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CHAPTER I 

 

BACKGROUND AND INFORMATION 

 

1. The Role of the Autonomic Nervous System in Cardiovascular Control 

 The autonomic nervous system (ANS), with the somatic nervous system, makes 

up the peripheral nervous system. Sensory neurons carry information from internal 

organs, such as the heart, blood vessels, lungs, and gastrointestinal tract to the 

hypothalamus and brainstem, homeostasis control centers of the body, via cranial 

nerves to regulate and monitor activities of the preganglionic autonomic neurons 

(McCorry 2007). All efferent nerves coming from the central nervous system (CNS), 

except for the ones that innervate the skeletal muscles, are considered autonomic. The 

ANS is often divided into three elements: the sympathetic (SNS), the parasympathetic 

(PNS) and the enteric nervous systems (ENS).  

 

  The SNS is traditionally known as the system that mediates the fight-or-flight 

response. It has short myelinated pre-ganglionic fibers that synapse onto long, small-

diameter (<5 µm), unmyelinated post-ganglionic fibers in the sympathetic ganglion 

chains that run parallel to the spinal cord. These post-ganglionic nerves then innervate 

effector organs such as: smooth muscle and cardiac muscle, liver, kidneys, reproductive 

organs and others (Hamill, Shapiro, and Vizzard 2012). The principal neurotransmitter 

released at the endings of sympathetic post-ganglionic nerves is norepinephrine (except 

many fibers that innervate sweat glands release acetylcholine). Activation of receptors 



	   2	  

by norepinephrine (NE) can increase BP, HR, and cardiac output (CO). Vascular 

smooth muscle tone and sweating are primarily controlled by the SNS. Pre-ganglionic 

nerves can also bypass the sympathetic chain to directly innervate the adrenal medulla 

to regulate the release of NE and epinephrine (McCorry 2007).  

 

 The PNS neurons emerge from the brainstem and the sacral region of the spinal 

cord (S2-S4). The majority (75%) of all PNS fibers are in the vagus nerve.  

They have long preganglionic axons that synapse onto short postganglionic neurons 

next to or directly embedded in effector tissues. Because of this, the effects of the PNS 

are usually localized and discrete (McCorry 2007). The neurotransmitter released at 

parasympathetic nerve endings is acetylcholine. At rest, the PNS is responsible for 

energy conservation of the body by reducing BP and HR. It is also activated during 

digestion and nutrient absorption (Waxman et al. 1989) (Figure 1). 

 

 The ENS is made up of a highly dense neuronal network that runs along the 

entire length of the gut. The neurons of the ENS form an interconnected circuit and are 

grouped into ganglia in the myenteric and the submucosal plexus (Sasselli, Pachnis, 

and Burns 2012). It plays an important role in controlling mucosal secretion and 

absorption, and immune function as well as the local blood flow (Vermeulen et al. 2014). 

There are sensory neurons in the ENS that are sensitive to mechanical, chemical and 

osmotic stimuli that can send either excitatory or inhibitory signals to the enteric neural 

circuits and affect local processes such as vasoconstriction/vasodilation of blood 

vessels in the gut area (Costa, Brookes, and Hennig 2000).  
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Figure 1: Actions of sympathetic and parasympathetic nerves (Vinik 2012). 

 

1.1. Baroreceptor reflex 

 The baroreflex is a mechanism that monitors beat-to-beat changes of BP and 

HR. The arterial baroreceptors are located in the carotid sinuses and the aortic arch and 

transmit afferent information via the vagal and the glossopharyngeal nerves to the 

nucleus tractus (NTS) solitarii of the medullary brain stem. Baroreceptors can detect 

mechanical deformation of the vessels when BP rises and send a signal to the 

brainstem. The NTS sends excitatory glutamateric signals to the nucleus ambiguous 
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(NA), the dorsal motor nucleus of the vagus (DMNX) and the caudal ventrolateral 

medulla (CVLM). While the CVLM then transmits inhibitory GABA-mediated messages 

to the rostral ventrolateral medulla (RVLM) to decrease sympathetic efferent output, the 

NA and DMNX release excitatory signals to increase parasympathetic tone (Figure 2) 

(Kirchheim 1976, Robertson, Diedrich, and Chapleau 2012). The cardiopulmonary 

baroreceptors are present in the heart, vena cava and the pulmonary vasculature and 

are sensitive to blood volume changes. These project into the nodose ganglia 

(Robertson, Diedrich, and Chapleau 2012). When blood pressure rises, baroreceptor 

activity increases and activates three responses: 1) Increases parasympathetic signals 

2) Reduces sympathetic signals and 3) Decreases arginine vasopressin secretion from 

the posterior pituitary. These effects tend to bring BP back to normal level.  

 

 Baroreflex sensitivity decreases with aging and also in several diseases such as 

hypertension, heart failure, autonomic failure, and obesity. In patients where the 

baroreflex is impaired, the ability to buffer changes in BP decreases, and therefore, the 

responses to either extrinsic or intrinsic stimuli are magnified. Recent studies 

hypothesize that carotid body denervation may possibly reduce blood pressure 

(McBryde et al. 2013, Ribeiro et al. 2013, Abdala et al. 2012). However, it is an invasive 

procedure and even though it exerts short-term lowering of BP, the long-term effects on 

cardiovascular events are still to be determined. 
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Figure 2: Baroreceptors detect changes in BP and send signals to the central nervous 

system to adjust parasympathetic and sympathetic nervous signals to bring BP and HR 

back to normal (Robertson, Diedrich, and Chapleau 2012). (NA: nucleus ambiguous, 

DMNX: the dorsal motor nucleus of the vagus, CVLM: the caudal ventrolateral medulla, 

RVLM: ventrolateral medulla, PVN: paraventricular nucleus, SON: supraoptic nucleus) 

 

1.2. Autonomic control of the splanchnic circulation 

 The splanchnic organs include the stomach, small intestine, large intestine, 

colon, liver, spleen and pancreas. These organs receive ~25% of cardiac output. Blood 

vessels serving these organs make up the splanchnic circulation and contain about 25% 

of total blood volume. Because of its powerful capacitance for blood storage, the 

splanchnic circulation plays a major role in blood pressure regulation. There are two 

mechanisms by which the splanchnic circulation could affect systemic blood pressure: 
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1) constriction of splanchnic arteries can dramatically increase BP and the total 

peripheral resistance and 2) cardiac preload increases because of venous constriction. 

Extrinsic neural and hormonal inputs such as catecholamines, angiotensin II and 

vasopressin, etc. have the most impact on these two mechanisms (King, Osborn, and 

Fink 2007). The veins and arteries in the splanchnic region are heavily innervated. 

There are three main sensory nerves that receive information from the splanchnic 

region and convey it to the CNS: the vagal, the splanchnic and the pelvic nerves. While 

the vagus transmits signals through the nodose ganglia to the solitary tract nucleus, the 

splanchnic and pelvic nerves have neuron cell bodies in the celiac and dorsal root 

ganglia (DRG) that project into the spinal cord (McBride et al. 2001) (Figure 3). 

 

Figure 3: Afferent and efferent nerves that innervate the splanchnic region. Modified 

from (McBride et al. 2001). 
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Both vagal and splanchnic nerves are sensitive to mechanical and chemical stimuli in 

the gastrointestinal tract due to a variety of receptors sensitive to these stimuli. Among 

these receptors are the non-specific Ca2+ ion channels in the transient receptor potential 

(TRP) family (Brierley et al. 2009). These channels play an important role in maintaining 

mucosal integrity, osmolality, blood pressure, and intestinal motility, among other 

functions (Sipe et al. 2008). 

 

1.3. Autonomic control of the kidneys 

 The renin-angiotensin-aldosterone system (RAAS) interacts with the autonomic 

nervous system to control blood pressure, blood volume and sodium/fluid balance. This 

control is primarily sympathetic (Jackson and Raghvendra 2004). When a decrease in 

blood volume is sensed by the cardiopulmonary baroreceptors, antidiuretic hormone 

secretion from the posterior pituitary increases and so does the sympathetic signal in 

the renal nerves. Norepinephrine released from the sympathetic nerve can trigger the 

release of renin in juxtaglomerular (JG) cells exclusively via β1-adrenergic receptors. In 

addition, a decrease in blood flow in renal arterioles and /or in NaCl flow can also 

increase the rate of renin release (Castrop et al. 2010). Renin converts angiotensinogen 

into angiotensin I (Ang), and then the angiotensin converting enzyme converts Ang I 

into Ang II. Ang II can directly increase BP by acting on angiotensin receptor 1 (AT1) to 

increase vasoconstriction, elicit baroreflex dysfunction by reducing the baroreceptor 

reflex in the NTS, and further increase sympathetic activation to release even more 

renin in a positive feedback loop (Fyhrquist and Saijonmaa 2008, McKinley et al. 2003). 

Ang II also can stimulate aldosterone release from the adrenal cortex to increase water 
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reabsorption and sodium retention from the collecting duct (Diz et al. 2011). All of these 

effects of Ang II would increase BP back to normal (Figure 4). Afferent renal nerves 

feed directly into the DRG and the efferent nerves run through both the celiac and 

mesenteric ganglia (Castrop et al. 2010) (Figure 3). Unlike the immediate control of BP 

by the baroreflex, the RAAS regulates BP over a longer period of time. 

 

Figure 4: The RAAS system (Plum and DeLuca 2010). 
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2. Autonomic Nervous System Dysfunction and Blood Pressure Control 
 
 Autonomic failure patients commonly experience baroreflex impairment (Heusser 

et al. 2005).  In multiple system atrophy (MSA) patients, the impairment occurs 

centrally. On the other hand, patients with pure autonomic failure (PAF) have defects in 

the peripheral efferent nerves (Robertson, Diedrich, and Chapleau 2012). Because of 

baroreflex impairment, patients with MSA and PAF can no longer buffer changes in BP 

and HR due to endogenous or exogenous stimuli. As a result, orthostatic hypotension, a 

condition in which systolic BP drops at least 20 mmHg (or diastolic BP reduces ~10 

mmHg) when standing, is observed in both populations even though ~50% of patients 

are hypertensive when in the supine position (Figure 5). Patients with autonomic failure 

present the perfect opportunity to study the fundamental determinants of autonomic 

cardiovascular regulation that are normally masked by baroreflex function. 
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Figure 5: Autonomic controls of cardiovascular function. MSA and PAF patients 

have impairment in the efferent arch of the baroreflex (Robertson, Diedrich, and 

Chapleau 2012). 

 

2.1. The effect of water drinking in patients with dysautonomias 

 Water makes up the majority of body weight (Slaughter et al. 1993, Knechtle et 

al. 2010). The ratio between free water molecules and solute in the intracellular and 

extracellular compartment defines osmolality and deviation of osmolality as little as 3% 

can be lethal (Bourque 2008) (Liamis et al. 2008, Saly and Andrew 1993). Therefore, 

the regulation of water content in the body is tightly regulated. The central osmosensors 

MSA 

PAF 
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are reportedly located in the organum vasculosum of the lamina terminalis and 

subfornical organ (Geerling and Loewy 2007, Hollis et al. 2008). There are also 

osmosensors in the periphery, one of which is the transient receptor potential vanilloid 4 

(TRPV4) channel. 

 

 In patients whose baroreflex is compromised, ingestion of 480 ml of water 

causes an acute increase in BP that peaks after around 15-20 minutes and lasts for 

more than 40 minutes. The average response is 33 mmHg in MSA patients and 37 

mmHg in PAF patients. An attenuated response occurs in healthy elderly individuals 

(~11mmHg) whereas the response is absent in healthy young individuals (Jordan et al. 

2000, Jordan et al. 1999, Cariga and Mathias 2001) (Figure 6). When these patients 

were given the same volume of 0.42 % NaCl solution, the pressor effect paradoxically 

decreased (Raj et al. 2006). Also, an intravenous infusion of 5% dextrose in water could 

not produce as dramatic a response as water drinking. Plasma volume also did not 

increase after water ingestion (Jordan et al. 2000). These data all suggest that the 

pressor effect of water is not due to volume expansion. Because osmolality was the 

determining factor in the initiation of the response, this pressor effect of water was 

named the “osmopressor response (OPR).” The OPR is dose-dependent; 120 ml, 240 

ml and 480 ml of water increase BP by up to 9 mmHg, 29 mmHg and 44mmHg, 

respectively, in autonomic failure patients (data not published). 

  

 Norepinephrine levels in autonomic failure patients increase significantly after 

drinking water, indicating activation of the sympathetic nervous system (Figure 7).  This 
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finding was surprising because the sympathetic response to stimuli such as handgrip 

and cold pressor testing is absent in these patients (Raj et al. 2006). When autonomic 

ganglia were blocked by trimethaphan, the pressor effect of water was abolished even 

in patients most sensitive to water (Shannon et al. 2000). It was also observed that 

when treated with yohimbine, an α2-adrenergic receptor antagonist, blood pressure 

increased in this population of patients. Interestingly, pressor responses to yohimbine 

and water were correlated (Biaggioni, Robertson, and Robertson 1994, Jordan et al. 

2000). These data suggest that efferent sympathetic function is not completely lost in 

autonomic failure patients; some residual efferent nerves are present and patients may 

be hypersensitive to blood pressure stimuli to compensate for their loss of efferent 

nerves. An inability to buffer the pressor response due to an impaired baroreflex would 

also contribute to the OPR.  Although the pressor effect of water ingestion was not 

present in healthy young adults, the sympathetic nervous system was still activated by 

water drinking. The increased total peripheral resistance observed in these subjects 

was not able to cause an increase in blood pressure because of the compensatory 

reduction of cardiac output (Lu et al. 2003).  
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Figure 6: Water ingestion 

produced pressor effect in 

patients with MSA, PAF and 

healthy elderly. Modified from 

(Jordan et al. 2000) 
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Figure 7: Plasma norepinephrine increased significantly 30 minutes after water 

ingestion (Raj et al. 2006).  

 

 Drinking 473 ml (16 ounces) of water before a tilt-table test helped young healthy 

subjects to prolong their tolerance for upright posture (Lu et al. 2003). Since the 

discovery of the osmopressor response, patients with autonomic failure have benefited 

from it as a treatment to cope with syncope (Shannon et al. 2002). Further studies to 

better understand the exact locations and mediators of this response could lead to 

development of more effective drug therapy and management of blood pressure for 

these patients. 
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2.2. Previous works in animals on the osmopressor responses 

 The OPR can be produced in a sino-aortic-denervation (SAD) mouse model. It 

has a magnitude and time-course similar to that seen in human studies. This response 

is present when water is infused to either the stomach or the duodenum. On the other 

hand, infusion of 0.9% saline into the duodenum does not elicit an osmopressor 

response in this mouse model (McHugh et al. 2010). This finding further confirms that 

the OPR is not a product of volume expansion or luminal stretch. Interestingly, 

osmolality in the portal vein is significantly lower than systemic osmolality at 15 minutes 

after water infusion, at the time of the maximal pressor response (Figure 8) (McHugh 

2010). TRPV4 is considered a potential mediator of the OPR since this effect is lost in 

TRPV4 knockout mice. Yet the osmolality of the portal vein of these mice was also 

lower than systemic osmolality (Figure 9) ((McHugh et al. 2010). We therefore designed 

a study of the role of the portal circulation and the liver in sensing changes in plasma 

osmolality and the relationship between osmolality and the OPR (see chapter II). 

  

 The OPR is completely absent in dopamine-β-hydroxylase (Dbh) knockout mice 

which, due to their genetic defect, have undetectable norepinephrine (Weinshenker et 

al. 2002, Szot et al. 1999). The α1-adrenergic receptor antagonist prazosin blocks the 

OPR in mice. These results confirm pharmacologically and genetically the importance of 

norepinephrine in eliciting the OPR, as was indicated in human studies and suggest the 

involvement of the sympathetic nervous system in the efferent arm of the OPR (McHugh 

et al. 2010).  McHugh et al. also studied the role of the vagus in the OPR by infusing 

water into the duodenum of mice following vagotomy. It was concluded that the vagal 
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nerve was not crucial for the OPR because a similar increase of BP was observed in 

these mice (McHugh et al. 2010).  

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 8: Osmopressor response in SAD mice A) Water (Blue) but not saline (Pink) 

could produce the OPR. B) After water infusion, portal osmolality was significantly lower 

than systemic osmolality. This difference was not observed when saline was given 

(McHugh 2010).  
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Figure 9: TRPV4-/- mice did not respond to water despite having a similar osmolality 

reduction in the portal vein. Modified from (McHugh et al. 2010). 

 

 Study of OPR in mice suggested that osmolality reduction in the portal region 

was the key stimulus of the pressor response. This reduction might be detected by 

TRPV4 channels in the portal region and the signal transferred to spinal afferent nerves 

to increase sympathetic signals and release norepinephrine as the result.  

 
 
2.3. Potential molecular mediators of the osmopressor response 
 

     2.3.1. Transient receptor potential vanilloid 4 (TRPV4) 

 TRPV4 remains the most likely mediator of the OPR. These channels are 

expressed in the heart, brain, kidneys and the neurons of the dorsal root ganglia 

(Earley et al. 2005, Tian et al. 2004, Pritschow et al. 2011, Sukumaran et al. 2013, 

Wu et al. 2007). Previous work in TRPV4-/- mice showed that these knockout mice 

did not have increased blood pressure after water ingestion despite their portal 

osmolality being significantly lower than the systemic osmolality just like in WT mice 
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(McHugh et al. 2010). However, the exact location where TRPV4 might detect 

osmolality change to convey the signals to the spinal cord remains to be determined. 

TRPV4 channels can be activated by hypo-tonicity, heat, mechanical and chemical 

stimuli such as 4α-phorbol ester (4α-PDD) and arachidonic acid (Watanabe et al. 

2003). Once activated, TRPV4 channels are ~10x more permeable to Ca2+ than to 

Na+ (Watanabe et al. 2003). Ca2+ entry to cells can result in neurotransmitter 

releases such as calcitonin-gene-related peptide, substance P or nitric oxide (NO) 

(Kohler and Hoyer 2007, Grant et al. 2007, Zhang and Gutterman 2011, Rath, 

Dessy, and Feron 2009).  

 

 In TRPV4-/- mice, hepatic afferent nerves no longer respond to a hypo-osmotic 

stimulus, suggesting the importance of TRPV4 channels in the hepatic region 

(Lechner et al. 2011). TRPV4 also plays a critical role in regulating volume decrease 

and salt-sensitive hypertension (Gao and Wang 2010a, b, Gao et al. 2009). High 

sodium intake presents as a risk factor for hypertension and is observed in >60% of 

essential hypertension patients (Rodriguez-Iturbe, Romero, and Johnson 2007). 

When rats were fed 3% high salt diet, TRPV4 expression in the DRS and the 

mesenteric resistant arteries was significantly upregulated (Gao et al. 2009). On the 

other hand, TRPV4 expression in the Dahl salt-sensitive rat is significantly lower 

than in the salt-resistant rat after high-salt diet (Gao and Wang 2010b). These 

results suggest that TRPV4 not only responds to hypo-tonicity but might counteract 

salt-induced hypertension also. 
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 2.3.2. Calcitonin-gene-related-peptide 

 Calcitonin-gene-related peptide (CGRP) is a 37-amino acid neuropeptide 

currently viewed as perhaps the most potent known vasodilator (Brain and Williams 

1985).  It is 100-1000 times more potent than substance P or acetylcholine 

(Asimakis et al. 1987). CGRP exists in two forms, α-CGRP and β-CGRP, that share 

more than 90% homology (Steenbergh et al. 1986). While α-CGRP is the result of 

tissue-specific alternative splicing from the calcitonin gene, β-CGRP is the product of 

translation from a completely different gene. Both genes are located on chromosome 

11 (Alevizaki et al. 1986). The majority of CGRP is α-CGRP, which is expressed 

widely in both central and peripheral nervous systems (Brain and Grant 2004). In the 

periphery, α-CGRP is found mainly in sensory neurons that are closely associated 

with blood vessels, at the junction of the adventitia and the media passing into the 

muscle layer, where CGRP release is localized appropriately to act as a potential 

vasodilatory agent (Holzer 1988, Uddman et al. 1986). CGRP has been known to 

co-express with TRPV1 and TRPV4 channels in sensory neurons (Vergnolle et al. 

2010, Brierley et al. 2008). Activation of TRPV channels leads to the release of 

downstream signaling chemicals such as CGRP and substance P (Grant et al. 2007, 

Chan et al. 2003). CGRP is also expressed in other organs and tissues important for 

autonomic cardiovascular regulation, such as the sinoatrial and atrioventricular 

nodes, nucleus tractus solitarii, the vagal nerve and the hypothalamus (Zaidi et al. 

1985, Hokfelt et al. 1992). The administration of CGRP systemically causes a dose-

related decrease in blood pressure (BP) in both normotensive and spontaneously 

hypertensive rats, as well as in human subjects (Wimalawansa 1996, 1997).  
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Patients with secondary hypertension are reported to have elevated plasma CGRP 

as a compensatory mechanism for high blood pressure (Masuda et al. 1992). 

Interestingly, in essential hypertension subjects, plasma CGRP is reduced compared 

to healthy volunteers (Portaluppi et al. 1992, Wang et al. 2007). In mice more than 

80% of gastric spinal afferents contain CGRP (Chan et al. 2003). Due to its 

neurotransmitter properties, presence in spinal and vagal afferents, and association 

with the TRP family CGRP may be a potential mediator in the pressor effect. 
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 3. Thesis Aims 

 Input from the autonomic nervous system is constantly required to maintain the 

blood pressure (BP) during upright posture and normal daily activities. It is a major 

challenge for the body to sustain cardiovascular homeostasis because even mild 

perturbation of this fine-tuning control mechanism can impair orthostatic tolerance. As 

many as 1,000,000 Americans are reported to have problems with orthostatic 

regulation, of which 25% present with orthostatic hypotension. Since orthostatic 

hypotension causes significant symptoms and a substandard quality of life, much effort 

has been invested to study the autonomic nervous system in health and diseases. 

However, fundamental determinants of autonomic cardiovascular regulation are yet to 

be determined.  

 

 One influence on autonomic cardiovascular regulation was unexpectedly 

discovered during studies in patients with efferent autonomic failure, in which oral 

ingestion of water elicited a robust pressor response. Since these initial observations, 

effects of water ingestion have also been observed in healthy young and old subjects, in 

patients with hypertension, and individuals with neurally mediated syncope, though 

responses are of smaller magnitude. This water response is now widely recognized and 

confirmed. Results from this clinical research led to the suggestion to the Red Cross 

that water could be given prior to blood donation to prevent fainting (van den Berg et al. 

2012).  
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 Little is yet known about the mechanism by which water exerts this pressor 

effect. The magnitude of the response suggests that water may play a role in an 

unrecognized mechanism involving cardiovascular regulation in both heath and disease. 

To study this phenomenon, a mouse model that mimics human baroreflex dysfunction 

has been used in studies described in chapters II, III and IV. Previous mouse studies 

showed that both gastric and duodenal infusion of water produce a robust pressor 

response, placing the location of water’s actions at or distal to the duodenum and 

independent of oral, esophageal, and gastric mechanisms. The stimulus for this 

response is osmolality reduction in the portal region. The sympathetic nervous system is 

crucial for the osmopressor effect.  

 

 The nature of the afferent limb in the OPR and the exact location where hypo-

osmolality is detected to initiate the response is yet to be determined. Several potential 

molecular mediators of this response (TRPV1, Substance P, TRPV4) have been studied 

in genetically altered knockout mice and only TRPV4 has been implicated thus far. In 

the TRPV4 knockout mice, the water effect is significantly diminished. The role of CGRP 

in the OPR is be explored in studies described in chapter V. 

 

 The purpose of this dissertation is to study the afferent arm of the OPR by 

investigating the roles of the portal circulation and the splanchnic nerve. The kidneys 

are an important factor in BP and osmolality homeostasis. Therefore, this project also 

aims to study the role of the kidneys in the OPR. The knowledge gained from this 

project may lead to identification of novel gene product targets for which agonist and 
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antagonist drugs can be developed as new tools with implications for cardiovascular 

regulation (Figure 10). 

  

 In an attempt to study the mechanisms underlying the OPR, two side projects 

were carried out to further understand the hemodynamic and autonomic properties of 

the CGRP-/- and TRPV4-/- mice (Chapters V and VI).  

 
 
 
 

 
 
Figure 10: Thesis aims. 
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3.1. Specific Aim 1: To study the role of osmolality and the portal circulation in 
initiating the osmopressor response 
 
 Water infusion into the duodenum stimulates transport of NaCl from blood to 

lumen, resulting in the absorption of water against its osmotic gradient in the lower small 

intestine. During this process, alteration in portal blood osmolality occurs. After water 

infusion, portal osmolality is lower than systemic osmolality (Figure 8). On the other 

hand, no change is observed when normal saline is infused. 

 However, the sites of action, as well as the mechanism that could detect changes 

in osmolality and elicit the OPR are still unclear. The purpose of this aim is to 

investigate the role of the portal region in detecting changes in plasma osmolality and 

initiating the OPR. 

 To address this aim, the four following questions were answered in chapter II: 

 1) Is OPR present when hypo-tonicity is introduced directly into the portal vein? 

 2) Is OPR present when hypo-tonicity is introduced directly into the jugular vein? 

 3) TRPV4-/- mice did not have OPR when water was infused into the  

duodenum. However, can OPR be elicited when hypo-tonicity is infused                  

directly in the portal vein? 

 4) Would hypertonic solution elicit the OPR when directly infused into the portal  

       vein? 
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3.2. Specific Aim 2: To study the role of gastrointestinal afferent nerves in the 

OPR 

 There are two known afferent nerves that send signals from the splanchnic area 

to the central nervous system: the vagal and splanchnic nerves (Figure 3). The role of 

the vagal nerve in OPR was previously eliminated. TRPV4 has been shown to be a key 

player in the OPR. This gene product is localized throughout the mesenteric vessels 

and the dorsal root ganglia (DRG). The splanchnic nerve innervates the liver and 

projects into the DRG (Lechner et al. 2011). Therefore, this aim will focus on studying 

the involvement of the splanchnic nerve in the OPR. 

 To address this aim, the following two questions were answered in chapter III: 

 1) Is OPR present in mice that have celiac ganglionectomy when water is  

       infused into the duodenum? 

 2) Is OPR present in mice that have both celiac ganglionectomy and vagotomy? 
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3.3. Specific Aim 3: To study the involvement of the renal system in OPR 

 The kidneys have long been recognized as the principal effector for systemic 

osmoregulation and chronic blood pressure control. Increased sympathetic efferent 

activities triggered by water ingestion can also lead to increased renin secretion in the 

kidneys. As renin release increases via sympathetic activation, angiotensin II (Ang II) in 

plasma increases as a consequence. Angiotensin II receptors are present throughout 

the vascular system, and more recently, can be found inside the blood brain barrier. 

Besides being the regulator for BP, the Ang II system has been reported to regulate the 

central and peripheral sympathoadrenal systems, as well as water and sodium intake 

(Saavedra 2005). Therefore, Ang II might be important for the pressor effect of water. 

Moreover, the renal nerves recently have been recognized as a key regulator of 

hypertension in human (Polimeni, Curcio, and Indolfi 2013, Abdulla et al. 2011, Salman 

et al. 2010). This aim will study the necessity of the renal system in the OPR. 

 To address this aim, the following three questions were answered in chapter IV: 

 1) Can the angiotensin II receptor antagonist losartan block the OPR? 

 2) Are intact kidneys required for initiating and maintaining of OPR? 

 3) Can renal nerve denervation abolish the OPR? 
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4. Materials and Methods 

 All protocols were approved by the Vanderbilt University Institutional Animal Care 

and Use Committee (IACUC) and carried out in accordance with the National Institutes 

of Health Guide for the Care and Use of Laboratory Animals (8th edition, 2011). 

 

4.1. Mice 

 Wild type C57BL/6 mice (n=146; in-house breeding) were used in all of the 

experiments unless otherwise noted. TRPV4-/- mice (n = 23) with C57/BL6 background 

were developed and provided by Wolfgang Liedtke (Liedtke and Friedman 2003) from 

Duke University. Global knockout αCGRP/calcitonin mice (CGRP-/-; n=33) were 

generated by Robert F. Gagel, MD from MD Anderson Cancer Center, Texas as 

previously described (Gangula et al. 2000) and re-derived by Charles River on a 

C57BL/6 background (Glaser et al. 2007). Briefly, exons 2 through 5 of the calcitonin I 

gene were replaced with PGK neoBPA to generate CGRP-/- homozygous deficient mice. 

Animals were 4-5 months and age-matched at the time of all experiments.  

 

4.2. Sino-aortic denervation model 

 Mice was anesthetized with 4% isoflurane and kept at 2% during surgery. A 

ventral midline incision of  ~1cm was made in the neck to allow access to both carotid 

bifurcations as previously described (Schreihofer and Sved 1994, Guo, Thames, and 

Abboud 1982, McHugh 2010). The submandibular glands were carefully separated to 

expose the carotid arteries and the afferent components of the baroreflex. All 

connective tissue associated with the carotid sinus region was removed. The superior 
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cervical ganglia, as well as the carotid sinus nerve, were isolated and removed. To 

ensure complete denervation, the adventitia in the bifurcation area was also stripped. 

Lack of bradycardia after injection of phenylephrine (20µg/Kg, 10µl/30gram body 

weight-BW) was used to confirm baroreflex impairment (Figure 11). 

Figure 11: HR response to Phe was blunted after SAD surgery. A) Blood pressure 

response to Phe before (Blue) and after (Red) SAD, n=5. B) HR response to Phe was 

blunted (Red) after SAD compared to before (Blue), n=5. Phenylephrine was used to 

validate the completeness of SAD.  

 

4.3. Continuous BP recordings in acute studies 

 Mice were anesthetized with 4% isoflurane, maintained at 2% during all 

surgeries, and then kept at 1% isoflurane in oxygen during measurements. An 

isothermal pad (Braintree Scientific, Inc.) was used to keep body temperature constant 

at 36oC to 37oC. All drugs were administered via a venous catheter in the left jugular 

vein. BP was measured through a left femoral artery catheter (PE-20, Micro-Renathane, 

Braintree Scientific Inc.) connected to a pressure transducer (DTX Plus-6), which was 
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then connected to a carrier amplifier (Gould Instruments). ECG leads were inserted 

under the skin for heart rate (HR) measurement. BP and HR signals were recorded 

using a WINDAQ data acquisition system (DI720, DATAQ, Akron, OH) and analyzed by 

Physiowave software written by Dr. Diedrich in PV-Wave (Visual Numerics, Boulder, 

Co.) 

 

4.4. Gastric/Duodenal cannulation 

 An upper abdominal medial incision approximately ~1cm was made on the left 

side to expose the stomach. Blunt forceps were used to puncture the fundus and for 

access of the PE-50 catheter to the stomach. The catheter was passed beyond the 

pyloric sphincter into the duodenum and secured in place by silk suture. This would also 

prevent any reflux of GI fluids. Water was infused into the duodenum at 125µl/ minute at 

a volume of 25 µl/g of BW. 

 

4.5. Portal vein cannulation preparation 

 This procedure was similar to previously described methods of portal vein 

cannulation (Chueh, Malabanan, and McGuinness 2006) but applied in an acute setup. 

A midline laparotomy of approximately ~2.5cm was made and the intestine was moved 

aside with saline-soaked Q-tips to expose the portal vein. A catheter constructed by 

connecting Silastic (0.025 in. OD) tubing to a 3mm tip of PE-10 was used to puncture 

the portal vein and anchored by topical tissue adhesive (World Precision Instruments, 

Inc.). The abdominal incision was closed with suture and secured by the same 

adhesive. Either half normal saline or normal saline was infused directly into the portal 
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vein at 100µl/minute (10% of the venous blood flow speed) at a volume of 12.5 µl/g of 

BW. Infusion of 0.45% saline would not cause hemolysis (Bruno, Cuppini, and Valora 

1979) yet could significantly alter the osmolality of the portal circulation. 

 

4.6. Celiac ganglionectomy procedure 

 The procedure was adapted from a method previously described by Li et al. (Li et 

al. 2010). A midline laparotomy incision ~2cm exposed the celiac ganglion area. All 

visible nerves on the aorta, celiac artery and mesenteric artery, as well as the celiac 

plexus, were removed by stripping with blunt forceps. The abdominal wall was closed in 

two layers with silk suture. In sham animals, the ganglion plexus was exposed for ~5 

minutes but otherwise untouched. All surgeries were performed using aseptic 

techniques. All mice were given Cefazolin (1.6mg/g BW) intramuscularly (IM) for 3 days 

post-op and allowed to recover for one week before the water study. Completeness of 

the CGX surgery was confirmed by the significantly lower level of norepinephrine in the 

spleen, liver and small intestine. 

 

4.7. Bilateral nephrectomy  

 Bilateral nephrectomy was performed 15 minutes before water was infused into 

the duodenum of SAD mice. We adapted the nephrectomy surgery procedure described 

in Skrypnyk, 2013 #137}.  Incision of ~0.5cm were made bilaterally in the back to 

expose the kidneys. Silk suture (4.0) was used to occlude the renal artery and renal 

vein. The kidney capsules was carefully removed to leave the adrenal glands intact and 

untouched. Both kidneys were removed by scissors.  
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4.8. Bilateral renal denervation preparation 

 All surgeries were aseptic. Mice were anesthetized with 4% isoflurane and 

maintained at 2% during surgery. Similar to procedures previously described (Gava et 

al. 2012), incisions of ~0.5cm were made bilaterally in the back to expose the kidneys 

and their renal arteries. Silk sutures (4.0) soaked in a solution composed of 10% phenol 

and 70% ethanol were used to wrap around and rub on the arteries. Sham mice 

underwent the same procedure except that no perturbation of the arteries occurred to 

eliminate any damage to the nerve simply due to friction. All animals were given 

Cefazolin (1.6mg/g BW ) IM for three days post-op and allowed at least 7 days to 

recover before the water study. Renal denervation was confirmed by measuring 

norepinephrine, epinephrine and dopamine in the kidneys at the end of the water 

experiment. 

 

4.9. Telemeter implantation and recordings 

 Mice were anesthetized with 4% isoflurane and maintained on 2% isoflurane in 

oxygen during the surgery. An isothermal pad (Braintree Scientific, Inc.) maintained 

body temperature at 36oC to 37oC. Before surgery, buprenorphine hydrochloride (4ul/g 

body weight (BW) and Cefazolin (1.6mg/g BW) were administered intramuscularly. 

Following aseptic techniques, a telemeter model TA11PA-C10 from Data Science 

International (DSI) was implanted with the tip of the device inserted into the left carotid 

artery. A subcutaneous pocket was made on the left side of the body to house the 

device. Incisions were closed with sterile suture from EthiconTM and the mice given 

Ringer solution (1ml/25 gram BW) from Baxter, Inc. intraperitonealy. All animals were 
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monitored for at least 1 week before telemetry recording. The telemeter signal was 

processed using DataQuest ART (Edition 4.3) developed by DSI. The data were 

continuously sampled at 500Hz processed in 10 sec blocks during day (light on period 

06:00-18:00) and night (light off period 18:00-6:00). Analysis was performed when heart 

rate and blood pressure rhythms normalized after surgery. For statistical analysis, the 

values for 7 consecutive days were analyzed to assess MAP, HR and activity levels. 

Means of the 24hr as well as 12hr for the day period and for the night period for each 

day were obtained. Mean MAP, HR and locomotor activities were also calculated for the 

whole period of seven days. The analysis program was written in MatLab by Dr. Andre’ 

Diedrich. 

 

4.10. Catecholamine measurements 

 Urine and plasma catechols were assayed using the method previously 

described by Eisenhofer et al (Eisenhofer 1986) with variations. Briefly, samples were 

extracted with alumina, and 3,4-dihydroxybenzylamine was added as an internal 

standard.  Eluate was run on an ESA HPLC system consisting of an ESA 542 

Autosampler, ESA pump, Axxi-chrom column (Thompson Instruments, Clearbrook Va.), 

ESA5011 analytical cell, and Coulochem II detector. Both urine and plasma controls 

were run in sample sets. 

 

 Tissue samples were prepared on ice by adding 0.1N perchloric acid. An Omni 

International TH homogenizer with disposable probes was used to homogenize the 

tissues. After homogenization, the samples were sonicated for a minimum of 20 
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seconds. Finally, they were centrifuged twice at 3000 rpm for 20 minutes; supernatant 

aliquots were transferred to microfuge tubes and centrifuged at 9500 rpm for 5 min to a 

clear liquid that was run on the HPLC for catechols. 

 

4.11. Baroreflex sensitivity assessment 

 To determine the baroreflex sensitivity in the two genotypes, acute dose 

response drug studies were done. Mice were under isoflurane anesthesia (1%). 

Phenylephrine (PHE) and nitroprusside (NTP) were administered through a venous 

catheter in the left jugular vein. BP was measured through a left femoral artery catheter 

connected to a pressure transducer (DTX Plus-6), which was then connected to a 

carrier amplifier to measure heart rate. BP and HR signals were recorded using a 

WINDAQ data acquisition system (DATAQ) and analyzed by Physiowave software 

written by Dr. Diedrich in PV-Wave (Visual Numerics). For each drug, 5 different doses 

(0, 5, 10, 20, 30 and 40 µg/kg) were administered to study the changes in HR in 

response to change of BP. The sensitivity to PHE and NTP was calculated as the 

slopes of the dose response curve to each drug using Prism (Graphpad). The baroreflex 

sensitivity was calculated as the ratio of maximal R-R interval change to the bolus 

induced MAP change greater than 20 mmHg.   

 

4.12. Determination of aortic compliance  

 Segments of thoracic aorta were mounted onto 0.7 mm cannulas in a pressure-

myograph system (Danish Myograph Technologies, Model 110P) and extended to their 

in situ length. Calcium-free buffer was used to eliminate any contribution of active tone 
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of the vessels. A video microscope traced the outer (OD) and inner diameter (ID) of 

these blood vessels with step-wise increases of intraluminal pressure.  Diameters were 

recorded with every increment of 25 mmHg from 0-200 mmHg. At 200 mmHg, both OD 

and ID reach a plateau.  A vascular compliance curve was constructed by plotting the 

increment of blood vessel diameters against the corresponding intraluminal pressure 

applied. A downward shift of the compliance curve indicates aortic stiffening. Stress-

strain relationship was also determined (Baumbach, Siems, and Heistad 1991).   

Circumferential stress (σ) was calculated from the following formula:  

Formula 1:  σ=(P x ID) / [2(OD-ID)], P = intraluminal pressure. 

 Intraluminal pressure was converted from millimeters of mercury to dynes per 

square centimeter (1 mmHg = 1.334 x 103 dynes/cm2).  Circumferential strain (ε) was 

calculated from the following formula: 

Formula 2:  ε= ΔOD/OD0 

OD0 is the original outer diameter, defined as diameter at 0 mmHg.  ΔOD was 

calculated as the increase of outer diameter from OD0 at each applied pressure. 

 

4.13. Measurement of aortic collagen and elastin 

 Masson’s trichrome staining and Verhoeff staining were used to visualize aortic 

collagen and elastin respectively.  In separate samples, aortic collagen was quantified 

by measurement of tissue hydroxyproline as previously described (Hofman et al. 2011).  

In additional vessels, elastin content was determined as described by Mecham et al., 
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with modification (Mecham et al. 1995, Starcher 2001). Briefly, insoluble elastin was 

separated from all other soluble proteins by hydrolysis in 0.1N NaOH at 90°C for 45 

minutes.  Both the soluble and insoluble fractions were further digested in 6N HCl at 

105°C for 48 hours, neutralized and assayed for ninhydrin content.  

 

4.14. Drugs 

 Phenylephrine hydrochloride (Sigma) was dissolved in saline and given 

intravenously. In the Phe challenge to validate the completeness of SAD, a dose of 20 

µg/Kg was used. Saline (0.9% NaCl) was diluted 50:50 with distilled water to make a 

0.45% NaCl solution. The osmolality of 145mOsm was confirmed with Advanced 

Instrument Micro-Osmometer Model 3320. Losartan (Sigma) was dissolved in distilled 

water and given intravenously via the jugular vein at the dose of 1mg/Kg to completely 

block Ang II receptors. High salt diet (8%) (Test Diet Lab) was given to both WT and 

TRPV4-/- mice for four weeks after baseline recording of BP and HR. This diet was 

chosen because previous studies showed that the diet alone could increase BP in 

mouse models that were sensitive to high salt diet (Johansson et al. 2009, Ma et al. 

2010, Daumerie et al. 2010, McGuire, Van Vliet, and Halfyard 2008, Bernberg et al. 

2009, Kim et al. 2008).  

 

4.15. Plasma osmolality measurement 

 Blood (~200 µL) was collected from either the femoral artery or the portal vein. 

Right after collection, all tubes were put on ice for 1hr then centrifuged at 10000rpm for 

10 minutes. Plasma was collected for osmolality measurement by the Micro-
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Osmometer. Each sample was measured in triplicates and data was present as the 

mean of three measurements. 

 

4.16. Statistics 

 A response-feature approach was used to avoid complex longitudinal models for 

our repeated-measures data (Dupont 2009) in water studies. Average change in BP for 

each mouse was derived using this formula: ΔBP= BPpi - BPb, in which BPpi was the BP 

post intervention and BPb was the baseline BP. Baseline BP was recorded for 10 

minutes before the start of infusion. Area under the curve (AUC) was calculated from 

T0-T35 where T0 was the beginning of the baseline recording and T35 was when the 

experiment was terminated. The on-rate slope was calculated from the beginning of 

infusion to the maximum change in BP. Mann-Whitney U test was used to assess both 

the difference in ΔBP response between separate treatments or genetic groups and to 

examine the difference in the AUC and the slopes.  

 

 To assess genotype differences in hemodynamic variables, we used 2-way 

ANOVA for repeated measurements. Tests of the change in BP in response to 

treatment within each treatment group were assessed by comparing Δ BP and Δ HR 

using a Mann-Whitney U test. The Mann-Whitney test was also used to assess 

differences in catechols. The Mann-Whitney U test was chosen to eliminate any 

potential of unusual outliners. Genotype-related differences in aortic stiffening were 

evaluated by two-way ANOVA. Statistical significance was accepted when P < 0.05. 

Data are presented as Mean ± SE. Prism 5.0 was used for all statistical analyses.  
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CHAPTER II 

 

THE ROLE OF THE PORTAL CIRCULATION IN THE OSMOPRESSOR RESPONSE 

 

1. Changes of Osmolality Sensed in the Liver is the Key in OPR Initiation 
 
 Previous studies in the lab showed that after water infusion into the duodenum, 

the portal osmolality is significantly reduced compared to the systemic osmolality 

(McHugh et al. 2010).  Therefore, to investigate whether hypotonicity sensed in the liver 

initiates the pressor effect of water, either saline or half normal saline (12.5 µl/g of BW 

at 100 µl/minute) was infused directly into the portal vein of WT mice (Figure 12). 

Hemolysis of red blood cells only occurs at 0.42% NaCl or lower (bolus injection) 

(Makroo et al. 2011).  Infusion of a 0.45% NaCl solution directly into the portal vein at 

the speed of roughly 10% of the blood flow therefore should not cause hemolysis.  

Figure 12: Protocol to study the role of portal circulation in initiating the osmopressor 

response 
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 Direct infusion of half normal saline but not saline was able to trigger a robust 

and rapid increase of blood pressure similar in magnitude to that following water 

infusion into the duodenum (Figure 13A). Area under the curve (AUC) (0.45%: 

149.9±99.9, n=7 vs. 0.9%: -74.0±59.6 mmHg.minute, n=5, p=0.003) and the maximum 

response after fluid infusion (0.45%: 14.67±13, n=7 vs. 0.9%: -7.45±2 mmHg, n=5, 

p=0.003) differed between saline and 0.45% saline (Figure 13B and 13C). 

 

 Figure 13: Hypo-osmotic fluid infused into the portal vein (Red, n= 7) can initiate the 

osmopressor response. This response was not observed when infusing normal saline 

(Blue, n=5). 
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 To test the hypothesis that the hypotonicity is sensed specifically in the portal 

region rather than in the systemic circulation, the same volume of 0.45% saline was 

given directly into the jugular vein of WT mice at the same speed. The procedure was 

described previously in Figure 12 with the infusion directly into the jugular vein instead 

of the portal vein. Hypo-osmotic fluid in the jugular vein did not produce a pressor 

response (Figure 14A). The maximum change in blood pressure after infusion (portal: 

14.67±13 mmHg, n=7 vs. jugular: -5.0±5.8 mmHg, n=7, p=0.002) and the area under 

the curve (portal:  149.9±99.9, n=7 vs. -59.0±46.7 mmHg.minute, n=7, p=0.0006) were 

significantly different between portal vein and jugular vein infusions, and the OPR was 

absent after infusion of 0.45% saline into the jugular vein. These results suggest that a 

decrease in osmolality is sensed specifically in the portal region to initiate the 

osmopressor response (Figure 14B and 14C). 
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Figure 14: Infusion of 0.45% NaCl solution directly into the jugular vein (Grey, n=7) of 

WT mice failed to produce the pressor effect that was observed when infusing the same 

solution into the portal vein (Red, n=7). 
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2. TRPV4-/- Mice Did Not Display OPR When Hypo-tonicity Was Introduced Into the 

Portal Area 

 Water infusion into the duodenum of TRPV4-/- mice does not produce the 

osmopressor response observed in WT mice (McHugh et al. 2010), indicating that 

TRPV4 channels are essential for the osmopressor response. Given our evidence that 

hypotonicity in the portal circulation acts as a trigger for the osmopressor response, we 

determined whether we could bypass the need for TRPV4 channels by infusing 0.45% 

saline directly into the portal vein of TRPV4-/- mice (Figure 13). Hypo-osmotic fluid 

infusion directly into the portal vein of TRPV4-/- did not provoke an increase in blood 

pressure (ΔBPTRPV4: -1.89 ± 4.9 mmHg, n=8, p = 0.009; AUCTRPV4-/-: -74.0 ± 59.6 

mmHg.minute, n=8, p=0.003, compared to WT data above)  (Figure 15). These results 

suggest that global expression of TRPV4 channels is important for the osmopressor 

response. 
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Figure 15: Hypotonic fluid infusion into the portal vein of TRPV4-/- mice (Green, n=8) did 

not produce the OPR 

 

 To study the portal and systemic plasma osmolality at baseline, blood was 

collected from the portal and jugular veins, and plasma osmolality was measured by an 

osmometer. Neither portal nor systemic osmolality differed between TRPV4-/- and WT 

mice. Therefore, the absence of OPR in KO mice was not related to baseline difference 

in osmolality (Figure 16). 
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Figure 16: Portal and systemic osmolality at baseline in TRPV4-/- (Red, n=5) and WT 

mice (Blue, n=5). 
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3. Hyper-osmotic Fluid Produced a Transient Depressor Effect 

 At the other end of the spectrum, to investigate whether increasing plasma 

osmolality in the liver also raises blood pressure; infusion of a solution with substantially 

increased osmolality (6% NaCl) was given directly into the portal or jugular vein of WT 

mice. The result showed that after hyperosmotic challenge in both locations, blood 

pressure dropped dramatically but recovered quickly when infusion stopped (~3-4 

minutes) (AUCPortal:  -128.5 ± 142.8 vs. AUCJugular: -244.9 ± 211.7 mmHg.minutes, n=8, 

p= 0.33) (Figure 17). This response was not related to the OPR that we were 

investigating but it showed that effects of hypertonicity on blood pressure are not 

specific to the portal region.  

 

 

Figure 17: Hypertonicity sensing mechanism was similar in portal vein (Pink, n=8) and 

in jugular vein (Black, n=8). 
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4. Discussion 

 The pressor response to water ingestion provided insight into the previously 

overlooked contribution of water in autonomic cardiovascular regulation. In this chapter, 

mechanisms underlying this effect were characterized. The data suggested that: 1) The 

decrease in osmolality after water drinking was sensed and the OPR was initiated in the 

portal region; 2) hypotonicity when introduced to the systemic circulation did not 

provoke the OPR; 3) the OPR was absent in TRPV4-/- mice not only when water was 

given into the duodenum but also when a hypo-osmolar solution was introduced directly 

into the liver; and 4) hyper-osmolality caused a transient depressor effect when infused 

into either the portal or jugular vein. 

 

 The exact location of action of the OPR remains to be clarified. A pressor 

response occurs when water is infused at steady state into the stomach or the 

duodenum (McHugh et al. 2010). This response is absent when an isotonic solution is 

infused, indicating that the OPR is not in response to a mechanical stimulus (McHugh 

2010, Raj et al. 2006). It was possible that a decrease in osmolality was detected in the 

mesenteric region. Portal osmolality is significantly lower than systemic osmolality after 

water infusion (McHugh et al. 2010). This led to the hypothesis that hypo-osmolality is 

detected in the portal region and initiates the OPR.  

 

 Figure 13 shows that hypo-osmotic fluid infusion, but not saline infusion, directly 

into the portal vein stimulates an immediate pressor effect. It is similar to the OPR data 

where either water or normal saline was given into the duodenum in mice (McHugh et 
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al. 2010). This further confirmed hypo-osmoticity as the stimulus of this pressor effect. 

Normal saline infusion directly into the portal vein of WT mice caused a drop in BP. This 

could be explained as the compensatory effect to counteract sudden volume increase in 

the circulation. This effect was overdriven by the OPR when hypo-osmotic fluid was 

infused. 

 

 It could be argued that adding ~8.5% of the blood volume directly into the 

circulation might increase BP regardless of the location as a result of the increase in 

blood volume. As shown in Figure 14, however, the pressor response occurred only 

after infusion of 0.45% NaCl solution into the portal vein and not after infusion into the 

jugular vein. The osmopressor response was therefore not related to an increase in 

blood volume. This confirmed the critical role of the liver in the OPR. Hypo-osmotic 

induced pressor response was specific to the portal region and not a systemic effect. 

Both human and mice studies have demonstrated that sympathetic nervous system 

activation is responsible for the rise of BP (Jordan et al. 2000, Lipp et al. 2005, Lu et al. 

2003, McHugh et al. 2010, Schroeder et al. 2002, Shannon et al. 2002). Patients with a 

liver transplant hardly respond to water (May et al. 2011). These data suggested that 

liver innervation is required for transducing the osmolality signal in the OPR. 

 

 One attractive candidate for the osmosensor mechanism in the liver is TRPV4. 

These channels are highly expressed in the liver and sensitive to hypo-osmotic stimuli 

(Lechner et al. 2011, Benfenati et al. 2011, Chen, Liu, and Liu 2009, Chen et al. 2009). 

TRPV4-/- mice did not respond to water during the duodenal infusion. However, it was 
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possible that TRPV4 channels detected hypo-osmolality in the mesenteric vessels and 

sent the signal via sensory afferents that innervated the GI tract to initiate the response.   

The inability of TRPV4-/- mice to raise BP when 0.45% NaCl solution was infused 

directly into the portal vein (Figure 15) indicated that TRPV4 in this region is required for 

the OPR.  

 

 We have now demonstrated that not only is plasma osmolality in the portal vein 

significantly lower than systemic osmolality in both TRPV4-/- and WT mice after water 

infusion into the duodenum (McHugh 2010), but also baseline portal vain and systemic 

osmolality do not differ between TRPV4-/- and WT mice (Figure 16). These data suggest 

that it was a defect in the osmolality sensing mechanism, rather than an abnormality in 

osmolality, in the portal region of TRPV4-/- mice that was responsible for the lack of 

response to hypo-osmotic stimulus. 

 

 It is well-known that pressor hormones such as arginine vasopressin increase in 

states of dehydration and hyperosmotic stress (Stewart et al. 2011, Kim et al. 2013, 

Coiro et al. 2011, Yokoyama et al. 2010, Yamaguchi and Yamada 2008, Ivanova, 

Kochkaeva, and Melidi 2007, Ho et al. 2007, Szmydynger-Chodobska, Chung, and 

Chodobski 2006). Surprisingly, hyper-osmotic fluid infusion into the portal or jugular vein 

did not provoke an increase but a dramatic drop in BP. This effect was transient, 

persisting only during the infusion period (3-4 minutes) (Figure 17). This might be a 

sudden shock and compensatory response and was unrelated to the OPR that was 

studied. 
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 Overall these data suggested that the pressor effect was specific to hypo-osmotic 

stimulus. This hypo-osmotic stress was detected and initiated in the portal region and 

TRPV4 channels were essential for the osmopressor response. 
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CHAPTER III 

 

STRUCTURE AND FUNCTION OF THE OSMOPRESSOR RESPONSE 

 

1. The Role of the Splanchnic Nerve in the Pressor Response 

 McHugh et al. showed that the vagus does not play an essential role in the 

osmopressor response. Mice underwent subdiaphragmatic vagotomy surgery in which 

the vagal nerves were cut right below the diaphragm still had the pressor response to 

water (McHugh et al. 2010). Besides the vagal nerve, the liver is also innervated by the 

sympathetic nervous system via the splanchnic nerve. This nerve has cell bodies in the 

dorsal root ganglia and projects to the spinal cord (Lechner et al. 2011). Here we 

investigated the role of the splanchnic nerve in the osmopressor response by 

performing the water study on mice that had either a celiac ganglionectomy (CGX) or 

sham surgery (Figure 18). 

 

 

 

 

 

 

 

 

Figure 18: Study protocol to investigate the role of the splanchnic nerve in the OPR 
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  The effectiveness of the CGX surgery was reflected in the significant reduction of 

NE content in the right kidneys (CGX: 245.4 ± 87.0, n=12 vs. Sham: 322.0 ± 24.8 ng/g 

tissue, n=14, p=0.02), duodenum (CGX: 23.7 ± 12.3, n=12 vs. Sham: 264.2 ± 118.5 

ng/g tissue, n=14, p<0.0001), and spleen (CGX: 63.5 ± 39, n=12 vs. Sham: 715.2 ± 

235.0 ng/g tissue, n=13, p<0.0001) (Figure 19). It is notable that following CGX, the 

reduction in norepinephrine in the kidneys was less than in the duodenum and spleen. 

This was because the renal plexus is formed not only by fibers from the celiac ganglia 

but also from the aorticorenal ganglia and aortic plexus (Bishop and Senesac 2010).  

 

Figure 19: Norepinephrine in the splanchnic organs decreased significantly after CGX 

(Pink, n=12) compared to WT mice (Blue, n=13). 
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 The osmopressor response was still present in the CGX mice; maximum ΔBP 

was similar to that in the sham controls (CGX: 14.6 ± 10.9, n=11 vs. Sham: 15.7±6.0 

mmHg, n=12, p=0.34) (Figure 20A and 20B). However, the response did not last as 

long as it did in the sham animals. At 20 minutes after the start of infusion, BP dropped 

back to baseline value for the CGX mice while remaining elevated for sham mice (CGX: 

2.2 ± 8.5, n=11 vs. Sham: 12.7 ± 6.1 mmHg, n=12, p=0.02) (Figure 20C). The AUC for 

sham mice was also significantly higher than for the CGX mice (CGX: 3.9 ± 161.8 n=11 

vs. Sham: 175.8 ± 145.3 mmHg.minute, n=12, p= 0.02) (Figure 20D). The off-rate slope 

calculated from the maximum ΔBP to the end of the experiment (T=35 minutes) was 

calculated for each individual mouse. The off-rate slopes in CGX mice were significantly 

steeper compared to the sham controls, indicating a faster decrease in BP after the 

initiation of the OPR (CGX: -2.5 ± 1.2, n=11 vs. Sham: -0.4 ± 0.3 mmHg/minute, n=12, 

p<0.0001) (Figure 20E). 
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Figure 20: A) Water infusion into the duodenum of CGX mice (Pink, n=11) produced 

similar OPR to Sham mice (Blue, n=12). B) The maximal change of BP in response to 

water was similar between the two groups. C) However, the duration of the response 

was significantly shorter. At T=20 minutes after duodenal water infusion, BP stayed 

elevated in sham controls while came back down to baseline in CGX mice. D) The AUC 

was significantly larger in the control groups, indicating a larger OPR E) The recovery 

slope was significantly steeper in the CGX mice, showing a faster decrease in BP after 

the initiation of the OPR. 
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2. The Role of Gastrointestinal Afferent Nerves in the Osmopressor Response 

 It is possible that if either one of the gastrointestinal afferent nerves no longer 

functions, the other compensates and therefore, the OPR would still occur. To test the 

hypothesis that both the vagal and splanchnic nerves contribute to the OPR, the water 

study was performed in WT mice according to the protocol in Figure 18, but with mice 

that underwent both vagotomy and celiac ganglionectomy. After water infusion into the 

duodenum, OPR was still present in mice that underwent both procedures (ΔBPSham: 

30.19 ± 13.9, n=3 vs. ΔBPCGV+V: 16.9 ± 10.8, n=3, p= 0.4) (Figure 21). Double sham 

mice had full response to water (McHugh et al. 2010). 

 

 
 
 
 
 

Figure 21: Water study in mice that had both bilateral vagotomy and celiac 

ganglionectomy (Red, n=3) and controls (Blue, n=3). 
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3. Discussion 

 Results presented in the previous chapter suggested that liver innervation is 

essential to convey osmotic signals. In this chapter, the role of the splanchnic nerve in 

the OPR was investigated. The data showed that after celiac ganglionectomy, WT mice 

still experienced a blood pressure increase after water infusion into the duodenum. In 

mice that underwent both vagotomy and celiac ganglionectomy, OPR still existed. 

 

 Sympathetic and parasympathetic nerves innervate the liver, and they contain 

both afferent and efferent fibers (Yi et al. 2010). The parasympathetic nerve, the vagus, 

originates in the nodose ganglia and projects to the brainstem (Holzer 1988). McHugh 

et al. showed that the vagus did not play an essential role in osmopressor response 

initiation, though the duration of the response was much shorter in mice with vagotomy 

(McHugh et al. 2010). The liver is also innervated by the splanchnic nerve, mediating 

sympathetic activity. This nerve has cell bodies in the dorsal root ganglia and projects to 

the spinal cord (Lechner et al. 2011). Figure 20B showed that the initial BP increase is 

similar in both CGX and sham mice after duodenal water infusion. Therefore, the 

splanchnic nerve did not play an important role in the initiation of the OPR. However, at 

15 minutes after the infusion, BP had already returned to the baseline level in CGX mice 

while it stayed elevated in the sham controls (Figure 20C). The rate at which BP 

decreased in CGX mice was significantly higher, indicating a faster drop. AUC was also 

notably greater in the sham mice (Figure 20E). These data suggested that the 

splanchnic nerve might play a crucial role in the maintenance of BP elevation. It is worth 

noting that in this experiment, the celiac ganglion that contained both splanchnic 
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afferent and efferent nerves was severed. A study by Li et al. suggested that celiac 

ganglionectomy significantly reduces sympathetic innervation in splanchnic organs. The 

vasoconstrictor response of the mesenteric vessels is abolished in CGX animals (Li et 

al. 2010). The mesenteric vessels hold a significant proportion (~25% at rest) of the 

body’s blood volume (Tu et al. 2013). As a result of the loss of mesenteric 

vasoconstriction after CGX, the BP increase of the OPR might be reduced. This might 

explain the shortened duration of the OPR in CGX mice. Patients with complete cervical 

spinal cord transaction had a full osmopressor response. In these patients, spinal 

sympathetic neurons are still intact even when they are not connected to the brain stem 

(Tank et al. 2003). MSA patients who had efferent neuronal lesion occur in the brain 

stem also had full response to water. Therefore, it is a possibility that the OPR is the 

result of a spinal reflex.  

 

 We tested the hypothesis that one of the two nerves that innervate the liver 

would compensate for the loss of the other and still produce the OPR. As shown in 

Figure 21 both sham mice and mice undergoing subdiaphragmatical vagotomy plus 

CGX had the OPR. The variability was large in the latter group due to the major 

interruption of the animals’ physiology and the small number of mice that were studied. 

However, the OPR was still clearly present.  

 

 The enteric nervous system (ENS) is another important component that 

innervates the splanchnic area (Coruzzi et al. 2007, Ohlsson et al. 2007).  Although the 

ENS is usually considered as an independent structure, it can also relay signals to the 
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central nervous system by interacting with the vagal nerve (McBride et al. 2001). The 

role of the ENS in the OPR cannot be eliminated and might provide more insight into the 

role of this nervous system in blood pressure regulation. 
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CHAPTER IV 

 

INVOLVEMENT OF THE RENAL SYSTEM IN THE OSMOPRESSOR RESPONSE 

 

1. Losartan Could Not Block the OPR 

 To test the hypothesis that Ang II is essential for the OPR, a water infusion study 

was performed in mice that were treated with losartan or vehicle 30 minutes before the 

water infusion. This time interval provides complete blockade of Ang II receptors when 

losartan is injected intravenously (Sugawara et al. 2002). A separate group of mice 

were first administered Ang II before and after losartan treatment to confirm the lack of 

an Ang II-mediated pressor effect 30 minutes after losartan. The protocol is described in 

Figure 22. 

 

 Figure 22: Water study with losartan protocol. 

 

 Losartan decreased baseline BP immediately after jugular vein infusion (~5-6 

mmHg). However, baseline BP still stayed in the 70-90 mmHg range. After water 
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infusion into the duodenum, both groups treated with losartan or vehicle displayed the 

pressor response (ΔBPLosartan: 24.2±5.7 vs. ΔBPvehicle: 23.8±8.5 mmHg, n=5, p= 0.84; 

AUCLosartan: 197.8±39.9 vs. AUCVehicle: 228.8±78.6 mmHg.minute, n=5, p= 0.53). BP 

started to increase right after water infusion and maximized around 25 minutes, which 

was similar to the characteristic of OPR observed in human.This indicated that 

activation of Ang II type 1 receptors is not essential in the OPR (Figure 23). 

 

 
Figure 23: Losartan had no effect on the OPR. A) Mice treated with losartan (Yellow, 

n=5).  i.v 20 minutes before water infusion still experienced the OPR similar to the 

vehicle-treated controls (Blue, n=5). B +C) Maximal changes in BP and AUC were 

similar between the two groups. 
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2. Bilateral Nephrectomy Abolished the Pressor Response 
  
 
 To test the hypothesis that the kidneys are essential for the OPR, a water 

infusion study was performed in bilaterally nephrectomized and sham-operated mice. 

The protocol is described in Figure 24. To minimize the possibility of changes in levels 

of hormone such as renin and angiotensin II, nephrectomy surgery was performed 5 

minutes before the baseline recording of BP.  

  

Figure 24: Protocol to study the effect of bilateral nephrectomy in the OPR 

 

 In contrast to sham controls, nephrectomized mice experienced no OPR when 

water was infused into the duodenum at T= 15 minutes after surgery (ΔBPnephrectomized: 

0.7 ± 11.9 vs. ΔBPSham: 20.3 ± 8.5 mmHg, n=5, p= 0.03; AUCnephrectomized: 1.7±258.9 vs. 

AUCSham: 304.9±111.1 mmHg.minute, n=5, p= 0.05) (Figure 25).  
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Figure 25: OPR was significantly reduced in nephrectomized mice (Purple, n=5) 

compared to WT mice (Blue, n=5) 
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3.  Bilateral renal denervation diminished the osmopressor response 

 To test the hypothesis that a renal neuronal pathway plays an important role in 

the OPR, the water study was carried out in mice following bilaterally renal-denervation 

(RD) and in sham-operated mice. The completeness of the renal denervation surgery 

was confirmed by a significant reduction in the NE and dopamine but not epinephrine 

content (Consigny et al. 2014) of the kidneys (RDNE: 39.9±28.4 vs. ShamNE: 306.3±43.6 

ng/g tissue, p<0.0001; RDEpi: 6.6±2.5 vs. ShamEpi: 11.7±7.5 ng/g tissue, p=0.08; RDDA: 

11.3±4.5 vs. ShamDA: 47.6±19.3 ng/g tissue, p=0.0006) (Figure 26).  

 

Figure 26: Protocol to study the OPR in mice that underwent bilateral renal denervation 

(Orange, n=5) and sham surgery (Blue, n=5). Kidney catecholamines were measured at 

the end of the experiment to confirm the denervation. 
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 However, plasma and 24 hr-urine norepinephrine levels were not altered due to 

bilateral renal denervation surgery (Plasma: RD: 2761±618.5 vs. Sham: 2758±1637 

pg/ml, n=7, p=0.54; Urine: RD: 404.4±162.3 vs. 407.3±135.5 pg/ml, n=7, p=0.9) (Figure 

27). Bilateral renal denervation significantly diminished the osmopressor response in 

mice (ΔBPRD: 9.0±3.9 vs. ΔBPSham: 28.9±13.7 mmHg, n=5, p= 0.008; AUCRD: 3.7±45.3 

vs. AUCSham: 277.2±129.3 mmHg.minute, n=5, p=0.008). This indicated that a kidney 

with intact renal nerves is required for the OPR (Figure 28). 

 

Figure 27: Plasma and 24 hr-urine norepinephrine levels were similar between the 

renal denervated (Orange, n=7) and sham (Blue, n=7) groups. A) Plasma 

norepinephrine B) 24 hr-urine norepinephrine. 
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Figure 28: Bilateral renal denervation significantly attenuated the OPR in WT mice. 

A) Mice with bilateral renal denervation (Orange, n=5) had significantly diminished 

OPR compared to sham controls (Blue, n=5). B) Maximal chance in BP was 

significantly higher in the sham controls, indicating a higher initiation of the OPR. C) 

AUC was significantly smaller in the renal denervated mice, showing a smaller 

response to water in these mice. 
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4. Discussion 

 The kidneys have long been known to be a key regulator of blood pressure 

(Demerath et al. 2014, Tanimoto et al. 2014, Bernstein et al. 2014). However, the role of 

the kidneys in the OPR had not been studied. In this chapter, the main findings are: 1) 

Angiotensin II receptor blockade could not reduce the OPR; 2) Bilateral nephrectomy 

abolished the OPR; 3) Bilateral renal denervation significantly diminished the OPR. 

Therefore, the renal nerves might play an important role in the pressor effect of water. 

 

 It was shown both in mice and humans that water ingestion could increase 

sympathetic nervous system activity (McHugh et al. 2010, Boschmann et al. 2007, 

Jordan et al. 2000). Increased sympathetic signals can elevate renin levels via β1 

adrenergic receptors and subsequently angiotensin II increases (Osborn, DiBona, and 

Thames 1981).  Ang II increases BP through several mechanisms, including 

vasoconstriction and a further increase of sympathetic drive (Anning et al. 2005, Olson 

et al. 1994). When exogenous Ang II was infused intravenously into WT mice, BP 

immediately increased. This effect could be blocked completely by losartan (Sugawara 

et al. 2002).  Twenty minutes after treatment with losartan, when global Ang II receptors 

were completely blocked, water was still able to elicit an increase in blood pressure that 

was similar to the vehicle control treatment. This finding suggests that Ang II is not an 

important mediator of the OPR. 

  

 Mice that underwent 5/6 nephrectomy in a chronic study demonstrated increased 

blood pressure (Gava et al. 2012). These mice had increased sympathetic activity that 
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led to elevation of peripheral vascular resistance. The renin-angiotensin system (RAS) 

was also stimulated (Campese et al. 2002). Intrarenal Ang II concentration is 3-5 nM 

and ~50-100 times higher than systemic Ang II. AT1 receptors are widely expressed in 

the vasculature and tubular components of the kidneys via which Ang II can regulate 

renin secretion directly (Kobori et al. 2007). Although stimulation of Ang II type 1 (AT1) 

receptors was not necessary for the OPR, intact kidneys might still be essential for the 

initiation and maintenance of the response. In order to eliminate long-term effects that 

might surface due to bilateral nephrectomy (Prieto-Carrasquero et al. 2005, Moriguchi et 

al. 2011), the kidneys were removed only 15 minutes before water was infused into the 

duodenum. Results (Figure 25) suggested that intact kidneys were needed for the OPR. 

However, it was noteworthy that removing both kidneys would also cause significant 

loss of blood (the kidneys hold ~25% of the blood at any given time and ~8L is filtered 

by both kidneys per hour (Johns 2013)), which might affect the pressor effect of water. 

Moreover, one of the important mediators of the OPR, TRPV4, plays dual roles, sensing 

both mechano- and osmotic signals in renal epithelial cells (Wu et al. 2007). The loss of 

TRPV4 in the kidneys could affect the OPR.  At around 30 minutes after water, BP 

started to rise. However, comparing the time-course of OPR in sham mice, this 

response was not specific to the water effect. 

 

 Besides an effect on the renin-angiotensin system, the sympathetic nervous 

system also has a direct effect on BP via the renal nerves. Renal nerve denervation 

recently was proposed to reduce BP in resistant hypertensive patients (Kowalski et al. 

2012, Sans Atxer and Oliveras 2013, Polimeni, Curcio, and Indolfi 2013, Kandlikar and 
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Fink 2011, Abdulla et al. 2011). In mice that underwent bilateral renal denervation, 

norepinephrine and dopamine levels in the kidneys were significantly reduced 

compared to the sham controls, proving the completeness of the procedure (Yoshida, 

Yoshida, and Satoh 1995) (Figure 26). Because 90% of renal dopamine is synthesized 

in the kidneys (Chugh, Pokkunuri, and Asghar 2013), the reduction of kidney dopamine 

after renal denervation did not reflect a decrease in circulating dopamine. Renal 

denervation with phenol in 70% EtOH destroyed both afferent and efferent renal nerves 

(Consigny et al. 2014, Salman et al. 2010).  

Norepinephrine is increased in the OPR (Shannon et al. 2002, Boschmann et al. 

2007, Jordan et al. 2000, Jordan et al. 1999); therefore, it was possible that the lack of 

OPR in renal denervated mice was due to the inability to increase renal norepinephrine 

after water infusion (Figure 26).  However, plasma and 24hr-urine norepinephrine were 

similar between the two groups, indicating that systemic norepinephrine and clearance 

were not altered by renal denervation (Figure 27). We cannot conclude from this 

experiment whether the afferent or efferent renal nerve contributes to the OPR.  

 

 These data suggested that the renin-angiotensin-aldosterone system did not play 

an important role in the OPR, however, intact kidneys were required and the renal 

nerves were important in the pressor effect of water. 
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CHAPTER V 

 

SALT STUDY IN TRPV4-/- MICE 

 

1. Salt Sensitivity of TRPV4-/- Mice 

 In this chapter, TRPV4-/- and WT mice were challenged with a 4-week high salt 

diet (8% NaCl). BP, HR and activity levels were measured via telemetry (C-10, DSI 

Inc.). Baseline mean BP of TRPV4-/- mice recorded over 1 week was significantly lower 

compared to their WT counterparts (TRPV4-/-: 105.2 ± 3.7, n=10 vs. WT: 114.5 ± 13.9, 

n=9, p=0.03). By the third and fourth weeks of high-salt diet, BP was significantly 

increased over baseline in TRPV4-/- but not in WT mice (Table 1, Figure 29), rising to 

the same levels observed in the WT mice. 

 

Table 1: Blood pressure profile in 8%-salt diet challenge 

 
WT (mmHg), n=9 TRPV4-/- (mmHg), n=10 

Baseline 114.5 ± 13.9 105.2 ± 3.7 * 

Week 1 112.3 ± 5.9 108.9 ± 4.1 

Week 2 111.0 ± 2.5 108.6 ± 2.5 

Week 3 111.1 ± 4.9 109.2 ± 1.5 # 

Week 4 110.7 ± 5.7 110.1 ± 2.4 # 
 

*: Statistically significant compared to WT controls (p=0.03) 
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#: Statistically significant compared to baseline of the same genotype (p<0.05) 
 
 

 
 

Figure 29: High-salt diet challenge. BP in TRPV4-/- mice at baseline was significantly 

lower than WT. During weeks 3 and 4 of high-salt diet, BP significantly increased 

compared to baseline in TRPV4-/- but not WT mice. 

 

  

 

 

 

 

 

 

 

80

90

100

110

120

130

140

150

M
A

P
 (m

m
H

g)

WT
TRPV4 -/- 

Baseline Week 1 Week 2 Week 3 Week 4

* # #



	   69	  

 Heart rate was similar between the two genotypes at baseline (TRPV4-/-: 574.2 ± 

34.2 mmHg, n=10 vs. WT: 585.1 ± 22.2 mmHg, n=9, p= 0.54). At the end of the 4th 

week being on high-salt diet, HR slightly decreased in both groups (TRPV4-/-: 566.3 ± 

25.4 mmHg, n=10 vs. WT: 556.6 ± 34.2 mmHg, n=9, p= 0.39). The magnitude of the 

decrease in HR in WT mice tended to be greater than in TRPV4-/- (WT: 4.5%; TRPV4-/-: 

1.4%; p=0.05. This ratio was calculated as ΔHR/HRbaseline for each group, respectively) 

(Figure 30). 

 

Figure 30: Heart rate in high-salt diet challenge. Though not significant, HR in both 

groups slightly decreased after 4 week of 8% salt diet. In WT group, when compared 

HR in week 4 with baseline, p=0.05 (ΔHR/HRbaseline=4.5%). 
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 Activity levels were also measured by telemetry. Throughout the time course of 

recording, TRPV4-/- mice showed significantly lower activity levels compared to WT 

mice. (Baseline: TRPV4-/-: 4.8 ± 1.5 vs. WT: 7.8 ± 2.3 counts/minutes, p=0.01; Week 4: 

TRPV4-/-: 5.6 ± 1.7 vs. WT: 10.8 ± 2.3, p=0.001) (Figure 32). There was no difference 

observed in feeding behavior between the two genotypes. However, TRPV4-/- mice 

were significantly heavier compared to age-matched WT controls (TRPV4-/-: 31.6 ± 2.4, 

n=16 vs. WT: 27.9 ± 2.5, n=16, p=0.0005) at baseline (Figure 31). The weight data 

showed in this graph were collected from age-matched mice in both WT and TRPV4-/- 

groups from multiple experiments.  

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 31: Body weights at baseline. 
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Figure 32: High-salt diet. Activity levels were consistently lower in TRPV4-/- mice 

compared to WT mice. After 4 weeks of 8% salt diet, both groups tended to be more 

active. *: Statistically significant compared to WT controls. 
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2. Catecholamine Levels in TRPV4-/- Mice 

 In a different set of animals, plasma was collected for catecholamine assessment 

to gain insight into the role of the sympathetic nervous system in blood pressure 

regulation in TRPV4-/- mice. Plasma norepinephrine was lower in TRPV4-/- mice (Table 

2; Figure 33), which could at least partially explain the lower BP at baseline in the 

knockout mice.  

 

Table 2: Catecholamines profile in TRPV4-/- mice 

 
WT, n=7  TRPV4-/-, n=5 p 

Norepinephrine 
(pg/ml) 1168 ± 259.4 476 ± 199.9 0.003 * 

NE/DHPG 0.4 ± 0.3 0.2 ± 0.1 0.43 

Epinephrine (pg/ml) 241 ± 140.8 123.3 ± 85.0 0.13 

Dopamine (pg/ml) 70.4 ± 34.3 93.6 ± 34.4 0.34 
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Figure 33: Plasma catecholamine profile of TRPV4-/- mice. 
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3. Baroreflex Sensitivity in TRPV4-/- Mice 
 
 To assess the baroreflex sensitivity, WT and TRPV4-/- mice were subjected to 

acute dose-response studies with intravenous bolus injections of Phe and NTP. 

Sensitivity to the two drugs was similar between the two genotypes, indicating by the 

similar slopes in both Phe and NTP response curves (Phe: TRPV4-/-: 0.71 ± 0.1 vs. WT: 

1.0 ± 0.2, p=5, p=0.1; NTP: TRPV4-/-: -0.83 ± 0.2 vs. WT: -0.74 ± 0.1, n=5, p=0.7) 

(Figure 34).  

 

 

 
Figure 34: Sensitivity to Phenylephrine and Nitroprusside in WT and TRPV4-/- mice. 
 

 

 Baroreflex sensitivity was calculated using the same method as previously 

described (Chapter 1). For both drugs, a dose of 40 µg/Kg was chosen because it 

yielded the greatest change in BP without arrhythmia. No significant difference was 

observed in baroreflex sensitivity of TRPV4-/- and WT mice  (BRSPhe: TRPV4-/-: 3.6 ± 4.2 

vs. WT: 2.1 ± 1.1 ms/mmHg, n=5, p= 0.94; BRSNTP: TRPV4-/-: 0.25 ± 0.1 vs. WT: 0.22 ± 

0.2 ms/mmHg, n=5, p=0.90) (Figure 35).  
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Figure 35: Baroreflex sensitivity assessment in TRPV4-/- (n=5) and WT (n=5) mice. 
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4. Discussion 
 

 This study aims to characterize the basic hemodynamic properties of TRPV4-/- 

mice. The main findings of this chapter are: 1) TRPV4-/- mice had significantly lower 

baseline BP compared to WT mice; 2) when challenged with high-salt diet, TRPV4-/- but 

not WT mice showed a significant increase in BP; 3) TRPV4-/- mice were significantly 

less active than WT mice; 3) at baseline, norepinephrine level was significantly lower in 

TRPV4-/-mice; and 4) BP sensitivity to phenylephrine and nitroprusside was similar 

between the two groups, as was their baroreflex sensitivity. 

 

 As mentioned previously, TRPV4 is a non-selective cation channel that is 

sensitive to osmolality perturbations (Liedtke and Friedman 2003, Lechner et al. 2011) 

and is found in the mesenteric vessels, dorsal root ganglia, along the gastrointestinal 

tract (GI) and in the brain (Schroeder et al. 2005, Brierley et al. 2008, Lechner et al. 

2011). Moreover, TRPV4 channels are highly expressed in the kidneys and play an 

important functional role in cellular and systemic osmoregulation (Bossus, Charmantier, 

and Lorin-Nebel 2011, Lechner et al. 2011). In rat kidney, TRPV4 channel expression is 

especially limited to the water-impermeant nephron segment (Tian et al. 2004). In 

addition, these channels are expressed in neurons of the organum vasculosum and 

lamina terminalis (Liedtke and Friedman 2003). The location of TRPV4 channels thus 

suggests that TRPV4 plays an important role in sodium and water homeostasis.  

 

 Our finding of lower blood pressure in TRPV4-/- mice compared to WT mice 

(Figure 29) was recently confirmed by another group (Nishijima et al. 2014). After 4 
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weeks on an 8% salt diet, TRPV4-/- but not WT mice displayed a substantial increase of 

BP compared to the baseline value so that by the end of the diet challenge, blood 

pressure in TRPV4-/- mice was similar to that in WT mice (Figure 29). Plasma 

norepinephrine is a marker of sympathetic activity (Ito et al. 2013, Ito, Hirooka, and 

Sunagawa 2014, Hasan, Woodward, and Habecker 2012, Chida et al. 2005). As shown 

in Figure 33, untreated TRPV4-/- mice had significantly lower plasma NE than WT mice, 

consistent with a lower sympathetic tone contributing to a lower baseline BP (Figure 

29). It is noteworthy that NE and Epi levels were significantly high; probably due to 

method of collection. However, both groups were subjected to the same acclamation 

time and blood collection procedure. Plasma norepinephrine reuptake was similar, 

reflected by similar NE/DHPG ratios (Table 2). Therefore, it is possible that 

norepinephrine release or metabolism could be altered in TRPV4-/- mice. 

 

 TRPV4 was previously shown to produce a hypotensive effect during salt load to 

prevent increase in BP. It was proposed that TRPV4 expression was enhanced during 

the salt load in Dahl salt-resistant rats, leading to an increase in dilatory mediators such 

as substance P and calcitonin-gene-related-peptide (Gao et al. 2009). TRPV4 channels 

are also present in endothelial and smooth muscle cells. They contribute to the 

vasodilation of mesenteric arteries to counter the effects of hypertensive stimuli (Earley 

et al. 2009). Therefore, mice that lack TRPV4 channels could have a defect in this 

regulatory mechanism and be susceptible to salt-induced hypertension. On the other 

hand, research by Mizuno et al. showed that TRPV4-/- mice have increased arginine 

vasopressin (AVP) after ingestion of 2% salt water (Mizuno et al. 2003). This increase 
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did not happen in WT control. The baseline AVP in both groups before the hypertonic 

challenge was similar. AVP has long been known to be a pressor hormone. This 

genotype-specific response of AVP to salt might contribute to the lack of salt-induced 

hypertension in WT mice. These studies suggest that TRPV4 may play a role in 

preventing salt-induced increases in BP. 

 

 Heart rate was similar in both groups at baseline and after 4 weeks of 8% salt 

diet. It is noteworthy, however, that in WT mice, HR tended to decrease with high salt 

diet (p=0.05 for week 4 vs. baseline, Figure 30). This reduction in HR could happen as a 

compensatory response of the baroreflex to hypertensive stimulant such as salt 

(McNeely, Windham, and Anderson 2008). HR also decreased in TRPV4-/- mice but not 

significantly regardless of increased BP after salt diet. Further studies in heart rate 

variability in TRPV4-/- mice could give insight into the mechanism of hemodynamic 

regulation of salt-induced hypertension. 

 

 It is very interesting that activity levels in TRPV4-/- mice were consistently lower 

than WT mice during baseline and during week 4 of high salt diet (Figure 32).  

Pritschow et al. studied the role of TRPV4 channels in long-term maintenance of muscle 

contraction and proved that muscle fatigue was significantly attenuated by TRPV4 

activation with 4α-phorbol-12, 13-didecanoate (4α-PDD), a TRPV4-specific agonist 

(Pritschow et al. 2011). This suggests that TRPV4-/- mice might experience muscle 

fatigue faster, thus reducing their movement and activity. Currently in the literature, 

there are contradictory results regarding obesity in TRPV4-/- mice (Ye et al. 2012, 
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O'Conor et al. 2013). Figure 31 showed that the knockout mice were significantly 

heavier than age-matched WT controls. Although it is difficult to conclude the cause and 

effect relationship between weight and locomotor activities, there is always a negative 

correlation between the two parameters (Basterfield, Lumley, and Mathers 2009, 

Jurgens et al. 2006, Dauncey and Brown 1987, He et al. 2010). TRPV4-/- mice in this 

study therefore might have lower activity levels because of their greater body weights. 

Further investigation of body composition and metabolism in these mice might help to 

better explain this observation. 

 

 Previous work by McHugh showed that TRPV4-/- mice had intact sympathetic 

efferents because their BP rose appropriately in a restraint-induced stress test (McHugh 

2010). Here the afferent loop of autonomic blood pressure control was studied by 

measuring the sensitivity of TRPV4-/- and WT mice to phenylephrine and nitroprusside. 

Figure 34 showed that there was no significant difference between the two genotypes, 

indicating that sensitivity of α1-adrenergic receptors and to nitric oxide was not altered 

in the knockout mice. Calculation of BRS revealed that the afferent control of BP in 

TRPV4-/- mice was also normal in the absence of high salt diet. TRPV4 channels also 

exist in smooth muscle cells and directly contribute to the vascular tone independent of 

NO and SNS activity (Sukumaran et al. 2013, Pritschow et al. 2011). Future study to 

investigate the baroreflex sensitivity after a high-salt diet and the structure of 

cardiovascular vessels in TRPV4-/- mice will help better understanding of the role of 

TRPV4 channels in blood pressure regulation at baseline and in hypertonic challenge. 
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CHAPTER VI 

 

CARDIOVASCULAR PROPERTIES AND THE OSMOPRESSOR RESPONSE IN 

CALCITONIN-GENE-RELATED-KNOCKOUT MICE 

 

1. Calcitonin Gene Related Peptide (CGRP) in Autonomic Cardiovascular 

Regulation and Vascular Structure 

 
 Studies of BP in CGRP knockout mouse models also have produced discordant 

results (Gangula et al. 2000, Kurihara et al. 2003). While Gangula’s study showed that 

mice with α-CGRP/calcitonin knocked out had significantly elevated systolic blood 

pressure (SBP) and mean arterial blood pressure (MAP) compared to WT mice 

(Gangula et al. 2000), Lu et al. suggested that mice lacking the α-CGRP peptide without 

the disruption of calcitonin had normal cardiovascular regulation and neuromuscular 

development at baseline and after exercising (Lu et al. 1999). The difference in results 

might be due to the concurrent deletion of the calcitonin. However, later studies in mice 

with targeted deletion of only α-CGRP showed that these knockout mice had increased 

baseline MAP and heart rate (HR) even though calcitonin was intact (Kurihara et al. 

2003). These data suggest that CGRP might play an important role in blood pressure 

regulation in both physiological and pathological conditions, yet its specific function is 

still debatable. 

 

 CGRP has been reported to be co-expressed with TRPV4 channels in sensory 

neurons (Brierley et al. 2008, Vergnolle et al. 2010). CGRP can be released as a 
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downstream mediator after TRPV4 activation (Gao and Wang 2010a). Previous data 

showed that TRPV4 was an important molecular mediator of the OPR, therefore, 

studying the role of CGRP in the osmopressor response might give insight into the 

pathway responsible for the pressor effect of water. 

 

 Given the potential importance of α-CGRP in cardiovascular regulation, the 

purpose of this chapter was to study the osmopressor response in CGRP-/- mice and to 

characterize hemodynamic and autonomic function of α-CGRP/calcitonin knockout 

mice. Also, the mechanical properties of blood vessels could contribute significantly to 

the hemodynamic profile. Therefore, the lack of αCGRP/calcitonin in our knockout mice 

would lessen relaxation of large blood vessels, leading to stiffening of the arteries, 

decreasing baroreflex sensitivity, and increasing blood pressure.  

 

2. CGRP-/- Mice Have Full Osmopressor Response 
 
  
 In order to test the hypothesis that CGRP is an important mediator of the 

osmopressor response, water study in CGRP-/- and WT control mice was carried out as 

the protocol below (Figure 36). Both CGRP-/- and WT mice displayed an increase in BP 

after water infusion into the duodenum (ΔBPCGRP-/-: 42.55 ± 35.4 mmHg, n=2, ΔBPWT: 

27.9 ± 11.2, n=3 p = 0.53; AUCCGRP-/-: 1214 ± 910.3 mmHg.minute, n=2; AUCWT:  475 ± 

81.2 mmHg.minute, n=3, p= 22) (Figure 37). This indicated that the CGRP were not 

involved in the pathway that initiated and maintained the OPR. 

 



	   82	  

 Figure 36: Water study protocol in CGRP-/- and WT mice.  

 

Figure 37: Water study in CGRP-/- (Red, n=5) and WT (Blue, n=4) mice. Pressor 

response appeared in both genotypes after water infused into the duodenum. 
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3. Characterizing Cardiovascular Properties in CGRP-/- Mice 

Mice were implanted with telemeters (C10 model, Data Science International) and BP, 

HR and activity levels were recorded as described in the method section, chapter 1. 

 

3.1. Effects of α-CGRP/calcitonin gene deletion on body weight, tissue weights 

and activity levels 

 CGRP-/- mice weighed significantly more than age-matching WT mice  (CGRP-/-: 

31.9 ± 4.1 vs. WT: 26.6 ± 1.4 grams, n=16, p<0.0001) (Figure 38A). These mice also 

tended to be less active, indicated by the lower 24-hr locomotor activity data from the 

telemeter (CGRP-/-: 6.6 ± 3.5 vs. 9.0 ± 2.7 counts/minute, n=9, p= 0.11) (Figure 38B).  

 

Figure 38: A) Body weight (gram, n=16 in each group, ** P < 0.0001). B) Locomotor 

activities measured by telemeter (counts/minute) (n=9 in each group). 
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 To assess the possibility of organ damage such as hypertrophy, we measured 

the weights of the heart, kidneys and spleen and normalized them to body weight 

(Figure 39). There was no significant difference between the two genotypes. No 

difference in feeding behaviors was observed between the two groups. 

 

Figure 39: Normalization of tissue weights over respective body weight. A) Heart 

Weight (HW): Body Weight (BW) (P=0.27). B) Spleen Weight (SW): BW (P=0.42). C) 

Left Kidney Weight (LDW): BW (P=0.12). D) Right Kidney Weight (RKW): BW (P=0.75). 

n=16 in each group for all graphs. 
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3.2. Effect of α-CGRP/calcitonin gene deletion on blood pressure and heart rate 

 There was a trend for higher MAP in the CGRP-/- mice, but this was not 

significant at any individual12-hour data point (Figure 40A). However, the 7-day average 

daytime MAP was significantly higher in CGRP-/- mice (CGRP-/-: 114.5 ± 10.6 versus 

WT: 104.5 ± 5.5 mmHg; P=0.04; Figure 40B). Seven-day average nighttime MAP 

showed a trend for being higher in CGRP-/- mice (CGRP-/-: 128.0 ± 12.5 versus WT: 

119.7 ± 5.9 mmHg, P=0.09) (Figure 40B). There was no difference in HR between the 

two genotypes, whether compared for individual 12-hour periods (Figure 40C) or 12-

hour periods averaged over seven days (Figure 40D). 

Figure 40: Mean arterial blood pressure (MAP) and heart rate (HR) in WT and CGRP-/-

mice. A) MAP in daily 12-hour periods B) MAP in 7-day period C) HR in 12-hour periods 

D) HR in 7-day period. (* P=0.04, n=9 in each group) 
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 Similarly, the 24-hr average MAP, systolic blood pressure (SYS), diastolic blood 

pressure (DIA) and HR calculated from the seven days of data showed no significant 

differences between the two groups (MAP: CGRP-/-: 120.1 ± 10.2 versus WT: 112.9 ± 

5.8 mmHg, n=9, p=0.25; HR: CGRP-/-: 561.1 ± 36.4 versus WT: 579.8 ± 27.8 bpm, n=9, 

p= 0.19) (Figure 41and Table 3). 

 

Figure 41: 24-hr recording during 7 days. A) 24-hr mean arterial blood pressure 

(P=0.25, n=9 in each group. B) Heart rate (p=0.19, n=9 in each group). 

 

Table 3: Blood Pressure Values in CGRP-/- and WT mice recorded by telemeters. 

 

 

 

 

 

 

 

 
WT (mmHg), n=9 TRPV4-/- (mmHg), n=10 

Baseline 114.5 ± 13.9 105.2 ± 3.7 * 

Week 1 112.3 ± 5.9 108.9 ± 4.1 

Week 2 111.0 ± 2.5 108.6 ± 2.5 

Week 3 111.1 ± 4.9 109.2 ± 1.5 # 

Week 4 110.7 ± 5.7 110.1 ± 2.4 # 
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3.3. Catecholamines profiles of CGRP-/- mice 
 

 Urine, plasma and tissues were collected and catecholamines were measured as 

described in method section, chapter 1.  

3.3.1. Urine 

 For CGRP-/- mice, urinary norepinephrine was significantly higher than for their 

WT counterparts (CGRP-/-: 956 ± 90 pg/ml, n=9 versus WT: 618 ± 46 pg/ml, n=9, 

p=0.0007). Dihydroxyphenylglycol (DHPG), an intraneuronal metabolite of 

norepinephrine which can reflect reuptake through the norepinephrine transporter, was 

also higher in the knockout mouse group (CGRP-/-: 603 ± 84 pg/ml, n=9 versus WT: 377 

± 31 pg/ml, n=9, p= 0.02) (Figure 42A). The ratio of NE/DHPG was not different (CGRP-

/-: 0.62 ± 0.03, n=9 versus WT: 0.62± 0.04, n=9, p=0.84) (Figure 42B). Epinephrine and 

dopamine levels did not differ between genotypes (Table 4). 

3.3.2. Plasma 

 As was the case in urine, plasma norepinephrine was significantly higher in 

CGRP-/- compared to WT mice (CGRP-/-: 2505 ± 596 pg/ml, n=6 versus WT: 1168 ± 98 

pg/ml, n=7, p=0.02). Plasma DHPG was not significantly higher in CGRP-/- mice (CGRP-

/-: 4626 ± 670 pg/ml, n=6 versus WT: 3347 ± 526 pg/ml, n=7, p=0.2) (Figure 42C). The 

ratio of NE/DHPG was also not different between the two groups (CGRP-/-: 0.82 ± 0.35, 

n=6 versus WT: 0.42 ± 0.09, n=7, p=0.53) (Figure 42D). Epinephrine was significantly 

higher in CGRP-/- than in WT mice (Table 4). There was no difference in plasma 

dopamine between CGRP-/- and WT mice (Table 4). 
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3.3.3. Tissues 
  
 To measure catecholamines in the tissues, mice were placed under isoflurane 

2% for at least 15 minutes before tissue retrieval. There were no significant differences 

in tissue catechol levels between the CGRP-/- and the WT mice (Table 4). 

 

Table 4: Tissue Catecholamines  

 

Norepinephrine Epinephrine 

 

Dopamine 

 Catecholamines WT CGRP-/- p WT CGRP-/- p WT CGRP-/- p 

Heart (ng/g) 735 ± 35 825 ± 34 0.09 23.3±3.9 11.8±3.2 0.05 37.7±4.4 36.7 ± 3.1 0.84 

Spleen (ng/g) 1229±107 1097±123 0.43 18.0±1.5 10.9±4.6 0.19 86.9±12.2 78.8±14.1 0.68 

L. Kidney (ng/g) 437 ± 16 417 ± 24 0.5 366 ± 89 429±177 0.74 61.0 ± 7.7 62.7 ± 8.3 0.87 

R. Kidney (ng/g) 458 ± 30 455 ± 212 0.96 350 ± 89 370±207 0.57 60.6 ± 7.2 62.9 ± 7.8 0.83 

Plasma (pg/ml) 1168 ±98 2505±56 0.035 359±128 525 ±97 0.035 N/A N/A 

 24-hr Urine (pg/ml) 618 ± 46 956 ± 90 0.004 83.6±12 103 ± 9 0.2 974 ± 98 1100±122 0.44 

 N/A= Not Detectable 
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Figure 42: 24-hr urine and plasma norepinephrine levels. A) Norepinephrine 

concentration in 24-hr urine was significantly higher in CGRP-/- mice compared to WT 

mice (#P=0.004, n=9 in each group). B) NE/DHPG ratio in 24-hr urine C) Plasma 

norepinephrine was also higher in CGRP-/- mice compared to WT mice (* P=0.035, n=6 

for CGRP-/- and n=7 for WT) D) NE/DHPG in plasma. 
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3.4. Effect of α-CGRP/calcitonin gene deletion on baroreflex sensitivity 
 
 To construct the dose response curves for PHE and NTP, five doses (0 – 40 

ug/kg), were given in random order to each WT and CGRP-/- mouse. The baroreflex 

sensitivity (BRS) was calculated at the 40ug/Kg dose which produced a BP change 

greater than 20 mmHg MAP without causing arrhythmia.  

  

 As indicated by similar BP dose-response slopes (WT: 0.66 ± 0.09 versus CGRP-

/-: 0.59 ± 0.11, p=0.64), the two genotypes did not differ in sensitivity to PHE or NTP 

(Figure 43A and 43B). CGRP-/- mice had significantly higher baroreflex sensitivity 

compared to their WT counterparts when assessed with PHE (CGRP-/-: 3.21± 0.46 

versus WT: 1.40 ± 0.26 ms/mmHg, p=0.026; Figure 43C). However, no differences in 

baroreflex sensitivity were observed using NTP boluses (Figure 43D). 
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Figure 43: Sensitivity to Phenylephrine and Nitroprusside in WT and CGRP-/- mice. A) 

Phenylephrine dose response curves. B) Nitroprusside dose response curves. C) 

Baroreflex sensitivity calculated at 40µg/kg of Phenylephrine, representing the vagal 

activation and sympathetic withdrawal (*P=0.02). D) Baroreflex sensitivity calculated at 

40µg/Kg of Nitroprusside, representing vagal withdrawal and sympathetic activation.  
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3.5. Blood vessel stiffening in CGRP-/- mice; increased stiffening might be 

indicated by decreased baroreflex sensitivity 

 To investigate the passive mechanical structure of the vasculature, thoracic 

aortas were collected and the increase in vessel diameters measured as intraluminal 

pressure was raised. In the physiological range of blood pressure (100-175 mmHg), the 

compliance curve for the CGRP-/- mice was markedly depressed compared to that of 

WT mice (Figure 44A). Similarly, a leftward shift of the stress-strain curve was observed 

in CGRP-/- mice, also indicative of aortic stiffening (Figure 44B). 

 

 To determine whether the stiffer blood vessels in CGRP-/- mice were related to a 

difference in collagen and elastin composition, the thoracic aortas were subjected to 

biochemical assays to quantify elastin and collagen content. Surprisingly, no difference 

in elastin or collagen content was seen between CGRP-/- and WT aortas (Figure 44C).  

Histological staining of collagen and elastin revealed similar distribution and content of 

elastin and collagen in the thoracic aortas (Figure 44D). 
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Figure 44: Blood vessel stiffening in CGRP-/- mice. A) Compliance curve (n=5 in each 

group, #P<0.01). B) Stress-strain curve (n=5 in each group) C) Quantification of 

collagen (hydroxyproline/total protein), elastin and the ratio of elastin/collagen in 

thoracic aortas (n=5 for each group). D) Staining for collagen (trichrome blue) and 

elastin in WT and CGRP-/- mice. 
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4. Discussion 

 The primary findings of this study are that CGRP-/- mice have: 1) CGRP does not 

play important role in the OPR 2) elevated daytime MAP; 3) higher urinary and plasma 

norepinephrine concentrations; 4) increased baroreflex-mediated vagal activation after α 

adrenergic receptor stimulation and 5) significant aorta stiffening. 

  

 CGRP is extensively distributed in the central and peripheral nervous systems 

and in the cardiovascular system. It is mainly synthesized in the dorsal root ganglion 

(DRG), which contains sensory neurons (Alevizaki et al. 1986). These neurons 

terminate on blood vessels and when CGRP is released in the periphery, it exerts a 

very potent vasodilator effect, either via the release of nitric oxide from the endothelial 

cells or directly through the relaxation of the smooth muscle cells. When exogenous 

CGRP is administered systemically, BP decreases in a dose-dependent manner 

(Wimalawansa 1996, Bell and McDermott 1996, DiPette et al. 1989). CGRP expression 

in the DRG is decreased in Dahl salt-sensitive hypertensive and spontaneously 

hypertensive rats (Glaser et al. 2007, Gangula et al. 2000).  

 

 There was evidence showing that CGRP expressed in afferent neurons and 

released after TRPV4 channels activation (Vergnolle et al. 2010, Gao and Wang 

2010a). Because of earlier works and in chapter II showing that TRPV4 was an 

important mediator of the OPR; CGRP was hypothesized as a downstream signal 

following TRPV4 activation. However, Figure 36 showed full pressor response when 

water was infused into the duodenum of CGRP-/- mice that was identical to WT mice. 
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This indicated that CGRP did not participate in the OPR. 

 

 These data showed that age-matched CGRP-/- mice had higher body weight 

compared to the WT mice. The ratios of tissues to body weight for the heart, kidneys 

and spleen were not different between the two genotypes, suggesting a lack of 

hypertrophy (Figure 39).  However, hypertensive organ damage cannot be ruled out 

without future histological and functional studies. CGRP-/- mice have been consistently 

reported to have higher bone mass density and up to 2-fold higher bone volume (Ballica 

et al. 1999, Cornish et al. 2001, Hoff et al. 2002, Ishizuka et al. 2005, Wang et al. 2010). 

This might explain the increase in body weight of these knockout mice. Further studies 

of body composition would give a more definite explanation for this interesting 

observation. 

 

 The finding of elevated BP in CGRP-/- mice is consistent with a report by Gangula 

et al. using tail cuff blood pressure measurements to show that αCGRP/calcitonin 

knockout mice are hypertensive (Gangula et al. 2000). This observation is also similar 

to Oh-hashi’s blood pressure data in which BP was recorded via a catheter inserted into 

the femoral artery in αCGRP specific knockout mice (Kurihara et al. 2003).  In the study 

by Lu et al., which found no difference in BP in αCGRP specific-knockout mice, blood 

pressure was assessed using a catheter inserted into the carotid artery and recorded for 

two minutes of integration time (Lu et al. 1999). This discrepancy in findings is not due 

to the additional knockout of the calcitonin but might be related to a difference in the 

method for blood pressure measurement and the time period of recording. This study 
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used telemetry, which allowed continuous beat-to-beat measurement of BP during a 7-

day period. A difference between genotypes emerged only when MAP data were 

averaged over the seven days, and this reached significance only for daytime 

pressures. In Table 3, it is noted that daytime systolic and diastolic blood pressures 

showed a trend toward higher values in CGRP-/- mice (p-value = 0.06 and 0.05, 

respectively). Therefore, the effect on the BP of the CGRP-/- mice may be subtle and 

masked by the variability of BP.  As a result, caution needs to be taken to collect data 

continuously and over a longer period when assessing blood pressure in the CGRP-/- 

mice. 

 

 There might be several mechanisms and contributors that explain this elevation 

in BP. First, plasma and urine norepinephrine were elevated in CGRP-/- mice.  

Norepinephrine can be released from the adrenal medulla into the blood as a hormone 

or as a neurotransmitter from sympathetic noradrenergic neurons. Significantly and 

sustained elevation of plasma norepinephrine to levels above 1000 pg/ml is frequently 

associated with sustained increases in blood pressure in man (Kjeldsen et al. 1989), in 

patients with pulmonary hypertension and also in animals (Hokfelt et al. 1992) 

(Chobanian et al. 1978, Shimada et al. 1985, Weidmann et al. 1979, Kjeldsen et al. 

1989, Krakoff, de Champlain, and Axelrod 1967).  However, it is noteworthy that the 

effect of norepinephrine depends on its origin. A plasma level of 1000 pg/ml by infusion 

of low doses of norepinephrine into a human subject might have little effect on BP, 

whereas endogenously released norepinephrine stimulated by vascular neuronal 

norepinephrine release mechanisms would generally produce a mild pressor effect at 
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this level. Though not a perfect marker, plasma norepinephrine elevation does reflect an 

increase in sympathetic activity when samples are carefully obtained as in these CGRP-

/- mice. Even though the cardiac puncture method used to collect blood might raise the 

catecholamine levels, all mice were acclimated in isoflurane 1% for 20 minutes before 

the procedure.  As shown in Figure 42, 24-hr urine norepinephrine concentration was 

also higher in CGRP-/- mice, indicating increased time-integrated sympathetic activity 

and a normal urinary clearance mechanism. Plasma norepinephrine reuptake was not 

different, reflected by similar NE/DHPG ratios (Figure 42). Interestingly, CGRP has 

been reported to inhibit norepinephrine release in rat hypothalamus (Kjeldsen et al. 

1989). Therefore, it is possible that the lack of CGRP could release this inhibitory 

mechanism leading to an increase in plasma NE. However, norepinephrine synthesis or 

metabolism might also be altered in the CGRP-/- mice. Sympathetic input to the heart is 

the primary stimulator of cardiac contractility in mice (Janssen, Lukoshkova, and Head 

2002). These data showed that norepinephrine had a trend to be elevated in the heart 

tissues of CGRP-/- mice (Table 4, p=0.09). This could lead to increased stimulation of 

the hearts in the CGRP-/- mice and therefore, increased blood pressure. Secondly, 

research by Li et al. showed that the renin-angiotensin system is activated in 

αCGRP/calcitonin knockout mice (Li et al. 2004). The activation of RAS has been well 

documented to raise BP in both humans and animals (McKinley et al. 2003, Fyhrquist 

and Saijonmaa 2008, Ito et al. 1995, Cole et al. 2000, Catanzaro and Frishman 2010) 

and might be contributory to the increase in blood pressure in these CGRP-/- mice as 

well. 
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 The arterial baroreflex is the most relevant factor in adapting to acute changes in 

pressure (Kirchheim 1976).  It senses mechanical stretch and chemical changes in the 

blood to either activate or reduce sympathetic tone to maintain a relatively constant 

blood pressure.  The sensitivity of the baroreflex reflects its ability to control HR and BP 

variability (La Rovere et al. 1998, Tatasciore et al. 2007). Elevated plasma 

norepinephrine is strongly correlated with decreased baroreflex sensitivity in normal and 

pathological states (Dibner-Dunlap 1992, Head 1995, Zucker et al. 1995). Contrary to 

what expected, baroreflex sensitivity for HR control was improved in the knockout mice, 

with selective improvement in the vagal arm of the reflex as indicated by the baroreflex 

sensitivity to phenylephrine (Figure 43C).  

 

 This elevated BRS was not due to increased sensitivity of α1-adrenergic 

receptors since the blood pressure-dose response relationship for phenylephrine was 

similar for WT and CGRP-/- mice (Figure 43). Interestingly, the enhanced baroreflex 

sensitivity is consistent with findings in mice that have overexpressed human receptor 

activity-modifying protein (hRAMP), a component of the receptor complex that binds 

strongly to CGRP (Sabharwal et al. 2010).  It is possible that CGRP-/- mice have an 

elevated expression or activity of RAMP as a compensatory mechanism for the loss of 

the peptide.  

 

 The data showed also that α1-adrenergic receptor sensitivity and sensitivity to 

NO are not altered in the knockout mice (Figure 43). Here it was also showed that the 

vessels are stiffer which could cause an increase in blood pressure (Figure 44). This 
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could stimulate baroreflex-mediated vagal activity to counteract increases in blood 

pressure. An increase in vagal activity is consistent with the trend toward a lower heart 

rate in the CGRP knockout mice (Figure 40 and Figure 41). Other ways in which CGRP 

depletion could enhance the baroreflex-mediated fall in heart rate after phenylephrine 

include an effect on the afferent signal of the baroreflex, such as increased 

responsiveness of the baroreceptors, or an effect in the brainstem that causes a change 

in the baroreflex sensitivity curve. As a result, the vagal increase/sympathetic 

withdrawal response to a vasopressor agent is enhanced. Masuki et al. described 

enhanced baroreflex sensitivity in calponin knockout mice (Masuki et al. 2003). The 

calponin knockout mice had reduced elasticity and an enhanced response to 

phenylephrine, but no change in the response to nitric oxide, a similar result to that 

presented in this paper. Direct measurement of sympathetic activity would provide more 

information that could help explain this paradoxical increase in baroreflex sensitivity. 

 Aortic stiffening has been shown to be associated with hypertension in humans 

and in animal models (Kamberi et al. 2013, Sabharwal et al. 2010).  CGRP-/- mice had 

significant stiffening in the thoracic aorta without changes in collagen/elastin 

composition or distribution. The vascular compliance studies were performed in calcium-

free buffer to eliminate vascular tone; therefore, vasoconstriction could not have 

contributed significantly to aortic stiffening in this model.  CGRP released from damaged 

dorsal root ganglia suppresses the expression of transglutaminase-1 and 

transglutaminase-3 that form extensively cross-linked covalent bonds among matrix 

proteins (Gruber et al. 2009). Increased expression or activity of tissue 

transglutaminase causes protein cross-linking and aortic stiffening in hypertension 
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(Kamberi et al. 2013, Santhanam et al. 2010). In addition, the deficiency of α-CGRP in 

DOCA-salt hypertensive mice increases isoprostane excretion, which could also 

stimulate protein cross-linking (Andrade et al. 2013) Therefore, it is possible that protein 

cross-linking contributes to aortic stiffening in CGRP-/- mice.  An alternative explanation 

for aortic stiffening relates to the sympathetic activation indicated by high levels of 

norepinephrine in both plasma and urine of the CGRP-/- mice  (Figure 42 and table 3). 

Wang et al. injected mice with recombinant leptin and showed that chronic activation of 

the sympathetic nervous system and superoxide production likely play a role in 

mediating the effect of leptin to cause endothelial dysfunction with subsequent aortic 

stiffness (Wang et al. 2013). Therefore, it is possible that the lack of CGRP in the 

knockout mice caused a prolonged sympathetic activation, which led to stiffening of the 

blood vessels. Recently, it was suggested that smooth muscle cell stiffening might be a 

key contributor to aortic stiffness (Sehgel et al. 2013).  CGRP inhibits the proliferation of 

vascular smooth muscle cells (Chattergoon et al. 2005), therefore disrupting the normal 

change in remodeling and reorganizing of these cells in blood vessels.  Aortic stiffness 

has been found to precede hypertension both in animal models and in large population 

cohorts (Weisbrod et al. 2013, Kaess et al. 2012). Future studies are required on the 

mechanisms that can lead to the stiffening of blood vessels in these mice. 
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CHAPTER VII 

 

CONCLUSIONS AND DISCUSSION 

 

1. Conclusions 

 Although the OPR was initially only observed in baroreflex-impaired patients and 

elderly, water ingestion and its effect on BP might be substantial. Water ingestion 

beyond thirst has been used therapeutically in conditions such as: the orthostatic 

hypotension of autonomic neuropathy, the orthostatic hypotension in multiple system 

atrophy (MSA); and possibly in postprandial angina pectoris. On the other hand, water 

ingestion could be harmful for patients with autonomic failure at bedtime by worsening 

supine hypertension and in normal subjects when administered together with other 

pressor drugs like phenylpropanolamine (PPA, Dexatrim). Water can potentiate the 

pressor action of other drugs. For example, after phenylpropanolamine 50 mg 

treatment, BP increased by 9 mmHg (data unpublished). Water can also be used as 

preventive medicine such as in prophylaxis against syncope associated with blood 

donation or prophylaxis against needle syncope and emotional faint. Water ingestion 

may be contributing to the visit-to-visit variation in BP, causing diagnostic difficulty and 

complications in BP management in hypertension. It can also produce noise to BP 

assessment. Therefore, it is very important to understand precisely what physiological 

effects water elicits and what mechanisms underlie those effects. 
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 Water ingestion has a surprising effect on cardiovascular regulation that was 

earlier missed because of the buffering effects of the baroreflex on BP and heart rate. 

This effect was unmasked in patients with baroreflex-impairment. After drinking ~480 ml 

of water, an acute pressor effect maximized around 20 minutes and lasted up to 1hr 

was observed in these patients. This effect is dose-dependent because 120 ml, 240 ml 

and 480 ml of water can increase BP up to 9 mmHg, 29 mmHg and 44mmHg, 

respectively. The response is mediated by the sympathetic nervous system because NE 

increased significantly after drinking water and ganglionic blockade with trimethaphan 

could block the pressor effect of water (Jordan et al. 2000). In mouse studies, sino-

aortic denervated mice responded to water in a similar pattern to those seen in humans. 

TRPV4 channels play an important role in the initiation of the response and portal 

osmolality seems to be significantly lower than systemic osmolality after water 

consumption (McHugh et al. 2010). Hypo-osmotic fluid when introduced directly into the 

portal vein was able to increase BP in WT but not TRPV4-/- mice, suggesting that the 

portal circulation and the presence of TRPV4 channels there are important in the OPR. 

This effect was not systemic because hypotonicity was introduced into the jugular vein 

and no rise in BP was observed. 

  

 The neuronal afferent pathway via which the OPR was initiated is not yet 

determined. Although both the vagal and the splanchnic nerves innervate the liver, mice 

which underwent either celiac ganglionectomy, vagotomy or both still display rise in BP 

after water was infused into the duodenum. It was possible that the denervation was not 

complete or local signal transmission in the splanchnic area was sufficient enough to 
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initiate the OPR. A new finding seemed to implicate a role of the renal nerves in the 

OPR. However, it remains uncertain whether the afferent or efferents pathway of renal 

nerves mediated the OPR in this model. This response was likely to be neuronal and 

not hormonal mediated because both prazosin (McHugh 2010) and losartan could not 

block the OPR. Furthermore, intact kidneys seemed to be required for the OPR to 

occur. 

  

 In the attempt to study the mechanism and structure of the OPR, hemodynamics 

and autonomic properties of TRPV4-/- and CGRP-/- mice were also investigated. Both 

CGRP and TRPV4 were candidates as mediator of the OPR. CGRP-/- mice displayed 

full BP increase response after water infusion into the duodenum. This phenomenon 

was absent in TRPV4-/- mice (McHugh et al. 2010), suggesting TRPV4 but not CGRP as 

an important molecular mediator of the OPR. 

 

 Given the abundant expression of calcitonin-gene-related-peptide in the nervous 

system, its powerful vasodilatory effect, and the increasing number of reports on its 

contribution to cardiovascular disease, it is important to understand its role. Data from 

chapter V showed that αCGRP/calcitonin knockout mice have significantly higher blood 

pressure, as reflected during telemetry monitoring over a seven-day period. This 

difference in BP is subtle and can be  missed if insufficient  data is collected. The 

association of CGRP absence with elevation of sympathetic nervous system activity, 

RAS activation and aortic stiffening in the pre-hypertensive system suggests that CGRP 

agonists might have effects to reduce blood pressure. These mice have elevated 
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norepinephrine levels,  enhanced baroreflex sensitivity, and aortic stiffening. Therefore, 

therapeutic use of CGRP antagonists in proposed treatment of migraine should  take 

into account these effects that might accompany the loss of CGRP. 

 TRPV4 has been shown to contribute to salt-sensitive hypertension (Gao and 

Wang 2010b, Gao et al. 2009, Wu et al. 2007). TRPV4-/- mice had lower baseline blood 

pressure and subject to BP increase when challenged with 8% salt diet. They also have 

significantly lower NE but similar sensitivity to phenylephrine and nitroprusside to WT 

mice. These mice tended to weigh more and be less active than their WT counterparts. 

The role of TRPV4 in BP regulation during normal, low and high salt diet is still to be 

determined. Moreover, currently there are unsettling conclusions regarding the role of 

TRPV4 channels in obesity and metabolism (Ye et al. 2012, O'Conor et al. 2013). 

However, given how important TRPV4 is in the OPR and in salt-induced hypertension, it 

might be an important target for drug development, given that there is no current good 

TRPV4 antagonist for in vivo experiments. 
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2. Future Directions 

 The result in chapter II suggested that TRPV4 channel expression in the portal 

circulation was important to elicit the OPR. This study was done in TRPV4 knockout 

mice; therefore, there might be other complications and side effect arising from the 

global absent of the receptors. Future experiments in a local knockout mouse model of 

TRPV4 in the portal vein and the liver would provide a more definitive conclusion about 

the role of these channels in detecting changes in osmolality in the portal circulation and 

causing BP increase.  

  

 The renal nerves project into both the celiac and the mesenteric ganglia before 

entering the CNS (Johns 2013). Chapter III suggested that the celiac ganglion was not 

essential in the initiation of the OPR, while chapter IV showed that the renal nerves 

were needed for the response to occur. The role of the inferior and superior mesenteric 

ganglia in the OPR merits further investigation. Additionally, because renal denervation 

by phenol severed both afferent and efferent nerves, it was not clear which pathway 

was more important in the OPR. Therefore, it would be interesting if we could just 

denervate either efferent or afferent nerve separately to study how it might affect the 

OPR. Recently, it was proposed that the sensory nerves could be severed by capsaicin, 

a specific TRPV1 agonist (Kun et al. 2012, Vaughan and Bartness 2012). However, the 

data were still inconclusive. 

 

 The ENS has the ability and potential in mediating the OPR. It can regulate local 

vasoconstriction of splanchnic blood vessels. Because the splanchnic circulation holds 
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a large percentage of blood volume, vasoconstriction in this area can be sufficient 

enough to raise systemic BP (Sasselli, Pachnis, and Burns 2012). Studying the role of 

the ENS will not only increase our understanding of cardiovascular control elicited by 

water ingestion, but also the role of the ENS in systemic BP regulation. However, 

because of its structure and location, it presents difficulty in isolating and studying the 

ENS. Currently, there are several mouse models with denervation in the ENS being 

studied in Crohn’s disease (Coruzzi et al. 2007, Ohlsson et al. 2007). However, the 

physiology of the mice is greatly compromised and not suitable for the OPR study. 

 

 New findings in the CGRP-/- mice leave interesting questions to be answered. 

Chapter V showed that CGRP-/- mice had significantly stiffer blood vessels compared to 

WT counterpart, but the mechanism underlying this effect was unclear. Collagen and 

elastin deposition was normal in the knockout mice. Therefore, future studies to 

determine the mechanisms that mediating blood vessel stiffness in these mice will give 

further insight into diseases such as hypertension and atherosclerosis because vascular 

stiffness has been associated with cardiovascular (Laurent et al. 2001, Cecelja et al. 

2013, Sehgel et al. 2013, Bernberg et al. 2009). 

 

 Lastly, measuring tissue, plasma and urine catecholamines in TRPV4-/- mice 

after the high-salt diet challenge will provide information on the role of TRPV4 channels 

in salt-induced hypertension and the autonomic response during salt loading. Besides, 

currently, the contribution of these channels in metabolism and obesity is debatable (Ye 

et al. 2012, O'Conor et al. 2013). Data from chapter 6 suggested that TRPV4-/- mice 
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might be overweight when being on normal diet. This can be a result of lack of physical 

activities in these mice. Therefore, future studies to determine the exact role of TRPV4 

in metabolic syndrome are desirable and might present TRPV4 as an attractive drug 

target in both metabolic and cardiovascular diseases. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



	   108	  

REFERENCES 

Abdala, A. P., F. D. McBryde, N. Marina, E. B. Hendy, Z. J. Engelman, M. Fudim, P. A. 
Sobotka, A. V. Gourine, and J. F. Paton. 2012. "Hypertension is critically 
dependent on the carotid body input in the spontaneously hypertensive rat." J 
Physiol 590 (Pt 17):4269-77. doi: 10.1113/jphysiol.2012.237800. 

Abdulla, M. H., M. A. Sattar, N. A. Abdullah, A. H. Khan, K. R. Anand Swarup, H. A. 
Rathore, R. N. Kazi, F. Basri, and E. J. Johns. 2011. "Effect of renal sympathetic 
nerve on adrenergically and angiotensin II-induced renal vasoconstriction in 
normal Wistar-Kyoto rats." Ups J Med Sci 116 (1):18-25. doi: 
10.3109/03009734.2010.526723. 

Alevizaki, M., A. Shiraishi, F. V. Rassool, G. J. Ferrier, I. MacIntyre, and S. Legon. 
1986. "The calcitonin-like sequence of the beta CGRP gene." FEBS Lett 206 
(1):47-52. 

Andrade, G. P., M. M. Cintra, P. M. Alves, O. Barbosa Neto, R. C. Rossi e Silva, V. J. 
Dias da Silva, M. A. Reis, and D. T. Abate. 2013. "Remodeling of elastic layer of 
aortic artery after training by swimming in spontaneously hypertensive rats." Exp 
Biol Med (Maywood) 238 (1):7-11. doi: 10.1258/ebm.2012.012243. 

Anning, P. B., B. Coles, A. Bermudez-Fajardo, P. E. Martin, B. S. Levison, S. L. Hazen, 
C. D. Funk, H. Kuhn, and V. B. O'Donnell. 2005. "Elevated endothelial nitric 
oxide bioactivity and resistance to angiotensin-dependent hypertension in 12/15-
lipoxygenase knockout mice." Am J Pathol 166 (3):653-62. doi: 10.1016/s0002-
9440(10)62287-0. 

Asimakis, G. K., D. J. DiPette, V. R. Conti, O. B. Holland, and J. B. Zwischenberger. 
1987. "Hemodynamic action of calcitonin gene-related peptide in the isolated rat 
heart." Life Sci 41 (5):597-603. 

Ballica, R., K. Valentijn, A. Khachatryan, S. Guerder, S. Kapadia, C. Gundberg, J. 
Gilligan, R. A. Flavell, and A. Vignery. 1999. "Targeted expression of calcitonin 
gene-related peptide to osteoblasts increases bone density in mice." J Bone 
Miner Res 14 (7):1067-74. doi: 10.1359/jbmr.1999.14.7.1067. 

Basterfield, L., L. K. Lumley, and J. C. Mathers. 2009. "Wheel running in female 
C57BL/6J mice: impact of oestrus and dietary fat and effects on sleep and body 
mass." Int J Obes (Lond) 33 (2):212-8. doi: 10.1038/ijo.2008.253. 

Baumbach, G. L., J. E. Siems, and D. D. Heistad. 1991. "Effects of local reduction in 
pressure on distensibility and composition of cerebral arterioles." Circ Res 68 
(2):338-51. 

Bell, D., and B. J. McDermott. 1996. "Calcitonin gene-related peptide in the 
cardiovascular system: characterization of receptor populations and their 
(patho)physiological significance." Pharmacol Rev 48 (2):253-88. 

Benfenati, V., M. Caprini, M. Dovizio, M. N. Mylonakou, S. Ferroni, O. P. Ottersen, and 
M. Amiry-Moghaddam. 2011. "An aquaporin-4/transient receptor potential 
vanilloid 4 (AQP4/TRPV4) complex is essential for cell-volume control in 
astrocytes." Proc Natl Acad Sci U S A 108 (6):2563-8. doi: 
10.1073/pnas.1012867108. 



	   109	  

Bernberg, E., I. J. Andersson, S. Tidstrand, M. E. Johansson, and G. Bergstrom. 2009. 
"Repeated exposure to stressors do not accelerate atherosclerosis in ApoE-/- 
mice." Atherosclerosis 204 (1):90-5. doi: 10.1016/j.atherosclerosis.2008.08.013. 

Bernstein, K. E., J. F. Giani, X. Z. Shen, and R. A. Gonzalez-Villalobos. 2014. "Renal 
angiotensin-converting enzyme and blood pressure control." Curr Opin Nephrol 
Hypertens 23 (2):106-12. doi: 10.1097/01.mnh.0000441047.13912.56. 

Biaggioni, I., R. M. Robertson, and D. Robertson. 1994. "Manipulation of norepinephrine 
metabolism with yohimbine in the treatment of autonomic failure." J Clin 
Pharmacol 34 (5):418-23. 

Bishop, Mark , and Claudia R. Senesac. 2010. Interactive Cadaveric Dissection Guide: 
Jones & Bartlett Learning. 

Boschmann, M., J. Steiniger, G. Franke, A. L. Birkenfeld, F. C. Luft, and J. Jordan. 
2007. "Water drinking induces thermogenesis through osmosensitive 
mechanisms." J Clin Endocrinol Metab 92 (8):3334-7. doi: 10.1210/jc.2006-1438. 

Bossus, M., G. Charmantier, and C. Lorin-Nebel. 2011. "Transient receptor potential 
vanilloid 4 in the European sea bass Dicentrarchus labrax: a candidate protein 
for osmosensing." Comp Biochem Physiol A Mol Integr Physiol 160 (1):43-51. 
doi: 10.1016/j.cbpa.2011.04.014. 

Bourque, C. W. 2008. "Central mechanisms of osmosensation and systemic 
osmoregulation." Nat Rev Neurosci 9 (7):519-31. doi: 10.1038/nrn2400. 

Brain, S. D., and A. D. Grant. 2004. "Vascular actions of calcitonin gene-related peptide 
and adrenomedullin." Physiol Rev 84 (3):903-34. doi: 
10.1152/physrev.00037.2003. 

Brain, S. D., and T. J. Williams. 1985. "Inflammatory oedema induced by synergism 
between calcitonin gene-related peptide (CGRP) and mediators of increased 
vascular permeability." Br J Pharmacol 86 (4):855-60. 

Brierley, S. M., P. A. Hughes, A. J. Page, K. Y. Kwan, C. M. Martin, T. A. O'Donnell, N. 
J. Cooper, A. M. Harrington, B. Adam, T. Liebregts, G. Holtmann, D. P. Corey, G. 
Y. Rychkov, and L. A. Blackshaw. 2009. "The ion channel TRPA1 is required for 
normal mechanosensation and is modulated by algesic stimuli." 
Gastroenterology 137 (6):2084-2095.e3. doi: 10.1053/j.gastro.2009.07.048. 

Brierley, S. M., A. J. Page, P. A. Hughes, B. Adam, T. Liebregts, N. J. Cooper, G. 
Holtmann, W. Liedtke, and L. A. Blackshaw. 2008. "Selective role for TRPV4 ion 
channels in visceral sensory pathways." Gastroenterology 134 (7):2059-69. doi: 
10.1053/j.gastro.2008.01.074. 

Bruno, C., R. Cuppini, and N. Valora. 1979. "[Variations in human blood osmotic 
globular resistance by the action of Vipera berus venom in different experimental 
conditions. II. Antihemolytic effect]." Boll Soc Ital Biol Sper 55 (24):2524-7. 

Campese, V. M., P. Mozayeni, S. Ye, and M. Gumbard. 2002. "High salt intake inhibits 
nitric oxide synthase expression and aggravates hypertension in rats with chronic 
renal failure." J Nephrol 15 (4):407-13. 

Cariga, P., and C. J. Mathias. 2001. "Haemodynamics of the pressor effect of oral water 
in human sympathetic denervation due to autonomic failure." Clin Sci (Lond) 101 
(3):313-9. 



	   110	  

Castrop, H., K. Hocherl, A. Kurtz, F. Schweda, V. Todorov, and C. Wagner. 2010. 
"Physiology of kidney renin." Physiol Rev 90 (2):607-73. doi: 
10.1152/physrev.00011.2009. 

Catanzaro, D. F., and W. H. Frishman. 2010. "Angiotensin receptor blockers for 
management of hypertension." South Med J 103 (7):669-73. doi: 
10.1097/SMJ.0b013e3181e1e2da. 

Cecelja, M., T. Hussain, G. Greil, R. Botnar, R. Preston, A. Moayyeri, T. D. Spector, and 
P. Chowienczyk. 2013. "Multimodality imaging of subclinical aortic 
atherosclerosis: relation of aortic stiffness to calcification and plaque in female 
twins." Hypertension 61 (3):609-14. doi: 10.1161/hypertensionaha.111.00024. 

Chan, C. L., P. Facer, J. B. Davis, G. D. Smith, J. Egerton, C. Bountra, N. S. Williams, 
and P. Anand. 2003. "Sensory fibres expressing capsaicin receptor TRPV1 in 
patients with rectal hypersensitivity and faecal urgency." Lancet 361 (9355):385-
91. 

Chattergoon, N. N., F. M. D'Souza, W. Deng, H. Chen, A. L. Hyman, P. J. Kadowitz, 
and J. R. Jeter, Jr. 2005. "Antiproliferative effects of calcitonin gene-related 
peptide in aortic and pulmonary artery smooth muscle cells." Am J Physiol Lung 
Cell Mol Physiol 288 (1):L202-11. doi: 10.1152/ajplung.00064.2004. 

Chen, L., C. Liu, and L. Liu. 2009. "Osmolality-induced tuning of action potentials in 
trigeminal ganglion neurons." Neurosci Lett 452 (1):79-83. 

Chen, L., C. Liu, L. Liu, and X. Cao. 2009. "Changes in osmolality modulate voltage-
gated sodium channels in trigeminal ganglion neurons." Neurosci Res 64 (2):199-
207. doi: 10.1016/j.neures.2009.02.012. 

Chida, Y., N. Sudo, A. Takaki, and C. Kubo. 2005. "The hepatic sympathetic nerve 
plays a critical role in preventing Fas induced liver injury in mice." Gut 54 (7):994-
1002. doi: 10.1136/gut.2004.058818. 

Chobanian, A. V., H. Gavras, J. C. Melby, I. Gavras, and H. Jick. 1978. "Relationship of 
basal plasma norepinephrine to blood pressure, plasma renin activity, 
mineralocorticoids, and plasma volume in essential hypertension." Trans Assoc 
Am Physicians 91:368-80. 

Chueh, F. Y., C. Malabanan, and O. P. McGuinness. 2006. "Impact of portal glucose 
delivery on glucose metabolism in conscious, unrestrained mice." Am J Physiol 
Endocrinol Metab 291 (6):E1206-11. doi: 10.1152/ajpendo.00608.2005. 

Chugh, G., I. Pokkunuri, and M. Asghar. 2013. "Renal dopamine and angiotensin II 
receptor signaling in age-related hypertension." Am J Physiol Renal Physiol 304 
(1):F1-7. doi: 10.1152/ajprenal.00441.2012. 

Coiro, V., R. Volpi, S. Cataldo, G. Saccani-Jotti, M. G. Magotti, F. Russo, A. Stella, A. 
Vignali, and P. Chiodera. 2011. "Increased arginine-vasopressin response to 
hypertonic stimulation and upright posture in idiopathic hyperprolactinemia." 
Regul Pept 167 (2-3):167-9. doi: 10.1016/j.regpep.2011.02.002. 

Cole, J., D. Ertoy, H. Lin, R. L. Sutliff, E. Ezan, T. T. Guyene, M. Capecchi, P. Corvol, 
and K. E. Bernstein. 2000. "Lack of angiotensin II-facilitated erythropoiesis 
causes anemia in angiotensin-converting enzyme-deficient mice." J Clin Invest 
106 (11):1391-8. doi: 10.1172/jci10557. 



	   111	  

Consigny, P. M., D. Davalian, R. Donn, J. Hu, M. Rieser, and D. Stolarik. 2014. 
"Chemical renal denervation in the rat." Cardiovasc Intervent Radiol 37 (1):218-
23. doi: 10.1007/s00270-013-0796-7. 

Cornish, J., K. E. Callon, U. Bava, S. A. Kamona, G. J. Cooper, and I. R. Reid. 2001. 
"Effects of calcitonin, amylin, and calcitonin gene-related peptide on osteoclast 
development." Bone 29 (2):162-8. 

Coruzzi, P., P. Castiglioni, G. Parati, V. Brambilla, L. Brambilla, M. Gualerzi, F. 
Cademartiri, A. Franze, G. De Angelis, M. Di Rienzo, and F. Di Mario. 2007. 
"Autonomic cardiovascular regulation in quiescent ulcerative colitis and Crohn's 
disease." Eur J Clin Invest 37 (12):964-70. doi: 10.1111/j.1365-
2362.2007.01887.x. 

Costa, M., S. J. Brookes, and G. W. Hennig. 2000. "Anatomy and physiology of the 
enteric nervous system." Gut 47 Suppl 4:iv15-9; discussion iv26. 

Daumerie, G., L. Bridges, S. Yancey, W. Davis, P. Huang, J. Loscalzo, and M. A. 
Pointer. 2010. "The effect of salt on renal damage in eNOS-deficient mice." 
Hypertens Res 33 (2):170-6. doi: 10.1038/hr.2009.197. 

Dauncey, M. J., and D. Brown. 1987. "Role of activity-induced thermogenesis in twenty-
four hour energy expenditure of lean and genetically obese (ob/ob) mice." Q J 
Exp Physiol 72 (4):549-59. 

Demerath, T., J. Staffel, A. Schreiber, D. Valletta, and F. Schweda. 2014. "Natriuretic 
peptides buffer renin-dependent hypertension." Am J Physiol Renal Physiol. doi: 
10.1152/ajprenal.00668.2013. 

Dibner-Dunlap, M. 1992. "Arterial or cardiopulmonary baroreflex control of sympathetic 
nerve activity in heart failure?" Am J Cardiol 70 (20):1640-2. 

DiPette, D. J., K. Schwarzenberger, N. Kerr, and O. B. Holland. 1989. "Dose-dependent 
systemic and regional hemodynamic effects of calcitonin gene-related peptide." 
Am J Med Sci 297 (2):65-70. 

Diz, D. I., A. C. Arnold, M. Nautiyal, K. Isa, H. A. Shaltout, and E. A. Tallant. 2011. 
"Angiotensin peptides and central autonomic regulation." Curr Opin Pharmacol 
11 (2):131-7. doi: 10.1016/j.coph.2011.02.001. 

Dupont, WD. 2009. Statistical Modeling for Biomedical Researchers: A Simple 
INtroduction to the Analysis of Complex Data 2nd ed. Cambridge, United 
Kingdom: Cambridge University Press. 

Earley, S., T. J. Heppner, M. T. Nelson, and J. E. Brayden. 2005. "TRPV4 forms a novel 
Ca2+ signaling complex with ryanodine receptors and BKCa channels." Circ Res 
97 (12):1270-9. doi: 10.1161/01.RES.0000194321.60300.d6. 

Earley, S., T. Pauyo, R. Drapp, M. J. Tavares, W. Liedtke, and J. E. Brayden. 2009. 
"TRPV4-dependent dilation of peripheral resistance arteries influences arterial 
pressure." Am J Physiol Heart Circ Physiol 297 (3):H1096-102. doi: 
10.1152/ajpheart.00241.2009. 

Eisenhofer, G. 1986. "Analytical differences between the determination of plasma 
catecholamines by liquid chromatography with electrochemical detection and by 
radioenzymatic assay." J Chromatogr 377:328-33. 

Fyhrquist, F., and O. Saijonmaa. 2008. "Renin-angiotensin system revisited." J Intern 
Med 264 (3):224-36. doi: 10.1111/j.1365-2796.2008.01981.x. 



	   112	  

Gangula, P. R., H. Zhao, S. C. Supowit, S. J. Wimalawansa, D. J. Dipette, K. N. 
Westlund, R. F. Gagel, and C. Yallampalli. 2000. "Increased blood pressure in 
alpha-calcitonin gene-related peptide/calcitonin gene knockout mice." 
Hypertension 35 (1 Pt 2):470-5. 

Gao, F., D. Sui, R. M. Garavito, R. M. Worden, and D. H. Wang. 2009. "Salt intake 
augments hypotensive effects of transient receptor potential vanilloid 4: 
functional significance and implication." Hypertension 53 (2):228-35. doi: 
10.1161/hypertensionaha.108.117499. 

Gao, F., and D. H. Wang. 2010a. "Hypotension induced by activation of the transient 
receptor potential vanilloid 4 channels: role of Ca2+-activated K+ channels and 
sensory nerves." J Hypertens 28 (1):102-10. doi: 
10.1097/HJH.0b013e328332b865. 

Gao, F., and D. H. Wang. 2010b. "Impairment in function and expression of transient 
receptor potential vanilloid type 4 in Dahl salt-sensitive rats: significance and 
mechanism." Hypertension 55 (4):1018-25. doi: 
10.1161/hypertensionaha.109.147710. 

Gava, A. L., F. P. Freitas, C. M. Balarini, E. C. Vasquez, and S. S. Meyrelles. 2012. 
"Effects of 5/6 nephrectomy on renal function and blood pressure in mice." Int J 
Physiol Pathophysiol Pharmacol 4 (3):167-73. 

Geerling, J. C., and A. D. Loewy. 2007. "Sodium deprivation and salt intake activate 
separate neuronal subpopulations in the nucleus of the solitary tract and the 
parabrachial complex." J Comp Neurol 504 (4):379-403. doi: 10.1002/cne.21452. 

Glaser, S. S., Y. Ueno, S. DeMorrow, V. L. Chiasson, K. A. Katki, J. Venter, H. L. 
Francis, I. M. Dickerson, D. J. DiPette, S. C. Supowit, and G. D. Alpini. 2007. 
"Knockout of alpha-calcitonin gene-related peptide reduces cholangiocyte 
proliferation in bile duct ligated mice." Lab Invest 87 (9):914-26. doi: 
10.1038/labinvest.3700602. 

Grant, A. D., G. S. Cottrell, S. Amadesi, M. Trevisani, P. Nicoletti, S. Materazzi, C. 
Altier, N. Cenac, G. W. Zamponi, F. Bautista-Cruz, C. B. Lopez, E. K. Joseph, J. 
D. Levine, W. Liedtke, S. Vanner, N. Vergnolle, P. Geppetti, and N. W. Bunnett. 
2007. "Protease-activated receptor 2 sensitizes the transient receptor potential 
vanilloid 4 ion channel to cause mechanical hyperalgesia in mice." J Physiol 578 
(Pt 3):715-33. doi: 10.1113/jphysiol.2006.121111. 

Gruber, H. E., J. A. Ingram, G. L. Hoelscher, N. Zinchenko, H. J. Norton, and E. N. 
Hanley, Jr. 2009. "Matrix metalloproteinase 28, a novel matrix metalloproteinase, 
is constitutively expressed in human intervertebral disc tissue and is present in 
matrix of more degenerated discs." Arthritis Res Ther 11 (6):R184. doi: 
10.1186/ar2876. 

Guo, G. B., M. D. Thames, and F. M. Abboud. 1982. "Differential baroreflex control of 
heart rate and vascular resistance in rabbits. Relative role of carotid, aortic, and 
cardiopulmonary baroreceptors." Circ Res 50 (4):554-65. 

Hamill, Robert W., Robert E. Shapiro, and Margaret A. Vizzard. 2012. Peripheral 
Autonomic Nervous System. Edited by David Robertson, Italo Biaggioni, 
Geoffrey Burnstock, Phillip A. Low and Julian F.R. Paton. 3rd ed. United State of 
America: Elsevier. 



	   113	  

Hasan, W., W. R. Woodward, and B. A. Habecker. 2012. "Altered atrial neurotransmitter 
release in transgenic p75(-/-) and gp130 KO mice." Neurosci Lett 529 (1):55-9. 
doi: 10.1016/j.neulet.2012.08.089. 

He, Y., X. Wu, R. S. Khan, A. J. Kastin, G. G. Cornelissen-Guillaume, H. Hsuchou, B. 
Robert, F. Halberg, and W. Pan. 2010. "IL-15 receptor deletion results in 
circadian changes of locomotor and metabolic activity." J Mol Neurosci 41 
(2):315-21. doi: 10.1007/s12031-009-9319-z. 

Head, G. A. 1995. "Baroreflexes and cardiovascular regulation in hypertension." J 
Cardiovasc Pharmacol 26 Suppl 2:S7-16. 

Heusser, K., J. Tank, F. C. Luft, and J. Jordan. 2005. "Baroreflex failure." Hypertension 
45 (5):834-9. doi: 10.1161/01.hyp.0000160355.93303.72. 

Ho, J. M., D. K. Zierath, A. V. Savos, D. J. Femiano, J. E. Bassett, M. J. McKinley, and 
D. A. Fitts. 2007. "Differential effects of intravenous hyperosmotic solutes on 
drinking latency and c-Fos expression in the circumventricular organs and 
hypothalamus of the rat." Am J Physiol Regul Integr Comp Physiol 292 
(4):R1690-8. doi: 10.1152/ajpregu.00547.2006. 

Hoff, A. O., P. Catala-Lehnen, P. M. Thomas, M. Priemel, J. M. Rueger, I. Nasonkin, A. 
Bradley, M. R. Hughes, N. Ordonez, G. J. Cote, M. Amling, and R. F. Gagel. 
2002. "Increased bone mass is an unexpected phenotype associated with 
deletion of the calcitonin gene." J Clin Invest 110 (12):1849-57. doi: 
10.1172/jci14218. 

Hofman, K., B. Hall, H. Cleaver, and S. Marshall. 2011. "High-throughput quantification 
of hydroxyproline for determination of collagen." Anal Biochem 417 (2):289-91. 
doi: 10.1016/j.ab.2011.06.019. 

Hokfelt, T., U. Arvidsson, S. Ceccatelli, R. Cortes, S. Cullheim, A. Dagerlind, H. 
Johnson, C. Orazzo, F. Piehl, V. Pieribone, and et al. 1992. "Calcitonin gene-
related peptide in the brain, spinal cord, and some peripheral systems." Ann N Y 
Acad Sci 657:119-34. 

Hollis, J. H., M. J. McKinley, M. D'Souza, J. Kampe, and B. J. Oldfield. 2008. "The 
trajectory of sensory pathways from the lamina terminalis to the insular and 
cingulate cortex: a neuroanatomical framework for the generation of thirst." Am J 
Physiol Regul Integr Comp Physiol 294 (4):R1390-401. doi: 
10.1152/ajpregu.00869.2007. 

Holzer, P. 1988. "Local effector functions of capsaicin-sensitive sensory nerve endings: 
involvement of tachykinins, calcitonin gene-related peptide and other 
neuropeptides." Neuroscience 24 (3):739-68. 

Ishizuka, K., K. Hirukawa, H. Nakamura, and A. Togari. 2005. "Inhibitory effect of CGRP 
on osteoclast formation by mouse bone marrow cells treated with isoproterenol." 
Neurosci Lett 379 (1):47-51. doi: 10.1016/j.neulet.2004.12.046. 

Ito, K., Y. Hirooka, M. Nakano, N. Honda, R. Matsukawa, and K. Sunagawa. 2013. 
"Role of hypothalamic angiotensin type 1 receptors in pressure overload-induced 
mineralocorticoid receptor activation and salt-induced sympathoexcitation." 
Hypertens Res 36 (6):513-9. doi: 10.1038/hr.2012.221. 

Ito, K., Y. Hirooka, and K. Sunagawa. 2014. "Corticosterone-activated mineralocorticoid 
receptor contributes to salt-induced sympathoexcitation in pressure overload 
mice." Clin Exp Hypertens. doi: 10.3109/10641963.2014.881841. 



	   114	  

Ito, M., M. Soma, Y. Izumi, and K. Kanmatsuse. 1995. "Effects of long-term treatment 
with angiotensin-converting enzyme inhibitor on angiotensin II and prostacyclin 
release from mesenteric arteries in spontaneously hypertensive rats." 
Prostaglandins Leukot Essent Fatty Acids 53 (5):359-63. 

Ivanova, L., L. Kochkaeva, and N. Melidi. 2007. "Effect of an increase in brain serotonin 
on the osmoregulatory response to a hypo- or hyperosmotic load in Wistar and 
vasopressin-deficient Brattleboro rats." Neuroendocrinology 85 (4):242-8. doi: 
10.1159/000103450. 

Jackson, E. K., and D. K. Raghvendra. 2004. "The extracellular cyclic AMP-adenosine 
pathway in renal physiology." Annu Rev Physiol 66:571-99. doi: 
10.1146/annurev.physiol.66.032102.111604. 

Janssen, B. J., E. V. Lukoshkova, and G. A. Head. 2002. "Sympathetic modulation of 
renal blood flow by rilmenidine and captopril: central vs. peripheral effects." Am J 
Physiol Renal Physiol 282 (1):F113-23. doi: 10.1152/ajprenal.00153.2001. 

Johansson, M. E., E. Bernberg, I. J. Andersson, P. Bie, O. Skott, L. M. Gan, and G. 
Bergstrom. 2009. "High-salt diet combined with elevated angiotensin II 
accelerates atherosclerosis in apolipoprotein E-deficient mice." J Hypertens 27 
(1):41-7. 

Johns, E. J. 2013. "Autonomic regulation of kidney function." Handb Clin Neurol 
117:203-14. doi: 10.1016/b978-0-444-53491-0.00017-1. 

Jordan, J., J. R. Shannon, B. K. Black, Y. Ali, M. Farley, F. Costa, A. Diedrich, R. M. 
Robertson, I. Biaggioni, and D. Robertson. 2000. "The pressor response to water 
drinking in humans : a sympathetic reflex?" Circulation 101 (5):504-9. 

Jordan, J., J. R. Shannon, E. Grogan, I. Biaggioni, and D. Robertson. 1999. "A potent 
pressor response elicited by drinking water." Lancet 353 (9154):723. doi: 
10.1016/s0140-6736(99)99015-3. 

Jurgens, H. S., A. Schurmann, R. Kluge, S. Ortmann, S. Klaus, H. G. Joost, and M. H. 
Tschop. 2006. "Hyperphagia, lower body temperature, and reduced running 
wheel activity precede development of morbid obesity in New Zealand obese 
mice." Physiol Genomics 25 (2):234-41. doi: 
10.1152/physiolgenomics.00252.2005. 

Kaess, B. M., J. Rong, M. G. Larson, N. M. Hamburg, J. A. Vita, D. Levy, E. J. 
Benjamin, R. S. Vasan, and G. F. Mitchell. 2012. "Aortic stiffness, blood pressure 
progression, and incident hypertension." Jama 308 (9):875-81. doi: 
10.1001/2012.jama.10503. 

Kamberi, L. S., D. R. Gorani, T. F. Hoxha, and B. F. Zahiti. 2013. "Aortic Compliance 
and Stiffness Among Severe Longstanding Hypertensive and Non-hypertensive." 
Acta Inform Med 21 (1):12-5. doi: 10.5455/aim.2013.21.12-15. 

Kandlikar, S. S., and G. D. Fink. 2011. "Mild DOCA-salt hypertension: sympathetic 
system and role of renal nerves." Am J Physiol Heart Circ Physiol 300 (5):H1781-
7. doi: 10.1152/ajpheart.00972.2010. 

Kim, S. M., C. Eisner, R. Faulhaber-Walter, D. Mizel, S. M. Wall, J. P. Briggs, and J. 
Schnermann. 2008. "Salt sensitivity of blood pressure in NKCC1-deficient mice." 
Am J Physiol Renal Physiol 295 (4):F1230-8. doi: 10.1152/ajprenal.90392.2008. 

Kim, Y. B., Y. S. Kim, W. B. Kim, F. Y. Shen, S. W. Lee, H. J. Chung, J. S. Kim, H. C. 
Han, C. S. Colwell, and Y. I. Kim. 2013. "GABAergic excitation of vasopressin 



	   115	  

neurons: possible mechanism underlying sodium-dependent hypertension." Circ 
Res 113 (12):1296-307. doi: 10.1161/circresaha.113.301814. 

King, A. J., J. W. Osborn, and G. D. Fink. 2007. "Splanchnic circulation is a critical 
neural target in angiotensin II salt hypertension in rats." Hypertension 50 (3):547-
56. doi: 10.1161/hypertensionaha.107.090696. 

Kirchheim, H. R. 1976. "Systemic arterial baroreceptor reflexes." Physiol Rev 56 
(1):100-77. 

Kjeldsen, S. E., N. J. Schork, P. Leren, and I. K. Eide. 1989. "Arterial plasma 
norepinephrine correlates to blood pressure in middle-aged men with sustained 
essential hypertension." Am Heart J 118 (4):775-81. 

Knechtle, B., O. Senn, R. Imoberdorf, I. Joleska, A. Wirth, P. Knechtle, and T. 
Rosemann. 2010. "Maintained total body water content and serum sodium 
concentrations despite body mass loss in female ultra-runners drinking ad libitum 
during a 100 km race." Asia Pac J Clin Nutr 19 (1):83-90. 

Kobori, H., M. Nangaku, L. G. Navar, and A. Nishiyama. 2007. "The intrarenal renin-
angiotensin system: from physiology to the pathobiology of hypertension and 
kidney disease." Pharmacol Rev 59 (3):251-87. doi: 10.1124/pr.59.3.3. 

Kohler, R., and J. Hoyer. 2007. "Frontiers in Neuroscience 
Role of TRPV4 in the Mechanotransduction of Shear Stress in Endothelial Cells." In 

TRP Ion Channel Function in Sensory Transduction and Cellular Signaling 
Cascades, edited by W. B. Liedtke and S. Heller. Boca Raton (FL): CRC Press 

Taylor & Francis Group, LLC. 
Kowalski, R., E. Kreft, M. Kasztan, M. Jankowski, and M. Szczepanska-Konkel. 2012. 

"Chronic renal denervation increases renal tubular response to P2X receptor 
agonists in rats: implication for renal sympathetic nerve ablation." Nephrol Dial 
Transplant 27 (9):3443-8. doi: 10.1093/ndt/gfs087. 

Krakoff, L. R., J. de Champlain, and J. Axelrod. 1967. "Abnormal storage of 
norepinephrine in experimental hypertension in the rat." Circ Res 21 (5):583-91. 

Kun, J., Z. Helyes, A. Perkecz, A. Ban, B. Polgar, J. Szolcsanyi, and E. Pinter. 2012. 
"Effect of surgical and chemical sensory denervation on non-neural expression of 
the transient receptor potential vanilloid 1 (TRPV1) receptors in the rat." J Mol 
Neurosci 48 (3):795-803. doi: 10.1007/s12031-012-9766-9. 

Kurihara, H., T. Shindo, Y. Oh-Hashi, Y. Kurihar, and T. Kuwaki. 2003. "Targeted 
disruption of adrenomedullin and alphaCGRP genes reveals their distinct 
biological roles." Hypertens Res 26 Suppl:S105-8. 

La Rovere, M. T., J. T. Bigger, Jr., F. I. Marcus, A. Mortara, and P. J. Schwartz. 1998. 
"Baroreflex sensitivity and heart-rate variability in prediction of total cardiac 
mortality after myocardial infarction. ATRAMI (Autonomic Tone and Reflexes 
After Myocardial Infarction) Investigators." Lancet 351 (9101):478-84. 

Laurent, S., P. Boutouyrie, R. Asmar, I. Gautier, B. Laloux, L. Guize, P. Ducimetiere, 
and A. Benetos. 2001. "Aortic stiffness is an independent predictor of all-cause 
and cardiovascular mortality in hypertensive patients." Hypertension 37 (5):1236-
41. 

Lechner, S. G., S. Markworth, K. Poole, E. S. Smith, L. Lapatsina, S. Frahm, M. May, S. 
Pischke, M. Suzuki, I. Ibanez-Tallon, F. C. Luft, J. Jordan, and G. R. Lewin. 



	   116	  

2011. "The molecular and cellular identity of peripheral osmoreceptors." Neuron 
69 (2):332-44. doi: 10.1016/j.neuron.2010.12.028. 

Li, J., H. Zhao, S. C. Supowit, D. J. DiPette, and D. H. Wang. 2004. "Activation of the 
renin-angiotensin system in alpha-calcitonin gene-related peptide/calcitonin gene 
knockout mice." J Hypertens 22 (7):1345-9. 

Li, M., J. Galligan, D. Wang, and G. Fink. 2010. "The effects of celiac ganglionectomy 
on sympathetic innervation to the splanchnic organs in the rat." Auton Neurosci 
154 (1-2):66-73. doi: 10.1016/j.autneu.2009.11.009. 

Liamis, G., V. Tsimihodimos, M. Doumas, A. Spyrou, E. Bairaktari, and M. Elisaf. 2008. 
"Clinical and laboratory characteristics of hypernatraemia in an internal medicine 
clinic." Nephrol Dial Transplant 23 (1):136-43. doi: 10.1093/ndt/gfm376. 

Liedtke, W., and J. M. Friedman. 2003. "Abnormal osmotic regulation in trpv4-/- mice." 
Proc Natl Acad Sci U S A 100 (23):13698-703. doi: 10.1073/pnas.1735416100. 

Lipp, A., J. Tank, G. Franke, G. Arnold, F. C. Luft, and J. Jordan. 2005. "Osmosensitive 
mechanisms contribute to the water drinking-induced pressor response in 
humans." Neurology 65 (6):905-7. doi: 10.1212/01.wnl.0000176060.90959.36. 

Lu, C. C., A. Diedrich, C. S. Tung, S. Y. Paranjape, P. A. Harris, D. W. Byrne, J. Jordan, 
and D. Robertson. 2003. "Water ingestion as prophylaxis against syncope." 
Circulation 108 (21):2660-5. doi: 10.1161/01.cir.0000101966.24899.cb. 

Lu, J. T., Y. J. Son, J. Lee, T. L. Jetton, M. Shiota, L. Moscoso, K. D. Niswender, A. D. 
Loewy, M. A. Magnuson, J. R. Sanes, and R. B. Emeson. 1999. "Mice lacking 
alpha-calcitonin gene-related peptide exhibit normal cardiovascular regulation 
and neuromuscular development." Mol Cell Neurosci 14 (2):99-120. doi: 
10.1006/mcne.1999.0767. 

Ma, S., L. Ma, D. Yang, Z. Luo, X. Hao, D. Liu, and Z. Zhu. 2010. "Uncoupling protein 2 
ablation exacerbates high-salt intake-induced vascular dysfunction." Am J 
Hypertens 23 (8):822-8. doi: 10.1038/ajh.2010.73. 

Makroo, R. N., V. Raina, A. Bhatia, R. Gupta, A. Majid, U. K. Thakur, and N. L. 
Rosamma. 2011. "Evaluation of the red cell hemolysis in packed red cells during 
processing and storage." Asian J Transfus Sci 5 (1):15-7. doi: 10.4103/0973-
6247.75970. 

Masuda, A., K. Shimamoto, Y. Mori, M. Nakagawa, N. Ura, and O. Iimura. 1992. 
"Plasma calcitonin gene-related peptide levels in patients with various 
hypertensive diseases." J Hypertens 10 (12):1499-504. 

Masuki, S., M. Takeoka, S. Taniguchi, and H. Nose. 2003. "Enhanced baroreflex 
sensitivity in free-moving calponin knockout mice." Am J Physiol Heart Circ 
Physiol 284 (3):H939-46. doi: 10.1152/ajpheart.00610.2002. 

May, M., F. Gueler, H. Barg-Hock, K. H. Heiringhoff, S. Engeli, K. Heusser, A. Diedrich, 
A. Brandt, C. P. Strassburg, J. Tank, F. C. Sweep, and J. Jordan. 2011. "Liver 
afferents contribute to water drinking-induced sympathetic activation in human 
subjects: a clinical trial." PLoS One 6 (10):e25898. doi: 
10.1371/journal.pone.0025898. 

McBride, P. A., W. J. Schulz-Schaeffer, M. Donaldson, M. Bruce, H. Diringer, H. A. 
Kretzschmar, and M. Beekes. 2001. "Early spread of scrapie from the 
gastrointestinal tract to the central nervous system involves autonomic fibers of 



	   117	  

the splanchnic and vagus nerves." J Virol 75 (19):9320-7. doi: 
10.1128/jvi.75.19.9320-9327.2001. 

McBryde, F. D., A. P. Abdala, E. B. Hendy, W. Pijacka, P. Marvar, D. J. Moraes, P. A. 
Sobotka, and J. F. Paton. 2013. "The carotid body as a putative therapeutic 
target for the treatment of neurogenic hypertension." Nat Commun 4:2395. doi: 
10.1038/ncomms3395. 

McCorry, L. K. 2007. "Physiology of the autonomic nervous system." Am J Pharm Educ 
71 (4):78. 

McGuire, J. J., B. N. Van Vliet, and S. J. Halfyard. 2008. "Blood pressures, heart rate 
and locomotor activity during salt loading and angiotensin II infusion in protease-
activated receptor 2 (PAR2) knockout mice." BMC Physiol 8:20. doi: 
10.1186/1472-6793-8-20. 

McHugh, J., N. R. Keller, M. Appalsamy, S. A. Thomas, S. R. Raj, A. Diedrich, I. 
Biaggioni, J. Jordan, and D. Robertson. 2010. "Portal osmopressor mechanism 
linked to transient receptor potential vanilloid 4 and blood pressure control." 
Hypertension 55 (6):1438-43. doi: 10.1161/hypertensionaha.110.151860. 

McHugh, Julia. 2010. "Cardiovascular Effects of Water Ingestion: An Osmosensitive 
Pressor Response." Doctor of Philosophy, Pharmacology, Vanderbilt University. 

McKinley, M. J., A. L. Albiston, A. M. Allen, M. L. Mathai, C. N. May, R. M. McAllen, B. 
J. Oldfield, F. A. Mendelsohn, and S. Y. Chai. 2003. "The brain renin-angiotensin 
system: location and physiological roles." Int J Biochem Cell Biol 35 (6):901-18. 

McNeely, J. D., B. G. Windham, and D. E. Anderson. 2008. "Dietary sodium effects on 
heart rate variability in salt sensitivity of blood pressure." Psychophysiology 45 
(3):405-11. doi: 10.1111/j.1469-8986.2007.00629.x. 

Mecham, R. P., T. Broekelmann, E. C. Davis, M. A. Gibson, and P. Brown-Augsburger. 
1995. "Elastic fibre assembly: macromolecular interactions." Ciba Found Symp 
192:172-81; discussion 181-4. 

Mizuno, A., N. Matsumoto, M. Imai, and M. Suzuki. 2003. "Impaired osmotic sensation 
in mice lacking TRPV4." Am J Physiol Cell Physiol 285 (1):C96-101. doi: 
10.1152/ajpcell.00559.2002. 

Moriguchi, Y., K. Yogo, K. Aizawa, K. Serizawa, Y. Tashiro, K. Yorozu, N. Ishizuka, S. 
Iwabuchi, H. Kitamura, and T. Nishimura. 2011. "Left ventricular hypertrophy is 
associated with inflammation in sodium loaded subtotal nephrectomized rats." 
Biomed Res 32 (2):83-90. 

Nishijima, Y., X. Zheng, H. Lund, M. Suzuki, D. L. Mattson, and D. X. Zhang. 2014. 
"Characterization of blood pressure and endothelial function in TRPV4-deficient 
mice with l-NAME- and angiotensin II-induced hypertension." Physiol Rep 2 
(1):e00199. doi: 10.1002/phy2.199. 

O'Conor, C. J., T. M. Griffin, W. Liedtke, and F. Guilak. 2013. "Increased susceptibility 
of Trpv4-deficient mice to obesity and obesity-induced osteoarthritis with very 
high-fat diet." Ann Rheum Dis 72 (2):300-4. doi: 10.1136/annrheumdis-2012-
202272. 

Ohlsson, B., B. Veress, S. Lindgren, and G. Sundkvist. 2007. "Enteric ganglioneuritis 
and abnormal interstitial cells of Cajal: features of inflammatory bowel disease." 
Inflamm Bowel Dis 13 (6):721-6. doi: 10.1002/ibd.20095. 



	   118	  

Olson, K., A. Chavez, D. Conklin, K. Cousins, A. Farrell, R. Ferlic, J. Keen, T. Kne, K. 
Kowalski, and T. Veldman. 1994. "LOCALIZATION OF ANGIOTENSIN II 
RESPONSES IN THE TROUT CARDIOVASCULAR SYSTEM." J Exp Biol 194 
(1):117-38. 

Osborn, J. L., G. F. DiBona, and M. D. Thames. 1981. "Beta-1 receptor mediation of 
renin secretion elicited by low-frequency renal nerve stimulation." J Pharmacol 
Exp Ther 216 (2):265-9. 

Plum, L. A., and H. F. DeLuca. 2010. "Vitamin D, disease and therapeutic 
opportunities." Nat Rev Drug Discov 9 (12):941-55. doi: 10.1038/nrd3318. 

Polimeni, A., A. Curcio, and C. Indolfi. 2013. "Renal sympathetic denervation for treating 
resistant hypertension." Circ J 77 (4):857-63. 

Portaluppi, F., G. Trasforini, A. Margutti, L. Vergnani, M. R. Ambrosio, R. Rossi, B. 
Bagni, R. Pansini, and E. C. degli Uberti. 1992. "Circadian rhythm of calcitonin 
gene-related peptide in uncomplicated essential hypertension." J Hypertens 10 
(10):1227-34. 

Prieto-Carrasquero, M. C., H. Kobori, Y. Ozawa, A. Gutierrez, D. Seth, and L. G. Navar. 
2005. "AT1 receptor-mediated enhancement of collecting duct renin in 
angiotensin II-dependent hypertensive rats." Am J Physiol Renal Physiol 289 
(3):F632-7. doi: 10.1152/ajprenal.00462.2004. 

Pritschow, B. W., T. Lange, J. Kasch, C. Kunert-Keil, W. Liedtke, and H. Brinkmeier. 
2011. "Functional TRPV4 channels are expressed in mouse skeletal muscle and 
can modulate resting Ca2+ influx and muscle fatigue." Pflugers Arch 461 (1):115-
22. doi: 10.1007/s00424-010-0883-4. 

Raj, S. R., I. Biaggioni, B. K. Black, A. Rali, J. Jordan, I. Taneja, P. A. Harris, and D. 
Robertson. 2006. "Sodium paradoxically reduces the gastropressor response in 
patients with orthostatic hypotension." Hypertension 48 (2):329-34. doi: 
10.1161/01.HYP.0000229906.27330.4f. 

Rath, G., C. Dessy, and O. Feron. 2009. "Caveolae, caveolin and control of vascular 
tone: nitric oxide (NO) and endothelium derived hyperpolarizing factor (EDHF) 
regulation." J Physiol Pharmacol 60 Suppl 4:105-9. 

Ribeiro, M. J., J. F. Sacramento, C. Gonzalez, M. P. Guarino, E. C. Monteiro, and S. V. 
Conde. 2013. "Carotid body denervation prevents the development of insulin 
resistance and hypertension induced by hypercaloric diets." Diabetes 62 
(8):2905-16. doi: 10.2337/db12-1463. 

Robertson, D., A. Diedrich, and M. W. Chapleau. 2012. "Editorial on arterial baroreflex 
issue." Auton Neurosci 172 (1-2):1-3. doi: 10.1016/j.autneu.2012.10.010. 

Rodriguez-Iturbe, B., F. Romero, and R. J. Johnson. 2007. "Pathophysiological 
mechanisms of salt-dependent hypertension." Am J Kidney Dis 50 (4):655-72. 
doi: 10.1053/j.ajkd.2007.05.025. 

Saavedra, J. M. 2005. "Brain angiotensin II: new developments, unanswered questions 
and therapeutic opportunities." Cell Mol Neurobiol 25 (3-4):485-512. doi: 
10.1007/s10571-005-4011-5. 

Sabharwal, R., Z. Zhang, Y. Lu, F. M. Abboud, A. F. Russo, and M. W. Chapleau. 2010. 
"Receptor activity-modifying protein 1 increases baroreflex sensitivity and 
attenuates Angiotensin-induced hypertension." Hypertension 55 (3):627-35. doi: 
10.1161/hypertensionaha.109.148171. 



	   119	  

Salman, I. M., M. A. Sattar, N. A. Abdullah, O. Z. Ameer, F. B. Hussain, M. A. Hye 
Khan, M. F. Yam, K. R. Rathore, R. N. Kazi, H. M. Salman, and E. J. Johns. 
2010. "Renal functional & haemodynamic changes following acute unilateral 
renal denervation in Sprague Dawley rats." Indian J Med Res 131:76-82. 

Saly, V., and R. D. Andrew. 1993. "CA3 neuron excitation and epileptiform discharge 
are sensitive to osmolality." J Neurophysiol 69 (6):2200-8. 

Sans Atxer, L., and A. Oliveras. 2013. "[Renal sympathetic denervation in refractory 
hypertension]." Med Clin (Barc) 140 (6):263-5. doi: 10.1016/j.medcli.2012.10.017. 

Santhanam, L., E. C. Tuday, A. K. Webb, P. Dowzicky, J. H. Kim, Y. J. Oh, G. Sikka, M. 
Kuo, M. K. Halushka, A. M. Macgregor, J. Dunn, S. Gutbrod, D. Yin, A. Shoukas, 
D. Nyhan, N. A. Flavahan, A. M. Belkin, and D. E. Berkowitz. 2010. "Decreased 
S-nitrosylation of tissue transglutaminase contributes to age-related increases in 
vascular stiffness." Circ Res 107 (1):117-25. doi: 
10.1161/circresaha.109.215228. 

Sasselli, V., V. Pachnis, and A. J. Burns. 2012. "The enteric nervous system." Dev Biol 
366 (1):64-73. doi: 10.1016/j.ydbio.2012.01.012. 

Schreihofer, A. M., and A. F. Sved. 1994. "Use of sinoaortic denervation to study the 
role of baroreceptors in cardiovascular regulation." Am J Physiol 266 (5 Pt 
2):R1705-10. 

Schroeder, C., V. E. Bush, L. J. Norcliffe, F. C. Luft, J. Tank, J. Jordan, and R. 
Hainsworth. 2002. "Water drinking acutely improves orthostatic tolerance in 
healthy subjects." Circulation 106 (22):2806-11. 

Schroeder, C., S. Vernino, A. L. Birkenfeld, J. Tank, K. Heusser, A. Lipp, T. Benter, C. 
Lindschau, R. Kettritz, F. C. Luft, and J. Jordan. 2005. "Plasma exchange for 
primary autoimmune autonomic failure." N Engl J Med 353 (15):1585-90. doi: 
10.1056/NEJMoa051719. 

Sehgel, N. L., Y. Zhu, Z. Sun, J. P. Trzeciakowski, Z. Hong, W. C. Hunter, D. E. Vatner, 
G. A. Meininger, and S. F. Vatner. 2013. "Increased Vascular Smooth Muscle 
Cell Stiffness; a Novel Mechanism for Aortic Stiffness in Hypertension." Am J 
Physiol Heart Circ Physiol. doi: 10.1152/ajpheart.00232.2013. 

Shannon, J. R., A. Diedrich, I. Biaggioni, J. Tank, R. M. Robertson, D. Robertson, and J. 
Jordan. 2002. "Water drinking as a treatment for orthostatic syndromes." Am J 
Med 112 (5):355-60. 

Shannon, J. R., J. Jordan, A. Diedrich, B. Pohar, B. K. Black, D. Robertson, and I. 
Biaggioni. 2000. "Sympathetically mediated hypertension in autonomic failure." 
Circulation 101 (23):2710-5. 

Shimada, K., T. Kitazumi, N. Sadakane, H. Ogura, and T. Ozawa. 1985. "Age-related 
changes of baroreflex function, plasma norepinephrine, and blood pressure." 
Hypertension 7 (1):113-7. 

Sipe, W. E., S. M. Brierley, C. M. Martin, B. D. Phillis, F. B. Cruz, E. F. Grady, W. 
Liedtke, D. M. Cohen, S. Vanner, L. A. Blackshaw, and N. W. Bunnett. 2008. 
"Transient receptor potential vanilloid 4 mediates protease activated receptor 2-
induced sensitization of colonic afferent nerves and visceral hyperalgesia." Am J 
Physiol Gastrointest Liver Physiol 294 (5):G1288-98. doi: 
10.1152/ajpgi.00002.2008. 



	   120	  

Slaughter, M. H., C. B. Christ, R. J. Stillman, and R. A. Boileau. 1993. "Mineral and 
water content of the fat-free body: effects of gender, maturation, level of fatness, 
and age." Obes Res 1 (1):40-9. 

Starcher, B. 2001. "A ninhydrin-based assay to quantitate the total protein content of 
tissue samples." Anal Biochem 292 (1):125-9. doi: 10.1006/abio.2001.5050. 

Steenbergh, P. H., J. W. Hoppener, J. Zandberg, A. Visser, C. J. Lips, and H. S. Jansz. 
1986. "Structure and expression of the human calcitonin/CGRP genes." FEBS 
Lett 209 (1):97-103. 

Stewart, L., C. C. Hindmarch, J. Qiu, Y. C. Tung, G. S. Yeo, and D. Murphy. 2011. 
"Hypothalamic transcriptome plasticity in two rodent species reveals divergent 
differential gene expression but conserved pathways." J Neuroendocrinol 23 
(2):177-85. doi: 10.1111/j.1365-2826.2010.02093.x. 

Sugawara, A. M., R. C. Vendramini, S. P. Barbosa, I. L. Brunetti, J. V. Menani, and L. A. 
De Luca, Jr. 2002. "Dissociation between the circulating renin-angiotensin 
system and angiotensin II receptors in central losartan-induced hypertension." 
Braz J Med Biol Res 35 (9):1069-74. 

Sukumaran, S. V., T. U. Singh, S. Parida, E. Narasimha Reddy Ch, R. Thangamalai, K. 
Kandasamy, V. Singh, and S. K. Mishra. 2013. "TRPV4 channel activation leads 
to endothelium-dependent relaxation mediated by nitric oxide and endothelium-
derived hyperpolarizing factor in rat pulmonary artery." Pharmacol Res 78:18-27. 
doi: 10.1016/j.phrs.2013.09.005. 

Szmydynger-Chodobska, J., I. Chung, and A. Chodobski. 2006. "Chronic hypernatremia 
increases the expression of vasopressin and voltage-gated Na channels in the 
rat choroid plexus." Neuroendocrinology 84 (5):339-45. doi: 10.1159/000097989. 

Szot, P., D. Weinshenker, S. S. White, C. A. Robbins, N. C. Rust, P. A. Schwartzkroin, 
and R. D. Palmiter. 1999. "Norepinephrine-deficient mice have increased 
susceptibility to seizure-inducing stimuli." J Neurosci 19 (24):10985-92. 

Tanimoto, K., S. Kanafusa, A. Ushiki, H. Matsuzaki, J. Ishida, F. Sugiyama, and A. 
Fukamizu. 2014. "A mouse renin distal enhancer is essential for blood pressure 
homeostasis in BAC-rescued renin-null mutant mice." J Recept Signal Transduct 
Res. doi: 10.3109/10799893.2014.908917. 

Tank, J., C. Schroeder, M. Stoffels, A. Diedrich, A. M. Sharma, F. C. Luft, and J. Jordan. 
2003. "Pressor effect of water drinking in tetraplegic patients may be a spinal 
reflex." Hypertension 41 (6):1234-9. doi: 10.1161/01.hyp.0000070957.08219.c9. 

Tatasciore, A., G. Renda, M. Zimarino, M. Soccio, G. Bilo, G. Parati, G. Schillaci, and R. 
De Caterina. 2007. "Awake systolic blood pressure variability correlates with 
target-organ damage in hypertensive subjects." Hypertension 50 (2):325-32. doi: 
10.1161/hypertensionaha.107.090084. 

Tian, W., M. Salanova, H. Xu, J. N. Lindsley, T. T. Oyama, S. Anderson, S. Bachmann, 
and D. M. Cohen. 2004. "Renal expression of osmotically responsive cation 
channel TRPV4 is restricted to water-impermeant nephron segments." Am J 
Physiol Renal Physiol 287 (1):F17-24. doi: 10.1152/ajprenal.00397.2003. 

Tu, Y. L., X. Wang, D. D. Wang, Z. M. Zhu, and J. W. Tan. 2013. "Impact of mesocaval 
shunt on safe minimal liver remnant: porcine model." World J Gastroenterol 19 
(31):5076-84. doi: 10.3748/wjg.v19.i31.5076. 



	   121	  

Uddman, R., L. Edvinsson, E. Ekblad, R. Hakanson, and F. Sundler. 1986. "Calcitonin 
gene-related peptide (CGRP): perivascular distribution and vasodilatory effects." 
Regul Pept 15 (1):1-23. 

van den Berg, K., J. Lam, R. Bruhn, B. Custer, and E. L. Murphy. 2012. "Water 
administration and the risk of syncope and presyncope during blood donation: a 
randomized clinical trial." Transfusion 52 (12):2577-84. doi: 10.1111/j.1537-
2995.2012.03631.x. 

Vaughan, C. H., and T. J. Bartness. 2012. "Anterograde transneuronal viral tract tracing 
reveals central sensory circuits from brown fat and sensory denervation alters its 
thermogenic responses." Am J Physiol Regul Integr Comp Physiol 302 
(9):R1049-58. doi: 10.1152/ajpregu.00640.2011. 

Vergnolle, N., N. Cenac, C. Altier, L. Cellars, K. Chapman, G. W. Zamponi, S. 
Materazzi, R. Nassini, W. Liedtke, F. Cattaruzza, E. F. Grady, P. Geppetti, and 
N. W. Bunnett. 2010. "A role for transient receptor potential vanilloid 4 in tonicity-
induced neurogenic inflammation." Br J Pharmacol 159 (5):1161-73. doi: 
10.1111/j.1476-5381.2009.00590.x. 

Vermeulen, W., J. G. De Man, P. A. Pelckmans, and B. Y. De Winter. 2014. 
"Neuroanatomy of lower gastrointestinal pain disorders." World J Gastroenterol 
20 (4):1005-20. doi: 10.3748/wjg.v20.i4.1005. 

Vinik, A. I. 2012. "The conductor of the autonomic orchestra." Front Endocrinol 
(Lausanne) 3:71. doi: 10.3389/fendo.2012.00071. 

Wang, J., H. Wang, W. Luo, C. Guo, J. Wang, Y. E. Chen, L. Chang, and D. T. Eitzman. 
2013. "Leptin-induced endothelial dysfunction is mediated by sympathetic 
nervous system activity." J Am Heart Assoc 2 (5):e000299. doi: 
10.1161/jaha.113.000299. 

Wang, L., N. Wang, M. Li, and K. Wang. 2010. "To investigate the role of the nervous 
system of bone in steroid-induced osteonecrosis in rabbits." Osteoporos Int 21 
(12):2057-66. doi: 10.1007/s00198-009-1159-8. 

Wang, Z. G., J. L. Liu, Y. Liu, S. J. Wen, J. Wen, Y. P. Liu, X. J. Chen, and Z. S. Wu. 
2007. "[Increased plasma vasoactive substances and antioxidant enzymes levels 
in prehypertensive patients]." Zhonghua Xin Xue Guan Bing Za Zhi 35 (8):719-
22. 

Watanabe, H., J. Vriens, J. Prenen, G. Droogmans, T. Voets, and B. Nilius. 2003. 
"Anandamide and arachidonic acid use epoxyeicosatrienoic acids to activate 
TRPV4 channels." Nature 424 (6947):434-8. doi: 10.1038/nature01807. 

Waxman, M. B., A. D. Sharma, J. Asta, D. A. Cameron, and R. W. Wald. 1989. "The 
protective effect of vagus nerve stimulation on catecholamine-halothane-induced 
ventricular fibrillation in dogs." Can J Physiol Pharmacol 67 (7):801-9. 

Weidmann, P., G. Keusch, J. Flammer, W. H. Ziegler, and F. C. Reubi. 1979. 
"Increased ratio between changes in blood pressure and plasma norepinephrine 
in essential hypertension." J Clin Endocrinol Metab 48 (5):727-31. 

Weinshenker, D., N. S. Miller, K. Blizinsky, M. L. Laughlin, and R. D. Palmiter. 2002. 
"Mice with chronic norepinephrine deficiency resemble amphetamine-sensitized 
animals." Proc Natl Acad Sci U S A 99 (21):13873-7. doi: 
10.1073/pnas.212519999. 



	   122	  

Weisbrod, R. M., T. Shiang, L. Al Sayah, J. L. Fry, S. Bajpai, C. A. Reinhart-King, H. E. 
Lob, L. Santhanam, G. Mitchell, R. A. Cohen, and F. Seta. 2013. "Arterial 
stiffening precedes systolic hypertension in diet-induced obesity." Hypertension 
62 (6):1105-10. doi: 10.1161/hypertensionaha.113.01744. 

Wimalawansa, S. J. 1996. "Calcitonin gene-related peptide and its receptors: molecular 
genetics, physiology, pathophysiology, and therapeutic potentials." Endocr Rev 
17 (5):533-85. 

Wimalawansa, S. J. 1997. "Amylin, calcitonin gene-related peptide, calcitonin, and 
adrenomedullin: a peptide superfamily." Crit Rev Neurobiol 11 (2-3):167-239. 

Wu, L., X. Gao, R. C. Brown, S. Heller, and R. G. O'Neil. 2007. "Dual role of the TRPV4 
channel as a sensor of flow and osmolality in renal epithelial cells." Am J Physiol 
Renal Physiol 293 (5):F1699-713. doi: 10.1152/ajprenal.00462.2006. 

Yamaguchi, K., and T. Yamada. 2008. "Roles of forebrain GABA receptors in controlling 
vasopressin secretion and related phenomena under basal and hyperosmotic 
circumstances in conscious rats." Brain Res Bull 77 (1):61-9. doi: 
10.1016/j.brainresbull.2008.04.009. 

Ye, L., S. Kleiner, J. Wu, R. Sah, R. K. Gupta, A. S. Banks, P. Cohen, M. J. Khandekar, 
P. Bostrom, R. J. Mepani, D. Laznik, T. M. Kamenecka, X. Song, W. Liedtke, V. 
K. Mootha, P. Puigserver, P. R. Griffin, D. E. Clapham, and B. M. Spiegelman. 
2012. "TRPV4 is a regulator of adipose oxidative metabolism, inflammation, and 
energy homeostasis." Cell 151 (1):96-110. doi: 10.1016/j.cell.2012.08.034. 

Yi, C. X., S. E. la Fleur, E. Fliers, and A. Kalsbeek. 2010. "The role of the autonomic 
nervous liver innervation in the control of energy metabolism." Biochim Biophys 
Acta 1802 (4):416-31. doi: 10.1016/j.bbadis.2010.01.006. 

Yokoyama, T., T. Saito, T. Ohbuchi, H. Hashimoto, H. Suzuki, H. Otsubo, H. Fujihara, 
T. Nagatomo, and Y. Ueta. 2010. "TRPV1 gene deficiency attenuates miniature 
EPSC potentiation induced by mannitol and angiotensin II in supraoptic 
magnocellular neurons." J Neurosci 30 (3):876-84. doi: 10.1523/jneurosci.2986-
09.2010. 

Yoshida, M., E. Yoshida, and S. Satoh. 1995. "Effect of renal nerve denervation on 
tissue catecholamine content in spontaneously hypertensive rats." Clin Exp 
Pharmacol Physiol 22 (8):512-7. 

Zaidi, M., P. J. Bevis, S. I. Girgis, C. Lynch, J. C. Stevenson, and I. MacIntyre. 1985. 
"Circulating CGRP comes from the perivascular nerves." Eur J Pharmacol 117 
(2):283-4. 

Zhang, D. X., and D. D. Gutterman. 2011. "Transient receptor potential channel 
activation and endothelium-dependent dilation in the systemic circulation." J 
Cardiovasc Pharmacol 57 (2):133-9. doi: 10.1097/FJC.0b013e3181fd35d1. 

Zucker, I. H., W. Wang, M. Brandle, H. D. Schultz, and K. P. Patel. 1995. "Neural 
regulation of sympathetic nerve activity in heart failure." Prog Cardiovasc Dis 37 
(6):397-414. 

 


