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C-reactive protein (CRP) performs two recognition functions that are relevant to cardiovascular disease. First, in its native
pentameric conformation, CRP recognizes molecules and cells with exposed phosphocholine (PCh) groups, such as microbial
pathogens and damaged cells. PCh-containing ligand-bound CRP activates the complement system to destroy the ligand. Thus,
the PCh-binding function of CRP is defensive if it occurs on foreign pathogens because it results in the killing of the pathogen
via complement activation. On the other hand, the PCh-binding function of CRP is detrimental if it occurs on injured host cells
because it causes more damage to the tissue via complement activation; this is how CRP worsens acute myocardial infarction
and ischemia/reperfusion injury. Second, in its nonnative pentameric conformation, CRP also recognizes atherogenic low-density
lipoprotein (LDL). Recent data suggest that the LDL-binding function of CRP is beneficial because it prevents formation of
macrophage foam cells, attenuates inflammatory effects of LDL, inhibits LDL oxidation, and reduces proatherogenic effects of
macrophages, raising the possibility that nonnative CRPmay show atheroprotective effects in experimental animals. In conclusion,
temporarily inhibiting the PCh-binding function of CRP along with facilitating localized presence of nonnative pentameric CRP
could be a promising approach to treat atherosclerosis and myocardial infarction.There is no need to stop the biosynthesis of CRP.

1. Introduction

C-reactive protein (CRP) is a multifunctional and evo-
lutionarily conserved plasma protein (reviewed in [1–8]).
Through the circulation, CRP reaches tissues and is seen
deposited at sites of inflammation. Human CRP is comprised
of five identical subunits arranged in a cyclic pentamer
[9]. In this paper, we review two recognition functions
of pentameric CRP which are relevant to cardiovascular
disease: the phosphocholine- (PCh-) binding function of
native pentameric CRP that has been implicated in acute
myocardial infarction and ischemia/reperfusion (I/R) injury
and the atherogenic low-density lipoprotein- (LDL-) binding
function of nonnative pentameric CRP that has been impli-
cated in atherosclerosis.

2. PCh-Binding Function of Native Pentameric
CRP, Myocardial Infarction, and I/R Injury

A major function of CRP in its native pentameric form
is to bind, in a Ca2+-dependent manner, to molecules and

cells bearing exposed PCh groups, such as the cell wall
of pneumococci and cell membrane of damaged cells [10,
11]. Once CRP is bound to a PCh-containing ligand, it
activates the complement system to destroy the ligand [12,
13]. When CRP binds to foreign pathogens, it helps in the
killing of the pathogen via complement activation. In mouse
models of pneumococcal infection, CRP has been shown
to be protective; that is, CRP decreases bacteremia and
increases survival of infected mice ([14] reviewed in [15, 16]).
Experiments performed in vitro using necrotic and apoptotic
cells reveal that the binding of CRP to necrotic and apoptotic
cells can facilitate the removal of such cells [17–21]. However,
experiments performed in vivo using animal models of I/R
injury reveal that the binding of CRP to damaged cells is
detrimental to the tissue [22–25]. Combined data suggest
that the consequences of the binding of CRP to damaged
cells depend on the tissue. In many places in the body (skin
and subcutaneous tissue, e.g.,), it does no harm to bind
complement and hasten death of dead tissue. The situation
for the organs which are working all the time and do not have
the ability to regenerate their tissue (heart, e.g.,) is different
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and hastening removal of dead tissue will be harmful. During
myocardial infarction, the necrotic part of the myocardium
will be removed by CRP. However, the ischemic part of the
tissuewhere the damage can be reversedmay also be removed
by CRP, as described previously [26]. Thus, the PCh-binding
function of CRP is defensive for the host because it leads to
protection against pneumococcal infection and removal of
necrotic tissue. On the other hand, the PCh-binding function
of CRP is detrimental for the host when CRP binds to
reversibly damaged myocardial cells, because it causes more
damage to the tissue via complement activation.

Studies in animals (mice, rats, and rabbits) and human
specimens have shown that both CRP and components of the
activated complement system are deposited and colocalized
in myocardial infarcts and that complement activation is due
to the presence of CRP [27–32]. CRP has been shown to
exacerbate left ventricular dysfunction and promote adverse
left ventricular remodeling after myocardial infarction [33].
Mostly by employing animal models of I/R injury, it has been
shown that CRP enhances the size of myocardial infarcts and
also contributes to ischemic tissue damage in intestine, lung,
kidney, and brain [22–25, 32–34]. In a mesenteric I/R model,
CRP deposition correlated with complement deposition,
suggesting a role of CRP in complement activation [23]; in
these studies, inhibition of complement activation by using
C1 inhibitor reduced the effects of CRP on intestinal injury.
Similarly, inhibition of complement activation by decay-
accelerating factor also prevented CRP-mediated intestinal
injury and remote lung damages following mesenteric I/R
[24]. In mice transgenic for human CRP, arterial injury
resulted in an expedited and higher rate of thrombotic
occlusion compared to that in nontransgenic mice [35].
CRP-mediated exacerbation of vascular injury involves com-
plement since lowering the biosynthesis of CRP prevented
complement consumption [36].These findings indicated that
an intact complement system is required for the damaging
effects of CRP on myocardial injury because lowering of
CRP level, depleting complement, or blocking CRP-mediated
complement activation abrogated the effects of CRP. Thus,
CRP- and CRP-mediated complement activation both con-
tribute to myocardial injury.

Each subunit of CRP has a PCh-binding site. The three-
dimensional structure of the PCh-binding site reveals that
Glu81 in the PCh-binding hydrophobic pocket of CRP inter-
acts with the nitrogen atom of choline in PCh, that Phe66
interacts with the three methyl groups of choline, and that
Thr76 is critical for creating the appropriately sized pocket
on CRP to accommodate PCh. The phosphate group of PCh
directly coordinates with the two calcium ions bound to CRP
[9, 37].We generated a CRP triplemutant, F66A/T76Y/E81A,
that does not bind to PCh and was therefore unable to form
complexes capable of activating complement [14]. Such a
mutant is suitable for use in experiments aimed at defining
the contribution of the PCh-binding site of CRP in deteri-
orating tissue injury. In another approach, pharmacological
inhibition of CRP using a PCh-based compound reduced
the deposition of CRP at myocardial infarcts and inhibited
complement activation, indicating that the PCh-binding site
of CRP participates in worsening the infarct size and that

the inhibition of the PCh-binding site is a useful strategy to
prevent tissue-damaging conditions [38]. Similarly, pharma-
cological inhibition of biosynthesis of CRP also resulted in a
reduction of CRP-mediated exacerbation of vascular injury
[36].

3. LDL-Binding Function of Nonnative
Pentameric CRP and Atherosclerosis

Native CRP does not bind to native LDL under normal
physiological conditions [39–42]. NativeCRP andnative LDL
interact with each other only when either one is immobilized,
modified, or aggregated [39–44], raising the possibility that
CRP and LDL may interact with each other under patholog-
ical conditions. The native pentameric structure of CRP can
be modified in vitro and we have shown that the recognition
functions of nonnative pentameric CRP are different from
those of native CRP: one function of CRP in its nonnative
pentameric conformation is to bind to atherogenic LDL [45–
49]. Two types of LDL are used as models of atherogenic
LDL: enzymatically modified LDL (E-LDL) and oxidized
LDL (ox-LDL) [50–53]. To E-LDL, even native CRP binds
and the binding is inhibited by free PCh [40, 45, 54]. Data
obtained from PCh-inhibition experiments suggest that CRP
binds to E-LDL through the PCh groups in E-LDL and that
the binding is mediated by the PCh-binding site of CRP.
However, the amino acids in CRP that contact PCh are not
critical for the binding of CRP to E-LDL, indicating that the
PCh groups present in E-LDL are not the only components in
E-LDL through which CRP binds to E-LDL [45]. It has been
shown that CRP binds to E-LDL through cholesterol also and
that this bindingwas also PCh-inhibitable [55, 56]. Nonnative
CRP binds to E-LDLmore avidly than native CRP through an
as-yet-undefined mechanism [45–47].

Several investigators have reported that native CRP can
also bind to ox-LDL through the PCh moiety in ox-LDL
[41, 54, 57] and several investigators have reported that native
CRP does not bind to ox-LDL [42, 47, 48, 55, 58]. CRP
has also been shown to bind to ox-LDL in vivo in diabetes
mellitus patients with atherosclerosis and when ox-LDL is
complexed with 𝛽2 glycoprotein I [59, 60]. We reported that
a modification of the native pentameric structure of CRP was
required for binding to ox-LDL and that CRP, in its nonnative
pentameric conformation, binds efficiently to ox-LDL [46–
48]. Taken together, it seems that the binding of CRP to ox-
LDLdepends on the stringency of themethodused to prepare
ox-LDL. If the PCh groups are exposed to ox-LDL, then
native CRP would bind, if the PCh groups are not exposed to
ox-LDL, then nativeCRPwould not bind, and nonnativeCRP
would bind to ox-LDL regardless of the extent and nature of
oxidation. The mechanism of interaction between nonnative
CRP and atherogenic LDL, however, has not been elucidated
yet. On the LDL molecules, the moieties that could interact
with CRP include PCh, cholesterol, apoB, and phospho-
ethanolamine [40, 41, 43, 45, 51, 52, 55, 56, 61, 62]. In addition,
the amyloid-like structures which are induced in LDL by oxi-
dation could also be recognized by nonnative CRP [63]. We
hypothesize that the LDL-binding site is buried (or absent)
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in native CRP and is exposed (or formed) in nonnative CRP
by the loosening up of the pentamer [47, 48]. CRP has been
found deposited and colocalized with LDL in atherosclerotic
lesions in humans and experimental animals, indicating the
presence of nonnative CRP at the lesions [64–70].

The recognition function of CRP to bind to atherogenic
LDL should have an effect on the formation of LDL-loaded
macrophage foam cells and also on the proinflammatory
effects of foam cells and LDL. The formation of foam cells
represents an early step in atherosclerosis and begins when
macrophages bind and take up LDL [71–73]. Using immuno-
histochemical staining of atherosclerotic lesions with anti-
bodies to CRP and LDL, the outcome of the interactions
among native or aggregated CRP, LDL, and macrophages
with regard to the formation of macrophage foam cells has
been investigated extensively [44, 57, 65, 74–76]; however, a
review of the published literature does not provide a clear-
cut overall conclusion [1, 77]. Similarly, it is also unclear
whether both Fc𝛾 receptor CD32 and LDL receptor CD36
on macrophages participate if there is an effect of CRP on
the uptake of LDL by macrophages [44, 57, 76, 78]. We
investigated the effect of CRP on the accumulation of lipid
droplets made up of cholesteryl esters in E-LDL-treated
macrophages and found that, in contrast to E-LDL alone,
CRP-bound E-LDL was inactive for the formation of foam
cells [45]. Other consequences of CRP-LDL interactions
have also been reported [74, 79–81]. CRP causes charge
modification of LDL [74]. CRP reduces the susceptibility of
copper-induced oxidation of LDL [58, 79]. CRP attenuates
adhesion and activation of monocytes via the prevention of
binding of minimally modified LDL to monocytes; this effect
was mediated by the binding of CRP to monocytes [80]. CRP
also suppresses the proatherogenic effects of macrophages
when bound to lysophosphatidylcholine, a moiety present
in oxLDL [81]. Collectively, these findings suggest that CRP,
under defined conditions, prevents foam cell formation and
reduces proinflammatory effects of LDL and foam cells.

To determine the role of CRP in the development of
atherosclerosis, human native CRP has been introduced into
three different murine models of atherosclerosis: Apo𝐸−/−

mice, LDL𝑟−/− mice, and ApoB100/100Ldl𝑟−/− mice (reviewed
in [1, 77]). CRP was found to be neither proatherogenic nor
atheroprotective in Apo𝐸−/− mice [82–85]. Both passively
administered CRP and transgenically expressed CRP had no
effect on the development, progression, or severity of sponta-
neous atherosclerosis in Apo𝐸−/−mice. In LDL𝑟−/−mice also,
there was no effect of CRP on the development of atheroscle-
rosis [86]. In rabbits transgenic for human CRP also, CRP
did not affect aortic or coronary atherosclerosis lesion for-
mation [87]. However, two recent studies indicated athero-
protective effects of CRP [88, 89]. In ApoB100/100Ldl𝑟−/−
mice, CRP slowed the development of atherosclerosis [88].
In Apo𝐸−/−CR𝑃−/− and LDL𝑟−/−CR𝑃−/− mice, the size of
atherosclerotic lesions was either equivalent or increased
when compared to that of Apo𝐸−/− and LDL𝑟−/− mice, sug-
gesting that even mouse CRP may mediate atheroprotective
effects. These data raise hopes that nonnative CRP may
be more atheroprotective than native CRP considering the

difference between the LDL-binding recognition functions of
nonnative and native CRP.

Although much more experimentation needs to be done,
there are already several lines of evidence to indicate that
the LDL-binding function of CRP is beneficial and may con-
tribute to atheroprotection. First, CRP reduces further oxida-
tion of LDL. Second, CRP attenuates monocyte adhesion and
activation via the prevention of binding of atherogenic LDL to
monocytes.Third, CRP suppresses the proatherogenic effects
of macrophages. Fourth, CRP prevents foam cell formation.
Fifth, at least in two in vivo studies, both human and mouse
CRP showed some atheroprotective effects.

4. Conclusions

There is no data to suggest that CRP causes a disease. CRP
infused in healthy human adults does not result in any
significant clinical, hematologic, coagulative, or biochemical
changes or any increase in proinflammatory cytokines or
acute phase proteins [90]. In case of acute myocardial
infarction inmodel animals, CRPworsens an already existing
disease; CRP does what it is programmed to do, that is, to
bind to PCh and activate complement, and just in this case
CRP does harm.We conclude that CRP is an atheroprotective
molecule and, therefore, a host defense protein. CRPmutants
(nonnative CRP) capable of efficiently binding to all forms
of atherogenic LDL can be evaluated for their effects on the
development of atherosclerosis in available animal models to
test our conclusion. Administration of exogenously prepared
CRP mutant may be useful to capture atherogenic LDL to
prevent atherosclerosis. If it turns out that nonnative CRP is
indeed atheroprotective, a long-term goal could be to focus
on the discovery and design of small-molecule compounds
to target CRP (a compound that can change the structure
of endogenous CRP) for capturing atherogenic LDL. The
purpose of administering a PCh-based compound to target
CRP is to inhibit binding of CRP to damaged cells to prevent
further damage to myocardial infarcts. As of now, we do not
see any need to lower the circulating level of native CRP, as
we have suggested previously [91].
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Pentikäinen, “C-reactive protein binds to the 3𝛽-OH group
of cholesterol in LDL particles,” Biochemical and Biophysical
Research Communications, vol. 329, no. 4, pp. 1208–1216, 2005.

[57] L. van Tits, J. de Graaf, H. Toenhake, W. van Heerde, and
A. Stalenhoef, “C-reactive protein and annexin A5 bind to
distinct sites of negatively charged phospholipids present in
oxidized low-density lipoprotein,” Arteriosclerosis, Thrombosis,
and Vascular Biology, vol. 25, no. 4, pp. 717–722, 2005.

[58] M. L. Rufail, S. C. Ramage, and R. van Antwerpen, “C-reactive
protein inhibits in vitro oxidation of low-density lipoprotein,”
FEBS Letters, vol. 580, no. 22, pp. 5155–5160, 2006.

[59] M. Tabuchi, K. Inoue, H. Usui-Kataoka et al., “The association
of C-reactive protein with an oxidative metabolite of LDL and
its implication in atherosclerosis,” Journal of Lipid Research, vol.
48, no. 4, pp. 768–781, 2007.

[60] R. Zhang, S. J. Zhou, C. J. Li et al., “C-reactive protein/oxidised
low-density lipoprotein/b2-glycoprotein I complex promotes
atherosclerosis in diabetic BALB/c mice via p38mitogen-
activated protein kinase signal pathway,” Lipids in Health and
Disease, vol. 12, article 42, 2013.

[61] Y. I.Miller, S.-H. Choi, P.Wiesner et al., “Oxidation-specific epi-
topes are danger-associated molecular patterns recognized by
pattern recognition receptors of innate immunity,” Circulation
Research, vol. 108, no. 2, pp. 235–248, 2011.

[62] U. Saxena, A. Nagpurkar, P. J. Dolphin, and S. Mookerjea,
“A study on the selective binding of apoprotein B- and E-
containing human plasma lipoproteins to immobilized rat
serum phosphorylcholine-binding protein,” Journal of Biolog-
ical Chemistry, vol. 262, no. 7, pp. 3011–3016, 1987.



6 Mediators of Inflammation

[63] C. R. Stewart, A. A. Tseng, Y.-F. Mok et al., “Oxidation of low-
density lipoproteins induces amyloid-like structures that are
recognized by macrophages,” Biochemistry, vol. 44, no. 25, pp.
9108–9116, 2005.

[64] G.D.Reynolds andR. P.Vance, “C-reactive protein immunohis-
tochemical localization in normal and atherosclerotic human
aortas,” Archives of Pathology and Laboratory Medicine, vol. 111,
no. 3, pp. 265–269, 1987.

[65] K. Hatanaka, X.-A. Li, K. Masuda, C. Yutani, and A. Yamamoto,
“Immunohistochemical localization of C-reactive protein-
binding sites in human atherosclerotic aortic lesions by a mod-
ified streptavidin-biotin- staining method,” Pathology Interna-
tional, vol. 45, no. 9, pp. 635–641, 1995.

[66] J. Torzewski, M. Torzewski, D. E. Bowyer et al., “C-Reactive
protein frequently colocalizes with the terminal complement
complex in the intima of early atherosclerotic lesions of human
coronary arteries,” Arteriosclerosis, Thrombosis, and Vascular
Biology, vol. 18, no. 9, pp. 1386–1392, 1998.

[67] Y. X. Zhang,W. J. Cliff, G. I. Schoefl, and G. Higgins, “Coronary
C-reactive protein distribution: its relation to development of
atherosclerosis,” Atherosclerosis, vol. 145, no. 2, pp. 375–379,
1999.

[68] H. Sun, T. Koike, T. Ichikawa et al., “C-reactive protein in
atherosclerotic lesions: its origin and pathophysiological signif-
icance,” American Journal of Pathology, vol. 167, no. 4, pp. 1139–
1148, 2005.

[69] S. Norja, L. Nuutila, P. J. Karhunen, and S. Goebeler, “C-reactive
protein in vulnerable coronary plaques,” Journal of Clinical
Pathology, vol. 60, no. 5, pp. 545–548, 2007.

[70] Q. Yu, Y. Li, Y. Wang et al., “C-reactive protein levels are
associated with the progression of atherosclerotic lesions in
rabbits,” Histology and Histopathology, vol. 27, no. 4, pp. 529–
535, 2012.

[71] H. Lu and A. Daugherty, “Atherosclerosis: cell biology and
lipoproteins,” Current Opinion in Lipidology, vol. 24, no. 5, pp.
455–466, 2013.

[72] K. J. Moore and I. Tabas, “Macrophages in the pathogenesis of
atherosclerosis,” Cell, vol. 145, no. 3, pp. 341–355, 2011.

[73] S. Tsimikas and Y. I. Miller, “Oxidative modification of lipopro-
teins: mechanisms, role in inflammation and potential clinical
applications in cardiovascular disease,” Current Pharmaceutical
Design, vol. 17, no. 1, pp. 27–37, 2011.

[74] S. Mookerjea, J. Francis, D. Hunt, C. Y. Yang, and A. Nagpurkar,
“RatC-reactive protein causes a chargemodification of LDL and
stimulates its degradation by macrophages,” Arteriosclerosis,
Thrombosis, and Vascular Biology, vol. 14, no. 2, pp. 282–287,
1994.

[75] T. P. Zwaka, V. Hombach, and J. Torzewski, “C-reactive protein-
mediated low density lipoprotein uptake by macrophages:
implications for atherosclerosis,” Circulation, vol. 103, no. 9, pp.
1194–1197, 2001.

[76] S. Verma, S.-H. Li, M. V. Badiwala et al., “Endothelin antago-
nism and interleukin-6 inhibition attenuate the proatherogenic
effects of C-reactive protein,” Circulation, vol. 105, no. 16, pp.
1890–1896, 2002.

[77] S. K. Singh, M. V. Suresh, B. Voleti, and A. Agrawal, “The
connection between C-reactive protein and atherosclerosis,”
Annals of Medicine, vol. 40, no. 2, pp. 110–120, 2008.

[78] U. Singh, M. R. Dasu, P. G. Yancey, A. Afify, S. Devaraj,
and I. Jialal, “Human C-reactive protein promotes oxidized

low density lipoprotein uptake and matrix metalloproteinase-
9 release in wistar rats,” Journal of Lipid Research, vol. 49, no. 5,
pp. 1015–1023, 2008.

[79] H. Nayeri, G. A. Naderi, M. S. Moghadam et al., “Effect of CRP
on some of the in vitro physicochemical properties of LDL,”
ARYA Atherosclerosis Journal, vol. 6, no. 3, pp. 85–89, 2010.

[80] S. U. Eisenhardt, J. Starke, J. R. Thiele et al., “Pentameric
CRP attenuates inflammatory effects of mmLDL by inhibiting
mmLDL-monocyte interactions,” Atherosclerosis, vol. 224, no.
2, pp. 384–393, 2012.

[81] M. K. Chang, K. Hartvigsen, J. Ryu, Y. Kim, and K. H.
Han, “The pro-atherogenic effects of macrophages are reduced
upon formation of a complex between C-reactive protein and
lysophosphatidylcholine,” Journal of Inflammation, vol. 9, article
42, 2012.

[82] A. Trion, M. P. M. de Maat, J. W. Jukema et al., “No effect
of C-reactive protein on early atherosclerosis development in
apolipoprotein E∗3-Leiden/human C-reactive protein trans-
genic mice,” Arteriosclerosis, Thrombosis, and Vascular Biology,
vol. 25, no. 8, pp. 1635–1640, 2005.

[83] G. M. Hirschfield, J. R. Gallimore, M. C. Kahan et al.,
“Transgenic human C-reactive protein is not proatherogenic
in apolipoprotein E-deficient mice,” Proceedings of the National
Academy of Sciences of the United States of America, vol. 102, no.
23, pp. 8309–8314, 2005.

[84] K. Reifenberg, H.-A. Lehr, D. Baskai et al., “Role of C-reactive
protein in atherogenesis: can the apolipoprotein E knockout
mouse provide the answer?” Arteriosclerosis, Thrombosis, and
Vascular Biology, vol. 25, no. 8, pp. 1641–1646, 2005.

[85] M. A. Ortiz, G. L. Campana, J. R. Woods et al., “Continuously-
infused human C-reactive protein is neither proatheroscle-
rotic nor proinflammatory in apolipoprotein E-deficient mice,”
Experimental Biology andMedicine, vol. 234, no. 6, pp. 624–631,
2009.

[86] M. Torzewski, K. Reifenberg, F. Cheng et al., “No effect of C-
reactive protein on early atherosclerosis in LDLR−/−/human C-
reactive protein transgenic mice,”Thrombosis and Haemostasis,
vol. 99, no. 1, pp. 196–201, 2008.

[87] T. Koike, S. Kitajima, Y. Yu et al., “Human C-reactive protein
does not promote atherosclerosis in transgenic rabbits,” Circu-
lation, vol. 120, no. 21, pp. 2088–2094, 2009.

[88] A. Kovacs, P. Tornvall, R. Nilsson, J. Tegnér, A. Hamsten, and
J. Björkegren, “Human C-reactive protein slows atherosclerosis
development in a mouse model with human-like hypercholes-
terolemia,” Proceedings of the National Academy of Sciences of
the United States of America, vol. 104, no. 34, pp. 13768–13773,
2007.

[89] D. Teupser, O. Weber, T. N. Rao, K. Sass, J. Thiery, and H. Jörg
Fehling, “No reduction of atherosclerosis in C-reactive protein
(CRP)-deficient mice,” Journal of Biological Chemistry, vol. 286,
no. 8, pp. 6272–6279, 2011.

[90] T. Lane, N. Wassef, S. Poole et al., “Infusion of pharmaceutical-
grade natural humanC-reactive protein is not proinflammatory
in healthy adult human volunteers,” Circulation Research, vol.
114, no. 4, pp. 672–676, 2014.

[91] A. Agrawal, “CRP after 2004,” Molecular Immunology, vol. 42,
no. 8, pp. 927–930, 2005.



Submit your manuscripts at
http://www.hindawi.com

Stem Cells
International

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

MEDIATORS
INFLAMMATION

of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Behavioural 
Neurology

Endocrinology
International Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Disease Markers

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

BioMed 
Research International

Oncology
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Oxidative Medicine and 
Cellular Longevity

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

PPAR Research

The Scientific 
World Journal
Hindawi Publishing Corporation 
http://www.hindawi.com Volume 2014

Immunology Research
Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Journal of

Obesity
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

 Computational and  
Mathematical Methods 
in Medicine

Ophthalmology
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Diabetes Research
Journal of

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Research and Treatment
AIDS

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Gastroenterology 
Research and Practice

Hindawi Publishing Corporation
http://www.hindawi.com Volume 2014

Parkinson’s 
Disease

Evidence-Based 
Complementary and 
Alternative Medicine

Volume 2014
Hindawi Publishing Corporation
http://www.hindawi.com


