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Abstract 

Heart failure is a serious clinical and public health problem. Currently there is an unmet demand for 
effective therapies for heart failure. Herein we reported noninvasive inhalation delivery of nanotherapies 
to prevent heart failure. 
Methods: A reactive oxygen species (ROS)-scavenging material (TPCD) was synthesized, which was 
processed into antioxidative and anti-inflammatory nanoparticles (i.e., TPCD NP). By decoration with a 
mitochondrial-targeting moiety, a multilevel targeting nanotherapy TTPCD NP was engineered. 
Pulmonary accumulation of inhaled TPCD NP and underlying mechanisms were examined in mice. In vivo 
efficacies of nanotherapies were evaluated in mice with doxorubicin (DOX)-induced cardiomyopathy. 
Further, an antioxidative, anti-inflammatory, and pro-resolving nanotherapy (i.e., ATTPCD NP) was 
developed, by packaging a peptide Ac2-26. In vitro and in vivo efficacies of ATTPCD NP were also 
evaluated.  
Results: TPCD NP alleviated DOX-induced oxidative stress and cell injury by internalization in 
cardiomyocytes and scavenging overproduced ROS. Inhaled TPCD NP can accumulate in the heart of 
mice by transport across the lung epithelial and endothelial barriers. Correspondingly, inhaled TPCD NP 
effectively inhibited DOX-induced heart failure in mice. TTPCD NP showed considerably enhanced heart 
targeting capability, cellular uptake efficiency, and mitochondrial localization capacity, thereby 
potentiating therapeutic effects. Notably, TPCD NP can serve as bioactive and ROS-responsive 
nanovehicles to achieve combination therapy with Ac2-26, affording further enhanced efficacies. 
Importantly, inhaled TPCD NP displayed good safety at a dose 5-fold higher than the efficacious dose. 
Conclusions: Inhalation delivery of nanoparticles is an effective, safe, and noninvasive strategy for 
targeted treatment of heart diseases. TPCD NP-based nanotherapies are promising drugs for heart 
failure and other acute/chronic heart diseases associated with oxidative stress. 
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therapy 

Introduction 
Heart failure is a leading cause of morbidity, 

mortality, and hospitalizations in developed countries. 
In the United States, approximately 6.2 million adults 

had heart failure, while over 26 million patients with 
heart failure worldwide [1-3]. The 5-year mortality 
rate of heart failure patients is about 50%, despite 
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recent advances in prevention and therapy of heart 
failure over the past decades [4]. In view of the crucial 
role of myocardial oxidative stress in the development 
and progression of heart failure, different 
antioxidants have been investigated in both 
preclinical and clinical studies for the treatment of 
heart failure, by regulating mitochondrial reactive 
oxygen species (ROS) generation, scavenging 
excessive ROS, or attenuating oxidative damage [5]. 
Unfortunately, most current strategies have failed to 
provide beneficial clinical outcomes [6]. To a large 
degree, this can be attributed to the low accumulation 
and short retention time of therapeutic molecules in 
the heart, adverse effects resulting from nonspecific 
drug distribution and overdose treatments, and/or 
limited antioxidative activity of available drugs. 
Accordingly, both new therapies and novel delivery 
approaches are necessary for the treatment of heart 
failure.  

Recently, increasing evidence has demonstrated 
advantages of nanoparticle (NP)-based targeting 
strategies in the treatment of heart diseases [7-13], 
such as heart failure, myocardial infarction, 
hypertrophic cardiomyopathy, and other ischemic 
heart diseases. In this aspect, different types of NPs, 
such as polymeric NPs [14], liposomes [15], inorganic 
nanovehicles [16], and biomimetic/bioinspired NPs 
[17], have been examined for site-specific delivery of 
different therapeutic agents to the heart [18-23]. In 
addition to passive targeting after systemic 
administration, heart accumulation efficiency can be 
further enhanced by surface engineering of NPs with 
functional molecules or specific cellular membranes 
[18, 21, 22, 24]. However, most currently developed 
nanotherapies have been investigated for the 
treatment of heart diseases by administration via the 
intravenous, intracoronary, intrapericardial, or 
intramyocardial injection. These delivery approaches 
exhibit multiple disadvantages, such as invasiveness, 
complicated operation procedures, difficulty in 
accurately locating injection sites, and causing 
additional side effects, thereby affording poor patient 
compliance and adherence. This is especially true for 
the long-term treatment of chronic heart diseases. 
Consequently, effective and safe delivery strategies 
remain to be established for facile and translational 
heart targeting of NPs. 

As well documented, inhaled microparticles, 
especially ultrafine particles with diameters < 100 nm, 
can be transported from the lungs to blood circulation 
through the air-blood barrier [25-31], which is closely 
related to endothelial injury and systemic 
inflammation resulting from air pollution [32-34]. 
Moreover, the heart accumulation of inhaled NPs was 
also observed [19, 35], indicating that inhalation 

delivery is promising for the treatment of heart 
diseases. As a noninvasive route, inhalation delivery 
is frequently employed in the treatment of respiratory 
diseases, due to a number of advantages such as easy 
handling, self-administration, good patient compli-
ance and adherence, rapid absorption/action, low 
metabolism, and reduced risk of systemic adverse 
effects [36-40]. In particular, the lungs have large 
surface area for absorption, a thin cell barrier, good 
epithelial permeability, extensive vascularization, and 
large blood flow. All these characteristics are 
beneficial to improve the bioavailability of inhaled 
drugs and facilitate their transport to the bloodstream 
[41]. Recently, a growing number of studies have 
suggested that inhalation delivery is an intriguing 
approach for noninvasive systemic delivery of drugs 
through the lungs for the treatment of autoimmune 
and cardiovascular diseases [19, 25, 36, 40, 42]. 
Despite the great promise of targeted therapy of heart 
diseases by inhalation of nanotherapies, the 
mechanisms underlying pulmonary translocation and 
heart targeting of inhaled NPs remain elusive. 

Here we hypothesize that NPs deposited in the 
lungs can be gradually and continuously transported 
to the heart by the pulmonary circulation (Figure 1A). 
As a proof of concept, a nanotherapy derived from 
antioxidative NPs was employed in this study, 
considering the critical role of oxidative stress in heart 
failure. We found time-dependent translocation of 
inhaled NPs via the pulmonary epithelial and 
endothelial cells, with subsequent heart accumulation 
through the pulmonary circulation via the coronary 
arteries in mice, thereby affording good therapeutic 
effects in a mouse model of heart failure. In addition, 
we speculate that antioxidative stress in combination 
with anti-inflammation can afford more potent 
therapeutic effects, in view of the fact that 
inflammation plays an important role in the 
pathogenesis of acute and chronic heart failure [43, 44]. 
To demonstrate this hypothesis, Ac2-26 was examined 
as a model anti-inflammatory agent. Notably, Ac2-26 
is an annexin A1 N-terminal derived peptide with 
pharmacological activities of this endogenous 
proresolving protein [45]. Previous studies have 
demonstrated that Ac2-26 can inhibit the infiltration 
of neutrophils and monocytes/macrophages as well 
as provide tissue protective effects in animal models 
peritonitis and atherosclerosis [46-48].  

Methods 
Materials synthesis and characterization 

A ROS-scavenging material (defined as TPCD) 
was synthesized by sequentially conjugating Tempol 
(Tpl) and 4-(hydroxymethyl)phenylboronic acid 
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pinacol ester (PBAP) onto β-cyclodextrin (β-CD) [49]. 
Stearyl triphenylphosphine (TPP) (i.e., STPP) was 
synthesized according to the previously reported 
method [50]. Fourier transform infrared (FT-IR) 
spectra were recorded on a PerkinElmer FT-IR 
spectrometer (100S). 1H NMR spectroscopy was 
performed by an Agilent DD2 600 MHz NMR 
spectrometer. 

Preparation of TPCD nanoparticles and 
TPP-decorated TPCD nanoparticles 

TPCD nanoparticles (TPCD NP) were prepared 
according to our previously established method [51]. 
Briefly, 3 mg lecithin and 4.5 mg 1,2-distearoyl- 

sn-glycero-3-phosphoethanolamine-N-[methoxy(poly
ethylene glycol)-2000] (DSPE-PEG) were dissolved in 
0.3 mL of ethanol, which was added to 7.5 mL of 
deionized water. The obtained mixture was stirred at 
65°C for 1 h to give rise to an aqueous phase, into 
which 25 mg TPCD dissolved in 2.5 mL of methanol 
was added. After stirring at room temperature for 2 h, 
TPCD NP was obtained by removing the organic 
solvents and excess distilled water via rotary 
evaporation. Through similar procedures, NPs 
labeled with cyanine5 NHS ester (Cy5) or cyanine7.5 
NHS ester (Cy7.5) were prepared, which were termed 
as Cy5/TPCD NP and Cy7.5/TPCD NP, respectively. 

 

 
Figure 1. Pulmonary circulation-mediated targeted therapy of heart failure by inhalation of bioactive nanotherapies. (A) Schematic illustration of in vivo targeting of the injured 
myocardium via inhalation of a nanotherapy TPCD NP. (B) A sketch showing preparation of a bioactive nanotherapy by nanoprecipitation/self-assembly. (C-E) Typical TEM (C) 
and SEM (D) images as well as size distribution (E) of TPCD NP. (F-H) Dose-dependent elimination of H2O2 (F) and superoxide anion (G) as well as time- and dose-dependent 
scavenging of DPPH radical (H) by TPCD NP. Scale bars in (C-D): 200 nm. Data in (F-H) are mean ± SD (n = 3). 
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To prepare TPP-decorated TPCD NPs (TTPCD 
NP), lecithin (3 mg), DSPE-PEG (4.5 mg), and STPP 
(3.75 mg) were dissolved in 0.45 mL of ethanol. Thus 
formed solution was mixed with 7.5 mL of deionized 
water, and the mixture was stirred at 65°C for 1 h to 
obtain an aqeuous phase. Then TPCD (25 mg) 
dissolved in methanol (2.5 mL) was added to the 
aqueous phase, followed by similar procedures as 
aforementioned to collect TTPCD NP. 

Preparation of TPCD nanoparticles containing 
Ac2-26 

Lecithin (3 mg) and DSPE-PEG (4.5 mg) were 
dissolved in 0.45 mL of ethanol, which was mixed 
with 7.5 mL of deionized water and stirred at 65°C for 
1 h to obtain an aqueous phase. TPCD (25 mg) was 
dissolved in 2.5 mL of methanol, into which 50 μg 
Ac2-26 dissolved in 50 μL of DMSO was added. The 
obtained organic solution was added into the aqueous 
phase. After magnetic stirring at room temperature 
for 2 h, the solution was centrifuged at 5000g for 10 
min to collect ATPCD NP. Following similar 
procedures, TPCD NPs containing FITC-labeled 
Ac2-26 (FITC-ATPCD NP) and TPP-decorated TPCD 
NPs containing Ac2-26 (ATTPCD NP) were 
fabricated.  

Quantification of Ac2-26 contents in TPCD 
nanoparticles 

To quantify the loading content of FITC-Ac2-26, 
different TPCD NPs were dissolved in methanol. 
Then fluorescence intensities of FITC-Ac2-26 were 
measured by fluorescence spectroscopy (F-7000, 
Hitachi, Japan), with excitation wavelength at 494 nm 
and emission wavelength at 518 nm.  

In vitro release of Ac2-26 from TPCD 
nanoparticles 

Specifically, 40 mL of PBS (0.01 M, pH 7.4) 
containing 5 mg FITC-ATPCD NP with or without 1 
mM H2O2 was separately incubated at 37°C. At 
predetermined time intervals, 1 mL of the medium 
was withdrawn and the same volume of fresh 
medium was supplemented. After centrifugation of 
the collected medium at 20000g for 15 min, the 
supernatant was collected and the concentration of 
Ac2-26 was determined by fluorescence spectropho-
tometry. 

Cell culture 
H9C2 rat cardiomyoblast cells, A549 human lung 

alveolar cells, human umbilical vein endothelial cells 
(HUVECs), and RAW264.7 murine macrophages were 
cultured in Dulbecco's modified eagle medium 
(DMEM) containing 10% fetal bovine serum (FBS) as 
well as 1% U/mL penicillin and streptomycin. Cells 

were used for further experimentation at 80% 
confluence. 

Isolation and culture of primary 
cardiomyocytes 

Primary neonatal rat ventricular myocytes 
(NRVMs) were isolated from neonatal Sprague- 
Dawley rats (1-2 days old) [52]. Briefly, rats were 
euthanized to collect hearts. After ventricles were 
minced, myocytes were isolated by serial enzymatic 
digestion. The isolated cells were plated in culture 
dishes for 2 h to allow rapid attachment of adherent 
fibroblasts. Purified cardiomyocytes in the 
supernatant were collected and cultured for another 
48 h before other treatments. 

Observation of cellular uptake by confocal 
microscopy 

H9C2 cells were cultured in 12-well plates at a 
density of 3 × 104 cells per well in 1 mL of culture 
medium for 12 h. Then the culture medium was 
replaced with 1 mL of medium containing 50 μg 
Cy5-labeled NPs. After incubation for different time 
periods, cells were washed with PBS, fixed with 4% 
paraformaldehyde, and stained with 4',6-diamidino- 
2-phenylindole (DAPI). Subsequently, cells were 
observed by confocal laser scanning microscopy 
(CLSM) (Leica, Germany). Similarly, cellular uptake 
profiles were examined after 2 h of incubation with 
various doses of Cy5-labeled NPs. 

In separate experiments, mitochondrial 
localization of TPCD NP or TTPCD NP in H9C2 cells 
was observed by CLSM. In this case, the culture 
medium was replaced with 1 mL of medium 
containing 50 μg Cy5-labeled NPs. After incubation 
for different time periods, cells were stained with 
MitoTracker Green FM (75 nM) at 37°C for 20 min, 
washed with PBS, and observed by CLSM.  

Quantification of cellular uptake by flow 
cytometry 

A549 cells, HUVECs, RAW264.7 cells, and H9C2 
cells were cultured in 12-well plates at a density of 2 × 
105 cells per well in 1 mL of culture medium for 12 h. 
Then H9C2 cells were treated with fresh medium with 
or without 2 μM doxorubicin (DOX), while A549 cells, 
HUVECs, and RAW264.7 cells were incubated 
without DOX. After 24 h, cells were incubated with 1 
mL of medium containing 50 μg Cy5-labeled NPs. 
Then cells were incubated for different periods of 
time, followed by flow cytometry analysis (Accuri C6, 
BD Biosciences). Similarly, cellular uptake was 
studied after incubation with different doses of 
Cy5/TPCD NP (varying from 1, 5, 10, 50, to 100 
μg/mL) for 2 h.  



Theranostics 2021, Vol. 11, Issue 17 
 

 
http://www.thno.org 

8554 

In another experiments, cellular uptake profiles 
of TPCD NP or TTPCD NP in H9C2 cells were 
compared. In this case, H9C2 cells were treated with 2 
μM DOX. After 24 h, cells were incubated with 1 mL 
of medium containing 50 μg Cy5-labeled NPs for 
different time periods, and then analyzed by flow 
cytometry analysis. 

ROS generation 
H9C2 cells were cultured in dishes at a density of 

5 × 104 cells per well in 1 mL of medium for 12 h. After 
cells were pretreated with different doses of TPCD NP 
for 2 h, they were stimulated with DOX for 24 h. The 
control group was treated with medium alone, while 
the DOX group was treated with DOX without TPCD 
NP. Subsequently, cells were treated with 
2',7'-dichlorofluorescein diacetate (DCFH-DA) in 
serum-free DMEM. After treatment at 37°C for 20 
min, cells were washed with PBS and observed by 
CLSM. In a separate study, cells were analyzed by 
flow cytometry following the same procedures. 
Similarly, flow cytometry analysis of ROS generation 
was performed in NRVMs. 

Quantification of malondialdehyde (MDA), 
cardiac troponin I (cTnI), lactate 
dehydrogenase (LDH), and tumor necrosis 
factor (TNF)-α 

H9C2 cells were cultured in 12-well plates at 1.5 
× 105 cells per well in 1 mL of medium for 12 h. Cells 
were pretreated with different doses of TPCD NP for 
2 h and then stimulated with DOX for 24 h. The 
control group was only treated with medium, while 
the DOX group was treated with DOX alone. 
Subsequently, cell culture supernatant was collected 
and centrifuged at 1000g at 4°C for 20 min. The levels 
of cTnI, LDH, and TNF-α were separately quantified 
by corresponding kits. Meanwhile, cells were 
collected and subjected to repeated freeze-thaw 
processes several times until the cells were fully lysed. 
Then the supernatant was collected after 
centrifugation. The level of MDA was detected by a 
commercial kit following the manufacturer’s 
instructions. Based on similar procedures, biological 
effects of TTPCD NP and ATTPCD NP were 
examined in H9C2 cells. 

Animals 
Male C57BL/6 (10-12 weeks old) were obtained 

from the Animal Center of the Third Military Medical 
University and fed under standard conditions. All 
animal experiments were performed in line with the 
Guide for the Care and Use of Laboratory Animals 
proposed by National Institutes of Health. All the 
animal care and experimental protocols were 

performed with review and approval by the Animal 
Ethical and Experimental Committee of the Third 
Military Medical University (Army Medical Univer-
sity). 

In vivo biodistribution of inhaled TPCD NP 
Male C57BL/6 mice were exposed to an 

inhalation chamber nebulized with Cy7.5-labeled NPs 
at a theoretical dose of 50 mg/kg in 5 mL of saline. At 
different time points after inhalation, the heart and 
other major organs were collected. Ex vivo imaging 
was performed by an IVIS Spectrum living imaging 
system. 

To estimate the exact dose after inhalation 
delivery, intratracheal nebulization and inhalation 
were compared. In this case, mice were divided into 
three groups (n = 3 per group), i.e., the control, 
intratracheal nebulization, and inhalation groups. 
Mice in the intratracheal nebulization group were 
treated by inhalation via intratracheal nebulization of 
Cy7.5-labeled NPs (25 mg/kg). Mice in the inhalation 
group were exposed to the inhalation chamber 
nebulized with Cy7.5-labeled NPs (25 mg/kg) in 5 mL 
of saline. The same volume of saline was given to 
mice in the control group. Immediately after different 
treatments, lungs were collected for ex vivo imaging. 
In all cases, fluorescence intensities were calculated by 
the Living Image software. 

Intrapulmonary distribution of Cy5/TPCD NP 
Mice were treated with Cy5/TPCD NP at a 

theoretical dose of 50 mg/kg by inhalation. After 24 h, 
lungs were collected, fixed with 4% paraformalde-
hyde, and embedded in paraffin. Then lung sections 
were prepared and incubated with antibodies to 
EpCAM (1:100), CD31 (1:500), and CD68 (1:200) for 24 
h, followed by incubation with the secondary 
antibody Alexa Fluor 488-labeled goat anti-rabbit IgG 
(H+L). After staining with DAPI, lung sections were 
visualized by CLSM. In addition, immunofluores-
cence analysis was performed for heart tissues 
collected at 60 h after inhalation. 

In separate experiments, the cellular distribution 
of Cy5/TPCD NP in pulmonary tissues was analyzed 
by flow cytometry. Briefly, mice were nebulized with 
Cy5/TPCD NP at a theoretical dose of 50 mg/kg. 
Control mice were nebulized with saline. After 24 h, 
mice were sacrificed to isolate lungs. Then lungs were 
minced and incubated in 5 mL of DMEM containing 
1.3 U Liberase TM and 1.25 mg DNase I at 37°C for 30 
min, followed by filtering with a 40 µm cell strainer 
and incubation with red blood cell lysis buffer for 1 
min. The obtained suspension was centrifuged at 400g, 
and cells were resuspended in PBS containing 0.5% 
bovine serum albumin. After suspended cells (1 × 106) 
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were stained with antibodies to CD45R, CD326, CD31, 
F4/80, and CD11b, flow cytometry analysis was 
performed.  

Distribution of inhaled TPCD NP in blood cells  
In a separate study, the distribution of TPCD NP 

in different cells was analyzed by flow cytometry 
using the previously established method [53]. Briefly, 
mice were nebulized with Cy5/TPCD NP at a 
theoretical dose of 50 mg/kg. At 12 h after inhalation, 
whole blood samples were collected. Then cell 
suspensions were stained with different antibodies 
[54], followed by flow cytometry analysis. 

Prevention of DOX-induced heart failure by 
different nanotherapies in mice 

Mice were divided into five groups (n = 5 per 
group), including the control, DOX, DOX+TPCD NP 
(4 mg/kg), DOX+TPCD NP (10 mg/kg), and 
DOX+TPCD NP (25 mg/kg) groups. Mice in the DOX 
and DOX+TPCD NP groups were subjected to a 
single intraperitoneal injection of DOX (15 mg/kg). 
An equal volume of saline was given to mice in the 
control group. Beginning from 2 days before DOX 
injection, mice in the DOX+TPCD NP groups were 
nebulized with TPCD NP (at 4, 10, or 25 mg/kg) every 
day for 7 days. Mice in the control and DOX groups 
were nebulized with an equal volume of saline. At 
day 7 after different treatments, mice were 
euthanized. The hearts, tibias, and other major organs 
(including the liver, spleen, lung, and kidney) were 
harvested. The organ index was calculated as the ratio 
of the organ weight to the tibia length. Blood samples 
were collected for blood routine and biochemical 
analyses. 

To compare in vivo efficacies of dexrazoxane 
(DEX) and TPCD NP, mice in the DEX group were 
treated by a single intraperitoneal injection of DEX 
(200 mg/kg) at 2 h before administration of DOX. For 
the TPCD NP group, mice were nebulized with TPCD 
NP (25 mg/kg) 2 days before administration of DOX. 
Then similar procedures were followed as described 
above. 

In a separate study, mice were nebulized with 
TPCD NP or TTPCD NP at 25 mg/kg 2 days before 
administration of DOX. After 7 days, hearts and tibias 
were harvested to calculate the ratio of the heart 
weight to the tibia length. Through similar 
procedures, therapeutic effects of ATTPCD NP were 
evaluated. In this case, the dose of ATTPCD NP was 
25 mg/kg, while Ac2-26 at 14.75 µg/kg and the same 
dose of TTPCD NP served as the controls.  

Echocardiography 
Mice were anesthetized with 1-1.5% isoflurane. 

Cardiac function was determined by echocardio-

graphy (VisualSonics Vevo 2100 Imaging System). 
Left ventricular ejection fraction (LVEF) and left 
ventricular fractional shortening (LVFS) were 
measured from M-mode images obtained from the 
parasternal short-axis view at the papillary muscle 
level. 

Measurements of serum levels of cTnI, 
creatine kinase-MB isoenzyme (CK-MB), and 
creatine kinase (CK) 

Blood samples were collected and allowed to 
stand at room temperature for 2 h before 
centrifugation (1000g) at 4°C for 20 min. The levels of 
cTnI, CK-MB, and CK were measured by ELISA 
assay. 

Evaluation of oxidative stress and 
quantification of inflammatory cytokines 

Dihydroethidium (DHE) staining was used to 
detect superoxide anion generation. To this end, fresh 
heart slices were incubated with DHE (1:200) at 37°C 
in dark for 30 min. Images were acquired by 
fluorescence microscopy (Olympus, Japan). 
Image-pro Plus 6.0 software was used to analyze 
fluorescence intensities. 

To measure the levels of MDA, H2O2, TNF-α, 
and myeloperoxidase (MPO) in the myocardium, 
heart tissues were isolated and homogenized in PBS 
on ice. The supernatant was collected after 
centrifugation at 5000g for 5 min, followed by ELISA 
using corresponding kits. 

Acute toxicity evaluation of TPCD NP in mice 
Mice were randomly divided into three groups 

(n = 5 per group), including the control, TPCD NP at 
62.5 mg/kg (i.e., TPCD NP-L), and TPCD NP at 125 
mg/kg (i.e., TPCD NP-H) groups. Mice in the TPCD 
NP-L and TPCD NP-H groups were nebulized with 
TPCD NP at 62.5 or 125 mg/kg every day for 7 days, 
respectively. Mice in the control group were 
nebulized with an equal volume of saline. The body 
weight of mice was recorded. After 7 days, mice were 
euthanized. Blood samples were collected for route 
blood tests and biochemical analyses. The main 
organs were isolated and the organ index was 
calculated as the ratio of organ weight to body weight. 
The wet/dry weight ratio of lung tissues was 
determined to evaluate the severity of pulmonary 
edema. To this end, lungs were first weighed to get 
the wet weight, and then the lung tissues were dried 
at 60°C for 48 h to get dry weight. Meanwhile, the 
histological sections were stained with hematoxylin 
and eosin (H&E). In a separate study, bronchoalveolar 
lavage fluid was collected. After centrifugation at 
16000g for 10 min, the supernatant was collected for 
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quantification of the levels of TNF-α and interleukin 
(IL)-1β by ELISA. 

Statistical analysis 
Quantitative data are expressed as mean ± 

standard deviation (SD). Statistical analyses were 
performed by SPSS 20.0 using the one-way ANOVA 
test for experiments with three or more groups, while 
the unpaired t-test was used for data with two groups. 
Statistical significance was considered at P < 0.05. 

Results 
Preparation and characterization of a 
bioactive nanoparticle-derived nanotherapy 

According to our previously established method 
[49], an antioxidative and anti-inflammatory material 
(defined as TPCD) was synthesized by conjugating 
Tempol and a phenylboronic acid pinacol ester 
(PBAP) unit onto β-cyclodextrin (β-CD), a cyclic 
oligosaccharide with excellent in vivo safety [55]. The 
structure of synthesized TPCD was confirmed by 
Fourier transform infrared (FT-IR) and 1H NMR 
spectroscopy (Figure S1A-B). Calculation according to 
proton signals in the 1H NMR spectrum of TPCD 
suggested that approximately 2 Tempol and 5 PBAP 
were conjugated onto each β-CD molecule.  

TPCD nanoparticles (defined as TPCD NP) were 
produced by a modified nanoprecipitation/self- 
assembly method [49], in the existence of lecithin and 
an amphiphilic conjugate DSPE-PEG (Figure 1B). 
Thus obtained NPs generally display core-shell 
structure, with a hydrophobic core coated by a 
lecithin shell, in which DSPE-PEG chains are 
anchored via DSPE moieties [51, 56]. The peripherally 
distributed PEG chains can provide resulting NPs 
with good colloidal stability and ensure their 
desirable penetration capability in mucus [38, 57]. 
Observation by transmission electron microscopy 
(TEM) and scanning electron microscopy (SEM) 
revealed a well-defined spherical shape of TPCD NP 
(Figure 1C-D). Measurement by dynamic light 
scattering indicated that TPCD NP showed a narrow 
size distribution (Figure 1E), with the average 
diameter of 101 nm and ζ-potential of -29.4 ± 1.7 mV. 

We then tested in vitro ROS-scavenging ability of 
TPCD NP. With an increase in the TPCD NP 
concentration, the amount of scavenged H2O2 notably 
increased, showing a nearly linear profile (Figure 1F). 
Similarly, TPCD NP effectively eliminated superoxide 
anion in a dose-dependent manner (Figure 1G). In 
addition, both time- and dose-dependent DPPH free 
radical scavenging profiles were observed (Figure 
1H). 

In vitro biological activities of TPCD NP 
We first examined cellular uptake of TPCD NP 

in H9C2 rat cardiomyoblast cells, using Cy5-labeled 
TPCD NP (Cy5/TPCD NP). Confocal microscopy 
observation indicated efficient internalization of 
Cy5/TPCD NP by H9C2 cells in a time-dependent 
manner (Figure 2A). Significant intracellular 
fluorescent signals were observed even at 0.5 h after 
incubation. In addition, a clearly dose-response 
cellular uptake profile was found in H9C2 cells after 2 
h of incubation (Figure S2). Further flow cytometry 
analysis affirmed both time- and dose-dependent 
cellular internalization of Cy5/TPCD NP in H9C2 
cells (Figure 2B-C). Consistently, we found that 
Cy5/TPCD NP could be efficiently endocytosed by 
neonatal rat ventricular myocytes (NRVMs) (Figure 
S3). Moreover, cellular uptake efficiency of 
Cy5/TPCD NP in DOX-stimulated H9C2 cells was 
significantly higher than that of cells without DOX 
pretreatment, regardless of incubation time periods 
(Figure 2B). Also, DOX-treated H9C2 cells exhibited 
significantly higher cellular internalization at various 
doses of Cy5/TPCD NP, as compared to those 
without DOX pretreatment (Figure 2C). Since TPCD 
NP will be delivered via inhalation, we also examined 
cellular uptake profiles in other cells related to the 
absorption and translocation of inhaled TPCD NP, 
including A549 human lung epithelial cells, HUVECs, 
and RAW264.7 murine macrophages. All these tested 
cells showed effective endocytosis of Cy5/TPCD NP 
in time- and dose-dependent manners (Figure S4-6).  

ROS-induced oxidative stress in cardiomyocytes 
plays an important role in the pathogenesis of heart 
failure [58, 59]. Therefore, we evaluated in vitro 
anti-oxidative effects of TPCD NP in H9C2 cells. 
Direct observation via confocal microscopy revealed a 
notably enhanced ROS level in H9C2 cells treated 
with DOX (Figure 2D). This is consistent with the 
previous finding that DOX can cause abnormally 
increased intracellular ROS in cardiomyocytes [60]. 
Pretreatment with TPCD NP notably reduced ROS 
levels in DOX-stimulated H9C2 cells. The 
dose-dependent anti-oxidative effect of TPCD NP in 
DOX-induced H9C2 cardiomyocytes was further 
confirmed by flow cytometric quantification (Figure 
2E-F). In line with significantly reduced oxidative 
stress in H9C2 cardiomyocytes by TPCD NP, 
treatment with this nanotherapy also effectively 
inhibited the production of MDA (Figure 2G), which 
is one of the end products of lipid peroxidation [48]. 
Moreover, DOX-treated H9C2 cells expressed 
significantly higher levels of cardiac troponin I (cTnI) 
and lactate dehydrogenase (LDH) (Figure 2H-I), two 
typical markers of myocardial injury [61]. 
Pretreatment with TPCD NP effectively reduced 
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expressions of cTnI and LDH by H9C2 cells. Also, 
anti-oxidative and protective effects of TPCD NP were 
detected in NRVMs (Figure S7). Collectively, these 
results demonstrated that TPCD NP can protect 
cardiomyocytes from DOX-induced oxidative stress 
and cell damage. 

Heart targeting capability and mechanistic 
studies of inhaled TPCD NP 

To assess whether TPCD NP can be delivered to 
the heart after inhalation, in vivo distribution profiles 
of inhaled TPCD NP in typical major organs were first 
examined in mice. At 2 h after inhalation of 
Cy7.5/TPCD NP, considerable accumulation of Cy7.5 
fluorescence was clearly observed in the lungs (Figure 
S8A), showing a notable increase at detected time 
points from 2 to 12 h. Nevertheless, evident 
fluorescence in the heart was only found at 12 h after 

inhalation of Cy7.5/TPCD NP (Figure S8B). In a 
separate study, we found slightly increased Cy7.5 
fluorescence intensities in lungs when detection was 
prolonged from 12 to 48 h (Figure 3A), followed by a 
decrease at 60 h after Cy7.5/TPCD NP inhalation. 
This suggested that pulmonary deposition of TPCD 
NP was largely completed within 12 h. 
Correspondingly, fluorescence intensities in the heart 
significantly increased when time varied from 12 to 60 
h after inhalation (Figure 3B). The heart accumulation 
of Cy5/TPCD NP was further affirmed by confocal 
microscopic observation of the heart cryosection 
(Figure 3C). As for other organs, Cy7.5/TPCD NP 
displayed similar time-dependent distribution 
profiles in the liver and spleen (Figure S9), while the 
Cy7.5/TPCD NP accumulation in kidneys resembled 
that of the heart. Notably, whereas the lung 

 

 
Figure 2. Cellular uptake of TPCD NP and in vitro biological effects in H9C2 cells. (A) Confocal microscopy images showing time-dependent cellular uptake of Cy5/TPCD NP. 
(B-C) Flow cytometric curves (left) and quantitative analysis (right) of time-dependent (B) or dose-dependent (C) cellular uptake of Cy5/TPCD NP in H9C2 cells with or without 
DOX treatment. For time-dependent experiments, the dose of Cy5/TPCD NP was 50 µg/mL, while the incubation time was 2 h for dose-response studies. (D-F) Representative 
fluorescence images (D) and flow cytometric quantification (E-F) of intracellular ROS generation after stimulation with DOX and treatment with different doses of TPCD NP. 
(G) Intracellular MDA levels after different treatments. The protein content was measured by the BCA assay. (H-I) Expression levels of cTnI (H) and LDH (I). Scale bars: 40 μm 
(A, D). Data are mean ± SD (B, C, F, n = 3; G-I, n = 4). Statistical significance was assessed by the unpaired t-test for data in (B-C) and the one-way ANOVA with post-hoc LSD 
tests for data in (F-I). *P < 0.05, **P < 0.01, ***P < 0.001. 
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accumulation of Cy7.5/TPCD NP considerably 
decreased at 60 h after inhalation, the heart 
distribution still increased at the examined time 
points from 60 to 120 h (Figure S10). These results 
indicated that inhaled Cy7.5/TPCD NP can be 
gradually absorbed and translocated to other major 
organs. 

Whereas our results and other studies on 
different nanomaterials revealed the transport of NPs 
from the lungs to the systemic circulation, the 
underlying mechanisms dominating intrapulmonary 
translocation of NPs remain unknown [26, 62]. 
Therefore we further explored the transport pathways 
responsible for heart targeting of inhaled Cy5/TPCD 
NP. Immunofluorescence analysis revealed the 
co-localization of Cy5/TPCD NP with EpCAM+ 
epithelial cells, CD31+ endothelial cells, and CD68+ 
macrophages in lungs after inhalation (Figure 3D-F). 
The distribution of Cy5/TPCD NP in different cells of 
the lung tissue was further quantified by flow 
cytometry (Figure 4A-B). It was found that 29.7±5.6% 
lung endothelial cells were Cy5-positive (Figure 4C), 
while 25.6±1.9% epithelial cells contained Cy5/TPCD 
NP (Figure 4D). By contrast, only a very low 
proportion of lung macrophages (6.9±1.4%) were 
Cy5-positive (Figure 4E), which should be resulting 
from the relatively low macrophage count in the 
lungs. Consequently, absorption and translocation of 
Cy5/TPCD NP were mainly mediated by epithelial 

and endothelial cells. 
Since previous studies reported that inhaled NPs 

can be transported into the blood circulation through 
the pulmonary lymphatic system [63], we also 
examined the distribution of Cy5/TPCD NP in 
different peripheral blood cells by flow cytometry 
(Figure 4F-H). Although we found the localization of 
Cy5/TPCD NP in different blood cells including 
lymphocytes, neutrophils, Ly6Clow monocytes, 
Ly6Chigh monocytes, dendritic cells, and macro-
phages, the proportion of Cy5-positive cells for each 
cell type was less than 5%. This can be explained by 
the fact that only a small amount of Cy5/TPCD NP 
was transported to the blood circulation. Accordingly, 
lymphatic transport was not the main route 
accounting for the heart accumulation of Cy5/TPCD 
NP. 

Collectively, our results suggested that inhaled 
TPCD NP will first deposit in the lungs, followed by 
translocation across the pulmonary epithelium and 
endothelium, which can be mediated by lung 
epithelial cells and endothelial cells, respectively, via 
transcellular and/or paracellular pathways. TPCD NP 
thus delivered to pulmonary capillaries will be further 
transported to the heart via the pulmonary 
circulation, since this is the shortest route for 
transportation between the heart and lungs, in which 
TPCD NP might be transported from the pulmonary 
veins to the left atrium and then deposited in the heart 

 

 
Figure 3. Distribution of TPCD NP in the lungs and hearts after inhalation in mice. (A-B) Ex vivo fluorescent images (left) and quantitative analysis (right) of mouse lungs (A) and 
hearts (B) at various time points after inhalation of Cy7.5/TPCD NP. (C) A typical fluorescence image shows the distribution of Cy5/TPCD NP in a cryosection of the heart at 
60 h after inhalation. (D-F) Immunofluorescence analysis of co-localization of Cy5/TPCD NP with EpCAM+ lung epithelial cells (D), CD31+ lung endothelial cells (E), and CD68+ 
macrophages (F) in lung sections. Scale bars: 40 μm. Data in (A-B) are mean ± SD (n = 3). 
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via the coronary arteries. In addition to accumulation 
in the heart, a considerable proportion of TPCD NP 
will be transported by the blood pumped out of the 
heart to other organs via the systemic circulation. 

Prevention of DOX-induced heart failure by 
inhaled TPCD NP in mice 

Based on the above results, we examined in vivo 
efficacies of TPCD NP. A mouse model of heart failure 
was induced by intraperitoneal injection of DOX, 
since this approach has been widely reported [64-66]. 
Of note, DOX-induced toxic models of cardiomyo-
pathy are highly specific forms of injury, which are 

also useful in assessing cardiac responses to oxidative 
stress [67]. In TPCD NP groups, mice were pre-treated 
with TPCD NP by inhalation at varied theoretical 
doses (Figure 5A), considering gradual accumulation 
of inhaled TPCD NP in the heart. For the model group 
treated with DOX alone, we found a significant 
decrease in the heart weight and the ratio of heart 
weight to tibia length (HW/TL) (Figure 5B-D). 
Treatment with the nanotherapy TPCD NP notably 
increased both heart weight and HW/TL, in a 
dose-response pattern. Cardiac function of mice was 
further evaluated by echocardiography. Represen-
tative M-mode echocardiographic images showed 

 

 
Figure 4. Flow cytometric analysis of the distribution of Cy5/TPCD NP in different pulmonary cells and blood cells. (A) The gating strategy used for flow cytometry analysis of 
lung cells at 24 h after inhalation of Cy5/TPCD NP. Biomarkers for lung epithelial cells (EpCAM+), lung endothelial cells (CD31+), and macrophages (F4/80+ and CD11b+) were 
separately used to distinguish different sub-types. (B) Typical dot plots show Cy5 distribution in control and Cy5/TPCD NP-treated mouse lung tissues. (C-E) Quantified Cy5+ 
cell proportions in pulmonary endothelial cells (C), epithelial cells (D), and macrophages (E). (F) The gating strategy used for flow cytometry analysis of blood cells at 12 h after 
inhalation of Cy5/TPCD NP. i, lymphocytes; ii, neutrophils; iii, Ly6Clow monocytes; iv, Ly6Chigh monocytes; v, dendritic cells; and vi, macrophages. (G) Typical dot plots show Cy5 
distribution in different blood cells. (H) Quantified Cy5+ cell proportions in lymphocytes, neutrophils, Ly6Clow monocytes, Ly6Chigh monocytes, dendritic cells, and macrophages. 
Data in (C-E,H) are mean ± SD (n = 4). Statistical significance was assessed by the unpaired t-test. ***P < 0.001. 
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that DOX significantly reduced the waveform range 
and weakened the wall motion (Figure 5E). 
Quantitative analysis revealed the significantly 
reduced left ventricle ejection fraction (LVEF) and 
left ventricle fraction shortening (LVFS) in the DOX 
group (Figure 5F-G), compared to those of the control 
healthy group. By contrast, treatment with TPCD NP 
remarkably alleviated cardiac dysfunction as well as 
reduced LVEF and LVFS caused by DOX.  

Since oxidative damage is the main cause of 

myocardial injury [58, 59, 68, 69], we further 
examined the degree of cardiac oxidative stress in 
heart tissues after different treatments. As compared 
to the control group, the DOX group exhibited 
significantly high levels of MDA and H2O2 in the 
myocardium (Figure 5H-I). Moreover, fluorescence 
observation of heart cryosections stained with 
dihydroethidium (DHE, a fluorescent probe for 
superoxide anion) revealed the strongest fluorescence 
in the model group, while therapy with TPCD NP 

 

 
Figure 5. Therapeutic effects of inhaled TPCD NP on DOX-induced heart failure in mice. (A) Schematic illustration of the treatment protocols. (B) Typical digital photos show 
hearts isolated from mice in different groups. (C) The heart weight of different groups. (D) Ratios of HW/TL for different groups. (E) Representative M-mode echocardiography 
images of mouse hearts after different treatments. (F-G) Left ventricular ejection fraction (LVEF) and left ventricular fraction shortening (LVFS) quantified by echocardiography. 
(H-I) The levels of MDA (H) and H2O2 (I) in tissue homogenates of hearts from mice treated with different formulations. The total protein content in heart homogenates was 
measured by the BCA assay. (J-K) Fluorescence images (J) and quantitative analysis (K) of DHE-stained heart cryosections for mice subjected to different treatments. (L-M) 
Serum levels of cTnI (L) and CK-MB (M). (N) H&E-stained histological sections of hearts. Control, healthy mice treated with saline; DOX, mice treated with DOX and saline. In 
different TPCD NP groups, diseased mice were treated with different doses of TPCD NP. Scale bars: 3 mm (B), 500 μm (J), 20 μm (N). Data in (C-D,F-I,K-M) are mean ± SD 
(n = 5). Statistical significance was assessed by the one-way ANOVA with post-hoc LSD tests. *P < 0.05, **P < 0.01, ***P < 0.001. 
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notably reduced fluorescence intensities (Figure 5J-K). 
Further quantification of serum levels of cTnI and 
CK-MB, two typical biomarkers of cardiac injury, also 
substantiated that TPCD NP treatment at 25 mg/kg 
effectively inhibited DOX-induced myocardial injury 
(Figure 5L-M). In addition, inspection on H&E- 
stained heart sections showed notable cytoplasmic 
vacuolization and nuclear swelling of myocardial cells 
in the model group (Figure 5N), while these patholo-
gical abnormalities were considerably reduced in 
TPCD NP-treated mice, particularly at 25 mg/kg. 
Moreover, treatment with TPCD NP could also 
reverse DOX-induced reduction in the ratios of organ 
weight to tibia length for other major organs (Figure 
S11). Likewise, TPCD NP therapy enhanced the 
number of white blood cells and platelets as well as 
reduced serum levels of alanine aminotransferase 
(ALT) and aspartate aminotransferase (AST) (Figure 
S12). Notably, the lung accumulation efficiency of 
inhaled Cy7.5/TPCD NP was estimated by 
comparing fluorescence intensities with those of 
Cy7.5/TPCD NP administered by direct intratracheal 
delivery (Figure S13). The result indicated that 
approximately 4% TPCD NP was deposited in the 
lungs after inhalation. Consequently, the theoretical 
inhalation doses of 4, 10, and 25 mg/kg TPCD NP are 
actually 0.16, 0.4, and 1 mg/kg TPCD NP, 
respectively. 

Taken together, all these results demonstrated 
that treatment with the nanotherapy TPCD NP by 
inhalation can efficaciously ameliorate DOX-induced 
heart failure in mice at a very low actual dose of 1 
mg/kg, largely by site-specific attenuation of 
oxidative stress in the heart. To a certain degree, 
DOX-mediated side effects on other organs or tissues 
can also be mitigated by inhaled TPCD NP.  

Comparison of in vivo efficacy of TPCD NP 
with dexrazoxane in mice with DOX-induced 
heart failure 

Subsequently, we compared in vivo therapeutic 
effects of inhaled TPCD NP with dexrazoxane (DEX), 
a cardiac protective drug approved by FDA for 
DOX-induced dysfunction [70]. For the DEX group, 
mice were intraperitoneally injected with DEX (200 
mg/kg) at 2 h before administration of DOX, while 
the TPCD NP group was treated by inhalation at 25 
mg/kg (Figure 6A). Whereas treatment with either 
DEX or TPCD NP significantly increased the heart 
weight and HW/TL ratio as well as remarkably 
improved cardiac dysfunction by increasing the 
DOX-induced abnormal reduction in LVEF and LVFS 
(Figure 6B-F), significant differences were found 
between the TPCD NP and DEX groups. 
Correspondingly, the levels of MDA and H2O2 in the 

myocardium as well as serum levels of cTnI and CK 
were considerably decreased after treatment with 
DEX or TPCD NP (Figure 6G-J), and more beneficial 
outcomes were achieved by TPCD NP. These results 
substantiated that inhaled TPCD NP at 25 mg/kg was 
more effective than the currently used cardiac 
protective drug DEX at a clinically relevant dose for 
the treatment of DOX-induced heart failure in mice. 

Engineering of a TPCD NP-derived 
mitochondrial-targeting nanotherapy for heart 
failure 

Mitochondria, which are abundant in the heart, 
are the key sites of ROS generation in myocardial 
dysfunction induced by DOX [71]. In addition, 
previous studies demonstrated that mitochondrial- 
targeting antioxidants are more effective than those of 
non-targeting ones in the treatment of various 
diseases related to mitochondrial-mediated oxidative 
stress [72-74]. Consequently, functionalization of 
nanotherapies with mitochondrial-targeting moieties 
is a promising strategy for simultaneously enhancing 
their heart targeting capability and anti-oxidative 
activity.  

As a proof of concept, herein TPCD NP was 
functionalized with STPP (Figure S14), since previous 
studies demonstrated its mitochondrial-targeting 
capacity [50, 75]. STPP-decorated TPCD NP (defined 
as TTPCD NP) was also formulated by the aforemen-
tioned self-assembly/nanoprecipitation method, 
using TPCD, lecithin, DSPE-PEG, and STPP (Figure 
7A). TTPCD NP displayed a spherical shape (Figure 
7B-C), with the mean diameter of 104 ± 3 nm and 
ζ-potential of -14.3 mV (Figures 7D-E). Similar to 
TPCD NP, Cy5-labeled TTPCD NP (Cy5/TTPCD NP) 
also showed time-dependent cellular uptake in H9C2 
cells (Figure 7F-G). Nevertheless, flow cytometric 
quantification indicated that TTPCD NP was more 
effectively internalized by H9C2 cardiomyocytes 
(Figure 7H). Further, mitochondrial-targeting 
capability of both nanotherapies was examined after 
staining with a fluorescent dye MitoTracker (green). 
Although both Cy5/TPCD NP and Cy5/TTPCD NP 
showed mitochondrial-targeting capacity (Figure 
7F-G), quantitative analysis revealed that the 
co-localization ratios of Cy5/TTPCD NP were 
significantly higher than those of Cy5/TPCD NP at 
the examined time points (Figure 7I). These results 
demonstrated that both cellular uptake and 
mitochondrial-targeting capability of TPCD NP can 
be significantly enhanced after decoration with STPP, 
thereby affording a more efficient nanotherapy 
TTPCD NP. In line with this finding, TTPCD NP more 
effectively protected H9C2 cells from DOX-induced 
oxidative stress injury, compared to TPCD NP, as 
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implicated by notably decreased MDA, cTnI, and 
LDH (Figure 7J-L). Collectively, these findings 
substantiated that TTPCD NP afforded additionally 
enhanced therapeutic effects, by increasing endo-
cytosis and mitochondrial accumulation.  

In vivo heart targeting and cardiacprotective 
effects of TTPCD NP in mice 

At 60 h after inhalation of Cy7.5-labeled TTPCD 
NP (Cy7.5/TTPCD NP) in mice, ex vivo imaging 
showed significant fluorescence in the heart (Figures 
8A, the left panel). Of note, inhaled Cy7.5/TTPCD NP 
exhibited significantly higher heart accumulation than 
that of Cy7.5/TPCD NP (Figure 8A, the right panel). 
Also, inhalation of Cy7.5/TTPCD NP resulted in 
notably high distribution in the liver, spleen, and 
kidneys (Figure S15). However, comparable fluores-
cence intensities in the lungs were found after 
inhalation of Cy7.5/TPCD NP or Cy7.5/TTPCD NP. 
These results suggested that TTPCD NP deposited in 

the lungs after inhalation could be more effectively 
transported across the epithelial and endothelial 
barriers to accumulate in the heart. 

We then compared in vivo efficacies of two 
nanotherapies TPCD NP and TTPCD NP in mice with 
DOX-induced heart failure. Consistent with enhanced 
heart targeting, inhalation of TTPCD NP at 25 mg/kg 
more effectively inhibited the heart weight loss and 
reduction of the HW/TL ratio (Figure 8B-C), in 
comparison to the same dose of TPCD NP. Likewise, 
TTPCD NP prominently alleviated cardiac dysfunc-
tion as well as improved LVEF and LVFS (Figures 
8D-F). In these cases, significant differences were 
found between TTPCD NP and TPCD NP groups. 
Moreover, the lowest levels of MDA and H2O2 in the 
myocardium as well as cTnI and CK in serum were 
detected in the TTPCD NP group (Figure 8G-J). 
Together, the mitochondrial-targeting nanotherapy 
TTPCD NP showed considerably potentiated 
therapeutic effects in amelioration of DOX-induced 

 

 
Figure 6. Comparison of therapeutic effects of dexrazoxane (DEX) and TPCD NP in mice with DOX-induced heart failure. (A) Schematic illustration of the treatment 
protocols. (B) The heart weight of different groups. (C) Ratios of HW/TL for different groups. (D) Representative M-mode echocardiography images of mouse hearts after 
different treatments. (E-F) LVEF and LVFS quantified by echocardiography. (G-H) The levels of MDA (G) and H2O2 (H) in tissue homogenates of hearts isolated from mice treated 
with different formulations. The total protein content in heart homogenates was measured by the BCA assay. (I-J) Serum levels of cTnI (I) and CK (J). Control, healthy mice 
treated with saline; DOX, mice treated with DOX and saline; DEX, mice treated with DOX and DEX at 200 mg/kg; TPCD NP, mice treated with DOX and TPCD NP at 25 
mg/kg. Data in (B-C,E-J) are mean ± SD (n = 5). Statistical significance was assessed by the one-way ANOVA with post-hoc LSD tests. *P < 0.05, **P < 0.01, ***P < 0.001. 
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cardiac dysfunction, largely resulting from enhanced 
targeting capacities at subcellular, cellular, and tissue 
levels.  

TPCD NP-based pro-resolving peptide 
nanotherapies for prevention of heart failure in 
mice 

Based on the above promising findings, we 
reasonably considered that TPCD NP can serve as a 
bioactive nanoplatform for ROS-responsive delivery 
of molecular therapeutics. Given the crucial role of 
inflammation in the development of heart failure [43], 
a pro-resolving peptide Ac2-26 was used as a model 
anti-inflammatory drug in this conceptual proof 
study. Ac2-26-containing TPCD NPs (i.e., ATPCD NP) 
were also prepared by the nanoprecipitation/self- 

assembly method as aforementioned (Figure 9A). 
Spherical NPs with well-defined morphology and 
narrow size distribution were obtained (Figure 9B-D), 
and the average diameter of ATPCD NP was 104 nm. 
In vitro tests clearly showed ROS-responsive release of 
Ac2-26 from ATPCD NP, as indicated by considerably 
rapid release at 1 mM H2O2 (Figure 9E). This is well 
agreeing with ROS-sensitive properties of TPCD NP 
[49]. Then a mitochondrial targeting Ac2-26 nano-
therapy was developed (Figure 9F), which was 
defined as ATTPCD NP. Similar to other nanothera-
pies, ATTPCD NP also displayed spherical shape and 
narrow size distribution (Figure 9G-I), with the mean 
diameter of 109 nm.  

 

 
Figure 7. Design, engineering, and biological effects of a mitochondrial-targeting nanotherapy TTPCD NP. (A) Schematic of TPP-decorated TPCD NP (TTPCD NP). (B-E) TEM 
(B) and SEM (C) images as well as size distribution (D) and zeta-potential (E) of TTPCD NP. (F-G) Confocal microscopy images showing the mitochondrial localization of 
Cy5/TPCD NP (F) and Cy5/TTPCD NP (G) in H9C2 cells. Images in the lower panels show quantitative analysis of fluorescence intensities along the yellow lines on single cells 
in indicated images. (H) Flow cytometric curves (left) and quantitative analysis (right) of time-dependent cellular uptake of Cy5/TPCD NP and Cy5/TTPCD NP at 50 µg/mL in 
H9C2 cells stimulated with DOX. (I) The co-localization ratios of Cy5/TPCD NP or Cy5/TTPCD NP with mitochondria. (J) Intracellular MDA levels after DOX stimulation and 
treatment with TPCD NP or TTPCD NP at 50 µg/mL. The protein content was measured by the BCA assay. (K-L) Expression levels of cTnI (K) and LDH (L) by H9C2 cells after 
stimulation with DOX and treatment with TPCD NP or TTPCD NP. Scale bars: 200 nm (B-C), 20 μm (F-G). Data are mean ± SD (E,H-I, n = 3; J-L, n = 4). Statistical significance 
was assessed by the unpaired t-test for data in (H-I) and the one-way ANOVA with post-hoc LSD tests for data in (J-L). *P < 0.05, **P < 0.01, ***P < 0.001. 
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Figure 8. In vivo heart targeting and therapeutic effects of a mitochondrial-targeting nanotherapy TTPCD NP in mice. (A) Ex vivo fluorescence images (left) and quantitative 
analysis (right) of hearts isolated from mice after inhalation of Cy7.5/TPCD NP or Cy7.5/TTPCD NP. (B) The heart weight of different groups. (C) Ratios of HW/TL for mice with 
DOX-induced heart failure after treatment with TPCD NP or TTPCD NP at 25 mg/kg via inhalation. (D) Representative M-mode echocardiography images of mouse hearts after 
different treatments. (E-F) LVEF and LVFS quantified by echocardiography. (G-H) The levels of MDA (G) and H2O2 (H) in heart homogenates of mice treated with different 
formulations. The total protein content in heart homogenates was measured by the BCA assay. (I-J) Serum levels of cTnI (I) and CK (J). Data are mean ± SD (A, n = 3; B-C,E-J, 
n = 5). Statistical significance was assessed by the one-way ANOVA with post-hoc LSD tests. *P < 0.05, **P < 0.01, ***P < 0.001. 

 
Subsequently, in vitro studies were performed to 

evaluate activities of ATTPCD NP in H9C2 cells. 
Compared to free Ac2-26 and TTPCD NP, ATTPCD 
NP more effectively protected H9C2 cells from 
DOX-induced injury, as implicated by notably 
decreased levels of MDA, cTnI, LDH, and TNF-α 
(Figure 9J-M). Further, we examined in vivo efficacy of 
ATTPCD NP in mice with DOX-induced cardiac 
dysfunction. Inhalation of ATTPCD NP inhibited the 
cardiac weight loss and decrease in the HW/TL ratio 
to a much more extent than those of Ac2-26 and 
TTPCD NP (Figure 10A-B). Likewise, therapy with 
ATTPCD NP more effectively decreased the 

expression levels of MDA, H2O2, MPO, and TNF-α in 
heart tissues (Figure 10C-F), as compared to both 
Ac2-26 and TTPCD NP groups. In addition, serum 
levels of cTnI and CK were potently reduced after 
treatment with ATTPCD NP (Figure 10G-H). 
Consistently, ATTPCD NP more significantly 
alleviated cardiac dysfunction as well as improved 
LVEF and LVFS than those of Ac2-26 and TTPCD NP 
(Figure 10I-K). Collectively, these results 
demonstrated that TTPCD NP can be used as an 
effective bioactive nanoplatform to substantially 
potentiate anti-inflammatory effects of loaded Ac2-26. 
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Figure 9. Design, engineering, and biological effects of peptide nanotherapies derived from TPCD NP. (A) Schematic of a peptide Ac2-26 nanotherapy (ATPCD NP) based on 
TPCD NP. (B-D) TEM (B) and SEM (C) images as well as size distribution (D) of ATPCD NP. (E) In vitro release profiles of FITC-Ac2-26 from ATPCD NP in 0.01 M PBS at pH 
7.4 with or without 1.0 mM H2O2. (F) A sketch showing the Ac2-26 nanotherapy (ATTPCD NP) based on mitochondrial-targeting TPCD NP. (G-I) TEM (G) and SEM (H) images 
as well as size distribution (I) of ATTPCD NP. (J) Intracellular MDA levels in H9C2 cells after different treatments. Protein contents were measured by the BCA assay. (K-M) 
Expression levels of cTnI (K), LDH (L), and TNF-α (M) by H9C2 cells subjected to different treatments. Scale bars in (B-C,G-H): 200 μm. Data are mean ± SD (E, n = 3; J-M, n 
= 4). Statistical significance was assessed by the one-way ANOVA with post-hoc LSD tests. *P < 0.05, **P < 0.01, ***P < 0.001. 

 

 
Figure 10. Therapeutic effects of the mitochondrial-targeting peptide nanotherapy ATTPCD NP after inhalation delivery in mice with DOX-induced heart failure. (A) The heart 
weight of different groups. (B) The ratios of HW/TL for different groups. (C-F) The levels of MDA (C), H2O2 (D), TNF-α (E), and MPO (F) in tissue homogenates of hearts isolated 
from mice treated with different formulations. Total protein contents in heart homogenates were measured by the BCA assay. (G-H) Serum levels of cTnI (G) and CK (H). (I) 
Representative M-mode echocardiography images of mouse hearts after different treatments. (J-K) LVEF and LVFS quantified by echocardiography. Data are mean ± SD (n = 5). 
Statistical significance was assessed by the one-way ANOVA with post-hoc LSD tests. *P < 0.05, **P < 0.01, ***P < 0.001. 
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Safety studies on TPCD NP 
Finally, both in vitro and in vivo experiments 

were performed to examine the safety profile of TPCD 
NP. We first tested in vitro cytotoxicity of TPCD NP in 
different cells associated with absorption and 
accumulation of inhaled nanotherapies. After 12 or 24 
h of incubation with different doses of TPCD NP, high 
cell viability was found for H9C2 cells, A549 cells, 
HUVECs, and RAW264.7 macrophages (Figure S16). 
Even at the highest dose of 1000 µg/mL, cell viability 
was still above 80% in most cases. These results 
implied that TPCD NP displayed low cytotoxicity. 

Since TPCD NP is expected to be delivered via 
inhalation, possible side effects after inhalation at low 
(62.5 mg/kg/day) and high (125 mg/kg/day) doses 
were tested in mice. During 7 days of continuous 
inhalation, no significant changes were found for the 
mouse body weight (Figure S17A). After treatment, 
we did not find significant variations in the major 
organ index and lung wet/dry weight ratios (Figure 
S17B-C). Moreover, no significant changes were 
detected for two typical proinflammatory cytokines of 
TNF-α and IL-1β (Figure S17D-E) in bronchoalveolar 
lavage fluid. Likewise, TPCD NP-treated mice 
exhibited no significant abnormal changes in the 
levels of representative hematological parameters and 
biomarkers relevant to hepatic and kidney functions 
(Figure S18). Further, assessment of H&E-stained 
sections revealed no discernable injuries in the trachea 
and other major organs (Figure S19). These results 
collectively suggested that TPCD NP displayed good 
safety profile after inhalation at doses at least 5-fold 
higher than those used in therapeutic studies. 

Discussion  
Currently, new therapies and creative drug 

delivery strategies are still required for effective and 
safe treatment of heart failure. Whereas inhalation 
delivery is promising for noninvasive delivery of 
molecular therapies and nanotherapies for 
cardiovascular diseases [19, 25, 36], pulmonary 
translocation and heart targeting mechanisms of 
inhaled NPs remain unclear. In this study, we attempt 
to explore heart targeting mechanisms after inhalation 
using a nanotherapy based on bioactive NPs (i.e., 
TPCD NP). Our results showed that inhaled TPCD 
NP can avoid removal by the airway mucociliary 
escalator, thereby affording effective deposition in the 
lungs in a time-dependent manner. The maximal lung 
accumulation of Cy7.5/TPCD NP was almost 
achieved within 12 h after inhalation. Similarly, 
Cy7.5/TPCD NP displayed a gradually increased 
heart accumulation, with a notable distribution at 12 h 
after inhalation. Whereas previous studies have 

demonstrated translocation of inhaled NPs across the 
air-blood barrier [19, 25, 31, 76], the exact route of 
intrapulmonary translocation has not been elucidated 
thus far. Both fluorescence observation and flow 
cytometric quantification indicated that pulmonary 
absorption and subsequent translocation of TPCD NP 
were mainly mediated by alveolar epithelial cells and 
endothelial cells. By contrast, considerably low uptake 
of TPCD NP was detected in alveolar macrophages, 
suggesting that lung macrophages only displayed 
negligible effects on absorption and clearance of 
TPCD NP. In addition, flow cytometric analysis 
showed a very low distribution of TPCD NP in typical 
lymphocytes. Accordingly, lymphatic transport is not 
a major pathway responsible for the heart 
accumulation of inhaled TPCD NP. In combination 
with the finding that the dominant alveolocapillary 
permeability barrier is due to the epithelial cells [40], 
we can conclude that pulmonary translocation of 
inhaled TPCD NP is mainly dominated by epithelial 
and endothelial cells via the caveolae-mediated 
transcytosis and/or tight junction-regulated paracel-
lular transport. To a large degree, thus absorbed NPs 
in pulmonary capillaries can be further transported to 
the heart via the pulmonary circuit, since this is the 
shortest path of circulation between the heart and 
lungs. 

Further, we demonstrated therapeutic advan-
tages of nanotherapies based on intrinsically 
antioxidative and anti-inflammatory NPs in the 
targeted treatment of heart failure by inhalation 
delivery. The mentioned nanotherapy TPCD NP can 
be easily formulated from a broad-spectrum 
ROS-scavenging material derived from a cyclic 
oligosaccharide [49]. In vitro experiments revealed 
excellent ROS-scavenging capability of TPCD NP. By 
efficiently scavenging intracellular ROS, TPCD NP 
inhibited ROS-induced lipid peroxidation and 
DOX-induced cell damage in cardiomyocytes. After 
inhalation, TPCD NP effectively reversed the heart 
weight loss caused by DOX. More importantly, TPCD 
NP notably reduced cardiac dysfunction and 
inhibited myocardial injury in mice. Compared with 
DEX, a clinically used cardioprotective agent, TPCD 
NP exhibited more significant therapeutic effects in 
the treatment of DOX-induced heart failure in mice. 
By surface decoration of TPCD NP with STPP, a 
mitochondrial targeting nanotherapy TTPCD NP was 
obtained, which showed significantly enhanced 
cellular uptake and antioxidative activity in 
cardiomyocytes. Moreover, inhaled TTPCD NP 
displayed considerably higher heart accumulation 
than that of TPCD NP. These results demonstrated 
that functionalization with STPP can simultaneously 
enhance TPCD NP targeting capacity at three 
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different levels from the heart tissue, cardiomyocytes, 
to subcellular mitochondria. Correspondingly, 
notably potentiated cardiac protection effects were 
achieved by TTPCD NP. In addition, TTPCD NP can 
serve as a bioactive nanovehicle for heart-specific 
delivery of anti-inflammatory molecular therapeutics, 
affording notably enhanced efficacies. It is worth 
noting that male mice were used in our in vivo 
therapeutic experiments. Previous studies have 
demonstrated that female sex protected against 
DOX-induced cardiac dysfunction in rats of different 
strains [77-80]. Possible mechanisms, such as 
mitochondrial dysfunction, energy metabolism, 
cardiolipin remodeling, and estrogen regulation have 
been proposed to explain sexual dimorphism of 
DOX-induced heart failure. However, the exact 
mechanisms remain to be fully explored. Also, 
additional studies are necessary to address whether 
TPCD-derived nanotherapies are effective for 
prevention of heart failure in female rodents.  

Of note, our preliminary studies showed that 
TPCD NP is safe after inhalation delivery at doses at 
least 5-fold higher than that used for in vivo therapy. 
Compared with previously developed nanotherapies 
for heart failure [16, 19, 22], our nanotherapies based 
on TPCD NP have multiple advantages, such as 
desirable efficacy, good safety, easy production, and 
low cost, thereby deserving further intensive 
development. Importantly, we may reasonably expect 
that efficacy of TPCD NP nanotherapies can be 
additionally enhanced by loading other drugs to 
achieve synergistic effects. 

Conclusions 
In summary, we demonstrated that inhaled NPs 

can accumulate in the heart by transport across the 
lung epithelial and endothelial barriers through the 
pulmonary circulation, mainly via the transcellular 
and/or paracellular pathways. Based on this pulmo-
nary circulation-mediated heart targeting strategy, 
inhalation of an antioxidative and anti-inflammatory 
nanotherapy TPCD NP effectively prevented heart 
failure in a mouse model induced by DOX at low 
doses. By surface engineering with a functional 
moiety, mitochondrial-targeting, cellular uptake, and 
heart accumulation capacities of TPCD NP were 
considerably enhanced, thereby affording addition-
ally potentiated therapeutic effects in mice with 
DOX-induced heart failure. It is worth noting that 
TPCD NP can also serve as a bioactive nanovehicle for 
heart-specific delivery of anti-inflammatory 
molecular therapeutics, resulting in remarkably 
potentiated in vivo efficacies. Moreover, preliminary 
tests revealed good safety profile of inhaled TPCD 
NP. Consequently, pulmonary circulation-mediated 

heart targeting of NPs is an intriguing approach for 
therapy of heart diseases, while TPCD-based 
nanotherapies hold great promise for the treatment of 
oxidative stress-associated acute or chronic heart 
diseases such as heart failure, myocardial ischemia- 
reperfusion injury, arrhythmia, and myocardial 
hypertrophy. 
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Supplementary materials and methods, figures. 
http://www.thno.org/v11p8550s1.pdf  

Acknowledgements 
This study was supported by the National 

Natural Science Foundation of China (Nos. 81770433, 
82070467, and 81901866) and the Program for 
Distinguished Young Scholars of TMMU. 

Competing Interests 
C.L., Y.M., L.L., H.H., and J.Z. are inventors in a 

pending patent filed by the National Intellectual 
Property Administration of the PRC (No. 
202110601623.4, 31 May 2021) related to 
mitochondrial-targeting Ac2-26/TPCD nanotherapies 
for the prevention of heart failure, but the rights 
belong to Third Military Medical University (Army 
Medical University). All other authors declare that 
they have no competing interests. 

References 
1. Virani SS, Alonso A, Benjamin EJ, Bittencourt MS, Callaway CW, Carson AP, 

et al. Heart disease and stroke statistics-2020 update: A report from the 
american heart association. Circulation. 2020; 141: e139-e596. 

2. Savarese G, Lund LH. Global public health burden of heart failure. Card Fail 
Rev. 2017; 3: 7-11. 

3. Groenewegen A, Rutten FH, Mosterd A, Hoes AW. Epidemiology of heart 
failure. Eur J Heart Fail. 2020; 22: 1342-56. 

4. Braunwald E. Heart failure. JACC Heart failure. 2013; 1: 1-20. 
5. van der Pol A, van Gilst WH, Voors AA, van der Meer P. Treating oxidative 

stress in heart failure: Past, present and future. Eur J Heart Fail. 2019; 21: 
425-35. 

6. Luo J, le Cessie S, van Heemst D, Noordam R. Diet-derived circulating 
antioxidants and risk of coronary heart disease: A mendelian randomization 
study. J Am Coll Cardiol. 2021; 77: 45-54. 

7. Dou Y, Li C, Li L, Guo J, Zhang J. Bioresponsive drug delivery systems for the 
treatment of inflammatory diseases. J Control Release. 2020; 327: 641-66. 

8. Iafisco M, Alogna A, Miragoli M, Catalucci D. Cardiovascular nanomedicine: 
The route ahead. Nanomedicine. 2019; 14: 2391-4. 

9. Dormont F, Varna M, Couvreur P. Nanoplumbers: Biomaterials to fight 
cardiovascular diseases. Mater Today. 2018; 21: 122-43. 

10. Mahmoudi M, Yu M, Serpooshan V, Wu JC, Langer R, Lee RT, et al. Multiscale 
technologies for treatment of ischemic cardiomyopathy. Nat Nanotechnol. 
2017; 12: 845-55. 

11. Park JH, Dehaini D, Zhou JR, Holay M, Fang RH, Zhang LF. Biomimetic 
nanoparticle technology for cardiovascular disease detection and treatment. 
Nanoscale Horiz. 2020; 5: 25-42. 

12. Hu B, Boakye-Yiadom KO, Yu W, Yuan ZW, Ho W, Xu X, et al. Nanomedicine 
approaches for advanced diagnosis and treatment of atherosclerosis and 
related ischemic diseases. Adv Healthc Mater. 2020; 9: e2000336. 

13. Hajipour MJ, Mehrani M, Abbasi SH, Amin A, Kassaian SE, Garbern JC, et al. 
Nanoscale technologies for prevention and treatment of heart failure: 
Challenges and opportunities. Chem Rev. 2019; 119: 11352-90. 

14. Pechanova O, Dayar E, Cebova M. Therapeutic potential of 
polyphenols-loaded polymeric nanoparticles in cardiovascular system. 
Molecules. 2020; 25: 3322. 

15. Che J, Najer A, Blakney AK, McKay PF, Bellahcene M, Winter CW, et al. 
Neutrophils enable local and non-invasive liposome delivery to inflamed 
skeletal muscle and ischemic heart. Adv Mater. 2020; 32: 2003598. 



Theranostics 2021, Vol. 11, Issue 17 
 

 
http://www.thno.org 

8568 

16. Kiaie N, Emami SH, Rabbani S, Aghdam RM, Tafti HA. Targeted and 
controlled drug delivery to a rat model of heart failure through a magnetic 
nanocomposite. Ann Biomed Eng. 2020; 48: 709-21. 

17. Richart AL, Reddy M, Khalaji M, Natoli AL, Heywood SE, Siebel AL, et al. 
Apo ai nanoparticles delivered post myocardial infarction moderate 
inflammation. Circ Res. 2020; 127: 1422-36. 

18. Shin M, Lee HA, Lee M, Shin Y, Song JJ, Kang SW, et al. Targeting protein and 
peptide therapeutics to the heart via tannic acid modification. Nat Biomed 
Eng. 2018; 2: 304-17. 

19. Miragoli M, Ceriotti P, Iafisco M, Vacchiano M, Salvarani N, Alogna A, et al. 
Inhalation of peptide-loaded nanoparticles improves heart failure. Sci Transl 
Med. 2018; 10: eaan6205. 

20. Bejerano T, Etzion S, Elyagon S, Etzion Y, Cohen S. Nanoparticle delivery of 
mirna-21 mimic to cardiac macrophages improves myocardial remodeling 
after myocardial infarction. Nano Lett. 2018; 18: 5885-91. 

21. Ferreira MPA, Ranjan S, Kinnunen S, Correia A, Talman V, Makila E, et al. 
Drug-loaded multifunctional nanoparticles targeted to the endocardial layer 
of the injured heart modulate hypertrophic signaling. Small. 2017; 13: 1701276. 

22. Li Z, Hu S, Huang K, Su T, Cores J, Cheng K. Targeted anti-il-1beta platelet 
microparticles for cardiac detoxing and repair. Sci Adv. 2020; 6: eaay0589. 

23. Yang G, Song J, Zhang J. Biomimetic and bioresponsive nanotherapies for 
inflammatory vascular diseases. Nanomedicine. 2020; 15: 1917-21. 

24. Qi Y, Li J, Nie Q, Gao M, Yang Q, Li Z, et al. Polyphenol-assisted facile 
assembly of bioactive nanoparticles for targeted therapy of heart diseases. 
Biomaterials. 2021; 275: 120952. 

25. Miller MR, Raftis JB, Langrish JP, McLean SG, Samutrtai P, Connell SP, et al. 
Inhaled nanoparticles accumulate at sites of vascular disease. ACS Nano. 2017; 
11: 4542-52. 

26. Naota M, Shimada A, Morita T, Inoue K, Takano H. Translocation pathway of 
the intratracheally instilled c60 fullerene from the lung into the blood 
circulation in the mouse: Possible association of diffusion and 
caveolae-mediated pinocytosis. J Toxicol Pathol. 2009; 37: 456-62. 

27. Geiser M, Rothen-Rutishauser B, Kapp N, Schurch S, Kreyling W, Schulz H, et 
al. Ultrafine particles cross cellular membranes by nonphagocytic mechanisms 
in lungs and in cultured cells. Environ Health Perspect. 2005; 113: 1555-60. 

28. Praphawatvet T, Peters JI, Williams RO. Inhaled nanoparticles–an updated 
review. Int J Pharm. 2020; 587: 119671. 

29. Lu D, Luo Q, Chen R, Zhuansun Y, Jiang J, Wang W, et al. Chemical 
multi-fingerprinting of exogenous ultrafine particles in human serum and 
pleural effusion. Nat Commun. 2020; 11: 2567. 

30. Urbančič I, Garvas M, Kokot B, Majaron H, Umek P, Cassidy H, et al. 
Nanoparticles can wrap epithelial cell membranes and relocate them across 
the epithelial cell layer. Nano Lett. 2018; 18: 5294-305. 

31. Tsuda A, Donaghey TC, Konduru NV, Pyrgiotakis G, Van Winkle LS, Zhang 
Z, et al. Age-dependent translocation of gold nanoparticles across the air–
blood barrier. ACS Nano. 2019; 13: 10095-102. 

32. Rajagopalan S, Al-Kindi SG, Brook RD. Air pollution and cardiovascular 
disease: Jacc state-of-the-art review. J Am Coll Cardiol. 2018; 72: 2054-70. 

33. Münzel T, Gori T, Al-Kindi S, Deanfield J, Lelieveld J, Daiber A, et al. Effects of 
gaseous and solid constituents of air pollution on endothelial function. Eur 
Heart J. 2018; 39: 3543-50. 

34. Pope CA, 3rd, Bhatnagar A, McCracken JP, Abplanalp W, Conklin DJ, O'Toole 
T. Exposure to fine particulate air pollution is associated with endothelial 
injury and systemic inflammation. Circ Res. 2016; 119: 1204-14. 

35. Kreyling WG, Semmler M, Erbe F, Mayer P, Takenaka S, Schulz H, et al. 
Translocation of ultrafine insoluble iridium particles from lung epithelium to 
extrapulmonary organs is size dependent but very low. J Toxicol Env Heal A. 
2002; 65: 1513-30. 

36. Anselmo AC, Gokarn Y, Mitragotri S. Non-invasive delivery strategies for 
biologics. Nat Rev Drug Discov. 2019; 18: 19-40. 

37. Agarwal R, Johnson CT, Imhoff BR, Donlan RM, McCarty NA, García AJ. 
Inhaled bacteriophage-loaded polymeric microparticles ameliorate acute lung 
infections. Nat Biomed Eng. 2018; 2: 841-9. 

38. Schneider CS, Xu Q, Boylan NJ, Chisholm J, Tang BC, Schuster BS, et al. 
Nanoparticles that do not adhere to mucus provide uniform and long-lasting 
drug delivery to airways following inhalation. Sci Adv. 2017; 3: e1601556. 

39. Kuzmov A, Minko T. Nanotechnology approaches for inhalation treatment of 
lung diseases. J Control Release. 2015; 219: 500-18. 

40. Patton JS, Byron PR. Inhaling medicines: Delivering drugs to the body through 
the lungs. Nat Rev Drug Discov. 2007; 6: 67-74. 

41. Bharatwaj B, Mohammad AK, Dimovski R, Cassio FL, Bazito RC, Conti D, et 
al. Dendrimer nanocarriers for transport modulation across models of the 
pulmonary epithelium. Mol Pharm. 2015; 12: 826-38. 

42. Saito E, Gurczynski SJ, Kramer KR, Wilke CA, Miller SD, Moore BB, et al. 
Modulating lung immune cells by pulmonary delivery of antigen-specific 
nanoparticles to treat autoimmune disease. Sci Adv. 2020; 6: eabc9317. 

43. Dick Sarah A, Epelman S. Chronic heart failure and inflammation. Circ Res. 
2016; 119: 159-76. 

44. Shirazi LF, Bissett J, Romeo F, Mehta JL. Role of inflammation in heart failure. 
Curr Atheroscler Rep. 2017; 19: 27. 

45. Perretti M, Chiang N, La M, Fierro IM, Marullo S, Getting SJ, et al. 
Endogenous lipid- and peptide-derived anti-inflammatory pathways 
generated with glucocorticoid and aspirin treatment activate the lipoxin a4 
receptor. Nat Med. 2002; 8: 1296-302. 

46. Perretti M, D'Acquisto F. Annexin a1 and glucocorticoids as effectors of the 
resolution of inflammation. Nat Rev Immunol. 2009; 9: 62-70. 

47. Fredman G, Kamaly N, Spolitu S, Milton J, Ghorpade D, Chiasson R, et al. 
Targeted nanoparticles containing the proresolving peptide ac2-26 protect 
against advanced atherosclerosis in hypercholesterolemic mice. Sci Transl 
Med. 2015; 7: 275ra20. 

48. Li C, Zhao Y, Cheng J, Guo J, Zhang Q, Zhang X, et al. A proresolving peptide 
nanotherapy for site-specific treatment of inflammatory bowel disease by 
regulating proinflammatory microenvironment and gut microbiota. Adv Sci. 
2019; 6: 1900610. 

49. Li L, Guo J, Wang Y, Xiong X, Tao H, Li J, et al. A broad-spectrum 
ros-eliminating material for prevention of inflammation and drug-induced 
organ toxicity. Adv Sci. 2018; 5: 1800781. 

50. Marrache S, Dhar S. Biodegradable synthetic high-density lipoprotein 
nanoparticles for atherosclerosis. Proc Natl Acad Sci U S A. 2013; 110: 9445-50. 

51. Chen K, Xu X, Guo J, Zhang X, Han S, Wang R, et al. Enhanced intracellular 
delivery and tissue retention of nanoparticles by mussel-inspired surface 
chemistry. Biomacromolecules. 2015; 16: 3574-83. 

52. Wang WE, Yang D, Li L, Wang W, Peng Y, Chen C, et al. Prolyl hydroxylase 
domain protein 2 silencing enhances the survival and paracrine function of 
transplanted adipose-derived stem cells in infarcted myocardium. Circ Res. 
2013; 113: 288-300. 

53. Leuschner F, Dutta P, Gorbatov R, Novobrantseva TI, Donahoe JS, Courties G, 
et al. Therapeutic sirna silencing in inflammatory monocytes in mice. Nat 
Biotechnol. 2011; 29: 1005-10. 

54. Dou Y, Chen Y, Zhang X, Xu X, Chen Y, Guo J, et al. Non-proinflammatory 
and responsive nanoplatforms for targeted treatment of atherosclerosis. 
Biomaterials. 2017; 143: 93-108. 

55. Zhang J, Ma PX. Cyclodextrin-based supramolecular systems for drug 
delivery: Recent progress and future perspective. Adv Drug Deliv Rev. 2013; 
65: 1215-33. 

56. Wang YQ, Li LL, Zhao WB, Dou Y, An HJ, Tao H, et al. Targeted therapy of 
atherosclerosis by a broad-spectrum reactive oxygen species scavenging 
nanoparticle with intrinsic anti-inflammatory activity. ACS Nano. 2018; 12: 
8943-60. 

57. Wang Y-Y, Lai SK, Suk JS, Pace A, Cone R, Hanes J. Addressing the peg 
mucoadhesivity paradox to engineer nanoparticles that “slip” through the 
human mucus barrier. Angew Chem Int Ed. 2008; 47: 9726-9. 

58. Tsutsui H, Kinugawa S, Matsushima S. Oxidative stress and heart failure. Am 
J Physiol-Heart Circul Physiol. 2011; 301: H2181-90. 

59. Münzel T, Camici GG, Maack C, Bonetti NR, Fuster V, Kovacic JC. Impact of 
oxidative stress on the heart and vasculature: Part 2 of a 3-part series. J Am 
Coll Cardiol. 2017; 70: 212-29. 

60. Zhang YW, Shi J, Li YJ, Wei L. Cardiomyocyte death in doxorubicin-induced 
cardiotoxicity. Arch Immunol Ther Exp. 2009; 57: 435-45. 

61. Catanzaro MP, Weiner A, Kaminaris A, Li C, Cai F, Zhao F, et al. 
Doxorubicin-induced cardiomyocyte death is mediated by unchecked 
mitochondrial fission and mitophagy. FASEB J. 2019; 33: 11096-108. 

62. Liu Q, Guan J, Qin L, Zhang X, Mao S. Physicochemical properties affecting 
the fate of nanoparticles in pulmonary drug delivery. Drug Discov Today. 
2020; 25: 150-9. 

63. Kreyling WG, Semmler-Behnke M, Takenaka S, Moller W. Differences in the 
biokinetics of inhaled nano- versus micrometer-sized particles. Accounts 
Chem Res. 2013; 46: 714-22. 

64. Tanaka R, Umemura M, Narikawa M, Hikichi M, Osaw K, Fujita T, et al. 
Reactive fibrosis precedes doxorubicin-induced heart failure through sterile 
inflammation. ESC Heart Fail. 2020; 7: 588-603. 

65. Mitry MA, Edwards JG. Doxorubicin induced heart failure: Phenotype and 
molecular mechanisms. IJC Heart Vasc. 2016; 10: 17-24. 

66. Octavia Y, Tocchetti CG, Gabrielson KL, Janssens S, Crijns HJ, Moens AL. 
Doxorubicin-induced cardiomyopathy: From molecular mechanisms to 
therapeutic strategies. J Mol Cell Cardiol. 2012; 52: 1213-25. 

67. Houser SR, Margulies KB, Murphy AM, Spinale FG, Francis GS, Prabhu SD, et 
al. Animal models of heart failure: A scientific statement from the american 
heart association. Circ Res. 2012; 111: 131-50. 

68. Munzel T, Gori T, Keaney JF, Jr., Maack C, Daiber A. Pathophysiological role 
of oxidative stress in systolic and diastolic heart failure and its therapeutic 
implications. Eur Heart J. 2015; 36: 2555-64. 

69. Burgoyne JR, Mongue-Din H, Eaton P, Shah AM. Redox signaling in cardiac 
physiology and pathology. Circ Res. 2012; 111: 1091-106. 

70. Ichikawa Y, Ghanefar M, Bayeva M, Wu R, Khechaduri A, Naga Prasad SV, et 
al. Cardiotoxicity of doxorubicin is mediated through mitochondrial iron 
accumulation. J Clin Invest. 2014; 124: 617-30. 

71. Mei S, Hong L, Cai X, Xiao B, Zhang P, Shao L. Oxidative stress injury in 
doxorubicin-induced cardiotoxicity. Toxicol Lett. 2019; 307: 41-8. 

72. Rossman MJ, Santos-Parker JR, Steward CAC, Bispham NZ, Cuevas LM, 
Rosenberg HL, et al. Chronic supplementation with a mitochondrial 
antioxidant (mitoq) improves vascular function in healthy older adults. 
Hypertension. 2018; 71: 1056-63. 

73. Smith RA, Hartley RC, Cocheme HM, Murphy MP. Mitochondrial 
pharmacology. Trends Pharmacol Sci. 2012; 33: 341-52. 

74. Hoshino A, Okawa Y, Ariyoshi M, Kaimoto S, Uchihashi M, Fukai K, et al. 
Oxidative post-translational modifications develop lonp1 dysfunction in 
pressure overload heart failure. Circ-Heart Fail. 2014; 7: 500-9. 



Theranostics 2021, Vol. 11, Issue 17 
 

 
http://www.thno.org 

8569 

75. Biswas S, Dodwadkar NS, Deshpande PP, Torchilin VP. Liposomes loaded 
with paclitaxel and modified with novel triphenylphosphonium-peg-pe 
conjugate possess low toxicity, target mitochondria and demonstrate 
enhanced antitumor effects in vitro and in vivo. J Control Release. 2012; 159: 
393-402. 

76. Ryan GM, Kaminskas LM, Kelly BD, Owen DJ, McIntosh MP, Porter CJ. 
Pulmonary administration of pegylated polylysine dendrimers: Absorption 
from the lung versus retention within the lung is highly size-dependent. Mol 
Pharm. 2013; 10: 2986-95. 

77. Zordoky BN, Radin MJ, Heller L, Tobias A, Matise I, Apple FS, et al. The 
interplay between genetic background and sexual dimorphism of 
doxorubicin-induced cardiotoxicity. Cardio-Oncology. 2016; 2: 4. 

78. Moulin M, Piquereau J, Mateo P, Fortin D, Rucker-Martin C, Gressette M, et al. 
Sexual dimorphism of doxorubicin-mediated cardiotoxicity. Circ-Heart Fail. 
2015; 8: 98-108. 

79. Meiners B, Shenoy C, Zordoky BN. Clinical and preclinical evidence of 
sex-related differences in anthracycline-induced cardiotoxicity. Biol Sex Differ. 
2018; 9: 38. 

80. Cadeddu Dessalvi C, Pepe A, Penna C, Gimelli A, Madonna R, Mele D, et al. 
Sex differences in anthracycline-induced cardiotoxicity: The benefits of 
estrogens. Heart Fail Rev. 2019; 24: 915-25. 

 


