3.51 2578 +2.73 311
W/C(cm) 87.56 +£7.7 88.54 +8.03 .526
SES, N (%) 0.021
Low 7(6.2) 327
Middle 29 (25.9) 42 (37.5)
High 7(6.2) 24 (21.4)
SBP 134.7 +23.08 132.87 £ 15 .612
DBP 86.26 + 11.94 86.84 +7.82 755
FPG(mg/dl) 111.19+£22.5 110.03 £36.96 | .854
T.Chol (mg/dl)| 188.07£58.97 | 185.68 +53.64 | .826
TG(mg/dl) 175.77£59.31 |200.32+108.13 | .175
HDL (mg/dl) 39.47+7.92 3741 £6.6 .140
HOMA IR 1.94+0.76 3.63+1.92  [<0.0001
U.Malb (mg/L)] 13.25+9.82 21.49 +13.62 .001
U.Cr (g/l) 0.85+0.53 0.86 +0.49 939
ACR 16.87 + 8.89 29.93£9.88 |<0.0001

Table 2 displays the baseline demographic and biochemical
characteristics of metabolic syndrome patients based on
insulin status. Hyperinsulinemia was more prevalent in
middle and high socio economic group patients as compared
to low socio economic groups in our study group. Among
higher socioeconomic group 77.4 % of patients were
hyperinsulinemic and 22.6 % were normoinsulinemic.
Among middle socioeconomic group 59.2  were
hyperinsulinemic and 40.8 % were normoinsulinemic
whereas 70 % of the low socioeconomic group were normal
as compared to only 30 % being hyperinsulinemic.

The results from this study indicated that insulin resistance is
very common among MS patients and it is strongly
associated with Microalbuminuria. ACR has been considered
to be a good cardiovascular marker and a marker for all-
cause mortality in patients with MS [5, 21]. Steno hypothesis

suggested that albuminuria might reflect a general vascular
dysfunction.

4. Discussion

Microalbuminuria has a strong association with increased
carotid intimal medial thickness (IMT) and CAD in diabetic
subjects [22]. The Heart Outcome Prevention Evaluation
(HOPE) and Losartan Intervention For End point in
hypertension trials (LIFE) found that albuminuria reduction
from baseline predicted cardiovascular protection on follow
up [23, 24]. Several studies highlight the importance of early
intervention of Microalbuminuria to limit the excess
cardiovascular morbidity and mortality [25, 26, 27]. In our
study ACR was high in approximately 30 % patients of
metabolic syndrome and it was found to be strongly and
significantly associated with serum fasting insulin and
HOMA IR values (p value <0.0001). This finding was
consistent with the study of De Cosmo et al [28, 29].
Furthermore, simultaneous occurrence of hyperinsulinemia
and microalbuminuria identifies a group of subjects with
highly increased risk for CHD in elderly non diabetic
subjects  [30].Insulin  resistance causes endothelial
dysfunction leading to decreased bioavailability of nitric
oxide and acceleration of micro vascular disease. IR also
adversely affects tubular albumin uptake leading to exertion
of larger fraction of albumin. It also causes glomerular
hyperfiltration [31] which in turn causes enhanced albumin
ultrafiltration as well as excretion. In our study, no
association could be found between fasting insulin or HOMA
IR and waist circumference or BMI. This might be due to the
fact that Asian Indians have high visceral fat often at BMI
values in non obese range [32]. Indians have been found to
have a mean BMI of 23.3 kg/m2 with body fat approximately
35 % [33]. Intra abdominal fat is more in Asian Indians as
compared to other ethnic groups and this may contribute to
insulin resistance.

Our data demonstrated a significant association between
ACR and SBP and DBP in metabolic syndrome patients and
this is consistent with results from other studies [34, 35].

Low HDL and high triglyceride were present in 83 % and
76.8 % of people with metabolic syndrome respectively.
However, in contrary to the fact that Hyperinsulinemia has
been found to be associated with hypertriglyceridemia and
low HDL cholesterol [34-36] no significant association was
found between hyperinsulinemia and dyslipidemia in our
study. This fact indicates that hyperinsulinemia correlates
better with ACR [37] than with lipid profile in Indian MS
patients. An important limitation of this study was the small
sample size and that the ACR estimation was done only once.
Nonetheless, the association that we observed between
albuminuria and Hyperinsulinemia was statistically
significant. Second, we did not measure abdominal adiposity
by DEXA (Dual Energy X ray Absorptiometry) or CT
(computed tomography).

ACR correlates with insulin status and is strongly associated
with fasting insulin level as well as HOMA IR in Indian
patients with MS. It may act as a good cardiovascular marker
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in metabolic syndrome patients. ACR 1is significantly
associated with systolic and diastolic blood pressure.

Hence, ACR and serum fasting insulin levels can be used as
therapeutic target to reduce CV risk. Long term prospective
trials are needed to establish the level of ACR and serum
fasting insulin above which treatment should be instituted.

5. Acknowledgements

The authors are highly thankful to Department of
Biochemistry and Biomedical Informatics Centre (ICMR).

References

[1] Borch-Johnsen K, Feldt-Rasmussen B, Strandgaard S,
Schroll M, Jensen JS. Urinary albumin excretion an
independent predictor of ischemic heart disease.
Arteriosclerosis, thrombosis, and vascular biology.
1999;19 : 1992-7

[2] Hillege HL, Fidler V, Diercks GF, van Gilst WH, de
Zeeuw D, van Veldhuisen DJ, Gans RO, Janssen WM,
Grobbee DE, de Jong PE. Urinary albumin excretion
predicts cardiovascular and noncardiovascular mortality
in general population. Circulation. 2002; 106 : 1777-82

[3] Svendsen PA, Oxenbell B, Christiansen JS.
Microalbuminuria in diabetic patients--a longitudinal
study. Acta endocrinologica. Supplementum. 1980; 242
1534

[4] Mogensen CE, Chachati A, Christensen CK, Close CF,
Deckert T, Hommel E, Kastrup J, Lefebvre P,
Mathiesen ER, Feldt-Rasmussen B, Schmitz A.
Microalbuminuria: an early marker of renal
involvement in diabetes. Renal Failure. 1985; 9 : 85-95

[5] Deckert T, Feldt-Rasmussen B, Borch-Johnsen K,
Jensen T, Kofoed-Enevoldsen A. Albuminuria reflects
widespread vascular damage. Diabetologia. 1989; 32 :
219-26.

[6] Zandbergen AA, Vogt L, De Zeeuw D, Lamberts SW,
Ouwendijk RJ, Baggen MG, Bootsma AH. Change in
albuminuria is predictive of cardiovascular outcome in
normotensive patients with type 2 diabetes and
microalbuminuria. Diabetes Care. 2007; 30 : 3119-21.

[7] Zavaroni I, Bonora E, Pagliara M, Dall'Aglio E,
Luchetti L, Buonanno G, Bonati PA, Bergonzani M,
Gnudi L, Passeri M, Reaven G. Risk factors for
coronary artery disease in healthy persons with
hyperinsulinemia and normal glucose tolerance. New
England journal of medicine. 1989; 320 : 702-6.

[8] Haffner SM, Valdez RA, Hazuda HP, Mitchell BD,
Morales PA, Stern MP. Prospective analysis of the
insulin-resistance syndrome (syndrome X). Diabetes.
1992;41:715-22.

[9] Matthews DR, Hosker JP, Rudenski AS, Naylor BA,
Treacher DF, Turner RC. Homeostasis model
assessment: insulin resistance and -cell function from
fasting plasma glucose and insulin concentrations in
man. Diabetologia. 1985;28:412-9

[10] Murray CJ, Lopez AD. Global comparative assessments
in the health sector: disease burden, expenditures and
intervention packages

[11] Choi HS, Ryu SH, Lee KB. The relationship of
microalbuminuria with metabolic syndrome. Nephron
Clinical Practice. 2006;104(2):¢85-93

[12] Arnlév J, Evans JC, Meigs JB, Wang TJ, Fox CS, Levy
D, Benjamin EJ, D’Agostino RB, Vasan RS. Low-
Grade Albuminuria and Incidence of Cardiovascular
Disease Events in Nonhypertensive and Nondiabetic
Individuals The Framingham Heart Study. Circulation.
2005;112:969-75.

[13] Nadar S, Blann AD, Lip GY. Antihypertensive therapy
and endothelial function. Current pharmaceutical
design. 2004;10:3607-14.

[14] Dengel DR, Goldberg AP, Mayuga RS, Kairis GM,
Weir MR. Insulin resistance, elevated glomerular
filtration fraction, and renal injury. Hypertension. 1996
;28 :127-32.

[15] Parvanova Al, Trevisan R, Iliev IP, Dimitrov BD,
Vedovato M, Tiengo A, Remuzzi G, Ruggenenti P.
Insulin resistance and microalbuminuria a cross-
sectional, case-control study of 158 patients with type 2
diabetes and different degrees of urinary albumin
excretion. Diabetes. 2006;55:1456-62

[16] Reddy KS, Yusuf S. Emerging epidemic of
cardiovascular disease in developing countries.
Circulation. 1998;97:596-601.

[17] Tandon YS, Marwaha RK. A study of insulin resistance
by HOMA-IR and its cut-off value to identify metabolic
syndrome in urban Indian adolescents. J Clin Res
Pediatr Endocrinol. 2013:5

[18] Ziace A, Esmailzadehha N, Oveisi S, Ghorbani A,
Ghanei L. The threshold value of homeostasis model
assessment for insulin resistance in Qazvin Metabolic
Diseases Study (QMDS): assessment of metabolic
syndrome. Journal of research in health sciences. 2015
Jan 6;15:94-100.

[19] Johnson J, Duick D, Chui M, Aldasouqi S. Identifying
prediabetes using fasting insulin levels. Endocrine
Practice. 2009 Sep 28;16:47-52.

[20] Sung KC, Seo MH, Rhee EJ, Wilson AM. Elevated
fasting insulin predicts the future incidence of metabolic
syndrome: a 5-year follow-up study. Cardiovascular
Diabetology. 2011 Nov 30;10:108.

[21] De Zeeuw D, Parving HH, Henning RH.
Microalbuminuria as an early marker for cardiovascular
disease. Journal of the American Society of
Nephrology. 2006 Aug 1;17(8):2100-5.

[22] Jadhav UM, Kadam NN. Association of
microalbuminuria with carotid intima-media thickness
and coronary artery disease--a cross-sectional study in
Western India. The Journal of the Association of
Physicians of India. 2002 Sep;50:1124-9.

[23] Gerstein HC, Mann JF, Yi Q, Zinman B, Dinneen SF,
Hoogwerf B, Hall¢ JP, Young J, Rashkow A, Joyce C,
Nawaz S. Albuminuria and risk of cardiovascular
events, death, and heart failure in diabetic and
nondiabetic individuals. Jama. 2001; 286:421-6

[24] Wachtell K, Ibsen H, Olsen MH, Borch-Johnsen K,
Lindholm LH, Mogensen CE, Dahl.f B, Devereux RB,
Beevers G, de Faire U, Fyhrquist F. Albuminuria and
cardiovascular risk in hypertensive patients with left
ventricular hypertrophy: the LIFE study. Annals of
internal medicine. 2003;139:901-6.

Volume 5 Issue 9, September 2016

Licensed Under Creative Commons Attribution CC BY

Paper ID: ART20161514

294



International Journal of Science and Research (IJSR)
ISSN (Online): 2319-7064
Index Copernicus Value (2013): 6.14 | Impact Factor (2015): 6.391

[25] Evans G, Greaves 1. Microalbuminuria as predictor of
outcome: shows promise but large prospective trials are
needed. BMJ: British Medical Journal. 1999 Jan
23;318(7178):207.

[26] Klausen K, Borch-Johnsen K, Feldt-Rasmussen B,
Jensen G, Clausen P, Scharling H, Appleyard M, Jensen
JS. Very low levels of microalbuminuria are associated
with increased risk of coronary heart disease and death
independently of renal function, hypertension, and
diabetes. Circulation. 2004 Jul 6;110(1):32-5

[27] Romundstad S, Holmen J, Hallan H, Kvenild K, Kriiger
@, Midthjell K. Microalbuminuria, cardiovascular
disease and risk factors in a
nondiabetic/nonhypertensive population. The
Nord-Trendelag Health Study (HUNT, 1995-97),
Norway. Journal of internal medicine. 2002 Aug
1;252(2):164-72.

[28] De Cosmo S, Minenna A, Ludovico O, Mastroianno S,
Di Giorgio A, Pirro L, Trischitta V. Increased Urinary
Albumin Excretion, Insulin Resistance, and Related
Cardiovascular Risk Factors in Patients With Type 2
Diabetes Evidence of a sex-specific association.
Diabetes Care. 2005; 28:910-5.

[29] Mogensen CE, Chachati A, Christensen CK, Close CF,
Deckert T, Hommel E, Kastrup J, Lefebvre P,
Mathiesen ER, Feldt-Rasmussen B, Schmitz A.
Microalbuminuria: an early marker of renal
involvement in diabetes. Renal Failure. 1985;9:85-95

[30] Kuusisto J, Mykkdnen L, Pyordla K, Laakso M.
Hyperinsulinemic = microalbuminuria a new risk
indicator for coronary heart disease. Circulation. 1995
Feb 1;91(3):831-7

[31] Dengel DR, Goldberg AP, Mayuga RS, Kairis GM,
Weir MR. Insulin resistance, elevated glomerular
filtration fraction, and renal injury. Hypertension.
1996; 28:127-32.

[32] Banerji MA, Faridi N, Atluri R, Chaiken RL, Lebovitz
HE. Body Composition, Visceral Fat, Leptin, and
Insulin Resistance in Asian Indian Men 1. The Journal
of Clinical Endocrinology & Metabolism. 1999;84:137-
44,

[33] Dudeja V, Misra A, Pandey RM, Devina G, Kumar G,
Vikram NK. BMI does not accurately predict
overweight in Asian Indians in northern India. British
Journal of Nutrition. 2001;86:105-12

[34] Haffner SM, Stern MP, Gruber MK, Hazuda HP,
Mitchell BD, Patterson JK. Microalbuminuria. Potential
marker for increased cardiovascular risk factors in
nondiabetic subjects?. Arteriosclerosis, Thrombosis,
and Vascular Biology. 1990 Sep 1;10(5):727-31

[35] Woo J, Cockram CS, Swaminathan R, Lau E, Chan A,
Cheung R. Microalbuminuria and other cardiovascular
risk factors in nondiabetic subjects. International
journal of cardiology. 1992 Dec 31;37(3):345-50.

[36] Zavaroni I, Dall'Aglio E, Alpi O, Bruschi F, Bonora E,
Pezzarossa A, Butturini U. Evidence for an independent
relationship between plasma insulin and concentration
of high density lipoprotein cholesterol and triglyceride.
Atherosclerosis. 1985 Jun 30;55(3):259-66.

[37] Redon J, Miralles A, Pascual JM, Baldé E, Robles RG,
Carmena R. Hyperinsulinemia as a determinant of

microalbuminuria in essential hypertension. Journal of
hypertension. 1997 Jan 1;15(1):79-86.

Author Profile

Dr Anupa Prasad is M.D in Biochemistry and is presently working
as Assistant professor as well co principal investigator in the
department of Biochemistry. Her area of interest is cardiovascular
and metabolic diseases and the diagnostic and prognostic markers
of these diseases. She is particularly interested in population studies
and she is an excellent academician.

Dr Sudhanshu Shekhar is M.D in Biochemistry and has special
interest in metabolic diseases. He has published papers in field of
metabolic diseases, is a good academician and is presently involved
in many research works.

Dr K K Sinha is M.D in Biochemistry and he is professor and head
in the department of Biochemistry. He has been associated with
teaching and research for the past 30 years and his area of interest is
cardio vascular diseases.

Dr Tannu Kumari is PhD in Bioinformatics. Her research area
includes Bioinformatics and Medical Bioinformatics. She is
working as scientist II at Biomedical Informatics Centre (ICMR),
Department of Biochemistry.

Volume 5 Issue 9, September 2016

Licensed Under Creative Commons Attribution CC BY

Paper ID: ART20161514

295





