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Abstract 

Premenopausal women are protected against cardiovascular disease (CVD) compared to age-matched 

men. The cellular and molecular mechanisms underlying the transition from 

premenopause/perimenopause (CVD-resistance) to postmenopause (CVD-susceptible) in women is 

unknown and is the focus of this project. The critical barrier impeding translational progress is the lack 

of appropriate models to study menopause. Most studies have used surgical removal of ovaries as a 

model of menopause; yet this technique poorly recapitulates the natural, physiological transition to 

menopause that 90% of women experience. I have overcome this barrier with the VCD model of 

menopause, which mirrors progressive ovarian failure and preserves the critical “perimenopause” 

transitional period. Our finding that perimenopausal females remain protected underscores the 

importance of studying the role of estrogen in CVD, across the transition from perimenopause to 

menopause. Multiple molecular, genetic, and cellular mechanisms underlie protection against CVD in 

non-cycling females, many of which put estrogen as the key mediator. We previously discovered that 

the AMP-activated kinase (AMPK) signaling axis is activated by estrogen through direct binding of 

estrogen receptors to the α-catalytic subunit of AMPK. I aim to utilize the AMPK signaling pathway to 

determine if AMPK activation is necessary for prevention of CVD during menopause. 

 

Introduction 

Cardiovascular disease (CVD) is the leading cause of death in women, contributing to 1 out of every 3 

deaths per year (25). However, only 54% of women can identify that CVD is their number one risk of 

death (60). It is clinically proven that postmenopausal women are at a greater risk for CVD than age-

matched men. Our lab has shown CVD susceptibility increases between premenopause and 

menopause, yet the underlying mechanisms during the transition are still unknown. This gap in 

knowledge has been accredited to the complex cardioprotective role of estrogen, which is present 

during pre- and peri- menopause but suppressed in menopause. The confounding evidence 

surrounding estrogen in supplemental hormone replacement therapy (HRT) is most well-known due to 

the controversial outcomes of the Women’s Health Initiative (WHI) HRT clinical trials. In the early 2000’s, 

WHI released a statement that supplemental estrogen augmented the risk for CVD, stroke, and breast 
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cancer and the trials were ceased. However, in 2017 the WHI followed up with patients of the trials and 

observed no difference in CVD mortality between control and treatment groups, suggesting that they 

may have prematurely discounted supplemental estrogen HRT as a treatment for CVD (43). Despite 

this, several other trials, such as the Early vs. Late Intervention Trial with Estradiol (ELITE) and Kronos 

Early Estrogen Prevention Study (KEEPS), have conflicting results and are collectively unable to reach 

a cohesive conclusion about the role of estrogen in menopausal women as a therapy for CVD. Hormone 

trials that had CEE (conjugated equine estrogen) and MPA (medroxyprogesterone acetate) were 

beneficial to reducing cardiovascular disease while other estrogen pharmaceuticals were not. 

Researchers are coming to accept that the effectiveness of estrogen HRT, and whether it reduces or 

reverses CVD, is variable based on the timing of estrogen administration relative to age of menopause 

onset, a concept known as the timing hypothesis. In general, it is thought that estrogen HRT is only 

beneficial when using the correct pharmaceutical and if administered early.   

 

Our lab acknowledges the sex-specific prevalence of CVD and is working to explore alternative 

hormone replacement methods to help protect the aging heart of women and to prevent cardiac 

remodeling. Specifically, we are focusing on a homeostasis enzyme regulator we have found in previous 

research to play a role in muscle kinetics and that interacts with estrogen receptors, called AMPK. 

AMPK is an energy regulator that takes part in several metabolic pathways in the body including 

cardiovascular metabolism, and it can also enter the nucleus to directly alter transcriptional activity and 

cardiac gene expression. However, its role in CVD has not yet been understood. We have previously 

found via cell culture that natural AMPK activation is estrogen-dependent and has a signaling pathway 

that is similarly suppressed in menopausal compared to premenopausal cardiomyocytes. We believe 

that AMPK may contribute to the cardioprotective effect in premenopausal women and has the potential 

to be used as an effective treatment for CVD. Furthermore, we have found a direct AMPK activator, 

A769662, that binds AMPK and facilitates its activation in estrogen-deplete menopausal mice. We 

believe that A769662 could be used in place of estrogen HRT to restore the AMPK signaling pathway 

without augmenting risk for disease to serve as an effective CVD therapy.  
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Therefore, my lab’s hypothesis is that AMPK signaling provides a cardioprotective effect when AMPK 

is activated (when its catalytic alpha subunits are stabilized) and that AMPK signaling can mitigate 

pathological cardiac remodeling if restored during menopause. We believe that specific histone 

acetylation or deacetylation is in part responsible for AMPK activation and overall cardioprotection. 

Because we are the first group to study pathological cardiac remodeling using the VCD model of 

menopause, nothing is known about the cellular, molecular, and genetic basis for increased CVD 

susceptibility as females transition across premenopause to perimenopause to menopause. In addition, 

a greater understanding of the specific interactions between AMPK and transcriptional regulators is 

needed. Our research aims to better understand these interactions by (1) defining the nuclear activity 

between premenopausal and CVD-susceptible menopausal mice, (2) establishing that AMPK and 

estrogen are still related in the mouse model via a dependent signaling pathway, and (3) creating a 

proteomic profile of how AMPK is activated. Overall, our goal is to determine whether AMPK is able to 

mitigate pathological cardiac remodeling and its potential as a therapeutic treatment for CVD.  

 

Background 

Cardiac remodeling is defined as the structural alteration in the dimensions, mass, or shape of the heart 

that can be due to physiologic or pathologic processes (6). Physiologic cardiac remodeling is a 

compensatory response due to natural stimuli, such as consistent and intense endurance or strength 

training by an athlete. These different types of exercise can lead to different types of cardiac remodeling: 

endurance increases cardiac output and stroke volume, both of which impose a volume overload on 

the heart, while strength training causes sharp increases in systolic and diastolic pressure and 

myocardial wall stress, generating a pressure overload (48). The volume overload results in eccentric 

hypertrophy, where cardiomyocytes elongate by the addition of new sarcomeres in-series, which leads 

to a dilated increase in left ventricle volume and relative wall thinning to allow for an increase in total 

stroke volume (12). The heart responds to pressure overload by adding new sarcomeres in-parallel that 

increases cardiomyocyte width to normalize wall stress, resulting in concentric hypertrophy. Concentric 

hypertrophy produces an increase in left ventricle wall thickness and a reduction in left ventricle 
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chamber volume. Eccentric and concentric hypertrophy can also both result from pathologic cardiac 

remodeling, the main contributor to CVD, which is the development of a maladaptive response from an 

adaptive response due to an underlying chronic condition, such as regurgitant valves or hypertension; 

females more often tend to develop concentric remodeling in response to pathological stress (50). 

Pathologic remodeling is generally irreversible due to an association with increased fibrillar collagen 

synthesis by fibroblasts, which can lead to the loss of cardiomyocytes by apoptosis or necrosis and their 

replacement with extracellular collagen and fibroblasts. The outcome is fibrosis, which is a strong 

predictor for heart failure (48). Furthermore, concentric hypertrophy can often lead to hypertrophic 

cardiomyopathy (HCM), in which the left ventricle wall has become so thick that there is an increase in 

heart size and mass (28). This can result in stiffening of the left ventricle and narrowing of the inside of 

the left ventricle, augmenting various forms of CVD. Thus, increases in collagen, heart mass, and 

increased thickening of the left ventricle are generally used as indicators in mouse models of 

pathological cardiac remodeling and CVD (36, 61).  

 

 
Figure 1. Eccentric versus concentric cardiac remodeling (22). Eccentric cardiac remodeling exhibits dilation of the 
left ventricle cavity, thinning of the ventricle walls, and elongation of cardiomyocytes. Concentric cardiac remodeling 
is characterized by thickening of the left ventricle wall, decreased ventricular cavities, and an increase in 
cardiomyocyte width.  

 

Angiotensin-II, well known for being a major component of the Renin-Angiotensin System (RAS), 

regulates blood pressure, cardiac contractility, cell communication, and is involved in signaling 

pathways that control cardiac remodeling (45, 47). Many of the hemodynamic effects of Ang-II are due 
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to systemic RAS, while the non-hemodynamic effects of Ang-II come from local and intracellular RAS 

in organs such as the heart (3). In the heart, increases in Ang-II cause cardiomyocyte and ventricular 

growth and stimulate collagen synthesis that leads to fibrosis and remodeling of the extracellular matrix, 

whereas reduced Ang-II synthesis improves survival during heart failure and in some cases has shown 

reversal of cardiac remodeling (10, 45). These findings demonstrate the role of Ang-II in pathologic 

cardiac remodeling. Ang-II acts on the heart through Ang-II Type 1 (AT1) and Ang-II Type 2 (AT2) 

receptors that are largely concentrated in the fibroblasts of the myocardium. AT1 and AT2 are counter-

regulatory G protein coupled receptors such that AT1 receptors become principal during pathological 

states and AT2 receptors are predominant in physiological and adaptive states. Ang-II interactions with 

AT2 receptors are cardioprotective by promoting vasodilation, decreased fibrosis, reduced 

inflammation, and decreased cardiomyocyte size (3). On the other hand, Ang-II interactions with AT1 

receptors are associated with vasoconstrictive (hypertensive), pro-inflammatory, fibrotic, and oxidative 

stress inducing pathways that contribute to cardiac remodeling. Ang-II cardiac remodeling becomes 

progressive during hypertension and oxidative stress. Chronic dosing of Ang-II in rodents is well-

documented for successfully inducing hypertensive cardiac remodeling and creating an animal model 

of CVD. Therefore, to model and investigate CVD that occurs in women we will administer Ang-II to 

female mice to induce states of CVD and cardiac remodeling.  
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Figure 2. The renin-angiotensin system (RAS) and Ang-II type receptors (4). Renin, produced from the kidney, 
cleaves AGT to form inactive angiotensin I, which is cleaved by ACE or chymase to activate Ang-II. AT1 and AT2 
receptors have cardio-damaging and cardioprotective effects, respectively.  
 

The natural process of menopause occurs at 40-58 years of age (population average is 51 years) and 

is a transition that progresses in stages from premenopause to perimenopause to menopause (‘short-

term menopause’) to postmenopause (‘long-term menopause’) (46). Premenopause is the period that 

starts after the beginning of menstruation when normal cycling pursues and estrogen levels, while 

fluctuating between individual menstrual phases, remain relatively elevated. Perimenopause starts 

when cycling lengthens and becomes irregular with increasing follicle-stimulating hormone (FSH) levels 

and estrogen levels that fluctuate more frequently and dramatically (6). Typically, perimenopause 

proceeds menopause by approximately 5-10 years. Menopause occurs as circulating estrogen levels 

begin to consistently decrease, FSH levels are high, and bleeding halts but is accompanied by 

symptoms of nausea, insomnia, dizziness, hot flashes, and fainting. Postmenopause is the period that 

occurs 10-15 years after menopause where FSH levels remain high, levels of estrogen reach their 

lowest point, and menopause symptoms become milder and level off. During menopause, the follicles 

have been depleted by mitochondrion-mediated apoptotic mechanisms in a process known as atresia, 

but the androgen-producing ovaries remain intact (28). Based on an average life expectancy of 80 years 

of age, women can live approximately 30%-50% of their life in this menopause and postmenopause 
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state, where susceptibility for CVD and other health conditions is high. In addition, studies have found 

that risk factors for menopausal diseases start developing during the perimenopausal state (39). For 

the purpose of isolating changes in nuclear activity that occur between cardioprotection and CVD 

susceptibility, we will be focusing on nuclear changes between premenopause and menopause and 

extend to postmenopause analysis in future studies. 

 

The greatest obstacles that researchers studying menopause have previously faced is finding an animal 

model that realistically defines perimenopause and that preserves the androgen-producing ovaries. A 

majority of menopausal studies use oophorectomy (OVX), the removal of one or both ovaries, to 

surgically and unnaturally induce menopause yet this model eliminates the perimenopause state (57). 

To overcome this obstacle, our lab chemically induces menopause in mice using the VCD model of 

menopause developed by our collaborator, Dr. Patricia Hoyer. VCD, or 4-vinylcyclohexene diepoxide, 

is a derivative of a known environmental ovotoxicant, 4-vinylcyclohexene (VCH), that targets the 

primordial and primary follicles to accelerate the natural process of atresia and menopause while leaving 

the ovaries intact (Figure 3A) (28). The VCD model has been studied in-depth to determine a defined 

timeline of the premenopause, perimenopause, menopause, and postmenopause state that can be 

used to study natural mechanisms and outcomes of interventions during each state (Figure 3B). This 

model allows us to investigate underlying proteomic differences between menopausal states and the 

outcomes of preventative therapy interventions for CVD.  
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Figure 3. The VCD model of menopause. (A) VCD targets the primordial and primary follicles to accelerate the 
transition to menopause. The ovary is follicle-deplete but remaining ovarian tissue (theca cells) continue to secrete 
androgens, like human natural menopause (7). (B) VCD-induced menopause cyclicity, estrogen levels, and FSH 
levels are similar to human natural menopause, versus OVX-induced menopause that skips perimenopause and 
exhibits an unnatural hormonal transition (1).   

 

5’ AMP-activated protein kinase (AMPK) is a major energetic enzyme that responds to an increased 

AMP: ATP ratio in the body to regulate many metabolic processes, such as apoptotic pathways, glucose 

and fatty acid metabolism, mitochondrial biogenesis, and oxidative metabolism (26). AMPK is a 134–

150 kDa heterotrimeric complex that interacts with substrates in the body through its 𝛼 (two isoforms) 

catalytic subunit along with its 𝛽 (two isoforms) and 𝛾 (three isoforms) regulatory subunits; in the heart, 

all isoforms of subunits are expressed except 𝛾3 and the 𝛼2𝛽2𝛾2 isoform, which is specific to the heart, 

is upregulated during cardiac failure (41, 34). The 𝛼 catalytic subunit is composed of a catalytic kinase 
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domain (KD), an autoinhibitory domain (AID) and a 𝛽𝛾-binding domain (15). Thus far, only two kinases 

that phosphorylate AMPK leading to its activation have been identified: the upstream liver kinase B1 

(LKB1) complex and calcium–calmodulin-dependent protein kinase kinase 𝛽 (CaMKK𝛽) (24). The LKB1 

complex includes LKB1 and two accessory subunits, Ste20-related adaptor (STRAD) and mouse 

protein 25 (MO25), both of which are required for LKB1 activity. During cardiac energetic stress events, 

such as a myocardial infarction, the increase in the AMP:ATP ratio due to increased ATP consumption 

allows AMP to allosterically bind to site 3 of the 𝛾 subunit, which causes a conformational change to the 

KD and AID within the 𝛼2 catalytic subunit to permit phosphorylation of threonine 72 by the 

LKB1/Mo25/STRAD complex to activate AMPK (known as phospho-AMPK-Thr172, phospho-AMPK, or 

pAMPK) (48, 41). AMPK can then go on to phosphorylate other significant enzymes like acetyl CoA 

carboxylase (ACC); phosphorylation inhibits ACC to promote fatty acid oxidation (31). AMPK activation 

also results in a decrease in reactive oxygen species (ROS) and increased translocation of fatty acid 

and glucose transporters to the plasma membrane of the cardiomyocyte to promote substrate utilization 

for ATP production, improving cardiac function. In addition, AMPK can serve non-enzymatics roles, 

such that it can directly enter the nucleus to regulate transcription factors, coregulators, and histone 

activity, altering cardiac gene expression. In certain cases of CVD, such as HCM, transcriptional 

changes occur that attenuate metabolic flexibility and potentially contribute to pathogenesis. AMPK 

promotes cardiac gene transcription by specifically targeting and phosphorylating histone H2B at serine 

36 to adapt to cellular stress (8). However, how and if AMPK directly interacts with other histones is 

largely unknown. Recent studies have suggested that the acetylation of histone H3, which generally 

occurs at regions surrounding transcription start sites of actively transcribed genes, and perturbations 

to H3 epigenetics, such as those induced by pressure overload, may foster cardiomyocyte hypertrophy 

versus reduced acetylation of H3 at lysine 9 (H3K9) and 14 (H3K14) that may attenuate pathological 

hypertrophy (20, 49). Thus, a better understanding of the nuclear interactions of AMPK, such as a 

possible interaction with histone H3, may contribute to a better understanding of how AMPK adapts to 

cellular stress during CVD.  
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Figure 4. Crystal structure of human 𝛼1𝛽2𝛾1 AMPK isoform complex (23). In this active conformation, when AMP is 
bound to site 3, the catalytic module (above and left of dashed line) and nucleotide binding module (below and right 
of dashed line) are pulled together by the 𝛼-linker to form a cleft that protects phosphorylated Thr172 and prevents 
its dephosphorylation. 

 

It has been shown that AMPK signaling demonstrates differential regulation between sexes, and AMPK 

estrogen-dependent activation may be responsible for this. Both estrogen (E2) receptors, ER𝛼 and 

ER𝛽, are found in the nucleus and cytoplasm and facilitate genomic and non-genomic functions, 

respectively. Our lab previously described the binding of both estrogen receptors to AMPK at the 𝛽𝛾-

binding domain (Figure 5) but showed via cell culture techniques that estrogen-dependent activation of 

AMPK is only dependent on ER𝛼, which facilitates AMPK phosphorylation by LKB1 (41). Activation of 

AMPK based on interaction between AMPK𝛼2 and ER𝛼 has been confirmed by other studies as well 

(39, 17). In the transition from premenopause to perimenopause to menopause, there is a gradual 

decline of estrogen and AMPK signaling is lost in postmenopause. In addition, it has been found that 

AT1 receptors are upregulated in estrogen-deplete states and from AMPK loss of signaling, augmenting 

Ang-II cardiac remodeling (Figure 6). Though, upregulating AMPK signaling pathways restores 

mitochondrial function to prevent reactive oxygen species (ROS) buildup from oxidative stress and 

down-regulates AT1 receptor expression through eNOS/p53 pathways (19, 26). For this reason, we 

believe both estrogen and AMPK play a protective role against CVD, and that the estrogen-dependent 

activation of AMPK represents a specific gene program that is lost with the loss of AMPK signaling in 

women during menopause, increasing their susceptibility to CVD.  
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Figure 5. AMPK𝛼 catalytic subunit binds to ER𝛼 and ER𝛽 as a heterodimer at the 𝛽𝛾-binding domain (40). It is 
suggested that the βγ-binding domain may act as a nodal point for fine-tuning of the E2-dependent AMPK 
interaction via inhibition of ER𝛽 or through varying the amount of ERs at this domain to activate AMPK. AMPK𝛼 is 
activated through phosphorylation at Thr172 by the LKB1 complex, which is activated through direct or allosteric 
mechanisms.  

 

  
Figure 6. Visualization of the effects of cardiac Ang-II on the heart during estrogen depletion and AMPK signaling 
loss. As estrogen decreases and AMPK signaling is lost during the progression from premenopause to 
perimenopause to menopause, there is an increase in cardiac remodeling driven by Ang-II and AT1 receptors.  

 

Interestingly, it has been proposed that histone deacetylase (HDAC) inhibitors may promote the 

cardioprotective effect of estrogen. Recent studies have shown HDAC 1, 4, 5, and 9 to directly interact 

with ER𝛼 and to downregulate its cardiac transcriptional activity whereas inhibiting HDAC 5 and 9 

resulted in robust ER𝛼 transcriptional activity and suppressed cardiac hypertrophy (30, 39, 50). 

Moreover, genetic and pharmacological manipulation of HDACs and histone acetyltransferases (HATs) 

in rodent models of heart failure have revealed roles for these enzymes as positive and negative 

regulators of pathological cardiac growth (58). Bromodomain and extra-terminal (BET) proteins, known 

as acetyl-lysine ‘reader’ proteins, can bind to acetylated lysines of histones and are thought to play a 

role in E2-induced transcription and development of hypertrophy in cardiomyocytes. In studies that have 

inhibited BET proteins using the small molecule, JQ1, E2-induced transcriptional activation was blocked 
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(via stalling of RNA polymerase II at the promoter region), cardiac hypertrophy was blocked, and there 

was improved cardiac function in mice subjected to pressure overload (58, 56). BRD4, a member of the 

BET family expressed in adult cardiomyocytes, has been found to respond to hypertrophic signals via 

increased expression and recruitment to the ANF promoter that is associated with increased 

phosphorylation of RNA polymerase II (58). This is similar to the recruitment of p300, an 

acetyltransferase required for proper heart development, to the ANF promoter during pressure overload 

that is associated with an increase in H3K9 acetylation (44). BRD4 stimulates elongation activity at the 

promoter to help trigger E2-induced gene activation, indicating a critical role of BRD4 and other BET 

proteins in estrogen transcriptional regulation of genes (56).  

 

These studies establish the potential role of HDACs, HATs, and BETs, all of which are regulators of 

histone acetylation and deacetylation activity, as mediators of estrogen-dependent transcriptional 

activity and cardioprotection. Based on the direct interactions between ER𝛼 and AMPK, we believe that 

specific histone acetylation or deacetylation may also be in part responsible for AMPK activation and 

overall cardioprotection. Ultimately, a better understanding of the regulation of and transcriptional 

contributions by estrogen and AMPK is needed to further insight of their cardioprotective role. This will 

allow for a greater appreciation of specific changes at the gene level that occur during the transition to 

menopause, in CVD, and with the loss of AMPK signaling. 

 

To better understand the role of AMPK and its activation in relation to pathological states, several AMPK 

activators have been studied. The most prominent of these is 5-aminoimidazole-4-carboxamide riboside 

(AICAR), which was originally used in 1980 during a heart surgery as a method to preserve blood flow 

and has been used clinically to protect against cardiac ischemia and reperfusion injuries (3). AICAR is 

an adenosine analog that can be taken up and used by most cell types to generate AICAR 

monophosphate (ZMP), a AMP-mimetic that binds AMPK at the same place on the 𝛾 subunit as AMP 

to systemically activate AMPK (28). AICAR has many effects in the heart, such that it can increase 

myocardial glucose uptake, promote an anti-inflammatory state by increased nitric oxide production, 
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and stimulates production of IL-6, a cytokine that has been credited with having cardioprotective and 

anti-apoptotic effects (6, 17, 36). In addition, from a preliminary exploration of AICAR our lab has seen 

that it attenuates pathological cardiac hypertrophy by reducing cardiac cell size (the manuscript is 

currently in review). However, ZMP is a less potent activator of AMPK than AMP, is unable to change 

the AMP: ATP ratio or alter oxygen uptake, and it activates many other AMP-dependent enzymes as 

well. While AICAR, both through AMPK activation and on its own, contributes to cardiac mechanisms, 

it is regarded as a non-specific activator of AMPK as it does not bind a particular AMPK isoform and 

has many other targets and independent effects.   

 

Another AMPK activator that has been explored is carbonyl cyanide-4-

(trifluoromethoxy)phenylhydrazone (FCCP), an ionophore discovered in 1962 that is a mobile hydrogen 

ion carrier (27). FCCP acts as an uncoupling agent of the electron transport chain and oxidative 

phosphorylation by transporting hydrogen ions through the mitochondrial membrane before they can 

be used to provide energy for oxidative phosphorylation; this in effect depolarizes the mitochondrial 

membrane, disrupts ATP synthesis, and elevates AMP. The pathological energy stress created through 

the increased AMP: ATP ratio rapidly leads to increases in phospho-AMPK-Thr172 (19). This effect is 

dose and time dependent and is further potentiated (about three times more) in the presence of estrogen 

whereas without estrogen it is short-lived. Such an activator is interesting for studying the estrogen-

AMPK response during energetically stressed states but does not serve an ideal purpose for AMPK 

activation in an estrogen-deplete model, such as menopause. In addition, like AICAR, the main 

uncoupling mechanism of FCCP implies many independent functions besides AMPK activation and a 

lack of specific AMPK activation.   

 

The AMPK activator of focus in this paper is A769662, a small non-nucleoside thienopyridine molecule 

developed in 2006 by Abbott Laboratories and Cool, et. al. (13, 51). Unlike AICAR and FCCP, A769662, 

even at low concentrations in vivo and in vitro, binds with high specificity to AMPK, preferentially to 

𝛼2𝛽1 isoforms. A769662 directly binds to phosphorylated Ser108 of the 𝛽1 subunit to allosterically 
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activate AMPK through profound conformational changes in the glycogen binding domain (GBD) of the 

𝛽 subunit and the KD of the 𝛼 subunit that stabilize the protein (dynamics in the activation loop and 

GBD are reduced and dynamics at the AMP-binding site of the 𝛾 subunit are increased) (38). Studies 

have found that mutation of Ser108 to alanine makes AMPK virtually insensitive to activation by 

A769662 (39, 52). Notably, A769662 does not activate AMPK via Thr172 phosphorylation (which is 

required for AMP-dependent activation) or by increasing cellular AMP: ATP ratios to alter cardiac 

energetics, but rather promotes AMP activation through its conformational changes that protect and 

render the phosphorylated Thr172 resistant to dephosphorylation (32). The effects of A769662 include 

many of the metabolic effects expected with AMPK in vivo, such as increased fatty oxidation in normal 

mouse models and decreased plasma glucose and triglycerides levels in obese mouse models (33). In 

addition, the use of A769662 has been shown to be protective against ischemia-reperfusion injury, to 

decrease infarct size, and to inhibit hypertrophy in susceptible mice models; however, under AMPK-

deplete conditions these effects do not occur, showing that A769662 functions are AMPK-dependent, 

which further supports the direct interaction of AMPK with A769662 (21, 32). Based on the specificity 

of A769662 for AMPK, it seems to be a suitable activator for the purpose of our study. 

 

Methods  

VCD Model of Menopause 

Female C57BL/J6 mice were kept on a 12 hour light (6 .a.m. to 6 p.m.) to 12 hour dark (6 p.m. to 6 

a.m.) cycle and were fed normal mouse chow (0.25% NaCl; Harlan Teklad, 7013) with water freely 

available. To induce menopause, 12-week-old females were given daily intraperitoneal injections of 

VCD (160 mg/kg; Sigma, V3630; n=9) or a negative control sesame oil (n=12) for 20 consecutive days. 

To confirm premenopause (normal cycling), perimenopause (irregular cycling), and menopause (non-

cycling), estrous cycles were monitored daily at the same time of day until the menopause state was 

confirmed. A normal estrous cycle in mice typically lasts 4-5 days and is characterized in Figure 7 by 

proestrus (1 day), estrus (1-2 days), metestrus (1 day) and diestrus (2-3 days), while non-cycling is a 

state of constant diestrus preponderated by small leukocytes; leukocytes play a phagocytic role in 
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removing the debris of epithelium that have sloughed off from the uterine lining during menstruation (8, 

17). Mice are considered to be in menopause after 15 consecutive days of diestrus. Cycles were 

collected and monitored using a vaginal cytology protocol. An eyedropper was filled ¾’s of the way with 

a saline solution (9g NaCl, 1 L sterile water) and was inserted into the vaginal canal, in which the solution 

was flushed into the canal and sucked back into the eyedropper. The solution was then transferred to 

a labeled slide, mounted, and visualized under a microscope using 20X magnification.   

 

 
Figure 7. Vaginal cytology on different days of rodent estrous cycle (12). (A,B,C) Proestrus cells can have a strand-
like or granular appearance and often are clumped together. (D,E) Estrous is characterized by keratinized cells that 
classically are needle-like but can also be seen as rounded with jagged edges. (F) Metestrus is a combination of 
needle-like cells, rounds cells, and the first presentation of small leukocytes. (G,H) Diestrus is predominated by 
small leukocytes and can have a few larger round epithelial cells.  

 

Ang-II Induced Hypertension and CVD    

To model pathological cardiac remodeling, the female C57BL/J6 mice were infused for two weeks with 

Ang-II after VCD-treatment. Under isoflurane-induced anesthesia, Ang-II (Sigma, A9525) filled osmotic 

minipumps (Alzet, model 1004) that deliver a daily concentrated, hypertensive dose of 800 ng at a rate 

of 0.25 uL/hr were implanted subcutaneously above the right shoulder on day 20 (premenopause), day 

34 (perimenopause), or day 56 (menopause). High-resolution cardiac ultrasound was performed using 
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Visual Sonics Vevo 2100 high-resolution imaging system (Visual Sonics, Toronto, ON, Canada) to 

measure cardiac chamber dimensions and left ventricular wall thickness. Mice were put under 

anesthesia using 1% isoflurane with oxygen while body temperature was maintained using a heated 

platform and respiratory rates and electrocardiograms were monitored. The chest of mice were 

dipilatated with a chemical hair remover and two-dimensional M-mode echocardiographic images were 

obtained from the parasternal short-axis views at the level of the midventricles. Left ventricular posterior 

wall dimensions (LVPWd) and left ventricle internal diameter during end diastole (LVIDd) were 

measured by tissue doppler and used to calculate relative wall thickness during diastole [RWTd = 

2*(LVPWd/LVIDd)]. Data were analyzed off-line using Vevo 2100 analytic software and obtained in 

triplicate and averaged. In addition, blood pressure and heart rate were monitored in both Ang-II treated 

mice (n=12) and control mice that did not receive the Ang-II osmotic pump (n=9) using a non-invasive 

tail cuff (Hatteras Instruments, MC4000). Measurements were collected at four time points: prior to VCD 

treatment, during Ang-II infusion, 7 days after Ang-II infusion, and 14 days after Ang-II infusion. Baseline 

systolic blood pressure and systolic blood pressure 14 days after Ang-II infusion (right before harvest) 

were used to calculate and collect the difference in systolic blood pressure (dSBP) for all groups.  

 

During harvest, left ventricle tissue was fixed and incubated at 4 C in formalin containing neutralizing 

(10%) agent overnight. The next day formalin was then removed by washing twice with 1X PBS for 30 

minutes in a cold room shaker, before being incubated in methanol overnight (for 1-2 days, changing 

methanol daily). Methanol was then used again to wash tissue to ensure complete dehydration before 

washing twice in xylene for 45 minutes to an hour, at which point the tissue became clear and 

translucent. The tissue was finally washed trice with and incubated in parafilm wax (55-65 C) until 

picrosirius red staining, which is highly specific for collagen, could occur. Once ready for staining, the 

tissue was de-waxed and hydrated and stained in picrosirius red (Sigma-Aldrich; 36-554-8) for one 

hour. The tissue was washed twice in acidified water (5 mL acetic acid, 1 L dH20) and vigorously shook 

and blotted with damp filter paper until the water was completely removed. Three washes with 100% 

ethanol were used to re-dehydrate the tissue, at which point it was cleaned in xylene and mounted in 
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mount medium. The tissue was then magnified (20X) and illuminized with polarized light. Picrosirius red 

stains the tissue a contrasting yellow and red, where large collagen fibers (i.e. type I) appear red/gold 

and thinner collagen fibers (i.e. type III) appear white/light green.  

 

AMPK Influence on Proteomic Profile 

To assess AMPK influence on the nuclear dynamics of cardiomyocytes, in vivo AMPK activator 

A769662 (APEXBIO; 30 mg/kg) was dosed via intraperitoneal injection on day 20 (perimenopause) or 

day 56 (menopause) for two weeks or a negative control saline was injected. All experimental groups 

(Table 1) were harvested after the two week treatment period of either Ang II, AMPK , or both. Figure 

8 shows the timeline of VCD injection and menopausal stages, AMPK and Ang II dosing, and harvesting 

points.  

 

 
Table 1. Experimental groups for premenopause, perimenopause, and menopause females based on VCD, Ang II, 
or A769662 administration.  
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Figure 8. Timeline of the VCD model of menopause based on 20-day VCD injection protocol. Ang II, AMPK, or 
controls were administered on day 34 (perimenopause) or day 56 (menopause), and both perimenopause and 
menopause LV tissue was collected two weeks after the final dosing of Ang II, AMPK, AII+AMPK, or controls. 

 

Solubilization and Western Blot Analysis 

Left ventricle (LV) tissue was collected and solubilized via urea denaturation following either mechanical 

cell disruption (AMPK𝛼 and pAMPK) or a histone prep protocol (H2B and BRD4). For mechanical cell 

disruption, 20 mg of LV tissue was weighed out over liquid nitrogen and placed into a non-frosted glass 

tube tissue homogenizer. 1 mL of relax buffer and 10% Triton solution was added to the tube and a drill 

bit was assembled to homogenize tissue and solution for 1-2 minutes (or until tissue thoroughly 

disrupted). The sample was transferred to a 1.5 mL epi tube and spun at 16,000 x g. After discarding 

the supernatant, sample was resuspended in relax buffer, vortexed for 1 minute, and the spinning of 

sample and discarding of supernatant was repeated. The pellet was then washed again with relax 

buffer, supernatant was discarded, and the sample was resuspended in 100 uL relax buffer.  

 

For the histone preparation, 20 mg of LV tissue was weighed out over liquid nitrogen, placed into a non-

frosted glass tube tissue homogenizer, and homogenized using an A pestle. 1 mL 1 x PBS was added, 

30 strokes of pestle A and pestle B were applied to further homogenize the sample, and sample was 

transferred to 1.5 mL epi tube. The sample was then spun at 1,000 x g at 4 C for 10 minutes, supernatant 

was discarded, and 5x pellet volume of Extraction Buffer 1 (10 mM HEPES pH 7.0, 10 mM KCl, 1.5 mM 

MgCl, 0.34 M sucrose, 0.5% NP40) was added with 5 mM sodium butyrate and 5 mM nicotinamide. 

The sample was lysed at cold room temperature on rotator for 10 minutes. After, sample was spun at 

2,000 x g for 10 minutes at 4 C, supernatant was discarded, and 5x pellet volume of Extraction Buffer 

2 (same as Extraction Buffer 1 without NP40) was added. Sample was spun at 2,000 x g for 5 minutes 
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at 4 C, supernatant was discarded, 1 mL of No-Salt Buffer (3 mM EDTA, 0.2 mM EGTA) was added, 

sample was vortexed intermittently for 1 minute (10 sec on, 10 sec off), and left on cold room rotator for 

30 minutes. Sample was spun at 6,500 x g for 5 minutes at 4 C, supernatant removed, 10x pellet volume 

of 0.4 N H2S04 was added, and sample was left on rotator for 2 hours minimum or overnight. In the 

morning, sample was centrifuged at 16,000 x g for 10 minutes at 4 C and histone supernatant was kept 

while pellet was discarded. Cold TCA solution (100% wt/vol., 500 g TCA, 227 mL dH20) was added to 

supernatant drop by drop to a final TCA concentration of 33% and tube was inverted several times to 

mix solution and incubated on ice for 30 minutes. Samples were centrifuged at 16,000 x g for 10 minutes 

at 4 C, supernatant was discarded, and sample was washed with 500 uL of 100% ice-cold acetone 

spun at 16,000 x g for 5 minutes at 4 C three times (to ensure removal of TCA, a very strong acid). 

Histone pellet was air dried at room temperature for 20 minutes. Pellet was resuspended in 100 uL or 

80 uL (if needed more concentrated sample) of molecular dH20 and transferred to a fresh 1.5 mL epi 

tube.     

 

Following both mechanical cell disruption and histone prep, sample yields were quantified using a 

RCDC assay and based on the assay an appropriate amount of urea solution was added to solubilize 

sample for loading 15 ug (cell lysate) or 10 ug (histone lysate) of sample to hand-cast SDS-PAGE 

electrophoresis gel. The composition of the hand-cast running gels are as follows: (12% acrylamide) 

3.3 mL dH20, 4.0 mL acrylamide, 2.5 mL 1.5 M Tris (pH 8.8), 100 uL 10% SDS, 100 uL 10% APS, and 

6 uL TEMED or adjusted accordingly (8% acrylamide). The composition of the hand-cast stacking gel 

was 2.775 mL dH20, 850 uL acrylamide, 1.25 mL 0.5 M Tris (pH 8.85), 50 uL 10% SDS, 50 uL 10% 

APS, and 5 uL TEMED. Gels were run using mini gel or Criterion system on ice and in cold running 

buffer (2.5 mM Tris, 19 mM glycine, and 0.35 mM SDS). Proteins were transferred to polyvinylidene 

fluoride (PVDF) membrane using the Trans-Blot system (Bio-Rad) and total protein was measured with 

Ponceau S stain (Sigma). Primary antibodies were used to probe for pAMPK (1:1,000; rabbit; Cell 

Signaling), AMPK𝛼 (1:1,00; rabbit; Cell Signaling), ACC (1:1,000; rabbit; Cell Signaling), pACC 

(1:1,000; rabbit; Cell Signaling), H2B (1:1,000; rabbit; Cell Signaling), H3K9 (1:1,000; rabbit; Cell 
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Signaling) and BRD4 (1:10,000; rabbit; Santa Cruz Antibodies) along with a 1:15,000 secondary 

antibody conjugated with infrared fluorescent dye for detection. The infrared western blots were 

analyzed using the Odyssey Infrared Imaging System (Li-Cor Biosciences). pAMPK was used to identify 

activated AMPK, AMPK𝛼 was used to identify total AMPK, ACC was an indicator of total ACC, pACC 

represented inactivated ACC likely targeted by AMPK, nuclear histone H2B was used to indicate 

adaptation to cellular stress, nuclear acetylated histone H3K9 was used as a marker of cardiac 

hypertrophy, and nuclear BRD4 was also used as an indicator of cardiac hypertrophy; results were 

normalized to total protein ponceau and AMPK𝛼 (total AMPK). 

 

Statistical Analysis 

We used two-way ANOVA with GraphPad Prism Software v6 (GraphPad Software, La Jolla, CA) to 

analyze the data and recognize significant (p ≤ 0.05) differences between experimental groups. Results 

are presented as means ± SE. 

 

Results 

Pathological Cardiac Remodeling during Ang-II Infusion and VCD Model of Menopause 
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Figure 9. Myocardial collagen increased following Ang-II infusion and was significantly exacerbated in menopausal 
females (n=7; *p<0.05).   

 

Picrosirius red staining was used to identify both collagen type I (red/gold) and type III (white/light green) 

in pre-, peri-, and menopause cardiac tissue. The prevalence of both types of collagen in Figure 9 (A) 

is not well-seen in pre- and peri-menopause females without Ang-II infusion while some picrosirius 

staining can be seen in aged menopausal females. Ang-II infusion results in a greater prevalence of 

collagen, particularly collagen type I, for all females. The increases in collagen between no Ang-II 

infusion (control) and Ang-II infusion were significant for pre- and peri-menopause females (B), while 

menopause females displayed a significant increase in percent collagen without Ang-II infusion and an 

exacerbated phenotype with Ang-II (C). In addition, this increase in collagen in menopause females 

treated with Ang-II was also significantly greater than premenopause females treated with Ang-II (C).  

 

 
Figure 10. Signs of cardiac remodeling are evident in Ang-II infused and menopausal females. (A,B) Relative wall 
thickness at end diastole (RWTd) measured by echocardiography increases in Ang-II infused mice. (C) Increases in 
heart weight relative to body weight is significant in menopausal females compared to controls. For all graphs n=10 
and *p<0.05. 
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Echocardiograph data in Figure 10 (A,B) show that relative wall thickness at end diastole (RWTd) 

increases due to Ang-II infusion for pre-, peri-, and menopause females, demonstrating pathological 

cardiac remodeling in all groups. Cardiac remodeling via changes in RWTd was greatest for 

premenopause females followed by menopause and then perimenopause females. However, cardiac 

remodeling due to the menopausal transition alone was greatest for menopause females, which had a 

significant increase in heart weight when normalized using body weight that was not present for 

premenopause females (C). Both left ventricular wall thickening and increasing cardiac mass are 

indicative of pathological concentric hypertrophy, which increases CVD susceptibility and patient 

mortality.  

 

Dysregulation of AMPK Signaling during Menopause 

 

 
Figure 11. AMPK signaling is dysregulated in menopause. Top panel: western blot for AMPK𝛼 (AMPK total), p-
AMPK-Thr172 (activated AMPK), ACC (total), and pACC (inactivated ACC) at baseline and following Ang-II infusion 
in pre-, peri-, and menopause females. (A-D) Quantification of AMPK𝛼 (AMPK total), pAMPK/AMPK (p-AMPK-
Thr172 normalized to AMPK𝛼), ACC (total), and pACC/ACC (pACC normalized to ACC total) from western blot 
using two-way ANOVA (n=5; *p<0.05).     
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Figure 11 (A) shows that total AMPK is consistent and relatively unchanging between and within all 

groups during control (saline infusion) and Ang-II infusion, demonstrating that pathological (Ang-II) 

stimuli and menopause do not alter AMPK expression at the gene level. Although not significant, there 

were observable and conflicting changes to active AMPK among the premenopause and menopause 

groups; premenopause females showed an increase in active AMPK normalized to total AMPK while 

menopause mice showed a dysregulation in AMPK signaling when treated with Ang-II (B). Interestingly, 

total ACC, one of the direct downstream targets of AMPK, varied significantly between groups with the 

greatest expression of ACC occurring in perimenopause females but there was no variation within 

groups from control to treatment with Ang-II (C). In addition, there was no significant differences 

between groups in phosphorylated ACC (pACC) relative to total ACC and only minor observable 

increases in relative pACC were present in pre- and peri-menopause females in response to 

pathological stimuli.   

 

A769662 is a Potential AMPK Activator for Mitigating Pathological Cardiac Remodeling 

 

 
Figure 12. Cardiac fibrosis is mediated during pathological (Ang-II) stimuli in 4-month-old menopause (OVX) female 
mice (n=5) by AMPK activator, A769662.  
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The purpose of the picrosirius red staining data collected in Figure 12 was to obtain a preliminary 

understanding of whether AMPK activator, A769662, was a suitable candidate for mitigating 

pathological cardiac remodeling. Menopause (OVX) mice that were readily available from previous 

experiments were used to harvest and stain cardiac tissue. Both collagen type I (red/gold) and collagen 

type III (white/light green) are present in Ang-II treated menopause females (analogous to Figure 9) 

but any sign of fibrosis is virtually absent with the introduction of A769662. The ability of A769662 to 

reverse collagen synthesis, fibrosis, and pathological cardiac remodeling in estrogen-deplete, 

menopause(OVX) females demonstrates a promising use in the VCD model and for the duration of the 

study. 

 

 
Figure 13. Cardiac hypertrophy is mediated by A769662 during pathological (Ang-II) stimuli in 4-month-old 
menopause (OVX) female mice (n=6; *p<0.05 control (OVX) vs Ang-II; **p<0.05 Ang II + OVX vs Ang II + OVX + 
A769662). 

 

To further verify that A76962 was a working and feasible activator protective against cardiac remodeling, 

in Figure 13 we measured heart weight normalized to body weight in menopause control (OVX alone), 

Ang-II, menopause (OVX) + Ang-II, and menopause (OVX) + Ang-II + A769662 females. Relative heart 

weight was significantly greater in Ang-II treated premenopause females than in OVX menopause 

females, demonstrating that pathological stimuli exacerbates cardiac remodeling more than aging and 

menopause alone does. A further observable increase was noticeable in Ang-II treated menopause 

(OVX) females, in which the effect of pathological stimuli during menopause was compounding. 

However, when A769662 was introduced to Ang-II treated menopause females, there was a significant 
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decrease in relative heart weight that brought heart weight levels back down; heart weight in menopause 

(OVX) + Ang-II + A769662 females was less than that of Ang-II treated premenopause mice, but not 

necessarily back to heart weight levels in normal menopause females. Still, this shows A769662 to be 

protective against cardiac remodeling brought about by pathological stimuli and to restore AMPK 

signaling in OVX menopause females.  

 

Impact of AMPK Activator A769662 on Ang-II and VCD Model during Menopause 

 

 

 
Figure 14. Cardiac hypertrophy and hypertension is attenuated by A769662 during pathological (Ang-II) stimuli in 
VCD menopause model (n=6). (C,D) *p<0.05 for all controls vs. all Ang-II treatment groups. (E) *p<0.05 for Ang-II 
treated pre- and peri-menopause vs. Ang-II + A769622 for pre- and peri-menopause females. 
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Our next step was to implement A769662 in the VCD menopause model and see if outcomes similar to 

the menopause (OVX) females occurred for heart weight measurements (C,D). We also furthered our 

assessment of the effectiveness of A769622 in mitigating pathological cardiac remodeling in the VCD 

menopause model by using echocardiography to measure left ventricle internal diameter during end 

diastole (LVIDd) (A) and left ventricle internal diameter during end diastole (LVIDd) to calculate relative 

wall thickness during diastole [RWTd = 2*(LVPWd/LVIDd)] (B), along with measuring the difference in 

systolic blood pressure (dSBP; based on difference from baseline to harvest) (E). Figure 14 (A,B) 

revealed relatively similar LVIDd and RWTd data amongst all groups and treatments, with no significant 

changes. This may be due to an inaccurate capture of diastolic measurements or that the power of the 

study (i.e. number of animals) needed to be increased. (C,D) show that both raw heart weight and 

normalized heart weight for all groups is attenuated by pathological (Ang-II) stimuli, as similarly seen 

by the menopause (OVX) data; however, A769662 did not significantly decrease heart weight in the 

VCD menopause model for any group, although there were observable decreases in heart weight 

between control versus A769662 groups and Ang-II treated versus Ang-II + A769662 treated groups. 

The significant increase in heart weight due to Ang-II treatment was accompanied by an observable 

increase in dSBP with Ang-II treatment when compared to controls (E). Perhaps unexpectedly (based 

on C,D) but not necessarily surprisingly, A769662 significantly decreased dSBP in pre- and peri-

menopause females under pathological (Ang-II) stimuli (E). Yet, this significant decrease in dSBP was 

not observed for menopausal females.     

 

Epigenetic Modifications and Trends during Menopause 
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Figure 15. Pathological (Ang-II) stimuli and A769662 both modify nuclear prevalence of transcriptional regulators. 
Top panel: western blot for PONC (ponceau; total protein), H3K9, and H2B at baseline (control; CON) and 
following A769662 treatment, Ang-II infusion, and Ang-II + A769662 for pre-, peri-, and menopause mice. Middle 
panel: western blot for PONC (ponceau; total protein) and BRD4 at baseline (control; CON) and following A769662 
treatment, Ang-II infusion, and Ang-II + A769662 for pre-, peri-, and menopause mice. (A-C) Quantification of H2B, 
BRD4, and H3K9 from western blot using two-way ANOVA (*/+p<0.05).     

 

Figure 15 shows the dynamics of transcriptional regulators H2B, H3K9, and BRD4 under pathological 

(Ang-II) stimuli and during A769662 treatment. The most frequent trend for transcriptional regulators 

was a significant difference between groups during Ang-II treatment. For instance, there was a 

significant increase in H2B and H3KB levels in premenopausal females compared to menopause mice 

during Ang-II treatment (H2B: *p=0.0187; H3K9: *p=0.0002). In addition, H3K9 levels in premenopausal 

females were significantly greater than H2B detected in perimenopause females during Ang-II treatment 

(+p=0.0183). On the other hand, BRD4 exhibited a significant increase in perimenopausal females 

compared to both pre- and menopause mice during Ang-II treatment (*p=0.034). In general, BRD4 

levels were observably greater in perimenopause females compared to other groups across all 

treatments. The only transcriptional regulator that exhibited a significant modification within the same 

group was H2B, which was significantly increased in Ang-II + A769662 perimenopause females 

compared to Ang-II perimenopause mice (+p=0.0046). For both H2B and H3K9, there were observable 

decreases in transcriptional regulator levels among Ang-II + A769662 premenopause females versus 

Ang-II treated premenopause females. No significant or observable modifications occurred in Ang-II + 

A769662 menopause versus Ang-II menopause females.     
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Figure 16. Dysregulation in expression of a set of proteins during the transition to menopause. The heat 
map displays a protein expression profile from premenopause to perimenopause to menopause where red indicates 
increased protein expression and blue represents no protein expression.  

 

Two of the three overarching goals of this project were to determine the changes in nuclear activity 

between CVD- resistant (premenopausal) and CVD-susceptible (menopausal) females and to create a 

proteomic profile of post translational modification due to progression of disease during menopause. 

Figure 16 shows our attempts to better and more largely understand protein expression during the 

transition to menopause to work towards reaching these two goals. The heat map displays an unknown 

set of proteins identified by Perseus software that fluctuate their expression throughout menopause, but 

overall display similar expression in pre- and peri-menopause but a very different expression during 

menopause. This set of highly correlated proteins may be either responsible for or impacted by the 

transcriptional changes and the loss of estrogen-dependent AMPK signaling underlying menopause.    

 

Discussion  

The purpose of this study was to establish a model of CVD in the VCD model of menopause that could 

be used to analyze changes in nuclear activity during the transition to menopause and better understand 

A769662 efficacy in AMPK signaling and activation to evaluate the potential use of AMPK as a 

therapeutic treatment for CVD. To verify cardiac remodeling in the pathologically-stressed heart, pre-, 

peri-, and menopause (OVX) mice were treated with Ang-II, which has a known role in pathological 

cardiac remodeling, and measurements of collagen (Figure 9), RWTd, and heart weight normalized to 
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body weight (Figure 10) were collected. Collagen synthesis was upregulated by both estrogen loss in 

menopause and Ang-II treatment relative to controls, and Ang II + menopause (OVX) exacerbated 

fibrosis (Figure 9). The prevalence of collagen type I over collagen type III is believed to be a typical 

indicator of ventricular dysfunction and is considered deleterious (11). Collagen type I has been found 

to increase myocardial stiffness, which is characteristic of pathological concentric remodeling and heart 

failure (59). Furthermore, Ang-II treatment significantly increased RWTd in all experimental groups while 

menopause alone caused a significant increase in heart weight relative to body weight (Figure 10). 

Both increases in left ventricular wall thickness and cardiac mass support a model of pathological 

concentric remodeling and demonstrate cardiac hypertrophy under pathological stimuli and with the 

loss of estrogen. 

 

Next, AMPK signaling was assessed under pathological stimuli and during menopause using total 

AMPK (AMPK𝛼), activated AMPK (p-AMPK-Thr172), total ACC, and inactivated ACC (pACC) (Figure 

11). AMPK is sensitive to energetic changes and cellular stress in the heart and when activated can 

phosphorylate ACC, inactivating it and promoting fatty acid oxidation for triglyceride consumption by the 

heart. Other than an increase in total ACC in perimenopause females that was relative to other 

experimental groups across treatments, quantification of protein levels yielded no significant 

differences. Total AMPK remained consistent while an observable increase in activated AMPK was 

apparent for perimenopause + Ang-II and an observable decrease in activated AMPK was apparent for 

menopause + Ang-II. This demonstrates that AMPK expression is not altered by changes in estrogen, 

menopause, or pathological stress, but its activation likely is. The increase in activated AMPK in 

premenopause mice under pathological stimuli may be an initial compensatory adaptation to stress to 

maintain AMPK functionality, while AMPK activation is blocked in menopause. The observable 

decrease in activated AMPK is quite obvious, and thus while not significant lends reasonable 

consideration that AMPK signaling is dysregulated by menopause and pathological stimuli. However, 

this is weakly supported by our results and would need to be verified as significant in future studies. 
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To first test A769662, the AMPK activator, as a suitable candidate for protection against CVD, we again 

collected measurements of collagen and heart weight normalized to body weight under pathological 

(Ang-II) conditions (Figure 12 and Figure 13, respectively). A769662 treatment in Ang-II infused 

menopause (OVX) mice virtually eliminated all fibrosis, demonstrating a reversal of pathological cardiac 

remodeling (Figure 12). In addition, while heart weight relative to body weight was significantly 

increased as expected by Ang-II infusion in OVX mice, adding A769662 reduced relative heart weight; 

cardiac mass was brought back down below heart weight levels of Ang-II infused females but stayed 

above heart weight levels of OVX control females (Figure 13). This emphasizes the role of menopause 

in cardiac remodeling while supporting the protective property of A769662 against cardiac hypertrophy. 

Both of these findings from Figure 12 and Figure 13 indicate that A769662 is a cardiac-specific, efficient 

activator and a good candidate for therapeutic treatment against CVD. This made us confident that 

A769662 could be used in our study in the VCD model of menopause to assess nuclear and protein 

dynamics.  

 

In the VCD model of menopause, A769662 still demonstrated some protection against pathological 

cardiac remodeling though not as robust as in OVX mice. Pre-, peri-, and menopause mice were treated 

with saline (control), Ang-II, A769662, or both Ang-II + A769662 and measurements of LVIDd, RWTd, 

HW/BW, and dSBP were collected. In addition, we verified that Ang-II treatment did not chemically 

interact or block VCD acceleration of menopause; the average day of ovarian failure in VCD-treated 

mice occurred on day 54 ± 0.5 days (menopause group), which was not significantly different in the 

VCD-treated Ang-II infused group (menopause + Ang-II), where ovarian failure occurred on day 55 ± 

0.5 days. Figure 14 (A,B) revealed no significant changes in LVIDd or RWTd between any experimental 

group and across all treatments. This was unexpected, and we believe may either be due to an 

inaccurate measurement of diastole or due to the small power and sample size (n=5); in the future we 

hope to re-run these measurements with a larger sample size (n≤10) and more accurate notation of 

diastolic baseline blood pressure. Furthermore, (C,D) demonstrated no significant or observable 

changes to relative heart weight with A769662 introduction. The only significant (p=0.032) outcome of 
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A769662 treatment was a measurable decrease in dSBP among Ang-II infused premenopause and 

perimenopause mice compared to only Ang-II treated premenopause and perimenopause mice (E). We 

expected to see a similar significant decrease in dSBP for Ang-II + A769662 compared to Ang-II 

menopause females, and while this was observable (yet not notably so), it was not significant. Greater 

dosing may be needed to see significant changes in dSBP among menopausal mice; however, the 

unexpected results related to blood pressure in our experiment may also be due to the fragility and 

sensitivity of the tail cuff apparatus, which we hope to optimize in the future. On the other hand, other 

rescuing hormones may be present in menopause (OVX) females that are not present in the natural 

VCD menopause model that augmented the effects of the AMPK activator in OVX mice (Figure 12 and 

Figure 13) that were not seen in the VCD model. Regardless, A769662 still demonstrated protection 

against pathological stimuli and cardiac remodeling in premenopause and perimenopause mice in the 

VCD model.  

 

An assessment of nuclear dynamics during the transition to menopause and potentially in relation to 

AMPK signaling was conducted by measuring levels of the transcriptional regulators H2B, H3K9, and 

BRD4 in saline (control), Ang-II, A769662, or both Ang-II + A769662 treated VCD menopausal mice 

(Figure 15). H2B is recruited to the nucleus by AMPK in response to cellular stress, whereas BRD4 

and acetylated H3K9 are recognized indicators of cardiac hypertrophy. Significant and expected 

outcomes from the quantification of these transcriptional regulators included the increased levels of 

H2B and H3K9 in premenopause mice during Ang-II infusion in comparison to other groups during Ang-

II treatment, along with an increase in BRD4 in perimenopause + Ang-II mice in comparison to other 

groups receiving Ang-II treatment. Since Ang-II contributes to pathological cardiac remodeling and 

hypertrophic conditions, the increases in H2B and BRD4 in pre- and peri-menopause females, 

respectively, likely indicate their recruitment to the nucleus as a response to pro-hypertrophic signals 

(although, this response is usually adaptive in the case of H2B and maladaptive in the case of BRD4). 

Furthermore, acetylation of H3K9 fosters cardiac hypertrophy transcriptional activity, so it is also not 

unexpected to see increased levels of H3K9 under pathological (Ang-II) stimuli, even in the 
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premenopause heart. Other significant findings were the increase in H2B and the decrease in H3K9 in 

Ang-II + A769662 mice. Under the premise that A769662 provides protection against cardiac 

remodeling and CVD, the increase in H2B and decrease in H3K9 in A769662 treated mice coincide with 

H2B’s cardio-adaptive and H3K9’s hypertrophic contributions. Moreover, there was also a significant 

increase in BRD4 in perimenopause mice across all groups. While this is not as easily explained, the 

potential increase in susceptibility to CVD at the nuclear level in aging perimenopause mice (compared 

to premenopausal mice) throughout the transition to menopause may result in increased pro-

hypertrophic signals that cause increased recruitment of BRD4; however, significant increases in BRD4 

in menopause mice across all groups would have also been expected but were not observed. Overall, 

it appears that BRD4 and H2B signaling is augmented under pathological conditions susceptible to 

cardiac remodeling and that in menopause H2B is upregulated while H3K9 is downregulated. 

 

Finally, we conducted a large search of protein expression trends coinciding with the transition to 

menopause using a heat map (Figure 16). The set of proteins identified demonstrates similar 

expression patterns in pre- and peri-menopause and vastly different, altered expression levels in 

menopause. This corresponds to the prevalence of estrogen in pre- and peri-menopause and the 

depletion of estrogen in menopause. Therefore, there is the potential that this unknown set of proteins 

may closely interact with estrogen and act as a more indicative measurement of menopausal 

susceptibility to CVD than the proteins we have previously looked at in our studies. In addition to 

optimizing the significance of the results for the A769662 activator in the VCD model, we plan to focus 

on searching for this unknown set of proteins using proteomic databases, such as the IPA database 

and DAVID Gene Ontology database. These databases will also be able to provide us with more 

information about the key molecular functions, cellular components, and biological processes that are 

key players in the menopausal transition responsible for increased susceptibility to heart disease. This 

future work will help us further our hypothesis of the cardioprotective role of AMPK signaling to mitigate 

pathological cardiac remodeling, along with our goal of better understanding the nuclear activity 

between premenopause and menopause. We will submit more samples for proteomics this coming 
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summer (2018) to better understand the estrogen-dependent mechanism of AMPK activation, and to 

create a proteomic profile for AMPK from a new set of significantly changing proteins.  

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



34 
 

References 
 

1. A hormonally relevant model for human menopause. (n.d.). Retrieved from 
https://www.jax.org/news-and-insights/2005/january/a-hormonally-relevant-model-for-human-
menopause  

2. Ahmad, A., & Oparil, S. (2017, 05). Hypertension in Women: Recent Advantages and 
Lingering Questions. Hypertension, 70(1), 19-26. doi:10.1161/hypertensionaha.117.08317  

3. AICA ribonucleotide. (n.d.). Retrieved from https://www.drugbank.ca/drugs/DB01700 
4. Benigni, A., Cassis, P., & Remuzzi, G. (2010, 07). Angiotensin II revisited: New roles in 

inflammation, immunology and aging. EMBO Molecular Medicine, 2(7), 247-257. 
doi:10.1002/emmm.201000080 

5. Birch, C. L., Behunin, S. M., Lopez-Pier, M. A., Danilo, C., Lipovka, Y., Saripalli, C., . . . 
Konhilas, J. P. (2016, 07). Sex dimorphisms of crossbridge cycling kinetics in transgenic 
hypertrophic cardiomyopathy mice. American Journal of Physiology-Heart and Circulatory 
Physiology, 311(1). doi:10.1152/ajpheart.00592.2015 

6. Bradley, E. A., Eringa, E. C., Stehouwer, C. D., Korstjens, I., Amerongen, G. P., Musters, R., . 
. . Rattigan, S. (2010, 03). Activation of AMP-Activated Protein Kinase by 5-Aminoimidazole-4-
Carboxamide-1- -D-Ribofuranoside in the Muscle Microcirculation Increases Nitric Oxide 
Synthesis and Microvascular Perfusion. Arteriosclerosis, Thrombosis, and Vascular Biology, 
30(6), 1137-1142. doi:10.1161/atvbaha.110.204404 

7. Brooks, H. L., Pollow, D. P., & Hoyer, P. B. (2016, 07). The VCD Mouse Model of Menopause 
and Perimenopause for the Study of Sex Differences in Cardiovascular Disease and the 
Metabolic Syndrome. Physiology, 31(4), 250-257. doi:10.1152/physiol.00057.2014 

8. Bungard, D., Fuerth, B. J., Zeng, P., Faubert, B., Maas, N. L., Viollet, B., . . . Berger, S. L. 
(2010, 07). Signaling Kinase AMPK Activates Stress-Promoted Transcription via Histone H2B 
Phosphorylation. Science, 329(5996), 1201-1205. doi:10.1126/science.1191241 

9. Byers, S. L., Wiles, M. V., Dunn, S. L., & Taft, R. A. (2012, 04). Mouse Estrous Cycle 
Identification Tool and Images. PLoS ONE, 7(4). doi:10.1371/journal.pone.0035538 

10. Cohn, J. N. (2017, August 23). Cardiac Remodeling: Basic Aspects. Retrieved from 
https://www.uptodate.com/contents/cardiac-remodeling-basic-aspects#H14  

11. Collier, P., Watson, C., Es, M. V., Phelan, D., Mcgorrian, C., Tolan, M., . . . Baugh, J. (2012, 
01). Getting to the heart of cardiac remodeling; how collagen subtypes may contribute to 
phenotype. Journal of Molecular and Cellular Cardiology, 52(1), 148-153. 
doi:10.1016/j.yjmcc.2011.10.002 

12. Concentric and eccentric hypertrophy. (n.d.). Retrieved from 
https://kehatlab.net.technion.ac.il/2015/09/06/concentric-and-eccentric-hypertrophy/ 

13. Cool, B., Zinker, B., Chiou, W., Kifle, L., Cao, N., Perham, M., . . . Frevert, E. (2006, 06). 
Identification and characterization of a small molecule AMPK activator that treats key 
components of type 2 diabetes and the metabolic syndrome. Cell Metabolism, 3(6), 403-416. 
doi:10.1016/j.cmet.2006.05.005 

14. Crowley, S. D., Gurley, S. B., Herrera, M. J., Ruiz, P., Griffiths, R., Kumar, A. P., . . . Coffman, 
T. M. (2006, 11). Angiotensin II causes hypertension and cardiac hypertrophy through its 
receptors in the kidney. Proceedings of the National Academy of Sciences, 103(47), 17985-
17990. doi:10.1073/pnas.0605545103 

15. Crute, B. E., Seefeld, K., Gamble, J., Kemp, B. E., & Witters, L. A. (1998, 12). Functional 
Domains of the α1 Catalytic Subunit of the AMP-activated Protein Kinase. Journal of Biological 
Chemistry, 273(52), 35347-35354. doi:10.1074/jbc.273.52.35347 

16. Dai, S. Y., Chalmers, M. J., Bruning, J., Bramlett, K. S., Osborne, H. E., Montrose-Rafizadeh, 
C., . . . Griffin, P. R. (2008, 05). Prediction of the tissue-specificity of selective estrogen 
receptor modulators by using a single biochemical method. Proceedings of the National 
Academy of Sciences, 105(20), 7171-7176. doi:10.1073/pnas.0710802105 

17. Du, J., Xu, N., Song, Y., Xu, M., Lu, Z., Han, C., & Zhang, Y. (2005, 12). AICAR stimulates IL-
6 production via p38 MAPK in cardiac fibroblasts in adult mice: A possible role for AMPK. 



35 
 

Biochemical and Biophysical Research Communications, 337(4), 1139-1144. 
doi:10.1016/j.bbrc.2005.09.174 

18. Fielitz, J., & Regitz-Zagrosek, V. (2004). Pathophysiology of Cardiac AT1 and AT2 Receptors. 
Angiotensin Vol. II Handbook of Experimental Pharmacology, 209-236. doi:10.1007/978-3-
642-18497-0_11 

19. Figarola, J. L., Singhal, J., Tompkins, J. D., Rogers, G. W., Warden, C., Horne, D., . . . 
Singhal, S. S. (2015, 11). SR4 Uncouples Mitochondrial Oxidative Phosphorylation, Modulates 
AMP-dependent Kinase (AMPK)-Mammalian Target of Rapamycin (mTOR) Signaling, and 
Inhibits Proliferation of HepG2 Hepatocarcinoma Cells. Journal of Biological Chemistry, 
290(51), 30321-30341. doi:10.1074/jbc.m115.686352 

20. Gaikwad, A. B., Sayyed, S. G., Lichtnekert, J., Tikoo, K., & Anders, H. (2010, 03). Renal 
Failure Increases Cardiac Histone H3 Acetylation, Dimethylation, and Phosphorylation and the 
Induction of Cardiomyopathy-Related Genes in Type 2 Diabetes. The American Journal of 
Pathology, 176(3), 1079-1083. doi:10.2353/ajpath.2010.090528 

21. Gélinas, R., Mailleux, F., Dontaine, J., Bultot, L., Demeulder, B., Ginion, A., . . . Bertrand, L. 
(2018, 01). AMPK activation counteracts cardiac hypertrophy by reducing O-GlcNAcylation. 
Nature Communications, 9(1). doi:10.1038/s41467-017-02795-4 

22. Goldman, J. M., Murr, A. S., & Cooper, R. L. (2007, 04). The rodent estrous cycle: 
Characterization of vaginal cytology and its utility in toxicological studies. Birth Defects 
Research Part B: Developmental and Reproductive Toxicology, 80(2), 84-97. 
doi:10.1002/bdrb.20106 

23. Haldar, S. M., & Srivastava, D. (2016, 07). Sarcomeres and Cardiac Growth: Tension in the 
Relationship. Trends in Molecular Medicine, 22(7), 530-533. 
doi:10.1016/j.molmed.2016.05.001 

24. Hardie, D.G. & Lin, S.C. (2017, 09). AMP-activated protein kinase - not just an energy sensor 
[version 1; referees: 3 approved]. F1000Research, 6(1), 1724. 
doi:10.12688/f1000research.11960.1  

25. Heart Disease Fact Sheet. (2017, August 23). Retrieved from 
https://www.cdc.gov/dhdsp/data_statistics/fact_sheets/fs_heart_disease.htm 

26. Hernández, J. S., Barreto-Torres, G., Kuznetsov, A. V., Khuchua, Z., & Javadov, S. (2014, 01). 
Crosstalk between AMPK activation and angiotensin II-induced hypertrophy in 
cardiomyocytes: The role of mitochondria. Journal of Cellular and Molecular Medicine, 18(4), 
709-720. doi:10.1111/jcmm.12220 

27. Heytler, P., & Prichard, W. (1962, 05). A new class of uncoupling agents — Carbonyl cyanide 
phenylhydrazones. Biochemical and Biophysical Research Communications, 7(4), 272-275. 
doi:10.1016/0006-291x(62)90189-4 

28. Hoyer, P. B., Devine, P. J., Hu, X., Thompson, K. E., & Sipes, I. G. (2001, 01). Ovarian 
Toxicity of 4-Vinylcyclohexene Diepoxide: A Mechanistic Model. Toxicologic Pathology, 29(1), 
91-99. doi:10.1080/019262301301418892 

29. Hypertrophic Cardiomyopathy. (n.d.). Retrieved from 
http://www.heart.org/HEARTORG/Conditions/More/Cardiomyopathy/Hypertrophic-
Cardiomyopathy_UCM_444317_Article.jsp  

30. Kawai, H., Li, H., Avraham, S., Jiang, S., & Avraham, H. K. (2003, 09). Overexpression of 
histone deacetylase HDAC1 modulates breast cancer progression by negative regulation of 
estrogen receptor. International Journal of Cancer, 107(3), 353-358. doi:10.1002/ijc.11403 

31. Kewalramani, G., & Rodrigues, B. (2009, 10). AMP-activated protein kinase in the heart: Role 
in cardiac glucose and fatty acid metabolism. Clinical Lipidology, 4(5), 643-661. 
doi:10.2217/clp.09.43 

32. Kim, A. S., Miller, E. J., Wright, T. M., Li, J., Qi, D., Atsina, K., . . . Young, L. H. (2011, 07). A 
small molecule AMPK activator protects the heart against ischemia–reperfusion injury. Journal 
of Molecular and Cellular Cardiology, 51(1), 24-32. doi:10.1016/j.yjmcc.2011.03.003 

33. Kim, J., Yang, G., Kim, Y., Kim, J., & Ha, J. (2016). AMPK activators: mechanisms of action 
and physiological activities. Experimental & Molecular Medicine, 48(4), e224–. 



36 
 

http://doi.org/10.1038/emm.2016.16 
34. Kim, M., Shen, M., Ngoy, S., Karamanlidis, G., Liao, R., & Tian, R. (2012, 05). AMPK isoform 

expression in the normal and failing hearts. Journal of Molecular and Cellular Cardiology, 
52(5), 1066-1073. doi:10.1016/j.yjmcc.2012.01.016 

35. Kim, T. T., & Dyck, J. R. (2015, 01). Is AMPK the savior of the failing heart? Trends in 
Endocrinology & Metabolism, 26(1), 40-48. doi:10.1016/j.tem.2014.11.001 

36. Koren, L., Elhanani, O., Kehat, I., Hai, T., & Aronheim, A. (2013, 07). Adult Cardiac Expression 
of the Activating Transcription Factor 3, ATF3, Promotes Ventricular Hypertrophy. PLoS ONE, 
8(7), e68396. http://doi.org/10.1371/journal.pone.0068396 

37. Kristiansen, S. B., Solskov, L., Jessen, N., Løfgren, B., Schmitz, O., Nielsen-Kudsk, J. E., . . . 
Lund, S. (2009, 07). 5-Aminoimidazole-4-carboxamide-1-β-d-ribofuranoside Increases 
Myocardial Glucose Uptake during Reperfusion and Induces Late Pre-conditioning: Potential 
Role of AMP-Activated Protein Kinase. Basic & Clinical Pharmacology & Toxicology, 105(1), 
10-16. doi:10.1111/j.1742-7843.2009.00402 

38. Kurdi, M., & Booz, G. W. (2011, 04). New Take on the Role of Angiotensin II in Cardiac 
Hypertrophy and Fibrosis. Hypertension, 57(6), 1034-1038. 
doi:10.1161/hypertensionaha.111.172700 

39. Landgraf, R., Goswami, D., Rajamohan, F., Harris, M., Calabrese, M. F., Hoth, L., . . . Griffin, 
P. (2013, 11). Activation of AMP-Activated Protein Kinase Revealed by Hydrogen/Deuterium 
Exchange Mass Spectrometry. Structure, 21(11), 1942-1953. doi:10.1016/j.str.2013.08.023 

40. Leong, H., Sloan, J. R., Nash, P. D., & Greene, G. L. (2005, 12). Recruitment of Histone 
Deacetylase 4 to the N-Terminal Region of Estrogen Receptor α. Molecular Endocrinology, 
19(12), 2930-2942. doi:10.1210/me.2005-0178 

41. Lipovka, Y., Chen, H., Vagner, J., Price, T. J., Tsao, T., & Konhilas, J. P. (2015, 09). 
Oestrogen receptors interact with the alpha catalytic subunit of AMP-activated protein kinase. 
Bioscience Reports, 35(5). doi:10.1042/bsr20150074 

42. Lipovka, Y., & Konhilas, J.P. (2015). AMP-Activated Protein Kinase Signalling in Cancer and 
Cardiac Hypertrophy. Cardiovascular Pharmacology: Open Access, 04(03). doi:10.4172/2329-
6607.1000154 

43. Lopez-Pier, M., Lipovka, Y., Koppinger, M., Harris, P., & Konhilas, J. (2018, 02). The clinical 
impact of estrogen loss on cardiovascular disease in menopausal females. Medical Research 
Archives, 6(2). doi:10.18103/mra.v6i2.1663 

44. Mahmoud, S. A., & Poizat, C. (2013, 09). Epigenetics and Chromatin Remodeling in Adult 
Cardiomyopathy. The Journal of Pathology, 231(2), 147-157. doi:10.1002/path.4234 

45. Matthews, K. A., Santoro, N., Lasley, B., Chang, Y., Crawford, S., Pasternak, R. C., . . . 
Sowers, M. (2006, 05). Relation of Cardiovascular Risk Factors in Women Approaching 
Menopause to Menstrual Cycle Characteristics and Reproductive Hormones in the Follicular 
and Luteal Phases. The Journal of Clinical Endocrinology & Metabolism, 91(5), 1789-1795. 
doi:10.1210/jc.2005-1057 

46. Mello, W. C., & Danser, A. H. (2000, 06). Angiotensin II and the Heart : On the Intracrine 
Renin-Angiotensin System. Hypertension, 35(6), 1183-1188. doi:10.1161/01.hyp.35.6.1183 

47. Menopause: An Overview. (2016, October 11). Retrieved from 
https://www.myvmc.com/featured-womens-health-centre/menopause-overview/ 

48. Mihl, C., Dassen, W. R. M., & Kuipers, H. (2008, 04). Cardiac remodelling: concentric versus 
eccentric hypertrophy in strength and endurance athletes. Netherlands Heart Journal, 16(4), 
129–133. 

49. Ooi, J. Y., Tuano, N. K., Rafehi, H., Gao, X., Ziemann, M., Du, X., & El-Osta, A. (2015, 05). 
HDAC inhibition attenuates cardiac hypertrophy by acetylation and deacetylation of target 
genes. Epigenetics, 10(5), 418-430. doi:10.1080/15592294.2015.1024406 

50. Piro, M., Bona, R. D., Abbate, A., Biasucci, L. M., & Crea, F. (2010, 03). Sex-Related 
Differences in Myocardial Remodeling. Journal of the American College of Cardiology, 55(11), 
1057-1065. doi:10.1016/j.jacc.2009.09.065 

51. Rameshrad, M., Soraya, H., Maleki-Dizaji, N., Vaez, H., & Garjani, A. (2016, 01). A-769662, a 
direct AMPK activator, attenuates lipopolysaccharide-induced acute heart and lung 



37 
 

inflammation in rats. Molecular Medicine Reports, 13(3), 2843-2849. 
doi:10.3892/mmr.2016.4821 

52. Restini, C. B., Garcia, A. F., Natalin, H. M., Natalin, G. M., & Rizzi, E. (2017, 07). Signaling 
Pathways of Cardiac Remodeling Related to Angiotensin II. Renin-Angiotensin System - Past, 
Present and Future. doi:10.5772/66076 

53. Rooij, E. V., Fielitz, J., Sutherland, L. B., Thijssen, V. L., Crijns, H. J., Dimaio, M. J., . . . Olson, 
E. N. (2009, 11). Myocyte Enhancer Factor 2 and Class II Histone Deacetylases Control a 
Gender-Specific Pathway of Cardioprotection Mediated by the Estrogen Receptor. Circulation 
Research, 106(1), 155-165. doi:10.1161/circresaha.109.207084 

54. Ross, F. A., Jensen, T. E., & Hardie, D. G. (2015, 11). Differential regulation by AMP and ADP 
of AMPK complexes containing different   subunit isoforms. Biochemical Journal, 473(2), 189-
199. doi:10.1042/bj20150910 

55. Sanders, M. J., Ali, Z. S., Hegarty, B. D., Heath, R., Snowden, M. A., & Carling, D. (2007, 08). 
Defining the Mechanism of Activation of AMP-activated Protein Kinase by the Small Molecule 
A-769662, a Member of the Thienopyridone Family. Journal of Biological Chemistry, 282(45), 
32539-32548. doi:10.1074/jbc.m706543200 

56. Sengupta, S., Biarnes, M. C., Clarke, R., & Jordan, V. C. (2015, 02). Inhibition of BET proteins 
impairs estrogen-mediated growth and transcription in breast cancers by pausing RNA 
polymerase advancement. Breast Cancer Research and Treatment, 150(2), 265-278. 
doi:10.1007/s10549-015-3319-1 

57. Sharkey, Leslie C, et al. “Effect of Ovariectomy and Estrogen Replacement on Cardiovascular 
Disease in Heart Failure-Prone SHHF/Mcc- Fa Cp Rats.” Journal of Molecular and Cellular 
Cardiology, vol. 31, no. 8, 1999, pp. 1527–1537., doi:10.1006/jmcc.1999.0985. 

58. Spiltoir, J. I., Stratton, M. S., Cavasin, M. A., Demos-Davies, K., Reid, B. G., Qi, J., . . . 
Mckinsey, T. A. (2013, 10). BET acetyl-lysine binding proteins control pathological cardiac 
hypertrophy. Journal of Molecular and Cellular Cardiology, 63, 175-179. 
doi:10.1016/j.yjmcc.2013.07.017 

59. Wei, S., Chow, L. T., Shum, I. O., Qin, L., & Sanderson, J. E. (1999, 06). Left and right 
ventricular collagen type I/III ratios and remodeling post-myocardial infarction. Journal of 
Cardiac Failure, 5(2), 117-126. doi:10.1016/s1071-9164(99)90034-9 

60. Women and Heart Disease Fact Sheet (2017, August 23). Retrieved from 
https://www.cdc.gov/dhdsp/data_statistics/fact_sheets/fs_women_heart.htm  

61. Yang, F., Liu, Y., Yang, X., Xu, J., Kapke, A., & Carretero, O. A. (2002, 09). Myocardial 
Infarction and Cardiac Remodelling in Mice. Experimental Physiology, 87(5), 547-555. 
doi:10.1113/eph8702385 

 
 

 


