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ABSTRACT

Heart failure is a complex clinical syndrome with typical symptoms and signs that generally occur on exertion but can also 
occur at rest (particularly when recumbent), secondary to an abnormality of cardiac structure or function. There are an 
estimated 23 million people with HF worldwide. The contractile force in cardiomyocytes is determined by the amplitude of 
the Ca2+ transient generated by SR Ca2+ release via intracellular Ca2+ release channels/ryanodine receptor-2. At the cellular 
level, the causes of impaired cardiac myocyte relaxation include cytosolic Ca2+ overload, myofilament structural changes or 
dysfunction, and neurohormonal activation. Alternatively, a decrease in Ca2+ efflux or inadequate Ca2+ reuptake by the 
sarcoplasmic reticulum during diastole can result in intracellular Ca2+ overload in this condition. SERCA2a is validated to 
be the major cardiac isoform. SERCA2a is a prime target for modulation of cardiac contractility during heart failure. The 
dysregulation of SERCA2a is a hallmark of heart failure. Reduction in SR Ca2+ uptake results in systolic dysfunction as well 
as increased cytosolic Ca2+ level and susceptibility to apoptosis. Alterations in the levels of the ryanodine receptor, triadin, 
junctin, and calsequestrin may affect Ca2+ storage in the SR, the amount of Ca2+ which is available to be released from the 
SR and the amount of SR Ca2+ leak during diastole, thus contributing to the pathology of the failing heart. Histidine-rich 
calcium-binding protein (HRC) regulates Ca2+ homeostasis in the heart. Overexpression of FKBP12.6 reduces Ca2+ leak 
from the SR during diastole, thereby increasing SR-Ca2+ content, and thus increases the amount of Ca2+ available for release, 
which in turn increases twitch shortening amplitude. This review aims to introduce altered sarcoplasmic reticulum calcium 
cycling-targets for heart failure therapy. 
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INTRODUCTION

1. Heart failure is a complex clinical syndrome with typical 
symptoms and signs that generally occur on exertion but can 
also occur at rest (particularly when recumbent), secondary to an 
abnormality of cardiac structure or function that impairs the ability 
of the heart to fill with blood at normal pressure or eject blood 
sufficient to fulfill the needs of the metabolizing organs [1].

2. There are an estimated 23 million people with HF 
worldwide. Currently, 5.7 million people in the US have HF, but 
the projections are worrisome since it is expected that by 2030 
more than 8 million people will have this condition, accounting 
for a 46 % increase in prevalence [2]. Heart failure can be caused 
by ischaemic, endocrine, immune, inflammatory, infective, genetic, 
and neoplastic processes, by the failure of the heart to develop 
properly and even by pregnancy. Rheumatic valvular disease 
remains a common cause in many developing countries whereas 

this diagnosis is now uncommon in developed countries; in the 
latter, a degenerative valvular disease in the elderly is now more 
common [3]. In the developed world, ventricular dysfunction 
is the commonest underlying problem and is caused, mainly, by 
myocardial infarction, hypertension or, often, both infarction 
and hypertension [4]. Diabetics have a higher prevalence of 
heart failure. Diabetes accelerates the development of coronary 
atherosclerosis and is often associated with hypertension [5]. 
Diabetes is also associated with more autonomic dysfunction and 
worse renal, pulmonary, and endothelial function, as well as worse 
functional status and a worse prognosis [6]. Atrial fibrillation can 
cause heart failure directly as a consequence of the loss of the atrial 
contribution to cardiac output and reduced diastolic filling as a 
result of tachycardia [7].

3. The term excitation-contraction (EC) coupling describes 
the process of converting electrical depolarization of the plasma 
membrane to contraction of the cardiomyocyte. The release of 
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or function of SERCA2a in the sarcoplasmic reticulum, impair 
systolic and diastolic function. An increased level of intracellular 
Na+ in heart failure myocytes can contribute to increased cytosolic 
Ca2+ loading via NCX. However, up regulation of NCX function, 
which might also occur in heart failure, could partially compensate 
for SERCA2a down-regulation concerning diastolic function, but 
would not affect systolic function [17,18].

In chronic heart failure, sustained activation of the β-AR and 
downstream signaling pathways have adverse effects on cardiac 
cells. At the molecular level, β-AR dysfunction is characterized 
by a reduction of β1-AR density, resulting in an increased β2-AR: 
β1-AR ratio and uncoupling of β-ARs from G-protein complexes. 
This desensitization is mediated by elevated G-protein receptor 
kinase activity. PKA and calcium/calmodulin-dependent protein 
kinase type II (CaMKII) are key effectors downstream of β-AR 
stimulation, and their activity might affect target proteins, resulting 
in inappropriate or maladaptive responses [19,20].

In heart failure, intracellular Ca2+ overload can result from 
excessive Ca2+ entry into the cytosol, either from the sarcoplasmic 
reticulum or from outside the cell. Alternatively, a decrease in Ca2+ 
efflux, or inadequate Ca2+ reuptake by the sarcoplasmic reticulum 
during diastole can result in intracellular Ca2+ overload in this 
condition [13,21].

Excessive Ca2+ entry into the cytosol: In cardiac myocytes, Ca2+ 
influx occurs almost entirely through voltage-activated LTCCs. 
Ca2+ influx through LTCCs triggers sarcoplasmic reticulum Ca2+ 
release, which determines the rate and magnitude of myocyte 
contraction via a process called Ca2+-induced Ca2+ release 
[13]. LTCC-mediated Ca2+ influx is also associated with cardiac 
hypertrophic signaling pathways; therefore, abnormalities in LTCC 
activity and expression can cause cardiac dysfunction [22]. LTCC 
current caused a compensatory increase in Ca2+ leakage from the 
sarcoplasmic reticulum via ryanodine receptor 2 (RyR2), resulting 
in pathological cardiac hypertrophy and heart failure through 
calcineurin–NFAT signaling [20].

Store-operated Ca2+ entry (SOCE, also known as capacitative 
Ca2+ entry)—a mechanism through which calcium-release-
activated calcium (CRAC) channels in the plasma membrane since 
depletion of intracellular Ca2+ and open to allow influx of Ca2+ 
from the extracellular reservoir—may be enhanced in pathological 
remodeling [23].

Reduced Ca2+ efflux from the cytosol: As well as acting as a Ca2+ 
reservoir, the sarcoplasmic reticulum actively maintains cytosolic 
Ca2+ concentrations during a contraction–relaxation of cardiac 
myocytes. In humans and higher mammals, sarcoplasmic reticulum 
Ca2+ uptake is mainly regulated by SERCA2a. This Ca2+ pump 
has an important role in restoring sarcoplasmic reticulum Ca2+ 
levels in diastole and terminating Ca2+ dependent force activation 
via Ca2+ release into the cytosol through RyR2 in systole. In failing 
human myocardium, the force-frequency response is blunted, 
possibly as a result of defective activity or expression of SERCA2a 
[13,24].

 An increase in end-diastolic cytosolic Ca2+ levels and prolongation 
of Ca2+ transient during diastole were shown in cardiac myocytes 
isolated from patients with end-stage heart failure. Such 
abnormalities are associated with the development of enhanced 
diastolic tension [25].

Ca2+ from the sarcoplasmic reticulum (SR) in the cardiomyocyte 
initiates contraction of the heart during systole. The subsequent 
reuptake of Ca2+ into the SR or extrusion from the cytoplasm 
enables relaxation of the heart during diastole [8].

4.  Pharmacologic therapy which reduces mortality in the 
treatment of systolic HF includes angiotensin-converting enzyme 
inhibitors (ACEI), angiotensin receptor blockers (ARB), beta-
blockers, and mineralocorticoid receptor, antagonists. Although 
digitals do not affect mortality, they were reported to reduce 
hospitalization [9].

Altered sarcoplasmic reticulum calcium cycling

Regulation of Ca2+ cycling in the heart: The magnitude and 
timing of the Ca2+ transient, which determines the strength of 
contraction, is dynamically regulated by phosphorylation of both 
Ca2+ handling pumps and ion channels. Several kinases, including 
protein kinase A (PKA), Ca2+/calmodulin-dependent protein 
kinase (CaMKII) and protein kinase C (PKC) contribute to these 
effects. Phosphorylation of the Ca2+ channels and pumps by PKA 
is the downstream event in a signalling cascade that begins with 
the activation of β-adrenoceptors on the plasma membrane by 
catecholamines. This allows for the activation of adenylatecyclase 
by specific G proteins, leading to increased cytosolic levels of cAMP 
and activation of PKA [10,11]. 

PKA directly phosphorylates important Ca2+-cycling 
proteins, including LTCCs, RyR2, and PLB. Activation of the 
β-adrenoceptorsignalling pathway increases EC coupling gain, 
thereby increasing the amount of Ca2+ released by RyR2 per 
amount of trigger Ca2+ entering the cell through LTCC. This 
signalling pathway, also known as the fight-or-flight response, is 
highly conserved in evolution and allows for the rapid enhancement 
of cardiac contractility during exercise or stress [12,13]. 

There is ample evidence that CaMKII is important in regulating 
EC coupling in the heart. An increase in heart rate increases 
CaMKII activity in the heart, which can result in phosphorylation 
of LTCCs, RyR2, and PLB by CaMKII. The functional effects of 
phosphorylation of these key Ca2+ handling proteins by CaMKII 
include an increase in contractile force (for example,a positive 
force-frequency relationship) [14,15]. 

PKC-α as a fundamental regulator of cardiac contractility and 
Ca2+ handling in myocytes. The Ca2+/phospholipid dependent 
PKC exists as a family of at least 12 distinct isoforms. PKC-α can 
directly phosphorylate protein phosphatase inhibitor-1 (I-1), 
augmenting the activity of protein phosphatase-1 (PP1) and causing 
hypophosphorylation of PLB. Decreased PLB phosphorylation 
could result in inhibition of SERCA2a and impaired Ca2+ 
reuptake into the SR [16].

Impaired Ca2+ cycling in heart failure: At the cellular level, the 
causes of impaired cardiac myocyte relaxation include cytosolic 
Ca2+ overload, myofilament structural changes or dysfunction, 
and neurohormonal activation. In many patients with heart 
failure, excitation-contraction coupling is defective. Several 
abnormalities of receptors, pumps, and regulatory proteins that 
are involved in Ca2+ cycling have been shown in these patients. 
These abnormalities lead to a prolongation of the cytosolic Ca2+ 
transient time and, in patients with end-stage heart failure, an 
increase in end-diastolic Ca2+ concentration [13,17].

Such changes, which are often a result of a decrease in the density 
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Targeting SR Ca2+ handling proteins as therapy for HF

Sarcoplasmic reticulum calcium uptake proteins as targets for 
HF Isoforms of the SERCA pump: Invertebrates, three main 
SERCA proteins are encoded by three different genes (ATP2a1/
SERCA1, ATP2a2/SERCA2, and ATP2a3/ SERCA3). More than 
ten variants are produced by tissue-dependent alternative splicing 
at the COOH terminal of the transcripts, which result in specific 
functions of the variants. SERCA1, expressed in fast-twitch skeletal 
muscle, is found possessing two major splice variants: SERCA1a 
(adult form) and 1b (neonatal form) [26]. 

SERCA2 is expressed abundantly in the adult mammalian heart. 
SERCA2a is validated to be the major cardiac isoform (~99.9%). 
Two disparate tissue-specific SERCA2 isoforms (SERCA2a and 
2b) are derived from the alternative processing of SERCA2 gene 
transcripts in the COOH-terminal. SERCA2a, also known as 
‘cardiac isoform’, is the dominant isoform in cardiac muscle and 
slow-twitch skeletal muscle, while it is also found at lower amounts 
in smooth muscle and neuronal cells. SERCA2b is traceable 
in almost all tissues including muscle and no muscle cells as a 
housekeeping isoform. Recently, a third splice variant (SERCA2c) 
is reported expressed in the left ventricle, which may be functionally 
important in (foetal) heart [27,28].

Lately, a new splicing variant (SERCA2d) is discovered in human 
skeletal muscles, yet more endeavor is needed to explore the 
corresponding physiological meaning. SERCA3a is known as 
the major SERCA3 isoform, which has additional five variants 
(SERCA3b-f) in humans, SERCA3 is widely expressed in 
many tissues at various concentrations, which is prominent in 
hematopoietic cell lineages, platelets, epithelial cells, fibroblasts, 
as well as endothelial cells, but only a minority of SERCA3 is 
expressed in muscle [29].

Sequestration of Ca2+ from the cytosol into the SR lumen, 
and thus relaxation of the heart, is mediated by SERCA and its 
regulatory protein PLN. PLN is a reversible inhibitor of SERCA. 
Phosphorylation of PLN results in an overall increase in the 
affinity of SERCA for Ca2+, increasing SR Ca2+ uptake, while 
dephosphorylation of PLN by an SR-associated phosphatase 
restores the inhibitory effects of PLN on SERCA [30].

Since PLN and SERCA are major regulators of SR Ca2+ uptake 
and alterations in the levels or activity of either protein could 
contribute to decreased SR Ca2+ load, impaired myocyte Ca2+ 
cycling, and depressed contractile parameters in the failing heart, 
the expression levels and functional activity of this critical SR Ca2+ 
handling proteins have been investigated in human heart failure. 
SERCA mRNA and protein expression levels to be significantly 
decreased in the failing human heart [31,32]. 

 SERCA protein levels were found to be decreased by a greater 
proportion than protein levels of PLN, and that PLN was shown to 
be hypo phosphorylated in the failing myocardium, inhibition of 
SERCA is predicted to be more pronounced in the human failing 
myocardium compared to the non-failing myocardium, explaining 
the observed decrease in SERCA activity in the human failing 
heart [13,24].

PLN is a critical regulator of basal SR Ca2+ handling and 
contractility in the heart, due to PLN’s ability to modulate SERCA 
Ca2+ uptake, SR Ca2+ load, and, ultimately, myocyte Ca2+ 
cycling. Furthermore, increases in the ratio of PLN/SERCA or 
alterations in the degree of inhibition of SERCA by PLN are not 

only responsible for impaired Ca2+ homeostasis and depressed 
contractility but may be critical mechanisms underlying the heart 
failure phenotype. Thus, increasing the reuptake of Ca2+ into the 
SR by stimulating SERCA activity may be a promising approach to 
improve systolic and diastolic function in the failing myocardium. 
Indeed, clinical trials targeting SERCA are in progress [22, 28,31].

Since naturally occurring heritable mutations have been associated 
with dilated cardiomyopathy and heart failure, the SERCA2a and 
PLN genes were screened for the presence of naturally occurring 
mutations in humans [33,34].

Pharmacological action: β-blockers, ACE inhibitors and 
aldosterone antagonists are the first-choice drugs applied in the 
treatment of cardiac diseases, which may prolong life and relieve 
the symptoms. They cannot correct the underlying causes of 
contractile dysfunction. Carvedilol is a β-adrenergic receptor 
blocker that elicits its beneficial effects on cardiac function 
through the restoration of SERCA2a expression in patients with 
HF [35]. Even though from then on, drugs used individually or 
in combination have significant benefits to retain SERCA2a 
abundance, thereby improve contractility in heart failure, and it is 
extremely attractive at present. Among these drugs, by blockading 
the renin-angiotensin system, an angiotensin-converting enzyme 
inhibitor – enalapril – and an angiotensin II receptor antagonist 
– losartan – can partially prevent the down-regulation of SERCA2 
protein and mRNA content as well as reduction of left ventricular 
function in a rat model of congestive heart failure [36].

SERCA2a is a prime target for modulation of cardiac contractility 
during heart failure. The deregulation of SERCA2a is a hallmark 
of heart failure. Reduction in SR Ca2+ uptake results in systolic 
dysfunction as well as increased cytosolic Ca2+ level and 
susceptibility to apoptosis.

Resveratrol, a natural antioxidant agent, utilized in a variety of 
diseases including heart diseases, is also found to lift SERCA2a 
expression and cardiac function [37].

Insulin-like growth factor 1 (IGF-1) treatment can regain the amount 
of SERCA2a in diabetic rat cardiomyocytes, which is mediated by 
activation of the PI3kinase-AktSERCA2a signaling pathway. Some 
components extracted from plants reveal to exert cardio protective 
effects by restoring SERCA2 expression. Oxymatrine, an anti-
inflammatory agent extracted from the Chinese herb Sophora 
japonica, can improve cardiac function via up regulating SERCA2a 
expression in a rat model of chronic heart failure [38].

Besides, some other drugs that can modulate SERCA activity as 
an indirect means to improve contractility in heart failure are 
reported. Glucocorticoid can prevent additional deterioration of 
SERCA2a activity in piglets with ischemic cardiac dysfunction. 
Hydralazine, a potential DNA methylation inhibitor, can increase 

S.No Pathologic Stimuli Therapeutic Strategy

1 Excess PKCα activity and expression Chemical inhibitor

2 Depressed inhibitor activity (I-1) Active I-1 overexpression

3 Excess PLB dephosphorylation PLB peptide inhibitor

4 Reduced SUMO1 expression and 
SUMOylation

SUMO1 overexpression

5 Defective PLB phosphorylation PLB silencing 

6 Defective SERCA2a activity and 
expression

SERCA2a overexpression 

Table 1: Target for modulation of cardiac contractility during heart failure. 
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SERCA function via decreasing methylation in the SERCA2a 
promoter, modulate Ca2+ handling and improve cardiac function 
in rats with isoproterenol-induced heart failure [39]. 

Istaroxime, a Na+/K+ ATPase inhibitor, can improve Ca2+ cycling, 
which is essential to the enhancement of Ca2+ uptake into SR, 
leading to increased SERCA function in cardiac SR vesicles of 
dogs with heart failure. A clinical trial with the administration of 
istaroxime is demonstrated to improve pulmonary capillary wedge 
pressure and decrease heart rate in patients with heart failure 
via relieving the inhibition of PLN on SERCA2a. In addition, 
CDN1163, a potent allosteric activator of SERCA, directly binds 
SERCA, alleviates ER stress and shows potential as a therapeutic 
for Parkinson’s disease, type-2 diabetes and metabolic dysfunction. 
However, its functions in the heart have not yet been reported. 
Recombinant adeno-associated viruses (AAV) were used in the first 
gene therapy clinical trial for HF called Calcium Up-Regulation by 
Percutaneous Administration of Gene Therapy in Cardiac Disease 
(CUPID) [40, 41]. 

Sarcoplasmic reticulum calcium storage/release proteins as 
targets for HF: While SERCA and PLN regulate Ca2+ uptake 
and relaxation of the heart, SR Ca2+sequestration and the 
subsequent Ca2+ release is facilitated by a massive macromolecular 
ryanodine receptor complex, strategically localized at the site where 
a key step in excitation-contraction coupling occurs. (a) four SR 
junctional proteins, the ryanodine receptor, triadin, junctin, and 
calsequestrin, associate into a stable quaternary complex at the 
cardiac SR junctional membrane (b) the interactions between 
these proteins are Ca2+-sensitive; and (c) this complex regulates SR 
Ca2+storage and release [42]. 

Indeed, alterations in the levels of the ryanodine receptor, triadin, 
junctin, and calsequestrin may affect Ca2+ storage in the SR, the 
amount of Ca2+ which is available to be released from the SR, and 
the amount of SR Ca2+ leak during diastole, thus contributing to 
the pathology of the failing heart [43].

Ryanodine receptor: Ryanodine receptor channels are part of 
massive macromolecular complexes that play a critical role in 
excitation-contraction coupling in the heart. Alterations in levels 

of the ryanodine receptor and accessory proteins that regulate the 
activity of the ryanodine receptor affect cardiac Ca2+ homeostasis 
[42,44,45]. 

Increased SR Ca2+ leak through the ryanodine receptor has 
been suggested as a significant component of altered excitation-
contraction coupling in heart failure. Decreased mRNA expression 
levels of the ryanodine receptor in human ischemic and dilated 
cardiomyopathy [46].

PKA hyper phosphorylation of ryanodine receptor channels 
dissociated the regulatory subunit FKBP12.6 from the channel in 
canine and human failing myocardium, destabilizing the channel 
and resulting in the increased opening of the channel and disturbed 
functional coupling of ryanodine receptors. Furthermore, 
destabilization and reduced functional coupling of ryanodine 
receptor channels, as a result of a disturbing interaction with 
FKBP12.6, may result in defective closure of ryanodine receptor 
channels, which could be associated with diastolic SR Ca2+ leak, 
depletion of SR Ca2+ load, and reduced excitation-contraction 
coupling [47,48]. 

In light of the evidence that increased SR Ca2+ leak is detrimental 
and that disrupted interactions between FKBP12.6 and the 
ryanodine receptor result in SR Ca2+ leak, FKBP12.6 may be a 
therapeutic target to stabilize the ryanodine receptor [46].

 The ryanodine receptor is part of a macromolecular complex and 
proper formation of a stable Ca2+ release complex at the cardiac 
SR junctional membrane is required for appropriate regulation 
of Ca2+ release from the SR. Thus, increasing the regulation of 
the ryanodine receptor and decreasing spontaneous SR leak may 
be a promising therapeutic strategy for heart failure. Indeed, 
normalizing intracellular Ca2+ handling through regulation of 
expression and function of the ryanodine receptor may prove to be 
beneficial in cardiac disease [49].

Calsequestrin: Calsequestrin, a high-capacity calcium-binding 
protein located in the lumen of the SR, is important in SR Ca2+ 
storage and release. calsequestrin overexpression revealed that 
exceptionally heavy Ca2+ buffering by calsequestrin strongly 
depresses fractional SR Ca2+ release, triggering a cascade of 
molecular events that activate a program of cardiac hypertrophy 
that may transition to heart failure [50]. 

Adenoviral-induced inhibition of calsequestrin (antisense) or 
expression of a mutant calsequestrin (mutation in the calcium-
binding domain of calsequestrin), associated with human 
genetic ventricular tachycardia, revealed a reduced SR Ca2+ load 
and spontaneous SR Ca2+ release [51]. calsequestrin is a key 
determinant of the amount of Ca2+ released by the ryanodine 
receptor channel through stabilization of local luminal Ca2+ in 
the vicinity of ryanodine receptor channels and modulation of the 
Ca2+ dependent closure of the channels [46]. 

Calsequestrin is a luminal Ca2+ sensor that inhibits ryanodine 
receptor channel activity at low luminal Ca2+ and that triadin and 
junctin are required to mediate the interaction of calsequestrin 
with the ryanodine receptor. Thus, calsequestrin plays an integral 
role in excitation-contraction coupling, in combination with the 
ryanodine receptor, triadin, and junctin, and a role for calsequestrin 
in the regulation of SR Ca2+ storage and release may be more 
complex than originally speculated. An impaired ability of the SR 
to sequester and subsequently release Ca2+ may contribute to the 
pathology of the failing heart [42,50].

Strategy Drug

Increasing SERCA activity

Stimulating SERCA2a activity Gingerol analogues

Over expressing SERCA2a (Adenovirus)

Decreasing PLB activity

Increasing PLB phosphorylation N/A Not available 

Antisense gene therapy (Antisense)

Gene therapy with rAAV-PLB (AAV-virus)

Inhibiting PKC-α activity Not available

Decreasing NCX activity 

NCX antagonist (reverse-mode) KB-R7943/ SEA0400

NCX antagonist (forward-mode) SEA0400

Enhancing calstabin2 binding to RyR2

Increasing RyR2 binding-affinity for calstabin2 JTV519

Overexpression of calstabin2 in myocytes (Adenovirus)

Reducing PKA phosphorylation of RyR2

Reducing PKA activity Beta-blockers

Enhancing PP1/PP2A activity Beta-blockers

Table 2: Therapeutic strategies for preventing abnormal Ca2+ release. 
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Triadin and junctin: Two anchoring proteins, junctin and triadin, 
associate with each other, the ryanodine receptor, and calsequestrin, 
stabilizing the quaternary structure at the junctional SR membrane 
and regulating SR Ca2+ storage and release [42].

junctin and triadin act not only as structural anchoring proteins 
between calsequestrin and the ryanodine receptor, but also as 
important regulators of Ca2+ handling and contractile properties 
in the heart during excitation-contraction coupling. Naturally 
occurring heritable mutations in triadin and junctin may also be 
associated with cardiac disease. Nevertheless, triadin and junctin 
polymorphisms have not been linked to cardiomyopathies thus 
far. Further investigation of the expression levels and function of 
triadin and junctin in the failing heart, as well as the exploration 
of polymorphisms in triadin and junctin, will provide critical 
information about whether triadin and junctin may be potential 
therapeutic targets [52].

Role of Histidine-rich calcium-binding protein on SR Ca2+ 
cycling: Histidine-rich calcium-binding protein (HRC) regulates 
Ca2+ homeostasis in the heart. There is debate over whether HRC 
is located on the cytoplasmic surface of the SR or in the SR lumen. 
However, the strongest evidence suggests that HRC is a luminal 
SR protein. The deduced amino acid sequence of HRC revealed 
structural features that are analogous to calsequestrin, suggesting 
that HRC may play a similar role to calsequestrin during excitation-
contraction coupling, as a Ca2+ storage protein [42, 53]. 

 HRC is an integral regulatory protein in SR Ca2+ sequestration 
and cardiac function. Cardiac-specific overexpression of HRC in 
transgenic mice resulted in impaired SR Ca2+ uptake, leading to 
delayed cardiomyocyte Ca2+ transient decay, cardiac remodeling, 
and left ventricular dysfunction, which progressed to heart failure [54]. 

Decreased protein levels of HRC have been reported in human 
and animal models of heart failure. Identified naturally occurring 
mutations in the HRC gene of normal individuals, specific HRC 
polymorphisms have not yet been linked to cardiac disease. Further 
elucidating the physiological role of HRC in SR Ca2+ cycling, 
investigating its expression levels in the failing heart, and exploring 
if naturally occurring mutations exist in HRC and correlate with 
cardiac disease, have not yet investigated. HRC may be a target for 
heart failure therapy. Indeed, if HRC is a critical protein involved 
in SR Ca2+ cycling, targeting HRC may be a potential therapeutic 
strategy for the treatment of cardiac diseases [55].

Inhibitor-1 is potential target for enhancing SR Ca2+ loading 
in failing hearts: Dysregulated Ca2+ homeostasis is a hallmark 
of heart failure that is directly linked to cardiac dysfunction 
and lethal arrhythmia. It is associated with an imbalance of 
kinases/phosphatase activities in the corresponding intracellular 
microdomains, leading to either hypophosphorylation of 
phospholamban (PLN), hyperphosphorylation of ryanodine 
receptor (RyR) or a combination of both in failing cardiomyocytes. 
It has been increasingly recognized that dysregulation of protein 
phosphatase 1 (PP1) signaling is associated with the imbalance of 
kinase/phosphatase in the failing heart [56,57].

PP1 inhibition has been thought of as a potential molecular target 
for restoring impaired Ca2+ cycling mediated by the sarcoplasmic 
reticulum (SR). In this regard, the role of inhibitor-1 (I-1), an 
endogenous PP1 inhibitor, has been drawing attention, not only 
for understanding the mechanism of increased PP1 activity in 
failing hearts but also for its application as a potential therapeutic 
target [58].

I-1 is a ubiquitously expressed acid- and heat-stable cytosolic 
protein that is primarily rich in skeletal and cardiac muscle. When 
I-1’s Thr35 residue is phosphorylated by protein kinase A (PKA), 
I-1 actively inhibits PP1 activity, potentiates PKA phosphorylation, 
and enhances cardiac contractility. On the other hand, when the 
Ser67 or Thr75 residues are phosphorylated by protein kinase C 
α (PKAα ) or the Thr35 residue is dephosphorylated by PP2B, 
I-1 becomes inactive, increasing PP1 activity and suppression of 
cardiac contractility [59]. 

I-1 is also recognized as an important element of β-adrenergic 
signaling, as well as Gq-receptor coupled signaling (angiotensin II, 
endothelin, and α-adrenergic signaling). Indeed, the constitutive 
I-1 expression caused an increase in PLN phosphorylation at 
Ser16, thereby increasing the amplitude of the Ca2+ transient and 
decreasing its decay time. Thus, I-1 is considered to be a potential 
agent for optimizing SR Ca2+ handling in the diseased heart [60]. 

Role of FK506-Binding Protein FKBP12.6 in heart failure: 
The FK506-binding protein FKBP12.6 is tightly associated with 
the cardiac sarcoplasmic reticulum (SR) Ca2+ release channel 
(ryanodine receptor type 2 [RyR2]), but the physiological function 
of FKBP12.6 is unclear [61]. Adenoviral gene transfer results 
in overexpression of FKBP12.6 in rabbit myocytes indicate 3 
significant effects of FKBP12.6 overexpression: [1] reduction of 
RyR2-mediated Ca2+ efflux from cardiac muscle SR; [2] higher SR-
Ca2+ load; and [3] increased amplitude of twitch shortening in 
single myocytes [62].

Cyclic ADP ribose is thought to increase the open probability of 
RyR, increase peak systolic Ca2+, and increase twitch shortening in 
guinea pig myocytes. In contrast, tetracaine, a drug that decreases 
Ca2+ sensitivity of RyR2, had no effects on rat-myocyte shortening 
in the steady-state. Furthermore, caffeine, a drug that increases the 
Ca2+ sensitivity of the RyR2, can decrease the peak systolic Ca2+ 
[63].

Overexpression of FKBP12.6 reduces Ca2+ leak from the SR 
during diastole, thereby increasing SR-Ca2+ content, and thus 
increases the amount of Ca2+ available for release, which in turn 
increases twitch shortening amplitude. FKBP12.6 overexpression 
may alter not only the Ca2+ efflux through RyR2 but also the 
degree of cooperative activity of the RyR2 cluster [64].

Rapamycin significantly decreased the rate of Ca2+ uptake at 1 
mmol/L in myocytes overexpressing FKBP12.6. Decreased Ca2+ 
flux through RyR2 observed on overexpression of FKBP12.6 could 
be reversed by rapamycin. This is consistent with the interpretation 
that increased cytosolic levels of FKBP12.6 are the cause of altered 
RyR2 properties with reduced Ca2+ leakage through RyR2 [65].

Effect of Alterations of the β-adrenergic Cascade in SR Ca2+ 
Cycling: Chronic stimulation of β-adrenergic receptors (β-AR) by 
elevated plasma catecholamines and the subsequent stimulation 
of the cAMP/PKA-dependent signaling pathway represents a 
central factor in the pathogenesis of HF. Three β-AR subtypes 
have been described in mammalian hearts, the β1-, the β2- and the 
β3-AR with the β1- and β2-AR subtypes functionally dominating. 
Both are expressed in cardiac myocytes, couple primarily to the 
stimulatory G-protein Gs, and mediate the formation of cAMP. In 
addition, the coupling of the β2-AR to the inhibitory G-protein 
Gi has been described in several animal species, and in failing 
human cardiomyocytes. The effects of Gi coupling were evident in 
the failing human heart from the rescue of β-AR sensitivity after 
pertussis toxin treatment of isolated myocytes [66,67]. 
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cAMP leads to activation of protein kinase A (PKA) which 
phosphorylates key regulators of contraction and relaxation as 
well as of gene transcription in cardiac myocytes. A switch to Gi-
coupling, mediated by a PKA dependent phosphorylation of the 
β2-AR itself, is thought to protect against apoptosis by a number of 
mechanisms [68,69].

Heart failure is accompanied by an increased global phosphatase 
activity, as well as SR associated type 1 (PP-1) phosphatase. 
Overexpression of PP-1 catalytic subunit in the mouse heart, to 
similar levels as those observed in human failing hearts, caused 
depressed function and dilated cardiomyopathy [70]. PP-1 activity is 
regulated by the endogenous I-1 inhibitor. I-1 becomes active upon 
its phosphorylation at Thr35 by PKA, allowing for amplification of 
the β-adrenergic responses in the heart. I-1 is also phosphorylated 
at Ser67 and/or Thr75 by PKC and this result in enhanced 
phosphatase activity, depressed function as well as attenuation of 
the stimulatory effects of protein kinase A signaling [71].

Inhibitor-2, another endogenous PP-1 inhibitor, has also been 
shown to increase cardiac contractility and Ca2+ cycling in a 
transgenic model and inhibition of PP-1 by inhibitor-2 gene 
delivery ameliorates heart failure progression in a model of genetic 
cardiomyopathy [68].

Recently compartmentalization of different components of 
the cAMP signaling pathway has raised great interest. β-ARs, 
G-proteins, adenylyl cyclases, PKA anchoring proteins, 
phosphatases and phosphodiesterases have been reported to 
be localized in distinct cellular sub-compartments and cause 
subcellular compartmentalization of cAMP. The topography of 
cardiac myocytes is altered in heart failure with loss of T-tubules and 
this could also affect the localization of β-ARs and the β-adrenergic 
signaling cascade [72].

TPEN activates Ca2+ release through RyR and inhibits the activity 
of the SR Ca2+ pump: TPEN modifies the calcium homeostasis 
of cardiac muscle cells via altering the activity of two of the most 
important SR membrane proteins, the RyR and the SERCA pump. 
On the molecular level, the precise mechanism of action of TPEN 
on the RyRs remains elusive [73]. 

TPEN could act directly on the RyRs, binding to the channel on 
the cytosolic side and activating the opening of the channel or 
make it more sensitive to Ca2+. It could also diffuse into the SR 
and bind to the RyRs on the luminal side thereby activating the 
channel. Moreover, there is the possibility of an indirect effect of 
TPEN via a protein other than the RyR or by lowering heavy metal 
concentrations inside the cell. TPEN has a low affinity for Mg2+ 
and Ca2+ but a high affinity for several heavy metal ions known to 
have effects on multiple targets within the cell. Binding of TPEN 
to Zn2+, an inhibitor of the RyRs in the cardiac cell, might remove 
this inhibition, thereby increasing the leak through the channel 
[74].

TPEN somehow altered the spontaneous RyR activity in intact cells 
to give rise to a larger than usual Ca2+ leak from the SR. Thus, 
SR depletion would be a secondary effect after RyR activation. 
This conclusion is strongly supported by the observation of an 
increased open probability of RyRs reconstituted into lipid bilayers 
in the presence of TPEN. Thus, the effect of TPEN is somewhat 
similar to a low concentration of caffeine, which opens the RyRs 
and produces long-lasting openings. Thereby the SR becomes 
more leaky and generates more spontaneous Ca2+ sparks which 
ultimately deplete the SR [75].

Reduced Ca2+ signals during congestive heart failure resulting 
in hyperphosphorylation of the RyRs due to excessive adrenergic 
stimulation is thought to render the channels overly sensitive to 
Ca2+ triggers, resulting in spontaneous Ca2+ leaks ultimately 
contributing to reduced SR Ca2+ content, attenuated Ca2+ 
transient amplitudes and finally compromised mechanical 
performance of the heart. There is a direct interaction of TPEN with 
the Ca2+ pump, the activity of the SERCA pump was examined 
in isolated SR vesicle preparations. To estimate the magnitude of 
the effect, the hydrolytic activity of HSR vesicles was determined at 
different TPEN concentrations. TPEN inhibits the ATPase activity 
of the Ca2+ pump [57,76,77].

CONCLUSION

Cardiovascular diseases are the main cause of morbidity and 
mortality in the world. Decreased SERCA2a content in the SR 
of patients with failing hearts is responsible for its decreased 
contractility. In recent years there has been significant progress 
in understanding Ca2+ handling in the heart and how changes 
in Ca2+ homeostasis contribute to cardiac disease. Exploring the 
functional consequences of naturally occurring arrhythmogenic 
mutations in Ca2+ handling proteins such as RyR2 and CASQ2 
has been especially instructive. These studies have led to a better 
understanding of the control of SR Ca2+ release at the molecular 
level in normal and disease settings. SERCA protein levels were 
found to be decreased by a greater proportion than protein levels 
of PLN, and that PLN was shown to be hypo phosphorylated 
in the failing myocardium. The magnitude and timing of the 
Ca2+ transient, which determines the strength of contraction, is 
dynamically regulated by phosphorylation of both Ca2+ handling 
pumps and ion channels. Several kinases, including protein kinase 
A (PKA), Ca2+/calmodulin-dependent protein kinase (CaMKII) 
and protein kinase C (PKC) contribute to these effects. Histidine-
rich calcium-binding protein regulates Ca2+ homeostasis in the 
heart. I-1 is considered to be a potential agent for optimizing SR 
Ca2+ handling in the diseased heart. Decreased Ca2+ flux through 
RyR2 observed on overexpression of FKBP12.6 could be reversed 
by rapamycin. 

Several novel therapies are currently being evaluated in animal 
models, and the beneficial effects of SERCA2a-targeted therapies 
in patients with heart failure have been shown in clinical trials. A 
focus on Ca2+-handling proteins will ultimately guide the future 
development of novel treatment modalities for patients with heart 
failure.

ABBREVIATION/ACRONYM

β-AR: β-adrenergic receptors; CaMKII: Ca2+/calmodulin-
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Ca2+-induced Ca2+ release; HRC: Histidine-rich calcium binding 
protein; I-1: Inhibitor-1; LTCC: L-type Ca2+ channels; LVEF: Left 
ventricular ejection fraction; NCX: Na+/ Ca2+ exchanger; PKA: 
Protein kinase A; PKC: Protein kinase C; PLB: Phospholamban; 
PP1: Protein phosphatase 1; RyR2: Ryanodine receptor-2; 
SERCA2a: Sarcoplasmic reticulum ATP-ase; SGLT-2I: Sodium-
glucose cotransporter-2 inhibitors; SOCE: Store-operated Ca2+ 
entry; SR: Sarcoplasmic reticulum.

COMPETING INTERESTS

The authors declared that they do not have any conflict of interest.



Zemene DK, et al. OPEN ACCESS Freely available online

7J Clin Exp Pharmacol, Vol.10 Iss. 2 No: 274

FUNDING

Not applicable 

AUTHORS’ CONTRIBUTION

All authors were involved in the design, write up and preparing the 
manuscript to be submitted. All authors have read and agreed the 
manuscript.

ACKNOWLEDGMENT

The authors acknowledge the support of the School of Pharmacy, 
University of Gondar in facilitating the data collection process. We 
are also grateful to all of the participants of the study.  

REFERENCES

1. Vos T, Flaxman AD, Naghavi M, Lozano R, Michaud C, Ezzati M, et 
al. Years lived with disability (YLDs) for 1160 sequelae of 289 diseases 
and injuries 1990–2010: a systematic analysis for the Global Burden 
of Disease Study 2010. The lancet. 2012;380:2163-2196.

2. Savarese G, Lund LH. Global public health burden of heart failure.
Cardiac failure review. 2017;3:7.

3. Ventura HO, Mehra MR. The growing burden of heart failure: The" 
syndemic" is reaching Latin America. American Heart J. 2004;147:386-
389.

4. Camici PG. Hibernation and heart failure. Heart. 2004;90:141-143.

5. Piccini JP, Klein L, Gheorghiade M, Bonow RO. New insights into 
diastolic heart failure: role of diabetes mellitus. The American J Med. 
2004;116:64-75.

6. Suskin N, McKelvie R, Burns R, Latini R, Pericak D, Probstfield J, et 
al. Glucose and insulin abnormalities relate to functional capacity in 
patients with congestive heart failure. European Heart J. 2000;21:1368-
1375.

7. Daubert JC. Introduction to atrial fibrillation and heart failure: a 
mutually noxious association. EP Europace. 2003;5:S1-S4.

8. Bers DM. Cardiac excitation–contraction coupling.Nature. 
2002;415:198-205.

9. Group DI. The effect of digoxin on mortality and morbidity in patients 
with heart failure. New England J Med. 1997;336:525-533.

10. Wehrens XH, Lehnart SE, Reiken SR, Marks AR. Ca2+/calmodulin-
dependent protein kinase II phosphorylation regulates the cardiac 
ryanodine receptor. Circulation Res. 2004;94:e61-e70.

11. Braz JC, Gregory K, Pathak A, Zhao W, Sahin B, Klevitsky R, et al. 
PKC-α regulates cardiac contractility and propensity toward heart 
failure. Nature Med. 2004;10:248-254.

12. Rockman HA, Koch WJ, Lefkowitz RJ. Seven-transmembrane-
spanning receptors and heart function. Nature. 2002;415:206-212.

13. Kho C, Lee A, Hajjar RJ. Altered sarcoplasmic reticulum calcium 
cycling—targets for heart failure therapy. Nature Reviews Cardiology. 
2012;9:717.

14. Maier LS, Zhang T, Chen L, DeSantiago J, Brown JH, Bers DM. 
Transgenic CaMKIIδC overexpression uniquely alters cardiac myocyte 
Ca2+ handling: reduced SR Ca2+ load and activated SR Ca2+ release. 
Circulation Res. 2003;92:904-911.

15. Hagemann D, Kuschel M, Kuramochi T, Zhu W, Cheng H, Xiao 
R-P. Frequency-encoding Thr17 phospholamban phosphorylation is 
independent of Ser16 phosphorylation in cardiac myocytes. J Biol 
Chem. 2000;275:2253-2256.

16. Dempsey EC, Newton AC, Mochly-Rosen D, Fields AP, Reyland 
ME, Insel PA, et al. Protein kinase C isozymes and the regulation of 
diverse cell responses. American J Physiol-Lung Cellular Mol Physiol. 
2000;279:L429-L38.

17. Perreault CL, Bing O, Brooks WW, Ransil B, Morgan J. Differential 
effects of cardiac hypertrophy and failure on right versus left ventricular 
calcium activation. Circulation Res. 1990;67:707-712.

18. Ungerer M, Böhm M, Elce J, Erdmann E, Lohse M. Altered expression 
of beta-adrenergic receptor kinase and beta 1-adrenergic receptors in 
the failing human heart. Circulation. 1993;87:454-463.

19. Kiuchi K, Shannon RP, Komamura K, Cohen DJ, Bianchi C, Homcy 
CJ, et al. Myocardial beta-adrenergic receptor function during 
the development of pacing-induced heart failure. J Clin Invest. 
1993;91:907-914.

20. Grimm M, Brown JH. β-Adrenergic receptor signaling in the heart: 
role of CaMKII. J Molecular Cellular Cardiol. 2010;48:322-330.

21. Hulot J-S, Fauconnier J, Ramanujam D, Chaanine A, Aubart F, Sassi 
Y, et al. Critical role for stromal interaction molecule 1 in cardiac 
hypertrophy. Circulation. 2011;124:796-805.

22. Benitah J-P, Alvarez JL, Gómez AM. L-type Ca2+ current in ventricular 
cardiomyocytes. J Molecul Cellular Cardiol. 2010;48:26-36.

23. Luo X, Hojayev B, Jiang N, Wang ZV, Tandan S, Rakalin A, et 
al. STIM1-dependent store-operated Ca2+ entry is required for 
pathological cardiac hypertrophy. J Mol Cellular Cardiol. 2012;52:136-
147.

24. Mercadier J-J, Lompre A-M, Duc P, Boheler KR, Fraysse JB, 
Wisnewsky C, et al. Altered sarcoplasmic reticulum Ca2 (+)-ATPase 
gene expression in the human ventricle during end-stage heart failure. 
J Clin Investigation. 1990;85:305-309.

25. Lindner M, Erdmann E, Beuckelmann DJ. Calcium content of the 
sarcoplasmic reticulum in isolated ventricular myocytes from patients 
with terminal heart failure. J Mole Cellular Cardiol. 1998;30:743-749.

26. Chami M, Gozuacik D, Lagorce D, Brini M, Falson P, Peaucellier G, 
et al. SERCA1 truncated proteins unable to pump calcium reduce the 
endoplasmic reticulum calcium concentration and induce apoptosis. J 
Cell Biol. 2001;153:1301-1314.

27. Vandecaetsbeek I, Raeymaekers L, Wuytack F, Vangheluwe P. Factors 
controlling the activity of the SERCA2a pump in the normal and 
failing heart. Biofactors. 2009;35:484-499.

28. Dally S, Bredoux R, Corvazier E, Andersen JP, Clausen JD, Dode L, 
et al. Ca2+-ATPases in non-failing and failing heart: evidence for a 
novel cardiac sarco/endoplasmic reticulum Ca2+-ATPase 2 isoform 
(SERCA2c). Biochemical J. 2006;395:249-258.

29. Burk S, Lytton J, MacLennan D, Shull G. cDNA cloning, functional 
expression, and mRNA tissue distribution of a third organellar Ca2+ 
pump. J Biol Chem. 1989;264:18561-18568.

30. Brittsan AG, Kranias EG. Phospholamban and cardiac contractile 
function. J Molecul Cellu Cardiol. 2000;32:2131-2139.

31. Park WJ, Oh JG. SERCA2a: a prime target for modulation of cardiac 
contractility during heart failure. BMB reports. 2013;46:237.

32. Hasenfuss G, Pieske B. Calcium cycling in congestive heart failure. J 
Molecul Cellular Cardiol. 2002;34:951-969.

33. Schmitt JP, Kamisago M, Asahi M, Li GH, Ahmad F, Mende U, et 
al. Dilated cardiomyopathy and heart failure caused by a mutation in 
phospholamban. Science. 2003;299:1410-1413.

34. Gregory KN, Kranias EG. Targeting sarcoplasmic reticulum calcium 
handling proteins as therapy for cardiac disease. Hellenic J Cardiol. 
2006;47:132-143.

35. Martins T, Vitorino R, Moreira-Gonçalves D, Amado F, Duarte 



Zemene DK, et al. OPEN ACCESS Freely available online

8J Clin Exp Pharmacol, Vol.10 Iss. 2 No: 274

JA, Ferreira R. Recent insights on the molecular mechanisms 
and therapeutic approaches for cardiac cachexia. Clinl Biochem. 
2014;47:8-15.

36. Guo X, Chapman D, Dhalla NS. Partial prevention of changes in SR 
gene expression in congestive heart failure due to myocardial infarction 
by enalapril or losartan. Molecular Cell Biochem. 2003;254:163-172.

37. Sulaiman M, Matta MJ, Sunderesan N, Gupta MP, Periasamy 
M, Gupta M. Resveratrol, an activator of SIRT1, upregulates 
sarcoplasmic calcium ATPase and improves cardiac function in 
diabetic cardiomyopathy. American J Physiol-Heart Circulat Physiol. 
2010;298:H833-H43.

38. Hu S-T, Tang Y, Shen Y-F, Ao H-H, Bai J, Wang Y-L, et al. Protective 
effect of oxymatrine on chronic rat heart failure. J Physiol Sci. 
2011;61:363-372.

39. Kao Y-H, Cheng C-C, Chen Y-C, Chung C-C, Lee T-I, Chen S-A, et al. 
Hydralazine-induced promoter demethylation enhances sarcoplasmic 
reticulum Ca 2+-ATPase and calcium homeostasis in cardiac myocytes. 
Laboratory Invest. 2011;91:1291-1297.

40. Wehrens XH, Marks AR. Novel therapeutic approaches for heart 
failure by normalizing calcium cycling. Nature Rev Drug Disc. 
2004;3:565-574.

41. Kang S, Dahl R, Hsieh W, Shin A, Zsebo KM, Buettner C, et al. Small 
molecular allosteric activator of the sarco/endoplasmic reticulum 
Ca2+-ATPase (SERCA) attenuates diabetes and metabolic disorders. 
J Biol Chem. 2016;291:5185-5198.

42. Györke I, Hester N, Jones LR, Györke S. The role of calsequestrin, 
triadin, and junctin in conferring cardiac ryanodine receptor 
responsiveness to luminal calcium. Biophysical J. 2004;86:2121-2128.

43. Barry WH. Molecular inotropy: a future approach to the treatment of 
heart failure? : Am Heart Assoc; 1999.

44. Bers DM, Bridge J. Relaxation of rabbit ventricular muscle by Na-Ca 
exchange and sarcoplasmic reticulum calcium pump. Ryanodine and 
voltage sensitivity. Circulation Res. 1989;65:334-342.

45. Medeiros-Domingo A, Bhuiyan ZA, Tester DJ, Hofman N, Bikker 
H, van Tintelen JP, et al. The RYR2-encoded ryanodine receptor/
calcium release channel in patients diagnosed previously with either 
catecholaminergic polymorphic ventricular tachycardia or genotype 
negative, exercise-induced long QT syndrome: a comprehensive open 
reading frame mutational analysis. J American College of Cardiol. 
2009;54:2065-2074.

46. Schumacher C, Königs B, Sigmund M, Köhne B, Schöndube F, Voß 
M, et al. The ryanodine binding sarcoplasmic reticulum calcium 
release channel in nonfailing and in failing human myocardium. 
Naunyn-Schmiedeberg's archives of Pharmacol. 1995;353:80-85.

47. Marx SO, Gaburjakova J, Gaburjakova M, Henrikson C, Ondrias K, 
Marks AR. Coupled gating between cardiac calcium release channels 
(ryanodine receptors). Circulation Res. 2001;88:1151-1158.

48. Yano M, Ono K, Ohkusa T, Suetsugu M, Kohno M, Hisaoka T, et 
al. Altered stoichiometry of FKBP12. 6 versus ryanodine receptor as 
a cause of abnormal Ca2+ leak through ryanodine receptor in heart 
failure. Circulation. 2000;102:2131-2136.

49. Minamisawa S, Sato Y, Cho M-C. Calcium cycling proteins in 
heart failure, cardiomyopathy and arrhythmias. Exp & Mol Mede. 
2004;36:193-203.

50. Cho M-C, Rapacciuolo A, Koch WJ, Kobayashi Y, Jones LR, 
Rockman HA. Defective β-adrenergic receptor signaling precedes 
the development of dilated cardiomyopathy in transgenic mice with 
calsequestrin overexpression. J Biol Chem. 1999;274:22251-22256.

51. Terentyev D, Viatchenko-Karpinski S, Györke I, Volpe P, Williams 
SC, Györke S. Calsequestrin determines the functional size and 

stability of cardiac intracellular calcium stores: mechanism for 
hereditary arrhythmia. Proceedings of the National Academy of Sci. 
2003;100:11759-11764.

52. Hong C-S, Cho M-C, Kwak Y-G, Song C-H, Lee Y-H, Lim JS, et 
al. Cardiac remodeling and atrial fibrillation in transgenic mice 
overexpressing junctin. The FASEB J. 2002;16:1310-1312.

53. Suk JY, Kim YS, Park WJ. HRC (histidine-rich Ca2+ binding protein) 
resides in the lumen of sarcoplasmic reticulum as a multimer. Biochem 
Biophysical Research Comm. 1999;263:667-671.

54. Gregory KN, Ginsburg KS, Bodi I, Hahn H, Marreez YM, Song Q, 
et al. Histidine-rich Ca binding protein: a regulator of sarcoplasmic 
reticulum calcium sequestration and cardiac function. J Molecular 
Cell Cardiol. 2006;40:653-665.

55. 55.Kim E, Shin DW, Hong CS, Jeong D, Park WJ. Increased Ca2+ 
storage capacity in the sarcoplasmic reticulum by overexpression of 
HRC (histidine-rich Ca2+ binding protein). Biochem Biophysical Res 
Com. 2003;300:192-196.

56. Gorski PA, Ceholski DK, Hajjar RJ. Altered myocardial calcium 
cycling and energetics in heart failure—a rational approach for disease 
treatment. Cell Metabol. 2015;21:183-194.

57. Marx SO, Reiken S, Hisamatsu Y, Jayaraman T, Burkhoff D, Rosemblit 
N, et al. PKA phosphorylation dissociates FKBP12. 6 from the calcium 
release channel (ryanodine receptor): defective regulation in failing 
hearts. Cell. 2000;101:365-376.

58. Ikeda Y, Hoshijima M, Chien KR. Toward biologically targeted therapy 
of calcium cycling defects in heart failure. Physiol. 2008;23:6-16.

59. Pathak A, Del Monte F, Zhao W, Schultz J-E, Lorenz JN, Bodi I, et 
al. Enhancement of cardiac function and suppression of heart failure 
progression by inhibition of protein phosphatase 1. Circulation Res. 
2005;96:756-766.

60. El-Armouche A, Wittköpper K, Degenhardt F, Weinberger F, Didié 
M, Melnychenko I, et al. Phosphatase inhibitor-1-deficient mice are 
protected from catecholamine-induced arrhythmias and myocardial 
hypertrophy. Cardiovasc Res. 2008;80:396-406.

61. Fabiato A. Time and calcium dependence of activation and inactivation 
of calcium-induced release of calcium from the sarcoplasmic reticulum 
of a skinned canine cardiac Purkinje cell. J Gen Physiol. 1985;85:247-
289.

62. Eisner D, Trafford A, Dñaz M, Overend C, O'neill S. The control of 
Ca release from the cardiac sarcoplasmic reticulum: regulation versus 
autoregulation. Cardiovasc Res. 1998;38:589-604.

63. Overend C, O'neill S, Eisner D. The effect of tetracaine on stimulated 
contractions, sarcoplasmic reticulum Ca2+ content and membrane 
current in isolated rat ventricular myocytes. J Physiol. 1998;507:759-
769.

64. Marx SO, Ondrias K, Marks AR. Coupled gating between individual 
skeletal muscle Ca2+ release channels (ryanodine receptors). Science. 
1998;281:818-821.

65. DuBell WH, Wright PA, Lederer W, Rogers TB. Effect of the 
immunosupressant FK506 on excitation—contraction coupling 
and outward K+ currents in rat ventricular myocytes. J Physiol. 
1997;501:509-516.

66. Tepe NM, Liggett SB. Functional receptor coupling to Gi is a 
mechanism of agonist-promoted desensitization of the β2-adrenergic 
receptor. J Recept Signal Trans. 2000;20:75-85.

67. Brown L, Harding S. The effect of pertussis toxin on β‐adrenoceptor 
responses in isolated cardiac myocytes from noradrenaline‐treated 
guinea‐pigs and patients with cardiac failure. British J Pharmacol. 
1992;106:115-122.

68. Communal C, Colucci WS, Singh K. p38 Mitogen-activated Protein 



Zemene DK, et al. OPEN ACCESS Freely available online

9J Clin Exp Pharmacol, Vol.10 Iss. 2 No: 274

Kinase Pathway Protects Adult Rat Ventricular Myocytes against 
β-Adrenergic Receptor-stimulated Apoptosis EVIDENCE FOR Gi-
DEPENDENT ACTIVATION. J Biol Chem. 2000;275:19395-19400.

69. Jo S-H, Leblais V, Wang PH, Crow MT, Xiao R-P. Phosphatidylinositol 
3-kinase functionally compartmentalizes the concurrent Gs signaling 
during β2-adrenergic stimulation. Circ Res. 2002;91:46-53.

70. Carr AN, Schmidt AG, Suzuki Y, Del Monte F, Sato Y, Lanner C, et 
al. Type 1 phosphatase, a negative regulator of cardiac function. Mol 
Cell Biol. 2002;22:4124-435.

71. Rodriguez P, Mitton B, Nicolaou P, Chen G, Kranias EG. 
Phosphorylation of human inhibitor-1 at Ser67 and/or Thr75 
attenuates stimulatory effects of protein kinase A signaling in 
cardiac myocytes. American J Physiol-Heart Circulatory Physiology. 
2007;293:H762-H9.

72. Zaccolo M, Pozzan T. Discrete microdomains with high concentration 
of cAMP in stimulated rat neonatal cardiac myocytes. Science. 
2002;295:1711-1715.

73. Jung C, Szentesi P, Jona I, Niggli E, editors. The low affinity Ca2+ 
chelator TPEN activates Ca2+ release from the sarcoplasmic reticulum 
in ventricular myocytes. Biophysical J; 2005.

74. Shumaker DK, Vann LR, Goldberg MW, Allen TD, Wilson KL. 
TPEN, a Zn2+/Fe2+ chelator with low affinity for Ca2+, inhibits lamin 
assembly, destabilizes nuclear architecture and may independently 
protect nuclei from apoptosis in vitro. Cell Calcium. 1998;23:151-
164.

75. Lukyanenko V, Viatchenko-Karpinski S, Smirnov A, Wiesner TF, 
Györke S. Dynamic regulation of sarcoplasmic reticulum Ca2+ 
content and release by luminal Ca2+-sensitive leak in rat ventricular 
myocytes. Biophysical J. 2001;81:785-798.

76. Jung C, Zima A, Szentesi P, Jona I, Blatter L, Niggli E. Ca2+ release 
from the sarcoplasmic reticulum activated by the low affinity Ca2+ 
chelator TPEN in ventricular myocytes. Cell calcium. 2007;41:187-
194.

77. Ra H, Kim H-L, Lee H-W, Kim Y-H. Essential role of p53 in TPEN‐
induced neuronal apoptosis.FEBS letters. 2009;583:1516-1520.


	Title
	Correspondence to
	ABSTRACT
	REFERENCES

