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Abstract 

 

This thesis examines some early renal and neurological manifestations in Anderson 

Fabry disease (AFD). First, estimating glomerular filtration rate in AFD using serum 

creatinine (Cr) based equations was assessed in 106 AFD patients. The Modification in 

diet in renal disease (MDRD) and the Chronic kidney disease epidemiology 

collaboration (CKD-EPI) equations had the least bias and were the best methods of 

estimating glomerular filtration rates in AFD patients with chronic kidney disease 

(CKD) stage 1 to 3.  

The monitoring of renal involvement in AFD use methods which assess glomerular 

function predominantly though there is evidence of renal tubular damage and atrophy on 

renal biopsy. We investigated possible urine markers of renal tubular dysfunction in 

AFD and 2 other proteins detectable in urine which have been shown to be markers of 

renal scarring and inflammation. Urine β-hexosaminidase (β-hex) and Monocyte 

chemoattractant protein-1 (MCP-1) were elevated in AFD patients compared with 

control demonstrating evidence of renal tubular involvement and possible renal 

inflammation. 

Finally we investigated cardiac autonomic function, cardiac neuroendocrine function, 

sweat function and symptoms related to neuropathic and autonomic function in an AFD 

cohort. There was little evidence of sweat dysfunction, cardiac autonomic or cardiac 

neuroendocrine dysfunction, though there is significant evidence of neuropathic pain 

and autonomic symptoms. 
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1.1 Introduction 

 

Anderson – Fabry Disease (AFD) is an X-linked inherited lysosomal storage disease 

(Xq22.1) caused by a mutation in the gene encoding α-galactosidase A (α-Gal). AFD 

was first described independently in 1898 by Johannes Fabry in Germany and William 

Anderson in the UK, and characterised clinically by the presence of angiokeratomas, 

proteinuria, and lymphoedema
1, 2

. The gene encoding α-Gal has been isolated and 

sequenced
3, 4

 and to date there are more than 500 mutations reported in the GLA gene in 

the Human Gene Mutation Database (Cardiff, UK: 

http://www.hgmd.cf.ac.uk/ac/gene.php?gene=GLA). AFD has been termed an orphan 

disease due to its low prevalence in the general population. Orphan diseases are diseases 

that are rare enough that there are no commercial incentives for research and the 

development of effective therapies to be carried out, without separate government 

legislation. In the United States, the Orphan Drug Act (1983) defines an orphan disease 

as a disease or condition considered to affect fewer than 200,000 individuals in the 

United States or has a prevalence of < 7.5 per 10,000 Americans
5
. In Europe, an orphan 

disease has been defined by the European Committee for Orphan Medicinal Products as 

a life-threatening or very serious disease affecting not more than 5 per 10,000 

Europeans
6
. With these legislations enzyme replacement therapy (ERT) has been 

developed and approved to manage AFD individuals. Both agalsidase alfa (Replagal®, 

Shire Human Genetic Therapies Inc.), and agalsidase beta (Fabrazyme®, Genzyme 

Corp.), have been approved by the European Committee for Orphan Medicinal Products 

but due to orphan drug laws in the United States, only Fabrazyme has FDA approval. 

ERT has been available for more than a decade and has improved morbidity in AFD. 

ERT has been shown to stabilise and reduce the rate of decline of renal function
7-15

, 

reduce left ventricular hypertrophy
8, 16-18

, improve pain and peripheral neuropathy
8, 19-23

, 

improve quality of life
8, 21, 24

 and reduce abdominal pain
25, 26

. The improvement in 

cardiac and renal manifestations may ultimately decrease mortality in this orphan 

disease. Therefore the use of ERT and the potential efficacy of the treatment has 

increased awareness of the importance of diagnosing unrecognised AFD patients to 

ensure their optimal management.  

 

 

 

http://www.hgmd.cf.ac.uk/ac/gene.php?gene=GLA
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1.2 Pathogenesis 

 

The primary disease process is the pathological accumulation of neutral 

glycosphingolipids in lysosomes, predominantly globotriaosylceramide (GB3), due to a 

deficiency of the lysosomal enzyme hydrolase α-Gal, which catalyses the hydrolytic 

cleavage of the terminal galactose from GB3. Glycosphingolipids are the most abundant 

and diverse class of glycolipids in humans. They contain carbohydrate residues attached 

by glycosidic linkage to the C-1 hydroxyl group of a ceramide lipid moiety. The 

ceramide lipid moiety consists of a long-chain amino alcohol (sphingosine) in amide 

linkage to a fatty acid. The four principal classes of glycosphingolipids are the 

cerebrosides, sulfatides, globosides and gangliosides. A globoside is a type of 

glycosphingolipid with more than one sugar as the side chain, while a cerebroside has 

only one sugar as the side chain. Gangliosides are glycosphingolipids with one or more 

sialic acids linked on the sugar chain and sulfatides contain a sulphuric ester group. Fig 

1.1 demonstrates the chemical structure of GB3 and Fig 1.2 illustrates the metabolic 

pathway of glycosphingolipid degradation and the defect in this metabolic pathway first 

described by Brady et al in 1967
27

 resulting in AFD. The accumulation of GB3 occurs 

in multiple organs throughout the body most clinically significant in the cardiovascular, 

renal and neurological systems.  

 

 

 

 

Fig 1.1. Chemical structure of globotriaosylceramide (GB3) and site of action of α-galactosidase A (α-

Gal). 
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Fig 1.2. A schematic drawing of the possible enzyme defects in the catabolic pathways of sphingolipids. 

Names of glycosphingolipids (black), enzymes (green italic) and diseases caused by enzyme deficiency 

(red). Adapted from Chapter 41 Genetic Disorders of Glycan Degradation, Essentials of Glycobiology
28

. 

 

α-GAL is encoded by the GLA gene on the long arm of the X-chromosome and is 

synthesized on the endoplasmic reticulum (ER) bound ribosomes as a precursor form 

(429 amino acid residues). The enzyme is translocated into the lumen of the ER by the 

addition of N-linked oligosaccharides. The oligosaccharides are then trimmed in the ER, 

and the enzyme is transferred to the Golgi apparatus, where further modification of 

sugar chains and the addition of mannose 6-phosphate residues occur, and then 

transported to endosomes and subsequently lysosomes where it exerts its function as a 

mature form consisting of 398 residues. 

In AFD, mutations in the GLA gene results in the loss of enzyme activity. The level of 

residual enzyme activity is determined by the type of mutation and the part of the gene 

affected. Usually non-functional, or a complete lack of the genetic product is caused by 

mutations affecting the active site of the enzyme
29

. Missense mutations on the other 

hand may result in a considerable loss of metabolic activity but still retain some residual 

activity enough to ameliorate clinical manifestations. These mutations are usually 

distant from the active site and result in small structural changes of the mutant enzyme. 

The mutant enzyme is post-translationally inactivated and rapidly degraded, but has 
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some appropriate residual activity which leads to milder clinical manifestations
30

. 

Mutations distant from the active site that adversely affects the folded state of the 

molecule, reduces the enzyme stability and this decreases the amount of active enzyme 

transported to the lysosome
31

. 

 

 

1.3 Clinical Manifestations 

 

The initial description of AFD was of angiokeratomas, lymphoedema and proteinuria. 

With increasing awareness and diagnosis of this disease, it has been well documented 

that AFD patients also have cardiac, renal, cerebrovascular, neurological, 

gastrointestinal, ophthalmologic and auditory involvement. Ramaswami et al 

highlighted the main signs and symptoms in children, as neurological, gastrointestinal, 

ophthalmologic, auditory and skin involvement
32

. As AFD patients increase in age 

renal, cardiac and cerebrovascular involvement become more clinically relevant. Table 

1.1 summarises the predominant signs and symptoms with age. Quality of life is 

impaired in AFD patients
33

 and life expectancy reduced by approximately 20 years in 

males and 15 years in females
34-37

. 

It is well documented that AFD females (heterozygotes) can be as affected as males 

(homozygotes) despite being an X-linked inherited disorder. AFD females develop left 

ventricular hypertrophy, renal dysfunction, stroke, acroparaethesia, auditory 

involvement, skin involvement and gastrointestinal symptoms but usually at a older 

age
35, 38-44

. Dobyns et al
45

 classified AFD females having a high penetrance (70%) but 

low severity (4%). The heterogeneity of disease manifestation in females depends on 

the degree to which the normal X-chromosome is inactivated
46-48

. This process whereby 

one copy of the X-chromosome is randomly inactivated in all cells of the female 

embryo is called lyonisation and partly explains heterogeneity in females. Another 

reason for phenotypic heterogeneity in females is the cross-correction mechanism or 

metabolic cooperation
49

. Lysosomal enzymes freely enter and leave lysosomes and are 

transferred from one cell to another via mannose-6-phosphate mediated endocytosis. 

This “sharing” of enzyme helps to correct for lack of enzyme in deficient cells. In AFD 

females, if the amount of active enzyme secreted is insufficient or not adequately taken 

up by cells, there might be reduced cross correction. The decreasing efficiency of this 

process through the years, could explain why females get more symptomatic with age
50

. 
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Childhood and adolescence (≤16- years) 

• Acroparaethesia/ Pain Crisis – chronic or episodic, burning sensation in the 

palms of hands or soles of feet, exacerbated by temperature changes, fever, 

stress, physical exercise and alcohol 

• Angiokeratomas (Fig 1.2) – small, raised, dark red spots, develop slowly, 

found on the buttocks, genitalia, inner thighs, back and oral cavity 

• Ophthalmologic abnormalities -  cornea verticillata (whorl-shaped opacity), 

posterior subcapsular cataracts, torturous vascular lesions in the retina and 

conjunctiva 

• Sensorineural hearing loss 

• Hypohidrosis or Hyperhidrosis 

• History of non specific bowel disturbances 

• History of lethargy and tiredness 

Early adulthood (17 – 30 years) 

• More extensive angiokeratomas 

• Proteinuria, lipiduria, haematuria 

• Oedema 

• Fever 

• Hypohidrosis or anhidrosis 

• Heat sensitivity 

• Diarrhoea, abdominal pain 

Later adulthood (age > 30 years) 

• Prominence of acroparaethesia less prominent 

 Heart disease – left and right ventricular hypertrophy, heart valve 

abnormalities and conduction disturbances 

• Impaired renal function – including end stage renal failure needing renal 

replacement therapy with dialysis or renal transplantation 

 Stroke or transient ischaemic attacks 

 

Table 1.1. Summary of major signs and symptoms in AFD based on different age groups. There is an 

accumulation of symptoms from childhood to adulthood, with progressive end organ damage but 

acroparaethesia becomes a less prominent feature. 

 



21 | P a g e  

 

 

 

Fig 1.3. Angiokeratomas in the groin and male genitalia. 

 

The prediction of organ involvement and progression in AFD is complicated by firstly 

the large number of different mutations described
51

 in a small population, secondly the 

large phenotypic heterogeneity associated with the same mutation, both among patients 

in related and unrelated families
52

; and thirdly the difficulty that clinical features of 

AFD are frequently features of more prevalent diseases in the general population. 

Residual enzyme activity in affected individuals result in a delayed onset or less severe 

presentation of disease
53-55

 and in females can range from normal to absent activity. 

Patients with the “cardiac variant” present usually in the 5
th

 to 8
th

 decades of life with 

left ventricular hypertrophy, arrhythmias, and/or cardiomyopathy
56-58

 and with the 

“renal variant” present typically after the age of 50 years with proteinuria and later onset 

end stage renal failure
59, 60

. More recently Hughes et al developed a prognostic score, 

the Fabry International Prognostic Index, to demonstrate that it is possible to 

differentiate groups of patients with different outcome probabilities
61

. In terms of renal 

decline, Warnock et al showed that AFD patients with more significant proteinuria  had 

a greater rate in decline in  glomerular filtration rate
62

. 
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1.4 Diagnosis of AFD 

 

Diagnostic methods are based on measuring plasma and leukocyte α-Gal activity and 

DNA mutation analysis. Once an index case is found, pedigree analysis and these 

methods are used to diagnose affected relatives. Classically affected hemizygotes have 

very low or undetectable enzymatic activity, but some heterozygotes, e.g. the N215S 

mutation may have residual enzyme activity in plasma and/ or leucocytes close to the 

normal range. In affected females enzymatic activity may range from low levels 

comparable to male, up to levels in the normal range. This means that heterozygote 

females, who may or may not be symptomatic, could have normal enzyme activity and 

be misdiagnosed if DNA mutation analysis is not performed. Therefore in heterozygotes 

enzymatic analysis alone may lead to misdiagnosis and DNA mutation analysis is 

essential. Fig 1.3 outlines a useful diagnostic algorithm. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Fig 1.4. Diagnostic algorithm in AFD. 
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1.5 Prevalence of AFD 

 

The prevalence of AFD has been reported at 1 in 117 000
63

 (Australia), 1 in 468 000
64

 

(Netherlands) and 1 in 833 000
65

 (Portugal), but the true prevalence maybe higher as 

highlighted by Italian and Taiwanese newborn screening studies. In the Italian study the 

incidence of α-Gal deficiency was 1 in 3100 (newborn Italian males) and if only known 

disease causing mutations were included the incidence was 1 in 4600
66

. In the 

Taiwanese screening study the incidence of α-Gal mutations were approximately 1 in 

1250 newborn males and 1 in 40000 newborn females. The screening of high risk 

populations have shown an increased prevalence; 1 in 86
59

 (chronic haemodialysis 

Japanese males), 1 in 621
60

 (Austrian dialysis patients), 1 in 26
67

 (German young adults 

with cryptogenic stroke) and 1 in 26
58

 (males with hypertrophic cardiomyopathy). A 

recent systematic review by Linthorst et al of all screening studies for AFD in high risk 

groups showed a prevalence of 0.33% male dialysis patients, 0.1% female dialysis 

patients and at least 1% for patients with left ventricular hypertrophy
68

. Prevalence 

screening studies may inadvertently have falsely higher prevalence due to 

polymorphisms in particular D313Y
69

. In these polymorphisms, in vitro testing due to 

an artificial substrate shows low enzyme activity but further studies demonstrated 

normal in vivo activity. 

Due to increased prevalence of AFD in high risk populations and the beneficial effects 

of ERT, strategies for recognising and diagnosing AFD are important. 

 

 

1.6 Management of AFD 

 

1.6.1 Multidisciplinary Approach 

As AFD can present in so many varied ways and multiple organ involvement is usual, it 

is desirable that patients are treated by a multidisciplinary team with interested medical 

professionals from a number of different specialities. In the United Kingdom, the 

National Specialist Commissioning team has designated six centres to provide 

diagnosis, assessment and treatment of lysosomal storage diseases. Other key areas of 

provision of care would include genetic counselling and supportive care. 
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1.6.2 Enzyme replacement therapy (ERT) in AFD 

 

Two preparations of α-galactosidase A have been tested and been approved for use; 

agalsidase alfa (Replagal®, Shire Human Genetic Therapies Inc.)
19

 in Europe,  and 

agalsidase beta (Fabrazyme®, Genzyme Corp)
24

 in the USA and Europe (Table 1.2). 

Both these glycoproteins are identical but are produced in different cell lines, resulting 

in different glycosylation at the N-linked carbohydrate attachment sites. Replagal 

contains a greater amount of complex carbohydrate while Fabrazyme contains a higher 

fraction of sialylated and phosphorylated carbohydrate
70

. 

The clinical goals of ERT are to reduce symptoms and complications of GB3 deposition 

in the lysosomes of major organs, and where disease is already evident, stabilisation and 

possibly reversal of disease process. Clearance of microvascular endothelial deposits of 

GB3 from the kidneys, heart, and skin have been claimed
16, 19, 24, 71

 and various studies 

and clinical trials have shown clinical benefit including improved neuropathic pain and 

peripheral neuropathy
8, 19-23

, retarded or reduced progression of renal disease
7-15, 19

, 

reduction in left ventricular mass or hypertrophy
8, 16-18

, improved quality of life
8, 21, 24

 

and reduced abdominal pain
25, 26

. 

For agalsidase alfa, an analysis of 201 AFD patients (with CKD stage 2 or 3) in the 

Fabry outcome survey (FOS), who had been on treatment for up to 4.7 years, showed 

that the decline in estimated glomerular filtration rate (GFR) is halted when compared 

to the year before start of ERT
12

. Similarly ERT stabilised renal function in AFD 

patients with CKD stage 2 or 3
8
. Another single centre prospective open-label treatment 

trial of 25 adult male AFD patients initially in a 6 month randomized placebo-controlled 

study and subsequent open-label extension study, showed patients with CKD stage 1 

and 2 had stable estimated GFR and in those with CKD stage 3, the slope of decline in 

GFR was reduced compared with historical controls
11

. For agalsidase beta, a double-

blind, randomised, placebo-controlled phase III study, involving 58 AFD patients, 

median serum Cr and eGFR remained stable at up to 54 months
10

. 

ERT has been shown to be safe although infusion related reactions with fevers, chills, 

rigors, headaches, rhinitis and nausea can be easily treated with premedication 

(paracetamol, antihistamines and steroids) or by slowing the infusion rate. AFD patients 

develop antibodies toward both preparations of ERT, and the IgG antibodies produced 

when treated with either product are cross-reactive
72

. IgG antibodies were shown to 

reduce enzymatic activity in vitro and AFD patients who were IgG negative had 
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significantly decreased urinary GB3 compared with IgG positive AFD patients at 6 

months of treatment, but with stable renal function
72

 and the presence of IgG antibodies 

to ERT did not seem to affect clinical course or result in withdrawal of treatment
11

. 

Another multicenter 20 week phase 3 double blind, randomised and placebo controlled 

study and subsequent open-label extension study of 58 AFD patients, demonstrated 

approximately 90% of treated patients developed IgG antibodies with median time to 

seroconversion of 6 weeks and did not affect long-term efficacy of ERT
15

.  

Currently in the UK, agalsidase alfa, Replagal is licensed at a dose of 0.2mg/kg every 2 

weeks and agalsidase beta, Fabrazyme is licensed at a dose of 1 mg/kg every 2 weeks 

(Table 1.2 summarises the administration, dosage and origin of agalsidase alfa and 

beta). There is only one study known comparing agalsidase alfa and agalsidase beta 

showing no difference in clinical end points with either preparation, but this study only 

had 34 patients enrolled with follow up of 24 months and agalsidase beta used at a 

lower dose than licensed for (0.2mg/kg compared to licensed dose of 1mg/kg)
73

. In the 

Canadian Fabry Disease Initiative study on of the aims is to determine the difference 

between efficacy of the two different enzyme preparations, unfortunately due to 

worldwide shortages in Fabrazyme this objective is not been able to be demonstrated 

currently. 

 

 Agalsidase alfa, Replagal 

 

Agalsidase beta, Fabrazyme 

Dose 0.2mg/kg every 2 weeks 

 

1.0mg/kg every 2 weeks 

Origin Human fibroblast cell line 

 

Chinese hamster ovary cell line 

Intravenous 

Administration 

In 100mls Saline over 40mins In 500mls Saline over 4 hours 

reducing to 90mins if tolerated 

 

Table 1.2. Summary of available ERT 

 

In the UK administration of ERT is conducted in a hospital environment and if no 

infusion reactions occur, it is usual for ERT to be administered in a local environment 

(home, work place, GP surgery, day hospital etc.). Administration by a home care team 

or patients themselves have been shown to be safe
11, 74

. The duties of the home care 
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team include intravenous cannulation, phlebotomy, drug delivery and preparation, as 

well as educating patients on drug administration and trouble-shooting home therapy 

problems.  

The question of the effect of ERT in patients with end stage renal failure is not fully 

understood. It does not reverse end stage renal failure, but ERT in dialysis patients 

improves quality of life, appears to decrease progression of AFD cardiomyopathy and 

has been shown to be safe
75

. Others have reported favourable cutaneous, 

gastrointestinal, neurological and psychiatric response in dialysis dependent AFD 

patients
76

. A study of 10 AFD patients on haemodialysis showed there was no reduction 

in enzymatic activity with the administration of ERT during haemodialysis
77

. 

Current evidence shows there is probably is some benefit in ERT improving morbidity 

in AFD patients but long term data is needed to see if ERT would improve mortality.  

 

 

1.7 Conclusion 

 

AFD is a rare disease with multisystem involvement. Current therapies reduce 

morbidity but treatment is expensive, and timing of the initiation of this treatment is 

difficult to be precise with. In this thesis I hope to examine methods of identifying 

organ involvement at an earlier stage which maybe subclinical, to ensure that the future 

impairment of these organs could be prevented with appropriate early intervention. 
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Chapter 2. Assessment of glomerular filtration rate in 

AFD 

 

 

2.1 Introduction 

2.2 Rationale for study 

2.3 Aims 

2.4 Materials and methods  

2.5 Results 

2.6 Discussion 

2.7 Limitations 

2.8 Conclusions 
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2.1 Introduction 

 

Proteinuria was one of the characteristics noted in AFD when first described in 1898 

independently by two dermatologists, Johannes Fabry in Germany, and William 

Anderson in London, UK. This showed evidence of renal involvement in AFD from the 

onset of its description. Significant proteinuria is defined as ≥ 300mg/L of total protein 

in a 24 hour urine collection. Spot urine samples are now more reliable than 24 hour 

urine collections for estimating proteinuria. Two separate early morning urine samples, 

spaced by 1 to 2 weeks are needed to confirm significant proteinuria. Urine 

protein:creatinine ratio (UPCR) of ≥ 45 mg/mmol and urine albumin:creatinine ratio 

(UACR) of ≥ 2.5mg/mmol in males and ≥ 3.5 mg/mmol in females is significant
78

. 

Microalbuminuria refers to albumin excretion above the normal range but below the 

level of detection by tests for total urine protein. Increased excretion of albumin is a 

more sensitive marker than proteinuria for CKD in diabetes, glomerular diseases and 

hypertension.  

 

2.1.1 Renal involvement in AFD 

Renal involvement is usually apparent by the age of 30 years in affected males
34, 

79-81
, but in females there is more heterogeneity. Females may have no apparent 

renal disease to severe renal dysfunction requiring renal replacement therapy 

(dialysis or renal transplantation)
35, 82-85

. 

Branton et al in 2002
55

 showed in a review of 105 male hemizygotes that all 

those who survived other complications of AFD developed end stage renal 

disease [defined as need for dialysis or renal transplantation or an estimated 

glomerular filtration rate (eGFR) less than or equal to 12 ml/min] by 55 years of 

age. Seventy-eight of the 105 (74%) male hemizygotes had proteinuria and/or 

chronic renal insufficiency [defined as sustained serum Cr more than or equal to 

1.5mg/dL or 132.6µmol/L] by a median age 42 years. Fifty percent of patients 

developed proteinuria by age 35 years and a hundred percent by age 52 years. 

Two large registries have reported the prevalence of renal involvement in AFD. 

Mehta et al in 2009
86

 described data from the FOS in which 59% of 699 males 

(mean age 32.6 years) and 38% of 754 females (mean age 38.5 years) had renal 

symptoms and/or signs; also, 13% of males and 1% of females had reached end 

stage renal disease requiring renal replacement therapy. Wilcox et al in 2008
42

 



29 | P a g e  

 

from the Fabry Registry showed that 64% of males and 39% of females had 

significant proteinuria (≥300mg/24 hours), and 14% of males and 2% of females 

had reached end stage renal disease (mean ages 38.2 and 39.2 years 

respectively). In children and adolescents the predominant renal symptoms are 

proteinuria
32, 87

 and occasional microscopic haematuria
32

, but the prevalence of 

renal symptoms is generally low and other clinical manifestations of AFD are 

more apparent in this age group. 

Current guidelines
88

 for the initiation ERT for renal complications of AFD are:  

i) GFR < 80ml/min/1.73m
2
; 

ii) Proteinuria > 300mg/24 hour;  

iii) Microalbuminuria with evidence of GB3 deposition on renal biopsy.  

These are guidelines are based on expert consensus. Different measures of GFR 

will alter the patients who are initiated on ERT based on the above guidelines, as 

measures of GFR could be over or under estimated depending on test used. 

 

2.1.2 Advantages and disadvantages of GFR measurements using serum creatinine 

 

2.1.2.1  Serum creatinine 

In muscle metabolism, Cr is synthesized endogenously from creatine and 

creatine phosphate at a fairly constant rate. Cr production and excretion varies 

among individuals especially children
89

, the elderly
90

, by ethnicity and sex, 

obesity
91

, during pregnancy
92,93

, and in severely ill patients with low muscle 

mass and poor nutritional status. Under conditions of normal renal function, Cr 

is excreted by glomerular filtration, and a small amount is actively secreted by 

the renal tubules. Cr clearance determinants are performed for the diagnosis and 

monitoring of renal function. In renal dysfunction, the serum Cr rises. Therefore, 

Cr levels have been used to estimate the GFR by a variety of methods. With a 

declining GFR, active tubular secretion of Cr plays a more significant role in Cr 

excretion from the body
94

. Serum Cr can be in the normal range even with GFR 

less than 60ml/min/1.73m
2
, as there needs to be a marked decrease in 

functioning nephron mass, before the serum Cr is elevated. In severe renal 

impairment, extra-renal elimination of Cr may occur in the small bowel, where 

bacterial overgrowth causes degradation of up to two thirds of total daily Cr 

excretion
95

. Assays of Cr are technically difficult, hampered by interferences up 
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to 20% by oxidoreductive compounds and can be reduced by the enzymatic 

assay method
96

. Differences in specificity in different assays can make it 

difficult to compare values from different laboratories. Interference may also 

arise from certain medications (Flucytosine and some cephalosporins) or from 

ketones e.g. in diabetic ketoacidosis (increases serum Cr).  

 

2.1.2.2  24 hour urine creatinine clearance (24h U Cr Cl) 

Timed urine collections have been used to circumvent the problem of varied Cr 

production but not tubular secretion of Cr which can be doubled with declining 

GFR. Drugs such as cimetidine and trimethoprim can decrease tubular secretion 

of Cr so drugs administered during timed urine collections need to be identified. 

Also the result depends on accurately timed and complete urine collections, 

which can be difficult for some patients. 

 

2.1.2.3     Equations estimating GFR based on serum creatinine 

 

Cockcroft – Gault (CG)
97

 equation 

The CG equation was first derived in 1976 and based on 249 patients aged 

between 18 – 92 years, so as to predict Cr clearance using serum Cr and 

factoring in age, sex and weight. This formula was not normalised to body 

surface area (BSA) and was based on an outdated laboratory assay (Jaffe). 

 

Modification in Diet in Renal Disease (MDRD)
98

 equation 

The MDRD equation was based originally on 1628 non-diabetic patients with 

CKD and it factored in age, sex, ethnicity, serum Cr, albumin and urea. Later a 

simplified 4 variable equation using age, sex, ethnicity and serum Cr was 

introduced for clinical use
99

. It is still unsuitable for healthy individuals and for 

GFRs above 60ml/min/1.73m
2
 where the MDRD underestimates GFR. In GFRs 

below 20ml/min/1.73m
2
 or in individuals with nephrotic range proteinuria it 

overestimates. In non-caucasian populations it is inaccurate but there is a 

correction for African-Americans (multiple eGFR of the MDRD equation by 

1.2). The MDRD equation also has not been validated in acute renal failure. 
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Mayo Quadratic
100

 equation 

The Mayo quadratic equation was developed to improve estimates of GFR in 

healthy individuals, as well as in CKD, using serum Cr, age and sex. In 

developing this equation 320 subjects with CKD and 580 normal subjects were 

used, but the elderly and ethnic African-Americans were under-represented.  

 

Chronic Kidney Disease Epidemiology Collaboration (CKD-EPI)
101

 equation 

The CKD-EPI equation was recently developed to better estimate GFR in 

normal individuals with GFR more than 60ml/min/1.73m
2
. It included different 

ethnic groups, the elderly, and diabetics. The development of the equation used 

data from 8254 individuals and validation based on 3896 individuals. This 

formula has 8 different equations, depending on sex, serum Cr and ethnic group. 

Compared with MDRD it has less bias and increased accuracy in estimating 

higher GFR. However limitations are similar to the MDRD equation because of 

the small numbers of ethnic and elderly subjects. 

 

2.1.3 Advantages and disadvantages of exogenous GFR markers 

 

2.1.3.1  Radio-labelled or unlabelled polysaccharides 

Inulin (MW 5.2kDa) is a polymer of fructose, is freely filtered at the glomerulus, 

and is neither reabsorbed nor secreted by renal tubules. It is also metabolically 

inert and cleared only by the kidney. These characteristics make it the gold 

standard for the estimation of GFR
102

. Using inulin clearance to measure GFR is 

expensive, involves time-consuming, labour intensive chemical analysis and has 

limited availability. It involves continuous administration of the intravenous 

marker to maintain plasma levels and once steady state has been achieved, 

plasma and timed urine collections (ideally via bladder catheterisation) is 

needed, therefore making it unsuitable for routine clinical use but used in a 

research setting. 

 

2.1.3.2  Radio-labelled or unlabelled chelates 

 Cr
51

 EDTA, Tc
99m

 DTPA and Gd-DTPA GFR measurements are simpler to use 

than inulin clearance. Single intravenous bolus injection of a radio-labelled 

filtered marker is injected with a serum/plasma measurement of the marker at a 
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fixed time (usually 4 hours later) post-injection. Accuracy of the test could be 

increased with an increased number of serum/plasma measurements. 

Disadvantages are the complicated measures required to handle, store and 

dispose of radio-labelled waste. Skilled personnel are needed and some radiation 

is administered though in very small non-toxic amounts. Radio-labelled chelates 

are unsuitable in pregnant women and children.  

 

2.1.3.3  Urographic contrast media (radio-labelled or non-labelled) 

Urographic contrast media (Iothalamate/
131

Iothalamate or Iohexol) used as a 

GFR marker may have the added advantage of diagnostic imaging, such as 

urography, angiography or CT. Iohexol is readily available as a safe non-ionic 

low osmolar contrast agent. It is not secreted, metabolised or reabsorbed by the 

kidney and is eliminated exclusively without metabolism by the kidneys and has 

been increasingly been used as a GFR marker in adults and children. The only 

contraindication is an allergy to iodine and cautioned in severe asthma/eczema. 

 

2.1.4 Current Studies of GFR measurement comparisons in AFD 

 

Kleinert et al in 2005
103

 retrospectively reviewed previous published studies and 

concluded that the MDRD equation overestimates GFR in AFD patients with 

normal or near normal serum Cr levels. In their cohort of 8 patients, using the 

MDRD formula, overestimated GFR in 5 patients and underestimated GFR in 3 

patients when compared with 
51

Cr EDTA radioisotope GFR studies. 

Aakre et al in 2009
104

 concluded in their cohort of 21 patients that the MDRD 

and CG equations overestimate GFR compared with ioxehol clearance in their 

male AFD patients with CKD stages 1-2 and in male AFD patients with a lower 

normal body mass index (BMI). 

More recently Rombach et al
105

 compared Cr, Cystatin C and beta-trace protein 

based GFR equations in 36 AFD patients on ERT and concluded that the Stevens 

equation (Cystatin C and Cr based equation) best most closely approximated the 

measured GFR based on 
125

Iothalomate urinary clearance. 

Unfortunately, studies to date comparing different methods of estimated GFRs in 

AFD patients have been small. 
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2.2   Rationale for study 

 

A raised serum Cr alone is insufficient to diagnose renal involvement in AFD patients 

with GFR ≤ 80ml/min/1.73m
2
. Our clinical practice needs to ensure that AFD patients 

with normal serum Cr, but reduced GFR are detected and managed because studies have 

shown that earlier treatment of AFD reduces the rate of decline in GFR
9-12, 14, 55, 106

. 

The gold standard test for measuring GFR in a research setting is inulin clearance and in 

a clinical setting radioisotope GFR estimates or iohexol clearance. These methods may 

not be available in some centres that manage AFD patients. Other methods of 

estimating GFR have their problems with under or overestimation of GFR, urine 

collection inaccuracies and reliability of test assays and when factoring in age, sex and 

BMI/BSA. Using a retrospective review of our single centre experience I wanted to 

determine the best method for estimating GFR in AFD and for monitoring progression 

of renal involvement. 

 

 

2.3 Aims 

 

i) To document the most appropriate method of measuring GFR in AFD in a 

clinical setting. 

ii) To determine which method of measuring GFR over or under estimated GFR in 

AFD 

iii) To determine what proportion of patients might be inappropriately treated with 

or deprived of ERT. 

 

 

2.4 Materials and methods 

 

Patients who were diagnosed and/or followed in the Lysosomal storage disorders unit 

(Royal Free Hospital) from January 2004 until April 2008 were reviewed. Patients 

included in our analysis were ≥ 18 years of age and had a known mutation in the GLA 

gene encoding α-galactosidase A. Data from investigations carried out within a month 

of each patient's routine isotopic GFR estimate by single point 
51

Cr-EDTA radionuclide 

study (iGFR) were collected. Patients were excluded if they did not have a 24h U Cr Cl 
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and serum Cr measurement within 1 month of their iGFR estimate. Only single paired 

measurements from individual AFD patients were used. The data collected and analysed 

are summarised in Table 2.1. Serum Cr was determined by the enzymatic Jaffé
107

 

method, using a Roche automated clinical chemistry analyser. Table 2.2 summarises the 

equations used to calculate BSA, and eGFR by different formulae. If BSA correction is 

not already included in an eGFR formula, they were corrected for BSA using the 

Mosteller formula
108

.  

In analysing the data, iGFR estimates were presumed to be the most accurate measure 

of the true GFR
109-113

 and all eGFRs were compared with the corresponding iGFR. 

Demographic data were represented as mean (M), standard deviation of mean (SD), and 

range. The Mann-Whitney U test was used for statistical analysis of the demographic 

data in Table 2.1, unless otherwise stated. The mean and SD were calculated and shown 

graphically for all CKD stages, and subdivided into CKD stages 1, 2 and 3, according to 

the method of estimating GFR; statistical analysis was by the Wilcoxon matched pairs 

test. 

Bland-Altman plots
114

 were used to analyse the agreement between iGFR and the 

different methods of calculating eGFR. These plots show the mean difference between 

iGFR and eGFR method depicted, 95% limit of agreement (mean difference of iGFR 

and eGFR method depicted ± 1.96SD), bias and Spearman’s rank correlation coefficient 

between the absolute differences and the average.  

The percentage of eGFR within ±30% of the iGFR (P30) and the number and percentage 

of missed or early treated patients were calculated when the eGFR was used instead of 

the iGFR to decide when to start ERT. Missed patients were defined as patients who 

received ERT on the basis of an iGFR < 80ml/min/1.73m
2
, but who had a matched 

eGFR of ≥ 80ml/min/1.73m
2
 (false negative), and early treated patients were those who 

had an iGFR of ≥ 80ml/min/1.73m
2
, but had a matched eGFR of < 80ml/min/1.73m

2
 

(false positive). 
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Characteristics Males (n=45) Females (n=61) p values 

 Mean SD Range Mean SD Range  

Mean Age, years 44.70 ± 13.57 20 - 75 45.57 ± 14.96 18 – 80 NS 

On Enzyme Replacement Therapy, n [%] 43 [95.56%]   38 [62.30%]   p < 0.0001 (Fishers exact test) 

Height, m 1.77 ± 0.05 1.64 – 1.89 1.60 ± 0.06 1.50 – 1.73 p < 0.0001 

Weight, kg 77.91 ± 15.43 51.0 – 123.8 66.35 ± 10.93 42.3 – 86.9 p = 0.0002 

Body Surface Area, m
2 1.95 ± 0.20 1.58 – 2.45 1.71 ± 0.16 1.34 – 2.03 p < 0.0001 

Body Mass Index, kg/m
2 24.9 ± 4.8 16.7 – 40.9 25.9 ± 4.0 17.6 – 34.1 NS 

Serum Creatinine, µmol/L 89.60 ± 21.45 63 - 187 72.38 ± 13.54 47 – 123 p < 0.0001 

iGFR, ml/min/1.73m
2 84.11 ± 21.53 33.0 – 122.0 92.05 ± 23.24 39.0 – 150.0 NS (p = 0.0890) 

MDRD eGFR, ml/min/1.73m
2 90.42 ± 21.11 37.1- 132.5 84.59 ± 18.37 40.7 – 130.4 NS (p = 0.1004) 

Cockcroft Gault eGFR, ml/min/1.73m
2 93.27 ± 22.91 45.0 – 138.6 93.96 ± 22.76 38.7 – 138.4 NS 

24h U Cr Cl, ml/min/1.73m
2 92.33 ± 35.24 40.2 – 193.0 93.55 ± 24.39 34.9 – 160.8 NS 

Mayo Quadratic eGFR, ml/min/1.73m
2 113.2 ± 25.49 38.3 – 145.0 102.1 ± 15.63 50.9 – 126.6 p = 0.0004 

CKD-EPI eGFR, ml/min/1.73m
2
 92.32 ± 21.27 37.9 – 125.1 89.47 ± 19.86 38.4 – 123.7 NS 

24 hour Urine Protein, g/24 hour 0.25 ± 0.28 0.00 – 0.99 0.18 ± 0.25 0.05 – 1.50 p = 0.0271 

Spot Urine Protein: Creatinine Ratio, 

mg/mmol 
19.54 ± 36.30 1.49 – 174.5 22.94 ± 32.83 0.01 – 143.9 NS 

Spot Urine Albumin: Creatinine Ratio, 

mg/mmol 
17.63 ± 29.17 0.31 – 119.2 9.13 ± 20.08 0.25 – 109.4 p = 0.0327 

 

Table 2.1. Demographic and patient characteristic data (p values calculated by Mann-Whitney U test unless stated). 
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Investigation Formula 

Body Surface Area [m
2
]

 
 =                   {[Height(cm) x Weight(kg)]/3600}

1/2
 

24 hour Urine Creatinine Clearance 

[ml/min/1.73m
2
]             

=                     Urine Cr (µmol/L) x 24 hour Urine Volume (ml) x 1.73 

                                    serum Cr (µmol/L) x 24 x 60 x BSA (m
2
) 

MDRD eGFR [ml/min/1.73m
2
] 

 

=                     [serum Cr (µmol/L)/88.4]
-1.154

 x 186 x Age (years)
-0.203

 x 1.21(if black) x 0.742 (if female)  

Cockcroft Gault eGFR [ml/min/1.73m
2
]                        =                     [140 – Age (years) x Weight(kg)] x 0.85 (if female) x 1.73 

                      serum Cr (µmol) x 0.8136 x BSA 

Mayo Quadratic eGFR [ml/min/1.73m
2
] 

 

=     exp {1.911 + 5.249/serum Cr [mg/dL] – 2.114/(serum Cr [mg/dL])
2
 – 0.00686 x Age – 0.205 (if female)}. 

                                                                                          (If serum Cr < 0.8mg/dL use 0.8mg/dL for serum Cr)         

CKD-EPI 

 

 

 

 

 

 

 

 

 

(Note S Cr denotes serum Cr) 

Race and Sex Serum Cr (µmol/L) Equation 

Black   

Female ≤ 62 

> 62 

eGFR [ml/min/1.73m
2
] = 166 x (S Cr/0.7)

-0.329
 x (0.993)

Age
 

eGFR [ml/min/1.73m
2
] = 166 x (S Cr/0.7)

-1.209
 x (0.993)

Age
 

Male ≤ 80 

>80 

eGFR [ml/min/1.73m
2
] = 163 x (S Cr/0.9)

-0.411
 x (0.993)

Age
 

eGFR [ml/min/1.73m
2
] = 163 x (S Cr/0.9)

-1.209
 x (0.993)

Age
 

White or Other   

Female ≤ 62 

> 62 

eGFR [ml/min/1.73m
2
] = 144 x (S Cr/0.7)

-0.329
 x (0.993)

Age
 

eGFR [ml/min/1.73m
2
] = 144 x (S Cr/0.7)

-1.209
 x (0.993)

Age
 

Male ≤ 80 

>80 

eGFR [ml/min/1.73m
2
] = 141 x (S Cr/0.9)

-0.411
 x (0.993)

Age
 

eGFR [ml/min/1.73m
2
] = 141 x (S Cr/0.9)

-1.209
 x (0.993)

Age
 

 

Table 2.2. Formulae used for calculating body surface area (BSA) and estimated glomerular filtration rate (eGFR) 
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2.5 Results 

 

One hundred and thirty five AFD patients were reviewed: 5 patients were excluded as 

they were less than 18 years of age at the time of iGFR and 24 were excluded because 

matched investigations were not completed within 1 month of an iGFR measurement; 

106 individual AFD patient investigations were included in this analysis. There were 

more females (61) than males (45), with no significant differences in age and BMI. Men 

had a significantly higher BSA, serum Cr, 24-hour urine protein excretion and 

microalbuminuria. A larger proportion of males compared to females were on ERT 

(95.56% vs 62.30%). All 106 patients included in this study were Caucasian. 

 

All CKD stages (Figure 2.1 and Table 2.3) 

Comparing eGFRs, there were significant differences between the CG equation, 24h U 

Cr Cl, and Mayo Quadratic equation when compared with iGFR; all 3 overestimated 

GFR in AFD patients when compared with iGFR. The mean differences between iGFR 

and eGFR of CG, 24h U Cr Cl, and Mayo Quadratic were 5.0±16.2, -4.4±21.8 and -

18.1±17.7 ml/min/1.73m
2
, respectively. The Mayo Quadratic equation gave the greatest 

mean difference, while the MDRD and CKD-EPI eGFR were not significantly different 

from iGFR. When analysed according to sex, in males all methods of eGFR calculation 

overestimated GFR compared with iGFR (-6.3 to -29.1 ml/min/1.73m2), but in females 

only the Mayo Quadratic equation overestimated eGFR (-10.1±15.7 ml/min/1.73m
2
), 

and the MDRD significantly underestimated eGFR (7.5±17.5 ml/min/1.73m
2
). 

 

CKD stage 1 (Figure 2.2, Table 2.3) 

According to the iGFR in CKD stage 1, the MDRD equation underestimated eGFR in 

males and females (8.7±16.8 ml/min/1.73m
2
) and underestimated eGFR in females only 

(13.4±18.0 ml/min/1.73m
2
), but not in males only (0.3±10.3 ml/min/1.73m

2
). The Mayo 

Quadratic equation significantly overestimated eGFR in all CKD stage 1 patients (-

11.2±17.0 ml/min/1.73m
2
), but sub-analysis by sex showed significant overestimation 

in males (-26.1±9.1 ml/min/1.73m
2
), although not in females (-2.9±14.5 

ml/min/1.73m
2
). The CKD-EPI equation significantly underestimated eGFR only in 
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females (6.6±15.9 ml/min/1.73m
2
). There was no significant difference in CG estimates 

of eGFR and 24h U Cr Cl compared with iGFR in CKD stage 1.  

 

CKD stage 2 (Figure 2.3, Table 2.3) 

In CKD stage 2, CG, MDRD, Mayo Quadratic and CKD-EPI equations all 

overestimated eGFR; only 24hr U Cr Cl was similar to iGFR. Sub-analysis by sex 

revealed that the eGFR overestimates were predominantly in males (-10.4 to -32.8 

ml/min/1.73m
2
) and in females only the Mayo Quadratic equation overestimated eGFR 

(-16.6±9.9 ml/min/1.73m
2
). 

 

CKD stage 3 (Figure 2.4, Table 2.3) 

In CKD stage 3, all equations and 24h U Cr Cl overestimated GFR compared with 

iGFR, from a mean difference of -9.5 ml/min/1.73m
2
 for 24h U Cr Cl to -27.0 

ml/min/1.73m
2
 for the Mayo Quadratic equation. Sub-analysis by sex, showed that in 

females there was no significant difference between eGFR measurements and iGFR, 

except for the Mayo Quadratic equation, which significantly overestimated eGFR (-

27.8±16.2 ml/min/1.73m
2
); however, all equation-based methods of calculating eGFR, 

but not 24h U Cr Cl, overestimated eGFR in males. 

 

Agreement between iGFR and eGFR (Figure 2.5 and Table 2.4) 

Using Bland-Altman plots the Mayo Quadratic equation has the most bias in over-

estimating eGFR (-18.14) and the MDRD and CKD-EPI equations having the least bias 

(+1.62 and +2.00, respectively). The CKD-EPI had the highest P30 value at 93.4%, 

followed by the CG and the MDRD equations. The Mayo Quadratic equation had the 

lowest P30 value at 64.2%. If divided by GFR <60ml/min/1.73m
2 

(CKD stage 3), the 

CKD-EPI equation performed the best with a  P30 of 83.3% and the Mayo Quadratic 

equation the worst with a P30 value of 16.7%. 

 

Treatment accuracy (Tables 2.5 and 2.6) 

Based on a GFR estimate and criterion for treatment of < 80ml/min/1.73m
2
, 16 males 

and 16 females would have received ERT, if treated according to iGFR values. 
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Comparing the matched eGFRs with the corresponding iGFRs, the Mayo Quadratic 

equation gave the highest number of ‘missed’ (untreated) patients (20), while the 

MDRD, 24h U Cr Cl, and CKD-EPI estimates each resulted in 8 ‘missed’ patients. 

Conversely, 29 males and 45 females would not be treated on the basis of their iGFRs 

only. Compared with the corresponding iGFR, the MDRD (16 patients) and CKD-EPI 

(18 patients) eGFRs would have resulted in the greatest number of ‘early treated’ 

patients. 
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Fig 2.1. Comparison of iGFR, MDRD equation, CG equation, 24h U Cr Cl, Mayo Quadratic 

equation and CKD-EPI equation in AFD males and females for all stages of CKD. Wilcoxon 

matched pairs test used for statistical analysis. 
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Fig 2.2 Comparison of iGFR, MDRD equation, CG equation, 24h U Cr Cl, Mayo quadratic 

equation and CKD-EPI equation in AFD males and females for CKD stage 1. Wilcoxon matched 

pairs test used for statistical analysis. 
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Fig 2.3. Comparison of iGFR, MDRD equation, CG equation, 24h U Cr Cl, Mayo quadratic 

equation and CKD-EPI equation in AFD males and females for CKD stage 2. Wilcoxon matched 

pairs test used for statistical analysis. 
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Fig 2.4. Comparison of iGFR, MDRD equation, CG equation, 24h u Cr Cl, Mayo quadratic 

equation and CKD-EPI equation in AFD males and females for CKD stage 3. Wilcoxon matched 

pairs test used for statistical analysis. 
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(a) All (n = 106) 

Investigation, ml/min/1.73m
2
 All Stages CKD 1 CKD 2 CKD3 

 M SD M SD M SD M SD 

MDRD eGFR 1.6 ±17.4 8.7 ±16.8 -3.7 ±15.8 -11.8 ±9.8 

Cockcroft Gault eGFR -5.0 ±16.2 -1.7 ±17.4 -6.4 ±14.3 -14.6 ±13.5 

24 hour Urine Creatinine Clearance -4.4 ±21.8 -2.4 ±25.9 -5.4 ±17.8 -9.5 ±11.8 

Mayo Quadratic eGFR -18.1 ±17.7 -11.2 ±17.0 -24.5 ±15.8 -27.0 ±15.6 

CKD-EPI eGFR -2.0 ±15.3 6.5 ±15.3 -5.8 ±14.9 -12.3 ±11.6 

 

(b) Males (n = 45) 

Investigation, ml/min/1.73m
2
 All Stages CKD 1 CKD 2 CKD3 

 M SD M SD M SD M SD 

MDRD eGFR -6.3 ±13.8 0.3 ±10.3 -10.4 ±15.6 -13.6 ±8.2 

Cockcroft Gault eGFR -9.2 ±13.5 -5.2 ±13.3 -11.2 ±13.5 -14.9 ±13.1 

24 hour Urine Creatinine Clearance -8.2 ±27.1 -10.6 ±36.3 -6.9 ±20.6 -4.9 ±6.9 

Mayo Quadratic GFR -29.1 ±14.0 -26.1 ±9.1 -32.8 ±16.7 -26.1 ±16.5 

CKD-EPI eGFR -8.2 ±12.5 -2.7 ±8.4 -11.9 ±14.7 -13.5 ±9.7 
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(c) Females (n = 61) 

Investigation, ml/min/1.73m
2
 All Stages CKD 1 CKD 2 CKD3 

 M SD M SD M SD M SD 

MDRD eGFR 7.5 ±17.5 13.4 ±18.0 2.8 ±13.2 -10.0 ±11.7 

Cockcroft Gault eGFR -1.9 ±17.4 0.2 ±19.2 -1.9 ±13.9 -14.2 ±15.0 

24 hour Urine Creatinine Clearance -1.5 ±16.5 2.2 ±16.7 -3.9 ±15.2 -14.1 ±14.5 

Mayo Quadratic eGFR -10.1 ±15.7 -2.9 ±14.5 -16.6 ±9.9 -27.8 ±16.2 

CKD-EPI eGFR 2.6 ±15.6 6.6 ±15.9 -0.1 ±13.0 -11.1 ±14.0 

 

Table 2.3. Mean of differences between matched investigations eGFR compared with iGFR, negative values indicate overestimation, and positive values 

underestimation of GFR. (a) All, (b) Males and (c) Females. 
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Cockcroft Gault
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24 hour Urine Cr Cl
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Mayo Quadratic Equation
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CKD EPI
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Fig. 2.5. Bland Altman plots of iGFR (gold standard) compared with different methods of eGFR. 
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P30, % All patients < 60 ml/min/1.73m
2
 ≥ 60 ml/min/1.73m

2
 

MDRD 88.7% 66.7% 91.5% 

Cockcroft Gault 92.5% 50% 97.9% 

24h U Cr Cl 83%% 58.3% 86.2%% 

Mayo Quadratic 64.2% 16.7% 70.3% 

CKD-EPI 93.4% 83.3% 94.7% 

 

Table 2.4. Percentage of matched eGFR within 30% of iGFR (P30). 

 

 

 iGFR  MDRD  Cockcroft Gault 24h U Cr Cl Mayo Quadratic CKD-EPI 

ml/min/1.73m
2
 M F M F M F M F M F M F 

≥ 80 29 

(64.4%) 

45 

(73.8%) 

32 

(71.1%) 

35 

(42.6%) 

35 

(77.8%) 

46 

(75.4%) 

26 

(57.8%) 

42 

(68.9%) 

39 

(86.7%) 

56 

(91.8%) 

35 

(77.8%) 

43 

(70.5%) 

< 80 16 

(35.6%) 

16 

(26.2%) 

13 

(28.9%) 

26 

(57.4%) 

10 

(22.2%) 

15 

(24.6%) 

19 

(42.2%) 

19 

(31.1%) 

6   

(13.3%) 

5 

(8.2%)  

10 

(22.2%) 

18 

(29.5%) 

 

Table 2.5. Classification of those who meet criteria for ERT based on different measures of GFR; numbers (%) 
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 MDRD Cockcroft Gault 24h U Cr Cl Mayo Quadratic CKD-EPI 

Missed Females 

 

3 (18.8%) 7 (43.8%) 4 (25.0%) 12 (75.0%) 5 (31.3%) 

Early treated Females 

 

14 (31.0%) 6 (13.3%) 8 (17.8%) 1 (2.2%) 7 (15.6%) 

Missed Males 

 

5 (31.3%) 7 (43.8%) 4 (25%) 8 (50.0%) 3 (18.8%) 

Early treated Males 

 

2 (6.9%) 1 (3.4%) 7 (24.1%) 2 (6.9%) 11 (37.9%) 

 

Table 2.6. Summary of missed or early treated patients if using other GFR estimates compared with iGFR; numbers (%).  
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2.6 Discussion 

 

In view of the low prevalence, it is difficult to obtain large numbers of AFD patients for 

study. With increasing awareness and increasing diagnosis of the “late-onset” 

phenotype from screening studies
66, 68

, there is need to understand the disease process 

and effectiveness of current therapies in managing AFD. An increasing number of AFD 

patients are diagnosed at an earlier age due to family screening and before the onset of 

clinically apparent end-organ damage. Genetic polymorphisms should caution us in 

diagnosing AFD without evidence of organ involvement. Renal involvement is one 

facet of disease-related progression that needs to be monitored closely; if there are signs 

a renal dysfunction, ERT should be introduced early to prevent or slow the progression 

to end stage renal failure. 

GFR measurements vary in method and accuracy, and from centre to centre, which 

could lead to premature or delayed initiation of ERT. The present study is the largest to 

assess the accuracy of different eGFR methods used to monitor renal function in AFD 

patients. The study population had more females than males, but there were no 

significant differences between age and BMI. AFD males had a higher BSA and serum 

Cr than females and as affected males have earlier and more severe organ involvement, 

more males than females were on ERT. Males had more proteinuria and 

microalbuminuria compared with females, as reported in the FOS
86

 and Fabry registry
42

. 

There were no significant difference between males and females using iGFR or eGFR, 

except for the Mayo Quadratic equation, where the mean eGFR was higher in males 

than females. As with any study involving AFD, numbers are limited. In our study this 

was true for CKD stage 3 (according to iGFR), for which we had only 12 patients and 

our study population did not include patients in CKD stages 4 and 5. 

The MDRD equation has been validated for GFRs < 60ml/min/1.73m
2
, but current 

guidelines for starting ERT in AFD use a value of < 80ml/min/1.73m
2
. The majority of 

our study patients were in CKD stages 1 and 2. In this study, the MDRD formula, when 

compared with iGFR, showed no significant difference overall, but when divided by 

sex, it overestimated eGFR in males and underestimated it in females. Sub-dividing by 

stage of CKD, the MDRD eGFR underestimated eGFR in CKD stage 1 and 

overestimated it in CKD stages 2 and 3. This shift from underestimation to 

overestimation is more apparent when sub-divided by sex: in males there was no 
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difference in CKD stage 1, but a significant overestimation in CKD stages 2 and 3, and 

in females there was an underestimation in CKD stage 1, but no difference in CKD 

stages 2 and 3. The MDRD equation had the least bias compared with iGFR, and 

approximately 90% of eGFRs were within 30% of their corresponding iGFRs. Also, 

males with CKD stages 2 and 3 had an overestimate of eGFR, suggesting more 

significant renal disease than evident from their MDRD-based eGFR. However, in 

females we must be careful that underestimation of eGFR by MDRD in stage 1 CKD 

may lead to initiation of ERT too early.  

The CG equation overestimated eGFR more in those with poorer renal function (CKD 

stages 2 and 3), which was more apparent in males than females. Using this equation 

could potentially result in a significant number of patients being excluded from ERT. 

Thus, it is not recommended for monitoring renal function in AFD. 

24h U Cr Cl overestimated of GFR in all patients, although when subdivided by CKD 

stage, this was only significant in CKD Stage 3. Compared with the other methods, only 

83% of 24h U Cr Cl eGFRs were within 30% of iGFRs. 24h u Cr Cl had the largest 

standard deviation of the mean, most notable in males with CKD stage 1. This could 

reflect incomplete or inaccurately timed urine collections, a common problem, and a 

disadvantage using 24h U Cr Cl to estimate GFR. Therefore it is not recommended for 

monitoring renal function in AFD patients. 

However, the Mayo Quadratic equation was the least reliable when compared with 

iGFR; it significantly overestimated GFR in all categories of eGFR, except for females 

with CKD stage 1. Only 64.2 % of eGFRs were within 30% of their corresponding 

iGFRs. Using this equation there would be the highest number of ‘missed’ patients for 

ERT, and it is not recommended for use in AFD patients. 

The CKD-EPI equation is probably the best non-invasive method of calculating eGFR 

in all stages of CKD, including CKD stage 1, as there were no significant differences 

when compared with iGFR. However, there was significant underestimation of eGFR in 

females in CKD stage 1, similar to the MDRD equation, although not as large a 

difference. It also significantly overestimated eGFR in males with CKD stages 2 and 3, 

but had the highest percentage of eGFRs within 30% of their corresponding iGFRs. 

Therefore the CKD-EPI equation would be our recommended method for calculating 

eGFR in AFD patients. 
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In a clinical setting, because of the small numbers of AFD patients, and the need for 

early treatment to prevent progression of disease, simple methods for the reliable 

detection, assessment, and monitoring of organ involvement needs to be easily 

available. The best methods of estimating GFR in a clinical setting would be isotopic 

GFR measurements, but they are not available in all hospitals and they are unsuited to 

regular monitoring, because of the risks of repeated radiation exposure and cost. Iohexol 

has been increasingly used in research and clinical practice as another measure of GFR 

but is more invasive and expensive than standard eGFR calculations. An easier and cost 

efficient method of estimating GFR is needed, since the majority of patients are now 

diagnosed and monitored through screening, or family tracing, when early renal 

involvement may not be evident
115

 and most patients have normal renal function or 

CKD stages 1 and 2. ERT is expensive and life-long, but it can potentially slow disease 

progression and prevent the development of renal failure, if started early enough
7
. 

Still the most widely used measure of renal function is serum Cr with all its limitations. 

Cr production and excretion varies among individuals especially by ethnicity, sex, age, 

in obesity
91

, during pregnancy
93

, and in severely ill patients with low muscle mass and 

poor nutritional status. Under conditions of normal renal function, Cr is excreted by 

glomerular filtration, and a small amount is actively secreted by the renal tubules. With 

a declining GFR, active tubular secretion of Cr plays a more significant role in Cr 

excretion from the body
94

. In severe renal impairment, extra-renal elimination of Cr 

may occur in the small bowel, where bacterial overgrowth causes degradation of up to 

two thirds of total daily Cr excretion
95

. Assays of Cr are technically difficult, hampered 

by interferences up to 20% by oxidoreductive compounds and can be reduced by the 

enzymatic assay method
96

. Differences in specificity in different assays can make it 

difficult to compare values from different laboratories. Therefore serum Cr is a poor 

measure of renal dysfunction in early kidney injury. 

Equations have been developed to estimate GFR more accurately based on serum Cr to 

improve stratification of CKD, but the widely used MDRD equation has not been 

validated in CKD stages 1 and 2
99

, and the new CKD-EPI equation may be more 

reliable in CKD stages 1 and 2
101

.  

A review of previously published studies
103

 concluded that the MDRD equation 

overestimated GFR in AFD patients with normal or near normal serum Cr levels. 

Another study
104

 with a cohort of 21 patients, the MDRD and CG equations 
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overestimated GFR compared with ioxehol clearance in male AFD patients with CKD 

stages 1-2 and lower normal BMI. The present study shows that the CKD-EPI equation 

in AFD patients is the best method for calculating eGFR, especially in CKD stages 1 

and 2, followed by the MDRD equation. More recently, Rombach et al
105

 recommended 

the use of the Stevens equation (based on serum Cystatin C concentration and serum Cr) 

in AFD; however, serum Cystatin C assays are not widely available in routine clinical 

practice and this recommendation was based on a small study population (n=36). 

Currently in the UK, most pathology laboratories report eGFR based on the MDRD 

equation. Changing this current practice to incorporate the CKD-EPI equations in all 

biochemistry laboratories, would be time consuming and increase costs. Unless the 

CKD-EPI equation was to be used for monitoring all renal diseases or renal 

dysfunction, streamlining current pathology systems to monitor AFD would not be cost 

efficient. But as we have shown, the CKD-EPI equation is a fairly simple to calculate, 

individual clinicians involved in the management of AFD patients could calculate this 

with basic databases and spreadsheets, and therefore not need wholesale changes to 

pathology departments reporting systems.  

Currently there are two large international registries for AFD patients; the Fabry 

Registry and the FOS. Incorporating the CKD-EPI equation in these registries, would 

provide a more accurate monitoring of renal function of AFD patients. This could be 

done on retrospective and prospective data, thus providing more longitudinal data and 

larger numbers to determine the accuracy of the CKD-EPI equation compared to the 

MDRD eGFR, radioisotopic GFRs or iohexol GFRs. 

 

 

2.7 Limitations 

 

As with any study involving AFD, small numbers will always be a limitation. This is 

especially true for CKD stage 3, where we had only 12 patients (based on iGFR). We 

also had no patients in CKD Stage 4 and 5 and we cannot comment on the reliability of 

eGFR in AFD for these stages of CKD. 
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2.8 Conclusions 

 

In a clinical setting in which GFR may be the only criterion for determining the 

initiation of ERT, eGFR based on the CKD-EPI or MDRD equations may still not be 

sufficient and an exogenous marker-based estimate of GFR is required. However, based 

on our findings, we would recommend the CKD-EPI equation as the best method for 

estimating GFR and for monitoring renal function in AFD patients. 
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Chapter 3. Urine proteins as biomarkers of renal 

function and overall review in AFD 
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3.1 Introduction 

 

Current methods of assessment and monitoring of renal involvement in AFD 

predominantly look at glomerular function, and evidence of non-glomerular renal 

involvement would need invasive tissue diagnosis based on renal biopsy. Renal biopsies 

although invasive have been used as the primary means of diagnosing AFD and in 

clinical trials to monitor efficacy of therapeutic interventions. Renal biopsies have also 

been used to ensure that there is no second pathology occurring in AFD patients with 

renal dysfunction such as diabetic nephropathy
116

, IgA nephropathy
117-122

, focal 

segmental glomerular sclerosis
123

, minimal change glomerulonephritis
124

, crescenteric 

glomerulonephritis
125, 126

 and systemic lupus erythematosus nephropathy
127-129

. 

 

 

3.2  Renal histopathology in AFD 

 

Renal histopathological changes in AFD has been described based on autopsies and 

renal biopsies, in male
130-133

 and female
130, 134

 patients. Characteristic renal pathological 

findings are vacuolisation of podocytes (Fig 3.1), tubular epithelial cells and vascular 

endothelial cells (GB3 deposition)
115, 116, 122, 135, 136

, mesangial expansion
115, 116, 135

, 

segmental and global glomerulosclerosis
115, 116, 122, 135, 137

, tubular atrophy
115, 116, 122, 135, 

137
, interstitial fibrosis

115, 116, 122, 135, 137
, vascular medial thickening and chronic 

inflammatory infiltrates. Females can be as affected as males
115, 116, 122

 and renal 

histopathological changes are present even with normal renal function and minimal or 

no proteinuria
115, 138

.  

Ultrastructural changes include inclusion bodies in the cytoplasm of all types of renal 

cells, characteristic onion skin or zebra appearance due to concentric lamellation (Fig 

3.2). These osmiophillic, myelinic bodies are found in tubular epithelial cells, all 

glomerular cells especially the podocytes, and in endothelial vascular cells
116, 135, 136, 139, 

140
. Other diseases that can mimic these pathological changes seen in AFD are silicon 

nephropathy
141

 and chloroquine induced phospholipidosis
142, 143

. Podocyte effacement is 

only apparent on electron microscopy when there is overt proteinuria
115, 116, 122

 

suggesting preservation of foot processes and slit diaphragms early on when proteinuria 

is absent.  
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Fig 3.1. Renal pathology in AFD from Alroy et al
135

. (A) Glomerulus showing extensive inclusion bodies 

of glycolipid in podocytes (arrowhead), and mild mesangial widening (PAS stain; magnification, _80). 

(B) Plastic embedded tissue showing in-site deposition of glycolipid in glomerular podocytes (arrowhead; 

toluidine blue stain; magnification, _80). (C) Plastic embedded renal tissue demonstrating glycolipid 

inclusion bodies in distal tubules (asterisk), with relative sparing of proximal tubules, and interstitial 

fibrosis (toluidine blue stain; magnification, _80). (D) Deposition of glycolipid in endothelial cells of 

peritubular capillaries (asterisk; toluidine blue stain; magnification, _200). (E) Urine showing vacuolated 

urinary epithelial cells (oval fat bodies) in a Fabry patient (Papanicolaou stain; magnification, _160). 

Figure modified with permission from Branton et al
55

. 
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Fig 3.2. Electron microscopy showing concentric lamellar inclusion bodies called Zebra bodies (Images 

courtesy of Jackie Lewin, Head Clinical scientist, EM Unit, UCL Medical School, Royal Free Campus). 
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Age has been shown to correlate with composite glomerular pathology scores but not 

tubulointerstial scores or glycolipid inclusions
55

. Glomerular pathology and 

tubulointerstial scores were also higher in patients with undetectable plasma α-Gal 

activity (<1%) but glycolipid scores were similar regardless of plasma α-Gal activity
55

. 

In males glomerular segmental or global sclerosis is the only significant pathological 

association with proteinuria in early AFD renal disease
115

. Tondel et al described renal 

lesions in children with normal GFR values but with slightly elevated urine albumin but 

could not correlate GB3 inclusion scores with age
138

. The International Study Group of 

Fabry Nephropathy also reported no relationship between light microscopy scoring 

system for renal lesions and renal fucntion
144

. More recently Najafian et al has shown in 

children (median age 12 years) the progressive accumulation of GB3 deposits in 

podocytes with normal GFR and absent or low-grade proteinuria. Using quantitative 

stereological electron microscopy methods, progressive accumulation of podocytes GB3 

inclusions can be correlated with increasing age
145

. The progressive accumulation of 

GB3 in podocytes is thought to be because podocytes are terminally differentiated and 

proliferate poorly in response to injury or loss
146

. 

 

 

3.3 Renal pathogenesis in AFD 

 

Ischaemic tissue damage
115, 135, 137

 from microvascular endothelial disease and/or 

necrosis of vascular smooth muscles and/or pericyte injury
147-149

 maybe the cause of 

these non-specific renal pathological findings. Injury from GB3 overloaded podocytes 

maybe another mechanism of glomerulosclerosis
135, 150

 and membranofibrillary deposits 

seen in cytoplasm
115, 116, 122

 are remnants of GB3 inclusions of dead cells. Mesangial cell 

necrosis
115

, direct toxic injury to tubular cells
135

 and glomerular proteinuria causing 

tubular injury as it passes down the lumen
151

 are thought to play roles in progressive 

renal dysfunction in AFD.  

 

 

3.4 Rationale for study 

 

i) Lipid laden distal tubular epithelial cells desquamate and can be detected in 

urinary sediment
152

 indicating possible renal tubular damage. These cells 
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containing glycosphingolipids (mainly GB3) in the urine are visualised as oval 

fat bodies with light microscopy and as maltese crosses when viewed by 

polarised light
136, 140

. 

ii) Currently non-invasive renal investigations in AFD and indications to start ERT 

do not account for renal tubular damage. 

iii) GB3 may be causing direct or indirect renal damage which eventually leads to 

renal scarring and fibrosis. 

iv) Serum Cr and estimation of GFR based on serum Cr may be insufficient to 

detect early renal dysfunction. 

 

 

3.5 Aims 

 

i) To investigate urine α-galactosidase A activity in AFD patients and healthy 

controls 

ii) To investigate if lysosomal enzymuria is an earlier marker of renal dysfunction 

or correlates with end organ damage in AFD 

iii) To determine if other markers of tubular dysfunction are an earlier marker of 

renal involvement in AFD 

iv) To determine if urine markers of renal fibrosis are elevated in AFD 

 

 

3.6 Hypothesis 

 

Urine biomarkers of glomerular or tubular dysfunction or renal fibrosis can be detected 

prior to clinically apparent renal disease. 

 

 

3.7 Rationale for urine proteins tested 

 

3.7.1 α-Galactosidase A 

Human α-Galactosidase A (α-Gal) is a lysosomal glycohydrolase that catalyzes 

the hydrolysis of terminal α-galactosyl residues from glycoproteins and 

glycolipids
153

. Human α-Gal is a homodimeric glycoprotein
31

 with a molecular 
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weight of 110 kDa. It is encoded by the GLA gene localised to the chromosomal 

region Xq22.1
3, 4, 154, 155

. Reduced or absent activity of this enzyme results in a 

X-linked lysosomal storage disorder called AFD
27, 153

. This leads to the 

accumulation of galactosylated substrates, primarily GB3. 

Christensen et al
156

 described the distribution of α-Gal in the normal kidney. In 

the renal cortex α-Gal is predominantly present in the proximal convoluted 

tubules, thick ascending limb of the Loop of Henle and in interstitial cells, and in 

the renal medulla present in the collecting ducts and thin limb of the loop of 

Henle. α-Gal was not demonstrated in the glomerular cells including podocytes, 

parietal epithelial cells of Bowman’s capsule and vascular endothelial cells. This 

was an unexpected finding as there is GB3 accumulation in these cell types in 

AFD patients, suggesting that there should be normal α-Gal activity and α-Gal 

present in these cell types in normal humans. The authors explained this finding 

a by saying that enzyme analysis may have been below the detection limit of 

their method used. The authors also showed increased urine α-GAL activity in 

AFD mice, after ERT infusions and concluded there was glomerular filtration of 

the recombinant enzyme
156

 but due to its relatively large molecular weight α-Gal 

is more likely to be secreted from lysosomes of tubular cells
157

. Immunolabelled 

recombinant enzyme accumulated in renal proximal tubules, interstitial cells and 

glomerular podocytes but not in renal vascular endothelial cells. 

To date there are few studies measuring urine α-GAL activity. Urine α-GAL 

activity has been shown to remain stable at 4˚C, 25˚C and 37˚C over a 4 hour 

period and at -70˚C over 1 month
158

. There is a trend in a decrease of the 

fractional excretion of α-GAL (non-significant) and a decrease in urine α-GAL 

activity in urine (significant) as age increases, but without any correlation to 

inulin clearance
159

 (gold standard for estimating true GFR). Also the fractional 

excretion of α-GAL decreases in pregnancy
160

 and in sickle cell patients
161

 . 

There is no difference in urine α-GAL activity in diabetics compared to non-

diabetics
162

 and between bladder cancer patients and matched controls
163

, but 

urine α-GAL activity increases in severely malnourished children
164

 and in 

preeclampsia
165

. 

In AFD there have been 3 reported studies of urine α-GAL. Berty et al measured 

fractional excretion of α-GAL in an AFD male with a functioning renal 

transplant in relation to induced acute acidosis and alkalosis
166

. Hamers et al 
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demonstrated that in AFD females, urine α-GAL activity was within the normal 

range
167

 while Kitigawa et al showed AFD males and females had significantly 

lower urine α-GAL activity than controls
168

. 

 

3.7.2  β-Hexominidase 

β-Hexominidase (β-Hex) is a 130 kDa lysosomal enzyme which hydrolyses the 

terminal non-reducing N-acetyl-D-hexosamine residues in N-acetyl-beta-D-

hexosaminides. It is also known as β-N-acetylhexosaminidase or N-acetyl-beta-

glucosaminidase (NAG). Functional β-Hex is dimeric in structure and made up 

of 3 isoenzymes with either α or β subunits. β-Hex A (α/β heterodimer) is able to 

cleave GM2 gangliosides, GA2 gangliosides, globosides, and hexosamine 

oligosaccharides and β-Hex B (β/β homodimer) is able to cleave all the above 

except for GM2 gangliosides. Deficiency of β-Hex A causes Tay-Sachs disease 

and deficiencies of both β-Hex A and B causes Sandhoff disease.  

β-Hex is present in tissues other than the kidney and is rapidly cleared by the 

liver as shown in rat experiments
169, 170

. β-Hex is not normally filtered at the 

glomeruli (MW 130 kDa) and is secreted from lysosomes of tubular cells
171

. 

Immunohistochemistry has located β-Hex to the renal proximal tubules
172

. 

Urinary excretion of β-Hex is relatively constant with minimal diurnal 

changes
173, 174

, and is stable against changes of temperature and pH. In urine of 

healthy humans, β-Hex is present in similar amounts throughout adulthood
173

 

with isoenzyme A to isoenzyme B ratio of 4:1 (kidney) to 10:1(urine)
175

. The 

fractional excretion of β-Hex decreases in pregnancy
160

 and increases with 

age
159

, and this is related to either reduced tubular reabsorption or increased 

tubular secretion as changes were independent of glomerular filtration measured 

by inulin clearance. Increase in urinary β-Hex activity indicates damage to 

tubular cells or interstitial renal damage
171, 173, 176-178

 but can also reflect 

increased lysosomal activity without cellular damage.  

Urinary β-Hex activity has been used as a non-invasive, sensitive and reliable 

indicator of renal damage in a variety of conditions; vesicoureteric reflux
179

, 

diabetic nephropathy
180-182

, polycystic kidney disease
183

, Henoch-Schonlein 

purpura
184

, hypertensive nephropathy
185, 186

, pre-eclampsia
161, 165

, obstructive 

uropathy
187

, hypercalciuria
188

, nephrotoxic drugs related nephropathy
189-192

 and 

protein energy malnutrition
164

. 
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To our knowledge only two studies have investigated urine β-Hex in AFD 

patients. First was in an AFD male with a functioning renal transplant 

demonstrating changes in urinary lysosomal enzymuria with induced acid – base 

changes
166

 and by Rietra et al, showing that urine β-Hex:α-Gal ratios are raised 

in AFD males and females
193

. 

 

3.7.3  Chitotriosidase 

Chitotriosidase is a 39-50 kDa hydrolase and member of a family of 

glycosylhydrolases called chitinases and has the capability to hydrolyse chitin. It 

is mainly expressed by activated macrophages
194

 and neutrophils
195

. This 

macrophage derived enzyme had been discovered to be grossly elevated in 

untreated patients with Gaucher’s disease
196

 and modestly increased in other 

inherited lysosomal storage disorders, especially sphingolipidoses such as 

Niemann Pick
197

 GM1-gangliosidosis and Krabbe’s disease
198, 199

. Its level 

decreases with successful ERT
200

. It is therefore a very useful biomarker for 

Gaucher’s disease
201, 202

 and measurement of chitotriosidase activity is a reliable 

and easy way of monitoring therapy. Increased chitotriosidase activity has been 

observed in serum of patients with atherosclerosis
203-205

, β-thalassaemia
206

 and 

acute Plasmodium falciparum malaria
207

. More recently chitotriosidase has been 

thought to be important during immunological response and inflammatory 

processes
208-213

. 

Urinary chitotriosidase is elevated in Gaucher patients and corrects with 

treatment
214

 and elevated in neonates with fungal and bacterial infection 

reflecting phagocyte activity
215

. In AFD two studies have shown that plasma 

chitotriosidase levels are elevated in male hemizygotes but not females, and in 

male hemizygotes elevated plasma chitotriosidase levels reduce with ERT
216, 217

. 

 

3.7.4 Retinol binding protein 

Retinol binding protein (RBP) is a 21kDa plasma protein of the lipocalin 

superfamily first described by Kanai et al in 1968
218

. RBP is synthesized in the 

liver and requires the binding of retinol to trigger its secretion
219

. In the plasma 

RBP binds to the larger protein transthyretin with a resulting molecular mass of 

80 kDa preventing loss of RBP by glomerular filtration
220

. Unbound RBP is 

filtered at the glomeruli, reabsorbed in the proximal tubules after binding to 
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megalin
221

 where it is catabolised
220

. RBP production is relatively constant, and 

the protein is very stable across whole range of urinary pH
222

. RBP serves as an 

important molecule in regulation and mobilisation of vitamin A from the liver to 

cell surfaces. 

Plasma levels of RBP are reduced in liver disease
223, 224

, inadequate dietary 

vitamin A intake
225-228

 and inflammation
229, 230

, and plasma RBP is increased in 

CKD
223, 224, 231-234

. Urine RBP levels are increased in  renal insufficiency
231, 232, 

235
 and has been shown to be a urinary marker of tubular dysfunction

231, 236-238
. 

More specifically it is increased in tubulo-interstitial nephropathy
239

, in heart 

transplant patients which predicted increased risk of renal failure over 5 years 

follow up
240

 and in renal transplants which predicted graft dysfunction 
241, 242

.  

More recently plasma RBP levels have been reported to be elevated in insulin 

resistant subjects and in subjects with obesity and/or type 2 diabetes
243-245

 due to 

upregulation of RBP in adipocytes
243

 but may more likely be related to impaired 

glomerular filtration manifested as decreased GFR
234, 246, 247

 or 

microalbuminuria
248

 rather than type 2 diabetes. 

To our knowledge in the AFD population, only 1 author has shown an increase 

in urine RBP by western blotting method (2 out 12 AFD patients)
156

. 

 

3.7.5 Transforming growth factor-β1 

Transforming growth factor-β1 (TGF-β1) is a 25kDa, disulfide-linked, non-

glycosylated homodimer, secreted by most cell types, generally in a latent form, 

requiring activation before exerting biological effect. It is an important 

endogenous mediator of growth, maintenance and repair processes in the 

developing of the embryo, neonate and adult. Major activities are to inhibit the 

proliferation of most cells but can stimulate the growth of some mesenchymal 

cells, exert immunosuppressive effects and enhance the formation of 

extracellular matrix.  

Increased levels of TGF-β1 has been described in animal models of renal 

disease, especially associated with renal scarring
249-251

. TGF-β1 is the principal 

mediator of diabetic renal complications and is important in the development of 

hypertrophy and accumulation of extracellular matrix
252, 253

. Neutralising TGF-

β1 has been to shown to reduce renal scarring and diminish the loss of renal 

function
254-256

. 
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Urinary TGF-β1 levels were shown to be raised in patients with diabetes
257-263

, 

focal glomerular sclerosis
264, 265

, IgA nephropathy
261, 265

, systemic lupus 

erythematosus
261

, membranous nephropathy
266

 and crescenteric 

glomerulonephritis
267

. Sato et al also showed urinary TGF-β1 was higher in 

patients with increased mesangial expansion and higher HbA1c, but did not 

correlate with serum TGF-β1, serum Cr or tubular proteinuria
259

. This probably 

reflects increased urinary TGF-β1 was due to increased production in the kidney 

of TGF-β1 rather than increased filtration or reduced tubular reabsorption. 

Higher urinary TGF-β1 levels have be shown by other authors to be associated 

with mesangial proliferation
261, 265

. In IgA nephropathy high urinary TGF-β1 

levels reduced after treatment with steroid therapy
268

 and higher baseline urinary 

TGF-β1 in crescenteric glomerulonephritis was associated with a poorer renal 

outcome
267

. Therefore urinary TGF-β1 levels may be a means of predicting or 

monitoring treatment response. 

 

3.7.6 Monocyte chemotactic protein 1 

Monocyte chemotactic protein 1 (MCP-1/CCL2) is a 13kDa
269

, potent monocyte 

attractant, also known as monocyte chemotactic and activating factor (MCAF), 

and is a member of the CC subgroup of chemokine superfamily
270

. MCP-1 is 

produced by many cell types including epithelial, endothelial, smooth muscle, 

fibroblasts, astrocytes, monocytes and microglia cells
271-273

, however the major 

source of MCP-1 are monocytes and macrophages
274, 275

. MCP-1 is thought to be 

an important player in the inflammatory processes. Blocking MCP-1 can 

suppress models of endotoxaemia, delayed-type sensitivity reactions, and 

inflammatory arthritis, and overexpression enhances the recruitment of 

monocytes and lymphocytes in vivo
276-279

. Elevated MCP-1 levels in human 

have been associated with sepsis
280

, Crohn’s disease
281

, lupus nephritis
282

, 

amyotrophic lateral sclerosis
283

, multiple sclerosis
284

, rheumatoid arthritis
285

 and 

artherosclerosis
286

. It is also upregulated in several cancers including gastric 

carcinoma
287

, oesophageal squamous cell carcinoma
288

, malignant glioma
289

 and 

ovarian
290

, bladder
291

 and breast cancers
292

. 

In the kidney, MCP-1 is produced by a variety of mesenchymal cells including 

glomerular cells
293-295

. MCP-1 has the potential to drive the process of renal 

fibrosis indirectly by macrophage recruitment and also via direct induction of 
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fibrotic response in glomerular mesangial cells
296

. Over expression of MCP-1 

has been found in various proteinuric conditions, such as diabetic, hypertensive 

and membranous nephropathies
297-299

. Urinary MCP-1 has been shown to be 

significantly higher in lupus nephritis
300-304

, diabetic nephropathy
305-310

, IgA 

nephropathy
307, 311, 312

, inflammatory glomerulopathies
313

, acute renal allograft 

rejection
314, 315

, urolithiasis
316, 317

, renal vasculitis
318, 319

 and crescenteric 

glomuerulonephritis
320

. 

 

 

3.8 Materials and methods 

 

Patients were recruited from the lysosomal storage disorders unit at the Royal Free 

Hospital from Nov 2006 till Feb 2009. Study was approved by the NHS Research Ethics 

Committee (REC reference 07/Q0501/81). Patients recruited had to give informed and 

signed consent and have a documented mutation in the α-Galactosidase A gene. 

Controls were recruited from healthy volunteers working at the Royal Free Hospital 

Haematology department. They provided random morning urine samples only. 

 

3.8.1 Sample collection and storage 

Two approximately 10-15 ml random morning urine samples were collected. 

The first sample was analysed by the pathology department of the Royal Free 

Hospital for urine albumin, urine protein and urine Cr as part of the patients’ 

routine clinical assessment. The second sample was aliquoted into 1ml 

containers and frozen at -80˚C and stored for future analysis of various urine 

proteins. When analysis was ready to be carried out, 1ml aliquots were defrosted 

at room temperature and analysed within 1 hour. Samples were not refrozen and 

stored again once defrosted. 

 

3.8.2 Urine protein analysis 

 The following urine proteins analysed were carried out by me at the 

haematology research laboratory at the Royal Free hospital. 

 

 

 



66 | P a g e  
 

3.8.2.1 α-Galactosidase A (α-Gal) 

 

Principle
321, 322

: 

   4-methylumbelliferyl-α-D-galactopyranoside 

       

α-Galactosidase A at Acid pH 4.8 

 

4-methylumbelliferone (4MU) + Galactose 

 

Adding an alkaline buffer stops the enzyme reaction and causes 4-

methylumbelliferone (4MU) to fluorescence at different wavelength from the 

unhydrolysed substrate. α-Galactosidase A contributes 95% of total activity in 

leucocytes and α-Galactosidase B may contribute significantly to total α-

galactosidase activity in other cells and is inhibited by N-acetyl-D-

galactosamine. A relatively large sample is needed as there is decreased 

fluorescence due to quenching especially in haemolysed or jaundiced samples 

and increased fluorescence due to presence of other fluorescence material e.g. 

drugs. This is corrected by use of Substrate blank, Standard and Standard Blank. 

 

Reagents: 

1. Buffer: 0.5M acetate pH 4.8 

Solution X - Prepare a 0.5M solution in distilled water of sodium acetate.  

Solution Y - Prepare a 0.5M solution in distilled water of glacial acetic acid 

Mix 56.6ml of Solution X and 43.4ml of Solution Y to give 0.5M acetate pH 

4.8. 

2. Substrate: 4-methylumbelliferyl-α-D-galactopyranoside 250mg (MWt 

338) Sigma Aldrich. 

Solution A - Dissolve 250mg substrate in 74ml of 0.5M acetate buffer by 

warming to 80
o
C (which can be stored indefinitely at -20

o
C but will need 

warming to dissolve when removed from the freezer). Store in 11.3ml 

aliquots. 

3. Inhibitor: N-acetyl-D-galactosamine 500mg (MWt 221.2) Sigma 

Aldrich. 

4. Substrate+Inhibitor: 
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Solution B is the substrate/inhibitor working solution. Dissolve 500mg of 

inhibitor in 11.3ml of substrate solution A (Can be stored at -20
o
C 

indefinitely but will need warming to dissolve when removed from the 

freezer).  

5. Standard: 4-methylumbelliferone (MWt 176) Sigma Aldrich. 

Stock standard solution - Dissolve 176mg in 1ml methanol then make up to 

1 litre with distilled water 

Working standard - Dilute 100μl stock standard solution in 19.9ml distilled 

water to give 1nmol per 200ul.  

Both stock and working solutions are stable indefinitely when stored at -

20
o
C. 

6. Stopping Reagent: 1M glycine buffer pH 10.4. 

Solution C - Dissolve 75g glycine and 58g sodium chloride in 1 litre of 

distilled water. 

Solution D - 1M sodium hydroxide solution. 

Add 55.7ml of solution C to 44.3ml solution D to give 1M glycine buffer pH 

10.4. 

 

Methodology: 

A 24 well microtitre plate is divided into 4 rows of 5 wells as in Fig 3.3. Each 

plate can test 4 different samples. Into the 4
th

 and 5
th

 wells (samples in duplicate) 

of each row, pipette 100μl sample urine and 100ul solution B (substrate + 

inhibitor solution) and mix well. Into the 3
rd

 well (Substrate Blank) pipette 100μl 

solution B. Incubate the microtitre plate at 37
o
C for 2 hours. Add 1.0ml stopping 

reagent into wells 3, 4 and 5 and mix. Add 100μl sample urine to well 1 

(Standard), well 2 (Standard Blank) and well 3 (Substrate Blank). Pipette 200μl 

working standard and 0.9ml stopping reagent into well 1. Pippette 200μl distilled 

water and 0.9ml stopping reagent into well 2. Mix well. The total volume of 

each well is 1.2ml. Fluorescence is read using a flurometer from Fluostar 

Galaxy, BMG Lab Technologies, using an excitation wavelength of 360nm and 

emission wavelength 460nm. 
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           1  2  3  4  5 

Empty Standard 1 Standard 

Blank 1 

Substrate 

Blank 1 

S1 S1 

Empty 

 

Standard 2 Standard 

Blank 2 

Substrate 

Blank 2 

S2 S2 

Empty 

 

Standard 3 Standard 

Blank 3 

Substrate 

Blank 3 

S3 S3 

Empty 

 

Standard 4 Standard 

Blank 4 

Substrate 

Blank 4 

S4 S4 

Fig 3.3. Schematic layout of 24 well microtitre plate for α-Gal analysis. 

 

Calculating activity: 

For each sample, Standard – Standard blank = fluorescence of 1nmol 4MU. 

Average the test reading for duplicate of samples = T  

Standard = St 

Standard Blank = StB 

Substrate Blank for each sample = SB 

 

Activity of α-Galactosidase A 

  (T – SB)  60  1000 

= -------- x --- x ----  (nmol/hr/ml urine) 

(St – StB)  120  100 

[2 hr correction] [conversion to per ml urine] 

 

If the sample has to be diluted multiply the reading by the dilution factor before 

subtracting the blank reading. These sample values are then standardised for 

urine Cr. 
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3.8.2.2 β-Hexosaminidase (β-Hex) 

 

Principle
323, 324

: 

   4-methylumbelliferyl-N-acetyl-β-D-glucosaminide 

       

β-N-acetylhexosaminidase at Acid pH 4.6 

 

4-methylumbelliferone (4MU) + N-acetyl-D-hexosamine 

 

Adding an alkaline buffer stops the enzyme reaction and causes 4-

methylumbelliferone (4MU) to fluorescence at different wavelength from the 

unhydrolysed substrate. A relatively large sample is needed as there is decreased 

fluorescence due to quenching especially in haemolysed or jaundiced samples 

and increased fluorescence due to presence of other fluorescence material e.g. 

drugs. This is corrected by use of Substrate blank, Standard and Standard Blank. 

 

Reagents: 

1. Buffer: 0.1M Citrate Phosphate Buffer (McIlvaine Solution) pH 4.5 

Prepare a 0.1M solution in distilled water of Citric Acid (Solution X). 

Prepare a 0.1M solution in distilled water of Na2HPO4.2H2O (Solution Y). 

Mix 55ml of solution X and 45 ml of solution Y to give 0.1M Citrate 

Phosphate Buffer pH 4.2.  

2. Substrate: 0.1mM 4-Methylumbelliferyl N-acetyl-β-D-glucosaminide 

(MWt 379.4) Sigma Aldrich 

Dissolve 3.8mg substrate in 100 ml in 0.1M Citrate Phosphate Buffer 

(McIlvaine Solution) pH 4.5 by warming to 80
o
C. Store at -20

o
C in 5ml 

aliquots. 

3. Standard: 4-methylumbelliferone (MWt 176) Sigma Aldrich. 

Stock standard solution - Dissolve 176mg in 1ml methanol then make up to 

1 litre with distilled water 

Working standard - Dilute 100μl stock standard solution in 19.9ml distilled 

water to give 1nmol per 200μl.  

Both stock and working solutions are stable indefinitely when stored at -

20
o
C. 
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4. Stopping Reagent: 1M glycine buffer pH 10.4. 

Solution C - Dissolve 75g glycine and 58g sodium chloride in 1 litre of 

distilled water. 

Solution D - 1M sodium hydroxide solution. 

Add 55.7ml of solution C to 44.3ml solution D to give 1M glycine buffer 

pH 10.4. 

 

Methodology: 

A 24 well microtitre plate is divided into 4 rows of 5 wells as in Fig 3.4. Each 

plate can test 4 different samples. Into the 4
th

 and 5
th

 wells (samples in duplicate) 

of each row, pipette 100μl sample urine and 100μl substrate solution and mix 

well. Into the 3
rd

 well (Substrate Blank) pipette 100μl substrate solution only. 

Incubate microtitre plate at 37
o
C for 15 minutes. Add 1.0ml stopping reagent 

into wells 3, 4 and 5 and mix. Add 100μl sample urine to well 1 (Standard), well 

2 (Standard Blank) and well 3 (Substrate Blank). Pipette 200μl working standard 

and 0.9ml stopping reagent into well 1. Pipette 200μl distilled water and 0.9ml 

stopping reagent into well 2. Mix well. Total volume of each well is 1.2ml. 

Fluorescence is read using a flurometer from Fluostar Galaxy, BMG Lab 

Technologies, using an excitation wavelength of 360nm and emission 

wavelength 460nm. 

 

           1  2  3  4  5 

Empty Standard 1 Standard 

Blank 1 

Substrate 

Blank 1 

S1 S1 

Empty 

 

Standard 2 Standard 

Blank 2 

Substrate 

Blank 2 

S2 S2 

Empty 

 

Standard 3 Standard 

Blank 3 

Substrate 

Blank 3 

S3 S3 

Empty 

 

Standard 4 Standard 

Blank 4 

Substrate 

Blank 4 

S4 S4 

Fig 3.4. Schematic layout of 24 well microtitre plate for β-Hex analysis 

 

Calculating activity: 

 For each sample, Standard – Standard blank = fluorescence of 1nmol 4-MU. 
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Average the test reading for duplicate of samples = T  

Standard = St 

Standard Blank = StB 

Substrate Blank for each sample = SB 

 

Activity of β-Hexosaminidase 

  (T – SB)  60  1000 

= -------- x --- x ----  (nmol/hr/ml urine) 

(St – StB)  15  100 

[15 mins correction] [conversion to per ml urine] 

 

If the sample has to be diluted multiply the reading by the dilution factor before 

subtracting the blank reading. These sample values are then standardised for 

urine Cr. 
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3.8.2.3 Chitotriosidase 

 

Principle
196

: 

   4-methylumbelliferyl-β-D-N,N
i
,N

ii
-triacetylchitotriose 

       

Chitotriosidase at pH 5.2 

 

4-methylumbelliferone (4MU) + Chitotrioside 

 

Adding an alkaline buffer stops the enzyme reaction and causes 4-

methylumbelliferone (4MU) to fluorescence at different wavelength from the 

unhydrolysed substrate. 

 

Reagents: 

1. Buffer: McIlvaine Citrate Phosphate Buffer 0.15M pH 5.2 

Prepare a 0.1M solution in distilled water of Citric Acid (Solution X). 

Prepare a 0.2M solution in distilled water of Na2HPO4.2H2O (Solution Y). 

Mix 46.8ml of solution X and 53.1 ml of solution Y to give 0.15M Citrate 

Phosphate Buffer pH 5.2.  

2. Substrate: 4-methylumbelliferyl-chitotrioside 1mg (MWt 786) Sigma 

Aldrich. 

 Dissolve 1mg of substrate in 57.8ml of 0.15M citrate phosphate buffer pH 

5.2 (M
c
Ilvaine buffer) by warming to 80

o
C. Store at -20

o
C in 5ml aliquots. 

3. Standard: 4-methylumbelliferone (MWt 176) Sigma Aldrich. 

 Dissolve 176mg in 1 litre of distilled water by warming to 80
o
C – stock 

standard solution. Dilute 100μl stock standard solution in 19.9ml distilled 

water to give working standard – 1nmol per 200μl. Both stock and working 

solutions are stable indefinitely when stored at -20
o
C.  

4. Stopping Reagent: 1M glycine buffer pH 10.4. 

Solution C - Dissolve 75g glycine and 58g sodium chloride in 1 litre of 

distilled water. 

Solution D - 1M sodium hydroxide solution. 

Add 55.7ml of solution C to 44.3ml solution D to give 1M glycine buffer 

pH 10.4. 
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Methodology: 

A 24 well microtitre plate is divided into 4 rows of 6 wells as in Fig 3.5. Each 

plate can test 4 different samples. In the 3
rd

 and 4
th

 wells add 5μl deionised water 

with 100μl substrate. In the 5
th

 and 6
th

 wells add 5μl sample with 100μl 

substrate. Incubate microtitre plate at 37
o
C for 1 hour. Add 1.0ml stopping 

reagent into wells 3, 4, 5 and 6. In the 1
st
 and 2

nd
 wells add 200μl of standard and 

0.9ml of stopping reagent. Fluorescence is read using a flurometer from Fluostar 

Galaxy, BMG Lab Technologies, using an excitation wavelength of 360nm and 

emission wavelength 460nm. 

 

         1  2  3  4  5  6 

Standard 1 Standard 1 Substrate 

Blank 1 

Substrate 

Blank 1 

S1 S1 

Standard 2 

 

Standard 2 Substrate 

Blank 2 

Substrate 

Blank 2 

S2 S2 

Standard 3 

 

Standard 3 Substrate 

Blank 3 

Substrate 

Blank 3 

S3 S3 

Standard 4 

 

Standard 4 Substrate 

Blank 4 

Substrate 

Blank 4 

S4 S4 

Fig 3.5. Schematic layout of 24 well microtitre plate for chitotriosidase analysis. 

 

Calculating activity: 

For each sample Standard – Substrate blank = fluorescence of 1nmol 4MU. 

Average the test reading for duplicate of samples = T  

Average of Standard = St 

Average of Substrate Blank = SB 

Activity of Chitotriosidase 

  (T – SB)  1.105  1000  

= -------- x ----- x ----  (nmol/hr/ml urine) 

(St – SB)  1.100  5 

[volume correction] [conversion to per ml urine] 
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If the sample has to be diluted multiply the reading by the dilution factor before 

subtracting the blank reading. These sample values are then standardised for 

urine Cr. 
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3.8.2.4 Retinol Binding Protein (RBP) 

 

Principle: 

A double antibody sandwich ELISA (Enzyme-Linked Immunosorbent Assay) 

from Immunology Consultants Laboratory, for quantitative determination of 

RBP in biological samples, was used. In the first incubation step, RBP in 

samples react with the anti-RBP antibodies which have been adsorbed to the 

surface of polystyrene microtitre wells. After removal of unbound sample 

proteins by washing, anti RBP antibodies was conjugated with horseradish 

peroxidise that had been added. These enzyme-labelled antibodies form 

complexes with previously bound sample RBP. After another washing step, the 

enzyme bound to the immunosorbent is assayed by the addition of a 

chromogenic substrate. The quantity of bound enzyme varies directly with the 

concentration of RBP. A dose response curve of absorbance unit (optical density 

at 450nm) versus concentration is generated using values obtained from 

standard. RBP present in the patient samples is determined directly from this 

curve. 

 

Reagents: 

1. Diluent: 

50ml of 5x concentrated phosphate buffered saline (PBS) solution containing 

bovine serum albumin, 0.25% Tween, and 0.1% Proclin300 as a 

preservative. Diluted 1:5 with deionised water, stored at 4-8˚C for up to 1 

week. 

2. Wash solution concentrate: 

50ml of 10x concentrated PBS solution containing 0.5% Tween. Warm 

concentrate to 30-35˚C before dilution. Dilute 1:10 with deionised water, 

stored 4-8˚C for up to 1 week. 

3. Enzyme-Antibody conjugate: 

200μl of 100x concentrated affinity purified anti-Human RBP antibody 

conjugated with horseradish peroxidase in a stabilising buffer. Dilute 100μl 

of 100x concentrated enzyme-antibody conjugate with 10ml of diluent, 

stable for 1 day. 

4. Chromogen-substrate solution: 
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12ml of 3,3’,5,5’-tetramethbenzidine (TMB) and hydrogen peroxide in citric 

acid buffer at pH 3.3 

5. Stop Solution: 

12ml 0.3M sulphuric acid 

6. Anti-Human RBP ELISA microplate: 

96 microwell plate. Each well coated with affinity purified anti-Human RBP 

7. Human RBP calibrator: 

Lyophilized Human RBP. Add 1.0 ml of deionised water to the Human RBP 

calibrator, mix gently until dissolved. Concentration now is at 4.25μg/ml. 

This can be frozen and stored at -20˚C in aliquots. Human RBP standards 

need to be prepared immediately prior to use. 

 

Methodology: 

1. Dilute urine samples 1:20 with diluent. 

2. Prepare standards as follows 

Standard Concentration 

(ng/ml) 

Volume of 

calibrator or 

standard added 

Volume of Diluent 

added 

1 250 50 μl of calibrator 800 μl 

2 125 250 μl of Standard 1 250 μl 

3 62.5 250 μl of Standard 2 250 μl 

4 31.25 250 μl of Standard 3 250 μl 

5 15.625 250 μl of Standard 4 250 μl 

6 7.8125 250 μl of Standard 5 250 μl 

7 3.90625 250 μl of Standard 6 250 

3. Set up RBP ELISA microplate as follows [Diluent (D), Standard (S) and 

urine samples (U)], adding 100ul of diluent, standard or diluted urine sample 

to corresponding well, in duplicate.  
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D D U1 U1 U9 U9 U17 U17 U25 U25 U33 U33 

S1 S1 U2 U2 U10 U10 U18 U18 U26 U26 U34 U34 

S2 S2 U3 U3 U11 U11 U19 U19 U27 U27 U35 U35 

S3 S3 U4 U4 U12 U12 U20 U20 U28 U28 U36 U36 

S4 S4 U5 U5 U13 U13 U21 U21 U29 U29 U37 U37 

S5 S5 U6 U6 U14 U14 U22 U22 U30 U30 U38 U38 

S6 S6 U7 U7 U15 U15 U23 U23 U31 U31 U39 U39 

S7 S7 U8 U8 U16 U16 U24 U24 U32 U32 U40 U40 

 

4. Incubate at room temperature (22˚C) for 60 minutes (± 2 minutes). 

5. Aspirate contents of well and wash with wash buffer four times. 

6. Pipette 100μl of diluted enzyme-antibody conjugate to each well. 

7. Incubate in the dark at room temperature for 10 minutes (± 2 minutes). 

8. Aspirate contents of well and wash with wash buffer four times. 

9. Pipette 100μl of TMB substrate into each well. 

10. Incubate in the dark at room temperature for exactly 10 minutes. 

11. Add 100μl of stop solution into each well. 

12. Determine the absorbance at 450 nm. 

 

Calculating Results: 

The absorbance for each sample is calculated by subtracting the average 

absorbance of the diluents (background value) from the average of duplicate 

samples. 

Absorbance Sample 1 = [Average U1 – Average D] 

Using results from the observed standards, a Standard Curve is constructed. 

Sample values are interpolated from the standard curve and multiplied by 20 to 

correct for dilution of original sample. These sample values are then 

standardised for urine Cr. 
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3.8.2.5 Transforming Growth Factor β1 (TGF-β1) 

 

Principle: 

A quantitative sandwich enzyme immunoassay technique from R&D systems is 

used. A monoclonal antibody specific to TGF-β1 has been pre-coated onto a 

microplate. Standards and samples are pipette into wells and any TGF-β1 

present is bound by the immobilized antibody. After washing away any unbound 

substances, an enzyme-linked polyclonal antibody specific for TGF-β1 is added 

to the wells. Following a wash to remove any unbound antibody-enzyme 

reagent, a substrate solution is added to the wells and colour develops 

proportional to the amount of TGF-β1 bound in the initial step. This colour 

development is stopped and the intensity of the colour is measured. 

 

Reagents: 

1. Calibrator Diluent (RD5-53) concentrate: 

21ml/vial of concentrated buffered protein base with preservatives. Dilute 

1:4 with deionised water. Maybe stored for up to 1 month at 2-8˚C. 

2. Assay Diluent (RD1-21): 

12.5ml/vial of a buffered protein solution with preservatives. Maybe stored 

for up to 1 month at 2-8˚C. 

3. Wash Buffer concentrate: 

50ml/vial of 25x concentrated solution of buffered surfactant with 

preservatives. Warm to room temperature and mix gently with deionised 

water at a dilution of 1:25. Maybe stored for up to 1 month at 2-8˚C. 

4. TGF-β1 conjugate: 

12.5ml/vial of polyclonal antibody against TGF-β1 conjugated to 

horseradish peroxidase with preservatives. Maybe stored for up to 1 month 

at 2-8˚C. 

5. Colour Reagent A: 

12.5ml/vial of stabilised hydrogen peroxide. Maybe stored for up to 1 month 

at 2-8˚C. 

6. Colour Reagent B: 

12.5ml/vial of stabilised chromogen (tetramethylbenzidine). Maybe stored 

for up to 1 month at 2-8˚C. 
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7. Stop Solution: 

23ml/vial of a diluted hydrochloric acid solution. Maybe stored for up to 1 

month at 2-8˚C. 

8. TGF-β1 microplate: 

96 well polystyrene microplate coated with a monoclonal antibody specific 

for TGF-β1.  May be stored for up to 1 month at 2-8˚C. 

9. TGF-β1 standard: 

4.0ng/vial of recombinant human TGF-β1 in a buffered protein base with 

preservatives; lyophilized. Reconstitute with 2.0 ml of diluted calibrator 

diluent RD5-53, giving a concentration of 2000pg/ml. Unused Standard to 

be discarded. 

10. 1N HCl: 

9.8ml of 10.2 N HCL (32%) added to 90.2ml deionised water. 

11. 1.2N NaOH/0.5M HEPES: 

20G of NaOH + 50ml deionised water = 10N NaOH 

12ml of 10N NaOH + 75ml deionised water + 11.9g HEPES making final 

volume to 100ml with deionised water. 

 

Methodology: 

1. Activate latent TGF-β1 in urine samples. To 100μl urine sample add 20μl of 

1N HCL. Incubate 10 minutes at room temperature. Neutralise by adding 

20μl of 1.2N NaOH/0.5M HEPES. 

2. Prepare standards as follows 

Standard Concentration 

(pg/ml) 

Volume of calibrator 

or standard added 

Volume of Diluent 

(RD5-53) added 

1 1000 200μl of 

reconstituted TGF-

β1 standard 

0μl 

2 500 200μl of Standard 1 200μl 

3 250 200μl of Standard 2 200μl 

4 125 200μl of Standard 3 200μl 

5 62.5 200μl of Standard 4 200μl 

6 31.25 200μl of Standard 5 200μl 

7 15.625 200μl of Standard 6 200μl 
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3. Set up TGF-β1 ELISA microplate as follows by  adding 50μl of Assay 

diluents RD1-21 to each well, followed by adding 50μl of diluent, standard 

or urine sample to corresponding well, in duplicate [Diluent (D), Standard 

(S) and urine samples (U)]. 

 

D D U1 U1 U9 U9 U17 U17 U25 U25 U33 U33 

S1 S1 U2 U2 U10 U10 U18 U18 U26 U26 U34 U34 

S2 S2 U3 U3 U11 U11 U19 U19 U27 U27 U35 U35 

S3 S3 U4 U4 U12 U12 U20 U20 U28 U28 U36 U36 

S4 S4 U5 U5 U13 U13 U21 U21 U29 U29 U37 U37 

S5 S5 U6 U6 U14 U14 U22 U22 U30 U30 U38 U38 

S6 S6 U7 U7 U15 U15 U23 U23 U31 U31 U39 U39 

S7 S7 U8 U8 U16 U16 U24 U24 U32 U32 U40 U40 

 

4. Incubate at room temperature (22˚C) for 2 hours. 

5. Aspirate contents of well and wash with wash buffer four times. 

6. Add 100μl of TGF-β1 Conjugate to each well. 

7. Incubate at room temperature for 2 hours. 

8. Aspirate contents of well and wash with wash buffer four times. 

9. Mix Colour Reagents A and B together in equal volumes to make substrate 

solution and use within 15 minutes. 

10. Add 100μl of substrate solution to each well. 

11. Incubate in the dark at room temperature for 30 minutes. 

12. Add 100μl stop solution into each well. 

13. Determine the optical density within 30 minutes at 450 nm, with wavelength 

correction at 540nm or 570nm. 

 

Calculating Results: 

The optical density for each sample is calculated by subtracting the average 

optical density of the diluents (background value) from the average of duplicate 

samples. 

Absorbance Sample 1 = [Average U1 – Average D] 
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Using results from the observed standards, a Standard Curve is constructed. 

Sample values are interpolated from the standard curve and multiplied by 1.4 to 

correct for dilution of original sample (activation step). These sample values are 

then standardised for urine Cr. 
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3.8.2.6 Monocyte Chemoattractant Protein-1 (MCP-1) 

 

Principle: 

A quantitative sandwich enzyme immunoassay technique from R & D systems is 

used. A monoclonal antibody specific to MCP-1 has been pre-coated onto a 

microplate. Standards and samples are pipetted into wells and any MCP-1 

present is bound by the immobilized antibody. After washing away any unbound 

substances, an enzyme-linked polyclonal antibody specific for MCP-1 is added 

to the wells. Following a wash to remove any unbound antibody-enzyme 

reagent, a substrate solution is added to the wells and colour develops 

proportional to the amount of MCP-1 bound in the initial step. This colour 

development is stopped and the intensity of the colour is measured. 

 

Reagents: 

1. Calibrator Diluent (RD5L) concentrate: 

21ml/vial of concentrated buffered protein base with preservatives. Dilute 

1:5 with deionised water. Maybe stored for up to 1 month at 2-8˚C. 

2. Wash Buffer concentrate: 

21ml/vial of 25x concentrated solution of buffered surfactant with 

preservatives. Warm to room temperature and mix gently with deionised 

water at a dilution of 1:25. Maybe stored for up to 1 month at 2-8˚C. 

3. MCP-1 conjugate: 

21ml/vial of polyclonal antibody against MCP-1 conjugated to horseradish 

peroxidase with preservatives. Maybe stored for up to 1 month at 2-8˚C. 

4. Colour Reagent A: 

12.5ml/vial of stabilised hydrogen peroxide. Maybe stored for up to 1 month 

at 2-8˚C. 

5. Colour Reagent B: 

12.5ml/vial of stabilised chromogen (tetramethylbenzidine). Maybe stored 

for up to 1 month at 2-8˚C. 

6. Stop Solution: 

6ml/vial of 2N sulphuric acid. Maybe stored for up to 1 month at 2-8˚C. 

7. MCP-1 microplate: 
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96 well polystyrene microplate coated with a mouse monoclonal antibody 

against human MCP-1. Maybe stored for up to 1 month at 2-8˚C. 

8. MCP-1 standard: 

10ng/vial of recombinant human MCP-1 in a buffered protein base with 

preservatives; lyophilized. Reconstitute with 5.0ml of diluted calibrator 

diluent RD5L, giving a concentration of 2000pg/ml. May be stored in 

aliquots at -20˚C for up to 1 month. 

 

Methodology: 

1. Dilute urine samples 1:2 with diluted calibrator diluent RD5L. 

2. Prepare standards as follows 

 

Standard Concentration 

(pg/ml) 

Volume of calibrator 

or standard added 

Volume of Diluent 

(RD5L) added 

1 1000 500μl of 

reconstituted MCP-1 

standard 

500μl 

2 500 500μl of Standard 1 500μl 

3 250 500μl of Standard 2 500μl 

4 125 500μl of Standard 3 500μl 

5 62.5 500μl of Standard 4 500μl 

6 31.25 500μl of Standard 5 500μl 

7 15.625 500μl of Standard 6 500μl 

 

3. Set up MCP-1 ELISA microplate as follows by adding 200μl of diluent, 

standard or diluted urine sample to corresponding well, in duplicate [Diluent 

(D), Standard (S) and urine samples (U)]. 

 

D D U1 U1 U9 U9 U17 U17 U25 U25 U33 U33 

S1 S1 U2 U2 U10 U10 U18 U18 U26 U26 U34 U34 

S2 S2 U3 U3 U11 U11 U19 U19 U27 U27 U35 U35 

S3 S3 U4 U4 U12 U12 U20 U20 U28 U28 U36 U36 

S4 S4 U5 U5 U13 U13 U21 U21 U29 U29 U37 U37 

S5 S5 U6 U6 U14 U14 U22 U22 U30 U30 U38 U38 

S6 S6 U7 U7 U15 U15 U23 U23 U31 U31 U39 U39 

S7 S7 U8 U8 U16 U16 U24 U24 U32 U32 U40 U40 
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4. Incubate at room temperature (22˚C) for 2 hours. 

5. Aspirate contents of well and wash with wash buffer three times. 

6. Add 200μl of MCP-1 Conjugate to each well. 

7. Incubate at room temperature for 1 hour. 

8. Aspirate contents of well and wash with wash buffer three times. 

9. Mix Colour Reagents A and B together in equal volumes to make Substrate 

solution and use within 15 minutes. 

10. Add 200μl of Substrate solution to each well. 

11. Incubate in the dark at room temperature for 20 minutes. 

12. Add 50μl stop solution into each well. Colour should change from blue to 

yellow. 

13. Determine the optical density at 450 nm, with wavelength correction at 

540nm or 570nm. 

 

Calculating Results: 

The optical density for each sample is calculated by subtracting the average 

optical density of the diluents (background value) from the average of duplicate 

samples. 

Optical Density Sample 1 = [Average U1 – Average D] 

Using results from the observed standards, a Standard Curve is constructed. 

Sample values are interpolated from the standard curve and multiplied by 2 to 

correct for dilution of original sample. These sample values are then 

standardised for urine Cr. 
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3.8.3 Analysing results 

The mean, standard deviation and range for age, height, weight, BSA 

(Monsteller formula
108

) and BMI,  for AFD patients and/or controls were 

calculated and compared with the Mann-Whitney U test. Also the mean, 

standard deviation and range for serum Cr, eGFR, iGFR, left ventricular mass 

index (LVMI)
325

, Mainz Severity Score Index (MSSI)
326

 and number and 

percentage of AFD patients on ERT were calculated for each cohort. 

All activities of urine proteins tested were corrected for urine concentration by 

correcting for urine Cr and compared between AFD patients and controls, based 

on sex and age. The AFD patients were then categorised based on renal 

parameters of microalbuminuria, significant total proteinuria, serum Cr, eGFR 

and iGFR, and the 6 urine proteins tested were compared. Next the AFD patients 

were categorised according to the type of mutation, baseline plasma and 

leucocyte α-gal levels and disease severity based on LVMI and MSSI scores, 

and the 6 urine proteins were compared.  The statistical analysis used was the 

Mann-Whitney U test to compare 2 groups and the Kruskal-Wallis to compare 

more than 2 groups. The Mann Whitney U test and Kruskal-Wallis tests were 

used as they compare non-parametric statistical hypothesis of independent 

samples. 

As there was a significant difference in urine β-Hex and urine MCP-1 activities 

in AFD compared to controls, the corresponding urine protein activities or levels 

within the 95% confidence intervals of the controls were then considered to be 

the “normal” range. AFD patients who had urine protein activities or levels that 

were higher than the presumed normal range were compared with AFD patients 

who had activities in the presumed normal range based on age, sex, urine 

UACR, UPCR, serum Cr, eGFR, iGFR, type of mutation, baseline plasma and 

leucocyte α-Gal activity, MSSI scores and LVMI. 

Multiple regression analysis of urine β-Hex and urine MCP-1 using age, sex and 

type of mutation were analysed. 
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3.9     Results  

 

3.9.1 Demographics 

In all groups, female controls were significantly younger than AFD females, 

except in the TGF-β1 cohort probably due to smaller numbers. There was no 

statistically significant difference in age between the control males and females, 

control males and AFD males or the AFD males and females for all urine protein 

cohorts tested (Table 3.1). AFD males were taller, heavier and had a larger 

surface area than AFD females but there was no significant difference in their 

BMI (Table 3.2). There was no difference in iGFR for AFD males and females 

but AFD males had a significantly higher LVMI and MSSI score compared to 

females in all of the urinary protein cohorts tested (Table 3.3). In the α-Gal, β-

Hex, RBP and MCP-1 cohorts there were significantly more males than females 

treated with ERT (Table 3.3). 
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  Control Male Control Female 

 

AFD Male AFD Female  

Age (years) M SD R M SD R M SD R M SD R * 

α-Gal 40.2 ±11.3 25-60 32.4 ±5.9 25-44 44.9 ±14.4 18-77 44.6 ±16.7 16-79 p = 0.0306 

β-Hex 40.2 ±11.3 25-60 32.7 ±5.8 25-44 44.4 ±14.0 18-77 44.6 ±16.6 16-79 p = 0.0103 

Chitotriosidase 39.0 ±11.9 25-60 33.0 ±7.2 25-44 45.2 ±14.3 26-68 53.2 ±12.2 28-74 p = 0.0011 

RBP 39.6 ±11.0 25-60 33.7 ±5.4 25-44 43.3 ±13.4 20-74 46.0 ±14.8 16-73 p = 0.0054 

TGF-β1 36.0 ±11.2 25-54 35.2 ±6.8 25-44 45.9 ±16.6 18-69 41.2 ±15.8 16-74 ns 

MCP-1 41.4 ±12.0 25-60 33.3 ±5.9 25-44 46.4 ±14.5 18-77 44.8 ±15.9 16-79 p = 0.0325 

 

Table 3.1.  Age differences between the different urine protein cohorts tested. M – Mean, SD – standard deviation, R – Range. * Mann-Whitney U test comparing age between the 

control female and AFD female groups for each cohort. No statistically significant difference in age between control male and AFD male, AFD male and AFD female, and control 

male control female groups in each cohort. 

 

 

 

 

 

 

 

 

 

 

 

 



88 | P a g e  
 

 α-Gal β-Hex Chitotriosidase RBP TGF-β1 MCP-1 

 M SD R M SD R M SD R M SD R M SD R M SD R 

Height (m) *   *   *   *   *   *   

AFD M 1.75 ±0.07 1.58-

1.93 

1.76 ±0.07 1.60-

1.93 

1.75 ±0.07 1.58-

1.83 

1.76 ±0.06 1.60-

1.90 

1.77 ±0.09 1.58-

1.93 

1.76 ±0.07 1.64-1.93 

AFD F 1.62 ±0.07 1.50-

1.88 

1.62 ±0.07 1.50-

1.88 

1.60 ±0.06 1.50-

1.73 

1.62 ±0.06 1.50-

1.74 

1.64 ±0.05 1.56-

1.74 

1.62 ±0.06 1.50-1.74 

Weight (kg) *   *   *   *   *   *   

AFD M 76.9 ±15.6 54.0-

124.4 

77.1 ±15.1 54.0-

124.4 

73.2 ±18.6 53.8-

124.4 

75.7 ±15.5 54.0-

124.4 

83.4 ±18.5 55.0-

124.4 

77.2 ±15.0 55.0-124.4 

AFD F 67.0 ±11.9 42.3-

98.0 

66.8 ±11.7 42.3-

98.0 

65.5 ±10.6 45.5-

90.3 

67.1 ±11.9 49.0-

98.0 

67.0 ±11.1 50.2-

98.0 

66.3 ±11.9 42.3-98.0 

BSA (m2) *   *   *   *   *   *   

AFD M 1.93 ±0.21 1.55-

2.45 

1.93 ±0.20 1.59-

2.45 

1.88 ±0.24 1.55-

2.45 

1.92 ±0.21 1.59-

2.45 

2.03 ±0.25 1.55-

2.45 

1.93 ±0.20 1.60-2.45 

AFD F 1.73 ±0.17 1.34-

2.18 

1.73 ±0.17 1.34-

2.18 

1.70 ±0.16 1.39-

2.08 

1.73 ±0.17 1.44-

2.18 

1.74 ±0.15 1.53-

2.18 

1.72 ±0.17 1.34-2.18 

BMI (kg/m2)                   

AFD M 25.1 ±4.6 17.5-

41.1 

24.9 ±4.5 17.5-

41.1 

23.7 ±5.6 18.9-

41.1 

24.5 ±4.6 17.5-

41.1 

26.9 ±5.5 19.7-

41.1 

24.9 ±4.7 18.9-41.1 

AFD F 25.5 ±4.3 18.0-

34.8 

25.4 ±4.2 18.0-

32.9 

25.6 ±2.9 19.4-

30.4 

25.6 ±4.2 18.2-

32.6 

25.1 ±4.2 18.0-

32.4 

25.2 ±4.4 18.0-32.6 

 

Table 3.2. Demographic data for different urine protein cohorts, M – mean, SD – standard deviation, R – range. Mann-Whitney U test statistical analysis used, * p < 

0.05. 
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 α-Gal β-Hex Chito RBP TGF-β1 MCP-1 

 M SD R M SD R M SD R M SD R M SD R M SD R 

Serum Cr (μmol/L) *   *   *   *   *   *   

AFD M 89.0 ±26.1 56-

206 

89.6 ±25.5 57-

206 

86.0 ±17.4 60-

119 

90.2 ±25.9 56-

206 

90.6 ±17.7 57-

119 

86.1 ±16.9 57-

119 

AFD F 66.7 ±14.2 44-

119 

66.8 ±14.4 44-

119 

69.1 ±13.3 53-

106 

66.9 ±14.1 44-

111 

65.5 ±12.1 49-

106 

68.1 ±15.2 49-

119 

eGFR 

(ml/min/1.73m2) 

      *      *      

AFD M 93.9 ±27.5 32.8-

156.0 

92.8 ±26.1 32.8-

143.8 

94.1 ±22.2 56.1-

128.0 

92.4 ±26.6 32.8-

155.9 

89.5 ±25.2 56.1-

140.7 

94.2 ±25.8 56.2-

143.8 
AFD F 94.5 ±23.1 41.8-

155.3 

94.6 ±23.7 41.8-

155.3 

85.8 ±18.4 49.4-

111.7 

93.6 ±23.2 49.4-

143.2 

97.7 ±24.0 49.4-

155.3 

92.9 ±24.0 41.8-

155.3 

iGFR 

(ml/min/1.73m
2
) 

                  

AFD M 82.8 ±24.2 27-

125 

82.5 ±23.4 27-

128 

82.4 ±16.7 63-

116 

80.6 ±21.6 27-

122 

90.2 ±21.4 63-

125 

82.5 ±21.5 42-

125 

AFD F 89.3 ±23.1 41-

133 

90.5 ±22.6 41-

133 

82.90 ±20.6 46-

117 

88.6 ±22.1 45-

133 

96.1 ±22.4 46-

133 

86.5 ±22.7 41-

133 

LVMI (g/m2) *   *   *   *   *   *   

AFD M 128.5 ±40.3 73.3-

277.1 

126.2 ±36.7 76.3-

228.7 

133.0 ±36.4 81.4-

189.2 

126.2 ±38.6 76.3-

228.7 

130.8 ±40.5 76.6-

203.1 

123.8 ±33.2 81.4-

228.7 

AFD F 83.8 ±33.6 47.1-
225.8 

83.3 ±32.6 47.1-
225.8 

103.3 ±32.7 58.1-
159.3 

85.2 ±28.6 47.1-
159.3 

81.4 ±29.3 47.1-
159.3 

79.3 ±32.9 47.1-
225.8 

MSSI *   *   *   *   *   *   

AFD M 23.2 ±9.6 3 - 51 23.1 ±9.4 3 - 51 25.7 ±11.1 8 - 51 23.4 ±9.6 4 - 51 21.3 ±10.0 3-39 24.1 ±10.0 3-51 

AFD F 13.5 ±9.3 1 - 42 13.7 ±9.3 1 - 42 17.9 ±9.8 1 - 40 13.9 ±8.2 1 - 40 11.0 ±6.7 1-24 13.4 ±10.0 1-42 

AFD on ERT no %  no %  no %  no %  no %  no %  

 *   *      *      *   

AFD M 40 87.0  43 87.8  14 93.3  32 91.4  11 73.3  25 80.6  

AFD F 27 48.2  27 48.2  10 66.7  22 57.9  11 45.8  17 39.5  

 

Table 3.3. Demographics based on parameters of organ involvement  data, all statistics based on Mann-Whitney U test; M – mean, SD – standard deviation, R – range, no – 

number of patients on ERT. * p < 0.05. 
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3.9.2 Different urine protein levels tested and compared with renal and other AFD 

parameters 

As expected urine α-Gal levels were significantly lower in AFD than control 

subjects. AFD subjects also had a significantly higher urine β-Hex and MCP-1 

levels compared with controls (Fig 3.6). Urine α-Gal, Chitotriosidase, RBP and 

TGF-β1 activity/levels were not significantly different based on renal parameters 

of microalbuminuria, proteinuria, serum Cr, eGFR or iGFR, but urine β-Hex 

activity was significantly higher in AFD patients with raised UACR and UPCR, 

and urine MCP-1 was higher in AFD patients with raised UACR (Table 3.5). 

Urine α-Gal, β-Hex, RBP, TGF-β1 and MCP-1 activity/levels were not 

significantly different based on type of AFD mutation but urine chitotriosidase 

activity was the only urine protein to be higher in non-missense mutations 

(Table 3.6). As expected urine α-Gal activity was lower in AFD patients with 

lower plasma and/or leucocyte α-Gal activity but urine β-Hex, RBP, 

chitotriosidase, TGF-β1 and MCP-1 activity/levels were not statistically 

different based on the baseline plasma or leucocyte α-Gal activity (Table 3.6). 

Looking at the subgroups, urine β-Hex activity was significantly higher if 

baseline plasma α-Gal activity of < 1 nmol/hr/ml was compared with > 4 

nmol/hr/ml and urine MCP-1 levels were higher if baseline leucocyte α-Gal 

activity of < 5 nmol/hr/ml were compared with >30 nmol/hr/ml (Table 3.6, Fig 

3.7). Urine α-Gal activity was significantly lower and urine β-Hex activity was 

significantly higher in AFD patients with a higher MSSI score and LVMI.  
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Fig 3.6. Summary of Urine Protein levels in AFD vs Control. Statistical analysis used is Mann-Whitney 

U test. 
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    Male Female   Age < 40 years Age ≥ 40 years   

α-Gal Control (n=25) 1151 ± 503.8 1055 ± 644.2 ns 997.7 ± 571.2 1380  ± 480.8 ns 

 (nmol/hr/mmol Cr) AFD (n=102) 124.1 ± 134.8 727.1 ± 731.3 p < 0.0001 382.1 ± 495.8 504.3 ± 697.9 ns 

   p < 0.0001 p = 0.0403   p < 0.0001 p = 0.0006   

β-Hex Control (n=26) 4446 ± 1922 6452 ± 3808 ns 5390 ± 3487 5609 ± 2060 ns 

 (nmol/hr/mmol Cr) AFD (n=105) 11847 ± 9276 8319 ± 5026 p = 0.0224 7753 ± 4055 11441 ± 8824 p = 0.0338 

   p < 0.0001 ns  p = 0.0362 p = 0.0188   

Chitotriosidase Control (n=18) 687.8 ± 495.9 427.8 ± 170.9 ns 454.4 ± 345.5 823.0 ± 411.8 ns 

 (nmol/hr/mmol Cr) AFD (n=30) 630.3 ± 365.0 981.0 ± 1009 ns 773.4 ± 498.9 828.4 ± 878.8 ns 

   ns ns   ns ns   

RBP Control (n=26) 81.31 ± 43.39 121.2 ± 126.8 ns 104.8 ± 107.7 90.56 ± 41.86 ns 

 (μg/mmol Cr) AFD (n=73) 160.7 ± 197.8 103.4 ± 75.4 ns 121.8 ± 70.67 136.8 ± 184 ns 

   ns ns  ns ns   

TGF-β1 Control (n= 12) 0.9719 ± 0.7681 2.606 ± 2.149 p = 0.0303 1.167 ± 0.6249 3.111 ± 1.740 ns 

 (ng/mmol Cr) AFD (n=39) 1.057 ± 0.8389 1.720 ± 1.146 ns 1.561 ± 1.168 1.375 ± 1.006 ns 

   ns ns   ns ns   

MCP-1 Control (n=19) 16.34 ± 6.982 22.90 ± 9.913 ns 17.59 ± 8.251 21.69 ± 9.584 ns 

 (ng/mmol Cr) AFD (n=74) 34.15 ± 20.10 25.12 ± 14.18 p = 0.0486 26.70 ± 17.62 30.16 ± 17.30 ns 

   p = 0.0022 ns   ns ns   

 

Table 3.4. Showing difference between sex and age for various urinary proteins. Statistical test used is Mann-Whitney U test and results are shown as mean and SD. 
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 α-Gal 

(nmol/hr/mmol Cr) 

n = 102 

β-Hex 

 (nmol/hr/mmol 

Cr) 

n = 105 

Chitotriosidase 

 (nmol/hr/mmol 

Cr) 

n = 30 

RBP 

 (μg/mmol Cr) 

n = 73 

TGF-β1 

 (ng/mmol Cr) 

n = 39 

MCP-1 

(ng/mmol Cr) 

n = 74 

Urine Albumin:Cr (mg/mmol/Cr) 

<3.5 425.1 ± 435.2 7731 ± 3913 613.2 ± 413.9 110.3 ± 77.20 1.418 ± 1.115 24.34 ± 13.70 

>3.5 500 ± 842.8 12850 ± 10061 1284 ± 1198 158.1 ± 209.9 1.540 ± 1.047 37.03 ± 20.33 

 Mann-Whitney ns p = 0.0040 ns ns ns p = 0.0036 

Urine Protein:Cr (mg/mmol Cr) 

< 30 410.2 ± 461.6 8577 ± 7142 657.4 ± 417.6 132.6 ± 83.42 1.508 ± 1.119 26.51 ± 15.22 

>30 604.9 ± 979.0 14076 ± 7663 1624.0 ± 1714 189.1 ± 270.8 1.270 ± 1.024 38.00 ± 23.46 

 Mann-Whitney ns p = 0.0002 ns ns ns ns 

Serum Cr (μmol/L) 

< 100 495.5 ± 658.1 9495 ± 7295 866.0 ± 827.1 123.3 ± 79.80 1.506 ± 1.117 29.05 ± 17.22 

≥ 100 198.1 ± 239.7 13268 ± 8574 502.1 ± 231.5 183.6 ± 383.5 1.280 ± 0.926 28.03 ± 20.10 

Mann-Whitney ns ns ns ns ns ns 

eGFR (ml/min/1.73m
2
) 

CKD 1 403.4 ± 523.7 9484 ± 8451 667.8 ± 457.3 129.0 ± 78.25 1.531 ± 1.041 29.64 ± 16.02 

CKD 2 561.9 ± 766.9 10093 ± 6026 1093.0 ± 1131.0 110.3 ± 83.35 1.335 ± 1.187 27.66 ± 17.56 

CKD 3 250.6 ± 291.9 12387 ± 8469 547.5 ± 260.8 230.7 ± 429.5 1.659 ± 1.062 32.44 ± 28.53 

Kruskal-Wallis ns ns ns ns ns ns 

iGFR (ml/min/1.73m
2
) 

CKD 1 384.1 ± 534.9 8352 ± 4949 644.8 ± 502.2 126.6 ±77.10 1.744 ± 1.155 28.81 ± 16.35 

CKD 2 485.1 ± 762.8 10971 ± 9115 733.8 ± 423.2 116.0 ± 83.85 1.128 ± 0.874 29.08 ± 17.76 

CKD3 484.9 ± 498.1 13234 ± 8815 1676.0 ± 2079.0 221.3 ± 399.1 1.768 ± 1.386 27.28 ± 22.69 

Kruskal-Wallis ns ns ns ns ns ns 

 

Table 3.5.Showing urine protein levels compared with renal parameters in AFD patients. Statistical analysis used is Mann-Whitney U-test or Kruskal-Wallis as stated. 
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 α-Gal 

(nmol/hr/mmol Cr) 

n = 102 

β-Hex 

(nmol/hr/mmol Cr) 

n = 105 

Chitotriosidase 

(nmol/hr/mmol Cr) 

n = 30 

RBP  

(μg/mmol Cr) 

n = 73 

TGF-β1 

(ng/mmol Cr) 

n = 39 

MCP-1 

(ng/mmol Cr) 

n = 74 

Type of mutation 

Missense 474.3 ± 660.5 9827 ± 8030 561.2 ± 395.1 112.4 ± 79.22 1.306 ± 0.9694 28.71 ± 18.74 

Non-missense 407.1 ± 531.8 10296 ± 6144 1263 ± 1136 171.0 ± 237.3 2.548 ± 1.263 29.31 ± 14.48 

Mann-Whitney ns ns p = 0.0208 ns ns ns 

Plasma α-Gal (nmol/ml/hr)       

< 1 138 ± 156.9 10575 ± 6058* 697.2 ± 342.0 161.5 ± 224.7 0.924 ± 0.809 30.10 ± 18.06 

 1 – 4 617.2 ± 808.1 8863 ± 5732 647.5 ± 479.6 105.9 ± 79.24 1.750 ± 1.187 25.64 ± 14.53 

≥ 4 836.8 ± 606.9 7307 ± 4849* 2151.0 ± 1693 112.4 ± 69.79 1.312 ± 1.151 19.93 ± 8.910 

Kruskal-Wallis p < 0.0001 ns ns ns ns ns 

Leucocyte α-Gal (nmol/hr/mg Prot)       

< 5 84.02 ± 71.57 11187 ± 6649 447.1 ± 326.7 202.3 ± 263.3 0.803 ± 0.677 33.45 ± 17.08
+ 

5-30 337.5 ± 261.3 13479 ± 14322 520.8 ± 323.0 111.5 ± 66.27 1.714 ± 1.503 35.06 ± 25.83 

≥ 30 956.8 ± 190.5 8599 ± 4537 1540 ± 1360 102.9 ± 77.49 1.484 ± 1.027 21.74 ± 11.28
+ 

 Kruskal Wallis p < 0.0001 ns ns ns ns ns 

MSSI       

<20 611.5 ± 752.7 7922 ± 4633 693.0 ± 496.7 122.2 ± 75.05 1.627 ± 1.191 27.63 ± 15.92 

≥ 20 237.4 ± 330.9 12732 ± 9421 862.2 ± 874.7 144.1 ± 203.7 1.069 ± 0.746 31.43 ± 19.60 

Mann-Whitney p = 0.0021 p = 0.0022 ns ns ns
 

ns 

LVMI (g/m
2
)       

Normal 516.3 ± 552.4 8248 ± 5074 752.1 ± 427.2 126.1 ± 80.77 1.594 ± 1.180 25.99 ± 15.13 

Abnormal 388.8 ± 753.7 12612 ±9762 877.5 ± 956.2 144.4 ± 209.2 1.233 ± 0.936 34.79 ± 20.76 

Mann-Whitney p = 0.0362 p = 0.0071 ns ns ns ns 

 

Table 3.6. Showing urine protein levels compared with other disease severity markers. *between cohorts <1 and >4, Mann-Whitney U-test p = 0.0391; 
+
between cohorts <5 

and > 30, Mann-Whitney U test p = 0.0292. 
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Fig 3.7. Graphs showing (A) Urine β-Hex vs Plasma α-Gal levels, (B) Urine β-Hex vs Leucocyte α-

Gal levels, (C) Urine MCP-1 vs α-Gal levels, (B) Urine MCP-1 vs Leucocyte α-Gal levels 
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3.9.3 AFD patients with normal urine β-Hex or MCP-1 activity compared with raised 

urine β-Hex or MCP-1 activity 

 

AFD patients with urine β-Hex activity more than the 95% confidence intervals 

of urine β-Hex activity of controls, were older, had higher UACR, higher urine 

UPCR, higher MSSI scores and higher LVMI compared with AFD patients with 

urine β-Hex activity within the normal range (95% confidence intervals of urine 

β-Hex activity of controls). For AFD patients using the urine MCP-1 levels in 

the same comparison, only a higher LVMI was found in AFD patients with a 

higher urine MCP-1 activity (Table 3.7). 



97 | P a g e  
 

  Β-Hex MCP-1 

 Normal or raised urine 

protein activity or level 
M SD R M SD R 

Age (years) Normal 42.5 ±14.9 16 - 73 43.9 ± 15.0 16 – 71 

 Raised 50.3 ±15.6 24 – 79 49.8 ± 15.3 31 - 79 

  p = 0.0397   ns   

Sex Normal 32 M 46 F  20 M 35 F  

 Raised 17 M 10 F  11 M 8 F  

  *ns   *ns   

Urine Albumin:Cr (mg/mmol Cr) Normal 8.0 ±16.5 0.04 – 97.7 9.3 ±27.7 0.04 – 178.1 

 Raised 20.3 ±36.8 0.3 – 178.1 14.0 ±21.6 0.3 – 72.5 

  p = 0.0091   ns   

Urine Protein:Cr (mg/mmol/Cr) Normal 19.5 ±24.3 1.6 – 154.3 19.9 ±26.5 1.6 – 154.3 

 Raised 40.9 ±39.6 6.7 – 182.8 34.2 ±43.3 3.7 – 182.8 

  p < 0.0001   ns   

Serum Cr (μmol/L) Normal 75.4 ±18.1 44 – 121 75.9 ±18.4 49 - 119 

 Raised 83.1 ±33.6 51 – 206 74.1 ±17.8 44 - 116 

  ns   ns   

eGFR (ml/min/1.73m
2
) Normal 94.6 ±24.3 41.8 – 155.3 92.1 ±25.1 41.8 – 155.3 

 Raised 91.4 ±26.5 32.8 – 143.1 97.3 ±23.3 56.3 – 140.7 

  ns   ns   

iGFR (ml/min/1.73m
2
) Normal 88.4 ±21.8 41 – 133 84.4 ±22.6 41 - 133 

 Raised 81.7 ±26.5 27 - 120 85.6 ±20.9 42 - 120 

  ns   ns   

Type of mutation Normal 18 non-missense 37 missense  23 non-missense 55 missense  

 Raised 6 non-missense 13 missense  8 non-missense 19 missense  

  *ns   *ns   

Plasma α-Gal (nmol/ml/hr) Normal 2.3 ±2.0 0.0 – 7.4 2.6 ±2.1 0.0 – 7.4 

 Raised 1.7 ±1.7 0.1 – 5.4 1.6 ±1.6 0.0 – 5.2 

  ns   ns   

Leucocyte α-Gal (nmol//hr/mg Prot) Normal 27.4 ±25.4 0.1 – 88.0 32.4 ±25.7 0.2 – 88.0 

 Raised 18.8 ±21.2 0.4 – 58.0 15.4 ±19.3 0.5 – 60.0 

  ns   ns   

MSSI Normal 16.4 ±9.4 1 – 39 17.2 ±10.8 1 - 40 

 Raised 23.2 ±11.8 5 - 51 20.3 ±12.4 1 - 51 

  p = 0.0123   ns   

LVMI (g/m
2
) Normal 96.0 ±34.1 48.8 – 189.3 90.2 ±31.0 47.1 – 161.8 

 Raised 122.8 ±50.6 47.1 – 228.7 117.8 ±52.3 49.6 – 228.7 

  p = 0.0118   p = 0.0420   

Table 3.7. Comparing urinary β-Hex and MCP-1activity or levels in AFD patients within the normal range (95% confidence interval of corresponding results from controls) 

with AFD patients with raised activity or levels (> 95% confidence interval of controls). Statistical analysis used was Mann-Whitney U-test unless otherwise stated. * Fishers 

exact test  
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3.9.4 Multiple regression analysis 

 

Significant variables in multiple regression analysis for urine β-Hex and urine MCP-1 were age and sex of subjects but not the type of 

mutation (Table 3.8). 

 

Variable p value Significant Correlation Coefficient 

Urine α-Gal    

Age 0.0544 No 0.1710 

Sex <0.0001 Yes 0.4827 

Missense 0.7793 No 0.0488 

Urine β-Hex    

Age 0.0011 Yes 0.2992 

Sex 0.0117 Yes -0.2359 

Missense 0.4289 No -0.0287 

Urine MCP-1    

Age 0.0420 Yes 0.2414 

Sex 0.0317 Yes -0.2583 

Missense 0.6786 No -0.0164 

 

Table 3.8. Multiple regression analysis for urine β-Hex and MCP-1.
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3.10 Discussion 

 

This is the largest study looking at urine α-Gal activity in urine. Urine α-Gal activity is 

significantly lower in AFD patients than controls (Fig 3.6) as expected and confirms 

Kitigawa et al’s findings. Urine α-Gal activity is also lower in AFD males compared 

with AFD females. Lower baseline plasma and leucocyte α-Gal activity was also 

significantly associated with urine α-Gal activity. Multiple regression analysis showed 

that sex was a significant variable but not age and type of mutation for urine α-Gal 

activity. Lower urine α-Gal activity was associated with more significant end organ 

damage reflected by an increased LVMI and higher MSSI scores but not by renal 

parameters of eGFR, iGFR, microalbuminuria or proteinuria which are reflection of 

glomerular function rather than renal tubular function. 

 

Two other lysosomal enzymes β-Hex and Chitotriosidase were analysed in the urine of 

AFD patients. Urine β-Hex activity was significantly higher in AFD male patients 

compared with male controls and AFD females. Also urine β-Hex activity was higher in 

AFD males at a younger age (<40) and at an older age (>40) when compared with 

controls. Multiple regression analysis showed age and sex were important variables for 

urine β-Hex activity in AFD patients but the type of mutation was not a significant 

variable.  But urine β-hex levels were significantly higher in AFD patients with a lower 

baseline plasma α-Gal levels. These results were not reflected in urine chitotriosidase 

activity where there is no difference comparing AFD patients with controls eventhough 

plasma chitotriosidase activity is reported to be higher in AFD males
216

. Of note urine 

chitotriosidase activity was significantly higher in patients with non-missense 

mutations. Looking at other measures of end organ involvement, urine β-hex is 

significantly higher in AFD patients with raised UACR and UPCR but not different 

based a staging of CKD with eGFR or iGFR. Urine β-hex activity was also higher in 

AFD patients with higher MSSI scores and raised LVMI. This suggests that urine β-hex 

activity is increased in AFD patients with evidence of cardiac, renal and systemic organ 

involvement. We then used 95% confidence interval values of urine β-hex in controls to 

be the normal range and presumed that >95% confidence interval value of urine β-hex 

activity in controls as being abnormally raised activity. AFD patients with an abnormal 

urine β-hex activity were older, had increased microalbuminuria and proteinuria, higher 
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MSSI scores and raised LVMI. This further suggests that urine β-hex activity appears to 

be raised in AFD patients with significant end organ damage. 

This increase in urine β-hex activity maybe a reflection of reduced tubular reabsorption 

or increased tubular secretion due to damage to renal tubular cells or interstitial damage 

or increased lysosomal activity in renal cells, but the absence of concurrent increased 

chitotriosidase activity suggests that increased lysosomal activity is less likely. Sample 

size for urine chitotriosidase cohort were smaller (controls = 18, AFD = 30) compared 

to the urine β-hex cohort (controls = 26, AFD = 102) therefore significant differences 

may be difficult to elicit. Also because of glomerular filtration of the smaller protein 

chitotriosidase compared to β-hex which is not filtered due to its larger molecular mass, 

could mean that the proportion of activity of urine chitotriosidase could predominantly 

be from filtered chitotriosidase rather than chitotriosidase from tubular damage or 

increased lysosomal activity. Therefore if there was increased urine chitotriosidase from 

renal tubular damage or lysosomal activity this may not significantly increase the 

overall total urine chitotriosidase activity. Previously it had been shown that plasma 

chitotriosidase activity was elevated in male AFD hemizygotes and this reduced with 

ERT
216, 217

. Since chitotriosidase would be freely filtered due to its small molecular 

weight (39-50kDa) it would be expected that urine chitotriosidase activity of male AFD 

hemizygotes should be similarly be increased compared to females as plasma 

chitotriosidase activity, though we could not show this in our data. 

  

In our study we have shown that urine RBP levels are not elevated in AFD patients. 

RBP which is freely filtered at the glomerulus and reabsorbed at the proximal tubules 

has been shown to be a marker of renal tubular dysfunction. Considering that urine β-

hex activity is increased and urine RBP levels are normal, more likely that tubular 

reabsorption function in our group of patients is preserved but there is increased 

lysosomal enzymuria excretion from renal tubules (indicated by raised urine β-hex 

activity). The reasons for preserved tubular reabsorptive function but not glomerular 

function could be because firstly recombinant α-Gal is filtered despite having a 

molecular weight of 110kDa and via megalin receptors accumulate in the proximal 

tubules
156

 and secondly the proximal tubular cells have a relatively fast turnover
327

. 

Combination of these 2 factors could mean that tubular cells are less susceptible or 

regenerate faster than glomerular cells and therefore maintain function. Analysing our 

data further (not shown) AFD patients not on ERT (3 AFD males and 16 AFD females) 
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did not have significantly different mean RBP levels compared to controls (12 males 

and 12 females; note the small numbers) possibly indicating that tubular reabsorptive 

function is preserved in AFD.  

 

TGFβ-1, a mediator of renal scarring is not increased in urine of AFD patients. MCP-1 a 

chemokine important in the inflammatory process is raised in AFD patients compared to 

controls. Urine MCP-1 levels are significantly higher in AFD males compared with 

controls or AFD females, but not affected by age. It is higher in AFD patients with 

microalbuminuria but not associated with other markers of end organ damage and 

appears to be higher in AFD patients with lower leucocyte α-Gal levels. Again we used 

the 95% confidence intervals of urine MCP-1 levels of controls as the normal range and 

presumed that >95% confidence interval value of urine MCP-1 levels of controls as 

being abnormal. Only AFD patients with an abnormal LVMI had a significantly higher 

urine MCP-1 level. Multiple regression analysis also showed that age and sex were 

significant variables for urine MCP-1 levels in AFD. This may indicate that the 

biological pathway for renal fibrosis and damage may be via MCP-1 and not TGF-β1. 

Again we would be cautious in saying that TGFβ-1 is not a mediator for renal scarring 

in AFD since the sample size was again small (AFD = 39, controls =12).  

 

Proposed mechanisms of renal injury in AFD are 

1) The development of microvascular disease due to the deposition on GB3 in 

arterial vessel walls which then result in subsequent vascular compromise. This 

was proposed by Gubler et al
115

 due to the ischaemic changes of 

glomerulosclerosis, often with wrinkled and partially collapsed glomerular 

basement membranes, tubular atrophy, interstitial fibrosis and vascular 

thickening occurring in older patients found on renal biopsies. 

2) The toxic accumulation of GB3 in podocytes
135

; podocytes are postmitotic and 

fail to proliferate under most pathological conditions and are generally not 

replaced
328

. 
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Podocytes lost 

 

 

Denuded GBM contacts parietal epithelial cells 

 

 

Forms a synechia 

 

 

Activation and proliferation of cells (Mesangial) 

Entry of immune cells (macrophages) 

Accumulation of extracellular matrix protein 

 

 

Matrix expansion and subsequent collapse of capillary loop appears as a 

focus of solidification (Segmental glomerulosclerosis) 

 

3) Deposition of GB3 within tubular epithelial cells may lead to focal tubular 

atrophy and interstitial fibrosis 

 

It is well documented that glomerular function is affected in AFD due to significant 

microalbuminuria, proteinuria and reduced eGFR and iGFR. There has been no 

quantitative study on assessment of renal tubular function to date. From our study, a 

cross sectional investigation of AFD patients, we have shown that urine β-hex activity is 

increased with normal urine RBP levels, suggesting an increased renal tubular secretion 

without significant renal tubular reabsorptive dysfunction. This does not correlate with 

renal pathological findings that GB3 deposition and renal atrophy and scarring is 

present in most regions of the kidney. The well known difficulty with diagnosing and 

quantifying disease severity in AFD is due to the heterogeneity of the disease especially 

in females. 

Current guidance for the use of ERT suggests that ERT should be initiated in AFD 

patients with impaired GFR and/or significant proteinuria implying glomerular 

dysfunction. Renal biopsies have been advocated in AFD patients with 

microalbuminuria but no other evidence of end organ damage prior to making a 
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decision on initiating on ERT. But it has been shown that even in individuals with 

normal renal function and no proteinuria, renal pathological findings of AFD are 

present
115, 138, 145

. The benefits of invasive tissue diagnosis from renal biopsies and 

prediction of progression have to be weighed with the risks of complications from the 

procedure. We would suggest that renal biopsies be reserved for patients where a second 

renal pathology is possible resulting in different therapeutic options (e.g. an 

immunological process) or in females with the α-Gal A mutation with minimal 

microalbuminuria, proteinuria or impaired GFR where renal disease could be due to 

AFD or other coexisting comorbidities (diabetes or hypertension). 

Renal tubular dysfunction can lead to a variety of complications due to renal tubular 

acidosis. This may result in bone disorders (rickets, osteomalacia, osteopenia, and 

osteoporosis), Fanconi syndrome, renal stone disease and electrolyte disturbances. 

Currently there is no published literature demonstrating AFD patients with Fanconi 

syndrome, glycosuria, aminoaciduria, hyperuricosuria, hyperphosphaturia or metabolic 

acidosis. This makes renal tubular acidosis less likely in AFD. But studies have shown 

evidence of osteopenia and osteoporosis in AFD patients
329, 330

 and proposed 

mechanisms of this maybe due to vitamin D deficiency, secondary 

hyperparathyroidisim, associated depression, carbamazepine use, reduced physical 

activity and GB3 deposition in bone macrophages
330

. Another potential mechanism of 

these bone disorders in AFD could be due to potential renal tubular acidosis form renal 

tubular dysfunction. We propose that a further study into screen AFD patients for renal 

tubular acidosis, vitamin D deficiency and hyperparathyroidism should be undertaken. 

 

 

3.11 Limitations 

 

Sample size was a major limitation in our study, with the largest cohort being 105 

samples and smallest 30 samples. Also some of the patients were already on ERT but 

ideally the study should have been carried out on patients before the initiation of ERT 

and followed up prospectively, over a long period of time, ideally years rather than 

months. As AFD is a rare disease, patients in our unit travelling nationally and at most 

for 6 monthly follow up, it was difficult for a larger population size to be studied. 

Even though in our study population there was a statistically younger control female 

cohort compared to AFD females, when older AFD females were removed from the 
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AFD cohort (ensuring no significant difference in age of the AFD females versus 

control females) the statistical significance of the data presented was not altered (data 

not shown). Therefore, to have a larger number, the data presented were from the 

original study population. 

 

 

3.12 Conclusions 

 

Currently predicting the progression of renal disease in AFD is difficult and the timing 

of the initiation of ERT to prevent end stage renal disease is challenging. Once 

significant proteinuria  (>1G/24 hours) or glomerulosclerosis (>50%) has developed the 

therapeutic benefit of ERT is reduced
10

. A non-invasive biomarker in AFD, such a 

plasma chitotriosidase in Gaucher’s disease, would be ideal for diagnosis, management 

and monitoring. We suggest that urine β-hex can be used with or without 

microalbuminuria as another marker for early evidence of renal damage in AFD. 

Unexpectedly urinary markers of renal fibrosis or scarring do not appear to be elevated 

in AFD (maybe due to small numbers or technical reasons) but an increased 

inflammatory process maybe present as evidence by raised urine MCP-1 levels. 
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Chapter 4. Assessment of autonomic function in AFD 

 

4.1 Introduction 

4.2 Rationale for study 

4.3 Aims 

4.4 Hypothesis 

4.5 Materials and methods 

4.6 Results 

4.7 Discussion 

4.8 Limitations 

4.9 Conclusions
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4.1 Introduction 

 

The autonomic nervous system (ANS) or visceral nervous system is the part of 

the nervous system that controls visceral functions and acts as a control system 

below the conscious level. It affects heart rate, blood pressure, gut motility and 

digestion, respiratory rate, salivation, perspiration, pupillary diameter, 

micturition and sexual arousal. Most of the ANS actions are involuntary and is 

divided into the parasympathetic and the sympathetic nervous systems. A variety 

of conditions can affect the ANS and is summarised in Table 4.1. Due to this 

variety of conditions, autonomic dysfunction may present in any age group or 

may have a significant family history if genetic in origin. Due to the varied 

functions of the ANS, symptoms of dysfunction are varied and are summarised 

in Table 4.2. 

 

System Disease / Disorder 

Primary Acute/ subacute dysautonomias – pure pandysautonomia, pandysautonomia with 

neurological features, pure cholinergic dysautonomia 

Chronic autonomic failure syndromes – pure autonomic failure, multiple system 

atrophy (Shy-Drager syndrome), autonomic failure with parkinson’s disease 

Secondary Congenital – nerve growth factor deficiency 

Hereditary – autosomal dominant trait, familial amyloid neuropathy, autosomal 

recessive trait, familial dysautonomia: Riley-Day syndrome, dopamine β-hydroxylase 

deficiency 

Metabolic diseases – diabetes mellitus, chronic renal failure, chronic liver disease, 

alcohol induced 

Inflammatory – Guillain-Barŕe syndrome, transverse myelitis 

Infections – bacterial (tetanus), parasitic (Chagas’ disease), viral (HIV) 

Neoplasia – brain tumours especially of the third ventricle or posterior fossa, 

paraneoplastic, systemic amyloidosis 

Surgery – vagotomy and drainage procedures 

Trauma – cervical and high thoracic spinal cord transection 

Drugs, chemical toxins By causing a neuropathy or direct effects; see Table 4.3 

 
Table 4.1. Summary of the causes of autonomic dysfunction. Adapted from Mathias CJ. Disorders of the 

autonomic nervous system. In: Bradley WG, Daroff RB, Fenichel GM, Marsden CD. Neurology in 

clinical practice, 3
rd

 ed. Boston: Butterworth-Heinemann, 2000:2131-65. 
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System Symptoms 

Cardiovascular Orthostatic Hypotension  

- Cerebral hypoperfusion – dizziness, visual disturbance, syncope, cognitive deficits 

- Muscle hypoperfusion - paracervical and suboccipital ache, lower back/buttock ache 

Renal Hypoperfusion 

- Oliguria 

Spinal Cord hypoperfusion 

Non-specific  

- Weakness 

- Lethargy 

- Fatigue 

Falls 

Lability of blood pressure 

Tachycardia 

Supine Hypertension 

Paroxsymal hypertension 

Bradycardia 

Sudomotor Hypo- or anhidrosis 

Hyperhidrosis 

Gustatory sweating 

Hypothermia 

Hyperpyrexia 

Gastrointestinal Xerostomia 

Dysphagia 

Gastric stasis 

Dumping syndromes 

Constipation 

Diarrhoea 

Urinary Nocturia 

Frequency 

Urgency, retention 

Incontinence 

Sexual Erectile failure 

Ejaculatory failure 

Retrograde ejaculation 

Priapism 

Eye Pupillary abnormalities 

Ptosis 

Alachryma 

Abnormal lacrimation with food ingestion 

 
Table 4.2. Summary of symptoms of autonomic nervous system dysfunction

331
. 
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4.2 Rationale for study 

 

Currently there is documented evidence for involvement of the central and peripheral 

nervous system in AFD. Patients suffer with symptoms of acroparaethesia, fever pain 

attacks, transient ischaemic attacks or strokes, altered sweating, postural hypotension 

and headaches. Extensive GB3 deposition are found in neurons of autonomic and dorsal 

root ganglia
332-334

, with clinical evidence of impairment of autonomic function
335

, also 

present in heterozygotes
336

. Small calibre myelinated and unmyelinated nerve fibres are 

more severely affected than thick myelinated nerve fibres
333, 337-340

. GB3 deposits have 

been found in perineurial cells, endothelial and periepithelial cells of small epineurial or 

endoneurial vessels in nerve axons and Schwann cells
339, 341-343

. GB3 deposition has also 

been found in sweat gland cells
339, 340

. To our knowledge there is only two published 

articles showing abnormal cardiac autonomic function (heart rate variability) in 

males
344, 345

 which improved significantly over a 26 week period with ERT
345

 but also 2 

studies showing normal cardiac autonomic
346, 347

 function. Sweat function also 

improved with ERT
20

 though baseline skin moisture may not
348

. 

 

 

4.3 Aims 

 

i) To investigate cardiac autonomic dysfunction in AFD subjects. 

ii) To investigate plasma catecholamine levels in AFD subjects. 

iii) To investigate autonomic symptoms and neuropathic pain in AFD subjects. 

 

 

4.4 Hypothesis 

 

AFD patients have significant autonomic symptoms, neuropathic pain, evidence 

of cardiac autonomic involvement and abnormal plasma catecholamine 

response. 
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4.5 Materials and methods 

 

I recruited patients from the lysosomal storage disorders unit at the Royal Free Hospital, 

UK from November 2006 until February 2009. Study was approved by the NHS 

Research Ethics Committee (REC reference 07/Q0501/81). Patients recruited had to 

give informed and signed consent and have a documented mutation in the α-Gal A gene. 

I performed the autonomic function tests, at the Pickering Unit, St Mary’s Hospital, UK 

with the exception of the quantitative sudomotor axon-reflex test (QSART) which I 

carried out at the Royal Free Hospital. Subjects were also asked to complete the Leeds 

Assessment of Neuropathic Symptoms and Signs (LANSS) and Composite Autonomic 

Symptom Scale (COMPASS) questionnaires. 

 

4.5.1 Cardiac autonomic function screening tests 

 

These tests were carried out by me, at the Pickering Unit, St Mary’s Hospital. Prior to 

conducting autonomic function screening tests, subjects were asked to refrain from 

caffeine, nicotine and alcohol for at least 3 hours before, and avoid drugs with 

adrenergic and anticholinergic properties (Table 4.3) for at least 48 hours before. 

Subjects with cardiac pacemakers and/or defibrillators, known to have autonomic 

dysfunction due to another disorder or disease process other than AFD, had proliferative 

diabetic retinopathy or if they were unable to avoid drugs as listed in Table 4.3, were 

excluded from this study. 
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Medication Effect 

Decreasing sympathetic activity Centrally acting – clonidine, methyldopa, moxonidine, 

reserpine, barbiturates, anaesthetics 

Peripherally acting – sympathetic nerve endings (guanethidine, 

bethanidine), α adrenoceptor blockade (phenoxybenzamine), β 

adrenoceptor blockade (propanolol) 

Increasing sympathetic activity Amphetamines, releasing noradrenaline (tyramine), uptake 

blockers (imipramine), monoamine oxidase inhibitors 

(tranylcypromine), β adrenoceptor stimulants (isoprenaline) 

Decreasing parasympathetic activity Antidepressants (imipramine), tranquilisers (phenothiazines), 

antidysrhytmics (disopyramide), anticholinergics (atropine, 

probanthine, benztropine), toxins (botulinum) 

Increasing parasympathetic activity Cholinomimetics (carbachol, bethanechol, pilocarpine, 

mushroom poisoning), anticholinesterases, reversible 

carbamate inhibitors (pyridostigmine, neostigmine), 

organophosphorous inhibitors (parathion, sarin) 

Miscellaneous Alcohol, thiamine (Vitamin B1) deficiency 

Vincristine, perhexiline maleate 

Thallium, mercury, arsenic 

 
Table 4.3. Drugs affecting autonomic function screening tests. Adapted from Mathias CJ. Disorders of the 

autonomic nervous system. In: Bradley WG, Daroff RB, Fenichel GM, Marsden CD. Neurology in 

clinical practice, 3
rd

 ed. Boston: Butterworth-Heinemann, 2000:2131-65. 

 

Subjects were monitored with continuous electrocardiogram (ECG), blood pressure 

(BP) and heart rate (HR) measurements with an automated sphygmomanometer and 

finometer (used to measure beat to beat finger arterial pressure). ECG monitoring 

provided continuous HR monitoring, the finometer a continuous beat to beat variation in 

BP and the automated sphygmomanometer HR and BP measurements at regular 

intervals. These measurements were carried out with the following sequence of 

positions or activities: 

1. The subject was supine for 15 minutes with BP measurements every 3 minutes. 

2. The subject was then tilted to 60° for 10 minutes (using an automated tilt table) 

with BP measurements every 3 minutes. 

3. At the end of initial supine and end of tilt positions plasma samples for 

adrenaline and noradrenaline were taken via venepuncture. 

4. The subject was then returned to a supine position. In the supine position the 

following tests were carried out. 
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 Isometric exercise: 

The subject was asked to squeeze the pump of a manual sphygmomanometer 

and sustain this at 30-40% of maximum hand grip for 3 minutes. The BP was 

measured with the sustained hand grip after 2.5 to 3 minutes from the start of 

the exercise. This exercise was stopped after the BP was measured. 

 Mental arithmetic exercise: 

The subject was asked to subtract 7 from 400 continuously. The BP was 

measured 1.5 to 2 minutes after the start of the mental exercise. The exercise 

was stopped after the BP had been measured. 

 Cold pressor exercise: 

An ice pack was placed on the subject’s hand for 90 seconds, and the BP 

measured at 1 minute from the start of the exercise. 

 Deep breathing exercise/ respiratory sinus arrhythmia: 

The subject was asked to do deep breathing at a rate of 6 breaths per minute 

(5 seconds inspiration and 5 seconds expiration), for a total of 1 minute, with 

continuous ECG monitor. The mean of difference between maximum and 

minimum HR for 6 measured cycles were calculated in beats per minute 

(bpm). 

 Hyperventilation exercise: 

The subject was asked to perform rapid shallow breathing for 1 minute with 

the BP and HR measured 30 seconds after the start of the exercise. 

 Valsalva manoeuvre and HR response: 

The subject was asked to blow into a mouthpiece connected to modified 

sphygomanometer and hold the expiratory pressure of 40mmHg for 10 

seconds with continuous ECG monitoring. This was repeated three times 

with 1 minute intervals. The average of 3 valsalva ratios (ratio of the 

maximum rise in HR to the maximum fall in HR) was calculated. 

 

Venous blood samples that were collected into heparinised tubes for plasma adrenaline 

and noradrenaline levels, were added with 1,2-di (2-aminoethoxy) ethan-NNN'n'-

tetraacetic acid (EGTA) and glutathione to prevent oxidation. Samples were kept on ice 

until centrifuged and the plasma then kept at -20 °C until assayed. Plasma 

concentrations of plasma noradrenaline (norepinephrine), and adrenaline (epinephrine) 
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were measured by high performance liquid chromatography with an electrochemical 

detector
349

. The intra-assay and interassay coefficients of variation were 3.1% and 4.6% 

(respectively) for noradrenaline and 4.6% and 5.1% for adrenaline. 

 

Normal autonomic screening tests responses are summarised in Table 4.4. 

 

Test System tested Normal Response 

Head Tilt (BP) Sympathetic < 20mmHg systolic drop at 3 minutes 

< 10mmHg diastolic drop at 3 minutes 

Head Tilt (HR) Sympathetic HR rise of ≥ 5 bpm 

Isometric, Mental 

Arithmetic, Cold Pressor 

Parasympathetic and 

sympathetic 

≥ 10mmHg systolic rise AND 

≥ 5 mmHg diastolic rise AND 

≥ 3bpm HR rise 

Respiratory sinus 

Arrhythmia 

Parasympathetic > 10 bpm HR rise – modest response 6-10 bpm 

HR rise and minimal response 1-5 bpm HR rise 

Hyperventilation Parasympathetic ≥ 10 bpm HR rise 

Valsalva Parasympathetic Valsalva ratio > 1.0 

Table 4.4. Summary of normal cardiac autonomic responses. 

 

4.5.2 Quantitative sudomotor axon-reflex test (QSART)
350, 351

.  

 

The QSART involved using a Q-SWEAT
TM

 machine from WR Medical Electronics 

Co., Stilwater, Minnesota (Fig 4.1). The Q-SWEAT device accurately measures sweat 

production from a small area of skin, by evaporating sweat into dry air and measuring 

the increase in the fractional relative humidity of the air returning from the skin. The 

device was switched on for 15 – 20 minutes to warm up prior to use. Subjects were 

seated quietly for 15 – 20 minutes prior to test to acclimatise to the room temperature 

and humidity. The left medial forearm (75% of the distance from the ulnar epicondyle 

to the piciform bone), was used as the skin surface area for the test. The medial forearm 

was chosen as sweat production here is not affected by age
352

. An alcoholic wipe was 

used to clean the skin and dried for 1 minute. The recording capsule was attached to the 

skin area that had been cleaned. The recording capsule is made up of a 

multicompartmental sweat cell. The outer compartment is loaded with 10% 

acetylcholine solution. The Q-SWEAT device uses a desiccant pack (#5190; WR 

Medical Electronics Co., Stillwater, Minnesota) as its dry air source. Room air is drawn 
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in through an intake pump and channelled through a serpentine of drierite (W.A. 

Hammond Co., Xenia, Ohio). This air is then passed through a set of sensors 

(Honeywell International, Inc., Morristown, New Jersey), which controls the flow rate. 

The sensors evaluate the temperature and percent relative humidity. Finally the dried air 

is delivered to the multicompartmental sweat cell. The test was started when a steady 

baseline sweat production rate had been achieved. A constant current of 2mA is applied 

for 5 minutes through the outer compartment containing the 10% acetylcholine solution. 

The sweat produced in the inner compartment evaporates and was measured by the Q-

SWEAT device. The sweat response was recorded during the electrical stimulus and for 

5 minutes after. The production of sweat in the inner compartment is based on the 

neural pathway consisting of an axon reflex mediated by the post-ganglionic 

sympathetic sudomotor axon (Fig 4.2). Baseline sweat rate, latency (time from electrical 

stimulus till noticeable sweat rate change occurred) and total sweat volume (in 10 

minutes from start of electrical stimulus) was calculated by Test-works software (WRE 

Medical electronics co., Stilwater, Minnesota). Total sweat volume was corrected for 

surface area of multicompartmental sweat cell. 

 

Fig 4.1.  Q-SWEAT
 TM

 machine from WR Medical Electronics Co., Stilwater, Minnesota. 
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Fig 4.2. (A) Diagram of the sudomotor axon reflex and (B) schematic picture of a normal sweat response. 

From Clinical autonomic disorders: Evaluation and management; Edited by Philip A.Low, Chapter 14, 

Laboratory evaluation of autonomic failure, p172. 

 

4.5.3 Questionnaires 

 

Subjects were asked to complete the following 2 questionnaires to assess autonomic 

symptoms and neuropathic pain. 

1. Composite autonomic symptom scale. 

2. Leeds assessment of neuropathic symptoms and signs. 

 

4.5.3.1 Composite autonomic symptom scale (COMPASS)
353

,  (Fig 4.3). 

This questionnaire has 73 items subdivided into 9 domains, concerning different 

aspects of autonomic symptoms and is item-weighted, with higher scores 

indicating more or worse symptoms. Three different population groups; 41 

healthy controls (mean age 46.6 years), 33 patients with non-autonomic 

peripheral neuropathy (mean age 59.5 years) and 39 patients with autonomic 

failure (mean age 61.1 years) were tested in developing this questionnaire. Mean 

scores were 9.8 (±9), 25.9 (±17.9) and 52.3 (±24.2) respectively. This 

questionnaire was validated by correlating COMPASS scores with the scores of 

the composite autonomic scoring scale
354

 derived from the autonomic reflex 

screen. 

A B 
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18. In the past year, have you ever felt faint, dizzy, or "goofy" or had difficulty thinking soon after standing up from a 

sitting or lying down position?   1. Yes   2. No 

If you marked YES go to question 19.    If you marked No go to question 37. 

19. When standing up, how frequently do you get these feelings or symptoms? 

1. Rarely 

2. Occasionally 

3. Frequently 

4. Almost always 

20. How would you rate the severity of these feelings or symptoms? 

1. Mild 

2. Moderate 

3. Severe 

21. For how long have you been experiencing these feelings or symptoms? 

1. Less than 3 months 

2. 3 to 6 months 

3. 7 to 12 months 

4. 13 months to 5 years 

5. More than 5 years 

6. As long as I can remember 

22. In the past year, how often have you ended up fainting soon after standing up from a sitting or lying down? 

0. Never 

1. Once 

2. Twice 

3. Three times 

4. Four times 

5. Five or more times 

23. How cautious are you about standing up from a sitting or lying down position? 

1. Not cautious at all 

2. Somewhat cautious 

3. Extremely cautious 

24. What part of the day are these feelings worse? (Check only one) 

1. Early morning 

2. Rest of morning 

3. Afternoon 

4. Evening 

5. At night, when I get up after I've been asleep 

6. No particular time is worse 

7. Other time, please specify______________________________ 

25. In the past year, have these feelings or symptoms that you have experienced: 

1. Gotten much worse 

2. Gotten somewhat worse 

3. Stayed about the same 

4. Gotten somewhat better 

5. Gotten much better 

6. Completely gone 
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Please rate the average severity you have experienced in the past year for each of the following symptoms. 

 None Mild Moderate Severe 

26. Rapid or increased heart rate? (palpitations)     

27. Sickness to your stomach (nausea) or vomiting?     

28. A spinning or swimming sensation?      

30. Blurred vision?      

29. Dizziness?     

31. Feeling of weakness?      

32. Feeling shaky or shaking sensation?      

33. Feeling anxious or nervous?      

34. Turning pale?      

35. Clammy feeling to your skin?      

36. Do you have any biological (blood, natural) relatives among your parents, grandparents, brothers, sisters, or 

children who have frequent dizziness after standing from a sitting or lying down position? 

                                                             1. Yes   2. No  

If Yes, please list their names and relationship to you. 

Name    Relationship 

 

In the past year, have you ever felt faint, dizzy, or "goofy" or had difficulty thinking: 

37. soon after a meal?       1. Yes   2. No 

38. after standing for a long time?      1. Yes   2. No 

39. during or soon after physical activity or exercise?    1. Yes   2. No 

40. during or soon after being in a hot bath, shower, tub, or sauna?  1. Yes   2. No 

41. Have you ever felt dizzy or faint or actually fainted when you saw blood or had a blood sample taken? 

        1. Yes   2. No 

In the past year, have you fainted: 

42. while passing urine?       1. Yes   2. No 

43. while coughing?       1. Yes   2. No 

44. while pressing on side of neck?      1. Yes   2. No 

45. before a public speech?       1. Yes   2. No 

46. any other time?        1. Yes   2. No 

If you checked "Yes" to any of these questions on fainting, please describe circumstances. 

 

47. In the past year, have you ever completely lost consciousness after a spell of dizziness?  

        1. Yes   2. No 

48. In the past year, have you had any seizures or convulsions?  1. Yes  2. No 

If Yes please describe circumstances below 

 

In the past 5 years how would rate the amount of trouble, if any, you have had: 

 None Some A lot Constant 

49. with paralysis in parts of your face?     

50. with feelings of complete weakness all over your body?     

51. with attacks of uncontrollable movements of your arms or legs?     

52. with attacks in which you couldn't control your speech?     
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53. Have you ever in your adult life had a spell of dizziness?  1. Yes   2. No 

54. In the past year, have you ever noticed colour changes in your skin, such as red, white, or purple? 

        1. Yes   2. No 

If Yes, go to question 55.    If No, go to question 65. 

What colour changes have occurred? 

55. My skin turns red      1. Yes   2. No 

56. My skin turns white      1. Yes   2. No 

57. My skin turns purple      1. Yes   2. No 

58. Other, please Specify_______________________________________________________________ 

What parts of your body are affected by these colour changes? 

59. My hands       1. Yes   2. No 

60. My feet       1. Yes   2. No 

61. Other parts, please specify___________________________________________________________ 

62. Entire body       1. Yes   2. No 

63. For how long have you been experiencing these changes in skin colour? 

1. Less than 3 months 

2. 3 to 6 months 

3. 7 to 12 months 

4. 13 months to 5 years 

5. More than 5 years 

6. As long as I can remember 

64. Are these changes in your skin colour: 

1. Getting much worse 

2. Getting somewhat worse 

3. Staying about the same 

4. Getting somewhat better 

5. Getting much better 

6. Completely gone 

65. In the past year, after a long hot bath or shower, have you ever noticed the pads on the ends of your fingers 

wrinkle up?       1. Yes   2. No 

66. In the past 5 years, what changes, if any, have occurred in your general body sweating? 

1. I sweat much more than I used to 

2. I sweat somewhat more than I used to 

3. I haven't noticed any changes in my sweating 

4. I sweat somewhat less than I used to 

5. I sweat much less than I used to 

67. In the past 5 years, what changes, if any, have occurred in the amount your feet sweat? 

1. They sweat much more than they used to 

2. They sweat somewhat more than they used to 

3. I haven't noticed any changes 

4. They sweat somewhat less than they used to 

5. They sweat much less than they used to 
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68. In the past 5 years, what changes, if any, have occurred in facial sweating after eating spicy foods? 

1. I sweat much more than I used to 

2. I sweat somewhat more than I used to 

3. I haven't noticed any changes in my sweating 

4. I sweat somewhat less than I used to 

5. I sweat much less than I used to 

6. I avoid eating spicy foods because I sweat so much 

7. I avoid eating spicy foods for other reasons 

In the past 5 years, what changes, if any, have occurred in your ability to tolerate heat during a hot day, strenuous 

work or exercise, hot bath or shower, hot tub, or sauna?   

69. I now get more overheated     1. Yes   2. No 

70. I now get dizzy       1. Yes   2. No 

71. I now get short of breath      1. Yes   2. No 

72. Other changes, please specify________________________________________________________ 

73. No change       1. Yes   2. No 

74. Do your eyes feel excessively dry?     1. Yes   2. No 

75. Does your mouth feel excessively dry?    1. Yes   2. No 

76. Do you have excessive amounts of saliva formation?   1. Yes   2. No 

77. What is the longest period of time that you have had any one of these symptoms: dry eyes, dry mouth, or 

increased saliva production? 

0. I have not had any of these symptoms 

1. Less than 3 months 

2. 3 to 6 months 

3. 7 to 12 months 

4. 13 months to 5 years 

5. More than 5 years 

6. As long as I can remember 

78. For the symptom of dry eyes, dry mouth, or increased saliva production that you have had for the longest period 

of time, is this symptom: 

0. I have not had any of these symptoms 

1. Getting much worse 

2. Getting somewhat worse 

3. Staying about the same 

4. Getting somewhat better 

5. Getting much better 

6. Completely gone 

79. What weight changes, if any, have you had over the past year? 1. I have lost about ________ pounds 

                      2. My weight has not changed 

                 3. I have gained about ________ pounds 

80. In the past year, have you noticed any changes in how quickly you get full when eating a meal? 

1. I get full a lot more quickly now than I used to 

2. I get full more quickly now than I used to 

3. I haven't noticed any change 

4. I get full less quickly now than I used to 

5. I get full a lot less quickly now than I used to 
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81. In the past year, have you felt excessively full or persistently full (bloated feeling) after a meal? 

1. Never    2. Sometimes    3. A lot of the time 

82. In the past year, have you felt like you had a persistent upset stomach (nausea)? 

1. Never    2. Sometimes    3. A lot of the time 

83. In the past year, have you vomited after a meal? 

1. Never    2. Sometimes    3. A lot of the time 

84. In the past year, have you had a cramping or colicky abdominal pain? 

1. Never    2. Sometimes   3. A lot of the time 

If Never, go to the question 87. Else, go to question 85. 

85. Are these pains usually after a meal?    1. Yes   2. No 

86. How long have you had these cramping or colicky abdominal pains? 

1. Less than 3 months 

2. 3 to 6 months 

3. 7 to 12 months 

4. 13 months to 5 years 

5. More than 5 years 

6. As long as I can remember 

87. In the past year, have you had any bouts of diarrhea?   1. Yes   2. No 

If Yes, go to question 88.   If No, go to question 94. 

88. How frequently does this occur? 

1. Rarely 

2. Occasionally 

3. Frequently, _____times per month 

4. Constantly 

89. How severe are these bouts of diarrhea? 

1. Mild    2. Moderate    3. Severe 

90. What part of the day do they seem to be worse? 

1. First thing in the morning 

2. Rest of the morning 

3. Afternoon 

4. Evening 

5. During the night 

6. No particular time 

91. Do these bouts of diarrhea usually occur after a meal?   1. Yes   2. No 

92. Are these bouts of diarrhea accompanied by a lot of rectal gas (flatus)? 

1. Never  2. Occasionally  3. Frequently   4. Always 

93. Are your bouts with diarrhea getting: 

1. Much worse 

2. Somewhat worse 

3. Staying the same 

4. Somewhat better 

5. Much better 

6. Completely gone 

94. In the past year, have you been constipated?    1. Yes   2. No 

If Yes, go to question 95.   If No, go to question 98. 
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95. How frequently are you constipated? 

1. Rarely 

2. Occasionally 

3. Frequently, _____times per month 

4. Constantly 

96. How severe are these episodes of constipation? 

1. Mild    2. Moderate    3. Severe 

97.Is your constipation getting: 

1. Much worse 

2. Somewhat worse 

3. Staying the same 

4. Somewhat better 

5. Much better 

6. Completely gone 

98.Overall, are your abdominal symptoms of vomiting, diarrhea, constipation, or weight loss getting: 

0. I have not had these symptoms 

1. Much worse 

2. Somewhat worse 

3. Staying the same 

4. Somewhat better 

5. Much better 

6. Completely gone 

99.Which one of the following symptoms have been most troublesome for you? (Check only one.) 

0. None 

1. Vomiting 

2. Diarrhea 

3. Constipation 

4. Weight loss 

100.How long have you had this most troublesome symptom? 

0. I do not have any of these symptoms 

1. Less than 3 months 

2. 3 to 6 months 

3. 7 to 12 months 

4. 13 months to 5 years 

5. More than 5 years 

6. As long as I can remember 

101. Is this most troublesome symptom getting: 

0. I do not have any of these symptoms 

1. Much worse 

2. Somewhat worse 

3. Staying the same 

4. Somewhat better 

5. Much better 

6. Completely gone 



121 | P a g e  
 

102. In the past 5 years, how would you rate the amount of trouble, if any, you have had with difficulty in 

swallowing? 

1. No trouble 

2. Some trouble 

3. A lot of trouble 

4. Constant trouble 

103. In the past 5 years, how would you rate the amount of trouble, if any, you have had with everything you eat 

tasting the same? 

1. No trouble 

2. Some trouble 

3. A lot of trouble 

4. Constant trouble 

Have you ever in your adult life: 

104. been nauseated or vomited?     1. Yes   2. No 

105. had a bout of diarrhea?      1. Yes   2. No 

106. lost your appetite for at least part of a day?    1. Yes   2. No 

107. felt discomfort or pain in the pit of your stomach?   1. Yes   2. No 

108. In the past year, have you ever leaked urine or lost control of your bladder function? 

1. Never 

2. Occasionally 

3. Frequently, _____times per month 

4. Constantly 

109. In the past year, have you had difficulty passing urine? 

1. Never 

2. Occasionally 

3. Frequently, _____times per month 

4. Constantly 

110. In the past year, have you had trouble completely emptying your bladder? 

1. Never 

2. Occasionally 

3. Frequently, _____times per month 

4. Constantly 

111. How would you describe your current sexual desire? 

1. Completely absent 

2. Greatly reduced 

3. Somewhat reduced 

4. About the same or more than in the past 

If Male, go to question 112  If Female, go to question 124 

112. Are you able to have a full erection? 

1. Never, under any circumstances 

2. Much less frequently than in past 

3. Somewhat less frequently than in past 

4. The same, or more frequently, than in past 

Which of the following statements apply to your situation? 

113. My ability to have intercourse has not changed   1. Yes   2. No 



122 | P a g e  
 

114. I have erections but am unable to have intercourse   1. Yes   2. No 

115. I can have intercourse only some of the time    1. Yes   2. No 

116. My erections are definitely impaired    1. Yes   2. No 

117. I am able to have intercourse, but am unable to ejaculate  1. Yes   2. No 

118. I have "dry orgasms" and afterward my urine looks milky  1. Yes   2. No 

119. I have been unable to have erections or they have been impaired since I started taking a 

medication_____________ 

120. Other situation, please describe_______________________ 

121. None of the above apply 

122. How long have you had difficulty with erectile function? 0. I do not have this difficulty 

           1. Less than 3 months 

         2. 3 to 6 months 

         3. 7 to 12 months 

          4. 13 months to 5 years 

         5. More than 5 years 

         6. As long as I can remember 

123. Is this difficulty getting:  0. I have not had difficulty 

      1. Much worse 

     2. Somewhat worse 

     3. Staying the same 

     4. Somewhat better 

     5. Much better 

     6. Completely gone 

124. In the past year, without sunglasses or tinted glasses, has bright light bothered your eyes? 

1. Never 2. Occasionally 3. Frequently  4. Constantly 

125. How severe is this sensitivity to bright light? 

1. Mild    2. Moderate    3. Severe 

126 In the past year, have you had trouble focusing your eyes? 

1. Never 2. Occasionally 3. Frequently  4. Constantly 

127 How severe is this focusing problem? 

1. Mild    2. Moderate    3. Severe 

128 In the past year, have you had blurred vision? 

1. Never 2. Occasionally 3. Frequently  4. Constantly  

129 How severe is this blurred vision? 

1. Mild    2. Moderate    3. Severe 

130 In the past year, have you had difficulty seeing at night? 

1. Never 2. Occasionally 3. Frequently  4. Constantly 

131 How severe is this night vision problem? 

1. Mild    2. Moderate    3. Severe 

132 In the past year, has the same degree of light seemed: 

1. Excessively dimmer 2. Much dimmer  3. About the same 4. Much brighter 5. Excessively 

brighter 

133. Which one of the following eye symptoms is the most troublesome for You? (Check only one) 

0. None  1. Trouble Focusing  2. Blurred Vision  3. Difficulty seeing at night 
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134 How long have your had this most troublesome eye symptom? 

0.I don't have any of these symptoms 

1. Less than 3 months 

2. 3 to 6 months 

3. 7 to 12 months 

4. 13 months to 5 years 

5. More than 5 years 

6. As long as I can remember 

135 Is this most troublesome symptom with your eyes getting: 

0. I don't have any of these symptoms 

1. Much worse 

2. Somewhat worse 

3. Staying the same 

4. Somewhat better 

5. Much better 

6. Completely gone 

136. In the past year, have you ever noticed or been told that while sleeping you stop breathing for several seconds?

      1. Yes   2. No 

137. In the past year, have you ever noticed or been told that while sleeping you snore loudly? 

      1. Yes   2. No 

Have you ever been told you have or been diagnosed as having: 

138. Narcolepsy?      1. Yes   2. No  3. Don’t know 

139. Obstructive sleep apnoea?    1. Yes   2. No  3. Don’t know  

140. Abnormal or disordered sleep patterns?   1. Yes   2. No  3. Don’t know 

141 Currently, how refreshing and restorative is your sleep? 

1. Not at all restorative - derive no benefit 

2. Some slight restorative value 

3. Restorative, but not adequate 

4. Relatively satisfactory 

5. Very satisfactory - feel completely refreshed 

142 Compared with a year ago, how would you rate your own sleep over the last month? 

1. Last month was much worse than a year ago 

2. Last month was slightly worse than a year ago 

3. Last month was about the same as a year ago 

4. Last month was slightly better than a year ago 

5. Last month was much better than a year ago 

143. Have you ever in your adult life had difficulty getting to sleep or staying asleep once you were asleep?  

      1. Yes   2. No 

144. In the past year, have you ever noticed or been told that during the day you sometimes breathe very loudly( e.g., 

croup)?     1. Yes   2. No 

Fig 4.3 Composite Autonomic symptom Scale 
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4.5.3.2 Leeds assessment of neuropathic symptoms and signs (LANSS)
355

, (Table 4.5).  

This is a pain scale used to identify patients in whom neuropathic mechanisms 

dominate their pain experience. Developed based on 60 patients with nociceptive 

and neuropathic pain and validated in a further 40 patients. It is a seven-item 

instrument which includes 5 self report questions and two sensory tests (with the 

physician present). A cut-off point of 12 is sensitive (83%) and specific (87%) 

for differentiating between neuropathic and non-neuropathic pain. It assesses 

five types of pain (thermal, dysesthesia, paroxysmal, evoked and autonomic 

dysfunction).  

 

Question Answer Score 

1) In the area where you have pain, do you also have 

‘pins and needles’, tingling or prickling sensations? 

Yes 

 

No 

5 

 

0 

2) Does the painful area change colour (look mottled 

or more red) when the pain is particularly bad? 

Yes 

 

No 

 

5 

 

0 

3) Does your pain make the affected skin abnormally 

sensitive to touch?  

(Getting unpleasant sensations or pain when lightly 

stroking the skin might describe this.) 

Yes 

 

No 

3 

 

0 

4) Does your pain come on suddenly and in bursts for 

no apparent reason when you are completely still? 

(Words like ‘electric shocks’, jumping and bursting 

might describe this.) 

Yes 

 

No 

2 

 

0 

5) In the area where you have pain, does your skin feel 

unusually hot like a burning pain? 

Yes 

 

No 

 

1 

 

0 

6) Gently rub the painful area with your index finger 

and then rub a non-painful area (for example, an area 

of skin further away or on the opposite side from the 

painful area). 

How does this rubbing feel in the painful area? 

I feel discomfort (like 

pins and needles, tingling 

or burning) different from 

the normal area. 

No difference 

 

5 

 

 

 

0 

7) Gently press on the painful area with your finger tip 

then gently press in the same way onto a non-painful 

area (the same non-painful area that you chose in the 

last question). 

How does this feel in the painful area? 

I feel numbness or 

tenderness in the painful 

area different from the 

normal area. 

No difference 

 

3 

 

 

 

0 

  

             Total 

 

Table 4.5 Leeds assessment of neuropathic symptoms and signs questionnaire. 
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4.5.4 Analysing results 

 

All demographic data were expressed as mean and standard deviation. Statistical 

analysis used was Wilcoxon matched-pairs rank test unless otherwise stated. 

Cardiac autonomic tests were expressed as mean and standard deviation in 

tables; mean, minimum and maximum values graphically and/or expressed as 

percentage of the AFD subjects with abnormal tests over total AFD subjects 

tested. Plasma catecholamines were expressed as mean and standard deviation 

and subdivided based on supine or tilted position, sex or type of mutation. 

QSART data was compared to normative data from Sletten et al 2010
356

 and 

COMPASS scores were compared to normative data from Suarez et al
353

 as no 

controls were recruited for this study. Statistical analysis used to compare study 

population with normative data was the 1 sample t-test. 

 

 

4.6 Results 

 

4.6.1 Cardiac autonomic function tests 

 

Demographics (Table 4.6). 

No control group was recruited. 24 AFD subjects were recruited; 9 males and 15 

females with a mean age of 42.8 ± 15.9 years, majority were on ERT (79.2%) 

and had a missense mutation (75.0%).  

 

 n = 24 

Age (years) 42.8 ± 15.9 

Sex 9 males, 15 females 

ERT, n (%) 19 (79.2%) 

Missense mutations, n (%) 18 (75.0%) 

MSSI 16.5 ± 8.8 

iGFR (ml/min/1.73m2) 82.7 ± 24.9 

UACR (mg/mmol Cr) 12.6 ± 23.4 

UPCR (mg/mmol Cr) 26.6 ± 36.1 

LVMI (g/m2) 97.4 ± 34.4 

 
Table 4.6.  Demographic data for cardiac autonomic tests. 
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Head tilt (Fig 4.4 – 4.6, Table  4.7) 

Mean systolic, diastolic and mean arterial pressure (MAP) rose in AFD subjects 

from 0 to 9 minutes with an appropriate rise in HR. Systolic BP drop of ≥ 

20mmHg was present in 1 male and 1 female at 1 minute, 1 female at 3 minutes 

and 1 female at 6 minutes. Diastolic BP drop of ≥ 10mmHg was present in 1 

female at 1 minute. HR fall or a rise of < 5 bpm was present in 1 male and 5 

females at 1 minute, 1 male and 4 females at 3 minutes, 1 male and 2 females at 

6 minutes and 2 females at 9 minutes. 

 

Isometric, mental arithmetic and cold pressor test (Fig 4.7, Table 4.8) 

Mean increase in systolic and diastolic BP in all AFD subjects was present in all 

3 pressor tests but HR only rose for isometric exercise and not the mental 

arithmetic or cold pressor tests (mean change in HR was 6.2 ± 11, 0.2 ± 6.7 and 

1.4 ± 9.7 bpm respectively). When analysed according to sex of subjects, there 

was no significant rise in HR in males and females for the mental arithmetic and 

cold pressor tests. Reviewing each subject individually, in the isometric exercise 

trial patient 23 had poor response in systolic BP, diastolic BP and HR response, 

in the mental arithmetic exercise, trial patients 15, 18 and 35 had a poor 

responses, and in the cold pressor exercise trial patient 17 had a poor response. 

 

Respiratory sinus arrhythmia (Fig 4.8, Table 4.9) 

The mean change in HR for all subjects, males and females were 20.8 ± 8.7, 

26.1 ± 7.3 and 17.2 ± 7.9 bpm respectively. Of the 22 AFD subjects who 

completed this test, only 2 females had an abnormal HR response to deep 

breathing; trial number 14 had a minimal HR rise of 4bpm and trial number 1 

had a modest HR rise of 7bpm. 

 

Hyperventilation (Fig  4.9,Table 4.10) 

The mean change in HR for all subjects, male and females were 14.2 ± 12.1, 

19.8 ± 13.8 and 10.1 ± 9.2 bpm respectively. Of the 21 AFD subjects who 

completed this test, 2 males and 8 females had HR rises of < 10 bpm (range from 

-1 to 6 bpm change in HR).  
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Valsalva manoeuvre (Fig 4.10, Table 4.11) 

The mean HR at rest was 66.5 ± 10.7 bpm rising to 88.9 ± 14.1 bpm in phase II 

with an appropriate fall to 57.0 ± 9.7 bpm in phase IV. The mean Valsalva ratio 

was 3.4 ± 2.9. Individually reviewing results showed that 1 male and 2 females 

had valsalva ratios of < 1.0 (abnormal).  

 

Summary of cardiac autonomic tests (Table 4.12) 

0 to 15% of AFD patients had an abnormality in 1 of the sympathetic cardiac 

autonomic tests, 9.1 to 47.6% of AFD patients had an abnormality in of the 

parasympathetic cardiac autonomic tests and 16.7 to 23.8% of AFD patients had 

an abnormality in 1 of the sympathetic and parasympathetic cardiac autonomic 

tests. 
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 0 min 1 min 3 min 6 min 9 min 0 vs 3 min 

All (n=21)       

Systolic (mmHg) 106.8 ± 11.9 108.4 ± 16.1 109.6 ± 11.4 112.8 ± 14.1 111.8 ± 14.5 ns 

Diastolic (mmHg) 58.8 ± 8.1 64.0 ± 8.5 66.1 ± 7.3 66.5 ± 11.7 65.5 ±8.8 p = 0.0005 

MAP (mmHg) 76.2 ± 8.9 82.2 ± 10.8 85.0 ± 8.6 84.8 ± 12.6 85.5 ± 9.2 p = 0.0004 

HR (bpm) 66.9 ±10.5 76.3 ± 11.9 76.7 ± 10.4 77.7 ± 10.8 77.5 ± 9.5 P = 0.0001 

Males (n=9)       

Systolic (mmHg) 113.3 ± 10.3 111.9 ± 18.6 114.1 ± 14.4 116.3 ± 18.2 116.4 ± 16.9 ns 

Diastolic (mmHg) 60.3 ± 9.1 66.4 ± 10.5 68.9 ± 9.0 69.0 ± 12.3 67.9 ± 11.4 p = 0.0091 

MAP (mmHg) 79.7 ± 9.6 85.6 ± 14.4 90.7 ± 9.6 88.2 ± 13.2 89.2 ± 9.6 p = 0.0091 

HR (bpm) 64.8 ± 8.2 76.3 ± 9.3 77.9 ± 9.0 77.9 ± 7.9 77.7 ± 8.7 p = 0.0039 

Females (n=12)       

Systolic (mmHg) 101.8 ± 10.8 105.8 ± 14.2 106.3 ± 7.5 110.1 ± 10.1 108.3 ±12.0 ns 

Diastolic (mmHg) 57.8 ± 7.6 62.2 ± 6.6 64.1 ± 5.3 64.7 ± 11.3 63.8 ± 6.2 p = 0.0262 

MAP (mmHg) 73.6 ± 7.7 79.9 ± 6.7 80.7 ± 4.7 82.2 ± 12.1 82.8 ± 8.1 p = 0.0161 

HR (bpm) 68.4 ± 12.1 76.4 ± 13.9 75.8 ± 11.7 77.5 ± 12.9 77.3 ± 10.5 p = 0.0058 

Table 4.7. Mean and SD of systolic, diastolic, MAP and HR of AFD patients for head tilt test. Statistical analysis used is Wilcoxon matched-pairs rank test.
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Blood Pressure and Heart Rate Change Tilt Table test (All)
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Fig 4.4. Head tilt test in all AFD patients; (A) Mean, minimum and maximum of the systolic, diastolic and mean arterial BP, and HR at 0, 1, 3, 6 and 9 minutes, (B) 

Percentage of AFD patients with abnormal responses at 1, 3, 6 and 9 minutes. 
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Blood Pressure and Heart Rate Change Tilt Table test  (Males)
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Fig 4.5. Head tilt test in male AFD patients; (A) Mean, minimum and maximum of the systolic, diastolic and mean arterial BP, and HR at 0, 1, 3, 6 and 9 minutes, (B) 

Percentage of AFD patients with abnormal responses at 1, 3, 6 and 9 minutes. 
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Blood Pressure and Heart Rate Change Tilt Table test  (Females)
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Fig 4.6. Head tilt test in female AFD patients; (A) Mean, minimum and maximum of the systolic, diastolic and mean arterial BP, and HR at 0, 1, 3, 6 and 9 minutes, (B) 

Percentage of AFD patients with abnormal responses at 1, 3, 6 and 9 minutes. 
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 Isometric Exercise Mental Arithmetic Cold Pressor 

 Pre test Post test Change Pre vs Post 

test 

Pre test Post test Change Pre vs Post 

test 

Pre test Post test Change Pre vs Post 

test 

All N = 20 N = 20 N = 17 

Systolic 

(mmHg) 

108.2 ± 

12.1 

133.9 

±23.8 

25.8 ± 15.6 p < 0.0001 110.6 ± 

15.2 

122.7 

±18.9 

12.1 ± 10.5 p = 0.0003 112.5 ± 

17.9 

136.3 ± 

22.5 

23.8 ± 14.0 p = 0.0003 

Diastolic 

(mmHg) 

59.0 ± 9.0 75.5 ± 12.6 16.5 ± 10.5 p = 0.0001 63.0 ± 8.6 68.0 ± 11.0 5.0 ± 4.6 p = 0.0012 60.2 ± 9.9 75.9 ± 13.7 15.8 ± 9.9 p = 0.0005 

MAP 

(mmHg) 

78.3 ± 9.6 101.1 ± 

17.8 

22.8 ± 12.5 p < 0.0001 82.6 ± 9.6 89.0 ± 14.3 6.5 ± 7.4 p = 0.0017 79.5 ± 11.2 100.8 ± 

16.3 

21.3 ± 12.7 p = 0.0005 

HR 

(bpm) 

64.6 ±10.9 70.9 ± 13.7 6.2 ± 11.1 p = 0.0083 70.0 ± 10.7 70.2 ± 8.9 0.2 ± 6.7 ns 67.7 ±10.9 69.1 ± 13.7 1.4 ± 9.7 ns 

Males N = 9 N = 9 N= 7 

Systolic 

(mmHg) 

112.0 ± 

13.44 

150.0 ± 

22.1 

38.0 ± 13.5 p = 0.0039 118.6 ± 

12.9 

132.1 ± 

16.6 

13.6 ±15.2 ns 126.0 ± 

13.9 

148.4 ± 

21.7 

22.4 ± 18.3 p = 0.0223 

Diastolic 

(mmHg) 

60.9 ± 10.0 84.7 ± 10.1 23.8 ± 8.9 p = 0.0039 67.1 ± 7.9 74.3 ± 9.8 7.2 ± 4.4 p = 0.0138 64.9 ± 11.7 78.9 ± 16.5 14.0 ± 11.0 p = 0.0313 

MAP 

(mmHg) 

81.6 ± 7.6 113.9 ± 

15.2 

32.2 ± 10.8 p = 0.0090 87.7 ± 6.6 95.8 ± 12.1 8.1 ± 6.9 p = 0.0091 88.7 ± 8.0 106.6 ± 

18.3 

17.9 ± 14.5 p = 0.0343 

HR 

(bpm) 

65.3 ± 7.8 74.8 ±13.9 9.4 ± 16.1 Ns 70.8 ± 7.9 71.3 ± 6.3 0.6 ± 9.1 ns 71.1 ± 7.6 66.9 ± 12.5 -4.3 ± 

11.38 

ns 

Females N = 11 N = 11 N = 10 

Systolic 

(mmHg) 

105.0 ± 

10.5 

120.7 ± 

16.3 

15.7± 8.3 p = 0.0038 104.0 ± 

14.2 

114.9 

±17.6 

10.9 ± 4.7 p = 0.0038 103.0 ± 

14.1 

127.8 ± 

19.8 

24.8 ± 11.2 p = 0.0059 

Diastolic 

(mmHg) 

57.5 ± 8.4 68.0 ± 9.1 10.6 ± 7.6 p = 0.0058 59.6 ±7.9 62.7 ± 9.2 3.1 ± 4.1 p = 0.0492 56.9 ± 7.3 73.9 ± 11.9 17.0 ± 9.5 p = 0.0020 

MAP 

(mmHg) 

75.6 ± 10.6 90.6 ± 12.1 14.9 ±7.4 p = 0.0038 78.3 ± 9.9 83.5 ± 14.1 5.1 ±7.8 ns 73.1 ± 8.2 96.8 ± 14.3 23.7 ± 11.3 p = 0.0059 

HR (bpm) 64.1 ± 13.3 67.6 ± 13.3 3.5 ± 3.1 P = 0.0122 69.3 ± 13.0 69.2 ± 10.9 -0.1 ± 4.5 ns 65.3 ± 12.5 70.6 ± 15.0 5.3 ± 6.4 ns 

 

Table 4.8. Summary of AFD patients systolic, diastolic, mean arterial BP and HR for isometric, mental arithmetic and cold pressor tests. Results are mean and SD. Statistical 

analysis used is the Wilcoxon matched-rank pairs test.
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Fig 4.7. Isometric exercise, mental arithmetic and cold pressor tests in AFD patients. Mean, minimum and 

maximum of the systolic, diastolic and mean arterial BP, and HR; pre and post test. 
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Fig 4.8. Respiratory sinus arrhythmia test with mean and SD of minimum and maximum HR in all male 

and female AFD patients. 

 

 

 Minimum HR Maximum HR Difference Pre vs Post test 

All (n = 22) 54.7 ± 8.2 75.5 ± 12.8 20.8 ± 8.7 p < 0.0001 

Male (n = 9) 55.2 ± 8.0 81.3 ± 9.6 26.1 ± 7.3 p = 0.0091 

Female (n=13) 54.3 ± 8.7 71.5 ± 13.4 17.2 ± 7.9 p = 0.0017 

 

Table 4.9. Summary of respiratory sinus arrhythmia data showing mean and SD. Statistical analysis used 

is the Wilcoxon matched-pairs rank test.   
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Fig 4.9. Hyperventilation test with mean, minimum and maximum HR pre and post test in all, male and 

female AFD patients. 

 

 

 Pre test Post test Change Pre vs Post test 

All HR (n = 21) 66.1 ± 10.3 80.3 ± 15.7 14.2 ± 12.1 p < 0.0001 

Male HR (n = 9) 66.1 ± 7.7 85.9 ± 12.0 19.8 ± 13.8 p = 0.0078 

Female HR (n = 12) 66.0 ± 12.2 76.1 ± 17.3 10.1 ± 9.2 p = 0.0025 

 

Table 4.10. Summary of data from hyperventilation test showing mean and SD of HR pre and 30 seconds 

after start of the test. Statistical analysis used is the Wilcoxon matched-pairs rank test.   
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Fig 4.10. Graph of all AFD patients HR during Valsalva manoeuvre. 

 

 

 Rest Phase II Phase IV Valsalva Ratio 

All HR (n = 19) 66.5 ± 10.7 88.9 ± 14.1 57.0 ± 9.7 3.4 ± 2.9 

Male HR (n = 9) 68.1 ± 9.3 94.4 ± 11.5 56.3 ± 10.2 3.1 ± 2.2 

Female HR (n = 10 ) 65.0 ± 12.2 83.9 ± 14.8 57.6 ± 9.9 3.6 ± 3.5 

 

Table 4.11. Summary of data from valsalva manoeuvre test showing mean and SD of HR during the rest 

phase, phase II and phase IV and the valsalva ratio.  

 

 

 



137 | P a g e  
 

Type of Test Name Number Definition of abnormal test Abnormal 

test 

Trial number % 

abnormal 

Sympathetic 

 

Head Tilt N = 21 Systolic  BP drop > 20mmHg at 3 minutes 1 Female 11 4.8 

Sympathetic 

 

Head Tilt N = 21 Diastolic BP drop > 10mmHg at 3 minutes None none 0 

Parasympathetic and 

sympathetic 

Head Tilt N = 21 HR drop or < 5 bpm rise at 3 minutes 1 Male 

4 Females 

13, 14, 19, 22, 23 23.8 

Sympathetic Isometric Exercise N = 20 < 10 mmHg rise in sys, < 5mmHg rise in dias and 

<3bpm rise in HR 

1 Female 23 5 

Sympathetic Mental Arithmetic N = 20 < 10 mmHg rise in sys, < 5mmHg rise in dias and 

<3bpm rise in HR 

1 Male 

2 Females 

15, 18, 35 15 

Sympathetic Cold Pressor N = 17 < 10 mmHg rise in sys, < 5mmHg rise in dias and 

<3bpm rise in HR 

1 Male 17 5.9 

Parasympathetic  Respiratory Sinus 

Arrhythmia 

N = 22 Minimal < 5 bpm HR rise 

Modest 6-10 bpm HR rise 

2 Females   1, 14 9.1 

Parasympathetic Hyperventilation N = 21 < 10 bpm rise in HR 2 Males 

8 Females 

1, 4, 8, 11, 13, 14, 19, 22, 

23, 49 

47.6 

Parasympathetic and 

sympathetic 

Valsalva Manoeuvre N = 18 Valsalva ratio < 1.0 1 Male 

2 Females 

9, 22, 23 16.7 

 
Table 4.12. Summary of cardiac autonomic tests abnormalities in AFD patients.
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4.6.2 Plasma catecholamines (Fig 4.11 - 4.12, Table 4.13) 

 

No control group was recruited. 20 AFD subjects were recruited; 9 males and 11 

females with a mean age of 40.9 ± 15.4 years, majority were on ERT (81.0%) 

and had a missense mutation (66.7%). Mean plasma noradrenaline level was 

236.6pg/ml in a supine position with a significant rise to 306.9pg/ml in a tilted 

position. Mean plasma adrenaline level rose from 39.9pg/ml in a supine position 

to 54.2pg/ml in a tilted position. There was no difference in plasma 

noradrenaline or adrenaline levels in AFD subjects when subdivided by sex or 

type of mutation (Fig  4.12). 

 

 

 n = 20 

Age (years) 40.9 ± 15.4 

Sex 9 males, 11 females 

ERT, n (%) 17 (81.0%) 

Missense mutation, n (%) 14 (66.7%) 

Plasma Noradrenaline [supine] (pg/ml) 236.6 ± 58.1 

Plasma Noradrenaline [tilted], (pg/ml) 306.9 ± 71.1 

Plasma Adrenaline [supine], (pg/ml) 39.9 ± 20.5 

Plasma Adrenaline [tilted], (pg/ml) 54.2 ± 31.6 

MSSI 17.5 ± 9.0 

iGFR (ml/min/1.73m2) 80.5 ± 25.4 

UACR (mg/mmol Cr) 14.2 ± 25.3 

UPCR (mg/mmol Cr) 28.9 ± 38.2 

LVMI (g/m2) 99.4 ± 35.1 

 

Table 4.13. Demographics of AFD patients tested for plasma catecholamine levels. Mean and SD of 

results are shown. 
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Fig 4.11. Plasma noradrenaline and adrenaline levels in supine and tilted positions for AFD patients. Statistical analysis used was Wilcoxon matched-pairs rank test. 
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Fig 4.12. Plasma catecholamine levels in AFD categorised by (A) sex and (B) mutation type. 
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4.6.3 QSART (Fig 4.13, Table 4.14 – 4.15) 

 

No control group was recruited. 20 AFD subjects were recruited; 8 males and 12 

females with a mean age of 41.7 ± 15.9 years, majority were on ERT (75.0%) 

and had a missense mutation (80.0%). Mean baseline sweat rate was 54.8 ± 12.8 

nL/min and mean total sweat volume was 0.69 ± 0.53 μL/cm
2
. Comparing our 

AFD population with controls from Sletten et al
356

 there was no significant 

difference in median total sweat volume in males and females or median latency 

in males (Table 4.15). Comparing total sweat volumes in AFD subjects showed 

no significant difference when subdivided for age, sex of type of mutation (Fig 

4.13).  

 

 n = 20 

Age (years) 41.7 ± 15.9 

Sex 8 males, 12 females 

ERT, n (%) 15 (75.0%) 

Missense mutation, n (%) 16 (80.0%) 

Baseline Sweat (nL/min) 54.8 ± 12.8 

Latency (min) 1.7 ± 0.6 

Total Sweat volume (μL/cm2) 0.69 ± 0.53 

MSSI 15.2 ± 8.7 

iGFR (ml/min/1.73m2) 84.6 ± 24.2 

UACR (mg/mmol Cr) 12.0 ± 24.8 

UPCR (mg/mmol Cr) 25.1 ± 38.0 

LVMI (g/m2) 93.2 ± 30.9 

Table 4.14. Showing demographic data for AFD population tested with Q Sweat machine. 

 

  Control M 

(n=44) 

Control F 

(n=50) 

AFD M (n=8) AFD F (n=12) 

Total sweat 

volume (μl/cm2) 

Median 1.3 0.5 0.90 0.47 

 Min 0.3 0.1 0.11 0.18 

 Max 3.9 2.4 1.70 1.27 

Latency (mins) Median 1.7 2.0* 1.8 1.7* 

 Min 1.0 0.2 0.6 1.1 

 Max 3.0 3.5 2.8 2.6 

Table 4.15. Summary of Q-Sweat data in AFD patients comparing with normative data from Sletten et al 

2010
356

. *No significant difference using 1 sample t-test except for median latency between AFD females 

compared with control females. 

 



142 | P a g e  
 

AFD M AFD F
0.0

0.5

1.0

1.5

2.0

T
o

ta
l 
S

w
e
a
t 

V
o

lu
m

e
 (


L
/c

m
2
)

Missense Not Missense
0.0

0.5

1.0

1.5

2.0

T
o

ta
l 
S

w
e
a
t 

V
o

lu
m

e
 (


L
/c

m
2
)

< 40  40
0.0

0.5

1.0

1.5

2.0

Age (Years)

T
o

ta
l 
S

w
e
a
t 

V
o

lu
m

e
 (


L
/c

m
2
)

 

Fig 4.13. Total sweat volume in AFD patients comparing sex, type of mutation and age. Statistical 

analysis used was the Mann Whitney U-test. 
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4.6.4 LANSS and COMPASS scores (Fig 4.14 – 4.16, Table 4.16 – 4.17) 

 

No control group was recruited. 37 AFD subjects were recruited; 16 males and 

21 females with a mean age of 47.3 ± 15.0 years, majority were on ERT (65.7%) 

and had a missense mutation (78.4%). 

Mean LANSS score was 6.4 ± 8.0 and 11 out of 37 (29.7%) has LANSS score ≥ 

12 indicating significant neuropathic pain
355

. No significant difference in 

LANSS scores in AFD patients differentiated for age, sex, type of AFD mutation 

or treated with ERT. Multiple regression analysis for LANSS scores showed no 

significant correlation (Data not shown). 

Mean COMPASS score was 34.5 ± 25.3 for AFD subjects which is significantly 

higher than controls (NML) and peripheral neuropathy (PN) groups and 

significantly lower than neurogenic autonomic failure (NAF) groups from 

Suarez et al
353

 who had mean levels of 9.8 ± 9, 25.9 ± 17.9 and 52.3 ± 24.2 

respectively (Fig 4.15). The most common COMPASS subscores for AFD 

subjects was pupillomotor, gastroparesis and sleep subscores and least common 

was reflex syncope. In AFD subjects all COMPASS subscores were higher than 

controls except for the reflex syncope subscore. When AFD subjects were 

compared to PN and NAF groups there was no difference in subscores for 

urinary and vasomotor. In the pupillomotor subscore AFD subjects had a 

significantly higher mean score than PN and NAF groups. Also AFD subjects 

had a significantly lower mean score for male sexual dysfunction when 

compared to PN and NAF groups. For orthostatic intolerance and secretomotor 

subscores AFD subjects had similar mean scores to PN group but lower than 

NAF group but for gastrointestinal symptoms (gastroparesis, diarrhoea and 

constipation) and sleep subscores had significantly higher means to PN group 

but similar to the NAF group (Table 4.17). 
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 n = 37 

Age (years) 47.3 ± 15.0 

Sex 16 males 

21 females 

ERT, n (%) 23 (65.7%) 

Missense mutation, n(%) 29 (78.4%) 

COMPASS score 34.5 ± 25.3 

LANSS score 6.4 ± 8.0 

LANSS score ≥ 12 6 males, 5 females (no significant difference, Fisher’s exact test) 

4 not on ERT, 7 on ERT (no significant difference, Fisher’s exact test) 

MSSI 16.6 ± 9.8 

iGFR (ml/min/1.73m2) 84.0 ± 25.4 

UACR (mg/mmol Cr) 11.2 ± 19.2 

UPCR (mg/mmol Cr) 26.1 ± 28.7 

LVMI (g/m2) 101.3 ± 45.9 

 

Table 4.16 Demographic data on AFD population studied for COMPASS and LANSS questionnaires, 

means ± SD unless otherwise stated. 
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Fig 4.14. LANSS scores of AFD patients categorised according to sex, age, type of mutation and whether 

on ERT.  
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Fig 4.15. Comparison of mean total COMPASS scores of AFD patients in current study to population 

from Suarez et al 1999
353

. Statistical analysis used was the 1 sample t-test. 
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Fig 4.16. Comparison of mean COMPASS subscores of AFD patients in current study to population from 

Suarez et al 1999
353

.
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Domain Maximum 

Score 

Control (C), n=41 Peripheral neuropathy (PN), n = 

33 

Neurogenic autonomic 

failure (NAF), n=39 

AFD, n=37 AFD 

vs C 

AFD 

vs PN 

AFD vs 

NAF 

  Mean % > 0 Range Mean % > 0 Range Mean % > 0 Range Mean 

(Median) 

% > 0 Range    

Orthostatic 

intolerance 

40 3.6 34.2 0–17.5  8.4 51.5 0-32.5 21.6 89.7 0–37.5 9.5 

(10.0) 

59.5 0-33 p = 

0.0008 

ns p < 

0.0001 

Secretomotor 20 0.9 31.7 0-6.2 3.7 75.8 0-12.3 6.5 94.9 0-16.9 3.2 

(2.0) 

64.9 0-12 p = 

0.0003 

ns p < 

0.0001 

Male sexual 

dysfunction 

30 0.6 21.7 0-8.6 5.8 75.0 0-12.9 9.5 71.4 0-19.3 3.3 

(0.0) 

37.5 0-12 P = 

0.0343 

p = 

0.0407 

p < 

0.0001 

Urinary 20 0.8 31.7 0-4 1.3 45.5 0-8 2.9 69.2 0-14 2.6 

(0.0) 

48.6 0-18 p = 

0.0130 

ns ns 

Gastroparesis 10 0.5 22.0 0-5.7 0.7 36.4 0-4.3 2.4 59.0 0-10 2.8 

(2.0) 

81.1 0-10 p < 

0.0001 

p < 

0.001 

ns 

Diarrhoea 20 1.5 29.3 0-8 2.8 33.3 0-16 4.2 46.2 0-16 5.2 

(6.0) 

62.2 0-17 p < 

0.0001 

p = 

0.0049 

ns 

Constipation 10 0.6 34.2 0-7.1 1.1 42.4 0-7.1 2.5 66.7 0-10 2.3 

(0.0) 

48.6 0-8.0 p = 

0.0006 

p = 

0.0113 

ns 

Pupillomotor 5 0.4 36.6 0-1.8 0.7 60.6 0-4.1 1.6 82.1 0-4.5 2.1 

(2.0) 

86.5 0-5.0 p < 

0.0001 

p < 

0.0001 

p = 

0.0237 

Vasomotor 10 0.4 7.3 0-6.3 2.3 39.4 0-7.5 2.2 38.5 0-8.1 2.4 

(2.0) 

75.7 0-11 p < 

0.0001 

ns ns 

Reflex syncope 20 0 0 0-0 0.2 6.1 0-4.0 0.9 23.1 0-4.0 0.1 

(0.0) 

2.7 0-4.0 ns ns p < 

0.0001 

Sleep 15 0.8 34.2 0-6 1.8 57.6 0-8.3 2.4 56.4 0-12 2.9 

(2.0) 

81.1 0-8.0 p < 

0.0001 

p = 

0.0032 

ns 

Male 

Female 

200 

170 

         32.9 

35.8 

93.8 

95.2 

0-83 

0-105 

   

Table 4.17. Summary of Compass total and subscores in AFD patients compared with Suarez et al 1999 study population353. Statistical analysis used was the 1 sample t-test. 
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4.7 Discussion 

 

The result of this study has demonstrated there is some evidence of cardiac autonomic 

dysfunction in AFD patients on formal cardiac autonomic screening tests, but screening 

tests for sympathetic or parasympathetic function are not consistently abnormal in the 

individual patients. No AFD patients in this study consistently had abnormal 

sympathetic nervous system tests (head tilt, isometric exercise, mental arithmetic and 

cold pressor tests). Only 2 female patients, both already on ERT (9.5% of test group) 

had abnormalities in parasympathetic screening tests (respiratory sinus arrhythmia and 

hyperventilation tests). This supports the studies by Morgan et al
347

 and Biegstraaten et 

al
346

 who concluded that autonomic control of the cardiovascular system is normal. 

More recently Hilz et al assessed reduced baroreflex sensitivity in response in 

sympathetic
357

 and parasympathetic
358

 challenge  in untreated AFD males which 

normalised with ERT (18 to 23 months)
357, 358

. This suggested possible subclinical 

autonomic dysfunction in AFD males (asymptomatic from autonomic symptoms). 

Postganglionic nerve fibres of the sympathetic reflex arc mostly secrete adrenaline and 

noradrenaline as its neurotransmitters. Plasma noradrenaline and adrenaline 

concentrations maybe a reflection of sympathetic vasoconstrictor activity and be an 

indirect measure of activation of sympathetic efferents however, many factors influence 

noradrenaline and adrenaline concentrations in plasma. In the head up tilt the plasma 

noradrenaline and adrenaline concentrations increased which may reflect the ability in 

AFD patients to increase sympathetic nerve activity suggesting normal sympathetic 

neuroendocrine function.  

Nearly a third (29.7%) of our cohort of AFD patients had significant neuropathic pain, 

reflected by a LANSS score of ≥ 12. Eventhough there was no significant difference in 

LANSS scores when analysed based on sex, age, type of mutation and treated with 

ERT, there was a tendency for the mean LANSS scores to be higher in males, older 

AFD patients, AFD patients with a non-missense mutation and AFD patients on ERT. 

To delineate this possible difference a much larger cohort of AFD patients would be 

needed. COMPASS scores in AFD were significantly higher than COMPASS scores 

from the control cohort described by Suarez et al
353

 and significantly higher than the 

cohort with peripheral neuropathy but lower than the cohort with neurogenic autonomic 

failure. Higher mean COMPASS scores in AFD patients compared to controls were also 

shown by Biegstraaten et al
346

 especially in the orthostatic intolerance, vasomotor 
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impairment and gastroparesis subgroups. In our cohort all subgroups had a significantly 

higher COMPASS score, except for the reflex syncope subgroup, than controls. Also 

COMPASS subscores in AFD patients for orthostatic intolerance and secretomotor 

subscores were similar to peripheral neuropathy patients and gastroparesis, diarrhoea 

and constipation subscores were similar to the neurogenic autonomic failure patients. 

This reflects a varied distribution of autonomic symptoms in AFD (COMPASS score 

range of 0 to 150). 

In this cohort of AFD patients there was no significant difference in total sweat volumes 

measured with QSART. Characteristic cytoplasmic inclusions have been observed in 

the eccrine sweat glands which may be responsible for reduced sweating
359, 360

. 

Previously one symptomatic AFD female had been shown to have anhidrosis but 

preserved basal activity and responsiveness of skin sympathetic activity
361

. This 

suggests that sweat function maybe affected due to sweat gland involvement rather than 

autonomic nervous system involvement. Schiffmann et al showed there was an acute 

improvement in sweat function 24-72 hours after ERT infusion
20

, demonstrating 

abnormal sweat function of AFD patients was partly due to a functional defect at the 

sweat gland level rather than a gross structural abnormality or autonomic neuropathy. In 

our study, we were unable to demonstrate abnormal sweat function in our cohort as 

majority (75%) of our cohort were already on treatment with ERT. We can say that the 

prevalence of abnormal total sweat volumes in this cohort of AFD patients was not 

significantly different to previous documented control population. Our results of no 

conclusive autonomic dysfunction in AFD patients, fits with Moller et al’s conclusions 

that reduced sweat output is not because of dysfunction of the autonomic innervations 

(preserved sympathetic responses) but in addition they showed a reduced skin flare 

response
362

 and together with loss of C-fibers in skin biopsies
340

, suggested that C-fiber 

dysfunction may contribute to sweat dysfunction in AFD patients. 

Overall AFD patients have significant symptoms of neuropathic pain and symptoms of 

autonomic dysfunction but not at the same level as patients with autonomic failure. 

Clinical testing does not show consistent abnormality in the sympathetic or 

parasympathetic systems in males or females but this disease is heterogeneous with 

significant variability that mild symptoms or signs may not be clinically evident on 

clinical testing. This is further compounded by small study populations due to this 

disease being rare. Also symptoms of autonomic dysfunction could be related to the end 
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organ damaged, rather than the autonomic reflex itself as suggested by sweat function in 

AFD patients.    

 

 

4.8 Limitations 

This study did not have a control group though data was compared to control data from 

other large published series. Again AFD numbers were small (n=20 for cardiac 

autonomic screening tests), but this would be difficult to circumvent in view of low 

prevalence of AFD. 

 

4.9 Conclusions 

This cohort of AFD patients had minimal parasympathetic autonomic cardiac 

abnormalities, normal adrenaline and noradrenaline production with head tilt, normal 

sweat production but significant symptoms of autonomic dysfunction (based on 

COMPASS) and neuropathic pain (LANSS). There is currently no definite clinical 

evidence of autonomic dysfunction but subclinical autonomic dysfunction would need 

further investigation. 
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Chapter 5. Final Discussion and Conclusion 
 

AFD is a multisystem genetic disorder with varied phenotypic manifestations. Being an 

orphan disease with large heterogeneity, recognition and diagnosis of AFD has been 

difficult. An increasing awareness of AFD and the disease burden imposed on patients 

together with the availability of therapeutic interventions to prevent or reduce disease 

progression and improve symptoms, has led to increased availability of therapy to AFD 

sufferers.  

 

Due to the slow progression of end stage cardiac or renal disease, usually more apparent 

from the third decade of life onwards, timing of the initiation of expensive therapies and 

efficacies of these available therapies need to be justified. Progression of the disease 

process has been shown to continue even with ERT, once significant damage has 

occurred to end organs. There may be a point of no return when disease burden or 

damage is irreversible. ERT is expensive and invasive therapy and in the current 

economic climate, there needs to be evidence the use of ERT would benefit the patient 

and be cost effective. This thesis examined some possible early markers of organ 

dysfunction in AFD. 

 

Renal involvement in the form of proteinuria was one of the first symptoms described 

by William Anderson. Our first study has shown that standard clinical practices of 

measuring or monitoring renal function in AFD may result in over estimation of GFR. 

The most commonly used measure of GFR has been the use of serum Cr. It is well 

known that serum Cr has large variability due to sex, age, muscle mass, ethnicity and 

laboratory techniques, to name a few. Over the years formulae have been developed to 

better estimate GFR still using serum Cr, but most of these formulae have usually been 

validated in Caucasian diabetic populations with CKD stage 3 to 5. Our aims were to 

document the most appropriate method of measuring GFR in AFD in a clinical setting, 

and in one of the largest cohorts of AFD, we have shown that the MDRD or CKD-EPI 

equations had the best eGFR compared to a clinical gold standard method. These 

equations gave the least bias and had the least number of “missed” or “over-treated” 

patients when looking at CKD Stage 1 to 3. In terms of decision on initiating ERT may 

have to be decided on a more invasive or expensive clinical test but regular monitoring 

of renal function can be done via these equations. Initiating ERT in a patient should be 
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decided with the best information available as these would mean the patient would be 

committed to a lifelong expensive and invasive therapy. We also were able demonstrate 

that a significant proportion of eGFR investigations over or underestimated GFR 

especially related to sex of the patient. CG, the Mayo quadratic equation and 24 hour 

urine Cr clearances significantly overestimated GFR but not the MDRD or CKD-EPI 

when looking at all AFD patients with CKD stages 1 to 3, but further analysis shows 

that the MDRD and CKD-EPI overestimates GFR in AFD males with CKD 1 to 3 and 

the MDRD underestimated GFR in AFD females with CKD stages 1 to 3. Based on 

these findings we conclude that the CKD-EPI is the best method for estimating GFR 

and AFD clinicians should employ this method in monitoring renal function in AFD 

patients.  

 

In the second part of our study we aimed to investigate urine α-Gal activity in AFD 

patients and healthy controls and we clearly showed that AFD males and females had 

significantly lower α-Gal activity in urine compared to controls. Next we showed that 

only the lysosomal enzyme β-hex and not chitotriosidase was raised in urine of AFD 

patients. Despite measures of glomerular function being the common assessment for 

renal involvement in AFD, histological studies have shown evidence of tubular atrophy 

and scarring in the kidney. We have shown in our study that urine β-hex is significantly 

elevated in AFD patients suggesting proximal tubular dysfunction. As urine RBP levels 

were not raised but urine β-hex activity was, this suggested a normal reabsorptive 

proximal tubular function. Increased urine β-hex activity is a reflection of renal tubular 

damage, and we recommend that urine β-hex be incorporated as part of the renal 

assessment in AFD. The reason for this recommendation is because we know that 

patients with greater proteinuria or poorer renal function despite ERT, their GFR 

deteriorates at a increased rate compared to patients with lower proteinuria or better 

renal function at baseline
10, 11, 363

. To determine earlier renal dysfunction, be it 

glomerular or tubular dysfunction we need a better array of available investigations, to 

detect earlier end organ damage. We have shown urine β-hex is increased in AFD 

patients and associated with end organ damage or disease burden. On the other hand we 

have not shown longitudinal data on whether urine β-hex activity would improve or 

normalise on ERT, and whether this would reflect clinical improvement and 

improvement in mortality and morbidity. Analysing urine β-hex activity is a fairly 

simple fluoremetric method similar to the analysis of α-Gal activity. This method 



154 | P a g e  
 

should already be available in most units managing AFD patients. Urine of AFD 

patients are already analysed as part of their routine investigations. Availability of 

equipment, method of analysis  and urine samples would mean it could be fairly straight 

forward for most units managing AFD patients to analyse urine β-hex in all their 

patients retrospectively and prospectively. This longitudinal data may help determine 

the efficacy of managing AFD patients with ERT, or future therapies such as substrate 

reduction therapy or chaperone therapy. Urine MCP-1 a marker of renal inflammation is 

also raised in AFD but we would suggest further investigation in its use in AFD 

patients, in view of small number of urine samples we analysed.  

 

Finally the third part of our study was to investigate autonomic dysfunction, plasma 

catecholamine levels and symptoms of autonomic dysfunction and neuropathic pain in 

AFD patients. We have shown that there is no significant evidence of cardiac autonomic 

system dysfunction on screening tests but AFD patients do suffer from significant 

neuropathic pain based on the LANSS questionnaire and have significant autonomic 

symptoms reflected by high COMPASS scores. 

 

In summary we have shown that the CKD-EPI equation is the best method currently for 

estimating GFR with serum Cr, urine β-hexosaminidase shows evidence of renal tubular 

dysfunction in AFD patients and should be used to determine renal dysfunction in AFD 

patients and eventhough AFD patients have symptoms of autonomic dysfunction, this is 

not evident of screening tests. 

 

This study did have its limitations and the most striking is the small number of patients 

recruited with great phenotypic heterogeneity. This resulted in a difficult analysis, in 

trying to tease out correlations with end organ damage with genotype and phenotype of 

AFD patients. Another problem encountered was the wide spread of AFD patients 

attending our unit from the United Kingdom. Recruiting for autonomic function 

screening tests, which could take an extra half a day as patients had to be taken to a 

different site (St Mary’s Hospital, Paddington, London) resulted in a poor uptake for 

recruitment and follow up data. Another difficulty was the long term follow up of 

patients. Many of the patients recruited in the study were on ERT or were to be started 

on ERT. We do not know if disease markers assessed would change with time as part of 

the natural history or improve/stabilise with the use of ERT. To improve on these 
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limitations, collaborations with other AFD units to obtain urine samples and analyse a 

cross-section and with follow up samples would improve the significance of these tests 

as markers of disease severity and progression. Also follow up samples on a 6 monthly 

basis over a 10 year period would probably give us a more robust analysis. 

 

Looking back at the study there are a few ways to take these experiments and research 

forward. More novel biomarkers in CKD have been proposed and these in the future 

should be investigated in AFD to help us in the decision making of initiating and 

monitoring efficacy of therapy. Two examples are Cystatin C and Neutrophil gelatinase 

associated lipocalin (NGAL). Cystatin C is a sensitive biomarker of kidney function in 

mild to moderate kidney disease
364

 and can predict progression of CKD
365

. In AFD, it 

has been shown that Cystatin C is a more reliable and sensitive marker of renal function 

than serum Cr or the MDRD equation
105, 366, 367

. NGAL was initially identified as an 

early biomarker of acute kidney injury
368-370

 but recent evidence suggests it may be 

involved as a mediator of CKD and urinary NGAL has been shown to be higher in 

patients with adult polycystic kidney disease who progressed more rapidly to end stage 

renal failure
371

. Also cross sectional studies have shown higher urine and serum NGAL 

in CKD due to a variety of primary causes
372-375

. 

 

Another suggestion for the future is based on a more international level of cooperation. 

Currently there are two large international databases in AFD, the Fabry Outcome 

Survey and the Fabry Registry. These international databases hope to show longitudinal 

data with respect to natural history and outcomes in AFD patients with or without 

treatment. Similar to this an international collaboration of stored samples (e.g. serum, 

urine) in AFD patients could potentially be a large research source as more novel 

markers on disease or organ progression are developed in the future. This may have 

more ethical and financial considerations but is not unfeasible. 

 

The most robust level of evidence for disease progression and effect of therapies in this 

orphan disease would be to have large prospective randomised trials looking at early 

biomarkers of end organ damage with the end point being the emergence of 

conventional features of AFD. Early biomarkers could be in the form a specific 

biochemical assays such as urine β-hexosaminidase as demonstrated in this thesis. 
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We analysed a variety of urine proteins in this thesis. A further potential tool or 

assessment in AFD patient is the use of mass-spectrometry based profiling of urinary 

proteins. Increased levels or activity of urine proteins in differing combination related to 

type of genetic mutations, sex or the use of ERT could help determine the 

pathophysiology in relation to the AFD kidney or other end organ damage, and may be 

able to distinguish whether treatment strategies are beneficial or not and even possibly 

when to initiate therapy. 

 

The link between the genetic abnormality in AFD to organ damage, which then 

manifests as patient symptoms and signs, is still not clearly understood.  Hopefully the 

identification of measurable biomarkers can help to determine the best way in managing 

the disease burden for these patients. 

 

 

  



157 | P a g e  
 

Publications and Presentations 
 

 

Poster presentations: 

 

1. Increased urine β-hexosaminidase is associated with end organ damage in 

Anderson Fabry disease. European round table on Fabry disease, Berlin, May 

2012. 

Jeevaratnam P, Baker R, Reed M, Mehta A, Unwin R, Hughes DA. 

 

2. Isotopic glomerular filtration rate is a more suitable method to monitor renal 

function in Anderson Fabry disease patients. 8
th

 International symposium on 

Lysosomal storage disorders, Paris, April 2008. 

Jeevaratnam P, Burns A, Holmes A, Reed M, Baker R, Ayto R, Mehta AB, 

Hughes DA. 

 

 

Publications: 

 

In process of submitting a manuscript titled “Increased urine β-hexosaminidase is 

associated with end organ damage in Anderson Fabry disease”. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



158 | P a g e  
 

Reference List 

 

 1.  Anderson W. A case of "angieokeratoma". Br J Dermatology 1898; 10:113-117. 

 2.  Fabry J.  Ein Beitrag zur Kenntnis der Purpura haemorrhagica nodularis (Purpura papulosa 

haemorrhagica Hebrae). Arch Dermatol Syph 1898; 43:187-200. 

 3.  Kornreich R, Desnick RJ, Bishop DF. Nucleotide sequence of the human alpha-galactosidase A 

gene. Nucleic Acids Res 1989; 17(8):3301-3302. 

 4.  Wang AM, Desnick RJ. Structural organization and complete sequence of the human alpha-N-

acetylgalactosaminidase gene: homology with the alpha-galactosidase A gene provides evidence 

for evolution from a common ancestral gene. Genomics 1991; 10(1):133-142. 

 5.  97th Congress. Orphan Drug Act. Public Law 97 - 414 1983; 96:2049-2066. 

 6.  The European Parliament and the Council of the European Union. Regulation (EC) No 141/2000 

of the European Parliament and the Council of 16 December 1999 on orphan medicinal products. 

Official Journal of the European Communities 2000; L18:1-5. 

 7.  Banikazemi M, Bultas J, Waldek S et al. Agalsidase-beta therapy for advanced Fabry disease: a 

randomized trial. Ann Intern Med 2007; 146(2):77-86. 

 8.  Beck M, Ricci R, Widmer U et al. Fabry disease: overall effects of agalsidase alfa treatment. Eur 

J Clin Invest 2004; 34(12):838-844. 

 9.  Feriozzi S, Schwarting A, Sunder-Plassmann G, West M, Cybulla M. Agalsidase alfa slows the 

decline in renal function in patients with Fabry disease. Am J Nephrol 2009; 29(5):353-361. 

 10.  Germain DP, Waldek S, Banikazemi M et al. Sustained, long-term renal stabilization after 54 

months of agalsidase beta therapy in patients with Fabry disease. J Am Soc Nephrol 2007; 

18(5):1547-1557. 

 11.  Schiffmann R, Ries M, Timmons M, Flaherty JT, Brady RO. Long-term therapy with agalsidase 

alfa for Fabry disease: safety and effects on renal function in a home infusion setting. Nephrol 

Dial Transplant 2006; 21(2):345-354. 

 12.  Schwarting A, Dehout F, Feriozzi S, Beck M, Mehta A, Sunder-Plassmann G. Enzyme 

replacement therapy and renal function in 201 patients with Fabry disease. Clin Nephrol 2006; 

66(2):77-84. 

 13.  Thofehrn S, Netto C, Cecchin C et al. Kidney function and 24-hour proteinuria in patients with 

Fabry disease during 36 months of agalsidase alfa enzyme replacement therapy: a Brazilian 

experience. Ren Fail 2009; 31(9):773-778. 

 14.  West M, Nicholls K, Mehta A et al. Agalsidase alfa and kidney dysfunction in Fabry disease. J 

Am Soc Nephrol 2009; 20(5):1132-1139. 

 15.  Wilcox WR, Banikazemi M, Guffon N et al. Long-term safety and efficacy of enzyme 

replacement therapy for Fabry disease. Am J Hum Genet 2004; 75(1):65-74. 

 16.  Hughes DA, Elliott PM, Shah J et al. Effects of enzyme replacement therapy on the 

cardiomyopathy of Anderson-Fabry disease: a randomised, double-blind, placebo-controlled 

clinical trial of agalsidase alfa. Heart 2008; 94(2):153-158. 

 17.  Imbriaco M, Pisani A, Spinelli L et al. Effects of enzyme-replacement therapy in patients with 

Anderson-Fabry disease: a prospective long-term cardiac magnetic resonance imaging study. 

Heart 2009; 95(13):1103-1107. 

 18.  Weidemann F, Breunig F, Beer M et al. Improvement of cardiac function during enzyme 

replacement therapy in patients with Fabry disease: a prospective strain rate imaging study. 

Circulation 2003; 108(11):1299-1301. 

 19.  Schiffmann R, Kopp JB, Austin HA, III et al. Enzyme replacement therapy in Fabry disease: a 

randomized controlled trial. JAMA 2001; 285(21):2743-2749. 

 20.  Schiffmann R, Floeter MK, Dambrosia JM et al. Enzyme replacement therapy improves 

peripheral nerve and sweat function in Fabry disease. Muscle Nerve 2003; 28(6):703-710. 



159 | P a g e  
 

 21.  Hoffmann B, Garcia de LA, Mehta A, Beck M, Widmer U, Ricci R. Effects of enzyme 

replacement therapy on pain and health related quality of life in patients with Fabry disease: data 

from FOS (Fabry Outcome Survey). J Med Genet 2005; 42(3):247-252. 

 22.  Hoffmann B, Beck M, Sunder-Plassmann G, Borsini W, Ricci R, Mehta A. Nature and 

prevalence of pain in Fabry disease and its response to enzyme replacement therapy--a 

retrospective analysis from the Fabry Outcome Survey. Clin J Pain 2007; 23(6):535-542. 

 23.  Hilz MJ, Brys M, Marthol H, Stemper B, Dutsch M. Enzyme replacement therapy improves 

function of C-, Adelta-, and Abeta-nerve fibers in Fabry neuropathy. Neurology 2004; 

62(7):1066-1072. 

 24.  Eng CM, Guffon N, Wilcox WR et al. Safety and efficacy of recombinant human alpha-

galactosidase A--replacement therapy in Fabry's disease. N Engl J Med 2001; 345(1):9-16. 

 25.  Dehout F, Roland D, Treille de GS, Guillaume B, Van ML. Relief of gastrointestinal symptoms 

under enzyme replacement therapy [corrected] in patients with Fabry disease. J Inherit Metab 

Dis 2004; 27(4):499-505. 

 26.  Wraith JE, Tylki-Szymanska A, Guffon N et al. Safety and efficacy of enzyme replacement 

therapy with agalsidase beta: an international, open-label study in pediatric patients with Fabry 

disease. J Pediatr 2008; 152(4):563-70, 570. 

 27.  Brady RO, Gal AE, Bradley RM, Martensson E, Warshaw AL, Laster L. Enzymatic defect in 

Fabry's disease. Ceramidetrihexosidase deficiency. N Engl J Med 1967; 276(21):1163-1167. 

 28.  Freeze H. Chapter 41 Genetic Disorders of Glycan Degradation. 2nd Edition ed. 2009. 

 29.  Sugawara K, Ohno K, Saito S, Sakuraba H. Structural characterization of mutant alpha-

galactosidases causing Fabry disease. J Hum Genet 2008; 53(9):812-824. 

 30.  Matsuzawa F, Aikawa S, Doi H, Okumiya T, Sakuraba H. Fabry disease: correlation between 

structural changes in alpha-galactosidase, and clinical and biochemical phenotypes. Hum Genet 

2005; 117(4):317-328. 

 31.  Garman SC, Garboczi DN. The molecular defect leading to Fabry disease: structure of human 

alpha-galactosidase. J Mol Biol 2004; 337(2):319-335. 

 32.  Ramaswami U, Whybra C, Parini R et al. Clinical manifestations of Fabry disease in children: 

data from the Fabry Outcome Survey. Acta Paediatr 2006; 95(1):86-92. 

 33.  Gold KF, Pastores GM, Botteman MF et al. Quality of life of patients with Fabry disease. Qual 

Life Res 2002; 11(4):317-327. 

 34.  MacDermot KD, Holmes A, Miners AH. Anderson-Fabry disease: clinical manifestations and 

impact of disease in a cohort of 98 hemizygous males. J Med Genet 2001; 38(11):750-760. 

 35.  MacDermot KD, Holmes A, Miners AH. Anderson-Fabry disease: clinical manifestations and 

impact of disease in a cohort of 60 obligate carrier females. J Med Genet 2001; 38(11):769-775. 

 36.  Vedder AC, Linthorst GE, van Breemen MJ et al. The Dutch Fabry cohort: diversity of clinical 

manifestations and Gb3 levels. J Inherit Metab Dis 2007; 30(1):68-78. 

 37.  Waldek S, Patel MR, Banikazemi M, Lemay R, Lee P. Life expectancy and cause of death in 

males and females with Fabry disease: findings from the Fabry Registry. Genet Med 2009; 

11(11):790-796. 

 38.  Deegan PB, Baehner AF, Barba Romero MA, Hughes DA, Kampmann C, Beck M. Natural 

history of Fabry disease in females in the Fabry Outcome Survey. J Med Genet 2006; 43(4):347-

352. 

 39.  Guffon N. Clinical presentation in female patients with Fabry disease. J Med Genet 2003; 

40(4):e38. 

 40.  Gupta S, Ries M, Kotsopoulos S, Schiffmann R. The relationship of vascular glycolipid storage 

to clinical manifestations of Fabry disease: a cross-sectional study of a large cohort of clinically 

affected heterozygous women. Medicine (Baltimore) 2005; 84(5):261-268. 

 41.  Kobayashi M, Ohashi T, Sakuma M, Ida H, Eto Y. Clinical manifestations and natural history of 

Japanese heterozygous females with Fabry disease. J Inherit Metab Dis 2008. 



160 | P a g e  
 

 42.  Wilcox WR, Oliveira JP, Hopkin RJ et al. Females with Fabry disease frequently have major 

organ involvement: lessons from the Fabry Registry. Mol Genet Metab 2008; 93(2):112-128. 

 43.  Wang RY, Lelis A, Mirocha J, Wilcox WR. Heterozygous Fabry women are not just carriers, but 

have a significant burden of disease and impaired quality of life. Genet Med 2007; 9(1):34-45. 

 44.  Whybra C, Kampmann C, Willers I et al. Anderson-Fabry disease: clinical manifestations of 

disease in female heterozygotes. J Inherit Metab Dis 2001; 24(7):715-724. 

 45.  Dobyns WB, Filauro A, Tomson BN et al. Inheritance of most X-linked traits is not dominant or 

recessive, just X-linked. Am J Med Genet A 2004; 129A(2):136-143. 

 46.  Redonnet-Vernhet I, Ploos van Amstel JK, Jansen RP, Wevers RA, Salvayre R, Levade T. 

Uneven X inactivation in a female monozygotic twin pair with Fabry disease and discordant 

expression of a novel mutation in the alpha-galactosidase A gene. J Med Genet 1996; 33(8):682-

688. 

 47.  Morrone A, Cavicchi C, Bardelli T et al. Fabry disease: molecular studies in Italian patients and 

X inactivation analysis in manifesting carriers. J Med Genet 2003; 40(8):e103. 

 48.  Dobrovolny R, Dvorakova L, Ledvinova J et al. Relationship between X-inactivation and 

clinical involvement in Fabry heterozygotes. Eleven novel mutations in the alpha-galactosidase 

A gene in the Czech and Slovak population. J Mol Med (Berl) 2005; 83(8):647-654. 

 49.  Migeon BR. The role of X inactivation and cellular mosaicism in women's health and sex-

specific diseases. JAMA 2006; 295(12):1428-1433. 

 50.  Maier EM, Osterrieder S, Whybra C et al. Disease manifestations and X inactivation in 

heterozygous females with Fabry disease. Acta Paediatr Suppl 2006; 95(451):30-38. 

 51.  Schafer E, Baron K, Widmer U et al. Thirty-four novel mutations of the GLA gene in 121 

patients with Fabry disease. Hum Mutat 2005; 25(4):412. 

 52.  Verovnik F, Benko D, Vujkovac B, Linthorst GE. Remarkable variability in renal disease in a 

large Slovenian family with Fabry disease. Eur J Hum Genet 2004; 12(8):678-681. 

 53.  Altarescu GM, Goldfarb LG, Park KY et al. Identification of fifteen novel mutations and 

genotype-phenotype relationship in Fabry disease. Clin Genet 2001; 60(1):46-51. 

 54.  Branton M, Schiffmann R, Kopp JB. Natural history and treatment of renal involvement in Fabry 

disease. J Am Soc Nephrol 2002; 13 Suppl 2:S139-S143. 

 55.  Branton MH, Schiffmann R, Sabnis SG et al. Natural history of Fabry renal disease: influence of 

alpha-galactosidase A activity and genetic mutations on clinical course. Medicine (Baltimore) 

2002; 81(2):122-138. 

 56.  von SW, Eng CM, Fitzmaurice TF et al. An atypical variant of Fabry's disease with 

manifestations confined to the myocardium. N Engl J Med 1991; 324(6):395-399. 

 57.  Nakao S, Takenaka T, Maeda M et al. An atypical variant of Fabry's disease in men with left 

ventricular hypertrophy. N Engl J Med 1995; 333(5):288-293. 

 58.  Sachdev B, Takenaka T, Teraguchi H et al. Prevalence of Anderson-Fabry disease in male 

patients with late onset hypertrophic cardiomyopathy. Circulation 2002; 105(12):1407-1411. 

 59.  Nakao S, Kodama C, Takenaka T et al. Fabry disease: detection of undiagnosed hemodialysis 

patients and identification of a "renal variant" phenotype. Kidney Int 2003; 64(3):801-807. 

 60.  Kotanko P, Kramar R, Devrnja D et al. Results of a nationwide screening for Anderson-Fabry 

disease among dialysis patients. J Am Soc Nephrol 2004; 15(5):1323-1329. 

 61.  Hughes DA, Malmenas M, Deegan PB et al. Fabry International Prognostic Index: a predictive 

severity score for Anderson-Fabry disease. J Med Genet 2012; 49(3):212-220. 

 62.  Warnock DG, Ortiz A, Mauer M et al. Renal outcomes of agalsidase beta treatment for Fabry 

disease: role of proteinuria and timing of treatment initiation. Nephrol Dial Transplant 2012; 

27(3):1042-1049. 

 63.  Meikle PJ, Hopwood JJ, Clague AE, Carey WF. Prevalence of lysosomal storage disorders. 

JAMA 1999; 281(3):249-254. 



161 | P a g e  
 

 64.  Poorthuis BJ, Wevers RA, Kleijer WJ et al. The frequency of lysosomal storage diseases in The 

Netherlands. Hum Genet 1999; 105(1-2):151-156. 

 65.  Pinto R, Caseiro C, Lemos M et al. Prevalence of lysosomal storage diseases in Portugal. Eur J 

Hum Genet 2004; 12(2):87-92. 

 66.  Spada M, Pagliardini S, Yasuda M et al. High incidence of later-onset fabry disease revealed by 

newborn screening. Am J Hum Genet 2006; 79(1):31-40. 

 67.  Rolfs A, Bottcher T, Zschiesche M et al. Prevalence of Fabry disease in patients with 

cryptogenic stroke: a prospective study. Lancet 2005; 366(9499):1794-1796. 

 68.  Linthorst GE, Bouwman MG, Wijburg FA, Aerts JM, Poorthuis BJ, Hollak CE. Screening for 

Fabry disease in high-risk populations: a systematic review. J Med Genet 2010; 47(4):217-222. 

 69.  Froissart R, Guffon N, Vanier MT, Desnick RJ, Maire I. Fabry disease: D313Y is an alpha-

galactosidase A sequence variant that causes pseudodeficient activity in plasma. Mol Genet 

Metab 2003; 80(3):307-314. 

 70.  Lee K, Jin X, Zhang K et al. A biochemical and pharmacological comparison of enzyme 

replacement therapies for the glycolipid storage disorder Fabry disease. Glycobiology 2003; 

13(4):305-313. 

 71.  Thurberg BL, Rennke H, Colvin RB et al. Globotriaosylceramide accumulation in the Fabry 

kidney is cleared from multiple cell types after enzyme replacement therapy. Kidney Int 2002; 

62(6):1933-1946. 

 72.  Linthorst GE, Hollak CE, Donker-Koopman WE, Strijland A, Aerts JM. Enzyme therapy for 

Fabry disease: neutralizing antibodies toward agalsidase alpha and beta. Kidney Int 2004; 

66(4):1589-1595. 

 73.  Vedder AC, Linthorst GE, Houge G et al. Treatment of Fabry disease: outcome of a comparative 

trial with agalsidase alfa or beta at a dose of 0.2 mg/kg. PLoS One 2007; 2(7):e598. 

 74.  Linthorst GE, Vedder AC, Ormel EE, Aerts JM, Hollak CE. Home treatment for Fabry disease: 

practice guidelines based on 3 years experience in The Netherlands. Nephrol Dial Transplant 

2006; 21(2):355-360. 

 75.  Pisani A, Spinelli L, Sabbatini M et al. Enzyme replacement therapy in Fabry disease patients 

undergoing dialysis: effects on quality of life and organ involvement. Am J Kidney Dis 2005; 

46(1):120-127. 

 76.  Tsambaos D, Chroni E, Manolis A et al. Enzyme replacement therapy in severe Fabry disease 

with renal failure: a 1-year follow-up. Acta Derm Venereol 2004; 84(5):389-392. 

 77.  Kosch M, Koch HG, Oliveira JP et al. Enzyme replacement therapy administered during 

hemodialysis in patients with Fabry disease. Kidney Int 2004; 66(3):1279-1282. 

 78.  Halimi JM, Hadjadj S, Aboyans V et al. [Microalbuminuria and urinary albumin excretion: 

French guidelines]. Ann Biol Clin (Paris) 2008; 66(3):277-284. 

 79.  Nissenson AR, Port FK. Outcome of end-stage renal disease in patients with rare causes of renal 

failure. Inherited and metabolic disorders. Q J Med 1989; 73(271):1055-1062. 

 80.  Sheth KJ, Roth DA, Adams MB. Early renal failure in Fabry's disease. Am J Kidney Dis 1983; 

2(6):651-654. 

 81.  Donati D, Novario R, Gastaldi L. Natural history and treatment of uremia secondary to Fabry's 

disease: an European experience. Nephron 1987; 46(4):353-359. 

 82.  Chen HC, Tsai JH, Lai YH, Guh JY. Renal changes in heterozygous Fabry's disease--a family 

study. Am J Kidney Dis 1990; 15(2):180-183. 

 83.  Fukushima M, Tsuchiyama Y, Nakato T et al. A female heterozygous patient with Fabry's 

disease with renal accumulation of trihexosylceramide detected with a monoclonal antibody. Am 

J Kidney Dis 1995; 26(6):952-955. 

 84.  Marguery MC, Giordano F, Parant M et al. Fabry's disease: heterozygous form of different 

expression in two monozygous twin sisters. Dermatology 1993; 187(1):9-15. 



162 | P a g e  
 

 85.  van LA, Vanholder R, Madsen K et al. Novel frameshift mutation in a heterozygous woman with 

Fabry disease and end-stage renal failure. Am J Nephrol 1996; 16(4):352-357. 

 86.  Mehta A, Clarke JT, Giugliani R et al. Natural course of Fabry disease: changing pattern of 

causes of death in. J Med Genet 2009. 

 87.  Ries M, Ramaswami U, Parini R et al. The early clinical phenotype of Fabry disease: a study on 

35 European children and adolescents. Eur J Pediatr 2003; 162(11):767-772. 

 88.  Hughes DA, Elliott P, Deegan P et al. Guidelines for the Diagnosis and Management of 

Anderson-Fabry Disease. NCG Policies and Publications 2005; 

http://www.ncg.nhs.uk/documents/lsd_guidelines_for_anderson-fabry_disease-010805.pdf. 

 89.  Clark L, Thompson H, Beck E, Jacobson W. Excretion of creatine and creatinine by children. 

AMA Am J Dis Child 1951; 81(6):774-783. 

 90.  Rowe JW, Andres R, Tobin JD, Norris AH, Shock NW. The effect of age on creatinine clearance 

in men: a cross-sectional and longitudinal study. J Gerontol 1976; 31(2):155-163. 

 91.  Garn SM, Clark LC, Jr. Creatinine-weight coefficient as a measurement of obesity. J Appl 

Physiol 1955; 8(2):135-138. 

 92.  Clark LC, Thompson H, Beck EI. The excretion of creatine and creatinine during pregnancy. 

Am J Obstet Gynecol 1951; 62(3):576-583. 

 93.  Sims EA, Krantz KE. Serial studies of renal function during pregnancy and the puerperium in 

normal women. J Clin Invest 1958; 37(12):1764-1774. 

 94.  Walser M. Assessing renal function from creatinine measurements in adults with chronic renal 

failure. Am J Kidney Dis 1998; 32(1):23-31. 

 95.  Jones JD, Burnett PC. Creatinine metabolism in humans with decreased renal function: 

creatinine deficit. Clin Chem 1974; 20(9):1204-1212. 

 96.  Narayanan S, Appleton HD. Creatinine: a review. Clin Chem 1980; 26(8):1119-1126. 

 97.  Cockcroft DW, Gault MH. Prediction of creatinine clearance from serum creatinine. Nephron 

1976; 16(1):31-41. 

 98.  Levey AS, Bosch JP, Lewis JB, Greene T, Rogers N, Roth D. A more accurate method to 

estimate glomerular filtration rate from serum creatinine: a new prediction equation. 

Modification of Diet in Renal Disease Study Group. Ann Intern Med 1999; 130(6):461-470. 

 99.  Levey AS, Coresh J, Greene T et al. Using standardized serum creatinine values in the 

modification of diet in renal disease study equation for estimating glomerular filtration rate. Ann 

Intern Med 2006; 145(4):247-254. 

 100.  Rule AD, Larson TS, Bergstralh EJ, Slezak JM, Jacobsen SJ, Cosio FG. Using serum creatinine 

to estimate glomerular filtration rate: accuracy in good health and in chronic kidney disease. Ann 

Intern Med 2004; 141(12):929-937. 

 101.  Levey AS, Stevens LA, Schmid CH et al. A new equation to estimate glomerular filtration rate. 

Ann Intern Med 2009; 150(9):604-612. 

 102.  Arant BS, Jr., Edelmann CM, Jr., Spitzer A. The congruence of creatinine and inulin clearances 

in children: use of the Technicon AutoAnalyzer. J Pediatr 1972; 81(3):559-561. 

 103.  Kleinert J, Lorenz M, Hauser AC et al. Measurement of renal function in patients with Fabry 

disease. Acta Paediatr Suppl 2005; 94(447):19-23. 

 104.  Aakre KM, Tondel C, Brun A, Svarstad E. The MDRD equation may mask decline of 

glomerular filtration rate in Fabry patients with normal or nearly normal kidney function. Clin 

Nephrol 2009; 71(2):118-124. 

 105.  Rombach SM, Baas MC, ten B, I, Krediet RT, Bemelman FJ, Hollak CE. The value of estimated 

GFR in comparison to measured GFR for the assessment of renal function in adult patients with 

Fabry disease. Nephrol Dial Transplant 2010; 25(8):2549-2556. 

 106.  Breunig F, Weidemann F, Strotmann J, Knoll A, Wanner C. Clinical benefit of enzyme 

replacement therapy in Fabry disease. Kidney Int 2006; 69(7):1216-1221. 

http://www.ncg.nhs.uk/documents/lsd_guidelines_for_anderson-fabry_disease-010805.pdf


163 | P a g e  
 

 107.  Jaffe M. Uber den niederschlag, welchen pikrinsaure in normalen hrn erzeugt und uber eine neue 

reaction des kreatinins. Z Physiol Chem 1886; 10:391-400. 

 108.  Mosteller RD. Simplified calculation of body-surface area. N Engl J Med 1987; 317(17):1098. 

 109.  Brandstrom E, Grzegorczyk A, Jacobsson L, Friberg P, Lindahl A, Aurell M. GFR measurement 

with iohexol and 51Cr-EDTA. A comparison of the two favoured GFR markers in Europe. 

Nephrol Dial Transplant 1998; 13(5):1176-1182. 

 110.  Martensson J, Groth S, Rehling M, Gref M. Chromium-51-EDTA clearance in adults with a 

single-plasma sample. J Nucl Med 1998; 39(12):2131-2137. 

 111.  Medeiros FS, Sapienza MT, Prado ES et al. Validation of plasma clearance of 51Cr-EDTA in 

adult renal transplant recipients: comparison with inulin renal clearance. Transpl Int 2009; 

22(3):323-331. 

 112.  Rehling M, Moller ML, Thamdrup B, Lund JO, Trap-Jensen J. Simultaneous measurement of 

renal clearance and plasma clearance of 99mTc-labelled diethylenetriaminepenta-acetate, 51Cr-

labelled ethylenediaminetetra-acetate and inulin in man. Clin Sci (Lond) 1984; 66(5):613-619. 

 113.  Stacy BD, Thorburn GD. Chromium-51 ethylenediaminetetraacetate for estimation of globerular 

filtration rate. Science 1966; 152(725):1076-1077. 

 114.  Bland JM, Altman DG. Measuring agreement in method comparison studies. Stat Methods Med 

Res 1999; 8(2):135-160. 

 115.  Gubler MC, Lenoir G, Grunfeld JP, Ulmann A, Droz D, Habib R. Early renal changes in 

hemizygous and heterozygous patients with Fabry's disease. Kidney Int 1978; 13(3):223-235. 

 116.  Fischer EG, Moore MJ, Lager DJ. Fabry disease: a morphologic study of 11 cases. Mod Pathol 

2006; 19(10):1295-1301. 

 117.  Kawamura O, Sakuraba H, Itoh K et al. Subclinical Fabry's disease occurring in the context of 

IgA nephropathy. Clin Nephrol 1997; 47(2):71-75. 

 118.  Whybra C, Schwarting A, Kriegsmann J et al. IgA nephropathy in two adolescent sisters 

heterozygous for Fabry disease. Pediatr Nephrol 2006; 21(9):1251-1256. 

 119.  Yoshida A, Morozumi K, Takeda A, Koyama K, Oikawa T. Fabry-like laminated myelin body 

associated with IgA nephropathy. Nippon Jinzo Gakkai Shi 1994; 36(11):1303-1307. 

 120.  Shimohata H, Yoh K, Takada K et al. Hemizygous Fabry disease associated with IgA 

nephropathy: a case report. J Nephrol 2009; 22(5):682-684. 

 121.  Pisani A, Sessa A, Sabbatini M et al. [Fabry nephropathy in a female with superposed IgA 

glomerulonephritis]. G Ital Nefrol 2005; 22(4):385-389. 

 122.  Valbuena C, Carvalho E, Bustorff M et al. Kidney biopsy findings in heterozygous Fabry disease 

females with early nephropathy. Virchows Arch 2008; 453(4):329-338. 

 123.  Chinen S, Tana T, Kohagura K, Yamazato M, Iseki K, Takishita S. Two unusual cases of 

Anderson-Fabry disease in a Japanese family. Clin Nephrol 2005; 63(5):390-393. 

 124.  Zarate YA, Patterson L, Yin H, Hopkin RJ. A case of minimal change disease in a Fabry patient. 

Pediatr Nephrol 2010; 25(3):553-556. 

 125.  Shimazu K, Tomiyoshi Y, Aoki S, Sakemi T, Sugihara H. Crescentic glomerulonephritis in a 

patient with heterozygous Fabry's disease. Nephron 2002; 92(2):456-458. 

 126.  Singh HK, Nickeleit V, Kriegsmann J, Harris AA, Jennette JC, Mihatsch MJ. Coexistence of 

Fabry's disease and necrotizing and crescentic glomerulonephritis. Clin Nephrol 2001; 55(1):73-

79. 

 127.  Rosenmann E, Kobrin I, Cohen T. Kidney involvement in systemic lupus erythematosus and 

Fabry's disease. Nephron 1983; 34(3):180-184. 

 128.  Rahman P, Gladman DD, Wither J, Silver MD. Coexistence of Fabry's disease and systemic 

lupus erythematosus. Clin Exp Rheumatol 1998; 16(4):475-478. 

 129.  Majima K, Ishizaki T, Inoue T et al. [A case of Fabry's disease associated with lupus nephritis]. 

Nippon Jinzo Gakkai Shi 1992; 34(11):1189-1194. 



164 | P a g e  
 

 130.  Colley JR, Miller DL, Hutt MS, Wallace HJ, De Wardener HE. The renal lesion in 

angiokeratoma corporis diffusum. Br Med J 1958; 1(5082):1266-1268. 

 131.  Hartley MW, Miller RE, Dempsey HJ, Carroll JF. Dysphospholipidosis in Fabry's disease: a 

light and electron microscopic study. Ala J Med Sci 1964; 1:361-367. 

 132.  Henry EW, Rally CR. The renal lesion in angiokeratoma corporis diffusum (Fabry's disease). 

Can Med Assoc J 1963; 89:206-213. 

 133.  Pompen AW, Ruiter M, Wyers HJ. Angiokeratoma corporis diffusum (universale) Fabry, as a 

sign of an unknown internal disease; two autopsy reports. Acta Med Scand 1947; 128(3):234-

255. 

 134.  Burda CD, Winder PR. Angiokeratoma corporis diffusum universale (Fabry's disease) in female 

subjects. Am J Med 1967; 42(2):293-301. 

 135.  Alroy J, Sabnis S, Kopp JB. Renal pathology in Fabry disease. J Am Soc Nephrol 2002; 13 

Suppl 2:S134-S138. 

 136.  Utsumi K, Mitsuhashi F, Asahi K et al. Enzyme replacement therapy for Fabry disease: 

morphologic and histochemical changes in the urinary sediments. Clin Chim Acta 2005; 360(1-

2):103-107. 

 137.  Sessa A, Meroni M, Battini G et al. Evolution of renal pathology in Fabry disease. Acta Paediatr 

Suppl 2003; 92(443):6-8. 

 138.  Tondel C, Bostad L, Hirth A, Svarstad E. Renal biopsy findings in children and adolescents with 

Fabry disease and minimal albuminuria. Am J Kidney Dis 2008; 51(5):767-776. 

 139.  Faraggiana T, Churg J, Grishman E et al. Light- and electron-microscopic histochemistry of 

Fabry's disease. Am J Pathol 1981; 103(2):247-262. 

 140.  Tubbs RR, Gephardt GN, McMahon JT, Hall PM, Gifford RW. Cytoplasmic inclusions of 

Fabry's disease. Ultrastructural demonstration of their presence in urine sediment. Arch Pathol 

Lab Med 1981; 105(7):361-362. 

 141.  Banks DE, Milutinovic J, Desnick RJ, Grabowski GA, Lapp NL, Boehlecke BA. Silicon 

nephropathy mimicking Fabry's disease. Am J Nephrol 1983; 3(5):279-284. 

 142.  Muller-Hocker J, Schmid H, Weiss M, Dendorfer U, Braun GS. Chloroquine-induced 

phospholipidosis of the kidney mimicking Fabry's disease: case report and review of the 

literature. Hum Pathol 2003; 34(3):285-289. 

 143.  Albay D, Adler SG, Philipose J, Calescibetta CC, Romansky SG, Cohen AH. Chloroquine-

induced lipidosis mimicking Fabry disease. Mod Pathol 2005; 18(5):733-738. 

 144.  Fogo AB, Bostad L, Svarstad E et al. Scoring system for renal pathology in Fabry disease: report 

of the international study group of fabry nephropathy (ISGFN). Nephrol Dial Transplant 2010; 

25(7):2168-2177. 

 145.  Najafian B, Svarstad E, Bostad L et al. Progressive podocyte injury and globotriaosylceramide 

(GL-3) accumulation in young patients with Fabry disease. Kidney Int 2011; 79(6):663-670. 

 146.  Shankland SJ. The podocyte's response to injury: role in proteinuria and glomerulosclerosis. 

Kidney Int 2006; 69(12):2131-2147. 

 147.  Matsubara M, Taguma Y, Saito T, Yoshinaga K, Furuyama T, Sakaguchi H. [Clinico-

pathological features in four patients with Fabry's disease. The possible role of degenerative 

lesions in the interstitial vessels in renal dysfunction]. Nippon Jinzo Gakkai Shi 1990; 32(2):237-

243. 

 148.  Desnick RJ, Wasserstein MP, Banikazemi M. Fabry disease (alpha-galactosidase A deficiency): 

renal involvement and enzyme replacement therapy. Contrib Nephrol 2001;(136):174-192. 

 149.  Desnick RJ, Brady R, Barranger J et al. Fabry disease, an under-recognized multisystemic 

disorder: expert recommendations for diagnosis, management, and enzyme replacement therapy. 

Ann Intern Med 2003; 138(4):338-346. 

 150.  Warnock DG. Fabry disease: diagnosis and management, with emphasis on the renal 

manifestations. Curr Opin Nephrol Hypertens 2005; 14(2):87-95. 



165 | P a g e  
 

 151.  Abbate M, Zoja C, Remuzzi G. How does proteinuria cause progressive renal damage? J Am 

Soc Nephrol 2006; 17(11):2974-2984. 

 152.  Desnick RJ, Dawson G, Desnick SJ, Sweeley CC, Krivit W. Diagnosis of glycosphingolipidoses 

by urinary-sediment analysis. N Engl J Med 1971; 284(14):739-744. 

 153.  Desnick RJ, Ioannou YA, Eng CM. Alpha-Galactosidase A deficiency: Fabry disease. 7th 

Edition ed. New York: McGraw-Hill; 1995 p. 2741-2784. 

 154.  Bishop DF, Kornreich R, Desnick RJ. Structural organization of the human alpha-galactosidase 

A gene: further evidence for the absence of a 3' untranslated region. Proc Natl Acad Sci U S A 

1988; 85(11):3903-3907. 

 155.  Kornreich R, Bishop DF, Desnick RJ. The gene encoding alpha-galactosidase A and gene 

rearrangements causing Fabry disease. Trans Assoc Am Physicians 1989; 102:30-43. 

 156.  Christensen EI, Zhou Q, Sorensen SS et al. Distribution of alpha-galactosidase A in normal 

human kidney and renal accumulation and distribution of recombinant alpha-galactosidase A in 

Fabry mice. J Am Soc Nephrol 2007; 18(3):698-706. 

 157.  Paigen K, Peterson J. Coordinacy of lysosomal enzyme excretion in human urine. J Clin Invest 

1978; 61(3):751-762. 

 158.  Desnick RJ, Allen KY, Desnick SJ, Raman MK, Bernlohr RW, Krivit W. Fabry's disease: 

enzymatic diagnosis of hemizygotes and heterozygotes. Alpha-galactosidase activities in plasma, 

serum, urine, and leukocytes. J Lab Clin Med 1973; 81(2):157-171. 

 159.  VanderJagt DJ, Steinberg BR, Glew RH. Comparison of urinary excretion of four lysosomal 

hydrolases in healthy elderly and young adults. Clin Chim Acta 1992; 210(1-2):47-54. 

 160.  Jackson DW, Carder EA, Voss CM, Fry DE, Glew RH. Altered urinary excretion of lysosomal 

hydrolases in pregnancy. Am J Kidney Dis 1993; 22(5):649-655. 

 161.  Yazzie D, Adoga GI, Okolo A, Szlachetka R, Fry D, Glew RH. Decreased urinary excretion of 

beta-glucuronidase in sickle cell anemia in Nigeria. Ren Fail 1995; 17(1):57-64. 

 162.  Romero KM, Butcher BA, Boyle PJ, Fry DE, Glew RH. Decreased renal excretion of beta-

hexosaminidase in adults with insulin-dependent diabetes mellitus and normal renal function. 

Clin Chim Acta 1993; 216(1-2):125-133. 

 163.  Paigen K, Peterson J, Paigen B. Role of urinary beta-glucuronidase in human bladder cancer. 

Cancer Res 1984; 44(8):3620-3623. 

 164.  Yazzie D, Dasgupta A, Okolo A, Glew RH. Lysosomal enzymuria in protein energy 

malnutrition. Am J Nephrol 1998; 18(1):9-15. 

 165.  Jackson DW, Sciscione A, Hartley TL et al. Lysosomal enzymuria in preeclampsia. Am J 

Kidney Dis 1996; 27(6):826-833. 

 166.  Berty RM, Adler S, Basu A, Glew RH. Effect of acid-base changes on urinary hydrolases in 

Fabry's disease after renal transplantation. J Lab Clin Med 1990; 115(6):696-703. 

 167.  Hamers MN, Wise D, Ejiofor A, Strijland A, Robinson D, Tager JM. Relationship between 

biochemical and clinical features in an English Anderson-Fabry family. Acta Med Scand 1979; 

206(1-2):5-10. 

 168.  Kitagawa T, Suzuki K, Ishige N et al. Non-invasive high-risk screening for Fabry disease 

hemizygotes and heterozygotes. Pediatr Nephrol 2008; 23(9):1461-1471. 

 169.  Schlesinger P, Rodman JS, Frey M, Lang S, Stahl P. Clearance of lysosomal hydrolases 

following intravenous infusion. The role of liver in the clearance of beta-glucuronidase and N-

acetyl-beta-D-glucosaminidase. Arch Biochem Biophys 1976; 177(2):606-614. 

 170.  Stahl P, Rodman JS, Schlesinger P. Clearance of lysosomal hydrolases following intravenous 

infusion. Kinetic and competition experiments with beta-glucuronidase and N-acetyl-beta-D-

glucosaminidase. Arch Biochem Biophys 1976; 177(2):594-605. 

 171.  Price RG. Measurement of N-acetyl-beta-glucosaminidase and its isoenzymes in urine methods 

and clinical applications. Eur J Clin Chem Clin Biochem 1992; 30(10):693-705. 



166 | P a g e  
 

 172.  Elsafi ME, Isaksson A, Hultberg B, Hagerstrand I, Stenram U. Methodological approaches to 

immunohistochemical demonstration of beta-hexosaminidase in human placental and renal tissue 

with monoclonal antibodies. Virchows Arch B Cell Pathol Incl Mol Pathol 1990; 59(5):313-319. 

 173.  Kunin CM, Chesney RW, Craig WA, England AC, DeAngelis C. Enzymuria as a marker of 

renal injury and disease: studies of N-acetyl-beta-glucosaminidase in the general population and 

in patients with renal disease. Pediatrics 1978; 62(5):751-760. 

 174.  Wellwood JM, Ellis BG, Price RG, Hammond K, Thompson AE, Jones NF. Urinary N-acetyl- 

beta-D-glucosaminidase activities in patients with renal disease. Br Med J 1975; 3(5980):408-

411. 

 175.  Ellis BG, Tucker SM, Thompson AE, Price RG. Presence of serum and tissue forms of N-acetyl-

beta-glucosaminidase in urine from patients with renal disease. Clin Chim Acta 1975; 64(2):195-

202. 

 176.  Dance N, Price RG, Cattell WR, Lansdell J, Richards B. The excretion of N-acetyl-beta-

glucosaminidase and beta-galactosidase by patients with renal disease. Clin Chim Acta 1970; 

27(1):87-92. 

 177.  Price RG. The role of NAG (N-acetyl-beta-D-glucosaminidase) in the diagnosis of kidney 

disease including the monitoring of nephrotoxicity. Clin Nephrol 1992; 38 Suppl 1:S14-S19. 

 178.  Hultberg B. Urinary excretion of beta-hexosaminidase in different forms of proteinuria. Clin 

Chim Acta 1980; 108(2):195-199. 

 179.  Goonasekera CD, Shah V, Dillon MJ. Tubular proteinuria in reflux nephropathy: post ureteric 

re-implantation. Pediatr Nephrol 1996; 10(5):559-563. 

 180.  Hsiao PH, Tsai WS, Tsai WY, Lee JS, Tsau YK, Chen CH. Urinary N-acetyl-beta-D-

glucosaminidase activity in children with insulin-dependent diabetes mellitus. Am J Nephrol 

1996; 16(4):300-303. 

 181.  Kato H, Takashima T, Kishikawa H, Emura S, Ohmori K. The significance of urinary N-acetyl-

beta-D-glucosaminidase for predicting early stage diabetic nephropathy. Int J Clin Pract 1997; 

51(8):489-490. 

 182.  Kordonouri O, Hartmann R, Muller C, Danne T, Weber B. Predictive value of tubular markers 

for the development of microalbuminuria in adolescents with diabetes. Horm Res 1998; 50 

Suppl 1:23-27. 

 183.  Swedenborg P, Hultberg B, Thysell H. Urinary beta-hexosaminidase excretion in polycystic 

kidney disease. Acta Med Scand 1981; 210(6):471-473. 

 184.  Muller D, Greve D, Eggert P. Early tubular proteinuria and the development of nephritis in 

Henoch-Schonlein purpura. Pediatr Nephrol 2000; 15(1-2):85-89. 

 185.  Agirbasli M, Radhakrishnamurthy B, Jiang X, Bao W, Berenson GS. Urinary N-acetyl-beta-D-

glucosaminidase changes in relation to age, sex, race, and diastolic and systolic blood pressure in 

a young adult biracial population. The Bogalusa Heart Study. Am J Hypertens 1996; 9(2):157-

161. 

 186.  Tylicki L, Manitius J, Lysiak-Szydlowska W, Rutkowski B. Tubular injury: the first symptom of 

hypertensive kidney involvement? Med Sci Monit 2003; 9(4):CR135-CR141. 

 187.  Carr MC, Peters CA, Retik AB, Mandell J. Urinary levels of renal tubular enzyme N-acetyl-

beta-D-glucosaminidase in relation to grade of vesicoureteral reflux. J Urol 1991; 146(Pt 2):654-

656. 

 188.  Stapleton FB, Chesney RW, Behrmann AT, Miller LA. Increased urinary excretion of renal N-

acetyl-beta-glucosaminidase in hypercalciuria. Am J Dis Child 1985; 139(9):950-952. 

 189.  Nix DE, Thomas JK, Symonds WT et al. Assessment of the enzymuria resulting from 

gentamicin alone and combinations of gentamicin with various beta-lactam antibiotics. Ann 

Pharmacother 1997; 31(6):696-703. 

 190.  Olah VA, Bekesi A, Toth A, Kovacs I, Balla G. Urinary N-acetyl-beta-D-glucosaminidase 

activity in leukaemic children during high-dose methotrexate therapy. Haematologia (Budap ) 

1995; 26(3):151-157. 



167 | P a g e  
 

 191.  Olsen KM, Rudis MI, Rebuck JA et al. Effect of once-daily dosing vs. multiple daily dosing of 

tobramycin on enzyme markers of nephrotoxicity. Crit Care Med 2004; 32(8):1678-1682. 

 192.  Thysell H, Hultberg B, Regnell G. Urinary beta-hexosaminidase excretion in patients treated 

with lithium, thymoleptic and/or neuroleptic drugs. Acta Psychiatr Scand 1982; 66(6):486-490. 

 193.  Rietra PJ, Tager JM, de Groot WP. Detection of Fabry hemizygotes and heterozygotes by 

measurement of -galactosidase in urine. Clin Chim Acta 1972; 40(1):229-235. 

 194.  Korolenko TA, Zhanaeva SY, Falameeva OV et al. Chitotriosidase as a marker of macrophage 

stimulation. Bull Exp Biol Med 2000; 130(10):948-950. 

 195.  van EM, van Roomen CP, Renkema GH et al. Characterization of human phagocyte-derived 

chitotriosidase, a component of innate immunity. Int Immunol 2005; 17(11):1505-1512. 

 196.  Hollak CE, van WS, van Oers MH, Aerts JM. Marked elevation of plasma chitotriosidase 

activity. A novel hallmark of Gaucher disease. J Clin Invest 1994; 93(3):1288-1292. 

 197.  Brinkman J, Wijburg FA, Hollak CE et al. Plasma chitotriosidase and CCL18: early biochemical 

surrogate markers in type B Niemann-Pick disease. J Inherit Metab Dis 2005; 28(1):13-20. 

 198.  Michelakakis H, Dimitriou E, Labadaridis I. The expanding spectrum of disorders with elevated 

plasma chitotriosidase activity: an update. J Inherit Metab Dis 2004; 27(5):705-706. 

 199.  Guo Y, He W, Boer AM et al. Elevated plasma chitotriosidase activity in various lysosomal 

storage disorders. J Inherit Metab Dis 1995; 18(6):717-722. 

 200.  Young E, Chatterton C, Vellodi A, Winchester B. Plasma chitotriosidase activity in Gaucher 

disease patients who have been treated either by bone marrow transplantation or by enzyme 

replacement therapy with alglucerase. J Inherit Metab Dis 1997; 20(4):595-602. 

 201.  Deegan PB, Cox TM. Clinical evaluation of biomarkers in Gaucher disease. Acta Paediatr Suppl 

2005; 94(447):47-50. 

 202.  Vellodi A, Foo Y, Cole TJ. Evaluation of three biochemical markers in the monitoring of 

Gaucher disease. J Inherit Metab Dis 2005; 28(4):585-592. 

 203.  Artieda M, Cenarro A, Ganan A et al. Serum chitotriosidase activity is increased in subjects with 

atherosclerosis disease. Arterioscler Thromb Vasc Biol 2003; 23(9):1645-1652. 

 204.  Boot RG, van Achterberg TA, van Aken BE et al. Strong induction of members of the chitinase 

family of proteins in atherosclerosis: chitotriosidase and human cartilage gp-39 expressed in 

lesion macrophages. Arterioscler Thromb Vasc Biol 1999; 19(3):687-694. 

 205.  Canudas J, Cenarro A, Civeira F et al. Chitotriosidase genotype and serum activity in subjects 

with combined hyperlipidemia: effect of the lipid-lowering agents, atorvastatin and bezafibrate. 

Metabolism 2001; 50(4):447-450. 

 206.  Altarescu G, Rudensky B, Abrahamov A et al. Plasma chitotriosidase activity in patients with 

beta-thalassemia. Am J Hematol 2002; 71(1):7-10. 

 207.  Barone R, Simpore J, Malaguarnera L, Pignatelli S, Musumeci S. Plasma chitotriosidase activity 

in acute Plasmodium falciparum malaria. Clin Chim Acta 2003; 331(1-2):79-85. 

 208.  Malaguarnera L, Musumeci M, Licata F, Di RM, Messina A, Musumeci S. Prolactin induces 

chitotriosidase gene expression in human monocyte-derived macrophages. Immunol Lett 2004; 

94(1-2):57-63. 

 209.  Malaguarnera L, Musumeci M, Di RM, Scuto A, Musumeci S. Interferon-gamma, tumor 

necrosis factor-alpha, and lipopolysaccharide promote chitotriosidase gene expression in human 

macrophages. J Clin Lab Anal 2005; 19(3):128-132. 

 210.  Di RM, Musumeci M, Scuto A, Musumeci S, Malaguarnera L. Effect of interferon-gamma, 

interleukin-10, lipopolysaccharide and tumor necrosis factor-alpha on chitotriosidase synthesis 

in human macrophages. Clin Chem Lab Med 2005; 43(5):499-502. 

 211.  Malaguarnera L, Rosa MD, Zambito AM, dell'Ombra N, Marco RD, Malaguarnera M. Potential 

role of chitotriosidase gene in nonalcoholic fatty liver disease evolution. Am J Gastroenterol 

2006; 101(9):2060-2069. 



168 | P a g e  
 

 212.  Malaguarnera L, Di RM, Zambito AM, dell'Ombra N, Nicoletti F, Malaguarnera M. 

Chitotriosidase gene expression in Kupffer cells from patients with non-alcoholic fatty liver 

disease. Gut 2006; 55(9):1313-1320. 

 213.  Di RM, dell'Ombra N, Zambito AM, Malaguarnera M, Nicoletti F, Malaguarnera L. 

Chitotriosidase and inflammatory mediator levels in Alzheimer's disease and cerebrovascular 

dementia. Eur J Neurosci 2006; 23(10):2648-2656. 

 214.  Boot RG, Verhoek M, Langeveld M et al. CCL18: a urinary marker of Gaucher cell burden in 

Gaucher patients. J Inherit Metab Dis 2006; 29(4):564-571. 

 215.  Labadaridis I, Dimitriou E, Theodorakis M, Kafalidis G, Velegraki A, Michelakakis H. 

Chitotriosidase in neonates with fungal and bacterial infections. Arch Dis Child Fetal Neonatal 

Ed 2005; 90(6):F531-F532. 

 216.  Vedder AC, Cox-Brinkman J, Hollak CE et al. Plasma chitotriosidase in male Fabry patients: a 

marker for monitoring lipid-laden macrophages and their correction by enzyme replacement 

therapy. Mol Genet Metab 2006; 89(3):239-244. 

 217.  Vedder AC, Breunig F, Donker-Koopman WE et al. Treatment of Fabry disease with different 

dosing regimens of agalsidase: effects on antibody formation and GL-3. Mol Genet Metab 2008; 

94(3):319-325. 

 218.  Kanai M, Raz A, Goodman DS. Retinol-binding protein: the transport protein for vitamin A in 

human plasma. J Clin Invest 1968; 47(9):2025-2044. 

 219.  Ronne H, Ocklind C, Wiman K, Rask L, Obrink B, Peterson PA. Ligand-dependent regulation of 

intracellular protein transport: effect of vitamin a on the secretion of the retinol-binding protein. 

J Cell Biol 1983; 96(3):907-910. 

 220.  Vahlquist A, Peterson PA, Wibell L. Metabolism of the viatmin A transporting protein complex. 

I. Turnover studies in normal persons and in patients with chronic renal failure. Eur J Clin Invest 

1973; 3(4):352-362. 

 221.  Christensen EI, Moskaug JO, Vorum H et al. Evidence for an essential role of megalin in 

transepithelial transport of retinol. J Am Soc Nephrol 1999; 10(4):685-695. 

 222.  Bernard AM, Lauwerys RR. Retinol binding protein in urine: a more practical index than urinary 

beta 2-microglobulin for the routine screening of renal tubular function. Clin Chem 1981; 

27(10):1781-1782. 

 223.  Smith FR, Goodman DS. The effects of diseases of the liver, thyroid, and kidneys on the 

transport of vitamin A in human plasma. J Clin Invest 1971; 50(11):2426-2436. 

 224.  Frey SK, Nagl B, Henze A et al. Isoforms of retinol binding protein 4 (RBP4) are increased in 

chronic diseases of the kidney but not of the liver. Lipids Health Dis 2008; 7:29. 

 225.  Smith FR, Goodman DS, Arroyave G, Viteri F. Serum vitamin A, retinol-binding protein, and 

prealbumin concentrations in protein-calorie malnutrition. II. Treatment including supplemental 

vitamin A. Am J Clin Nutr 1973; 26(9):982-987. 

 226.  Smith FR, Goodman DS, Zaklama MS, Gabr MK, el-Maraghy S, Patwardhan VN. Serum 

vitamin A, retinol-binding protein, and prealbumin concentrations in protein-calorie 

malnutrition. I. A functional defect in hepatic retinol release. Am J Clin Nutr 1973; 26(9):973-

981. 

 227.  Smith FR, Suskind R, Thanangkul O, Leitzmann C, Goodman DS, Olson RE. Plasma vitamin A, 

retinol-binding protein and prealbumin concentrations in protein-calorie malnutrition. III. 

Response to varying dietary treatments. Am J Clin Nutr 1975; 28(7):732-738. 

 228.  Venkataswamy G, Glover J, Cobby M, Pirie A. Retinol-binding protein in serum of 

xerophthalmic, malnourished children before and after treatment at a nutrition center. Am J Clin 

Nutr 1977; 30(12):1968-1973. 

 229.  Schweigert FJ. Inflammation-induced changes in the nutritional biomarkers serum retinol and 

carotenoids. Curr Opin Clin Nutr Metab Care 2001; 4(6):477-481. 

 230.  Stephensen CB. Vitamin A, infection, and immune function. Annu Rev Nutr 2001; 21:167-192. 



169 | P a g e  
 

 231.  Scarpioni L, Dall'aglio PP, Poisetti PG, Buzio C. Retinol binding protein in serum and in urine 

of glomerular and tubular nephropathies. Clin Chim Acta 1976; 68(2):107-113. 

 232.  Bernard A, Vyskocyl A, Mahieu P, Lauwerys R. Effect of renal insufficiency on the 

concentration of free retinol-binding protein in urine and serum. Clin Chim Acta 1988; 

171(1):85-93. 

 233.  Jaconi S, Rose K, Hughes GJ, Saurat JH, Siegenthaler G. Characterization of two post-

translationally processed forms of human serum retinol-binding protein: altered ratios in chronic 

renal failure. J Lipid Res 1995; 36(6):1247-1253. 

 234.  Henze A, Frey SK, Raila J et al. Alterations of retinol-binding protein 4 species in patients with 

different stages of chronic kidney disease and their relation to lipid parameters. Biochem 

Biophys Res Commun 2010; 393(1):79-83. 

 235.  Donadio C. Serum and urinary markers of early impairment of GFR in chronic kidney disease 

patients: diagnostic accuracy of urinary beta-trace protein. Am J Physiol Renal Physiol 2010; 

299(6):F1407-F1423. 

 236.  Peterson PA, Berggard I. Isolation and properties of a human retinol-transporting protein. J Biol 

Chem 1971; 246(1):25-33. 

 237.  Kabanda A, Jadoul M, Lauwerys R, Bernard A, van Ypersele de SC. Low molecular weight 

proteinuria in Chinese herbs nephropathy. Kidney Int 1995; 48(5):1571-1576. 

 238.  Norden AG, Scheinman SJ, schodt-Lanckman MM et al. Tubular proteinuria defined by a study 

of Dent's (CLCN5 mutation) and other tubular diseases. Kidney Int 2000; 57(1):240-249. 

 239.  Ball ST, Lapsley M, Norden AG, Cairns TD, Palmer AB, Taube DH. Urinary retinol binding 

protein in Indo-Asian patients with idiopathic interstitial nephritis. QJM 2003; 96(5):363-367. 

 240.  Camara NO, Matos AC, Rodrigues DA, Pereira AB, Pacheco-Silva A. Urinary retinol binding 

protein is a good marker of progressive cyclosporine nephrotoxicity after heart transplant. 

Transplant Proc 2001; 33(3):2129-2131. 

 241.  Hosaka B, Park SI, Felipe CR et al. Predictive value of urinary retinol binding protein for graft 

dysfunction after kidney transplantation. Transplant Proc 2003; 35(4):1341-1343. 

 242.  Camara NO, Silva MS, Nishida S, Pereira AB, Pacheco-Silva A. Proximal tubular dysfunction is 

associated with chronic allograft nephropathy and decreased long-term renal-graft survival. 

Transplantation 2004; 78(2):269-275. 

 243.  Yang Q, Graham TE, Mody N et al. Serum retinol binding protein 4 contributes to insulin 

resistance in obesity and type 2 diabetes. Nature 2005; 436(7049):356-362. 

 244.  Cho YM, Youn BS, Lee H et al. Plasma retinol-binding protein-4 concentrations are elevated in 

human subjects with impaired glucose tolerance and type 2 diabetes. Diabetes Care 2006; 

29(11):2457-2461. 

 245.  Graham TE, Yang Q, Bluher M et al. Retinol-binding protein 4 and insulin resistance in lean, 

obese, and diabetic subjects. N Engl J Med 2006; 354(24):2552-2563. 

 246.  Ziegelmeier M, Bachmann A, Seeger J et al. Serum levels of adipokine retinol-binding protein-4 

in relation to renal function. Diabetes Care 2007; 30(10):2588-2592. 

 247.  Henze A, Frey SK, Raila J et al. Evidence that kidney function but not type 2 diabetes 

determines retinol-binding protein 4 serum levels. Diabetes 2008; 57(12):3323-3326. 

 248.  Raila J, Henze A, Spranger J, Mohlig M, Pfeiffer AF, Schweigert FJ. Microalbuminuria is a 

major determinant of elevated plasma retinol-binding protein 4 in type 2 diabetic patients. 

Kidney Int 2007; 72(4):505-511. 

 249.  Yamamoto T, Nakamura T, Noble NA, Ruoslahti E, Border WA. Expression of transforming 

growth factor beta is elevated in human and experimental diabetic nephropathy. Proc Natl Acad 

Sci U S A 1993; 90(5):1814-1818. 

 250.  Yamamoto T, Noble NA, Miller DE, Border WA. Sustained expression of TGF-beta 1 underlies 

development of progressive kidney fibrosis. Kidney Int 1994; 45(3):916-927. 



170 | P a g e  
 

 251.  Tamaki K, Okuda S, Ando T, Iwamoto T, Nakayama M, Fujishima M. TGF-beta 1 in 

glomerulosclerosis and interstitial fibrosis of adriamycin nephropathy. Kidney Int 1994; 

45(2):525-536. 

 252.  Han DC, Hoffman BB, Hong SW, Guo J, Ziyadeh FN. Therapy with antisense TGF-beta1 

oligodeoxynucleotides reduces kidney weight and matrix mRNAs in diabetic mice. Am J Physiol 

Renal Physiol 2000; 278(4):F628-F634. 

 253.  Ziyadeh FN. The extracellular matrix in diabetic nephropathy. Am J Kidney Dis 1993; 

22(5):736-744. 

 254.  Border WA, Okuda S, Languino LR, Sporn MB, Ruoslahti E. Suppression of experimental 

glomerulonephritis by antiserum against transforming growth factor beta 1. Nature 1990; 

346(6282):371-374. 

 255.  Sharma K, Jin Y, Guo J, Ziyadeh FN. Neutralization of TGF-beta by anti-TGF-beta antibody 

attenuates kidney hypertrophy and the enhanced extracellular matrix gene expression in STZ-

induced diabetic mice. Diabetes 1996; 45(4):522-530. 

 256.  Ziyadeh FN, Hoffman BB, Han DC et al. Long-term prevention of renal insufficiency, excess 

matrix gene expression, and glomerular mesangial matrix expansion by treatment with 

monoclonal antitransforming growth factor-beta antibody in db/db diabetic mice. Proc Natl Acad 

Sci U S A 2000; 97(14):8015-8020. 

 257.  Fagerudd JA, Groop PH, Honkanen E, Teppo AM, Gronhagen-Riska C. Urinary excretion of 

TGF-beta 1, PDGF-BB and fibronectin in insulin-dependent diabetes mellitus patients. Kidney 

Int Suppl 1997; 63:S195-S197. 

 258.  Sharma K, Ziyadeh FN, Alzahabi B et al. Increased renal production of transforming growth 

factor-beta1 in patients with type II diabetes. Diabetes 1997; 46(5):854-859. 

 259.  Sato H, Iwano M, Akai Y et al. Increased excretion of urinary transforming growth factor beta 1 

in patients with diabetic nephropathy. Am J Nephrol 1998; 18(6):490-494. 

 260.  Korpinen E, Teppo AM, Hukkanen L, Akerblom HK, Gronhagen-Riska C, Vaarala O. Urinary 

transforming growth factor-beta1 and alpha1-microglobulin in children and adolescents with 

type 1 diabetes. Diabetes Care 2000; 23(5):664-668. 

 261.  De MP, Faedda R, Fresu P et al. Urinary transforming growth factor-beta 1 in various types of 

nephropathy. Pharmacol Res 2004; 49(3):293-298. 

 262.  Flores L, Naf S, Hernaez R, Conget I, Gomis R, Esmatjes E. Transforming growth factor beta at 

clinical onset of Type 1 diabetes mellitus. A pilot study. Diabet Med 2004; 21(8):818-822. 

 263.  Holmquist P, Torffvit O. Urinary transforming growth factor-beta(1), collagen IV and the effect 

of insulin in children at diagnosis of diabetes mellitus. Scand J Urol Nephrol 2009; 43(2):142-

147. 

 264.  Kanai H, Mitsuhashi H, Ono K, Yano S, Naruse T. Increased excretion of urinary transforming 

growth factor beta in patients with focal glomerular sclerosis. Nephron 1994; 66(4):391-395. 

 265.  Murakami K, Takemura T, Hino S, Yoshioka K. Urinary transforming growth factor-beta in 

patients with glomerular diseases. Pediatr Nephrol 1997; 11(3):334-336. 

 266.  Honkanen E, Teppo AM, Tornroth T, Groop PH, Gronhagen-Riska C. Urinary transforming 

growth factor-beta 1 in membranous glomerulonephritis. Nephrol Dial Transplant 1997; 

12(12):2562-2568. 

 267.  Goumenos DS, Kalliakmani P, Tsakas S, Sotsiou F, Vlachojannis JG. Urinary Transforming 

Growth Factor-beta 1 as a marker of response to immunosuppressive treatment, in patients with 

crescentic nephritis. BMC Nephrol 2005; 6:16. 

 268.  Haramaki R, Tamaki K, Fujisawa M, Ikedo H, Haramaki N, Okuda S. Steroid therapy and 

urinary transforming growth factor-beta1 in IgA nephropathy. Am J Kidney Dis 2001; 

38(6):1191-1198. 

 269.  Van CE, Van DJ, Opdenakker G. The MCP/eotaxin subfamily of CC chemokines. Cytokine 

Growth Factor Rev 1999; 10(1):61-86. 



171 | P a g e  
 

 270.  Gu L, Tseng SC, Rollins BJ. Monocyte chemoattractant protein-1. Chem Immunol 1999; 72:7-

29. 

 271.  Cushing SD, Berliner JA, Valente AJ et al. Minimally modified low density lipoprotein induces 

monocyte chemotactic protein 1 in human endothelial cells and smooth muscle cells. Proc Natl 

Acad Sci U S A 1990; 87(13):5134-5138. 

 272.  Standiford TJ, Kunkel SL, Phan SH, Rollins BJ, Strieter RM. Alveolar macrophage-derived 

cytokines induce monocyte chemoattractant protein-1 expression from human pulmonary type 

II-like epithelial cells. J Biol Chem 1991; 266(15):9912-9918. 

 273.  Barna BP, Pettay J, Barnett GH, Zhou P, Iwasaki K, Estes ML. Regulation of monocyte 

chemoattractant protein-1 expression in adult human non-neoplastic astrocytes is sensitive to 

tumor necrosis factor (TNF) or antibody to the 55-kDa TNF receptor. J Neuroimmunol 1994; 

50(1):101-107. 

 274.  Yoshimura T, Yuhki N, Moore SK, Appella E, Lerman MI, Leonard EJ. Human monocyte 

chemoattractant protein-1 (MCP-1). Full-length cDNA cloning, expression in mitogen-

stimulated blood mononuclear leukocytes, and sequence similarity to mouse competence gene 

JE. FEBS Lett 1989; 244(2):487-493. 

 275.  Yoshimura T, Robinson EA, Tanaka S, Appella E, Leonard EJ. Purification and amino acid 

analysis of two human monocyte chemoattractants produced by phytohemagglutinin-stimulated 

human blood mononuclear leukocytes. J Immunol 1989; 142(6):1956-1962. 

 276.  Rand ML, Warren JS, Mansour MK, Newman W, Ringler DJ. Inhibition of T cell recruitment 

and cutaneous delayed-type hypersensitivity-induced inflammation with antibodies to monocyte 

chemoattractant protein-1. Am J Pathol 1996; 148(3):855-864. 

 277.  Zisman DA, Kunkel SL, Strieter RM et al. MCP-1 protects mice in lethal endotoxemia. J Clin 

Invest 1997; 99(12):2832-2836. 

 278.  Gong JH, Ratkay LG, Waterfield JD, Clark-Lewis I. An antagonist of monocyte chemoattractant 

protein 1 (MCP-1) inhibits arthritis in the MRL-lpr mouse model. J Exp Med 1997; 186(1):131-

137. 

 279.  Gunn MD, Nelken NA, Liao X, Williams LT. Monocyte chemoattractant protein-1 is sufficient 

for the chemotaxis of monocytes and lymphocytes in transgenic mice but requires an additional 

stimulus for inflammatory activation. J Immunol 1997; 158(1):376-383. 

 280.  Bossink AW, Paemen L, Jansen PM, Hack CE, Thijs LG, Van DJ. Plasma levels of the 

chemokines monocyte chemotactic proteins-1 and -2 are elevated in human sepsis. Blood 1995; 

86(10):3841-3847. 

 281.  Herfarth H, Goke M, Hellerbrand C et al. Polymorphism of monocyte chemoattractant protein 1 

in Crohn's disease. Int J Colorectal Dis 2003; 18(5):401-405. 

 282.  Tucci M, Barnes EV, Sobel ES et al. Strong association of a functional polymorphism in the 

monocyte chemoattractant protein 1 promoter gene with lupus nephritis. Arthritis Rheum 2004; 

50(6):1842-1849. 

 283.  Henkel JS, Engelhardt JI, Siklos L et al. Presence of dendritic cells, MCP-1, and activated 

microglia/macrophages in amyotrophic lateral sclerosis spinal cord tissue. Ann Neurol 2004; 

55(2):221-235. 

 284.  Scarpini E, Galimberti D, Baron P et al. IP-10 and MCP-1 levels in CSF and serum from 

multiple sclerosis patients with different clinical subtypes of the disease. J Neurol Sci 2002; 

195(1):41-46. 

 285.  Ellingsen T, Buus A, Stengaard-Pedersen K. Plasma monocyte chemoattractant protein 1 is a 

marker for joint inflammation in rheumatoid arthritis. J Rheumatol 2001; 28(1):41-46. 

 286.  Kusano KF, Nakamura K, Kusano H et al. Significance of the level of monocyte chemoattractant 

protein-1 in human atherosclerosis. Circ J 2004; 68(7):671-676. 

 287.  Ohta M, Kitadai Y, Tanaka S et al. Monocyte chemoattractant protein-1 expression correlates 

with macrophage infiltration and tumor vascularity in human gastric carcinomas. Int J Oncol 

2003; 22(4):773-778. 



172 | P a g e  
 

 288.  Ohta M, Kitadai Y, Tanaka S et al. Monocyte chemoattractant protein-1 expression correlates 

with macrophage infiltration and tumor vascularity in human esophageal squamous cell 

carcinomas. Int J Cancer 2002; 102(3):220-224. 

 289.  Kuratsu J, Yoshizato K, Yoshimura T, Leonard EJ, Takeshima H, Ushio Y. Quantitative study of 

monocyte chemoattractant protein-1 (MCP-1) in cerebrospinal fluid and cyst fluid from patients 

with malignant glioma. J Natl Cancer Inst 1993; 85(22):1836-1839. 

 290.  Hefler L, Tempfer C, Heinze G et al. Monocyte chemoattractant protein-1 serum levels in 

ovarian cancer patients. Br J Cancer 1999; 81(5):855-859. 

 291.  Amann B, Perabo FG, Wirger A, Hugenschmidt H, Schultze-Seemann W. Urinary levels of 

monocyte chemo-attractant protein-1 correlate with tumour stage and grade in patients with 

bladder cancer. Br J Urol 1998; 82(1):118-121. 

 292.  Ueno T, Toi M, Saji H et al. Significance of macrophage chemoattractant protein-1 in 

macrophage recruitment, angiogenesis, and survival in human breast cancer. Clin Cancer Res 

2000; 6(8):3282-3289. 

 293.  Kakizaki Y, Waga S, Sugimoto K et al. Production of monocyte chemoattractant protein-1 by 

bovine glomerular endothelial cells. Kidney Int 1995; 48(6):1866-1874. 

 294.  Gruden G, Setti G, Hayward A et al. Mechanical stretch induces monocyte chemoattractant 

activity via an NF-kappaB-dependent monocyte chemoattractant protein-1-mediated pathway in 

human mesangial cells: inhibition by rosiglitazone. J Am Soc Nephrol 2005; 16(3):688-696. 

 295.  Gu L, Hagiwara S, Fan Q et al. Role of receptor for advanced glycation end-products and 

signalling events in advanced glycation end-product-induced monocyte chemoattractant protein-

1 expression in differentiated mouse podocytes. Nephrol Dial Transplant 2006; 21(2):299-313. 

 296.  Tesch GH. MCP-1/CCL2: a new diagnostic marker and therapeutic target for progressive renal 

injury in diabetic nephropathy. Am J Physiol Renal Physiol 2008; 294(4):F697-F701. 

 297.  Prodjosudjadi W, Gerritsma JS, van Es LA, Daha MR, Bruijn JA. Monocyte chemoattractant 

protein-1 in normal and diseased human kidneys: an immunohistochemical analysis. Clin 

Nephrol 1995; 44(3):148-155. 

 298.  Chow F, Ozols E, Nikolic-Paterson DJ, Atkins RC, Tesch GH. Macrophages in mouse type 2 

diabetic nephropathy: correlation with diabetic state and progressive renal injury. Kidney Int 

2004; 65(1):116-128. 

 299.  Hartner A, Veelken R, Wittmann M, Cordasic N, Hilgers KF. Effects of diabetes and 

hypertension on macrophage infiltration and matrix expansion in the rat kidney. BMC Nephrol 

2005; 6(1):6. 

 300.  Noris M, Bernasconi S, Casiraghi F et al. Monocyte chemoattractant protein-1 is excreted in 

excessive amounts in the urine of patients with lupus nephritis. Lab Invest 1995; 73(6):804-809. 

 301.  Wada T, Yokoyama H, Su SB et al. Monitoring urinary levels of monocyte chemotactic and 

activating factor reflects disease activity of lupus nephritis. Kidney Int 1996; 49(3):761-767. 

 302.  Rovin BH, Song H, Birmingham DJ, Hebert LA, Yu CY, Nagaraja HN. Urine chemokines as 

biomarkers of human systemic lupus erythematosus activity. J Am Soc Nephrol 2005; 

16(2):467-473. 

 303.  Li Y, Tucci M, Narain S et al. Urinary biomarkers in lupus nephritis. Autoimmun Rev 2006; 

5(6):383-388. 

 304.  Alzawawy A, Zohary M, Ablordiny M, Eldalie M. Estimation of monocyte-

chemoattractantprotein-1 (Mcp-1) level in patients with lupus nephritis. Int J Rheum Dis 2009; 

12(4):311-318. 

 305.  Wada T, Furuichi K, Sakai N et al. Up-regulation of monocyte chemoattractant protein-1 in 

tubulointerstitial lesions of human diabetic nephropathy. Kidney Int 2000; 58(4):1492-1499. 

 306.  Tashiro K, Koyanagi I, Saitoh A et al. Urinary levels of monocyte chemoattractant protein-1 

(MCP-1) and interleukin-8 (IL-8), and renal injuries in patients with type 2 diabetic nephropathy. 

J Clin Lab Anal 2002; 16(1):1-4. 



173 | P a g e  
 

 307.  Morii T, Fujita H, Narita T et al. Increased urinary excretion of monocyte chemoattractant 

protein-1 in proteinuric renal diseases. Ren Fail 2003; 25(3):439-444. 

 308.  Morii T, Fujita H, Narita T et al. Association of monocyte chemoattractant protein-1 with renal 

tubular damage in diabetic nephropathy. J Diabetes Complications 2003; 17(1):11-15. 

 309.  Ibrahim S, Rashed L. Correlation of urinary monocyte chemo-attractant protein-1 with other 

parameters of renal injury in type-II diabetes mellitus. Saudi J Kidney Dis Transpl 2008; 

19(6):911-917. 

 310.  Wang QY, Chen FQ. Clinical significance and different levels of urinary monocyte 

chemoattractant protein-1 in type 2 diabetes mellitus. Diabetes Res Clin Pract 2009; 83(2):215-

219. 

 311.  Yokoyama H, Wada T, Furuichi K et al. Urinary levels of chemokines (MCAF/MCP-1, IL-8) 

reflect distinct disease activities and phases of human IgA nephropathy. J Leukoc Biol 1998; 

63(4):493-499. 

 312.  Stangou M, Alexopoulos E, Papagianni A et al. Urinary levels of epidermal growth factor, 

interleukin-6 and monocyte chemoattractant protein-1 may act as predictor markers of renal 

function outcome in immunoglobulin A nephropathy. Nephrology (Carlton ) 2009; 14(6):613-

620. 

 313.  Rovin BH, Doe N, Tan LC. Monocyte chemoattractant protein-1 levels in patients with 

glomerular disease. Am J Kidney Dis 1996; 27(5):640-646. 

 314.  Prodjosudjadi W, Daha MR, Gerritsma JS et al. Increased urinary excretion of monocyte 

chemoattractant protein-1 during acute renal allograft rejection. Nephrol Dial Transplant 1996; 

11(6):1096-1103. 

 315.  Dubinski B, Boratynska M, Kopec W, Szyber P, Patrzalek D, Klinger M. Activated cells in urine 

and monocyte chemotactic peptide-1 (MCP-1)--sensitive rejection markers in renal graft 

recipients. Transpl Immunol 2008; 18(3):203-207. 

 316.  Suen JL, Liu CC, Lin YS, Tsai YF, Juo SH, Chou YH. Urinary chemokines/cytokines are 

elevated in patients with urolithiasis. Urol Res 2010; 38(2):81-87. 

 317.  Tsao KC, Wu TL, Chang PY, Sun CF, Wu LL, Wu JT. Multiple risk markers for atherogenesis 

associated with chronic inflammation are detectable in patients with renal stones. J Clin Lab 

Anal 2007; 21(6):426-431. 

 318.  Tam FW, Sanders JS, George A et al. Urinary monocyte chemoattractant protein-1 (MCP-1) is a 

marker of active renal vasculitis. Nephrol Dial Transplant 2004; 19(11):2761-2768. 

 319.  Ohlsson S, Bakoush O, Tencer J, Torffvit O, Segelmark M. Monocyte chemoattractant protein 1 

is a prognostic marker in ANCA-associated small vessel vasculitis. Mediators Inflamm 2009; 

2009:584916. 

 320.  Wada T, Furuichi K, Segawa-Takaeda C et al. MIP-1alpha and MCP-1 contribute to crescents 

and interstitial lesions in human crescentic glomerulonephritis. Kidney Int 1999; 56(3):995-

1003. 

 321.  Kusiak JW, Quirk JM, Brady RO. Purification and properties of the two major isozymes of 

alpha-galactosidase from human placenta. J Biol Chem 1978; 253(1):184-190. 

 322.  Mayes JS, Scheerer JB, Sifers RN, Donaldson ML. Differential assay for lysosomal alpha-

galactosidases in human tissues and its application to Fabry's disease. Clin Chim Acta 1981; 

112(2):247-251. 

 323.  Leaback DH, Walker PG. Studies on glucosaminidase. 4. The fluorimetric assay of N-acetyl-

beta-glucosaminidase. Biochem J 1961; 78:151-156. 

 324.  Strachan R, Wood J, Hirschmann R. Synthesis and Properties of 4-Methyl-2-oxo-1,2-

benzopyran-7-yl 6-D-Galactoside (Galactoside of 4-Methylumbelliferone). Journal of Organic 

Chemistry 1962; 27(3):1074-1075. 

 325.  Devereux RB, Alonso DR, Lutas EM et al. Echocardiographic assessment of left ventricular 

hypertrophy: comparison to necropsy findings. Am J Cardiol 1986; 57(6):450-458. 



174 | P a g e  
 

 326.  Beck M. The Mainz Severity Score Index (MSSI): development and validation of a system for 

scoring the signs and symptoms of Fabry disease. Acta Paediatr Suppl 2006; 95(451):43-46. 

 327.  Nadasdy T, Laszik Z, Blick KE, Johnson LD, Silva FG. Proliferative activity of intrinsic cell 

populations in the normal human kidney. J Am Soc Nephrol 1994; 4(12):2032-2039. 

 328.  Kriz W, Lemley KV. The role of the podocyte in glomerulosclerosis. Curr Opin Nephrol 

Hypertens 1999; 8(4):489-497. 

 329.  Mersebach H, Johansson JO, Rasmussen AK et al. Osteopenia: a common aspect of Fabry 

disease. Predictors of bone mineral density. Genet Med 2007; 9(12):812-818. 

 330.  Germain DP, Benistan K, Boutouyrie P, Mutschler C. Osteopenia and osteoporosis: previously 

unrecognized manifestations of Fabry disease. Clin Genet 2005; 68(1):93-95. 

 331.  Mathias CJ, Mallipeddi R, Bleasdale-Barr K. Symptoms associated with orthostatic hypotension 

in pure autonomic failure and multiple system atrophy. J Neurol 1999; 246(10):893-898. 

 332.  Rahman AN, Lindenberg R. The neuropathology of hereditary dystropic lipidosis. Arch Neurol 

1963; 9:373-385. 

 333.  Onishi A, Dyck PJ. Loss of small peripheral sensory neurons in Fabry disease. Histologic and 

morphometric evaluation of cutaneous nerves, spinal ganglia, and posterior columns. Arch 

Neurol 1974; 31(2):120-127. 

 334.  Tabira T, Goto I, Kuroiwa Y, Kikuchi M. Neuropathological and biochemical studies in Fabry's 

disease. Acta Neuropathol 1974; 30(4):345-354. 

 335.  Cable WJ, Kolodny EH, Adams RD. Fabry disease: impaired autonomic function. Neurology 

1982; 32(5):498-502. 

 336.  Mutoh T, Senda Y, Sugimura K et al. Severe orthostatic hypotension in a female carrier of 

Fabry's disease. Arch Neurol 1988; 45(4):468-472. 

 337.  Sima AA, Robertson DM. Involvement of peripheral nerve and muscle in Fabry's disease. 

Histologic, ultrastructural, and morphometric studies. Arch Neurol 1978; 35(5):291-301. 

 338.  Toyooka K, Said G. Nerve biopsy findings in hemizygous and heterozygous patients with 

Fabry's disease. J Neurol 1997; 244(7):464-468. 

 339.  Cable WJ, Dvorak AM, Osage JE, Kolodny EH. Fabry disease: significance of ultrastructural 

localization of lipid inclusions in dermal nerves. Neurology 1982; 32(4):347-353. 

 340.  Scott LJ, Griffin JW, Luciano C et al. Quantitative analysis of epidermal innervation in Fabry 

disease. Neurology 1999; 52(6):1249-1254. 

 341.  Fukuhara N, Suzuki M, Fujita N, Tsubaki T. Fabry's disease on the mechanism of the peripheral 

nerve involvement. Acta Neuropathol 1975; 33(1):9-21. 

 342.  Pellissier JF, Van HF, Bourdet-Bonerandi D, Monier-Faugere MC, Toga M. Morphological and 

biochemical changes in muscle and peripheral nerve in Fabry's disease. Muscle Nerve 1981; 

4(5):381-387. 

 343.  Vital A, Vital C, Maleville J. Fabry's disease: an ultrastructural study of muscle and peripheral 

nerve. Clin Neuropathol 1984; 3(4):168-172. 

 344.  Kampmann C, Wiethoff CM, Whybra C, Baehner FA, Mengel E, Beck M. Cardiac 

manifestations of Anderson-Fabry disease in children and adolescents. Acta Paediatr 2008; 

97(4):463-469. 

 345.  Ries M, Clarke JT, Whybra C et al. Enzyme-replacement therapy with agalsidase alfa in children 

with Fabry disease. Pediatrics 2006; 118(3):924-932. 

 346.  Biegstraaten M, van S, I, Wieling W, Wijburg FA, Hollak CE. Autonomic neuropathy in Fabry 

disease: a prospective study using the Autonomic Symptom Profile and cardiovascular 

autonomic function tests. BMC Neurol 2010; 10:38. 

 347.  Morgan SH, Rudge P, Smith SJ et al. The neurological complications of Anderson-Fabry disease 

(alpha-galactosidase A deficiency)--investigation of symptomatic and presymptomatic patients. 

Q J Med 1990; 75(277):491-507. 



175 | P a g e  
 

 348.  Gupta SN, Ries M, Murray GJ et al. Skin-impedance in Fabry Disease: a prospective, controlled, 

non-randomized clinical study. BMC Neurol 2008; 8:41. 

 349.  Mathias CJ, Bannister RB, Cortelli P et al. Clinical, autonomic and therapeutic observations in 

two siblings with postural hypotension and sympathetic failure due to an inability to synthesize 

noradrenaline from dopamine because of a deficiency of dopamine beta hydroxylase. Q J Med 

1990; 75(278):617-633. 

 350.  Low PA. Autonomic nervous system function. J Clin Neurophysiol 1993; 10(1):14-27. 

 351.  Tobin K, Giuliani MJ, Lacomis D. Comparison of different modalities for detection of small 

fiber neuropathy. Clin Neurophysiol 1999; 110(11):1909-1912. 

 352.  Low PA, Denq JC, Opfer-Gehrking TL, Dyck PJ, O'Brien PC, Slezak JM. Effect of age and 

gender on sudomotor and cardiovagal function and blood pressure response to tilt in normal 

subjects. Muscle Nerve 1997; 20(12):1561-1568. 

 353.  Suarez GA, Opfer-Gehrking TL, Offord KP, Atkinson EJ, O'Brien PC, Low PA. The Autonomic 

Symptom Profile: a new instrument to assess autonomic symptoms. Neurology 1999; 52(3):523-

528. 

 354.  Low PA. Composite autonomic scoring scale for laboratory quantification of generalized 

autonomic failure. Mayo Clin Proc 1993; 68(8):748-752. 

 355.  Bennett M. The LANSS Pain Scale: the Leeds assessment of neuropathic symptoms and signs. 

Pain 2001; 92(1-2):147-157. 

 356.  Sletten DM, Weigand SD, Low PA. Relationship of Q-sweat to quantitative sudomotor axon 

reflex test (QSART) volumes. Muscle Nerve 2010; 41(2):240-246. 

 357.  Hilz MJ, Marthol H, Schwab S, Kolodny EH, Brys M, Stemper B. Enzyme replacement therapy 

improves cardiovascular responses to orthostatic challenge in Fabry patients. J Hypertens 2010; 

28(7):1438-1448. 

 358.  Hilz MJ, Koehn J, Kolodny EH, Brys M, Moeller S, Stemper B. Metronomic breathing shows 

altered parasympathetic baroreflex function in untreated Fabry patients and baroreflex 

improvement after enzyme replacement therapy. J Hypertens 2011; 29(12):2387-2394. 

 359.  Lao LM, Kumakiri M, Mima H et al. The ultrastructural characteristics of eccrine sweat glands 

in a Fabry disease patient with hypohidrosis. J Dermatol Sci 1998; 18(2):109-117. 

 360.  Navarro C, Teijeira S, Dominguez C et al. Fabry disease: an ultrastructural comparative study of 

skin in hemizygous and heterozygous patients. Acta Neuropathol 2006; 111(2):178-185. 

 361.  Yamamoto K, Sobue G, Iwase S, Kumazawa K, Mitsuma T, Mano T. Possible mechanism of 

anhidrosis in a symptomatic female carrier of Fabry's disease: an assessment by skin sympathetic 

nerve activity and sympathetic skin response. Clin Auton Res 1996; 6(2):107-110. 

 362.  Moller AT, Bach FW, Feldt-Rasmussen U et al. Autonomic skin responses in females with 

Fabry disease. J Peripher Nerv Syst 2009; 14(3):159-164. 

 363.  Schiffmann R, Warnock DG, Banikazemi M et al. Fabry disease: progression of nephropathy, 

and prevalence of cardiac and cerebrovascular events before enzyme replacement therapy. 

Nephrol Dial Transplant 2009; 24(7):2102-2111. 

 364.  Newman DJ, Thakkar H, Edwards RG et al. Serum cystatin C measured by automated 

immunoassay: a more sensitive marker of changes in GFR than serum creatinine. Kidney Int 

1995; 47(1):312-318. 

 365.  Spanaus KS, Kollerits B, Ritz E, Hersberger M, Kronenberg F, von EA. Serum creatinine, 

cystatin C, and beta-trace protein in diagnostic staging and predicting progression of primary 

nondiabetic chronic kidney disease. Clin Chem 2010; 56(5):740-749. 

 366.  Torralba-Cabeza MA, Olivera S, Hughes DA, Pastores GM, Mateo RN, Perez-Calvo JI. Cystatin 

C and NT-proBNP as prognostic biomarkers in Fabry disease. Mol Genet Metab 2011; 

104(3):301-307. 

 367.  Feriozzi S, Germain DP, Di VR, Legrand A, Ricci R, Barbey F. Cystatin C as a marker of early 

changes of renal function in Fabry nephropathy. J Nephrol 2007; 20(4):437-443. 



176 | P a g e  
 

 368.  Mishra J, Dent C, Tarabishi R et al. Neutrophil gelatinase-associated lipocalin (NGAL) as a 

biomarker for acute renal injury after cardiac surgery. Lancet 2005; 365(9466):1231-1238. 

 369.  Mishra J, Mori K, Ma Q, Kelly C, Barasch J, Devarajan P. Neutrophil gelatinase-associated 

lipocalin: a novel early urinary biomarker for cisplatin nephrotoxicity. Am J Nephrol 2004; 

24(3):307-315. 

 370.  Mishra J, Ma Q, Prada A et al. Identification of neutrophil gelatinase-associated lipocalin as a 

novel early urinary biomarker for ischemic renal injury. J Am Soc Nephrol 2003; 14(10):2534-

2543. 

 371.  Viau A, El KK, Laouari D et al. Lipocalin 2 is essential for chronic kidney disease progression 

in mice and humans. J Clin Invest 2010; 120(11):4065-4076. 

 372.  Malyszko J, Malyszko JS, Bachorzewska-Gajewska H, Poniatowski B, Dobrzycki S, Mysliwiec 

M. Neutrophil gelatinase-associated lipocalin is a new and sensitive marker of kidney function in 

chronic kidney disease patients and renal allograft recipients. Transplant Proc 2009; 41(1):158-

161. 

 373.  Ding H, He Y, Li K et al. Urinary neutrophil gelatinase-associated lipocalin (NGAL) is an early 

biomarker for renal tubulointerstitial injury in IgA nephropathy. Clin Immunol 2007; 

123(2):227-234. 

 374.  Bolignano D, Coppolino G, Campo S et al. Neutrophil gelatinase-associated lipocalin in patients 

with autosomal-dominant polycystic kidney disease. Am J Nephrol 2007; 27(4):373-378. 

 375.  Bolignano D, Coppolino G, Campo S et al. Urinary neutrophil gelatinase-associated lipocalin 

(NGAL) is associated with severity of renal disease in proteinuric patients. Nephrol Dial 

Transplant 2008; 23(1):414-416. 

 

 


