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Abstract: Cardiovascular morbidity and mortality carry great socioeconomic burden worldwide 

that mandates the development of new, efficacious therapeutic agents with limited adverse effects. 

O-(3-piperidino-2-hydroxy-1-propyl) nicotinic acid amidoxime (BGP-15) is a known, well-tolerable 

drug candidate that exerts beneficial effects in several disease models. As BGP-15 has a significant 

structural similarity with propranolol, it arose that BGP-15 might also have a direct effect on the 

heart. Thus, in the present work, we investigated the effect of BGP-15 and propranolol on the 

contractility of isolated, paced, human right atrial samples (obtained from patients undergone open-

heart surgery), with or without previous isoproterenol (ISO) stimulation (evoking an indirect or 

direct effect, respectively). We found that both BGP-15 and propranolol exerted direct as well as 

indirect negative inotropic effects on the atrial myocardium, reaching similar maximal response. 

However, BGP-15 had considerably smaller potency than propranolol regarding both types of 

negative inotropy. In addition, BGP-15, in contrast to propranolol, had a significantly greater 

indirect negative inotropic effect on samples exhibiting strong response to ISO. Moreover, the 

indirect negative inotropic effect of BGP-15 was significantly greater on samples derived from 

diabetic patients than on samples obtained from non-diabetic ones. Our results suggest that the 

enhanced ISO sensitivity is associated with the diabetic state, and BGP-15 exerts greater negative 

inotropic effect on the human atrial myocardium in both conditions (as compared to the atrial tissue 

that is not ISO oversensitive and/or diabetic). Additionally, the negative inotropic effects of BGP-15 

and propranolol seem to be mediated by in part different molecular pathways in the atrial 

myocardium. 
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1. Introduction 

The prevalence of cardiovascular diseases (CVDs)—including high blood pressure, atrial 

fibrillation (AF), and heart failure—is continuously increasing worldwide, predominantly in the 

developed countries. Improper (e.g., sedentary) lifestyle, stress, and obesity all contribute to the 

likelihood of developing CVDs [1]. In 2014, every third person older than 20 years suffered from high 

blood pressure in the USA. In 10 years (until 2015), the mortality rate attributable to high blood 

pressure increased by 10.5%, showing a deteriorating trend [1]. Accordingly, beyond prevention, the 

therapy of CVDs must also be addressed. Most of the widely available therapeutic options have 

limited efficiency or are accompanied by several undesirable effects [2–4]. 

BGP-15 (O-(3-piperidino-2-hydroxy-1-propyl) nicotinic acid amidoxime), a derivative of 

propranolol, was originally developed to improve nephro- and neurotoxicity of cisplatin as a 

chemoprotectant [5–8]. This protective effect, the mechanism of which remains unknown yet, 

occurred at 100–200 mg/kg/day oral dose. However, BGP-15 was found to elicit an insulin-sensitizing 

effect as well, observed at much lower doses (2–3 mg/kg/day). In these human clinical trials, BGP-15 

proved to be well-tolerable, without any significant adverse effect [9–12]. The insulin sensitizer action 

of BGP-15 was attributed to the expression of heat shock protein 70 (HSP70) and 72 (HSP72) [13–18], 

although some authors debated this mechanism [19]. Beyond this, Sapra et al. found that, in heart 

failure and atrial fibrillation, BGP-15 reduced episodes of arrhythmia, attenuated atrial enlargement, 

and improved cardiac function by inducing phosphorylation of the insulin-like growth factor 

receptors [19]. The protective effect of BGP-15 against ischemia-reperfusion injuries was also noticed 

[20,21]. Nevertheless, the mechanism of action for BGP-15 is not yet clarified entirely. 

Propranolol, beyond its well-known cardiac effects as a beta-blocker, was shown to affect the 

vascular tension as well. Interestingly, in aorta isolated from diabetic rabbits, propranolol blunted 

the constriction induced by norepinephrine, while it had no significant effect on the healthy aorta. 

This action of propranolol, a kind of “antidiabetic” activity, was attributed to its beta-blocker 

property [7,22]. 

Because of its structural similarity to propranolol, it cannot be excluded that BGP-15 also exerts 

an effect on the β-adrenoceptors. Thus, the main aim of the present investigation was to explore the 

inotropic effect of BGP-15 on the human myocardium, and to compare it with that of propranolol, 

the parent molecule of BGP-15. For this purpose, samples were collected from the right atrium of 

patients who had undergone open-heart surgery. Although sampling from the left ventricle would 

be the optimal choice, due to surgical and ethical reasons, small right atrial trabeculae carneae were 

obtained. 

2. Materials and Methods 

2.1. Patients, Tissue Samples, and Experimental Design 

Patients admitted to the Department of Cardiology and Cardiac Surgery (University of 

Debrecen, Debrecen, Hungary), from October 1, 2016 to February 1, 2018, for an open-heart surgery 

(mostly to carry out coronary bypass or valve prosthesis implantation), were asked to participate in 

this investigation. The study was designed in accordance with the principles of the Declaration of 

Helsinki, and it was approved by the Medical Research Council (7-8 Szechenyi Istvan ter, Budapest, 

Hungary) with ethical approval reference number ETT TUKEB 39762-3/2016/EKU (September 19, 

2016). Written informed consent was obtained from each participant prior to inclusion. 

During cannulation of the right atrium (being a part of the routine surgical activity), a small 

portion of the atrial wall was dissected from the patients under general anesthesia, just before 

cardioplegia. The atrial sample was placed into ice-cold, oxygenated Krebs solution. From the 

sample, one trabecula carnea was isolated (diameter: 0.7–1 mm; length: 3–6 mm) and mounted at 10 

mN resting tension in a 10 mL vertical organ chamber (Experimetria TSZ-04, Experimetria Kft, 

Budapest, Hungary) containing Krebs solution, oxygenated with 95% O2 and 5% CO2 (35.5 °C; pH = 7.4) 

(Figure 1). The trabecula was paced by a platinum electrode (1 Hz, 2 ms, 7–10 V) by means of a 

programmable stimulator (Experimetria ST-02, Experimetria Kft, Budapest, Hungary) and power 
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amplifier (Experimetria PST-02, Experimetria Kft, Budapest, Hungary). The contractile force was 

characterized by the amplitude of the isometric twitches, which were measured by a transducer 

(Experimetria SD-01, Experimetria Kft, Budapest, Hungary) and strain gauge (Experimetria SG-01D, 

Experimetria Kft, Budapest, Hungary), and recorded by a polygraph (Medicor R-61 6CH Recorder, 

Medicor Művek, Budapest, Hungary). 

 

 

 

  

Figure 1. An isolated-organ bath with a (white) tissue holder placed on its top (left panel), and a 

trabecula carnea, indicated by a double-pointed red arrow, on a finger (right upper panel) and on a 

tissue holder (right lower panel). 

2.2. Materials 

The following chemicals were used: adenosine, isoproterenol (isoprenaline; ISO), O-(3-piperidino-

2-hydroxy-1-propyl) nicotinic acid amidoxime hydrochloride (BGP-15) and propranolol, purchased 

from Sigma (St. Louis, MO, USA). 

All chemicals (excepting ISO) were dissolved in modified Krebs–Henseleit buffer (Krebs 

solution) containing (in mM): NaCl: 118, KCl: 4.7, CaCl2: 2.5, NaH2PO4: 1, MgCl2: 1.2, NaHCO3: 

24.9, glucose: 11.5, ascorbic acid: 0.1 (dissolved in redistilled water). For dissolving ISO, 

physiological (0.9 m/v %) NaCl solution was used. Adenosine was dissolved at 36 °C, while other 

chemicals at room temperature. Stock solutions were diluted with Krebs solution. Stock solutions 

were freshly prepared daily. 

2.3. Protocols 

The atrial samples were equilibrated in Krebs solution for 45 min, and then a cumulative 

adenosine concentration-response (E/c) curve was generated followed by a 30-min wash-out period. 

Next, another cumulative adenosine E/c curve was constructed followed by a 15-min wash-out 

period. Afterwards, a third cumulative adenosine E/c curve was generated. (Generation of three, 

rather than one, adenosine E/c curves at the beginning of the ex vivo investigation considerably 

enhanced the viability of the human atrial samples.) After 15-min wash-out, samples were 

randomized into two main groups: one that received ISO subsequently, and another one that did not 

(Direct group). 

In the Direct group, atria were subjected to a cumulative E/c curve with BGP-15 or propranolol 

(forming the BGP-15 and the Propranolol subgroup, respectively). 

In the other sample set, atria received a cumulative ISO E/c curve (from 1 nmol/L to 100 µmol/L, 

but the curve construction was immediately stopped if the contractile force showed a sudden 

decrease in response to an ISO dose, after a previous increase). Following a 30-min wash-out, ISO 
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was administered to reach its half maximal effective concentration (EC50) in the bathing medium 

(regarding the positive inotropic response of the particular trabecula, see below). After stabilization 

of the contractile force, a cumulative BGP-15 E/c curve was generated. After a 50-min wash-out, 

samples were stimulated with the EC50 of ISO again, and then a cumulative propranolol E/c curve 

was constructed (Figure 2). 

The ISO EC50 was individually determined by reading the concentration corresponding to the 

half of the maximal effect from the ISO E/c curve of each sample. For E/c curves missing their starting 

(highly unsaturated) part, EC50 values were estimated approximatively (for safety, deciding smaller 

rather than greater value). 

 

Figure 2. Scheme of protocols of the present study. E/c: concentration-response curve; ISO: 

isoproterenol; EC50: half maximal effective concentration; BGP-15: O-(3-piperidino-2-hydroxy-1-

propyl) nicotinic acid amidoxime hydrochloride. 

2.4. Data Analysis 

Each atrial sample was required to meet two criteria in order to be included in the further 

evaluation: (1) The resting contractile force had to reach 1 mN. This criterion had to be obeyed first 

at the end of the wash-out period after the third adenosine E/c curve, and then at the end of every 

wash-out period (before the generation of an E/c curve). (2) The mechanical activity of the paced atrial 

trabecula had to be regular. Additionally, atria showing paradoxical or irregular inotropic response 

to ISO were also excluded from the evaluation (for more detail, see the Results section). 

Normality of data was checked using Shapiro–Wilk normality test. Two data sets, if passed the 

normality test, were compared with unpaired t test (without or with Welch’s correction, depending 

on homogeneity or heterogeneity of variances, respectively). For non-Gaussian data, Mann–Whitney 

U test was used. To compare more than two data sets, one-way ANOVA followed by Tukey post-

testing was applied (after verifying the Gaussian data distribution). The linear relationship of two 

data sets was analyzed with Pearson or Spearman correlation in the case of Gaussian or non-Gaussian 

distribution, respectively. For the sake of illustration, linear regression was also performed. To assess 

the relationship between two binomial data sets, Fisher’s test was used. Difference of means (or 

medians) was considered significant at p < 0.05. 

Statistical analysis was performed with GraphPad Prism 8.4.2 for Windows (GraphPad Software 

Inc., La Jolla, CA, USA), while other calculations were made by means of Microsoft Excel 2016 

(Microsoft Co., Redmond, WA, USA). 

3. Results 

3.1. Contractile Force of the Right Atrial Samples 

Most of the right atrial myocardium samples displayed weak or no mechanical activity before 

the first adenosine E/c curve. In turn, at the end of the wash-out period following the third adenosine 

E/c curve, the samples reached the maximum of their contractile force. For most samples, the resting 

contractile force remained the same or at least showed only a moderate decline during the subsequent 

experiments (regarding the last phase of wash-out periods between two E/c curves). 
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The contractile force, measured at the end of the wash-out period after the third adenosine E/c 

curve, was used to characterize the naïve contractility of the samples. The averaged contractile force 

did not differ significantly between atria that were (n = 16) and were not (n = 10) stimulated with ISO 

in a later phase of the investigation (Figure 3). 

In the case of atria never treated with ISO (Direct group), there was no significant difference 

between contractility of its two subgroups, the BGP-15 subgroup (n = 6) and Propranolol subgroup 

(n = 4). 

Within atrial samples subjected to ISO, according to their response to ISO, four types were 

identified: samples that gave a negative inotropic response (n = 2), weak positive inotropic response 

(n = 5), strong positive inotropic response (n = 7) and extremely strong positive inotropic response (n 

= 2) (for more detail, see below the 3.3. subsection). Hereinafter, the atria producing weak positive 

inotropic response (Weak subgroup) and strong positive inotropic response (Strong subgroup) were 

pooled as the Indirect group (n = 12). (Overall, the Indirect group consisted of atrial samples showing 

positive inotropic response to ISO that was greater than 0% and was not greater than 100%. The 

reason for this data pooling is that these two subgroups contain the samples free from any 

paradoxical or irregular behavior.) The contractile force of samples in the Weak subgroup was greater 

than that in the Strong subgroup, although this difference did not reach the level of statistical 

significance. In summary, the naïve contractility of samples in the present study was similar (apart 

from the two samples giving an extremely strong positive inotropic response to ISO) (Figure 3). 

 

 

Figure 3. The contractile force of the human right atrial samples at the end of the wash-out period 

after the third adenosine E/c curve. The upper panel shows the individual values (with the overall 

mean ± SEM, and with the mean values for the Direct and Indirect groups), while the lower panel 

denotes the different data sets (mean + SEM). The open columns represent samples that were 

subjected to isoproterenol (ISO) in a later phase of the experiments. In contrast, the filled columns 

denote samples without any subsequent ISO treatment. E/c: concentration-response; SEM: standard 

error of the mean; PROP: propranolol; BGP-15: O-(3-piperidino-2-hydroxy-1-propyl) nicotinic acid 

amidoxime hydrochloride.  
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3.2. Response to Adenosine 

Responsiveness of the atrial samples to adenosine was evaluated based on the third adenosine 

E/c curve. Regarding the adenosine-evoked direct negative inotropic effect, there was no significant 

difference between the Direct and Indirect groups (names of which refer to the absence or presence 

of subsequent ISO stimulations, respectively). Also, within the two groups, the different subgroups 

(also distinguished based on subsequent events) did not differ significantly from each other (Figure 4). 

Thus, the susceptibility of samples to adenosine was similar. 

 

  
  

Figure 4. The effect of adenosine (Ado) on the human right atrial samples (based on the third 

adenosine concentration-response (E/c) curve), not stimulated (Direct group) or stimulated (Indirect 

group) with isoproterenol (ISO) in a later phase of the experiments. The axis x shows the common 

logarithm of the molar concentration of adenosine, and the axis y denotes the effect as a percentage 

decrease of the initial contractile force. (As any ISO treatment occurred subsequently, herein direct 

negative inotropic effects are shown in each group.) The symbols represent the effect of adenosine 

averaged within the groups or subgroups (± SEM). BGP-15, PROP, Weak and Strong in the name of 

the subgroups refer to events occurred in a later phase of the investigation. SEM: standard error of 

the mean; BGP-15: O-(3-piperidino-2-hydroxy-1-propyl) nicotinic acid amidoxime hydrochloride; 

PROP: propranolol. 

3.3. Response to Isoproterenol 

ISO elicited a positive inotropic effect from the atrial samples (except for two samples). The 

positive inotropic response was categorized to be weak, if its maximum did not reach 50% (i.e., an 

extra 50% in addition to the initial value), strong, if the maximum was between 50–100%, and 
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extremely strong, if the maximum was above 100%. As mentioned above, samples giving negative 

inotropic and extremely strong positive inotropic responses were excluded from the further analysis. 

The positive inotropic effect of ISO was significantly higher in the Strong subgroup than in the 

Weak subgroup at most ISO concentrations (Figure 5). 

Both main features of ISO’s effect, the maximal response and the potency (characterized by pEC50 

being the negative common logarithm of the ISO concentration producing half-maximal response), 

showed a statistically non-significant negative correlation with the initial contractile force 

(Pearson r = -0.41, p = 0.19; Spearman r = -0.32, p = 0.31, respectively) (Figure 6). 

  
  

Figure 5. The effect of isoproterenol (ISO) on the human right atrial samples. The axis x shows the 

common logarithm of the molar concentration of ISO, and the axis y denotes the effect as a percentage 

increase of the initial contractile force (in addition to the original level). The symbols represent the 

effect of ISO averaged within the different data sets (±SEM), and, on the left panel, the individual 

responses of two samples (Extremely strong resp. I. and Extremely strong resp. II.). The right panel 

shows the Indirect group and its two subgroups. Asterisks indicate the significance level of 

differences between responses of the two subgroups to the specific ISO concentrations (**: p < 0.01; 

***: p < 0.001). SEM: standard error of the mean. 

  
  

Figure 6. Relationship of the initial contractile force of the human right atrial samples in the Indirect 

group (measured in millinewton at the end of the wash-out period following the third adenosine E/c 

curve) with the maximal positive inotropic effect of isoproterenol (ISO) (left panel), furthermore with 

the potency of ISO (characterized by the negative common logarithm of the half maximal effective 

ISO concentration) (right panel). Closed symbols indicate samples in the Strong subgroup, whereas 

open symbols denote samples in the Weak subgroup. Dotted lines show the fitted linear function, 
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while dotted curves represent the 95% confidence interval bands. (Since, there was no statistically 

significant correlation between parameters indicated in the panels, regression lines and bands are 

only illustrations.). 

3.4. Response to BGP-15 and Propranolol 

In the isolated, paced, human right atrial myocardium, both BGP-15 and propranolol evoked a 

strong, concentration-dependent, negative inotropic effect (regarding both the direct and indirect 

ones) (Figure 7 and Figure 8). Beyond the indubitable similarities (most importantly, the practically 

equal maximal responses), the effect of BGP-15 and propranolol showed some differences. 

The main difference between effects of BGP-15 and propranolol is that BGP-15 possessed a 

considerably smaller potency as compared to propranolol, in terms of both the direct and indirect 

negative inotropic effects (Figure 7). In addition, BGP-15 seems to have a somewhat stronger direct 

effect, whereas propranolol appears to exert a stronger indirect action, especially at upper medium 

concentrations (Figure 7). Furthermore, BGP-15 evoked a substantially greater indirect negative 

inotropic effect on samples with strong responsiveness to ISO (at medium and upper medium 

concentrations). In contrast, propranolol did not discriminate significantly between samples with 

different susceptibility to ISO (although, similarly to BGP-15, it tended to elicit a somewhat greater 

indirect negative inotropic effect on samples that gave a stronger response to ISO) (Figure 8). 

It should be noted here that subgroups of the Direct group are the most suitable for comparing 

effects of BGP-15 and propranolol, as experimental conditions for these two negative inotropic agents 

were the same in these subgroups (Figure 2) (for more detail, see below the 5. section). 

 

  
  

Figure 7. The effect of BGP-15 (upper and left panels) and propranolol (PROP) (upper and right 

panels) on the human right atrial samples without (Direct group) or with (Indirect group) a previous 

stimulation with isoproterenol (ISO). The axis x denotes the common logarithm of the molar 
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concentration of the chemical, and the axis y shows the effect as a percentage decrease of the initial 

contractile force. The symbols represent the effect averaged within the groups (±SEM). The “Direct 

group” in the left panel and the right panel means the BGP-15 subgroup and the PROP subgroup, 

respectively. Of course, the “Indirect group” always refers to the whole Indirect group. Asterisks 

indicate the significance level of differences between responses of the groups (*: p < 0.05; **: p < 0.01). 

SEM: standard error of the mean; BGP-15: O-(3-piperidino-2-hydroxy-1-propyl) nicotinic acid 

amidoxime hydrochloride. 

  
  

Figure 8. The effect of BGP-15 (left panel) and propranolol (PROP) (right panel) on the human right 

atrial samples subjected to a previous isoproterenol (ISO) stimulation (Indirect group), dichotomized 

according to the response to ISO (weak or strong) based on a previously generated ISO concentration-

response (E/c) curve. The axis x denotes the common logarithm of the molar concentration of the 

chemical, and the axis y indicates the effect as a percentage decrease of the initial contractile force. 

The symbols represent the effect averaged within the (sub)groups (±SEM). Asterisks show the 

significance level of differences between responses of the two subgroups of the Indirect group (*: p < 0.05). 

SEM: standard error of the mean; BGP-15: O-(3-piperidino-2-hydroxy-1-propyl) nicotinic acid 

amidoxime hydrochloride. 

As shown in Figure. 6, ISO was very potent in three atrial samples (see the three data points at 

the top of the right panel). Since EC50 estimation for these three samples was less reliable than for the 

others, furthermore, since the estimated EC50 values were used to stimulate the samples in the Indirect 

group, the influence of these samples on the BGP-15 and propranolol E/c curve data was tested. 

Therefore, the evaluation of the BGP-15 and propranolol E/c curves in the Indirect group was 

repeated with the exclusion of the three “overpotent” samples. This exclusion did not alter the major 

findings of the evaluation presented so far, leading only two changes worth to mention: differences 

of BGP-15 E/c curves between the Direct and Indirect groups became statistically non-significant (for 

the original results, see Figure 7, left panel); and only one propranolol E/c curve remained in the 

Weak subgroup that hindered the statistical analysis (for the original results, see Figure 8, right 

panel). Thus, the uncertainty in the estimation of the three EC50 values did not meaningfully modify 

results of the present investigation. 

To explore the influence of diabetes mellitus on the effect of BGP-15, another evaluation was also 

performed via dichotomizing the adenosine, ISO, and BGP-15 E/c data of the Indirect group, 

according to the presence or absence of diabetes mellitus in the history of patients. The results were 

astonishingly similar to those obtained by comparing the Weak and Strong subgroups of the Indirect 

group (cf. Figure 4, right panel with Figure 9, upper panel; Figure. 5, right panel with Figure 9, left 

panel; and Figure 8, left panel with Figure 9, right panel). Thus, ISO and BGP-15 exerted a 

significantly greater inotropic effect on the diabetic samples than on the non-diabetic ones (Figure 9). 

The reason for this might be a big overlap of the Strong subgroup with the data set containing the 
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diabetic samples of the Indirect group. Of 12 samples in the Indirect group, 7 gave a strong response 

to ISO. Of these 7 samples, 4 were derived from diabetic patients. In contrast, of 5 samples producing 

weak response to ISO, none was obtained from a diabetic patient. Starting from these findings, it was 

concluded that diabetes mellitus was a major (if not the greatest) factor to increase ISO sensitivity of 

the atrial samples. 

Unfortunately, the limited sample (patient) number did not allow us to evaluate whether type 1 

or type 2 diabetes mellitus (or both ones) is (are) responsible for the above-mentioned phenomenon. 

Nevertheless, occurrence of the different types of diabetes mellitus in our database shows the 

dominance of the type 2: 7/9/22 (type 2 diabetes mellitus / all diabetes mellitus / all patients, for the 

pooled Direct and Indirect groups), and 3/4/12 (the same solely for the Indirect group). 

 

  
  

Figure 9. Comparison of effects of adenosine (Ado; upper panel), isoproterenol (ISO; left panel) and 

BGP-15 (right panel) on the human right atrial samples after dichotomization of data of the Indirect 

group according to the presence (DM) or absence (non-DM) of known diabetes mellitus (both types). 

The effect of adenosine is direct, while the effect of BGP-15 is indirect (i.e. occurred in the absence and 

presence of ISO, respectively). The axis x shows the common logarithm of the molar concentration of 

the agent in question, and the axis y indicates the effect as a percentage decrease (Ado, BGP-15) or 

increase (ISO) of the initial contractile force. The symbols represent the effect values averaged within 

the data sets (±SEM). Asterisks show the significance level of differences between responses of the 

diabetic (DM) and non-diabetic (non-DM) data sets of the Indirect group (*: p < 0.05; **: p < 0.01). SEM: 

standard error of the mean; BGP-15: O-(3-piperidino-2-hydroxy-1-propyl) nicotinic acid amidoxime 

hydrochloride. 
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3.5. Associations between Patient Data and Sample Features 

During the recruitment period, 30 patients were included (7 females and 23 males) ranging from 

29 to 78 years (59.5 ± 12.4). From the 30 samples obtained, 26 proved to be technically sound. Of them, 

10 samples, derived from patients (3 females and 7 males) ranging from 40 to 70 years (58.7 ± 9), were 

randomized into the Direct group, while 16 samples, obtained from patients (2 females and 14 males) 

ranging from 29 to 76 years (57.9 ± 13.5), were sorted into the set receiving ISO. Of this latter set, 12 

patients (1 female and 11 males) from 29 to 76 years (58.7 ± 15.4), who provided atrial samples giving 

“unextreme” response to ISO (i.e., the effect of ISO was neither negative nor extremely strong), 

formed the Indirect group. 

The relationship of the occurrence of certain conditions (yes or no) with the naïve contractility 

(small or large), and with the response to ISO (weak or strong) were assessed (Table 1). 

All patients suffered from several diseases and took numerous drugs. From these factors, NO 

donors and trimetazidine appeared to beneficially influence the contractile force of the atrial samples. 

Furthermore, diabetes mellitus and hypertension seemed to increase, while proton-pump inhibitors 

tended to decrease the response to ISO. From these associations, none proved to be statistically 

significant (Table 1). 

Table 1. Relationship of gender, diseases, and medications of patients with the magnitude of the 

contractile force of atrial samples (measured at the end of the wash-out period after the third 

adenosine concentration-response curve), and with the magnitude of the response to isoproterenol 

(ISO). 

 

Contractile Force 

(Direct+Indirect; n = 22) p 

Response to ISO 

(Indirect; n = 12) p 

Small (n = 13) % Large (n = 9) % Weak (n = 5) % Strong (n = 7) % 

Gender (female) 15.4 22.2 >0.99 0 14.3 >0.99 

Diseases       

DM 46.2 33.3 0.67 0 57.1 0.08 

Hyperlipidemia 46.2 44.4 >0.99 40 57.1 >0.99 

Ischemia 84.6 77.8 >0.99 40 85.7 0.22 

Hypertension 69.2 77.8 >0.99 20 85.7 0.07 

Heart failure 46.2 33.3 0.67 20 71.4 0.24 

VHD 46.2 33.3 0.67 20 57.1 0.29 

Drugs       

Antiplatelets 76.9 66.7 0.66 60 42.9 >0.99 

Anticoagulants 38.5 33.3 >0.99 42.9 14.3 0.56 

β-blockers 84.6 100 0.49 100 71.4 0.47 

ACEI 61.5 88.9 0.33 60 71.4 >0.99 

Ca2+ channel b. 15.4 22.2 >0.99 20 14.3 >0.99 

NO donors 15.4 44.4 0.18 0 14.3 >0.99 

Diuretics 46.2 66.7 0.41 40 57.1 >0.99 

Trimetazidine 15.4 44.4 0.18 0 28.6 0.47 

Statins 76.9 66.7 0.66 40 57.1 >0.99 

Insulin 15.4 11.1 >0.99 0 28.6 0.47 

Oral antidiab. 30.8 22.2 >0.99 28.6 0 0.47 

PPI 69.2 44.4 0.38 100 57.1 0.2 

Potassium 23.1 22.2 >0.99 20 28.6 >0.99 

Benzodiazep. 15.4 22.2 >0.99 20 14.3 >0.99 

Allopurinol 7.7 22.2 0.54 0 14.3 >0.99 

The percentage occurrence of patients with a given condition regarding the contractile force and the 

response to ISO, with the related level of statistical significance, are indicated. Small: small contractile 

force; Large: large contractile force; Weak: weak positive inotropic response to ISO; Strong: strong 

positive inotropic response to ISO; Direct: Direct group; Indirect: Indirect group; DM: diabetes 

mellitus (both types); Ischemia: chronic ischemic heart disease, angina pectoris, myocardial infarction 

(with or without ST-elevation), ischemic cardiomyopathy; Heart failure: cardiac decompensation, 



J. Clin. Med. 2020, 9, 1434 12 of 18 

 

congestive heart failure, dilated cardiomyopathy; VHD: valvular heart disease; ACEI: angiotensin-

converting enzyme inhibitors; Ca2+ channel b.: blockers of the L-type calcium channel; NO donors: 

compounds that provide nitric oxide in the body (e.g., nitrites and nitrates); Oral antidiab.: orally 

active antidiabetic drugs; PPI: proton-pump inhibitors; Benzodiazep.: benzodiazepines. 

4. Discussion 

The increasing prevalence of CVDs can be largely attributed to behavioral risk factors such as 

smoking, sedentary lifestyle, obesity, and excess alcohol consumption [1,23–25]. Although in early 

stages of CVDs, lifestyle changes may be sufficient, in advanced stages, pharmacotherapy is 

inevitable. It should be emphasized, however, that all the widely available therapeutic options have 

their own limitations in terms of mild to severe adverse effects and drug interactions [26,27]. 

Therefore, in this study, we focused on BGP-15, a drug candidate, which possesses many 

cardioprotective effects [19–21,28] and, based on a phase II investigation, proved to be safe for human 

use [29]. 

BGP-15 exerts many kinds of effects. However, despite the endeavor of several studies, cardiac 

effects of BGP-15 are still not completely explored. It has been established that BGP-15 exerts several 

protective effects by inducing the expression of HSP70 or HSP72 [13–18,30,31], but these studies dealt 

mostly with metabolic syndrome. In addition, others have found that BGP-15 preserves muscle 

function by increasing the level of HSP72 in skeletal muscles [32,33]. On the other hand, Sapra et al. 

did not find elevated HSP70 levels in the myocardium after BGP-15 treatment [19], suggesting that 

cardiac effects of this compound are mediated independently of HSP70. Moreover, the poly(ADP-

ribose) polymerase inhibitor property of BGP-15 was also reported to protect the heart against 

ischemia-reperfusion injuries by reducing reactive oxygen species [20,21]. 

Furthermore, Sapra et al. have found that phosphorylation of insulin-like growth factor 1 

receptor (IGF1R) is increased after BGP-15 treatment. IGF1R, a member of the insulin receptor family, 

participates in the mediation of protective effects against numerous CVDs. It should be noted that 

phosphorylation of IGF1R is suppressed in atrial fibrillation and heart failure [19]. In addition, a 

relationship was found between the phosphorylation of IGF1R and the level of 

monosialodihexosylganglioside (GM3), a glycosphingolipid related to insulin receptors. Increased 

level of GM3 attenuates the insulin receptor signal transduction [34,35], and it may also contribute to 

some atrial maladies [19]. 

In connection with all these mechanisms of action, BGP-15 also acts by remodeling the lipid rafts, 

facilitating the actions of membrane-localized receptor proteins via enhancing membrane fluidity 

[31,36]. Returning to Sapra et al., membrane-localized IGF1R [37] and increased GM3 levels may 

reduce membrane fluidity [19]. 

In addition, our research team has previously found that BGP-15 improves diastolic function in 

Goto-Kakizaki rats by increasing the phospholamban phosphorylation, which leads to enhanced 

SERCA2A (sarcoplasmic/endoplasmic reticulum calcium ATPase) pump activity [38]. 

To the best of our knowledge, the present study is the first dealing with the inotropic action of 

BGP-15, and compared it to that of propranolol, the prototypical non-cardioselective β-adrenergic 

antagonist with additional membrane stabilizing activity (when used at high concentrations) [39]. 

The relevance of this comparison stems from the fact that BGP-15 and propranolol have a significant 

structural similarity, so BGP-15 may exert β-blocker activity. In our model using isolated, paced, 

human atrial trabeculae carneae, contractility can be reliably examined, without the disturbing 

influence of the chronotropic effect. Although contractility of the left ventricle is one of the most 

important parameters of the cardiac function, investigation of the atrial myocardium is also useful. 

Atrial booster pump function has a significant role in diastolic ventricular filling, especially in the 

elderly [40,41]. Moreover, inappropriate mechanical activity of atria, leading to inadequate atrial 

emptying, may even promote blood clotting, as has been found in atrial fibrillation that increases the 

risk of systemic thromboembolism and stroke five-fold [42]. 

In the present study, we observed that BGP-15, at low concentrations (≤ 10 µmol/L), exerted a 

negligible negative inotropic effect (including its direct and indirect types), while it elicited robust 
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negative inotropy at higher concentrations (≥ 1 mmol/L). For comparison, at 10 µmol/L, propranolol 

decreased the contractile force to less than half of the initial value (Figure 7). Thus, although their 

maximal effect was similar, the potency (-logEC50 = pEC50) of BGP-15 was considerably smaller than 

that of propranolol (regarding the ability to decrease the human atrial contractile force, in terms of 

both types of negative inotropy) (Figure 7). 

In adult patients, BGP-15 was found to exert an insulin-sensitizing effect at 2–3 mg/kg/day doses 

[9–12] that may produce BGP-15 concentrations in micromolar order of magnitude in the body. 

Taking this observation together with that BGP-15 is ineffective as a negative inotropic agent until 10 

µmol/L (Figure 7), it can be concluded that beneficial metabolic effects of BGP-15 will not be 

accompanied by a significant decrease in contractility (regarding atria, and maybe ventricles as well). 

In the intermediate range (between 10 µmol/L and 1 mmol/L), the indirect negative inotropic 

effect of BGP-15 significantly depended on the atrial responsiveness to ISO: only samples exhibiting 

strong positive inotropic response to ISO produced a considerable negative inotropic response to 

BGP-15 (Figure 8). In contrast, propranolol’s action was less influenced by the β-adrenergic 

responsiveness of the atrial samples, although samples with a greater susceptibility to ISO gave a 

(statistically non-significantly) stronger response to propranolol (Figure 8). This appears to be a 

beneficial property in favor of BGP-15, because it may reduce the cardiac function stimulated by an 

increased sympathetic tone to a greater extent than the resting activity of the heart. This phenomenon 

shows some abstract similarities to the negative chronotropic effect of local anesthetics, i.e., they can 

effectively slow the heart in tachycardia but not in bradycardia (exerting a so-called use-dependent 

effect). 

To consider the above-mentioned observation, it should be pointed out that ISO, a synthetic β-

adrenergic receptor agonist, is a widely used agent to induce experimental cardiac hypertrophy, heart 

failure, or even myocardial infarction [43–46]. Consistently, ISO increases the level of free radicals 

leading to oxidative stress in the myocardium [3]. Moreover, ISO can mimic acute and chronic stress 

for human peripheral blood mononuclear cells [47]. 

In addition, we investigated the relationship between functional properties of the atrial samples 

(contractile force, response to ISO) and data of the patients (gender, underlying health conditions, 

medications used). It should be noted that the patients had multiple diseases and took several drugs, 

rendering this investigation difficult. Nevertheless, the strong response to ISO seems to be associated 

with hypertension and diabetes mellitus (Table 1). Regarding this latter association (i.e., the enhanced 

ISO sensitivity with the diabetic condition), it should be noted that most of the strong ISO responder 

samples were obtained from diabetic patients (predominantly suffering from type 2 diabetes 

mellitus). Thus, it is reasonable to conclude that the response to ISO has an inverse relationship with 

the “fitness” of the atrial myocardium. This conclusion is further supported by the fact that all 

pathological conditions, investigated in the current study, tended to increase the response to ISO 

(Table 1). 

Consistently, in the present investigation, the susceptibility to ISO seems to be a better measure 

of functionality of the atrial myocardium than the naïve contractility. This can be due to that, in our 

model, contractile force is determined by additional factors unrelated to the viability of the 

myocardium (e.g., size and shape of the trabecula carnea). These factors may weaken the strength of 

the statistical relationship between the myocardial functionality and the resting contractile force. 

Conversely, when contrasted the behavior of atrial samples obtained from diabetic vs. non-

diabetic patients, the results showed convincing similarity to the outcome of the comparison of 

samples giving strong vs. weak response to ISO (cf. Figure. 4, right panel with Figure 9, upper panel; 

Figure 5, right panel with Figure 9, left panel; and Figure 8, left panel with Figure 9, right panel). 

Thus, BGP-15 exerted a significantly stronger indirect negative inotropic effect on the diabetic atrial 

samples than on the non-diabetic ones (Figure 9, right panel). This finding corresponds with the 

results of others, who found a bidirectional relationship between insulin resistance and enhanced β-

adrenergic stimulation in the heart [48,49]. This relationship may stem from a mutual counter-

regulation between signaling pathways of insulin and β-adrenergic agonists. This mechanism may 

underly the ability of β-blockers to ameliorate insulin resistance in the heart [48,49]. Applying 
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cardioselective (or a fortiori cardioselective plus vasodilatory) β-blockers, this insulin-sensitizing 

effect can be even therapeutically exploited [50]. 

In summary, BGP-15 is a negative inotropic agent with a considerably smaller potency in 

comparison with propranolol, the parent molecule. Another difference between effects of BGP-15 and 

propranolol is that BGP-15, in contrast to propranolol, decreased the contractility of atrial samples 

showing strong response to ISO to a significantly greater extent than it did regarding samples with 

weak responsiveness to ISO. Overall, our present functional results suggest that the mechanisms of 

the negative inotropic action for BGP-15 and propranolol may in part differ from each other. In 

addition, diabetes mellitus seems to be associated with an increase in the responsiveness to ISO, so 

enhanced ISO sensitivity may be a disadvantageous condition for the atrial myocardium. Moreover, 

the diabetic state may be one of the most important factors to influence functionality (and to 

deteriorate viability) of the myocardium (in the atrium, and possibly in the ventricle as well). It has 

also been found that contractility of samples stimulated with ISO is significantly more sensitive to 

BGP-15, if obtained from diabetic patients (in contrast to those derived from non-diabetic patients). 

5. Study limitations 

The major limitation of the present work stem from the features of the study design (Figure 2). 

The major aim of the present study was to collect reliable data as much as possible about the inotropic 

effect of BGP-15 on the human atrial myocardium. Therefore, in the Indirect group, the E/c curves 

constructed with BGP-15 always preceded the ones generated with propranolol that finally resulted 

in relatively few data on propranolol. (In the Indirect group, 12 BGP-15 E/c curves and 7 propranolol 

E/c curves were generated. The smaller number of propranolol E/c curves came from the exhaustion 

of some of the samples by the end of this protocol.) 

A further consequence of the study design is that while propranolol did not affect the data on 

BGP-15 at all, some influence of BGP-15 on data about propranolol in the Indirect group cannot be 

excluded. Thus, results with propranolol in the Indirect group should be treated with some caution, 

e.g., when comparing them with data on BGP-15 of the Indirect group, or with data on propranolol 

in the Direct group. 

Another limitation may concern the estimation of ISO EC50 values for some atrial samples, i.e., 

for those, response of which to ISO proved to be very potent. Namely, EC50 estimation for three 

samples (see the three data points at the top of the right panel of Figure 6) was less reliable than for 

the others. The impact of this stems from the fact that ISO EC50 values were used to stimulate the 

samples in the Indirect group, thus any inaccuracy in the ISO EC50 values might influence the 

subsequent BGP-15 and propranolol E/c curves. However, according to the re-evaluation of data in 

the Indirect group with the exclusion of the affected three samples, this uncertainty appears not to 

meaningfully modify results and conclusions of the present investigation. 

It would had been interesting to compare the effects of propranolol on the diabetic and non-

diabetic samples. Unfortunately, it was hindered by the lack of enough diabetic samples reflecting 

the effect of propranolol. This happened even though that, in the other evaluational arrangement 

(strong vs. weak ISO responder samples), there was a sufficient quantity of strong responder samples 

to obtain technically sound results on propranolol. This was due to that, in the Indirect group, the 

reduction in the sample number before the construction of the propranolol E/c curve affected 

predominantly the diabetic samples. So, among samples providing strong response to ISO, the non-

diabetic ones proved to be more viable and were concentrated until the beginning of the propranolol 

E/c curve. 

Due to the limited sample number, the issue, whether type 1 or type 2 diabetes mellitus (or both 

ones) is (are) responsible for this phenomenon, could not be properly addressed herein. Nevertheless, 

in our database, occurrence of type 2 diabetes mellitus exceeded that of type 1, so the major role of 

type 2 diabetes mellitus can be assumed. Furthermore, the small sample number in the Direct group 

hindered the technically sound comparison between the diabetic and the non-diabetic samples. 
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6. Conclusions 

The major finding of the present study is that BGP-15, a derivative of the non-selective β-blocker 

(and, to a smaller extent, membrane-stabilizing) propranolol, exerted both direct and indirect 

negative inotropic effects on the ex vivo human right atrial myocardium. However, the negative 

inotropy elicited by BGP-15 can be characterized with a considerably smaller potency than that 

exerted by propranolol, although they possess practically the same maximal value. Thus, it is 

reasonable to conclude that insulin-sensitizing effects of BGP-15 may develop without a significant 

negative inotropy as a side effect. Furthermore, the fact that BGP-15 elicited a greater negative 

inotropic effect on samples showing a strong response to ISO may also be beneficial because 

enhanced beta-adrenergic sensitivity can accompany type 2 diabetes mellitus, in which it may 

contribute to the maintenance of insulin resistance. It is consistent with another finding of the present 

study, i.e., BGP-15 had a greater indirect negative inotropic effect on samples obtained from diabetic 

patients. In addition, pharmacological properties of BGP-15 might be tested in the treatment of heart 

failure, a condition also associated with chronic sympathetic overactivity leading to detrimental 

cardiac remodeling. These latter conclusions, of course, are based on the assumption that a greater 

effect on contractility is associated with greater beneficial effects regarding BGP-15. 

Author Contributions: Conceptualization: Z.C., J.B., Z.S., R.G. and B.J. Data curation: D.P., M.B. and B.V. Formal 

analysis: R.K. and R.G. Funding acquisition: G.B., J.B. and Z.S. Investigation: N.L., D.P., T.E. and T.S. 

Methodology: N.L., D.P., R.G. and B.J. Project administration: J.Z. Resources: G.B. and Z.S. Supervision: Z.C. and 

B.J. Validation: R.G. Writing – original draft: N.L. and R.G. Writing – review & editing: B.V. and B.J. All authors 

have read and agreed to the published version of the manuscript. 

Funding: The present research was supported by the European Union, the State of Hungary and the University 

of Debrecen under grant numbers GINOP-2.3.2-15-2016-00043 (IRONHEART) and ED_18-1-2019-0028 (Excelling 

Research Areas). Furthermore, the research was financed by the Higher Education Institutional Excellence 

Programme (NKFIH-1150-6/2019) of the Ministry of Innovation and Technology in Hungary, within the 

framework of the thematic programme of the University of Debrecen. 

Conflicts of Interest: The authors declare no conflict of interest. 

References 

1. Benjamin, E.J.; Virani, S.S.; Callaway, C.W.; Chamberlain, A.M.; Chang, A.R.; Cheng, S.; Chiuve, S.E.; 

Cushman, M.; Delling, F.N.; Deo, R.; et al. Heart disease and stroke statistics-2018 update: A report from 

the american heart association. Circulation 2018, 137, e67–e492. 

2. Sigaroudi, A.; Kinzig, M.; Wahl, O.; Stelzer, C.; Schroeter, M.; Fuhr, U.; Holzgrabe, U.; Sorgel, F. 

Quantification of bisoprolol and metoprolol in simultaneous human serum and cerebrospinal fluid 

samples. Pharmacology 2018, 101, 29–34. 

3. Diaconu, C.C.; Balaceanu, A.; Bartos, D. Diuretics, first-line antihypertensive agents: Are they always safe 

in the elderly? Rom. J. Intern. Med. 2014, 52, 87–90. 

4. Laurent, S. Antihypertensive drugs. Pharmacol. Res. 2017, 124, 116–125. 

5. N'-(2-hydroxy-3-piperidin-1-ylpropoxy)pyridine-3-carboximidamide. Available online: 

https://pubchem.ncbi.nlm.nih.gov/compound/9817104 (accessed on April 10, 2020). 

6. Penke, B.; Bogar, F.; Crul, T.; Santha, M.; Toth, M.E.; Vigh, L. Heat shock proteins and autophagy pathways 

in neuroprotection: From molecular bases to pharmacological interventions. Int. J. Mol. Sci. 2018, 19, 325. 

7. Crul, T.; Toth, N.; Piotto, S.; Literati-Nagy, P.; Tory, K.; Haldimann, P.; Kalmar, B.; Greensmith, L.; Torok, 

Z.; Balogh, G.; et al. Hydroximic acid derivatives: Pleiotropic hsp co-inducers restoring homeostasis and 

robustness. Curr. Pharm. Des. 2013, 19, 309–346. 

8. Racz, I.; Tory, K.; Gallyas, F., Jr.; Berente, Z.; Osz, E.; Jaszlits, L.; Bernath, S.; Sumegi, B.; Rabloczky, G.; 

Literati-Nagy, P. Bgp-15—a novel poly(adp-ribose) polymerase inhibitor—protects against nephrotoxicity 

of cisplatin without compromising its antitumor activity. Biochem. Pharmacol. 2002, 63, 1099–1111. 

9. Literati-Nagy, B.; Kulcsar, E.; Literati-Nagy, Z.; Buday, B.; Peterfai, E.; Horvath, T.; Tory, K.; Kolonics, A.; 

Fleming, A.; Mandl, J.; et al. Improvement of insulin sensitivity by a novel drug, bgp-15, in insulin-resistant 

patients: A proof of concept randomized double-blind clinical trial. Horm. Metab. Res. 2009, 41, 374–380. 



J. Clin. Med. 2020, 9, 1434 16 of 18 

 

10. Literati-Nagy, B.; Peterfai, E.; Kulcsar, E.; Literati-Nagy, Z.; Buday, B.; Tory, K.; Mandl, J.; Sumegi, B.; 

Fleming, A.; Roth, J.; et al. Beneficial effect of the insulin sensitizer (hsp inducer) bgp-15 on olanzapine-

induced metabolic disorders. Brain Res. Bull 2010, 83, 340–344. 

11. Literati-Nagy, Z.; Tory, K.; Literati-Nagy, B.; Kolonics, A.; Torok, Z.; Gombos, I.; Balogh, G.; Vigh, L., Jr.; 

Horvath, I.; Mandl, J.; et al. The hsp co-inducer bgp-15 can prevent the metabolic side effects of the atypical 

antipsychotics. Cell Stress Chaperones 2012, 17, 517–521. 

12. Literati-Nagy, Z.; Tory, K.; Literati-Nagy, B.; Kolonics, A.; Vigh, L., Jr.; Vigh, L.; Mandl, J.; Szilvassy, Z. A 

novel insulin sensitizer drug candidate-bgp-15-can prevent metabolic side effects of atypical 

antipsychotics. Pathol. Oncol. Res. 2012, 18, 1071–1076. 

13. Xing, B.; Wang, L.; Li, Q.; Cao, Y.; Dong, X.; Liang, J.; Wu, X. Hsp70 plays an important role in high-fat diet 

induced gestational hyperglycemia in mice. J. Physiol. Biochem. 2015, 71, 649–658. 

14. Henstridge, D.C.; Bruce, C.R.; Drew, B.G.; Tory, K.; Kolonics, A.; Estevez, E.; Chung, J.; Watson, N.; 

Gardner, T.; Lee-Young, R.S.; et al. Activating hsp72 in rodent skeletal muscle increases mitochondrial 

number and oxidative capacity and decreases insulin resistance. Diabetes 2014, 63, 1881–1894. 

15. Literati-Nagy, Z.; Tory, K.; Literati-Nagy, B.; Bajza, A.; Vigh, L., Jr.; Vigh, L.; Mandl, J.; Szilvassy, Z. Synergic 

insulin sensitizing effect of rimonabant and bgp-15 in zucker-obese rats. Pathol. Oncol. Res. 2013, 19, 571–575. 

16. Literati-Nagy, B.; Tory, K.; Peitl, B.; Bajza, A.; Koranyi, L.; Literati-Nagy, Z.; Hooper, P.L.; Vigh, L.; 

Szilvassy, Z. Improvement of insulin sensitivity by a novel drug candidate, bgp-15, in different animal 

studies. Metab. Syndr. Relat. Disord. 2014, 12, 125–131. 

17. Budzynski, M.A.; Crul, T.; Himanen, S.V.; Toth, N.; Otvos, F.; Sistonen, L.; Vigh, L. Chaperone co-inducer 

bgp-15 inhibits histone deacetylases and enhances the heat shock response through increased chromatin 

accessibility. Cell Stress Chaperones 2017, 22, 717–728. 

18. Chung, J.; Nguyen, A.K.; Henstridge, D.C.; Holmes, A.G.; Chan, M.H.; Mesa, J.L.; Lancaster, G.I.; 

Southgate, R.J.; Bruce, C.R.; Duffy, S.J.; et al. Hsp72 protects against obesity-induced insulin resistance. 

Proc. Natl. Acad. Sci. USA 2008, 105, 1739–1744. 

19. Sapra, G.; Tham, Y.K.; Cemerlang, N.; Matsumoto, A.; Kiriazis, H.; Bernardo, B.C.; Henstridge, D.C.; Ooi, 

J.Y.; Pretorius, L.; Boey, E.J.; et al. The small-molecule bgp-15 protects against heart failure and atrial 

fibrillation in mice. Nat. Commun. 2014, 5, 5705. 

20. Halmosi, R.; Berente, Z.; Osz, E.; Toth, K.; Literati-Nagy, P.; Sumegi, B. Effect of poly(adp-ribose) 

polymerase inhibitors on the ischemia-reperfusion-induced oxidative cell damage and mitochondrial 

metabolism in langendorff heart perfusion system. Mol. Pharmacol. 2001, 59, 1497–1505. 

21. Szabados, E.; Literati-Nagy, P.; Farkas, B.; Sumegi, B. Bgp-15, a nicotinic amidoxime derivate protecting 

heart from ischemia reperfusion injury through modulation of poly(adp-ribose) polymerase. Biochem. 

Pharmacol. 2000, 59, 937–945. 

22. Cseuz, R.; Wenger, T.L.; Kunos, G.; Szentivanyi, M. Changes of adrenergic reaction pattern in experimental 

diabetes mellitus. Endocrinology 1973, 93, 752–755. 

23. The top 10 Causes of Death. Available online: https://www.who.int/en/news-room/fact-sheets/detail/the-

top-10-causes-of-death (accessed on 2 September 2019). 

24. Quickstats: Number of Deaths from 10 Leading Causes, by Sex—National Vital Statistics System, United 

States, 2015. Available online: https://www.cdc.gov/mmwr/volumes/66/wr/mm6615a8.htm (accessed on 2 

September 2019). 

25. Cardiovascular Diseases (cvds). Available online: https://www.who.int/news-room/fact-

sheets/detail/cardiovascular-diseases-(cvds) (accessed on 2 September 2019). 

26. Gandini, S.; Palli, D.; Spadola, G.; Bendinelli, B.; Cocorocchio, E.; Stanganelli, I.; Miligi, L.; Masala, G.; Caini, 

S. Anti-hypertensive drugs and skin cancer risk: A review of the literature and meta-analysis. Crit. Rev. 

Oncol. Hematol. 2018, 122, 1–9. 

27. Ishikawa, S.; Naito, S.; Iimori, S.; Takahashi, D.; Zeniya, M.; Sato, H.; Nomura, N.; Sohara, E.; Okado, T.; 

Uchida, S.; et al. Loop diuretics are associated with greater risk of sarcopenia in patients with non-dialysis-

dependent chronic kidney disease. PLoS ONE 2018, 13, e0192990. 

28. Zhang, D.; Ke, L.; Mackovicova, K.; Van Der Want, J.J.; Sibon, O.C.; Tanguay, R.M.; Morrow, G.; Henning, R.H.; 

Kampinga, H.H.; Brundel, B.J. Effects of different small hspb members on contractile dysfunction and structural 

changes in a drosophila melanogaster model for atrial fibrillation. J. Mol. Cell Cardiol. 2011, 51, 381–389. 

29. Safety and Efficacy of Bgp-15 in Patients with Type 2 Diabetes Mellitus. Available online: 

https://clinicaltrials.gov/ct2/show/NCT01069965 (accessed on 2 September 2019). 



J. Clin. Med. 2020, 9, 1434 17 of 18 

 

30. Smuder, A.J.; Morton, A.B.; Hall, S.E.; Wiggs, M.P.; Ahn, B.; Wawrzyniak, N.R.; Sollanek, K.J.; Min, K.; 

Kwon, O.S.; Nelson, W.B.; et al. Effects of exercise preconditioning and hsp72 on diaphragm muscle 

function during mechanical ventilation. J. Cachexia Sarcopenia Muscle 2019, 10, 767–781. 

31. Vigh, L.; Horvath, I.; Maresca, B.; Harwood, J.L. Can the stress protein response be controlled by 

‘membrane-lipid therapy’? Trends Biochem. Sci. 2007, 32, 357–363. 

32. Gehrig, S.M.; van der Poel, C.; Sayer, T.A.; Schertzer, J.D.; Henstridge, D.C.; Church, J.E.; Lamon, S.; Russell, 

A.P.; Davies, K.E.; Febbraio, M.A.; et al. Hsp72 preserves muscle function and slows progression of severe 

muscular dystrophy. Nature 2012, 484, 394–398. 

33. Kennedy, T.L.; Swiderski, K.; Murphy, K.T.; Gehrig, S.M.; Curl, C.L.; Chandramouli, C.; Febbraio, M.A.; 

Delbridge, L.M.; Koopman, R.; Lynch, G.S. Bgp-15 improves aspects of the dystrophic pathology in mdx 

and dko mice with differing efficacies in heart and skeletal muscle. Am. J. Pathol. 2016, 186, 3246–3260. 

34. Yamashita, T.; Hashiramoto, A.; Haluzik, M.; Mizukami, H.; Beck, S.; Norton, A.; Kono, M.; Tsuji, S.; 

Daniotti, J.L.; Werth, N.; et al. Enhanced insulin sensitivity in mice lacking ganglioside gm3. Proc. Natl. 

Acad. Sci. USA 2003, 100, 3445–3449. 

35. Larsen, P.J.; Tennagels, N. On ceramides, other sphingolipids and impaired glucose homeostasis. Mol. 

Metab. 2014, 3, 252–260. 

36. Gombos, I.; Crul, T.; Piotto, S.; Gungor, B.; Torok, Z.; Balogh, G.; Peter, M.; Slotte, J.P.; Campana, F.; Pilbat, 

A.M.; et al. Membrane-lipid therapy in operation: The hsp co-inducer bgp-15 activates stress signal 

transduction pathways by remodeling plasma membrane rafts. PLoS ONE 2011, 6, e28818. 

37. Igf1r. Available online: https://www.proteinatlas.org/ENSG00000140443-IGF1R (accessed on February 5, 2020). 

38. Bombicz, M.; Priksz, D.; Gesztelyi, R.; Kiss, R.; Hollos, N.; Varga, B.; Nemeth, J.; Toth, A.; Papp, Z.; 

Szilvassy, Z.; et al. The drug candidate bgp-15 delays the onset of diastolic dysfunction in the goto-kakizaki 

rat model of diabetic cardiomyopathy. Molecules 2019, 24, 586. 

39. Al-Majed, A.A.; Bakheit, A.H.H.; Abdel Aziz, H.A.; Alajmi, F.M.; AlRabiah, H. Propranolol. Profiles Drug 

Subst. Excip. Relat. Methodol. 2017, 42, 287–338. 

40. Appleton, C.P.; Hatle, L.K.; Popp, R.L. Relation of transmitral flow velocity patterns to left ventricular 

diastolic function: New insights from a combined hemodynamic and doppler echocardiographic study. J. 

Am. Coll Cardiol. 1988, 12, 426–440. 

41. Rossi, A.; Zardini, P.; Marino, P. Modulation of left atrial function by ventricular filling impairment. Heart 

Fail Rev. 2000, 5, 325–331. 

42. Betts, T. Improving identification and treatment of atrial fibrillation. Practitioner 2012, 256, 27–31. 

43. Boarescu, P.M.; Boarescu, I.; Bocsan, I.C.; Pop, R.M.; Gheban, D.; Bulboaca, A.E.; Nicula, C.; Rajnoveanu, 

R.M.; Bolboaca, S.D. Curcumin nanoparticles protect against isoproterenol induced myocardial infarction 

by alleviating myocardial tissue oxidative stress, electrocardiogram, and biological changes. Molecules 2019, 

24, 2802. 

44. Carnevali, L.; Statello, R.; Sgoifo, A. Resting heart rate variability predicts vulnerability to 

pharmacologically-induced ventricular arrhythmias in male rats. J. Clin. Med. 2019, 8, 655. 

45. Du, Z.; Wen, R.; Liu, Q.; Wang, J.; Lu, Y.; Zhao, M.; Guo, X.; Tu, P.; Jiang, Y. (1)h nmr-based dynamic 

metabolomics delineates the therapeutic effects of baoyuan decoction on isoproterenol-induced cardiac 

hypertrophy. J. Pharm. Biomed. Anal. 2019, 163, 64–77. 

46. Zhang, J.; Yu, J.; Chen, Y.; Liu, L.; Xu, M.; Sun, L.; Luo, H.; Wang, Y.; Meng, G. Exogenous hydrogen sulfide 

supplement attenuates isoproterenol-induced myocardial hypertrophy in a sirtuin 3-dependent manner. 

Oxid. Med. Cell Longev. 2018, 2018, 9396089. 

47. Thomas, M.; Palombo, P.; Schuhmacher, T.; von Scheven, G.; Bazylianska, V.; Salzwedel, J.; Schafer, N.; 

Burkle, A.; Moreno-Villanueva, M. Impaired parp activity in response to the beta-adrenergic receptor 

agonist isoproterenol. Toxicol. Vitro 2018, 50, 29–39. 

48. Mangmool, S.; Denkaew, T.; Parichatikanond, W.; Kurose, H. Beta-adrenergic receptor and insulin 

resistance in the heart. Biomol. Ther. (Seoul) 2017, 25, 44–56. 

  



J. Clin. Med. 2020, 9, 1434 18 of 18 

 

49. Fu, Q.; Wang, Q.; Xiang, Y.K. Insulin and beta adrenergic receptor signaling: Crosstalk in heart. Trends 

Endocrinol. Metab. 2017, 28, 416–427. 

50. Marketou, M.; Gupta, Y.; Jain, S.; Vardas, P. Differential metabolic effects of beta-blockers: An updated 

systematic review of nebivolol. Curr. Hypertens Rep. 2017, 19, 22. 

 

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access 

article distributed under the terms and conditions of the Creative Commons Attribution 

(CC BY) license (http://creativecommons.org/licenses/by/4.0/). 

 


