
17

Heart Metab. 2020;81:17-22Original Article

Perturbations in myocardial energy 
metabolism in the ischemic heart

Qutuba G. Karwi, PhD;1,2,3 John R. Ussher, PhD1,2,4

1Mazankowski Alberta Heart Institute, University of Alberta, Edmonton, Alberta, Canada
2Alberta Diabetes Institute, University of Alberta, Edmonton, Alberta, Canada
3Department of Pharmacology, College of Medicine, University of Diyala, Diyala, Iraq
4Faculty of Pharmacy and Pharmaceutical Sciences, University of Alberta, Edmonton, Alberta, Canada

Correspondence: Dr John R. Ussher, 2-020E, Katz Group Centre for Pharmacy and Health Research
Faculty of Pharmacy and Pharmaceutical Sciences, University of Alberta, Edmonton, AB T6G 2E1, Canada      
E-mail: jussher@ualberta.ca

Abstract: As an organ that must continuously pump oxygenated blood throughout the body, the heart has an 
enormous metabolic demand, which is primarily met via oxidative metabolism of fatty acids and carbohydrates. 
Because of its high metabolic demand, during times of reduced oxygen supply such as ischemia, the heart 
becomes highly susceptible to injury, and if flow is not re-established, myocardial tissue is lost and can result 
in death (myocardial infarction). Of interest, both myocardial ischemia and reperfusion are associated with a 
number of perturbations in energy metabolism that contribute to the pathology of ischemic heart disease. This 
includes marked elevations in glycolysis to counteract the reduction in oxidative metabolism, whereas fatty acids 
predominate as the primary fuel source for residual oxidative metabolism. During the early stages of cardiac 
recovery after successful reperfusion of the ischemic heart, fatty acid oxidation rates also rapidly recover at 
the expense of low glucose oxidation rates. These metabolic perturbations increase myocardial acidosis due 
to glycolysis being uncoupled from glucose oxidation, which impairs cardiac efficiency. As such, therapeutic 
approaches to stimulate glucose oxidation or inhibit fatty acid oxidation have the potential to correct dysregu-
lated myocardial energy metabolism during ischemia and reperfusion, which improves cardiac efficiency and 
may lead to improved clinical outcomes in people with ischemic heart disease. L Heart Metab. 2020;81:17-22
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Introduction

The majority of the heart’s energy (90% to 95%) 
is produced through oxidative metabolism in 
the mitochondria, with the remainder produced 

through glycolysis (5% to 10%).1,2 Exogenous circu-
lating fatty acids (eg, palmitate and oleate) and carbo-
hydrates (eg, glucose) are the primary oxidative fuel 
sources for the heart, with fatty acids acting as the 
predominant fuel during times of fasting/starvation, 

and glucose becoming a more relevant fuel after 
nutrient ingestion.3 Although complex molecular and 
hormonal control are involved (extensively reviewed by 
Lopaschuk et al3), the “Randle Cycle” phenomenon 
by which glucose and fatty acids compete for oxida-
tive metabolism4 also contributes to the myocardial 
energy metabolism profiles observed during fasting 
and nutrient ingestion. Endogenous triacylglycerol and 
glycogen stores can also support energy production in 
the heart, though these storage forms are minimal in 



18

supply.5,6 Because of the heart’s limited energy stores 
and the enormous energy demand needed to support 
constant pump function, the heart will metabolize 
virtually any energy substrate supplied throughout its 
coronary circulation (eg, fatty acids, glucose, lactate, 
ketones, amino acids).1,2 Furthermore, the heart has 
the highest oxygen demand on a per-gram basis of all 
organs in the body, and is therefore highly susceptible 
to injury during conditions of reduced oxygen supply 
such as myocardial ischemia. 
 Myocardial ischemia is a major health disorder 
that occurs when there is a reduction in or complete 
block of blood and subsequent oxygen supply to the 
myocardium. This primarily occurs due to a block-
age of the coronary artery due to the buildup of an 
atherosclerotic plaque, and/or an increase in oxygen 
demand due to an increase in cardiac work (eg, exer-
cise or fight-or-flight response). Myocardial ischemia 
reduces oxygen supply, thereby disrupting mitochon-
drial oxidative metabolism and subsequent cardiac 
energy (adenosine triphosphate [ATP]) production, 
which compromises cardiac function. If coronary flow 
is not re-established, prolonged myocardial ischemia 
leads to the death of cardiac myocytes and loss of 
myocardial tissue (myocardial infarction). Despite the 
restoration of coronary flow during successful reper-
fusion of the ischemic myocardium, significant meta-
bolic perturbations persist and can directly impact the 
recovery of cardiac function. We will herein discuss 
the metabolic perturbations that characterize both 
the ischemic and ischemic/reperfused myocardium, 
as well as the potential therapeutic approaches to 
optimize cardiac energy metabolism in ischemic heart 
disease. 

Energy metabolism in the ischemic myocardium

As just alluded to, the most notable metabolic per-
turbation during myocardial ischemia is a marked im-
pairment in oxidative energy metabolism due to the 
reduction in oxygen supply, with the impairment be-
coming more severe as the ischemia worsens. During 
ischemia of isolated working rat hearts where limited 
flow persists (low-flow ischemia), it has been shown 
that the majority of residual oxidative energy metabo-
lism is accounted for by the oxidation of fatty acids.7,8 
In ischemic heart disease subjects undergoing cor-
onary sinus and arterial catheterization, it has been 
shown that myocardial oleate uptake and oxidation 

are similar to that seen in healthy subjects, whereas 
myocardial palmitate uptake and oxidation showed 
trends of being elevated. Likewise, in humans with 
coronary artery disease and a history of myocardial 
infarction, it has also been demonstrated that myo-
cardial glucose uptake rates are diminished and that 
the myocardium becomes insulin-resistant,9 similar to 
what has been observed in the setting of heart fail-
ure.3,10

 In an attempt to compensate for the reduction in 
cardiac energy production during myocardial isch-
emia, glycolysis is markedly upregulated to increase 
anaerobic ATP production. Increases in glycolysis in 
the ischemic myocardium are fueled by extracellular 
glucose, as well as the mobilization of endogenous 
glycogen stores. As myocardial ischemia persists and 
glycogen stores are depleted, or if the ischemia and 
reduction in flow worsens, glycolysis rates will eventu-
ally diminish or come to a halt with contractile activity 
ceasing.11 This is partly due to increased myocardial 
lactate not being washed out, which inhibits the ac-
tivity of glyceraldehyde-3-phosphate dehydrogenase 
as oxidized nicotinamide adenine dinucleotide is no 
longer recycled from reduced nicotinamide adenine 
dinucleotide via lactate dehydrogenase.12 These high 
rates of glycolysis are uncoupled from the low rates 
of mitochondrial glucose oxidation during myocardial 
ischemia, which increases lactate and proton (H+) ac-
cumulation and intracellular acidosis in the heart. The 
accumulation of H+s represents an additional bur-
den on the energy-starved, ischemic heart, as ATP 
is required to remove H+s to alleviate the intracellular 
acidosis, which includes H+ pumps and various trans-
porters coupled to H+ transport into the extracellu-
lar space, endoplasmic reticulum, or mitochondria.10 
Acidosis also attenuates the contractile function of 
the ischemic myocardium, as H+s may desensitize 
the contractile filaments to Ca2+, causing a further 
reduction in the contractility of the heart.13 Because 
ATP is redirected away from supporting contractile 
function, while the contractile proteins themselves 
demonstrate a diminished contractile response, the 
uncoupling of glycolysis from glucose oxidation dur-
ing myocardial ischemia results in a decline in car-
diac/contractile efficiency.10 Conversely, it has been 
argued that high glycolysis rates during ischemia may 
be protective, as time to onset of contracture during 
myocardial ischemia is very closely related to glyco-
lytic ATP production.14
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Energy metabolism in the reperfused myocardium

As sustained myocardial ischemia will lead to the 
death of cardiac myocytes and result in myocardial 
infarction, oxygen delivery to the ischemic myocardi-
um must be re-established; this is primarily achieved 
via either primary percutaneous coronary intervention 
or thrombolytic therapies.15 Importantly, the re-estab-
lishment of oxygen and nutrient supply to the myocar-
dium leads to the recovery of oxidative phosphoryla-
tion and subsequent ATP production. Whereas both 
fatty acid and glucose oxidation recover during re-
perfusion, the reperfused myocardium is exposed to 
high levels of circulating fatty acids during the imme-
diate stages of reperfusion due to the ischemic stress 
and ensuing sympathetic nervous system activation. 
These high levels of fatty acids are accompanied by 
an increase in myocardial fatty acid uptake and oxi-
dation, which limits the initial recovery of glucose oxi-
dation.16,17 Whereas the “Randle Cycle” phenomenon 
contributes to this metabolic profile, at a molecular 
level, this is partly controlled by 5’AMP activated pro-
tein kinase (AMPK) activity. AMPK is activated during 
the preceding ischemia and lowers myocardial malo-
nyl coenzyme A (CoA) levels, an endogenous inhibitor 
of mitochondrial fatty acid uptake through carnitine 
palmitoyltransferase-1 (CPT-1), thereby increasing 
fatty acid oxidation in the reperfused myocardium.18 
However, glycolysis rates remain high during the im-
mediate stages of reperfusion, and thus uncoupling 
of glycolysis from glucose oxidation persists.16 As 
such, lactate and H+s continue to accumulate, and 
ATP must once again be diverted away from support-
ing contractile function towards re-establishing ionic 
homeostasis in the reperfused myocardium, which 
impairs cardiac efficiency, as alluded to in the previ-
ous section.
 With the restoration of flow during reperfusion, the 
accumulating lactate and H+s can now be washed 
out and removed from cardiac myocytes through the 
actions of the monocarboxylic acid transporters.19 
Furthermore, increased activity of the Na+/H+ ex-
changer can reduce the cytosolic H+ load in exchange 
for Na+, which causes an intracellular Na+ overload. 
To reduce the Na+ overload, the Na+/Ca2+ exchanger 
can function in reverse mode, extruding Na+ into the 
extracellular space while countertransporting Ca2+.20 
However, this leads to an intracellular Ca2+ overload, 
which can limit contractile function of the reperfused 

myocardium by desensitizing contractile proteins 
to the stimulatory actions of Ca2+. In addition, ATP 
must once again be diverted away from supporting 
contractile function during critical stages of cardiac 
recovery during reperfusion in order to correct ionic 
imbalances (eg, sarcoplasmic Ca2+ ATPase for clear-
ing excess Ca2+ from the cytosol). Taken together, 
the metabolic perturbations that take place during 
successful reperfusion of the ischemic myocardium 
contribute to the deterioration of cardiac/contractile 
efficiency and thus may be a possible target for thera-
peutic intervention.

Cardiac energy metabolism as a target for 
myocardial ischemia and reperfusion

As the aforementioned metabolic perturbations dur-
ing myocardial ischemia and reperfusion appear to 
play a critical role in the pathology of ischemic heart 
disease, the optimization of myocardial energy me-
tabolism continues to be explored both in preclinical 
and clinical studies (Figure 1). One such approach is 
to stimulate glucose oxidation during ischemia and 
reperfusion, either directly or indirectly, by inhibiting 
myocardial fatty acid oxidation, which will increase 
glucose oxidation through the “Randle Cycle” effect. 
Glucose oxidation rates can be directly increased by 
using dichloroacetate (DCA) to stimulate the activity of 
pyruvate dehydrogenase (PDH), the rate-limiting en-
zyme of glucose oxidation.21 DCA stimulates glucose 
oxidation by inhibiting PDH kinases, which phosphor-
ylate PDH to inhibit its activity. Numerous preclinical 
studies have shown that in vivo treatment of either the 
isolated rodent heart or mouse with DCA, causes an 
improvement in the recovery of cardiac function dur-
ing ischemia/reperfusion, while also reducing infarct 
size.16,22 In nine subjects with coronary artery disease, 
intravenous infusion with DCA (35 mg/kg) resulted in 
an increased cardiac/contractile efficiency and left 
ventricular stroke volume.23 Despite these promising 
findings, long-term clinical use with DCA is limited 
due to its very short half-life.24 
 Due to the previously mentioned “Randle Cycle” 
effect, glucose oxidation can also be stimulated sec-
ondary to the inhibition of fatty acid oxidation. Indeed, 
trimetazidine is a fatty acid oxidation inhibitor through 
an inhibition of 3-ketoacyl CoA thiolase25,26 and has 
been shown to improve glucose oxidation rates and 
the recovery of cardiac function and efficiency after 
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myocardial ischemia and reperfusion of isolated work-
ing rat hearts.27,28 Trimetazidine is clinically approved 
for the treatment of angina pectoris in multiple coun-
tries in Asia, Europe, South America, Central America, 

Africa, and the Pacific Rim, where its use is often as-
sociated with reduced angina attacks and nitroglycerin 
usage, and also increased exercise duration, when 
given either as a monotherapy or in combination.25,29
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Figure 1 Myocardial energy metabolism as a target for cardioprotection during myocardial ischemia and reperfusion. Illustration depicts the 
major metabolic pathways providing energy for the heart (eg, glycolysis, glucose oxidation, fatty acid oxidation) and various targets that can 
be modified to modulate myocardial energy metabolism in people with ischemic heart disease. Fatty acid oxidation can be targeted directly via 
inhibiting 3-ketoacyl CoA thiolase (trimetazidine), or indirectly via inhibiting CPT-1 to decrease mitochondrial fatty acid uptake (MCD inhibitors). 
With regards to glucose oxidation, pyruvate dehydrogenase (PDH) activity and subsequent glucose oxidation can be stimulated via inhibiting 
PDH kinase (dichloroacetate), which prevents inhibitory phosphorylation of PDH. 
ACC, acetyl coenzyme A (CoA) carboxylase; ADP, adenosine diphosphate; ATP, adenosine triphosphate; CD36, cluster of differentiation 36; CPT-1, carnitine 
palmitoyltransferase 1; CT, carnitine translocase; ETC, electron transport chain; FACS, fatty acyl CoA synthase; FAD, flavin adenine dinucleotide; FAT, fatty 
acid translocase; GLUT, glucose transporter; LDH, lactate dehydrogenase; MCD, malonyl CoA decarboxylase; MCT, monocarboxylic acid transporter; MPC, 
mitochondrial pyruvate carrier; NAD, nicotinamide adenine dinucleotide; PDH, pyruvate dehydrogenase; PDHK, PDH kinase; PDHP, PDH phosphatase; TCA, 
tricarboxylic acid.
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 As mentioned previously, fatty acid oxidation can 
also be inhibited by malonyl CoA, which decreases 
mitochondrial fatty acid uptake via inhibiting CPT-1 
activity. Preclinical studies have demonstrated that 
inhibiting the enzyme responsible for malonyl CoA 
degradation—malonyl CoA decarboxylase (MCD)—in-
creases malonyl CoA levels, which results in an inhibi-
tion of fatty acid oxidation and subsequent elevation in 
glucose oxidation rates in isolated working rat hearts.30 
These metabolic alterations have been recapitulated 
in whole-body MCD-deficient mice,31 and both phar-
macological or genetic inhibition of MCD have been 
shown to improve the recovery of cardiac function and 
decrease infarct size in rodents subjected to myocar-
dial ischemia and reperfusion.22,30-32

 In opposition to these studies, stimulating AMPK 
activity, which lowers malonyl CoA levels and aug-
ments fatty acid oxidation rates, has also been shown 
to reduce infarct size in vivo and to improve functional 
recovery of isolated mouse hearts when subjected 
to myocardial ischemia and reperfusion.33,34 Reasons 
for these discrepancies remain to be determined but 
could be due to AMPK also possessing antiapoptotic 
actions that could decrease death of cardiac myocytes 
during reperfusion-related injury.35

Conclusion

Taken together, accumulating evidence supports that 
alterations in energy metabolism contribute to myocar-
dial ischemia and reperfusion-related cardiac dysfunc-
tion and clinical outcomes. Accordingly, strategies to 
correct these metabolic perturbations appear promising 
for the treatment of ischemic heart disease. A plethora 
of studies indicate that strategies to increase myocar-
dial glucose oxidation are beneficial during myocardial 
ischemia and reperfusion, probably due to improved 
coupling between glycolysis and glucose oxidation, 
which limits myocardial acidosis and augments cardiac 
efficiency. Although there is ongoing debate surrounding 
the role of fatty acid oxidation as a target for ischemic 
heart disease, trimetazidine’s success in angina patients 
provides support for inhibiting myocardial fatty acid oxi-
dation in these individuals. Nonetheless, future preclini-
cal and clinical studies are necessary to determine the 
ideal molecular target to modify energy metabolism, as 
well as the cellular mechanisms by which this approach 
improves cardiovascular outcomes in people with isch-
emic heart disease. L

Disclosure/Acknowledgments: The authors have no conflicts to disclose. 
This article was supported by a Project Grant from the Canadian Institutes of 
Health Research and a Grant-in-Aid from the Heart and Stroke Foundation of 
Canada to JRU. JRU is a Tier 2 Canada Research Chair (Pharmacotherapy 
of Energy Metabolism in Obesity) and QGK is supported by an Alberta 
Innovates Postgraduate Fellowship in Health Innovation.

REFERENCES

1.  Karwi QG, Jorg AR, Lopaschuk GD. Allosteric, transcriptional 
and post-translational control of mitochondrial energy metabo-
lism. Biochem J. 2019;476:1695-1712.

2.  Ussher JR, Elmariah S, Gerszten RE, Dyck JR. The emerging 
role of metabolomics in the diagnosis and prognosis of cardio-
vascular disease. J Am Coll Cardiol. 2016;68:2850-2870.

3.  Lopaschuk GD, Ussher JR, Folmes CD, Jaswal JS, Stanley 
WC. Myocardial fatty acid metabolism in health and disease. 
Physiol Rev. 2010;90:207-258.

4.  Randle PJ, Garland PB, Hales CN, Newsholme EA. The glu-
cose fatty-acid cycle. Its role in insulin sensitivity and the meta-
bolic disturbances of diabetes mellitus. Lancet. 1963;1:785-
789.

5.  D’Souza K, Nzirorera C, Kienesberger PC. Lipid metabolism 
and signaling in cardiac lipotoxicity. Biochim Biophys Acta. 
2016;1861:1513-1524.

6.  Zlobine I, Gopal K, Ussher JR. Lipotoxicity in obesity and 
diabetes-related cardiac dysfunction. Biochim Biophys Acta. 
2016;1861:1555-1568.

7.  Whitmer JT, Idell-Wenger JA, Rovetto MJ, Neely JR. Control 
of fatty acid metabolism in ischemic and hypoxic hearts. J Biol 
Chem. 1978;253:4305-4309.

8.  Folmes CD, Sowah D, Clanachan AS, Lopaschuk GD. High 
rates of residual fatty acid oxidation during mild ischemia 
decrease cardiac work and efficiency. J Mol Cell Cardiol. 
2009;47:142-148.

9.  Paternostro G, Camici PG, Lammerstma AA, et al. Cardiac 
and skeletal muscle insulin resistance in patients with coronary 
heart disease. A study with positron emission tomography. J 
Clin Invest. 1996;98:2094-2099.

10.  Karwi QG, Uddin GM, Ho KL, Lopaschuk GD. Loss of met-
abolic flexibility in the failing heart. Front Cardiovasc Med. 
2018;5:68.

11.  Neely JR, Feuvray D. Metabolic products and myocardial isch-
emia. Am J Pathol. 1981;102:282-291.

12.  Rovetto MJ, Lamberton WF, Neely JR. Mechanisms of glycolytic 
inhibition in ischemic rat hearts. Circ Res. 1975;37:742-751.

13.  Hochachka PW, Mommsen TP. Protons and anaerobiosis. Sci-
ence. 1983;219:1391-1397.

14.  Kingsley PB, Sako EY, Yang MQ, et al. Ischemic contracture 
begins when anaerobic glycolysis stops: a 31P-NMR study of 
isolated rat hearts. Am J Physiol. 1991;261:H469-H478.

15.  Levine GN, Bates ER, Blankenship JC, et al. 2015 ACC/AHA/
SCAI Focused update on primary percutaneous coronary in-
tervention for patients with ST-elevation myocardial infarction: 
an update of the 2011 ACCF/AHA/SCAI guideline for percuta-
neous coronary intervention and the 2013 ACCF/AHA guide-
line for the management of ST-elevation myocardial infarction: 
a report of the American College of Cardiology/American Heart 
Association Task Force on Clinical Practice Guidelines and the 
Society for Cardiovascular Angiography and Interventions. Cir-
culation. 2016;133:1135-1147.

16.  Liu Q, Docherty JC, Rendell JC, Clanachan AS, Lopaschuk 
GD. High levels of fatty acids delay the recovery of intracellular 
pH and cardiac efficiency in post-ischemic hearts by inhibiting 
glucose oxidation. J Am Coll Cardiol. 2002;39:718-725.

17.  Liedtke AJ, Nellis S, Neely JR. Effects of excess free fatty acids 
on mechanical and metabolic function in normal and ischemic 
myocardium in swine. Circ Res. 1978;43:652-661.



22

Karwi and Ussher Heart Metab. 2020;81:17-22
Ischemic heart disease & cardiac metabolism

18.  Kudo N, Barr AJ, Barr RL, Desai S, Lopaschuk GD. High rates 
of fatty acid oxidation during reperfusion of ischemic hearts are 
associated with a decrease in malonyl-CoA levels due to an in-
crease in 5’-AMP-activated protein kinase inhibition of acetyl-
CoA carboxylase. J Biol Chem. 1995;270:17513-17520.

19.  Bonen A. Lactate transporters (MCT proteins) in heart and 
skeletal muscles. Med Sci Sports Exerc. 2000;32:778-789.

20.  Imahashi K, Pott C, Goldhaber JI, Steenbergen C, Philipson 
KD, Murphy E. Cardiac-specific ablation of the Na+-Ca2+ ex-
changer confers protection against ischemia/reperfusion injury. 
Circ Res. 2005;97:916-921.

21.  Gopal K, Almutairi M, Al Batran R, Eaton F, Gandhi M, Ussher 
JR. Cardiac-specific deletion of pyruvate dehydrogenase im-
pairs glucose oxidation rates and induces diastolic dysfunc-
tion. Front Cardiovasc Med. 2018;5:17.

22.  Ussher JR, Wang W, Gandhi M, et al. Stimulation of glucose 
oxidation protects against acute myocardial infarction and re-
perfusion injury. Cardiovasc Res. 2012;94:359-369.

23.  Wargovich TJ, MacDonald RG, Hill JA, Feldman RL, Stacpoole 
PW, Pepine CJ. Myocardial metabolic and hemodynamic ef-
fects of dichloroacetate in coronary artery disease. Am J Car-
diol. 1988;61:65-70.

24.  Stacpoole PW, Henderson GN, Yan Z, Cornett R, James MO. 
Pharmacokinetics, metabolism and toxicology of dichloroac-
etate. Drug Metab Rev. 1998;30:499-539.

25.  Ciapponi A, Pizarro R, Harrison J. Trimetazidine for stable an-
gina. Cochrane Database Syst Rev. 2005:CD003614.

26.  Ussher JR, Fillmore N, Keung W, et al. Trimetazidine therapy 
prevents obesity-induced cardiomyopathy in mice. Can J Car-
diol. 2014;30:940-944.

27.  Kantor PF, Lucien A, Kozak R, Lopaschuk GD. The antianginal 
drug trimetazidine shifts cardiac energy metabolism from fatty 
acid oxidation to glucose oxidation by inhibiting mitochon-
drial long-chain 3-ketoacyl coenzyme A thiolase. Circ Res. 
2000;86:580-588.

28.  Lopaschuk GD, Barr R, Thomas PD, Dyck JR. Beneficial ef-
fects of trimetazidine in ex vivo working ischemic hearts are 
due to a stimulation of glucose oxidation secondary to inhibi-
tion of long-chain 3-ketoacyl coenzyme a thiolase. Circ Res. 
2003;93:e33-37.

29.  Marzilli M, Klein WW. Efficacy and tolerability of trimetazidine 
in stable angina: a meta-analysis of randomized, double-blind, 
controlled trials. Coron Artery Dis. 2003;14:171-179.

30.  Dyck JR, Cheng JF, Stanley WC, et al. Malonyl coenzyme a 
decarboxylase inhibition protects the ischemic heart by inhibit-
ing fatty acid oxidation and stimulating glucose oxidation. Circ 
Res. 2004;94:e78-e84.

31.  Dyck JR, Hopkins TA, Bonnet S, et al. Absence of malonyl 
coenzyme A decarboxylase in mice increases cardiac glucose 
oxidation and protects the heart from ischemic injury. Circula-
tion. 2006;114:1721-1728.

32.  Wang W, Zhang L, Battiprolu PK, et al. Malonyl CoA decar-
boxylase inhibition improves cardiac function post-myocardial 
infarction. JACC Basic Transl Sci. 2019;4:385-400.

33.  Kim AS, Miller EJ, Wright TM, et al. A small molecule AMPK 
activator protects the heart against ischemia-reperfusion injury. 
J Mol Cell Cardiol. 2011;51:24-32.

34.  Wang J, Tong C, Yan X, et al. Limiting cardiac ischemic injury 
by pharmacological augmentation of macrophage migration 
inhibitory factor-AMP-activated protein kinase signal transduc-
tion. Circulation. 2013;128:225-236.

35.  Bairwa SC, Parajuli N, Dyck JR. The role of AMPK in car-
diomyocyte health and survival. Biochim Biophys Acta. 
2016;1862:2199-2210.




