
 
 

University of Birmingham

Sphingosine kinase 1 regulates inflammation and
contributes to acute lung injury in pneumococcal
pneumonia via the sphingosine-1-phosphate
receptor 2
Gutbier, Birgitt; Schönrock, Stefanie M; Ehrler, Carolin; Haberberger, Rainer; Dietert, Kristina;
Gruber, Achim D; Kummer, Wolfgang; Michalick, Laura; Kuebler, Wolfgang M; Hocke,
Andreas C; Szymanski, Kolja; Letsiou, Eleftheria; Lüth, Anja; Schumacher, Fabian; Kleuser,
Burkhard; Mitchell, Timothy J; Bertrams, Wilhelm; Schmeck, Bernd; Treue, Denise;
Klauschen, Frederick
DOI:
10.1097/CCM.0000000000002916

License:
None: All rights reserved

Document Version
Peer reviewed version

Citation for published version (Harvard):
Gutbier, B, Schönrock, SM, Ehrler, C, Haberberger, R, Dietert, K, Gruber, AD, Kummer, W, Michalick, L,
Kuebler, WM, Hocke, AC, Szymanski, K, Letsiou, E, Lüth, A, Schumacher, F, Kleuser, B, Mitchell, TJ, Bertrams,
W, Schmeck, B, Treue, D, Klauschen, F, Bauer, TT, Tönnies, M, Weissmann, N, Hippenstiel, S, Suttorp, N,
Witzenrath, M & CAPNETZ Study Group 2018, 'Sphingosine kinase 1 regulates inflammation and contributes to
acute lung injury in pneumococcal pneumonia via the sphingosine-1-phosphate receptor 2', Critical care
medicine, vol. 46, no. 3, pp. e258-e267. https://doi.org/10.1097/CCM.0000000000002916

Link to publication on Research at Birmingham portal

Publisher Rights Statement:
Checked for eligibility: 21/02/2018

Final version of record published as: Gutbier, Birgitt, et al. "Sphingosine Kinase 1 Regulates Inflammation and Contributes to Acute Lung
Injury in Pneumococcal Pneumonia via the Sphingosine-1-Phosphate Receptor 2." Critical care medicine (2017)

General rights
Unless a licence is specified above, all rights (including copyright and moral rights) in this document are retained by the authors and/or the
copyright holders. The express permission of the copyright holder must be obtained for any use of this material other than for purposes
permitted by law.

•Users may freely distribute the URL that is used to identify this publication.
•Users may download and/or print one copy of the publication from the University of Birmingham research portal for the purpose of private
study or non-commercial research.
•User may use extracts from the document in line with the concept of ‘fair dealing’ under the Copyright, Designs and Patents Act 1988 (?)
•Users may not further distribute the material nor use it for the purposes of commercial gain.

Where a licence is displayed above, please note the terms and conditions of the licence govern your use of this document.

When citing, please reference the published version.
Take down policy
While the University of Birmingham exercises care and attention in making items available there are rare occasions when an item has been
uploaded in error or has been deemed to be commercially or otherwise sensitive.

If you believe that this is the case for this document, please contact UBIRA@lists.bham.ac.uk providing details and we will remove access to
the work immediately and investigate.
Download date: 20. May. 2024

https://doi.org/10.1097/CCM.0000000000002916
https://doi.org/10.1097/CCM.0000000000002916
https://birmingham.elsevierpure.com/en/publications/bcdc8b46-8854-442d-a4fe-5f73bc424434


Prognostic and pathogenetic role of Angiopoietin-1 and -2 in pneumonia  
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At a Glance Commentary 

Scientific Knowledge on the Subject:  

Pneumonia may evoke disruption of pulmonary endothelial barrier integrity resulting in acute 

lung injury despite antibiotic therapy. Treatment of acute lung injury is mainly supportive, 

since key elements of inflammation-induced barrier disruption remain undetermined. The 

Angiopoietins (Ang)-1 and -2 and their receptor Tie2 are involved in the regulation of 

vascular permeability and inflammation, but their role in pneumonia is unknown.  

What This Study Adds to the Field:  

Barrier-stabilizing Ang-1 decreased, and its counterpart Ang-2 increased in serum of 

pneumonia patients. Ang-2 serum levels predicted mortality and length of hospital stay in 

pneumonia patients, improving predictive value of CURB-65 score. In mice, pulmonary Ang-

1 decreased and Ang-2 increased, with Ang-2 contributing to lung barrier dysfunction in 

pneumococcal pneumonia. Ang-1 therapy reduced lung permeability and inflammation. 

 



Targeting the Ang-/Tie2-system may provide a therapeutic perspective for prevention of acute 

lung injury in pneumonia. 

This article has an online data supplement, which is accessible from this issue’s table of 

content online at www.atsjournals.org 

 



 

ABSTRACT     

Rationale: During pneumonia, pathogen-host interaction evokes inflammation and lung 

barrier dysfunction. Tie2-activation by Angiopoietin-1 reduced, while Tie2-blockade by 

Angiopoietin-2 increased inflammation and permeability during sepsis. The role of 

Angiopoietin-1/-2 in pneumonia remains unidentified. 

Objectives: To investigate the prognostic and pathogenetic impact of Angiopoietins in 

regulating pulmonary vascular barrier function and inflammation in bacterial pneumonia. 

Methods: Serum Angiopoietin levels were quantified in pneumonia patients of independent 

cohorts (n=67, n=148 and n=395). Human post mortem lung tissue, pneumolysin- or 

Angiopoietin-2-stimulated endothelial cells, isolated perfused and ventilated mouse lungs, 

and mice with pneumococcal pneumonia were investigated. 

Measurements and Main Results: In pneumonia patients, decreased serum Angiopoietin-1 

and increased Angiopoietin-2 levels were observed as compared to healthy subjects. Higher 

Angiopoietin-2 serum levels were found in CAP patients who died within 28 days after 

diagnosis compared to survivors. ROC analysis revealed improved prognostic accuracy of 

CURB-65 for 28-day survival, intensive care treatment and length of hospital stay by adding 

Angiopoietin-2 serum levels. In vitro, pneumolysin enhanced endothelial Angiopoietin-2 

release, Angiopoietin-2 increased endothelial permeability, and Angiopoietin-1 reduced 

pneumolysin-evoked endothelial permeability. Ventilated and perfused lungs of mice with 

Angiopoietin-2-knockdown showed reduced permeability upon pneumolysin stimulation. 

Increased pulmonary Angiopoietin-2 and reduced Angiopoietin-1 mRNA expression were 

observed in S. pneumoniae infected mice. Finally, Angiopoietin-1 therapy reduced 

inflammation and permeability in murine pneumonia. 

Conclusions: These data suggest a central role of Angiopoietin-1/-2 in pneumonia-evoked 

inflammation and permeability. Increased Angiopoietin-2 serum levels predicted mortality 
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and length of hospital stay, and Angiopoietin-1 may provide a therapeutic target for severe 

pneumonia.  

Word count for the Abstract: 248 

 

Keywords: Streptococcus pneumoniae; pneumolysin; endothelial permeability; ARDS  
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INTRODUCTION 

Community-acquired pneumonia (CAP) is a significant cause of morbidity and mortality 

worldwide, and Streptococcus pneumoniae is the most prevalent causal pathogen identified in 

CAP (1, 2). Despite effective antibiotic therapy, pathogen-host interaction in pneumonia may 

evoke pulmonary endothelial permeability leading to protein exudation and edema formation, 

and finally to life-threatening lung failure (3). 

Pneumonia-induced pulmonary hyperpermeability can be attributed to both direct effects of 

pathogenic factors and an uncontrolled host response. Among host factors, recruitment of 

neutrophils (PMN), increased release of pro-inflammatory cytokines and other, partly 

unidentified factors may contribute to the pathogenesis (3). The Angiopoietins (Ang-1 – Ang-

4) are ligands for the receptor tyrosine kinase Tie2 (4). Ang-1 and Ang-2 are well-known 

contributors to angiogenesis (5) and regulators of inflammation and vascular leakage (6-8). 

Constitutively released Ang-1 activates Tie2, resulting in reduction of NFκB translocation, 

VCAM-1 presentation, Rho-kinase inhibition, and activation of Rac1, PI3K/Akt and KLF-2, 

amongst others (5, 9-11). Consequently, inflammation and apoptosis are reduced and 

endothelial barrier function is stabilized (8, 10, 12). In contrast, Ang-2 augments 

inflammation and permeability by acting as Ang-1 antagonist at Tie2 (6, 13). 

In the systemic circulation, Ang-2 is produced and stored in endothelial cells (14). Exogenous 

inflammatory stimuli induce rapid Ang-2 release (15), and Ang-2 enhances properties of 

specific pro-inflammatory mediators including TNF-α (6). Further, direct impairment of 

endothelial integrity by Ang-2 has been suggested (7). In sepsis patients, Ang-2 serum levels 

were higher than in healthy volunteers and even further increased in patients with sepsis-

associated lung injury (7). Previous studies support usage of Ang-2 as biomarker for risk 

evaluation in sepsis and ARDS (16-19). However, little is known about the expression and 
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function of Ang-1 and Ang-2 in the pulmonary circulation, and the role of Ang-1 and Ang-2 

in pneumonia has not been investigated so far.  

In order to comprehensively investigate the role of Ang-1 and Ang-2 in pneumonia, we used 

several approaches on different levels of complexity. (1) Ang-1 and Ang-2 were quantified in 

serum of CAP patients in different independent and prospectively collected cohorts, and the 

predictive value of Ang-2 regarding mortality, ICU treatment and length of hospital stay was 

analyzed. (2) Expression and regulation of Ang-1 and Ang-2 was analyzed in human post 

mortem sampled lung tissue from patients who died with pneumonia and in murine lungs with 

pneumonia. (3) Endothelial regulation of Ang-2 upon stimulation with the pneumococcal 

exotoxin pneumolysin and its impact on endothelial permeability was analyzed in human and 

murine cells in vitro, as well as ex vivo in isolated perfused and ventilated mouse lungs. (4) 

Therapeutic application of Ang-1 was performed in mice with severe pneumococcal 

pneumonia.  

Some of the results presented here have been previously reported in the form of abstracts (20, 

21). 

 

 

METHODS  

For detailed description see online data supplement.  

 

Clinical study 

This was an ancillary study of CAPNETZ (22, 23) and PROGRESS (24), both being 

observational, prospective studies enrolling consecutive patients with CAP as approved by 

central and local ethics committees. Data and laboratory samples were obtained as controls 
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from healthy volunteers, as approved by the local ethics committee. Written informed consent 

was obtained from each patient and volunteer, or each patient’s legal representative. 

As first cohort, CAPNETZ provided samples of consecutive pneumonia patients with CRB-65 

score 2-4. As second cohort, CAPNETZ patients not surviving the first 28 days after 

pneumonia diagnosis were matched with CAPNETZ survivors in a 1:1 ratio based on age, sex 

and CRB-65 score. As third cohort, PROGRESS provided samples of consecutive CAP 

patients enrolled within 48 hours of hospitalization (day 0) and followed for three days 

thereafter (days 1-3).  

Serum Ang-1 and Ang-2 levels were quantified using ELISA (R&D Systems, Minneapolis, 

Minnesota, USA).  

 

Human post mortem immunohistochemistry 

Lungs with and without histologically diagnosed acute pneumonia were examined. All 

patients had given informed consent at admission. Immunohistochemical staining is detailed 

in the online supplement.  

 

Endothelial cell experiments 

Human pulmonary microvascular endothelial cells (EC) (Promocell, Heidelberg, Germany), 

human umbilical vein EC (25) and murine lung EC were grown to confluence on evaporated 

gold microelectrodes connected to an Electrical cell-substrate impedance sensing system 

(Applied Biophysics, Troy, NY) (26) to continuously monitor transcellular electrical 

resistance (TER). Cells were treated with pneumolysin (PLY) (27) or Ang-2 (R&D). Further, 

cells pretreated with Ang-1 (R&D) or solvent for 30 min were exposed to PLY. Ang-2 was 

determined in supernatants 3h after PLY-stimulation.  
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Angiopoietin-2 knockdown 

On four consecutive days, mice were intravenously treated with stabilized liposomal siRNA 

(AtuPLEX) against Ang-2, warranting suppression of endothelial gene expression (28). Lungs 

were isolated perfused and ventilated 24h thereafter, human serum albumin (HSA) admixed 

to perfusate, PLY infused and HSA measured in bronchoalveolar lavage fluid (BALF) (29). 

 

Angiopoietin-1 therapy in murine pneumonia  

Animal procedures were approved by institutional and governmental (LAGeSo Berlin) 

authorities. Mice were anesthetized with ketamine/xylazine and transnasally inoculated with 

5x106 cfu S. pneumoniae (NCTC7978) (29). Body weight and rectal temperature were 

measured. Lungs were quick-frozen for qRT-PCR 12h, 24h, 36h and 48h after infection (p.i.) 

(28). Mice received Ang-1 or solvent intravenously 22h, 34h and 46h p.i. Pulmonary arterial 

flushing and BAL were performed 48h p.i., leukocytes differentiated by FACS (Calibur; BD, 

Heidelberg, Germany), and cytokines quantified (BioRad, Hercules, CA). To determine 

permeability, HSA was infused 47h p.i. intravenously and BALF/serum ratio calculated 48h 

p.i. (29). 

 

Statistical analyses  

Patient data analysis is detailed in the online repository. Experimental data are expressed as 

mean + SEM. Comparisons were performed using Mann-Whitney U-Tests followed by 

Bonferroni-Holm corrections where appropriate. For comparison of time points in the third 

patient cohort, pairwise t-tests were performed and a linear mixed model was used for global 

tests. Correlation analyses were performed using Spearman correlation coefficients. P-values 

<0.05 were considered significant. Analyses were performed using GraphPad Prism 6.05 (San 

Diego, CA).  
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RESULTS 

Ang-1 and Ang-2 levels in serum of CAP patients 

The first study cohort comprised 67 CAP patients with 35.8% dying within 28 days of CAP 

diagnosis. The median length of hospital stay (LOS) of the survivors was 12 days (Table 1). 

Characteristics of patients and volunteers of the first study cohort are summarized in Table 

E1. In serum of these patients with severe CAP, increased Ang-2 and decreased Ang-1 protein 

serum levels, and consequently, an elevated Ang-2/Ang-1-ratio were observed compared to 

healthy volunteers (Fig. 1 A-C).  

To re-evaluate these initial findings focusing on Ang-2, an independent study cohort of 74 

patients who did not survive the first 28 days after CAP diagnosis, and matched survivors was 

analyzed. Patient characteristics of this second study cohort are summarized in Table E2. The 

median LOS of the survivors of this second study cohort was 11 days (Table 2). Higher Ang-

2 serum levels in CAP patients compared to healthy volunteers were detected with increased 

Ang-2 levels in non-survivors compared to survivors (Fig. 1D, Table 2). 

In both CAPNETZ study cohorts, CAP patients were older than volunteers (Tables E1 and 

E2); however, serum levels of Ang-1 and Ang-2 in CAP patients did not correlate with age 

(Table E3).  

To further evaluate the association between Ang-2 serum levels and clinical outcome, a third 

study cohort was included that comprised 395 hospitalized CAP patients with 4.8% dying 

within 28 days after study enrollment. The median LOS of the survivors was 8 days (Table 3). 

Patient characteristics of the third study cohort are summarized in Table E4. Higher Ang-2 
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serum levels in hospitalized CAP patients who died before day 28 (8.7 [5.8-19.1]; median 

[25-75% interquartile range]) compared to survivors (4.9 [3.2-8.1]) were confirmed in the 

third patient cohort at day 0 (enrollment into PROGRESS study). Further, there was a general 

trend that Ang-2 serum levels decrease in the course of hospitalization (Beta=-0.045, 

p=5.2x10-7) with non-survivors having significantly greater values (Beta=0.68, p=3.9x10-5) 

(Fig. 2A).  

 

Predictive value of Ang-2 for 28-day mortality, hard endpoint and length of hospital stay in 

CAP patients 

To investigate whether Ang-2 alone or in combination with other clinical/laboratory 

parameters is useful to predict 28-day mortality, hard endpoint (HEP), length of hospital stay 

over 7 days (LOS>7) or 14 days (LOS>14), ROC analysis of the third study cohort was 

conducted. HEP was defined as death by any cause within 28 days of enrollment or specific 

treatment on an intensive care unit. As specific treatment, the following were considered: 

substantial respiratory support (ventilation, extracorporeal oxygenation, oxygen 

supplementation of at least 6 l per minute, except for patients who were already on ventilation 

at home), treatment with catecholamines, or dialysis (except for patients with chronic kidney 

disease). For non-survivors, the endpoints LOS>7 or LOS>14 were set equal to LOS>7 or 

LOS>14, respectively.  

We contrasted the predictive power of Ang-2 against CURB-65 and PCT. We also considered 

the combination of Ang-2 with CURB-65 and PCT for further predictive advantage. The 

combination of Ang-2 and CURB-65 showed the highest values of area under the ROC curve 

(AUC), equivalent to the best predictive power, for all investigated endpoints, 28-day 

mortality (0.797; 95% CI, 0.703-0.891), HEP (0.809; 95% CI, 0.747-0.871), LOS>7 (0.692; 

95% CI, 0.64-0.744) and LOS>14 (0.727; 95% CI, 0.658-0.795). The AUC for the 
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combination of Ang-2 and CURB-65 was significantly higher than that for CURB-65 alone 

regarding 28-day mortality (p=0.0198), HEP (p=0.0021) and LOS>14 (p=0.0001). Tables 4 

and 5 show detailed AUC values, and ROCs for predicting hard endpoint are displayed at 

Figure 2B.  

In the first consecutive study cohort, Ang-2 serum levels on admission were strongly 

associated with PCT in serum (Spearman’s ρ=0.5171, p=0.0002) and LOS of the survivors (ρ 

=0.5918, p<0.0001). Correlation analysis of Ang-2 serum levels and clinical and laboratory 

outcome parameters at day 0 in the third patient cohort revealed strong correlations with the 

oxygenation index (ρ=-0.37), bilirubin (ρ=0.28), creatinine (ρ=0.35), PCT (ρ=0.43) and CRP 

(ρ=0.41) values (all p<0.0001) in serum. 

 

Human post mortem immunohistochemistry 

Examination of human post mortem lung tissue revealed expression of Ang-1, Ang-2 and 

their receptor Tie2 in lungs of pneumonia patients. Ang-1 protein expression was found in 

different cell types including endothelial and epithelial cells, smooth muscle cells of arteries 

and bronchi, macrophages and PMN, whereas Ang-2 and Tie2 protein were exclusively 

expressed in endothelial cells (Fig. 3). Alterations of Ang-1, Ang-2 or Tie2 protein expression 

in human lungs with or without pneumonia could not be determined by semi-quantitative 

analysis.  

 

Endothelial cell experiments 

To investigate in greater detail the possible contribution of Ang-2 to pneumonia 

pathophysiology, Ang-2 release from endothelial cells was analyzed upon stimulation with 

pneumolysin (PLY). Confluent human umbilical vein endothelial cell (HUVEC) monolayers 

stimulated for 3h with recombinant PLY dose-dependently liberated Ang-2 (Fig. 4A). Further, 
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Ang-2 impaired endothelial barrier integrity in HUVEC (Fig. 4B) and human pulmonary 

microvascular endothelial cell (hPMVEC) monolayers (Fig. 4C) reversibly, and in murine 

lung EC (mLEC) monolayers in part reversibly (Fig. 4D).  

 

Angiopoietin-2 contributed to pneumolysin-evoked lung injury in mouse lungs 

To analyze the contribution of Ang-2 in PLY-induced lung barrier destabilization on a whole 

organ level, isolated perfused and ventilated mouse lungs were employed. In this model, lungs 

with suppressed endothelial Ang-2 expression due to RNAi (siRNAAng2) showed reduced 

PLY-evoked permeability in comparison to control-treated lungs (luciferase-specific siRNA, 

siRNALuc; Fig. 4E). Reduction of pulmonary Ang-2 mRNA expression by intravenous Ang-2 

siRNA-lipoplex was approximately 50% (supplemental Figure E1).  

 

Angiopoietin-1 reduced lung barrier failure 

We evaluated whether Ang-1 was able to reduce pneumonia-related barrier failure. PLY-

stimulation evoked a dose-dependent decrease in transcellular electrical resistance (TER) of 

HUVEC monolayers, displaying loss of endothelial integrity (Fig. 5A). Incubation of 

confluent HUVEC and hPMVEC monolayers with Ang-1 attenuated the PLY-induced TER 

decrease compared to solvent (Fig. 5B-C). 

Further, pulmonary regulation of Ang-1 and Ang-2 was investigated in pneumonia in vivo. 

Mice infected with S. pneumoniae showed decreased body weight and temperature (Fig. 6A-

B) as signs of disease. Following infection, pulmonary mRNA expression of Ang-1 was 

decreased after 24h and at later time points (Fig. 6C). Pulmonary Ang-2 mRNA was increased 

by trend compared to control mice 24, 36 and 48h p.i. (Fig. 6D).  

Given the protective effect of Ang-1 in vitro and the regulation of Ang-1 and Ang-2 in vivo, 

the therapeutic potential of Ang-1 in vivo was investigated. Ang-1 therapy of established 
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severe pneumonia partly prevented decrease of body weight and temperature observed in 

solvent treated mice (Fig. 7A-B). Lung hyperpermeability was significantly reduced by Ang-1 

(Fig. 7C). Moreover, neutrophil recruitment (Fig. 7D) and inflammatory cytokines (Fig. 7E) 

in BALF were efficiently reduced by Ang-1 in pneumonic mice. 

 

 

DISCUSSION 

Current management of severe pneumonia could be improved by severity scores that include 

specific biomarkers to better predict risk of ARDS and death, and by treatment options in 

addition to antibiotics that reduce the risk for ARDS. The CRB-65 and CURB-65 scores are 

recommended in international guidelines (30) and CRB-65 is widely used as a predictor of 

death in newly diagnosed pneumonia patients in Europe (23, 31). Both scores are comparable 

for mortality prediction (23, 30, 32). However, evidence from previous studies suggests that 

these scores alone provide insufficient power to predict 30-day mortality (CURB-65 ≥2: 

positive likelihood ratio 1.7; CRB-65 ≥2: positive likelihood ratio 2.4) or ICU admission 

(CURB-65 ≥2: positive likelihood ratio 1.58; CRB-65 ≥2: positive likelihood ratio 1.62) (32-

34). Addition of specific biomarkers may possibly improve accuracy of CURB-65/CRB-65. 

As the use of Ang-2 for risk evaluation in sepsis, sepsis-induced ARDS and other critical 

illness has been discussed (7, 16-19, 35-37) we evaluated serum Angiopoietin levels in 

patients with pneumonia. Of note, a NHLBI ARDS network study reported that plasma Ang-2 

levels measured in 931 subjects with acute lung injury did not have prognostic value for 

mortality in the subgroup of infection-related ALI (n=653) (35). Calfee et al. recently 

compared plasma biomarkers between two studies, a single-center and a multicenter study 

and observed that Ang-2 was lower in plasma of patients with direct ARDS compared to 
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patients with indirect ARDS (due to non-pulmonary sepsis) (38). In contrast to the present 

work, the ARDS network studies did not analyze pneumonia patients without ARDS. 

The presented analysis revealed decreased serum Ang-1 levels and increased Ang-2 levels in 

patients with severe pneumonia as compared to healthy controls. As Ang-levels could be 

influenced by age, we controlled for age and found no association between serum levels of 

Ang-1 or Ang-2 and age. We showed that Ang-2 serum levels significantly differed between 

survivors and non-survivors. Moreover, Ang-2 serum levels were negatively correlated with 

the oxygenation index and positively correlated with different laboratory outcome parameters 

such as PCT as well as with length of hospital stay among survivors. We therefore tested 

whether the combination of Ang-2 serum levels with CURB-65 or PCT predicted mortality, 

our predefined composite “hard endpoint” and LOS better than each single value. Indeed, 

ROC analysis revealed significantly improved prognostic accuracy of CURB-65 for 28-day 

mortality, hard endpoint and length of hospital stay by adding Ang-2 serum levels. 

Accordingly, the implied prognostic improvement achieved by adding the Ang-2 value to 

CURB-65 is not restricted to mortality prediction but also helps identify patients who require 

more than standard monitoring and treatment (39). 

To enhance the rationale for a possible prognostic and pathogenetic role of Angiopoietins in 

pneumonia, particularly in pneumonia-induced endothelial disruption and pulmonary 

hyperpermeability, we investigated the pulmonary localization, regulation and function of 

Ang-1 and -2 in pneumonia. Consistently with histological studies of other tissues (4, 40), 

Ang-2 and Tie2 in human lungs were found to be expressed exclusively in endothelial cells, 

whereas Ang-1 was expressed in different cell types. Although Ang-2 protein in human serum 

as well as Ang-2 mRNA in mouse lungs increased in pneumonia, semi-quantitative analysis 

of human post mortem lung tissue did not reveal significantly increased Ang-2 protein 

expression in pneumonia, which may partly result from postmortal reduction of tissue quality, 
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limited precision of histologic quantification and/or Ang-2 liberation from endothelial cells in 

pneumonia. Of note, we found increased Ang-2 liberation in human endothelial cells upon 

stimulation with pneumolysin, an important exotoxin of S. pneumoniae and central 

contributor to lung hyperpermeability in pneumococcal pneumonia (29, 41). Previous studies 

demonstrated Ang-2 mRNA upregulation after stimulation with pro-inflammatory mediators, 

LPS or hyperoxia in endothelial cells (15, 42, 43), where Ang-2 is stored in Weibel-Palade 

bodies (WPB) (14) and rapidly released upon stimulation with WPB secretagogues including 

thrombin, vasopressin and histamine (44). Furthermore, Ang-2 disrupts endothelial 

architecture (15). Accordingly, in the current electrical cell impedance sensing (ECIS) 

experiments Ang-2 decreased monolayer integrity of different types of endothelial cells 

including human pulmonary microvascular endothelial cells (hPMVEC) reversibly. The 

complex mechanisms of pneumolysin-induced permeability in intact lungs are incompletely 

understood and may include cellular pore formation and inflammation (29, 45, 46). 

Hypothesizing that Ang-2 might be involved in pneumolysin-induced hyperpermeability, we 

applied RNAi in vivo by treating mice intravenously with liposomal, stabilized Ang-2 siRNA 

prior to stimulating their isolated perfused and ventilated lungs with pneumolysin. Lungs of 

mice treated with Ang-2 specific siRNA showed reduced permeability upon pneumolysin 

stimulation compared to lungs of mice treated with control siRNA, suggesting that Ang-2 

contributed to pneumolysin-induced lung permeability. 

Increase of Ang-2 mRNA expression in mouse lungs after LPS-stimulation has been reported 

(15). In lungs of S. pneumoniae infected mice we also observed a time-dependent increase of 

Ang-2 mRNA expression, while Ang-1 expression decreased. Body weight and temperature 

decrease reflected disease progression. 

Hashimoto et al. suggested that the ratio between Ang-1 and Ang-2 is more important for the 

Ang-/Tie2-effect on endothelial vascular leakage than the absolute Ang-2 concentration, with 
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a decreased Ang-2/Ang-1 ratio stabilizing endothelial barrier function (47). Indeed, 

preventive adenoviral Ang-1 gene transfer or administration of mesenchymal stem cells 

overexpressing Ang-1 as well as prophylactic application of recombinant Ang-1 protein 

diminished pulmonary hyperpermeability induced by subsequent LPS injection in mice (10, 

48, 49). However, therapeutic use of Ang-1 in pneumonia has not been examined so far. Thus, 

we first investigated whether Ang-1 protein application is capable to reduce pneumolysin-

evoked endothelial barrier disruption in vitro. Indeed, Ang-1 diminished pneumolysin-

induced injury of HUVEC and hPMVEC monolayers. Then, we treated mice with 

recombinant Ang-1 protein in an intervening instead of prophylactic setting. Ang-1 treatment 

of S. pneumoniae infected mice started 22h after infection, when severe pneumonia was 

already established. Subsequently, we observed reduction of lung permeability, pulmonary 

leukocyte recruitment and inflammatory cytokine secretion, and clinical outcome was clearly 

improved in Ang-1 treated as compared to untreated mice. The exact contributions of Ang-1-

dependent anti-inflammatory effects on the one hand and direct barrier-stabilizing properties 

of Ang-1 on the other hand could not be deciphered in the current in vivo treatment 

experiment. Anti-inflammatory effects of Ang-1 have been described previously in murine 

lung injury (49), as well as in VEGF-stimulated HUVECs and human umbilical artery ECs in 

vitro (12). Moreover, direct stabilizing effects of Ang-1 on endothelial cells were observed in 

the current and in different previous studies in vitro where cells were stimulated with n,n-

Dimethylsphingosine (50) or serum of sepsis patients with high Ang-2 levels (7). 

In summary, we found that pneumonia is associated with decreased Ang-1 and increased 

Ang-2 serum levels in humans. Further, Ang-2 serum levels were even more increased in non-

survivors compared to survivors. Prognostic accuracy of CURB-65 for 28-day survival, need 

for ICU treatment and length of hospital stay over 7 or 14 days was improved by adding Ang-

2 serum levels. These results suggest that Ang-2 may add to existing or future pneumonia 
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severity scores. In complementary experimental studies, pneumolysin evoked Ang-2 

liberation, and Ang-2 contributed to pneumolysin-induced pulmonary hyperpermeability. 

Therapeutic treatment with Ang-1 reduced inflammation and permeability in murine 

pneumococcal pneumonia, thereby protecting mice from development of acute lung injury. 

Thus, reducing the Ang-2/Ang-1 ratio may provide a therapeutic perspective for pneumonia-

induced acute lung failure. 

 

 

ACKNOWLEDGEMENTS 

The biometrical consultancy by Prof. Peter Martus (University Tübingen, Germany) and the 

excellent technical assistance of Kathrin Löffler (Silence Therapeutics GmbH, Berlin, 

Germany), Doris Stoll and Maria Spelling are greatly appreciated. The authors thank 

Dr. Frederik Klauschen for editing immunohistochemistry figures, Dr. Hartwig Schütte for 

valuable discussions and Dr. Jasmin Lienau for editing the manuscript (all Charité Berlin). 

15 

 



REFERENCES 

1. Mizgerd JP. Acute lower respiratory tract infection. N Engl J Med 2008;358:716-727. 

2. WHO. The top 10 causes of death; Fact sheet N°310. 2013 Updated July 2013. 

Available from: http://who.int/mediacentre/factsheets/fs310/en/index.html. 

3. Matthay MA, Ware LB, Zimmerman GA. The acute respiratory distress syndrome. J 

Clin Invest 2012;122:2731-2740. 

4. Eklund L, Saharinen P. Angiopoietin signaling in the vasculature. Exp Cell Res 

2013;319:1271-1280. 

5. Thomas M, Augustin HG. The role of the Angiopoietins in vascular morphogenesis. 

Angiogenesis 2009;12:125-137. 

6. Fiedler U, Reiss Y, Scharpfenecker M, Grunow V, Koidl S, Thurston G, Gale NW, 

Witzenrath M, Rosseau S, Suttorp N, Sobke A, Herrmann M, Preissner KT, Vajkoczy 

P, Augustin HG. Angiopoietin-2 sensitizes endothelial cells to TNF-alpha and has a 

crucial role in the induction of inflammation. Nat Med 2006;12:235-239. 

7. Parikh SM, Mammoto T, Schultz A, Yuan HT, Christiani D, Karumanchi SA, 

Sukhatme VP. Excess circulating angiopoietin-2 may contribute to pulmonary 

vascular leak in sepsis in humans. PLoS Med 2006;3:e46. 

8. Thurston G, Rudge JS, Ioffe E, Zhou H, Ross L, Croll SD, Glazer N, Holash J, 

McDonald DM, Yancopoulos GD. Angiopoietin-1 protects the adult vasculature 

against plasma leakage. Nat Med 2000;6:460-463. 

9. David S, Ghosh CC, Mukherjee A, Parikh SM. Angiopoietin-1 requires IQ domain 

GTPase-activating protein 1 to activate Rac1 and promote endothelial barrier defense. 

Arterioscler Thromb Vasc Biol 2011;31:2643-2652. 

16 

 

http://who.int/mediacentre/factsheets/fs310/en/index.html


10. Mammoto T, Parikh SM, Mammoto A, Gallagher D, Chan B, Mostoslavsky G, Ingber 

DE, Sukhatme VP. Angiopoietin-1 requires p190 RhoGAP to protect against vascular 

leakage in vivo. J Biol Chem 2007;282:23910-23918. 

11. Sako K, Fukuhara S, Minami T, Hamakubo T, Song H, Kodama T, Fukamizu A, 

Gutkind JS, Koh GY, Mochizuki N. Angiopoietin-1 induces Kruppel-like factor 2 

expression through a phosphoinositide 3-kinase/AKT-dependent activation of 

myocyte enhancer factor 2. J Biol Chem 2009;284:5592-5601. 

12. Gamble JR, Drew J, Trezise L, Underwood A, Parsons M, Kasminkas L, Rudge J, 

Yancopoulos G, Vadas MA. Angiopoietin-1 is an antipermeability and anti-

inflammatory agent in vitro and targets cell junctions. Circ Res 2000;87:603-607. 

13. Scharpfenecker M, Fiedler U, Reiss Y, Augustin HG. The Tie-2 ligand angiopoietin-2 

destabilizes quiescent endothelium through an internal autocrine loop mechanism. J 

Cell Sci 2005;118:771-780. 

14. Fiedler U, Scharpfenecker M, Koidl S, Hegen A, Grunow V, Schmidt JM, Kriz W, 

Thurston G, Augustin HG. The Tie-2 ligand angiopoietin-2 is stored in and rapidly 

released upon stimulation from endothelial cell Weibel-Palade bodies. Blood 

2004;103:4150-4156. 

15. Mofarrahi M, Nouh T, Qureshi S, Guillot L, Mayaki D, Hussain SN. Regulation of 

angiopoietin expression by bacterial lipopolysaccharide. Am J Physiol Lung Cell Mol 

Physiol 2008;294:L955-963. 

16. Gallagher DC, Parikh SM, Balonov K, Miller A, Gautam S, Talmor D, Sukhatme VP. 

Circulating angiopoietin 2 correlates with mortality in a surgical population with acute 

lung injury/adult respiratory distress syndrome. Shock 2008;29:656-661. 

17. Lymperopoulou K, Velissaris D, Kotsaki A, Antypa E, Georgiadou S, Tsaganos T, 

Koulenti D, Paggalou E, Damoraki G, Karagiannidis N, Orfanos SE. Angiopoietin-2 

17 

 



associations with the underlying infection and sepsis severity. Cytokine 2015;73:163-

168. 

18. Ricciuto DR, dos Santos CC, Hawkes M, Toltl LJ, Conroy AL, Rajwans N, Lafferty 

EI, Cook DJ, Fox-Robichaud A, Kahnamoui K, Kain KC, Liaw PC, Liles WC. 

Angiopoietin-1 and angiopoietin-2 as clinically informative prognostic biomarkers of 

morbidity and mortality in severe sepsis. Crit Care Med 2011;39:702-710. 

19. Agrawal A, Matthay MA, Kangelaris KN, Stein J, Chu JC, Imp BM, Cortez A, Abbott 

J, Liu KD, Calfee CS. Plasma Angiopoietin-2 Predicts the Onset of Acute Lung Injury 

in Critically Ill Patients. Am J Respir Crit Care Med 2013;187:736-742. 

20. Gutbier B, Reppe K, Neuhauß A-K, Kaufmann J, Weissmann N, Morawitz L, Suttorp 

N, Witzenrath M. Role of angiopoietins Ang-1 and Ang-2 for the development of 

acute lung injury in pneumococcal pneumonia. Am J Respir Crit Care Med 

2011;183:A1982. 

21. Neuhauß A-K, Gutbier B, Friedemann T, Günther A, Stoll D, Weißmann N, Mitchell 

TJ, Schütte H, Suttorp N, Witzenrath M. Angiopoietins: Possible biomarkers in severe 

pneumonia? Eur Respir J 2012;40 (Suppl 56):P830. 

22. Welte T, Suttorp N, Marre R. CAPNETZ-community-acquired pneumonia 

competence network. Infection 2004;32:234-238. 

23. Bauer TT, Ewig S, Marre R, Suttorp N, Welte T. CRB-65 predicts death from 

community-acquired pneumonia. J Intern Med 2006;260:93-101. 

24. Ahnert P, Creutz P, Scholz M, Schutte H, Engel C, Hossain H, Chakraborty T, Bauer 

M, Kiehntopf M, Volker U, Hammerschmidt S, Loeffler M, Suttorp N. PROGRESS - 

prospective observational study on hospitalized community acquired pneumonia. 

BMC Pulm Med 2016;16:108. 

18 

 



25. Schnittler HJ, Wilke A, Gress T, Suttorp N, Drenckhahn D. Role of actin and myosin 

in the control of paracellular permeability in pig, rat and human vascular endothelium. 

J Physiol 1990;431:379-401. 

26. Giaever I, Keese CR. A morphological biosensor for mammalian cells. Nature 

1993;366:591-592. 

27. Mitchell TJ, Walker JA, Saunders FK, Andrew PW, Boulnois GJ. Expression of the 

pneumolysin gene in Escherichia coli: rapid purification and biological properties. 

Biochim Biophys Acta 1989;1007:67-72. 

28. Santel A, Aleku M, Keil O, Endruschat J, Esche V, Fisch G, Dames S, Loffler K, 

Fechtner M, Arnold W, Giese K, Klippel A, Kaufmann J. A novel siRNA-lipoplex 

technology for RNA interference in the mouse vascular endothelium. Gene Ther 

2006;13:1222-1234. 

29. Witzenrath M, Gutbier B, Hocke AC, Schmeck B, Hippenstiel S, Berger K, Mitchell 

TJ, De lT, Jr., Rosseau S, Suttorp N, Schutte H. Role of pneumolysin for the 

development of acute lung injury in pneumococcal pneumonia. Crit Care Med 

2006;34:1947-1954. 

30. Kolditz M, Ewig S, Hoffken G. Management-based risk prediction in community-

acquired pneumonia by scores and biomarkers. Eur Respir J 2013;41:974-984. 

31. Ewig S, Birkner N, Strauss R, Schaefer E, Pauletzki J, Bischoff H, Schraeder P, Welte 

T, Hoeffken G. New perspectives on community-acquired pneumonia in 388 406 

patients. Results from a nationwide mandatory performance measurement programme 

in healthcare quality. Thorax 2009;64:1062-1069. 

32. Loke YK, Kwok CS, Niruban A, Myint PK. Value of severity scales in predicting 

mortality from community-acquired pneumonia: systematic review and meta-analysis. 

Thorax 2010;65:884-890. 

19 

 



33. Chalmers JD, Singanayagam A, Akram AR, Mandal P, Short PM, Choudhury G, 

Wood V, Hill AT. Severity assessment tools for predicting mortality in hospitalised 

patients with community-acquired pneumonia. Systematic review and meta-analysis. 

Thorax 2010;65:878-883. 

34. Chalmers JD, Mandal P, Singanayagam A, Akram AR, Choudhury G, Short PM, Hill 

AT. Severity assessment tools to guide ICU admission in community-acquired 

pneumonia: systematic review and meta-analysis. Intensive care medicine 

2011;37:1409-1420. 

35. Calfee CS, Gallagher D, Abbott J, Thompson BT, Matthay MA. Plasma angiopoietin-

2 in clinical acute lung injury: prognostic and pathogenetic significance. Crit Care 

Med 2012;40:1731-1737. 

36. Palud A, Parmentier-Decrucq E, Pastre J, De Freitas Caires N, Lassalle P, Mathieu D. 

Evaluation of endothelial biomarkers as predictors of organ failures in septic shock 

patients. Cytokine 2015;73:213-218. 

37. Takahashi T, Asano Y, Shibata S, Tada Y, Sato S. Serum angiopoietin-2 level as a 

potential biomarker in psoriasis vulgaris. J Dermatol 2017;44:205-206. 

38. Calfee CS, Janz DR, Bernard GR, May AK, Kangelaris KN, Matthay MA, Ware LB. 

Distinct molecular phenotypes of direct vs indirect ARDS in single-center and 

multicenter studies. Chest 2015;147:1539-1548. 

39. Waterer G. Severity Scores and Community-acquired Pneumonia: Time to Move 

Forward. Amer J Respir Crit Care Med 2017;Jul 12 [Epub ahead of print]. 

40. Schnurch H, Risau W. Expression of tie-2, a member of a novel family of receptor 

tyrosine kinases, in the endothelial cell lineage. Development 1993;119:957-968. 

41. Cockeran R, Anderson R, Feldman C. The role of pneumolysin in the pathogenesis of 

Streptococcus pneumoniae infection. Curr Opin Infect Dis 2002;15:235-239. 

20 

 



42. Bhandari V, Choo-Wing R, Lee CG, Zhu Z, Nedrelow JH, Chupp GL, Zhang X, 

Matthay MA, Ware LB, Homer RJ, Lee PJ, Geick A, de Fougerolles AR, Elias JA. 

Hyperoxia causes angiopoietin 2-mediated acute lung injury and necrotic cell death. 

Nat Med 2006;12:1286-1293. 

43. Kim I, Kim JH, Ryu YS, Liu M, Koh GY. Tumor necrosis factor-alpha upregulates 

angiopoietin-2 in human umbilical vein endothelial cells. Biochem Biophys Res 

Commun 2000;269:361-365. 

44. Dikranian K, Stoinov N. Effect of vasoactive amines on Weibel-Palade bodies in 

capillary endothelial cells. Experientia 1991;47:830-832. 

45. Lucas R, Sridhar S, Rick FG, Gorshkov B, Umapathy NS, Yang G, Oseghale A, Verin 

AD, Chakraborty T, Matthay MA, Zemskov EA, White R, Block NL, Schally AV. 

Agonist of growth hormone-releasing hormone reduces pneumolysin-induced 

pulmonary permeability edema. Proc Natl Acad Sci U S A 2012;109:2084-2089. 

46. Lucas R, Yang G, Gorshkov BA, Zemskov EA, Sridhar S, Umapathy NS, Jezierska-

Drutel A, Alieva IB, Leustik M, Hossain H, Fischer B, Catravas JD, Verin AD, Pittet 

JF, Caldwell RB, Mitchell TJ, Cederbaum SD, Fulton DJ, Matthay MA, Caldwell 

RW, Romero MJ, Chakraborty T. Protein kinase C-alpha and arginase I mediate 

pneumolysin-induced pulmonary endothelial hyperpermeability. Am J Respir Cell 

Mol Biol 2012;47:445-453. 

47. Hashimoto T, Pittet JF. Angiopoietin-2: modulator of vascular permeability in acute 

lung injury? PLoS Med 2006;3:e113. 

48. Mei SH, McCarter SD, Deng Y, Parker CH, Liles WC, Stewart DJ. Prevention of 

LPS-induced acute lung injury in mice by mesenchymal stem cells overexpressing 

angiopoietin 1. PLoS Med 2007;4:e269. 

21 

 



49. Witzenbichler B, Westermann D, Knueppel S, Schultheiss HP, Tschope C. Protective 

role of angiopoietin-1 in endotoxic shock. Circulation 2005;111:97-105. 

50. Li X, Stankovic M, Bonder CS, Hahn CN, Parsons M, Pitson SM, Xia P, Proia RL, 

Vadas MA, Gamble JR. Basal and angiopoietin-1-mediated endothelial permeability is 

regulated by sphingosine kinase-1. Blood 2008;111:3489-3497. 

 

 

 

 

22 

 



FIGURE LEGENDS 

Figure 1. Increased Ang-2 and reduced Ang-1 serum levels in human pneumonia with 

highest Ang-2 levels in CAP patients not surviving the first 28 days after pneumonia 

diagnosis. (A-C) First patient cohort: Ang-2 and Ang-1 were quantified in serum of patients 

with severe pneumonia (CRB-65 score 2-4, n=67) and in healthy controls (n=45) and the 

Ang-2/Ang-1 ratio was calculated. (D) Second patient cohort: Admission levels of Ang-2 

were quantified in serum of patients with CAP (CRB-65 score 0-3; n=148; 50% non-survivors 

(28d) matched with survivors in a 1:1 ratio based on age, sex and CRB-65 score) and in 

healthy controls (n=24). Data are represented as box plots depicting median, quartiles and 

range excluding outliers (circles). *p<0.05, ****p<0.0001. 

Figure 2. Ang-2 serum levels in the course of hospitalization in CAP patients and their 

predictive power regarding hard endpoint. Third patient cohort: Ang-2 was quantified in 

serum of consecutive CAP patients enrolled within 48h of hospitalization (day 0) and 

followed for three days thereafter (days 1-3). (A) Patients not surviving 28-day follow up 

(n=19) showed higher Ang-2 serum levels at all investigated time points compared to 

survivors (n=376). Data are represented as box plots depicting median, quartiles and range 

excluding outliers (circles). *p<0.05, **p<0.01. (B) ROC curves for serum Ang-2, CURB-65 

and serum PCT at admission (day 0) alone and in combination in predicting HEP (n=395). 

HEP was defined as death by any cause within 28 days of enrollment or specific treatment on 

an intensive care ward. As specific treatment, the following were considered: substantial 

respiratory support (ventilation, extracorporal oxygenation, oxygen supplementation of at 

least 6 l per minute, except for patients who were already on ventilation at home), treatment 

with catecholamines, or dialysis (except for patients with chronic kidney disease). The 

combination of Ang-2 and CURB-65 had the best predictive power. The AUC for the 
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combination of Ang-2 and CURB-65 was significantly higher than that for CURB-65 alone 

(p=0.0021), PCT alone (p=0.0015) and the combination of both (p=0.035).  

Figure 3. Immunolocalization of Ang-1, Ang-2 and Tie2 in human post mortem lung 

tissue. Post mortem lung tissue samples of pneumonia patients or healthy controls were 

stained for Ang-1, Ang-2 or Tie2. Ang-1 was abundantly expressed in different cell types 

including endothelial and epithelial cells, smooth muscle cells of arteries and bronchi, 

macrophages and granulocytes, whereas Ang-2 and the receptor Tie2 were exclusively 

expressed by endothelial cells (black arrows). Representative images (n=15 each group) are 

shown. Scale bars represent 50 µm.  

Figure 4. Pneumolysin evoked Ang-2 liberation, and Ang-2 contributed to endothelial 

barrier dysfunction. (A) HUVECs were exposed to increasing concentrations of 

pneumolysin (PLY) for 3h and Ang-2 was quantified in supernatants (blank: n=7; solvent: 

n=5; PLY: n=3-4). (B-D) Transendothelial electrical resistance (TER) of endothelial cell 

monolayers was monitored. Human umbilical vein endothelial cells (HUVEC; n=5), human 

pulmonary microvascular endothelial cells (hPMVEC; n=5) or primary murine lung 

endothelial cells (mLEC; n=3) were exposed to Ang-2 (2 µg/ml). (E) In mice, siRNA specific 

for Ang-2 or luciferase (Luc, as control) was injected i.v. once daily on four consecutive days 

(n=6). Twenty-four hours after the last administration, lungs were isolated perfused and 

ventilated and exposed to pneumolysin (1 µg/ml). In the control group (n=4), neither siRNA 

molecules nor pneumolysin were applied. Values are given as (A, E) mean + SEM or (B-D) 

mean; *p<0.05 vs. solvent group (A) or between indicated groups (E). 

Figure 5. Ang-1 protected endothelial cell monolayers against PLY-induced 

permeability. (A) PLY dose-dependently decreased transcellular electrical resistance (TER) 

in HUVEC monolayers. (B-C) HUVEC or hPMVEC were exposed to PLY (HUVEC: 
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2.0 µg/ml; hPMVEC: 0.75 µg/ml) 30 minutes after Ang-1 (300 ng/ml) treatment. Values are 

given as mean (n=4-7).  

Figure 6. S. pneumoniae infection decreased pulmonary Ang-1 and increased Ang-2 

mRNA expression in mice. (A-B) Body weight (n=5-6 per group) and body temperature 

(n=5-6 per group) of S. pneumoniae-infected mice were measured. (C-D) Pulmonary mRNA 

expressions of Ang-1 and Ang-2 were quantified using the ∆∆CT method (n=6 per group). 

Expression levels of mRNA of interest are shown relative to the non-infected group at the 

corresponding time point and normalized to the mRNA level of PTEN. Values are given as 

mean + SEM. *p<0.05, **p<0.01 between indicated groups.  

Figure 7. Ang-1 treatment prevented lung injury in mice with severe pneumococcal 

pneumonia. Mice were transnasally infected with S. pneumoniae (S. pn.), and 22h, 34h and 

46h after infection Ang-1 (300 ng/ml) or solvent was injected i.v. Forty-eight hours after 

infection, body weight (A) and body temperature (B) were measured, the HSA BALF/plasma 

ratio (C) measured to determine microvascular leakage and BALF leukocytes (D) and cytokines 

(E) analyzed. Values are given as mean + SEM; n=5 (sham-infected groups); n=10-12 (S. pn.-

infected groups). *p<0.05, **p<0.01 between indicated groups. PMN = neutrophils; MAC = 

macrophages; LYM = lymphocytes; n.d. = not detectable.  
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Tables 

Table 1 Median (25-75% interquartile range) levels of Angiopoietins and clinical parameters 

of the first study cohort 

Parameters Survivors (28d) 
(n = 43 / 64.2%) 

Non-survivors (28d) 
(n = 24 / 35.8%) 

P-value 

Angiopoietin-2, ng/ml 6.08 (3.92-8.90) 7.32 (3.68-18.13) 0.5789 

Angiopoietin-1, ng/ml 35.08 (26.73-44.84) 30.34 (26.72-40.18) 0.2164 

Angiopoietin-2/-1-ratio 0.18 (0.10-0.32) 0.25 (0.13-0.49) 0.1727  

CRP, mg/l 140 (68-242) 125.3 (47.1-385) 0.5968 

Leukocytes, cells/nl 15.79 (10.9-20.07) 14.8 (11.3-22.45) 0.9871 

Urea, mmol/l 9.8 (7.6-13.99) 9.24 (7.20-18.98) 0.7926 

PCT, ng/ml 1.13 (0.21-5.08) 3.52 (0.38-27.34) 0.3008 

LOS, days 12 (8-17) 12 (4.5-21.00) not tested 

The serum used for Ang-1 and Ang-2 quantification was obtained from patients with severe 

community-acquired pneumonia (CRB-65 score of 2-4) at admission. Clinical data were not 

available for all patients: PCT (30/17, survivors/non-survivors), length of hospital stay (LOS; 

41/21 survivors/non-survivors).  
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Table 2 Median (25-75% interquartile range) levels of Ang-2 and clinical parameters of the 

second study cohort 

Parameters Survivors (28d) 
(n = 74 / 50%) 

Non-survivors (28d)  
(n = 74 / 50%) 

P-value 

Angiopoietin-2, ng/ml *4.18 (2.72-6.84) *5.92 (3.48-9.99) 0.0185   

CRP, mg/l 113.0 (37.18-216.75) 110.0 (43.85-196.6) 0.8879 

Leukocytes, cells/nl 11.8 (7.88-16.46) 13.1 (9.65-17.8) 0.1461 

Urea, mmol/l *7.10 (5.05-11.58) *9.44 (6.18-16.34) 0.0135  

PCT, ng/ml 0.28 (0.12-1.12) 0.58 (0.20-1.10) 0.1148 

LOS, days 11 (7.5-14) 10 (6-16) not tested 

The serum used for Ang-2 quantification was obtained from patients with community-

acquired pneumonia (CRB-65 score of 0-3) at admission. Clinical data were not available 

from all patients: CRP (72/73, survivors/non-survivors), leukocytes (70/73, survivors/non-

survivors), urea (64/70, survivors/non-survivors), PCT (30/48, survivors/non-survivors), 

length of hospital stay (LOS; 65/70, survivors/non-survivors). Statistically significant 

differences between survivors and non-survivors are indicated by asterisks (*). 
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Table 3 Median (25-75% interquartile range) levels of Ang-2 and clinical parameters of the 

third study cohort 

Parameters Survivors (28d) 
(n = 376 / 95.2%) 

Non-survivors (28d)  
(n = 19 / 4.8%) 

P-value 

Angiopoietin-2, ng/ml *4.9 (3.2-8.1) *8.7 (5.8-19.1) 9.3x10-4 

CRP, mg/l 176 (98-248) 141 (109-216) 0.62 

Leukocytes, cells/nl 11.9 (8.9-16.6) 11.2 (9.7-17.2) 0.92 

Urea, mmol/l *5.9 (4.0-8.6) *9.0 (7.8-18.0) 7.9x10-5 

PCT, ng/ml 0.28 (0.11-3.18) 0.39 (0.24-2.05) 0.17 

LOS, days *8 (6-12) *13 (8-20) not tested 

The serum used for Ang-2 quantification was obtained from CAP patients enrolled within 48h 

of hospitalization (day 0). Statistically significant differences between survivors and non-

survivors are indicated by asterisks (*). 
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Table 4 Performance of initial serum Ang-2, CURB-65 and serum PCT in predicting 28-day 

mortality or hard endpoint 

Parameter 28-day mortality Hard endpoint 

AUC (95% CI) P-value AUC (95% CI) P-value 

Ang-2 0.725 (0.608-0.842) 9.34x10-4 0.756 (0.684-0.827) 4.93x10-10 

CURB-65 0.764 (0.658-0.869) 5.35x10-5 0.752 (0.684-0.82) 1.65x10-10 

PCT 0.593 (0.492-0.695) 0.17 0.688 (0.613-0.762) 5.01x10-6 

Ang-2 + CURB-65 0.797 (0.703-0.891) 1.25x10-5 0.809 (0.747-0.871) 5.45x10-14 

Ang-2 + PCT 0.725 (0.608-0.842) 9.24x10-4 0.761 (0.689-0.832) 2.21x10-10 

CURB-65 + PCT 0.761 (0.662-0.86) 1.26x10-4 0.772 (0.704-0.839) 3.78x10-11 

Hard endpoint was defined as death by any cause within 28 days of enrollment or specific 

treatment on an intensive care ward. As specific treatment, the following were considered: 

substantial respiratory support (ventilation, extracorporal oxygenation, oxygen 

supplementation of at least 6 l per minute, except for patients who were already on ventilation 

at home), treatment with catecholamines, or dialysis (except for patients with chronic kidney 

disease). AUC, area under the curve; CI, confidence interval; PCT, procalcitonin 
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Table 5 Performance of initial serum Ang-2, CURB-65 and serum PCT in predicting length 

of hospital stay over 7 days or 14 days 

Parameter LOS>7 LOS>14 

AUC (95% CI) P-value AUC (95% CI) P-value 

Ang-2 0.635 (0.58-0.69) 4.96x10-6 0.723 (0.657-0.789) 4.87x10-9 

CURB-65 0.677 (0.626-0.727) 4.79x10-10 0.691 (0.621-0.761) 1.75x10-7 

PCT 0.622 (0.566-0.678) 3.70x10-5 0.63 (0.563-0.697) 0.000647 

Ang-2 + CURB-65 0.692 (0.64-0.744) 9.23x10-11 0.727 (0.658-0.795) 2.73x10-9 

Ang-2 + PCT 0.637 (0.582-0.693) 3.43x10-6 0.71 (0.644-0.776) 3.69x10-8 

CURB-65 + PCT 0.663 (0.609-0.717) 3.90x10-8 0.706 (0.636-0.776) 6.64x10-8 

For non-survivors, the endpoints LOS>7 or LOS>14 were set equal to LOS>7 or LOS>14, 

respectively. AUC, area under the curve; CI, confidence interval; LOS>7, length of hospital 

stay over 7 days; LOS>14, length of hospital stay over 14 days; PCT, procalcitonin 
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