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ABSTRACT
Trastuzumab, a monoclonal antibody, is effective in HER2 positive breast cancer patients but cardiotoxicity is problem. The aim of
this study was to clarify the possible effects of Valsartan on echocardiographic ejection fraction and cardiac biomarkers (serum brain
natriuretic peptide and malondialdehyde) in trastuzumab treated females with breast cancer over expressing HER2 receptor.
Twenty six female patients with new diagnosis of HER2 positive breast cancer were randomly assigned to 8 cycles trastuzumab
treatment (group I, no= 13) or trastuzumab plus Valsartan 40 mg (group II, no= 13). Echocardiography ejection fraction was analyzed
th
th
nd
at base line, 4 and 8 cycles in both groups. Serum malondialdehyde and brain natriuretic peptide were analyzed at base line, 2 ,
th th
th
4 , 6 and 8 cycles in both groups. Treatment with trastuzumab caused significant decrease in echocardiographic ejection fraction
th
at 8 cycle treatment in comparison to baseline readings (P < 0.05). A significant increase in echocardiographic ejection fraction was
obtained by group II (trastuzumab plus Valsartan group) in comparison with that of trastuzumab therapy group (P < 0.05). Regarding
serum brain natriuretic peptide and Malondialdehyde, trastuzumab therapy caused significant increase in both these markers
compared with the baseline readings (P < 0.05).Combined trastuzumab plus Valsartan caused significant decrease in serum brain
natriuretic peptide and Malondialdehyde compared with that of trastuzumab therapy group (P < 0.05). In trastuzumab treated
patients, Valsartan causes significant increase in ejection fraction with significant decrease in both serum brain natriuretic peptide
and malondialdehyde.
Keywords: BNP, Cardiotoxicity, Ejection fraction, MDA, Trastuzumab, Valsartan.

INTRODUCTION

B

reast cancer represents the most common type of
cancer in women worldwide and it is the second
leading cause of cancer death.1 In about 25–30% of
breast cancers, the human epidermal growth factor
receptor 2 (HER 2) gene is amplified and the HER2
receptor over expressed, which giving higher
2
aggressiveness in breast cancers. Trastuzumab is a
monoclonal antibody directed against the HER 2 receptor
which has proven powerful in treatment of HER 2 positive
breast cancers with decreasing recurrence and mortality
by approximately 50% and 33%, respectively.3,4 However,
it may induce cardiac toxicity, especially when given in
combination with anthracyclines.5 Although this toxicity
reported to be reversible; some cases have resulted in
disabling HF, and/or death.6 The mechanism by which this
complication takes place connected with the role of the
HER2 gene in the embryonic and postnatal heart. In fact,
HER2 protein when exposed to oxidative stress triggers a
protective intracellular signaling pathway (neuregulin,
HER2–HER4 heterodimeric receptors). Its loss, on the
7
other
hand,
activates
the
apoptoticcascade.
Furthermore, NRG-1 signaling pathway can activate focal
adhesion kinases (FAK), which is important in maintaining
8
the function and structure of sarcomeres. Moreover, the
cardiac dysfunction caused by oxidative stress lead to up

regulation of angiotensin II enzyme (ANG II). ANG II up
regulation leads to production of ROS through activation
of NADPH oxidase.9 Finally, the use of trastuzumab can
potentiate cardiomyocyte damage through a dual-hit
mechanism, which includes inhibition of the neuregulin-1
survival signaling pathway and angiotensin II-induced
activation of NADPH oxidase, with the ability to further
increase reactive oxygen species production. Prior to
starting trastuzumab therapy, a baseline measurement of
LVEF should be done for all patients in order to establish
their left ventricular function.10 Currently, clinical
examination and sequential LVEF measurements have
significant limitations, namely the fact that a decrease in
LVEF represents a comparatively late stage of cardiac
dysfunction. Earlier diagnosis of subclinical cardiotoxicity
could lead to identifying, intervening, and preventing late
cardiac risk outcomes. There is a powerful research in this
region, especially in what involve the role of cardiac
biomarkers. Cardiac biomarkers are substances that
released into the circulation when the cardiomyocyte is
damaged. A multi-marker approach is documented to be
useful in early detection of myocardial injury. Brain
natriuretic peptide (BNP) is found in the cardiac ventricles
and atria and high plasma concentrations are present in
11
patients with ventricular hypertrophy and CHF.
Malondialdehyde (MDA) is one of the most continually
used indicators of lipid peroxidation. Serum MDA was
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found to be elevated in patients with cardiac damages so
can confirms the predictive results in multi-marker
setting.12 Valsartan is a drug that selectively inhibits
angiotensin receptor (AT1). This of drugs was developed
following the angiotensin-converting enzyme (ACE)
inhibitors, as an option to provide more specific effects
on the renin angiotensin system (RAS).13 Valsartan
interact with the angiotensin receptor thereby selectively
inhibiting its physiological actions. The RAS adjusts blood
pressure through its effect on extracellular fluid volume,
sodium balance, and renal and systemic vascular
resistance. The final step of the RAS pathway is the
activation of the angiotensin receptors. By blocking the
action of the AT1 receptor, Valsartan leads to reduction in
blood pressure (BP), as well as inhibits sympathetic
outflow, improves renal function, decreases vascular
smooth muscle contraction, and also leads to declining in
13,14
progression of atherosclerosis lesions.
Valsartan was firstly approved in Europe in 1996 for the
treatment of hypertension in adults. Additionally, it has
been shown to has cardio protective effect, with reduced
morbidity and mortality in patients with heart failure and
following myocardial infarction.15,16 In general these
effects are equivalent to those achieved with ACE
inhibitors, with the additional advantage of a lower
incidence of undesirable effects such as cough and
angioedema.15
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Measurement of BNP
Using human BNP ELISA kit (catalog number CSBE07970h). This kit is commercially available from Cusabio
Biotech Co., LTD.
Measurement of MDA
Malondialdehyde was estimated by the method of Buege
and Aust17 in which based on the reaction of MDA with
thiobarbituric acid (TBA) to form a red MDA-TBA complex
which can be quantitated spectrophotometrically:
Absorbance at 532 nm
The concentration of MDA = --------------------------------x D
Є

Є: extinction coefficient 1.56 x 105 M-1.Cm-1.
Total volume
D: dilution factor = --------------------Volume of the sample

Statistical Analysis

Patients and methods

Statistical analyses were performed using SPSS 16.0. Data
of quantitative variables were presented as mean ± SEM.
Differences in each variable in the same group were
compared using paired-sample Student’s t-test. Unpairedsample Student’s t-test was performed to assess the
difference between the two groups. In all tests, P<0.05
was considered to be statistically significant.

Patients

RESULTS

From 1st of April 2013 to the 25th of July 2014, female
patients with new diagnosis of HER2 positive breast
cancer at the oncology unit in Al-Sadar medical city in AlNajaf Al-Ashraf Governorate were studied. Exclusion
criteria were patients with thyroid disease, past history of
heart disease, renal failure, and diabetes mellitus. Twenty
six patients were randomly assigned to 8 cycles
trastuzumab treatment (group I, no= 13) or trastuzumab
plus Valsartan 40 mg (group II, no= 13). Valsartan was
administered orally single daily dose for 8 cycles. Each
patient was informed about treatment. The protocol for
this study was approved by ethical committees of AlNahra in College of Medicine. It was manufactured by
Novartis Pharma AG, Basle, Switzerland. Batch NO.
B0504.

Anthropometry

Echocardiography (ECHO)
In both patients groups, each individual underwent
echocardiography for determining LVEF at baseline, 4th
and 8thtreatment cycles.
Collection of Blood Samples
nd

th

th

Four ml of blood was collected at baseline, 2 , 4 , 6 and
8thtreatment cycles for assessment of cardiotoxicity
induced by trastuzumab therapy based on changes of the
serum MDA and BNP biomarkers. Each blood sample was
centrifuged, and the obtained serum was frozen at - 80
until measurement.

Between the two groups included in this study, there was
no significant difference in anthropometric data as shown
in table (1).
Table 1: Anthropometric data for all included patients in
this study
Mean± SEM
(Group II)

Mean± SEM
(Group I)

Anthropometric data

40.61± 1.94

38.38± 2.27

Age (year)

70.92± 1.60

71.61±1.87

Weight ( kg )

158.23± 1.71

158.84±2.35

Height ( cm )

1.72± 0.02

1.73±0.03

Body Surface Area (m )

28.43± 0.87

28.02± 0.85

Body Mass Index (kg ⁄ m )

2

Effect of the Two Treatment
Echocardiographic Ejection Fraction (%)

2

Regimen

on

There was a significant decrease in echocardiographic
ejection fraction (%) in trastuzumab regimen at only the 8
cycle in comparison with baseline levels (p< 0.05) as
shown in figure (1). In comparison between the two
groups, there was no significant difference in
echocardiographic ejection fraction (%) at baseline and
after 4 treatment cycles (P > 0.05) as shown in figure (1).
At 8 treatment cycles echocardiographic ejection fraction
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(%) of group II was significantly higher than that of group I
(P < 0.05)as shown in figure (1).
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baseline level in trastuzumab regimen group (p< 0.05) as
shown in figure (3). In comparison between the two
treatment groups, there was no significant difference (P >
0.05) in serum MDA level at baseline as shown in figure
(3). After 2,4,6 and 8 treatment cycles, serum MDA level
of group II was significantly lower than that of group I (P <
0.05)as shown in figure (3).

*P<0.05 compare to baseline values of the same treatment
group; # P<0.05 compare to group I.

Figure 1: Mean ± SEM values of echocardiographic
ejection fraction (%) at baseline and after 4 and 8 cycles
in both groups (trastuzumab therapy, n=13 and
trastuzumab plus Valsartan, n=13).
Effect of the Two Treatment Regimens on Serum BNP
Level
There was a significant increase in serum BNP level
(pg\ml) after 2, 4, 6 and 8 cycles as compared with
baseline levels in trastuzumab regimen group (p< 0.05) as
shown in figure (2). In comparison between the two
treatment groups, there was no significant difference in
serum BNP level at baseline and after 2 treatment cycles
(P > 0.05) as shown in figure (2). After 4, 6, 8 treatment
cycles, serum BNP level of group II was significantly lower
than that of group I (P < 0.05) as shown in figure (2).

* P <0.05 compare to baseline values of the same treatment
group; # P <0.05 compare to group I.

Figure 3: Mean± SEM values of serum malondialdehyde
(MDA) at baseline and after 4 and 8 cycles in both groups
(trastuzumab therapy, n=13 and trastuzumab plus
Valsartan, n=13).
DISCUSSION
The use of trastuzumab therapy in breast cancer with
HER2 positive receptor has significantly improved
response rates and increased survival in female patients
with early-stage and metastatic disease.3 However, the
unpredictably high rate of cardiotoxicity, up to a third of
female patients treated with trastuzumab therapy might
develop a cardiotoxicity,13,14 has generated immense
concern regarding its use. In fact, the occurrence of
cardiac dysfunction restricts the option of possible
oncological therapies to those measured less aggressive
and as a result less effective.16 Patients who develop
impaired heart function when treated with trastuzumab
might have to stop this treatment, which could influence
their chances of cure.
Effect of Trastuzumab Therapy on Clinical and
Biochemical Parameters of the Present Study:

* P <0.05 compare to baseline values of the same treatment
group; # P <0.05 compare to group I

Figure 2: Mean± SEM values of serum brain natriuretic
peptide (BNP) at baseline and after 4 and 8 cycles in both
groups (trastuzumab regimen, n=13 and trastuzumab plus
Valsartan, n=13).
Effect of the Two Treatment Regimens on Serum MDA
Level
There was significant increase in serum MDA level
(µmol/L) after 2, 4, 6 and 8 cycles as compared with

In comparison to baseline values, there was no significant
change (P> 0.05) in the echocardiographic ejection
fraction after 4 treatment cycles. This finding is in
agreement with that revealed by McArthur and Chia
(2007)18 but is disagree with that revealed by Doreset al.
(2013).19 After 8 treatment cycles, trastuzumab caused
significant decrease in echocardiographic ejection fraction
in comparison to baseline values (P < 0.05). This finding is
in accordance with that revealed by Russo et al. (2014).20
The mechanism beyond this effect is that trastuzumab is
positioned to block cardiomyocyteHER2 signaling. So it
interfering with normal growth, repair, counteraction of
excessive sympathetic tone and survival of
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cardiomyocytes.
Trastuzumab results in significant
increase in serum BNP level after consequent treatment
cycles compare with baseline level (P < 0.05). This result
23
agree with that revealed by Periket al. (2006) and Feola
24
et al. (2011). The explanation of increase in serum BNP
level may be attributed to increase load on cardiac
myocyte as consequence of gene expression of renin and
promoted expression of angiotensin receptor (AT1) in
trastuzumab treating patient.BNP was observed early
after receive of trastuzumab, allowing us to identify the
female patients at a largest risk after the first two cycles
of therapy. This result was in accordance with that
25
revealed by Sandriet al. (2005) who advocate that BNP
might be useful marker to predict and/or detect
trastuzumab-induced cardiotoxicity. Trastuzumab caused
highly significant increase in serum MDA level in
comparison to baseline values (P < 0.01). This finding is in
26
consistency with that of Dirican et al. (2014) and Keith
27
et al. (1998).

blocking the augmented expression of AT1 receptor.
Valsartan caused significant decrease in serum MDA
levels. This finding support the presence of antioxidant
effect of Valsartan when administered in experimental
36-38
animal model.
The antioxidant effect of Valsartan
attributed to block Ang II effects, which is regarded as a
pro-oxidant through stimulate the generation of reactive
oxygen species.39
REFERENCES
1.

Jemal A, Siegel R, J Xu, Ward E, Cancer statistics, CA Cancer
J Clin, 61(2), 2010, 133-4.

2.

Ravdin PM, GC Chamness, The c-erbB-2 proto-oncogene as
a prognostic and predictive marker in breast cancer: a
paradigm for the development of other macromolecular
markers-a review, Gene (Amst.), 159, 1995, 19-27.

3.

Gutierrez C, Schiff R, HER2: Biology, detection, and clinical
implications, Arch Pathol Lab Med, 135, 2011, 55–62.

4.

Piccart-Gebhart MJ, M Procter, Leyland-Jones B, Goldhirsch
A, Untch M, Smith I, et al., Trastuzumab after adjuvant
chemotherapy in HER2-positive breast cancer, N Engl J
Med., 353, 2005, 1659 –1672.

5.

Seidman A, Hudis C, Pierri MK, Shak S, Paton V, Ashby M,
Murphy M, Stewart SJ, Keefe D, Cardiac dysfunction in the
trastuzumab clinical trials experience, J. Clin. Oncol., 20,
2002, 1215–1221.

6.

Hamid O, Emerging treatments in oncology: focus on
tyrosine kinase (erbB) receptor inhibitors, J Am Pharm
Assoc., 44(1), 2004.

7.

Chien KR, Herceptin and the heart- A molecular modifier of
cardiac failure, N Engl J Med., 354, 2006, 789–90.

8.

Benvenuto GM, R Ometto, Fontanelli A, Chemotherapyrelated cardiotoxicity: New diagnostic and preventive
strategies, Ital Heart J, 4, 2003, 655-667.

9.

Nakagami H, M Takemoto, Liao JK, NADPH oxidase-derived
superoxide anion mediates angiotensin II-induced cardiac
hypertrophy, J Mol Cell Cardio, 35, 2003, 851–9.

Effect of Valsartan on Clinical and Biochemical
Parameters
ACE-inhibitors and ARB are standard of care in the
management of patients with CHF, significantly
diminishing the development of heart failure in patients
with cardio myopathy of various origins.28 In patients with
doxorubicin-induced cardio toxicity, ACE-inhibitors can
improve symptoms of CHF and can avert a decline in
LVEF.29,30 The ACE-inhibitors are increasingly being
substituted by ARBs (e.g., Valsartan), due to the
experienced intolerance to ACE-inhibitors. ARBs may
induce a more entire inhibition of the RAS than ACEinhibitors; and are unrelated to non renin-angiotensin
effects such as angioedema and cough. Moreover,
Valsartan has no effect on trastuzumab efficacy because
it is includes in the management of trastuzumab
cardiotoxicity.31
In present study Valsartan produced a significant increase
in echocardiographic ejection fraction compared with
that of trastuzumab regimen group (P < 0.01). This is in
32
consistency with that of Nakamae et al. (2005) who
have demonstrated that Valsartan given along with
anthracycline-containing regimens prevents cardiac
damage. Valsartan cause no significant effect on blood
pressure and heart rate compared with control groups.
Therefore, the beneficial effects of Valsartan on acute
cardio toxicity are suggested to be mediated by the direct
inhibition of Ang II, supporting previous animal
experiments that demonstrating a key role of the renin–
angiotensin system in induced cardiac damage.33
Valsartan caused highly significant decrement in serum
BNP. This finding is in agreement with that revealed by
34
Latiniet al. (2002) who have showed that Valsartan
caused sustained reduction in BNP compare with control
35
group. Bayiret al. (2009) reported the same result
where the Valsartan prevented the acute MI-induced
raise in serum BNP levels. This decrement in serum BNP
level may be due to reduce load on cardiac myocyte by

ISSN 0976 – 044X

10. Walker JR, Bhullar N, Fallah-Rad N, Role of threedimensional echocardiography in breast cancer:
Comparison with two-dimensional echocardiography,
multiple-gated acquisition scans, and cardiac magnetic
resonance imaging, J ClinOncol., 28, 2010, 3429–36.
11. Levin ER, Gardner DG, Samson WK, Natriuretic peptides, N
Engl J Med., 339(5), 1998, 321-328.
12. Haque SF, ZaheerSufian, Koshy Abu A, Malondialdehyde: an
efficient marker of target organ dysfunction in
hypertension, J of medical practice and research, 1(4),
2012, 76- 79.
13. Burnier M, Brunner HR, Angiotensin II receptor antagonists,
Lancet, 355, 2000, 637–645.
14. Habtemariam B, Sallas W, Sunkara G, Kern S, Jarugula V,
Pillai G, Population pharmacokinetics of Valsartan in
pediatrics, Drug MetabPharmacokinet, 24, 2009, 145–152.
15. Black HR, Bailey J, Zappe D, Samuel R, Valsartan: more than
a decade of experience, Drugs, 69, 2009, 2393–2414.

International Journal of Pharmaceutical Sciences Review and Research
Available online at www.globalresearchonline.net
© Copyright protected. Unauthorised republication, reproduction, distribution, dissemination and copying of this document in whole or in part is strictly prohibited.

208

© Copyright pro

Int. J. Pharm. Sci. Rev. Res., 29(2), November – December 2014; Article No. 35, Pages: 205-209
16. Ferdinand KC, Taylor C, The Management of Hypertension
with Angiotensin Receptor Blockers in Special Populations,
Clin Cornerstone., 9(3), 2009, S5-S17.
17. Buege JA, Aust SD, Microsomal lipid peroxidation, Methods
Enzymol., 52, 1978, 302-310.
18. McArthur HL, Chia S, Cardiotoxicity of Trastuzumab in
Clinical Practice, N Engl J Med., 357, 2007, 94-95.
19. Dores H, J Abecasis, Correia MJ, Gândara F, Fonseca C,
Azevedo J, Arroja I, Martins A, Mendes M, Detection of
early sub-clinical trastuzumab-induced cardiotoxicity in
breast cancer patients, Arq. Bras. Cardiol., 100, 2013, 4.
20. Russo G, G Gioffi, Gori S, Tuccia F, Boccardi L et al., Role of
hypertention in new CHF in patients receiving trastuzumab
therapy for breast cancer, J Cardiovasc Med., 15, 2014,
141-146.
21. Guglin M, R Cutro, Mishkin JD, Trastuzumab-induced
cardiomyopathy, J Cardiac Fail, 14, 2008, 437–44.
22. Pentassuglia L, Sawyer DB, The role of neuregulin-1β/ErbB
signaling in the heart, Exper Cell Res, 315, 2009, 627–37.
23. Perik PJ, MN Lub-De Hooge, Gietema JA, Indium-111labeled trastuzumab scintigraphy in patients with human
epidermal growth factor receptor 2-positive metastatic
breast cancer, J ClinOncol, 24, 2006, 2276-2282.
24. Feola M, O Garrone, Occelli M, Francini A, Visconti G,
Cardiotoxicity after anthracycline chemotherapy in breast
carcinoma: effects on left ventricular ejection fraction,
troponin I and brain natriuretic peptide, Int J Cardiol.,
148(2), 2011, 194-8.
25. Sandri MT, M Salvatici, Cardinale D, N-terminal pro-B-type
natriuretic peptide after high-dose chemotherapy: a
marker predictive of cardiac dysfunction, ClinChem, 51,
2005, 1405-1410.
26. Dirican A, F Levent, Alacacioglu A, Kucukzeybek Y, Varol U,
Kocabas U, Senöz O, EmrenSx, Demir L, Coban E, Aksun S,
Sutcu R, Tarhan Mo, Acute Cardiotoxic Effects of Adjuvant
Trastuzumab Treatment and Its Relation to Oxidative
Stress, Angiology, 2014.
27. Keith M, A Geranmayegan, Sole MJ, Kurian R, Robinson A,
Omran AS, Jeejeebhoy KN, Increased Oxidative Stress in
Patients With Congestive Heart Failure, J Am CollCardiol.,
31(6), 1998, 1352-1356.
28. Konstam MA, MW Kronenberg, Rousseau MF, Effects of the
angiotensin converting enzyme inhibitor enalapril on the
long-term progression of left ventricular dilatation in
patients with asymptomatic systolic dysfunction, SOLVD
(Studies of Left Ventricular Dysfunction) Investigators,
Circulation, 88, 1993, 2277-2283.

ISSN 0976 – 044X

29. Cardinale C, A Colombo, Sandri MT, Prevention of highdose chemotherapy-induced cardiotoxicity in high-risk
patients by angiotensin-converting enzyme inhibition,
Circulation, 114, 2006, 2474-2481.
30. Silber JH, Role of after load reduction in the prevention of
late anthracycline cardiomyopathy, Pediatr Blood Cancer,
44, 2005, 607-613.
31. Curigliano G, D Cardinale, D Suter, T Plataniotis G, de
Azambuja E, Sandri MT, Criscitiello C, Goldhirsch A, Cipolla
C, Roila F, Cardiovascular toxicity induced by
chemotherapy, targeted agents and radiotherapy: ESMO
Clinical Practice Guidelines Oxford Journals Medicine
Annals of Oncology, 23(7), 2012, vii155-vii166.
32. Nakamae H, K Tsumura, Terada Y, Notable effects of
angiotensin II receptor blocker, Valsartan, on acute
cardiotoxic changes after standard chemotherapy with
cyclophosphamide,
doxorubicin,
vincristine,
and
prednisolone, Cancer, 104, 2005, 2492–2498.
33. Toko H, T Oka, Zou Y, Angiotensin II type 1a receptor
mediates doxorubicin-induced cardiomyopathy, Hypertens
Res., 25, 2000, 597–603.
34. Latini R, S Masson, Anand I, Judd D, Maggioni AP, Chiang
YT, Bevilacqua M, Salio M, Cardano P, Dunselman PH,
Holwerda NJ, Tognoni G, Cohn JN, Valsartan Heart Failure
Trial Investigators Effects of valsartan on circulating brain
natriuretic peptide and norepinephrine in symptomatic
chronic heart failure: the Valsartan Heart Failure Trial (ValHeFT), Circulation, 106(19), 2002, 2454-8.
35. Bayir Y, E Cadirci, Suleyman H, Halici Z, Keles MS, Effects of
Lacidipine, Ramipril and Valsartan on Serum BNP Levels in
Acute and Chronic Periods Following Isoproterenol-Induced
Myocardial Infarction in Rats, EAJM, 2009, 41.
36. Jiao B, YS Wang, Cheng YN, Gao JJ, Zhang QZ, Valsartan
attenuated oxidative stress, decreased MCP-1 and TGF-β1
expression in glomerular mesangial and epithelial cells
induced by high-glucose levels, Biosci Trends, 5(4), 2011,
173-81.
37. Rozario RJ, N Akhter, Bhuiyan NI, Alom MM, Antioxidant
effect of valsartan in experimental model of myocardial
infarction, Mymensingh Med J, 20(3), 2011, 472-7.
38. Wu B, R Lin, Dai R, Chen C, Wu H, Hong M, Valsartan
attenuates oxidative stress and NF-κB activation and
reduces myocardial apoptosis after ischemia and
reperfusion, Eur J Pharmacol., 705(1-3), 2013, 140-7.
39. Yang HY, PF Kao, Chen TH, Tomlinson B, Ko WC, Chan P,
Effects of the angiotensin II type 1 receptor antagonist
Valsartan on the expression of superoxide dismutase in
hypertensive patients, ClinPharmacol., 47(3), 2007, 397403.

Source of Support: Nil, Conflict of Interest: None.

International Journal of Pharmaceutical Sciences Review and Research
Available online at www.globalresearchonline.net
© Copyright protected. Unauthorised republication, reproduction, distribution, dissemination and copying of this document in whole or in part is strictly prohibited.

209

© Copyright pro

