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Abstract: The prognostic value of the subset of high-density lipoprotein (HDL) particles containing
apolipoprotein (apo)A-II (HDL-apoA-II) in acute heart failure (AHF) remains unexplored. In this
study, baseline serum levels of HDL-apoA-II (total and subfractions 1–4) were measured in 315 AHF
patients using NMR spectroscopy. The mean patient age was 74.2 ± 10.5 years, 136 (43.2%) were
female, 288 (91.4%) had a history of cardiomyopathy, 298 (94.6%) presented as New York Heart
Association class 4, and 118 (37.5%) patients died within 1 year after hospitalization for AHF. Multi-
variable Cox regression analyses, adjusted for age and sex as well as other clinical and laboratory
parameters associated with 1-year mortality in the univariable analyses, revealed a significant inverse
association of HDL-apoA-II (hazard ratio (HR) 0.67 per 1 standard deviation (1 SD) increase, 95%
confidence interval (CI) 0.47–0.94, p = 0.020), HDL2-apoA-II (HR 0.72 per 1 SD increase, 95% CI
0.54–0.95, p = 0.019), and HDL3-apoA-II (HR 0.59 per 1 SD increase, 95% CI 0.43–0.80, p < 0.001) with
1-year mortality. We conclude that low baseline HDL-apoA-II, HDL2-apoA-II, and HDL3-apoA-II
serum levels are associated with increased 1-year mortality in AHF patients and may thus be of
prognostic value in AHF.

Keywords: acute heart failure; high-density lipoprotein; apoA-II; HDL-p; mortality; NMR spectroscopy;
prognostic biomarkers; risk

1. Introduction

Despite advances in diagnostics and therapy, heart failure (HF) is one of the main
causes of morbidity and mortality worldwide [1]. Acute heart failure (AHF) develops as
either a de novo clinical syndrome with a rapid onset of signs and symptoms of HF or
deterioration of signs and symptoms of HF in chronic heart failure (CHF) patients [2].

It is well-established that, in HF, hemodynamic impairment and thereby its associated
tissue hypoperfusion and congestion, with a consequent increase in circulating natriuretic
peptides and sympathetic activity as well as chronic inflammation and insulin resistance,
cause a metabolic derangement highlighted by a profound catabolic dominance [3,4]. Such
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a metabolic constellation, accompanied by wasting as well as decreased appetite and serum
lipoproteins, has been shown to be associated with a poor prognosis in HF patients [3,5–7].

In routine clinical laboratories, high-density lipoprotein cholesterol (HDL-C) has been
used for decades as the principal clinical measure of HDL plasma levels. Although epidemi-
ological studies established an inverse relationship between HDL-C and cardiovascular risk,
clinical trials provided clear evidence that the concentration of circulating HDL particles
(HDL-p) is a better predictor of CVD risk than HDL-C [8,9].

HDL constitutes a heterogeneous mixture of particles that differ in size, composition,
and function [10]. While cholesteryl ester, free cholesterol, and phospholipids are principal
lipid constituents of HDL, apolipoprotein (apo)A-I and A-II are the major HDL-associated
apolipoproteins [11]. Immunoaffinity chromatography separates HDL into two major
subpopulations—namely, those containing only apoA-I or both apoA-I and apoA-II, as
well as a minor subpopulation containing only apoA-II [12–14].

ApoA-II confers unique structural, metabolic, and functional features to HDL, high-
lighted by the increased HDL particle stability, resistance to the HDL remodeling machinery,
and altered cardiovascular protective activities [15–24]. Although clinical and intervention
studies in mouse models of HF have established an association of HDL-C, HDL-apoA-I,
and HDL-p with disease severity and outcome in CHF and AHF [25–31], the role and
prognostic value of the subset of HDL particles containing apoA-II (HDL-apoA-II) in CHF
and AHF remain unexplored. Therefore, in this study, we determined the serum levels
and examined the prognostic utility of HDL-apoA-II in AHF patients, in comparison with
HDL-apoA-I and HDL-p, the previously established prognostic biomarkers in AHF and
CHF [28,30,31].

Here, we show that the reduced circulating HDL-apoA-II serum levels are associated
with increased 1-year mortality in AHF patients, suggesting that HDL-apoA-II might be of
prognostic value in AHF.

2. Materials and Methods
2.1. Study Design and Patients

This AHF-2 study was a prospective, observational, single-center research study that
included consecutive adult Caucasian patients who were hospitalized due to AHF. The
diagnosis and standard treatment of AHF were based on the definition and guidelines
given by the European Society of Cardiology [2].

Exclusion criteria were less than 18 years of age, concomitant acute or chronic in-
flammatory disease, exacerbated chronic pulmonary disease, severe renal failure (serum
creatinine ≥ 400 µmol/L), active malignant disease, pregnancy, and refusal to participate.

Out of 646 AHF patients admitted to the Sisters of Charity University Hospital Centre,
Zagreb, Croatia, between March 2018 and February 2021, 325 were eligible for the study.
Of these, 10 patients were unwilling to participate (Scheme 1).

Written informed consent was obtained from each enrolled patient in compliance with
Good Clinical Practice, and the investigation conforms with the principles outlined in the
Declaration of Helsinki [32]. The study was approved by the local Ethics Committee of
the Sisters of Charity University Hospital Centre, Zagreb, Croatia (EP 2258/18-10) and the
Medical University of Graz, Austria (EK 33-258 ex 20/21).

Patients’ demographic characteristics and chronic diseases (hypertension, diabetes
mellitus type 1 and 2 (T1DM, T2DM), coronary artery disease (CAD), cardiomyopathy
(CMP), atrial fibrillation (AF), chronic kidney disease (CKD), chronic obstructive pul-
monary disease (COPD), and metabolic syndrome (MetS)) were recorded. Diagnoses of
hypertension, diabetes mellitus, and metabolic syndrome were based on the respective
guidelines [33–35]. Data about the onset of AHF symptoms and their evolution were given
by the patients.
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Scheme 1. Study flowchart.

Detailed physical exam (vital signs, body weight, and height) with the assessment of
possible signs and symptoms of pulmonary (dyspnea, orthopnea, lung rales, or crackles)
or peripheral venous congestion (peripheral edema, enlarged liver, ascites, jugular vein
distension) were performed at the time of admission to the hospital. Body mass index
(BMI) was calculated as (body weight in kg)/(body height in m)2, body surface area (BSA)
as 0.20247 × (body height in m)0.725 × (body weight in kg)0.425, and mean arterial pressure
(MAP) as (systolic + 2 × diastolic blood pressure)/3.

A standard comprehensive transthoracic echocardiographic exam following the cur-
rent American Society of Echocardiography guidelines [36] was performed within the first
24 h of hospitalization. Left ventricular ejection fraction (LVEF) was used to categorize
patients as HF with preserved (HFpEF, ≥50%), mildly reduced (HFmrEF, 41–49%), or
reduced ejection fraction (HFrEF, ≤40%).

Patients were categorized into different groups or classifications according to their
history of the onset, intensity, and duration of the present clinical signs and symptoms of
AHF, as well as according to the revealed triggering event for the index AHF episode, (new-
onset AHF vs. AHF following CHF; The New York Heart Association (NYHA) functional
class; type of AHF presentation).

Participants were followed up every three months for one year after the index hos-
pitalization for AHF. The primary end-point was all-cause mortality after one year. The
patients’ vital status was obtained via direct telephone contact, from the available clinical
records, or from the registries of the Croatian Health System.

2.2. Laboratory Procedures

Venous blood was obtained from the AHF patients on admission to the hospital. The
fasting status of patients at admission was unknown. The blood was collected in 6 mL tubes
with a VACUETTE® Z Serum Clot Activator (Greiner Bio-one GmbH, Kremsmuenster,
Austria). The tubes were incubated for 30 min at room temperature and subsequently cen-
trifuged at 1800× g for 10 min at 4 ◦C. Routine laboratory analyses including serum glucose,
total protein, albumin, bilirubin, creatinine, urea, sodium, potassium, chloride, alanine
aminotransferase (ALT), aspartate aminotransferase (AST), lactate dehydrogenase (LDH),
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and creatine kinase (CK) were measured using ARCHITECT c8000, Abbott 2013 (Chicago,
IL, USA). High-sensitivity troponin I (hsTnI) was measured using ARCHITECT i2000SR,
Abbott 2013 (Chicago, IL, USA). C-reactive protein (CRP), total cholesterol, high-density
lipoprotein cholesterol (HDL-C), and triglycerides were measured by using the Cobas c
system (Roche Diagnostics, Hitachi, Tokyo, Japan) and low-density lipoprotein choles-
terol (LDL-C) was calculated using Friedewald’s formula [37]. Interleukin-6 (IL-6) and
N-terminal pro-brain natriuretic peptide (NT-proBNP) were quantified via electrochemilu-
minescence immunoassay using the Cobas e801 system (Roche Diagnostics, Hitachi, Tokyo,
Japan). Glomerular filtration rate (eGFR) was calculated according to Levey et al. [38].

Blood cell counts and hemoglobin were measured in full blood supplemented with
K3EDTA with an Automated Hematology Analyzer (XN-1000), Sysmex Corporation (Kobe,
Japan), and UniCel DxH 900 Coulter Cellular Analysis System, Beckman Coulter (Brea,
CA, USA).

Blood collected into VACUETTE tubes containing 3.2% sodium citrate was used for
fibrinogen quantification as well as for determination of international normalized ratio
(INR), which was calculated based on prothrombin time determined with the BCS XP
System, Siemens, (Marburg, Germany).

For acid–base status, arterial blood was collected with RapidLyte syringes contain-
ing electrolyte-balanced heparin (23 IU). The partial pressure of carbon dioxide (pCO2),
bicarbonate (HCO3

−), partial pressure of oxygen (pO2), and oxygen saturation (sO2) were
measured with the RAPID Point Blood Gas System, Siemens 2013, and an ABL800 FLEX
Blood gas Analyzer, Radiometer 2020.

2.3. Lipoprotein Profiling via Nuclear Magnetic Resonance (NMR) Spectroscopy

Serum levels of total HDL-apoA-II and HDL-apoA-I, as well as of their size/density
subfractions (HDL1: 1.063–1.100 kg/L; HDL2: 1.100–1.112 kg/L; HDL3: 1.112–1.125 kg/L;
HDL4: 1.125–1.210 kg/L), were determined on a Bruker 600 MHz Avance Neo NMR
spectrometer using the Bruker IVDr lipoprotein subclass analysis protocol, as described
in [39]. The AXINON® lipoFIT®-S100 test system (Numares Health, Regensburg, Germany)
was used for the measurements of serum levels of the total, large, and small HDL-p (HDL-p,
LHDL-p, and SHDL-p), as previously described [31].

2.4. Statistics

Metric parameters are summarized as mean and standard deviation (SD) or median
and minimum to maximum, whereas absolute and relative frequencies were used to
describe categorical parameters. Differences in patients who survived and those who
died within 1 year as well as between groups defined by various clinical characteristics
were tested with a t-test, Mann–Whitney U test, or Fisher’s exact test. Univariable and
multivariable Cox regression analyses were used to examine the association between
HDL parameters and 1-year mortality. In the multivariable analyses, we adjusted for age,
sex, BMI, MAP, eGFR, blood urea nitrogen (BUN), CRP, NT-proBNP, hemoglobin, ALT,
albumin, and total cholesterol. Results are presented as hazard ratio (HR) and the respective
95% confidence interval (CI) per 1 SD increase. We performed Kaplan–Meier survival
analysis for the tertiles of the HDL parameters significantly associated with mortality in
the multivariable analysis and compared them with the log-rank test. Receiver operating
characteristic curve analysis was performed to assess the prognostic ability of the HDL
parameters. The Spearman correlation coefficient was used to assess correlations between
HDL parameters and various clinical and laboratory parameters. Results are presented
in a heatmap. A p-value < 0.05 was considered significant. R version 4.1.0 was used for
these analyses.
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3. Results
3.1. Clinical Characteristics and Medication

This study comprised 315 hospitalized AHF patients with a mean (±standard de-
viation) patient age of 74.2 ± 10.5 years, 136 (43.2%) of whom were female. Arterial
hypertension and previously known CMP were the most frequent comorbidities (93.3%
and 91.4%, respectively), followed by MetS (68.9%), AF (54.0%), chronic CAD (49.5%), CKD
(45.4%), and T2DM (41.9%). At the time of admission to the hospital, 298 (94.6%) presented
as NYHA 4 functional class, with a median (range) symptom duration of 5 (1–5) days
before hospitalization. Almost half of the patients (47.2%) had reduced left ventricular
ejection fraction. In total, 118 patients (37.5%) died within 1 year after the index episode
of AHF. Compared with those who were alive at the 1-year follow-up, deceased patients
were significantly older, more frequently suffered from chronic CMP and CKD, and had
higher chronic use of furosemide. Long-term use of acetylsalicylic acid was more frequent
among the deceased, suggesting a higher prevalence of cerebrovascular and peripheral
arterial disease in that patient group. At the time of hospital admission, the deceased
patients had a significantly lower MAP and heart rate, more pronounced signs of right
ventricular failure, and a longer delay between symptom onset and presentation to the
hospital. There was no significant difference in LVEF between those who survived or died
within 1 year after the index episode of AHF, but the deceased patients had a significantly
higher systolic pulmonary artery pressure (SPAP) and significantly increased interventricu-
lar septum thickness and left ventricular posterior wall thickness at the time of admission
to the hospital (Table 1 and Table S1).

Table 1. Baseline characteristics of AHF patients.

Alive
(n = 197)

Deceased
(n = 118)

All
(n = 315) p-Value

Demographics

Age (years) 72.5 (10.4) 77.0 (10.1) 74.2 (10.5) <0.001
Sex, Female 85 (43.1%) 51 (43.2%) 136 (43.2%) 1.000

Comorbidities

Hypertension 186 (94.4%) 108 (91.5%) 294 (93.3%) 0.355
T1DM 2 (1.0%) 2 (1.7%) 4 (1.3%) 0.632
T2DM 76 (38.6%) 56 (47.5%) 132 (41.9%) 0.127
CAD 100 (50.8%) 56 (47.5%) 156 (49.5%) 0.642
CMP 173 (87.8%) 115 (97.5%) 288 (91.4%) 0.003
AF 98 (49.7%) 72 (61.0%) 170 (54.0%) 0.062
CKD 72 (36.5%) 71 (60.2%) 143 (45.4%) <0.001
COPD 45 (22.8%) 39 (33.1%) 84 (26.7%) 0.050
MetS 130 (66.0%) 87 (73.7%) 217 (68.9%) 0.168

AHF type 0.003

New onset AHF 24 (12.2%) 3 (2.5)% 27 (8.6%)
AHF following CHF 173 (87.8%) 115 (97.5%) 288 (91.4%)

Physical examination at admission

BMI (kg/m2) 27.4 (17.0–46.7) 29.1 (18.4–65.3) 28.0 (17.0–65.3) 0.067
MAP (mmHg) 108.1 (24.2) 96.0 (19.5) 103.6 (23.3) <0.001
Heart rate (beats/min) 103.8 (25.8) 95.3 (27.5) 100.6 (26.7) 0.006
Respiratory rate (breaths/min) 29.3 (6.9) 28.8 (6.0) 29.1 (6.5) 0.474
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Table 1. Cont.

Alive
(n = 197)

Deceased
(n = 118)

All
(n = 315) p-Value

Signs and symptoms

Symptom duration (days) 5.0 (1.0–5.0) 5.0 (1.0–5.0) 5.0 (1.0–5.0) 0.022
Rales or crackles 193 (98.0%) 118 (100.0%) 311 (98.7%) 0.301
Dyspnoea 196 (99.5%) 118 (100%) 314 (99.7%) 1.000
Orthopnoea 184 (93.4%) 115 (97.5%) 299 (94.9%) 0.183
JVD 97 (49.2%) 77 (65.3%) 174 (55.2%) 0.007
Enlarged liver 95 (48.2%) 81 (68.6%) 176 (55.9%) <0.001
Peripheral edema 114 (57.9%) 90 (76.3%) 204 (64.8%) <0.001
Ascites 20 (10.2%) 29 (24.6%) 49 (15.6%) 0.001

NYHA class 0.305

3 13 (6.6%) 4 (3.4%) 17 (5.4%)
4 184 (93.4%) 114 (96.6%) 298 (94.6%)

AHF presentation 0.030

Worsening of CHF 118 (59.9%) 90 (76.3%) 208 (66.0%)
Hypertensive AHF 27 (13.7%) 7 (5.9%) 34 (10.8%)
Isolated right-sided HF 3 (1.5%) 0 (0.0%) 3 (1.0%)
ACS and AHF 30 (15.2%) 13 (11.0%) 43 (13.7%)
Pulmonary edema 15 (7.6%) 8 (6.8%) 23 (7.3%)
Cardiogenic shock 4 (2.0%) 0 (0.0%) 4 (1.3%)

AHF class 0.575

HFrEF, EF < 40% 88 (44.9%) 55 (51.4%) 143 (47.2%)
HFmrEF, EF 41–49% 55 (28.1%) 26 (24.3%) 81 (26.7%)
HFpEF, EF ≥ 50% 53 (27.3) 26 (24.3%) 79 (26.1%)

Echocardiography

LVEDd/BSA (mm/m2) 29.1 (4.9) 28.5 (5.2) 28.8 (5.0) 0.346
IVS (mm) 12.7 (2.1) 13.3 (2.4) 12.9 (2.2) 0.038
PW (mm) 12.5 (1.9) 13.1 (1.8) 12.7 (1.9) 0.016
LVEF (%) 40.1 (11.9) 39.1 (12.6) 39.8 (12.1) 0.455
SPAP (mmHg) 47.0 (30.0–90.0) 50.0 (30.0–102.0) 50.0 (30.0–102.0) 0.005

Data are presented as n (%), mean and standard deviation, or as median and minimum to maximum. Differences
between AHF patients who survived and those who died within 1 year after study inclusion were tested with the
t or Mann–Whitney U test or Fisher’s exact test. p-values < 0.05 are considered significant and are depicted in
bold. ACS, acute coronary syndrome; AF, atrial fibrillation; AHF, acute heart failure; BMI, body mass index; CAD,
coronary artery disease; CHF, chronic heart failure; CKD, chronic kidney disease; CMP, cardiomyopathy; COPD,
chronic obstructive pulmonary disease; HFrEF, heart failure with reduced ejection fraction; HFmrEF, heart failure
with mildly reduced ejection fraction; HFpEF, heart failure with preserved ejection fraction; IVS, interventricular
septum thickness; JVD, jugular vein distension; LVEDd, left ventricular end-diastolic diameter; LVEF, left
ventricular ejection fraction; PW, left ventricular posterior wall thickness; MAP, mean arterial pressure; MetS,
metabolic syndrome; NYHA, New York Heart Association Functional Classification; SPAP, systolic pulmonary
artery pressure; T1DM, diabetes mellitus Type 1; T2DM, diabetes mellitus Type 2.

3.2. Laboratory Parameters

Baseline serum levels of albumin, total cholesterol, LDL-C, HDL-C, sodium, chloride,
erythrocytes, ALT, and hemoglobin, as well as eGFR, were significantly lower, whereas
BUN, creatinine, NT-proBNP, and CRP were significantly higher in patients who died than
in those who were alive within 1 year after hospitalization for AHF (Table 2). There was
no significant difference between the groups regarding AST, CK, LDH, potassium, hsTnI,
IL-6, triglycerides, and INR, as well as glucose, protein, bilirubin, leukocytes, platelets,
fibrinogen, pH, pO2, sO2, pCO2, and HCO3

− (Table 2 and Table S2).
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Table 2. Laboratory data of AHF patients upon hospital admission.

Alive
(n = 197)

Deceased
(n = 118)

All
(n = 315) p-Value

Albumin (g/L) 38.2 (19.7–48.9) 36.7 (21.8–56.5) 37.8 (19.7–56.5) 0.017

AST (U/L) 28.0 (10.0–1720.0) 27.0 (6.0–1080.0) 28.0 (6.0–1720.0) 0.427

ALT (U/L) 25.0 (7.0–1082.0) 21.0 (6.0–1168.0) 25.0 (6.0–1168.0) 0.031

CK (U/L) 105.0 (13.0–8135.0) 78.0 (20.0–2414.0) 93.0 (13.0–8135.0) 0.198

LDH (U/L) 252.0 (119.0–3401.0) 283.0 (111.0–2753.0) 265.0 (111.0–3401.0) 0.148

BUN (mmol/L) 8.3 (3.0–34.7) 12.3 (3.1–32.2) 9.6 (3.0–34.7) <0.001

Creatinine (µmol/L) 107.0 (58.0–303.0) 131.5 (59.0–366.0) 117.0 (58.0–366.0) <0.001

eGFR (mL/min/1.73 m2) 54.0 (12.1–103.5) 38.4 (10.8–98.5) 46.6 (10.8–103.5) <0.001

Sodium (mmol/L) 140.0 (112.0–147.0) 138.0 (122.0–148.0) 140.0 (112.0–148.0) <0.001

Potassium (mmol/L) 4.5 (3.2–6.3) 4.5 (3.1–7.1) 4.5 (3.1–7.1) 0.091

Chloride (mmol/L) 104.0 (78.0–115.0) 100.0 (82.0–112.0) 103.0 (78.0–115.0) <0.001

hsTnI (ng/L) 39.0 (10.0–50,000.0) 61.0 (10.0–32,364.0) 46.0 (10.0–50,000.0) 0.898

NT-proBNP (pg/mL) 5350.0 (263.0–70,000.0) 10,733.0 (226.0–70,000.0) 6692.0 (226.0–70,000.0) <0.001

CRP (mg/L) 10.3 (0.6–246.5) 24.9 (0.7–240.0) 12.2 (0.6–246.5) <0.001

IL-6 (pg/mL) 22.1 (2.4–1848.0) 40.6 (3.4–2800.0) 25.1 (2.4–2800.0) 0.136

TC (mmol/L) 3.8 (1.8–9.6) 3.3 (1.6–8.0) 3.5 (1.6–9.6) <0.001

HDL-C (mmol/L) 1.1 (0.4–3.0) 1.1 (0.2–2.5) 1.1 (0.2–3.0) 0.025

LDL-C (mmol/L) 2.0 (0.5–7.9) 1.7 (0.6–5.9) 1.9 (0.5–7.9) <0.001

Triglycerides (mmol/L) 1.3 (0.6–8.9) 1.3 (0.6–2.1) 1.3 (0.6–8.9) 0.064

Erythrocytes (×1012/L) 4.7 (3.3–6.3) 4.4 (2.7–6.4) 4.6 (2.7–6.4) <0.001

Hemoglobin (g/L) 138.0 (93.0–185.0) 126.0 (54.0–170.0) 134.0 (54.0–185.0) <0.001

INR 1.2 (0.8–5.3) 1.3 (0.8–6.1) 1.2 (0.8–6.1) 0.077

Data are presented as median and minimum to maximum. Differences between AHF patients who were alive and
those who died within 1 year after study inclusion were tested with the Mann–Whitney U test. p-values < 0.05 are
considered significant and are depicted in bold. ALT, alanine aminotransferase; AST, aspartate aminotransferase;
BUN, blood urea nitrogen; CK, creatine kinase; CRP, C-reactive protein; eGFR, estimated glomerular filtration
rate; hsTnI, high-sensitivity troponin I; HDL-C, high-density lipoprotein cholesterol; IL-6, interleukin-6; INR,
international normalized ratio; LDH, lactate dehydrogenase; LDL-C, low-density lipoprotein cholesterol; NT-
proBNP, N-terminal pro-brain natriuretic peptide; TC, total cholesterol.

3.3. Association between HDL Parameters and 1-Year Mortality in AHF Patients

Serum levels of total HDL-apoA-II and HDL-apoA-I, and subfractions thereof, as well
as of HDL-p, LHDL-p, and SHDL-p are shown in Table S3. In the univariable Cox regression
analyses, decreased serum levels of HDL-apoA-II (and its subfractions HDL2-apoA-II,
HDL3-apoA-II, and HDL4-apoA-II) and HDL-apoA-I (and its subfractions HDL2-apoA-I,
HDL3-apoA-I, and HDL4-apoA-I), as well as of HDL-p and SHDL-p were significantly
associated with increased 1-year mortality in AHF patients (Table 3). However, only the
association between HDL-apoA-II, HDL2-apoA-II, and HDL3-apoA-II remained significant
after adjustment for age, sex, and the clinical and laboratory parameters significantly
associated with 1-year mortality in the univariable analyses (Table 3 and Table S4).

Kaplan–Meier survival plots comparing tertiles of HDL-apoA-II, HDL2-apoA-II, and
HDL3-apoA-II are shown in Figure 1. The differences between the tertiles were significant
for the three tested HDL parameters; the patients within the highest tertile (T3) had the
best survival, and those in the lowest tertile (T1) had the worst.
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Table 3. Cox regression analyses of HDL parameters as predictors of 1-year mortality in AHF patients.

Univariable Adjusted *

SD HR (95% CI)
per 1 SD p-Value Events/n HR (95% CI)

per 1 SD p-Value Events/n

HDL-apoA-II 6.2 0.50 (0.41–0.62) <0.001 117/314 0.67 (0.47–0.94) 0.020 111/302
HDL1-apoA-II 1.5 1.05 (0.89–1.25) 0.559 117/314 1.06 (0.85–1.32) 0.600 111/302
HDL2-apoA-II 0.9 0.73 (0.60–0.89) 0.002 117/314 0.72 (0.54–0.95) 0.019 111/302
HDL3-apoA-II 1.6 0.51 (0.40–0.63) <0.001 117/314 0.59 (0.43–0.80) <0.001 111/302
HDL4-apoA-II 5.0 0.51 (0.42–0.63) <0.001 117/314 0.81 (0.60–1.10) 0.185 111/302

HDL-apoA-I 29.4 0.66 (0.54–0.80) <0.001 117/314 1.00 (0.76–1.33) 0.980 111/302
HDL1-apoA-I 16.4 1.12 (0.95–1.32) 0.172 117/314 1.13 (0.92–1.39) 0.241 111/302
HDL2-apoA-I 4.6 0.77 (0.63–0.94) 0.011 117/314 0.98 (0.77–1.24) 0.839 111/302
HDL3-apoA-I 6.1 0.56 (0.46–0.69) <0.001 117/314 0.79 (0.60–1.04) 0.096 111/302
HDL4-apoA-I 16.5 0.53 (0.43–0.65) <0.001 117/314 0.92 (0.67–1.28) 0.632 111/302

HDL-p 8.3 0.53 (0.43–0.65) <0.001 118/314 0.77 (0.55–1.07) 0.114 112/302
LHDL-p 3.3 0.98 (0.81–1.19) 0.836 100/268 1.17 (0.94–1.46) 0.150 97/262
SHDL-p 7.4 0.56 (0.44–0.70) <0.001 101/290 0.85 (0.62–1.18) 0.330 97/280

Parameters significantly associated with 1-year mortality after adjustment as well as significant p-values (<0.05) are
depicted in bold. Total and subfractions of HDL-apoA-II and HDL-apoA-I are given in mg/dL and HDL-p, LHDL-
p, and SHDL-p in µmol/L. * Adjusted for age, sex, BMI, MAP, eGFR, BUN, CRP, NT-proBNP, hemoglobin, ALT,
albumin, and total cholesterol. ALT, alanine aminotransferase; apoA-I, apolipoprotein A-I; apoA-II, apolipoprotein
A-II; BMI, body mass index; BUN, blood urea nitrogen; C, cholesterol; CRP, C-reactive protein; eGFR, estimated
glomerular filtration rate; HDL-p, high-density lipoprotein particle concentration; L, large; MAP, mean arterial
pressure; n, number of observations; NT-proBNP, N-terminal pro-brain natriuretic peptide; p, particle; S, small;
SD, standard deviation.

Figure 1. Risk of 1-year mortality of AHF patients stratified by tertiles of HDL parameters. Kaplan–
Meier survival curves for 1-year mortality of AHF patients comparing tertiles of (A) HDL-apoA-II,
(B) HDL2-apo-AII, and (C) HDL3-apoA-II. The number of patients at risk at each time point is
presented below the graphs. The limits of the tertiles (T) in mg/dL: HDL-apoA-II (T1 = 7.84–21.67,
T2 = 21.67–27.02, T3 = 27.02–49.23); HDL2-apoAII (T1 = 1.30–2.81, T2 = 2.81–3.55, T3 = 3.55–7.70);
HDL3-apoA-II (T1 = 1.15–4.17, T2 = 4.17–5.55, T3 = 5.55–13.55).
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The receiver operating characteristics curve analyses to assess the accuracy of HDL-
apoA-II, HDL2-apoA-II, or HDL3-apoA-II to predict death within 1 year are shown in
Figure 2. The best predictive value with an area under the curve (AUC) of 0.71 was observed
for HDL-apoA-II, followed by HDL3-apoA-II (AUC 0.69) and HDL2-apoA-II (AUC 0.60).

Figure 2. Receiver operating characteristics curves for prediction of death within 1 year of (A) HDL-
apoA-II, (B) HDL2-apoA-II, or (C) HDL3-apoA-II.

3.4. Correlation Analyses of HDL-apoA-II, HDL2-apoA-II, and HDL3-apoA-II with Clinical and
Laboratory Parameters

HDL-apoA-II, HDL2-apoA-II, and HDL3-apoA-II were significantly positively corre-
lated with serum proteins, albumin, and MAP. Both HDL-apoA-II and HDL3-apoA-II were
significantly positively correlated with eGFR and hemoglobin and negatively with BUN,
NT-proBNP, and SPAP. In comparison to HDL-apoA-II, which was significantly positively
correlated with CK and negatively with CRP and IL-6, HDL3-apoA-II was significantly
positively correlated with hsTnI. Neither of the tested parameters was correlated with ALT
or AST (Figure 3).
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Figure 3. Heatmap for correlation analyses between the HDL and laboratory, as well as clinical
parameters. Values presented are the Spearman correlation coefficient. p-values < 0.017 are considered
significant after a Bonferroni correction for multiple testing and significant correlations are depicted
in bold. SPAP was measured in 259 patients; otherwise, the analyses are based on 314 samples.
BUN, blood urea nitrogen; CK, creatine kinase; CRP, C-reactive protein; eGFR, estimated glomerular
filtration rate; hsTnI, high-sensitivity troponin I; MAP, mean arterial pressure; NT-proBNP, N-terminal
pro-brain natriuretic peptide; SPAP, systolic pulmonary artery pressure.

3.5. Differences in HDL-apoA-II, HDL2-apoA-II, and HDL3-apoA-II in Various Groups of
AHF Patients

Serum levels of HDL-apoA-II, HDL2-apoA-II, and HDL3-apoA-II were significantly
lower in patients with sign(s) of venous volume overload (enlarged liver, peripheral edema,
ascites, or jugular venous distension) than in those without, as well as in patients who
developed AHF on the top of CHF compared with those developing new-onset AHF
(Table 4). While both HDL-apoA-II and HDL3-apoA-II were significantly higher in patients
with CAD and significantly lower in patients with AF, the levels of HDL-apoA-II were also
significantly lower in patients with MetS than those without these comorbidities (Table 4).
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Table 4. Serum levels of HDL parameters in various groups of AHF patients.

HDL-apoA-II
(mg/dL)

HDL2-apoA-II
(mg/dL)

HDL3-apoA-II
(mg/dL)

CAD
no (n = 158) 23.3 (7.8–44.6) 3.2 (1.3–6.4) 4.5 (1.2–9.8)

yes (n = 156) 25.2 (11.5–49.2) 3.2 (1.5–7.7) 5.2 (2.0–13.6)

p = 0.005 p = 0.625 p = 0.002

MetS no (n = 98) 25.9 (12.6–40.8) 3.4 (1.8–6.4) 5.1 (1.2–8.8)

yes (n = 216) 23.6 (7.8–49.2) 3.1 (1.3–7.7) 4.8 (1.2–13.6)

p < 0.001 p = 0.054 p = 0.450

AF
no (n = (144) 26.3 (11.5–49.2) 3.3 (1.3–7.0) 5.4 (1.2–11.8)

yes (n = 170) 22.3 (7.8–44.0) 3.0 (1.3–7.7) 4.4 (1.2–13.6)

p < 0.001 p = 0.100 p < 0.001

Venous overload *
no (n = 66) 28.2 (17.2–49.2) 3.4 (1.6–7.7) 5.6 (2.9–13.6)

yes (n = 248) 23.3 (7.8–40.8) 3.1 (1.3–6.4) 4.5 (1.2–9.5)

p < 0.001 p = 0.005 p < 0.001

AHF type
New onset AHF (n = 27) 29.7 (16.2–44.6) 3.5 (2.4–5.1) 6.2 (2.9–9.8)

AHF following CHF (n = 287) 23.7 (7.8–49.2) 3.1 (1.3–7.7) 4.7 (1.2–13.6)

p < 0.001 p = 0.016 p < 0.001

Data are presented as median and minimum to maximum. Differences between the groups were tested with
the Mann–Whitney U test. p-values < 0.017 are considered significant after a Bonferroni correction for multiple
testing and are depicted in bold. AF, atrial fibrillation; AHF, acute heart failure; apoA-II, apolipoprotein A-II;
CAD, coronary artery disease; CHF, chronic heart failure; HDL, high-density lipoprotein; HDL-p, HDL particle
concentration; MetS, metabolic syndrome; S, small. * Any of the following: enlarged liver, peripheral edema,
ascites, or jugular venous distension.

4. Discussion

Despite established multivariable predictive models comprising patients’ characteris-
tics, clinical signs, and serum biomarkers, the estimation of risk in AHF is difficult, and
it is associated with poor patient outcomes [40,41]. Therefore, the identification of new
biomarkers, reflecting different aspects of the complex underlying AHF pathophysiology,
may improve risk assessment and thus help physicians in initiating appropriate therapeutic
interventions and improve the overall management of AHF patients [42]. Previously, we
and others identified the prognostic capacity of HDL-p and SHDL-p in AHF and CHF
patients [28,31].

In the present study, we showed a strong association between HDL-apoA-II and
its small/dense subfractions HDL2-apoA-II and HDL3-apoA-II with 1-year mortality in
AHF patients (Table 3). These associations were not significantly affected by medication
(Table S5). A significant negative association between the HDL-apoA-II/HDL-apoA-I ratio
and 1-year mortality in uni- and multivariable Cox regression (univariable HR 0.72 per
1 SD increase, 95% CI 0.59–0.87, p < 0.001; multivariable HR 0.80 per 1 SD increase, 95%
CI 0.64–1.00, p = 0.046, adjusted for the variables used in Table 3), suggests that this
parameter might also be of prognostic value in AHF. The associations of HDL-p, SHDL-p,
and HDL-apoA-I with 1-year mortality were weaker and only significant in a multivariable
Cox regression model, which was adjusted for fewer covariables than presented here,
similar to our previous study in which we evaluated the prognostic capacity of HDL-p [31]
(Table S6). The significant inverse association between HDL-apoA-I and 1-year mortality
observed in the present study (Table S6) is consistent with a previously observed association
between low serum- and HDL-apoA-I levels and increased mortality in CHF and AHF
patients [29,30,43]. Notably, in these studies, the multivariable models were similar to our
minimally adjusted model presented in Table S6. In such a minimally adjusted model,
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HDL-C was neither associated with 1-year mortality in the present (HR 1.05 per 1 SD
increase, 95% CI 0.82–1.33, p = 0.718) nor with 3-month mortality in our previous study [31].

A recent study reported a positive association between HDL particle size, as well as
HDL cholesterol content (calculated as HDL-C/HDL-p ratio), and cardiovascular death
in CHF patients [44]. In the present study, univariable Cox regression analysis revealed
a significant positive association of the HDL-C/HDL-apoA-II ratio (HR 1.37 per 1 SD
increase, 95% CI 1.15–1.62, p < 0.001), but not the HDL-C/apoA-I ratio (HR 1.16 per 1 SD
increase, 95% CI 0.96–1.41, p = 0.134), with 1-year mortality. The association between the
HDL-C/HDL-apoA-II ratio and 1-year mortality remained significant in our fully adjusted
model (HR 1.30 per 1 SD increase, 95% CI 1.07–1.59, p = 0.008), suggesting a prognostic
value of the cholesterol load of HDL particles containing apoA-II (but not HDL particles
containing only apoA-I) in AHF patients.

HDL-apoA-II, as determined via NMR spectroscopy, represents two subpopulations
of HDL particles—namely, a subpopulation containing both apoA-I and apoA-II, as well as
a minor HDL subpopulation containing only apoA-II. HDL-apoA-I represents the HDL
subpopulation containing both apoA-I and apoA-II, as well as a subpopulation containing
only apoA-I [10,12,14]. Accordingly, the prognostic value of HDL-apoA-I reflects the
composite contribution of the whole spectrum of HDL particles, with exception of a minor
subpopulation containing only apoA-II. Considering this, the weaker prognostic value
observed in the present study in terms of HDL-apoA-I, compared with the prognostic value
of HDL-apoA-II, might reflect the lack of contribution of a minor subpopulation of HDL
containing only apoA-II, or the weakening effect of the subset of HDL particles containing
only apoA-I. Since the determination of the serum levels of the subset of HDL particles
containing only apoA-II or only apoA-I requires physical separation of the particles, which
is beyond the scope of the study, the prognostic value of these subsets of HDL particles
could not be evaluated.

We observed a positive correlation between HDL-apoA-II and the biomarkers for the
biosynthetic activity of the liver and renal function, both of which are impaired in HF due to
hypoperfusion and/or congestion [4,45]. Furthermore, we observed a positive correlation
with CK, whose decreased serum levels reflect catabolic dominance and muscle wasting,
the typical signs of advanced HF [46], as well as a negative correlation with NT-proBNP, an
established marker of heart failure and left ventricular dysfunction [47]. This indicates a
profound sensitivity of HDL-apoA-II to the AHF pathophysiology, with a markedly more
profound sensitivity of HDL3-apoA-II, compared with HDL2-apoA-II. Consistently, serum
levels of HDL-apoA-II and HDL3-apoA-II were lower in more severe AHF cases, such as
those with venous congestion, MetS, or AF, than those without, as well as in the patients
who developed AHF on top of CHF, compared with the new-onset AHF cases [48]. Despite
the profound association of HDL-apoA-I, HDL-p, and SHDL-p with markers of AHF
severity (Table S7), HDL-apoA-II and its subfractions 2 and 3 seem to be superior sensors
of the underlying AHF pathophysiology, manifested in a strong association between these
parameters and 1-year mortality in AHF patients.

It is well-established that functional, healthy HDL exerts numerous protective ef-
fects on the cardiovascular system. These include cholesterol efflux from the blood vessel
wall macrophages, antioxidant and anti-inflammatory activities in blood vessels and my-
ocardium, nitric oxide (NO) induction, and the maintenance of a normal endothelial func-
tion in systemic and cardiac circulation (reviewed in [49]). Furthermore, HDL attenuates
cardiomyocyte hypertrophy and myocardial fibrosis and improves signs and symptoms of
HF in mouse models of HF [25,27,50]. Contrary to cell culture experiments, which provide
unequivocal evidence of the diminishing effect of apoA-II on the capacity of HDL to induce
endothelial NO production [20,51], studies in transgenic models generated contradictory
results regarding the impact of apoA-II on HDL function. While overexpression of human
apoA-II in mice increased atherosclerosis susceptibility [52] and converted HDL to proin-
flammatory particles with a diminished antioxidant capacity [23,24], overexpression of
human apoA-II in rabbits reduced aortic and coronary atherosclerosis, accompanied by



Biomedicines 2022, 10, 1668 13 of 16

an increased cholesterol efflux and antioxidant activities of HDL [53]. In the present study,
significantly higher serum levels of HDL-apoA-II and HDL3-apoA-II (as well as SHDL-p)
(Table 4 and Table S8) were observed in AHF patients with CAD than in those without,
suggesting a pro-atherogenic activity of these subsets of HDL particles. Previous studies,
however, found an inverse association between plasma levels of HDL containing both
apoA-I and apoA-II and coronary heart disease [54,55]. The positive association between
HDL-apo-AII (as well as SHDL-p) and CAD in the present study might be due to a dysregu-
lation of HDL metabolism by the complex underlying AHF pathophysiology. The observed
negative correlation between HDL-apoA-II (but not of its subfractions HDL2-apoA-II and
HDL3-apoA-II) and inflammatory markers (CRP and IL-6) in the present study might
reflect the diminishing effect of inflammation-driven reduction in HDL-apoA-II availability,
thus contrasting the previously established positive association between plasma levels of
HDL particles containing apoA-II and inflammatory response in patients with ST-elevation
myocardial infarction [21]. Despite the already accumulated knowledge on the functionality
of HDL containing apoA-II, intervention experiments in the rodent models of HF, such as
treatment of animals with apoA-II enriched reconstituted HDL or apoA-II overexpression,
are required to gain mechanistic insights into whether and how HDL-apoA-II affects HF
pathophysiology, the function of the failing heart, and HF mortality.

The major strengths of the study include well-defined patients, uniformly collected,
stored, and analyzed serum samples, as well as comprehensive HDL profiling by using
two complementary NMR spectroscopy methods. There are, however, several limitations
to the present study: Due to its design, we could not examine causality for the relationship
between HDL-apoA-II (and other tested HDL parameters) and clinical and laboratory
parameters. Accordingly, the mechanistic relationship between HDL-apoA-II and the
underlying pathophysiological processes could not be addressed. Furthermore, we could
not determine the prognostic value of HDL particles containing only apoA-II, only apoA-I,
or both apoA-I and apoA-II, since this requires physical separation of the particles and will,
therefore, be examined in the future. Additionally, since we determined HDL parameters
only on hospital admission, the impact of therapeutic intervention as well as any possible
temporal development could not be examined. Considering the rather moderate number
of available samples (n = 315), our results still need to be confirmed in larger AHF cohorts.

5. Conclusions

Based on our results, we conclude that low baseline serum levels of HDL-apoA-II,
HDL2-apoA-II, and HDL3-apoA-II are associated with increased 1-year mortality in AHF
patients and might, therefore, be of prognostic value in AHF.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/biomedicines10071668/s1, Table S1: Chronic medication of AHF
patients prior to index AHF hospitalization, Table S2: Laboratory data of AHF patients upon hospital
admission, Table S3: Serum levels of HDL parameters quantified by NMR spectroscopy, Table S4:
Univariable Cox regression analyses of various clinical and laboratory parameters as predictors of
1-year mortality in AHF patients, Table S5: Impact of chronic medication on Cox regression analyses
of HDL parameters as predictors of 1-year mortality in AHF patients, Table S6: Multivariable Cox
regression analyses of HDL parameters as predictors of 1-year mortality in AHF patients, Table S7:
Correlation analyses of HDL parameters with laboratory and clinical parameters, Table S8: Serum
levels of HDL parameters in various groups of AHF patients.

Author Contributions: Conceptualization, V.D. and S.F.; data curation, G.P., A.B., T.M. and S.F.;
formal analysis, G.P. and A.B.; funding acquisition, T.M. and S.F.; investigation, I.K., I.P., E.F.-P. and
H.H.; methodology, H.H. and T.M.; project administration, S.F.; resources, I.K., V.D., I.P., M.T., G.P.,
E.F.-P., T.M. and S.F.; software, M.T. and A.B.; supervision, V.D. and S.F.; validation, I.K. and S.F.;
visualization, G.P. and S.F.; writing—original draft preparation, S.F.; writing—review and editing,
I.K., V.D., I.P., M.T., G.P., A.B., E.F.-P., H.H., T.M. and S.F. All authors have read and agreed to the
published version of the manuscript.

https://www.mdpi.com/article/10.3390/biomedicines10071668/s1
https://www.mdpi.com/article/10.3390/biomedicines10071668/s1


Biomedicines 2022, 10, 1668 14 of 16

Funding: This research was funded by the Austrian Science Fund (FWF) (P27166-B23 to SF). T.M. was
supported by Austrian Science Fund (FWF) grants P28854, I3792, DOC-130, and DK-MCD W1226;
Austrian Research Promotion Agency (FFG) grants 864690 and 870454; the Integrative Metabolism
Research Center Graz; the Austrian Infrastructure Program 2016/2017; the Styrian Government
(Zukunftsfonds, doc.fund program); the City of Graz; and BioTechMed-Graz (flagship project).

Institutional Review Board Statement: This study was conducted in accordance with the Declaration
of Helsinki, and approved by the Ethics Committee of the University Hospital Centre Sisters of
Charity (EP 2258/18-10), Zagreb, Croatia, and the Medical University of Graz (33-258 ex 20/212)
Graz, Austria.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Data are available within the article and supplemental material.

Acknowledgments: Open Access Funding by the Austrian Science Fund (FWF). We thank Margarete
Lechleitner for her expert technical assistance.

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

References
1. Roger, V.L.; Weston, S.A.; Redfield, M.M.; Hellermann-Homan, J.P.; Killian, J.; Yawn, B.P.; Jacobsen, S.J. Trends in heart failure

incidence and survival in a community-based population. JAMA 2004, 292, 344–350. [CrossRef] [PubMed]
2. Ponikowski, P.; Voors, A.A.; Anker, S.D.; Bueno, H.; Cleland, J.G.F.; Coats, A.J.S.; Falk, V.; Gonzalez-Juanatey, J.R.; Harjola, V.P.;

Jankowska, E.A.; et al. 2016 ESC Guidelines for the Diagnosis and Treatment of Acute and Chronic Heart Failure. Rev. Esp.
Cardiol. 2016, 69, 1167. [PubMed]

3. Wende, A.R.; Brahma, M.K.; McGinnis, G.R.; Young, M.E. Metabolic Origins of Heart Failure. JACC Basic Transl. Sci. 2017, 2, 297–310.
[CrossRef] [PubMed]

4. Mentz, R.J.; O’Connor, C.M. Pathophysiology and clinical evaluation of acute heart failure. Nat. Rev. Cardiol. 2016, 13, 28–35.
[CrossRef]

5. Gnanaraj, J.F.; von Haehling, S.; Anker, S.D.; Raj, D.S.; Radhakrishnan, J. The relevance of congestion in the cardio-renal syndrome.
Kidney Int. 2013, 83, 384–391. [CrossRef]

6. Mullens, W.; Abrahams, Z.; Francis, G.S.; Sokos, G.; Taylor, D.O.; Starling, R.C.; Young, J.B.; Tang, W.H. Importance of venous
congestion for worsening of renal function in advanced decompensated heart failure. J. Am. Coll. Cardiol. 2009, 53, 589–596.
[CrossRef]

7. Hunter, W.G.; Kelly, J.P.; McGarrah, R.W., 3rd; Kraus, W.E.; Shah, S.H. Metabolic Dysfunction in Heart Failure: Diagnostic,
Prognostic, and Pathophysiologic Insights From Metabolomic Profiling. Curr. Heart Fail. Rep. 2016, 13, 119–131. [CrossRef]

8. De Goma, E.M.; Rader, D.J. High-density lipoprotein particle number: A better measure to quantify high-density lipoprotein? J.
Am. Coll. Cardiol. 2012, 60, 517–520. [CrossRef]

9. Kontush, A. HDL particle number and size as predictors of cardiovascular disease. Front. Pharmacol. 2015, 6, 218. [CrossRef]
10. Rosenson, R.S.; Brewer, H.B., Jr.; Chapman, M.J.; Fazio, S.; Hussain, M.M.; Kontush, A.; Krauss, R.M.; Otvos, J.D.; Remaley, A.T.;

Schaefer, E.J. HDL measures, particle heterogeneity, proposed nomenclature, and relation to atherosclerotic cardiovascular events.
Clin. Chem. 2011, 57, 392–410. [CrossRef]

11. Alaupovic, P. Apoliproproteins and lipoproteins. Atherosclerosis 1971, 13, 141–146. [CrossRef]
12. Bekaert, E.D.; Alaupovic, P.; Knight-Gibson, C.; Norum, R.A.; Laux, M.J.; Ayrault-Jarrier, M. Isolation and partial characterization

of lipoprotein A-II (LP-A-II) particles of human plasma. Biochim. Biophys. Acta 1992, 1126, 105–113. [CrossRef]
13. Cheung, M.C.; Albers, J.J. Characterization of lipoprotein particles isolated by immunoaffinity chromatography. Particles

containing A-I and A-II and particles containing A-I but no A-II. J. Biol. Chem. 1984, 259, 12201–12209. [CrossRef]
14. James, R.W.; Hochstrasser, D.; Tissot, J.D.; Funk, M.; Appel, R.; Barja, F.; Pellegrini, C.; Muller, A.F.; Pometta, D. Protein

heterogeneity of lipoprotein particles containing apolipoprotein A-I without apolipoprotein A-II and apolipoprotein A-I with
apolipoprotein A-II isolated from human plasma. J. Lipid Res. 1988, 29, 1557–1571. [CrossRef]

15. Maiga, S.F.; Kalopissis, A.D.; Chabert, M. Apolipoprotein A-II is a key regulatory factor of HDL metabolism as appears from
studies with transgenic animals and clinical outcomes. Biochimie 2014, 96, 56–66. [CrossRef]

16. Gao, X.; Yuan, S.; Jayaraman, S.; Gursky, O. Role of apolipoprotein A-II in the structure and remodeling of human high-density
lipoprotein (HDL): Protein conformational ensemble on HDL. Biochemistry 2012, 51, 4633–4641. [CrossRef]

17. Barbaras, R.; Puchois, P.; Fruchart, J.C.; Ailhaud, G. Cholesterol efflux from cultured adipose cells is mediated by LpAI particles
but not by LpAI:AII particles. Biochem. Biophys. Res. Commun. 1987, 142, 63–69. [CrossRef]

18. De Beer, M.C.; Castellani, L.W.; Cai, L.; Stromberg, A.J.; de Beer, F.C.; van der Westhuyzen, D.R. ApoA-II modulates the association
of HDL with class B scavenger receptors SR-BI and CD36. J. Lipid Res. 2004, 45, 706–715. [CrossRef]

19. Kido, T.; Kurata, H.; Kondo, K.; Itakura, H.; Okazaki, M.; Urata, T.; Yokoyama, S. Bioinformatic Analysis of Plasma Apolipopro-
teins A-I and A-II Revealed Unique Features of A-I/A-II HDL Particles in Human Plasma. Sci. Rep. 2016, 6, 31532. [CrossRef]

http://doi.org/10.1001/jama.292.3.344
http://www.ncbi.nlm.nih.gov/pubmed/15265849
http://www.ncbi.nlm.nih.gov/pubmed/27894487
http://doi.org/10.1016/j.jacbts.2016.11.009
http://www.ncbi.nlm.nih.gov/pubmed/28944310
http://doi.org/10.1038/nrcardio.2015.134
http://doi.org/10.1038/ki.2012.406
http://doi.org/10.1016/j.jacc.2008.05.068
http://doi.org/10.1007/s11897-016-0289-5
http://doi.org/10.1016/j.jacc.2012.03.058
http://doi.org/10.3389/fphar.2015.00218
http://doi.org/10.1373/clinchem.2010.155333
http://doi.org/10.1016/0021-9150(71)90018-9
http://doi.org/10.1016/0005-2760(92)90223-I
http://doi.org/10.1016/S0021-9258(20)71339-6
http://doi.org/10.1016/S0022-2275(20)38408-X
http://doi.org/10.1016/j.biochi.2013.08.027
http://doi.org/10.1021/bi300555d
http://doi.org/10.1016/0006-291X(87)90451-7
http://doi.org/10.1194/jlr.M300417-JLR200
http://doi.org/10.1038/srep31532


Biomedicines 2022, 10, 1668 15 of 16

20. Gomaraschi, M.; Ossoli, A.; Castelnuovo, S.; Simonelli, S.; Pavanello, C.; Balzarotti, G.; Arca, M.; Di Costanzo, A.; Sampietro, T.;
Vaudo, G.; et al. Depletion in LpA-I:A-II particles enhances HDL-mediated endothelial protection in familial LCAT deficiency. J.
Lipid Res. 2017, 58, 994–1001. [CrossRef]

21. Gomaraschi, M.; Sinagra, G.; Serdoz, L.V.; Pitzorno, C.; Fonda, M.; Cattin, L.; Calabresi, L.; Franceschini, G. The plasma
concentration of Lpa-I:A-II particles as a predictor of the inflammatory response in patients with ST-elevation myocardial
infarction. Atherosclerosis 2009, 202, 304–311. [CrossRef] [PubMed]

22. Weng, W.; Brandenburg, N.A.; Zhong, S.; Halkias, J.; Wu, L.; Jiang, X.C.; Tall, A.; Breslow, J.L. ApoA-II maintains HDL levels in
part by inhibition of hepatic lipase. Studies In apoA-II and hepatic lipase double knockout mice. J. Lipid Res. 1999, 40, 1064–1070.
[CrossRef]

23. Castellani, L.W.; Navab, M.; van Lenten, B.J.; Hedrick, C.C.; Hama, S.Y.; Goto, A.M.; Fogelman, A.M.; Lusis, A.J. Overexpression
of apolipoprotein AII in transgenic mice converts high density lipoproteins to proinflammatory particles. J. Clin. Investig. 1997,
100, 464–474. [CrossRef] [PubMed]

24. Ribas, V.; Sanchez-Quesada, J.L.; Anton, R.; Camacho, M.; Julve, J.; Escola-Gil, J.C.; Vila, L.; Ordonez-Llanos, J.; Blanco-Vaca,
F. Human apolipoprotein A-II enrichment displaces paraoxonase from HDL and impairs its antioxidant properties: A new
mechanism linking HDL protein composition and antiatherogenic potential. Circ. Res. 2004, 95, 789–797. [CrossRef] [PubMed]

25. Mishra, M.; Muthuramu, I.; Aboumsallem, J.P.; Kempen, H.; de Geest, B. Reconstituted HDL (Milano) Treatment Efficaciously
Reverses Heart Failure with Preserved Ejection Fraction in Mice. Int. J. Mol. Sci. 2018, 19, 3399. [CrossRef]

26. Mishra, M.; Muthuramu, I.; Kempen, H.; de Geest, B. Administration of apo A-I (Milano) nanoparticles reverses pathological remodelling,
cardiac dysfunction, and heart failure in a murine model of HFpEF associated with hypertension. Sci. Rep. 2020, 10, 8382. [CrossRef]

27. Aboumsallem, J.P.; Mishra, M.; Amin, R.; Muthuramu, I.; Kempen, H.; de Geest, B. Successful treatment of established heart
failure in mice with recombinant HDL (Milano). Br. J. Pharmacol. 2018, 175, 4167–4182. [CrossRef]

28. Hunter, W.G.; McGarrah, R.W., 3rd; Kelly, J.P.; Khouri, M.G.; Craig, D.M.; Haynes, C.; Felker, G.M.; Hernandez, A.F.; Velazquez,
E.J.; Kraus, W.E.; et al. High-Density Lipoprotein Particle Subfractions in Heart Failure With Preserved or Reduced Ejection
Fraction. J. Am. Coll. Cardiol. 2019, 73, 177–186. [CrossRef]

29. Iwaoka, M.; Obata, J.E.; Abe, M.; Nakamura, T.; Kitta, Y.; Kodama, Y.; Kawabata, K.; Takano, H.; Fujioka, D.; Saito, Y.; et al.
Association of low serum levels of apolipoprotein A-I with adverse outcomes in patients with nonischemic heart failure. J. Card.
Fail. 2007, 13, 247–253. [CrossRef]

30. Gombos, T.; Forhecz, Z.; Pozsonyi, Z.; Janoskuti, L.; Prohaszka, Z.; Karadi, I. Long-Term Survival and Apolipoprotein A1 Level in
Chronic Heart Failure: Interaction with Tumor Necrosis Factor alpha -308 G/A Polymorphism. J. Card. Fail. 2017, 23, 113–120.
[CrossRef]

31. Potocnjak, I.; Degoricija, V.; Trbusic, M.; Pregartner, G.; Berghold, A.; Marsche, G.; Frank, S. Serum Concentration of HDL Particles
Predicts Mortality in Acute Heart Failure Patients. Sci. Rep. 2017, 7, 46642. [CrossRef] [PubMed]

32. World Medical. World Medical Association Declaration of Helsinki: Ethical principles for medical research involving human
subjects. JAMA 2013, 310, 2191–2194. [CrossRef] [PubMed]

33. Alberti, K.G.; Eckel, R.H.; Grundy, S.M.; Zimmet, P.Z.; Cleeman, J.I.; Donato, K.A.; Fruchart, J.C.; James, W.P.; Loria, C.M.; Smith,
S.C., Jr.; et al. Harmonizing the metabolic syndrome: A joint interim statement of the International Diabetes Federation Task
Force on Epidemiology and Prevention; National Heart, Lung, and Blood Institute; American Heart Association; World Heart
Federation; International Atherosclerosis Society; and International Association for the Study of Obesity. Circulation 2009, 120,
1640–1645. [PubMed]

34. American Diabetes. Diagnosis and classification of diabetes mellitus. Diabetes Care 2014, 37, S81–S90. [CrossRef] [PubMed]
35. Mancia, G.; Fagard, R.; Narkiewicz, K.; Redon, J.; Zanchetti, A.; Bohm, M.; Christiaens, T.; Cifkova, R.; de Backer, G.; Dominiczak,

A.; et al. 2013 ESH/ESC guidelines for the management of arterial hypertension: The Task Force for the Management of Arterial
Hypertension of the European Society of Hypertension (ESH) and of the European Society of Cardiology (ESC). Eur. Heart J. 2013,
34, 2159–2219. [PubMed]

36. Mitchell, C.; Rahko, P.S.; Blauwet, L.A.; Canaday, B.; Finstuen, J.A.; Foster, M.C.; Horton, K.; Ogunyankin, K.O.; Palma,
R.A. Velazquez, E.J. Guidelines for Performing a Comprehensive Transthoracic Echocardiographic Examination in Adults:
Recommendations from the American Society of Echocardiography. J. Am. Soc. Echocardiogr. 2019, 32, 1–64. [CrossRef]

37. Warnick, G.R.; Knopp, R.H.; Fitzpatrick, V.; Branson, L. Estimating low-density lipoprotein cholesterol by the Friedewald equation
is adequate for classifying patients on the basis of nationally recommended cutpoints. Clin. Chem. 1990, 36, 15–19. [CrossRef]

38. Levey, A.S.; Stevens, L.A.; Schmid, C.H.; Zhang, Y.L.; Castro, A.F., 3rd; Feldman, H.I.; Kusek, J.W.; Eggers, P.; van Lente, F.;
Greene, T.; et al. A new equation to estimate glomerular filtration rate. Ann. Intern. Med. 2009, 150, 604–612. [CrossRef]

39. Schilcher, I.; Stadler, J.T.; Lechleitner, M.; Hrzenjak, A.; Berghold, A.; Pregartner, G.; Lhomme, M.; Holzer, M.; Korbelius, M.;
Reichmann, F.; et al. Endothelial Lipase Modulates Paraoxonase 1 Content and Arylesterase Activity of HDL. Int. J. Mol. Sci.
2021, 22, 719. [CrossRef]

40. Loungani, R.S.; Teerlink, J.R.; Metra, M.; Allen, L.A.; Butler, J.; Carson, P.E.; Chen, C.W.; Cotter, G.; Davison, B.A.; Eapen, Z.J.; et al.
Cause of Death in Patients With Acute Heart Failure: Insights From RELAX-AHF-2. JACC Heart Fail. 2020, 8, 999–1008. [CrossRef]

41. Ambrosy, A.P.; Fonarow, G.C.; Butler, J.; Chioncel, O.; Greene, S.J.; Vaduganathan, M.; Nodari, S.; Lam, C.S.P.; Sato, N.; Shah,
A.N.; et al. The global health and economic burden of hospitalizations for heart failure: Lessons learned from hospitalized heart
failure registries. J. Am. Coll. Cardiol. 2014, 63, 1123–1133. [CrossRef] [PubMed]

http://doi.org/10.1194/jlr.P072371
http://doi.org/10.1016/j.atherosclerosis.2008.04.004
http://www.ncbi.nlm.nih.gov/pubmed/18486943
http://doi.org/10.1016/S0022-2275(20)33510-0
http://doi.org/10.1172/JCI119554
http://www.ncbi.nlm.nih.gov/pubmed/9218525
http://doi.org/10.1161/01.RES.0000146031.94850.5f
http://www.ncbi.nlm.nih.gov/pubmed/15388641
http://doi.org/10.3390/ijms19113399
http://doi.org/10.1038/s41598-020-65255-y
http://doi.org/10.1111/bph.14463
http://doi.org/10.1016/j.jacc.2018.10.059
http://doi.org/10.1016/j.cardfail.2007.01.007
http://doi.org/10.1016/j.cardfail.2016.06.004
http://doi.org/10.1038/srep46642
http://www.ncbi.nlm.nih.gov/pubmed/28418031
http://doi.org/10.1001/jama.2013.281053
http://www.ncbi.nlm.nih.gov/pubmed/24141714
http://www.ncbi.nlm.nih.gov/pubmed/19805654
http://doi.org/10.2337/dc14-S081
http://www.ncbi.nlm.nih.gov/pubmed/24357215
http://www.ncbi.nlm.nih.gov/pubmed/23771844
http://doi.org/10.1016/j.echo.2018.06.004
http://doi.org/10.1093/clinchem/36.1.15
http://doi.org/10.7326/0003-4819-150-9-200905050-00006
http://doi.org/10.3390/ijms22020719
http://doi.org/10.1016/j.jchf.2020.09.010
http://doi.org/10.1016/j.jacc.2013.11.053
http://www.ncbi.nlm.nih.gov/pubmed/24491689


Biomedicines 2022, 10, 1668 16 of 16

42. Ibrahim, N.E.; Januzzi, J.L., Jr. Established and Emerging Roles of Biomarkers in Heart Failure. Circ. Res. 2018, 123, 614–629.
[CrossRef] [PubMed]

43. Emmens, J.E.; Jones, D.J.L.; Cao, T.H.; Chan, D.C.S.; Romaine, S.P.R.; Quinn, P.A.; Anker, S.D.; Cleland, J.G.; Dickstein, K.;
Filippatos, G.; et al. Proteomic diversity of high-density lipoprotein explains its association with clinical outcome in patients with
heart failure. Eur. J. Heart Fail. 2018, 20, 260–267. [CrossRef]

44. Teis, A.; Cediel, G.; Amigo, N.; Julve, J.; Aranyo, J.; Andres-Cordon, J.; Puig-Jove, C.; Castelblanco, E.; Gual-Capllonch, F.;
Ferrer-Sistach, E.; et al. Particle size and cholesterol content of circulating HDL correlate with cardiovascular death in chronic
heart failure. Sci. Rep. 2021, 11, 3141. [CrossRef]

45. Biegus, J.; Demissei, B.; Postmus, D.; Cotter, G.; Davison, B.A.; Felker, G.M.; Filippatos, G.; Gimpelewicz, C.; Greenberg, B.; Metra,
M.; et al. Hepatorenal dysfunction identifies high-risk patients with acute heart failure: Insights from the RELAX-AHF trial. ESC
Heart Fail. 2019, 6, 1188–1198. [CrossRef]

46. Anker, S.D.; Chua, T.P.; Ponikowski, P.; Harrington, D.; Swan, J.W.; Kox, W.J.; Poole-Wilson, P.A.; Coats, A.J. Hormonal changes
and catabolic/anabolic imbalance in chronic heart failure and their importance for cardiac cachexia. Circulation 1997, 96, 526–534.
[CrossRef] [PubMed]

47. Ambrosy, A.P.; Pang, P.S.; Khan, S.; Konstam, M.A.; Fonarow, G.C.; Traver, B.; Maggioni, A.P.; Cook, T.; Swedberg, K.; Burnett,
J.C., Jr.; et al. Investigators ET. Clinical course and predictive value of congestion during hospitalization in patients admitted for
worsening signs and symptoms of heart failure with reduced ejection fraction: Findings from the EVEREST trial. Eur. Heart J.
2013, 34, 835–843. [CrossRef]

48. Degoricija, V.; Trbusic, M.; Potocnjak, I.; Radulovic, B.; Teresak, S.D.; Pregartner, G.; Berghold, A.; Tiran, B.; Frank, S. Acute Heart
Failure developed as worsening of Chronic Heart Failure is associated with increased mortality compared to de novo cases. Sci.
Rep. 2018, 8, 9587. [CrossRef]

49. Mishra, M.; de Geest, B. High-Density Lipoprotein-Targeted Therapies for Heart Failure. Biomedicines 2020, 8, 620. [CrossRef]
50. Spillmann, F.; de Geest, B.; Muthuramu, I.; Amin, R.; Miteva, K.; Pieske, B.; Tschope, C.; van Linthout, S. Apolipoprotein A-I gene

transfer exerts immunomodulatory effects and reduces vascular inflammation and fibrosis in ob/ob mice. J. Inflamm. 2016, 13, 25.
[CrossRef]

51. Yuhanna, I.S.; Zhu, Y.; Cox, B.E.; Hahner, L.D.; Osborne-Lawrence, S.; Lu, P.; Marcel, Y.L.; Anderson, R.G.; Mendelsohn, M.E.;
Hobbs, H.H.; et al. High-density lipoprotein binding to scavenger receptor-BI activates endothelial nitric oxide synthase. Nat.
Med. 2001, 7, 853–857. [CrossRef] [PubMed]

52. Schultz, J.R.; Verstuyft, J.G.; Gong, E.L.; Nichols, A.V.; Rubin, E.M. Protein composition determines the anti-atherogenic properties
of HDL in transgenic mice. Nature 1993, 365, 762–764. [CrossRef] [PubMed]

53. Wang, Y.; Niimi, M.; Nishijima, K.; Waqar, A.B.; Yu, Y.; Koike, T.; Kitajima, S.; Liu, E.; Inoue, T.; Kohashi, M.; et al. Human apolipoprotein
A-II protects against diet-induced atherosclerosis in transgenic rabbits. Arterioscler. Thromb. Vasc. Biol. 2013, 33, 224–231. [CrossRef]
[PubMed]

54. Luc, G.; Bard, J.M.; Ferrieres, J.; Evans, A.; Amouyel, P.; Arveiler, D.; Fruchart, J.C.; Ducimetiere, P. Value of HDL choles-
terol, apolipoprotein A-I, lipoprotein A-I, and lipoprotein A-I/A-II in prediction of coronary heart disease: The PRIME Study.
Prospective Epidemiological Study of Myocardial Infarction. Arterioscler. Thromb. Vasc. Biol. 2002, 22, 1155–1161. [CrossRef]

55. Asztalos, B.F.; Demissie, S.; Cupples, L.A.; Collins, D.; Cox, C.E.; Horvath, K.V.; Bloomfield, H.E.; Robins, S.J.; Schaefer, E.J. LpA-I,
LpA-I:A-II HDL and CHD-risk: The Framingham Offspring Study and the Veterans Affairs HDL Intervention Trial. Atherosclerosis
2006, 188, 59–67. [CrossRef]

http://doi.org/10.1161/CIRCRESAHA.118.312706
http://www.ncbi.nlm.nih.gov/pubmed/30355136
http://doi.org/10.1002/ejhf.1101
http://doi.org/10.1038/s41598-021-82861-6
http://doi.org/10.1002/ehf2.12477
http://doi.org/10.1161/01.CIR.96.2.526
http://www.ncbi.nlm.nih.gov/pubmed/9244221
http://doi.org/10.1093/eurheartj/ehs444
http://doi.org/10.1038/s41598-018-28027-3
http://doi.org/10.3390/biomedicines8120620
http://doi.org/10.1186/s12950-016-0131-6
http://doi.org/10.1038/89986
http://www.ncbi.nlm.nih.gov/pubmed/11433352
http://doi.org/10.1038/365762a0
http://www.ncbi.nlm.nih.gov/pubmed/8413656
http://doi.org/10.1161/ATVBAHA.112.300445
http://www.ncbi.nlm.nih.gov/pubmed/23241412
http://doi.org/10.1161/01.ATV.0000022850.59845.E0
http://doi.org/10.1016/j.atherosclerosis.2005.10.018

	Introduction 
	Materials and Methods 
	Study Design and Patients 
	Laboratory Procedures 
	Lipoprotein Profiling via Nuclear Magnetic Resonance (NMR) Spectroscopy 
	Statistics 

	Results 
	Clinical Characteristics and Medication 
	Laboratory Parameters 
	Association between HDL Parameters and 1-Year Mortality in AHF Patients 
	Correlation Analyses of HDL-apoA-II, HDL2-apoA-II, and HDL3-apoA-II with Clinical and Laboratory Parameters 
	Differences in HDL-apoA-II, HDL2-apoA-II, and HDL3-apoA-II in Various Groups of AHF Patients 

	Discussion 
	Conclusions 
	References

