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Abstract

Background: Genetic changes in the LIM homeobox transcription factor 1 beta (LMX1B) have been associated with
focal segmental glomerulosclerosis (FSGS) without the extra-renal or ultrastructural manifestations of Nail-patella
syndrome (NPS) known as Nail-patella-like renal disease (NPLRD). Fabry disease (FD) is an X-linked lysosomal disease
caused by the deficiency of alpha-galactosidase A. The classic form of the disease is characterized by
acroparesthesia, angiokeratomas, cornea verticillata, hypertrophic cardiomyopathy, strokes, and chronic kidney
disease. Podocyte myelin bodies on ultrastructural examination of kidney tissue are very characteristic of FD;
however some medications and other conditions may mimic this finding.

Case presentation: Here, we report on a female patient with chronic kidney disease (CKD), positive family history
for kidney disease and kidney biopsy showing a FSGS lesion and presence of focal myelin figures within podocytes
concerning for FD. However, genetic testing for FD was negative. After comprehensive clinical, biochemical, and
genetic evaluation, including whole exome and RNA sequencing, she was ultimately diagnosed with NPLRD.

Conclusions: This case illustrates the difficulties of diagnosing atypical forms of rare Mendelian kidney diseases and
the role of a multidisciplinary team in an individualized medicine clinic setting in combination with state-of-the-art
sequencing technologies to reach a definitive diagnosis.
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Background
Nail-patella syndrome (NPS; OMIM #161200) is an
autosomal dominant disease caused by variants in
LMX1B which encodes for the LIM homeobox tran-
scription factor 1 beta that plays a critical role in the de-
velopment of the limb structures, glomerular basement
membrane in the eye, kidney, and neurons [1]. The clas-
sic phenotype of NPS involves nail dysplasia, reduction
in flexion of the interphalangeal joints, elbows, and

knees, patella abnormalities such as absence, hypoplastic
or dislocation, and the presence of iliac horns on pelvis
x-rays [2]. The disease is completely penetrant, however
it has variable expressivity with inter- and intrafamilial
variability. Renal involvement occurs in 30–50% of the
individuals with NPS and end-stage renal disease (ESRD)
is seen in 5% of the cases. Usually, the first sign of renal
function impairment is proteinuria with or without
hematuria [3]. However some individuals may present
with renal involvement without skeletal or extrarenal
manifestations, a condition known as Nail-patella–like
renal disease (NPLRD) or LMX1B-associated nephropa-
thy (OMIM #256020) [4].
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Fabry disease (FD; OMIM #301500) is an X-linked in-
born error of metabolism caused by pathogenic variants
in GLA which encodes for the lysosomal enzyme alpha-
galactosidase A (α-GAL). This enzymatic defect leads to
the buildup of globotriaosylceramide (Gb3) and its deriv-
atives such as globotriaosylsphingosine (lyso-Gb3) in
different cell types, including endothelial cells, skin,
podocytes, cardiomyocytes, and nervous system. The
progressive accumulation of Gb3 causes the clinical fea-
tures of FD that include angiokeratomas, cornea verticil-
lata, gastrointestinal symptoms, proteinuria, progressive
kidney disease, hypertrophic cardiomyopathy, and
strokes [5]. Atypical variants of FD in which individuals
present with only cardiac disease [6] or kidney disease
are also recognized [7, 8]. Some genetic variants are
specific for the classic or atypical forms. However, clear
genotype-phenotype correlation does not exist [9].
Moreover, this is especially true in women who may be
asymptomatic, oligo symptomatic, or present the classic
form of the disease due to skewed X inactivation [10]. In
men, the diagnosis of FD can be established with the
identification of deficient α-GAL activity in leukocytes,
plasma, or cultured cells.
However, in women, the enzymatic activity is an unre-

liable assay, so genetic analysis of GLA should be per-
formed. Lyso-Gb3 measurement in plasma and urine
may help clarify variants of uncertain significance identi-
fied by genetic testing, particularly in individuals with
late-onset or atypical forms of the disease [11].
Herein, we report on a female proband with long-

standing history of CKD, family history of CKD and a
kidney biopsy showing a focal segmental glomerulo-
sclerosis (FSGS) lesion on light microscopy and myeloid
bodies in the podocyte on electron microscopy EM)
examination, who was referred to our Institution with a
suspicion of FD but who ultimately was diagnosed with
NPLRD after exome and RNA sequencing in the kidney
tissue.

Case presentation
A 65 year-old white female patient had been previously
evaluated an outside facility for recent development of
edema and CKD. She had a history of hypertension diag-
nosed at age 58 on treatment with angiotensin II recep-
tor blocker. At time of her initial evaluation (at an
outside facility) her serum creatinine was 1.1–1.2 mg/dL
and urine analysis demonstrated proteinuria +++. She
underwent a kidney biopsy that showed a FSGS lesion
and presence of focal myelin figures within podocytes
(zebra bodies). GLA sequencing for FD was negative.
She had no history of prior exposure to silica, amioda-
rone or hydroxychloroquine, which can be associated
with lesions resembling zebra bodies on EM. Her
mother was diagnosed with FSGS at age 69 years, then

developed end-stage renal disease, 2 years later, and was
on dialysis until her 80s when she died. The patient’s
father had died due to liver cancer. She has two healthy
brothers, ages 56 and 63, and two healthy sons who are
39 and 40 years old.
Due to the inconsistency between the EM findings

and the genetic analysis, and to obtain further clarifi-
cation regarding the diagnosis, the patient was re-
ferred to Mayo Clinic 4 years after the first
evaluation. She had no history of acroparesthesias,
angiokeratomas, transient ischemic attacks, hypohidro-
sis, parapelvic cysts or any other FD-related signs or
symptoms [12]. One son had negative biochemical
testing and the other had negative genetic testing for
FD. Physical examination was unremarkable including
no evidence of corneal abnormalities in ophthalmo-
logical evaluation. Laboratory evaluation is presented
on Table 1. Cardiac and brain magnetic resonance
imaging were unrevealing. To further evaluate the
cause of her renal disease, she underwent a repeat
kidney biopsy. On light microscopy (LM) there were
30% globally sclerotic glomeruli and one glomerulus
showed segmental sclerosis with podocyte capping.
Few glomeruli showed duplication of the glomerular
basement membranes. There was mild tubular atro-
phy and interstitial fibrosis (Fig. 1a) involving 25% of
the cortex sampled accompanied by mild chronic
interstitial inflammation. Some podocytes with bubbly
cytoplasm were seen on LM (Fig. 1b). No glomeruli
were seen in the immunofluorescence. There was 3+
focal tubular casts staining for IgA, kappa, and
lambda with 2+ IgM. The medullary tissue was nega-
tive for IgG, C1q, C3, albumin, and fibrinogen. On
EM, several podocytes contained myeline figures re-
sembling zebra bodies (Fig. 1c and d) with podocytes
displaying mild to moderate foot process effacement
involving approximately 30% of the total peripheral
capillary surface area. No myelin figures were seen
within endothelial cells, mesangial cells, peritubular
capillaries, or tubular cells. No beaded collagen fibrils
were seen within the glomerular basement mem-
branes. GLA deletion/duplication testing for FD gene
was repeated and was negative. Due to the inconclu-
sive biochemical and genetic testing, she was referred
to the Department of Clinical Genomics for further
evaluation. To further evaluate the cause of her renal
biopsy findings, RNA sequencing of kidney tissue was
performed through a research program in the Center
for Individualized Medicine [13]. No variants, aberrant
expression, aberrant splicing changes, or allelic imbal-
ance was detected within GLA by RNA analysis.
Moreover, there was no sign of skewed X chromo-
some expression. To search for other possible genetic
explanation for her symptoms, whole exome
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sequencing was performed on the kidney tissue and
revealed a pathogenic variant in LMX1B (NM_
002316.3:c.737G > A, p.Arg246Gln), which is associ-
ated with NPLRD in multiple families. The variant
was Sanger confirmed to be germline on DNA ex-
tracted from the patient’s blood. Her renal disease
progressed and 2 years after presentation to the Mayo
Clinic the patient received a kidney transplant from a
deceased donor.

Discussion and conclusions
Our case highlights the difficulties of diagnosing atypical
forms of rare Mendelian kidney diseases, especially when
kidney biopsy findings are suggestive of a genetic disease
but diagnosis cannot be confirmed by routine evaluation.
The diagnosis of NPS is associated with variable pheno-
types, including nail changes present in 98% of the pro-
bands with the typical form of disease. The prevalence
of NPS is estimated at one in 50,000 individuals, but
likely underestimated due to the variable phenotypic se-
verity in affected individuals. Genetic analysis of LMX1B
can be informative when a clinical diagnosis is uncertain
or for individuals with atypical forms of NPS. There is
no clear genotype-phenotype correlation; however, our
patient’s LMX1B pathogenic variant has been identified
in other families presenting with FSGS without the
extra-renal or ultrastructural manifestations of NPS
similar to our patient’s phenotype [1]. Knockout mice
studies have shown that reduced levels of the LMX1B
protein causes NPS [14]. The Arg246 residue is located
in the homeodomain of the LMX1B, is well conserved
throughout evolution, and has been shown to have a
critical role on LMX1B function. The Arg to Gln change
reduces transcriptional activity causing a decrease of
LMX1B level not sufficient to affect the nails and limbs
[15]. Interestingly, patients diagnosed with typical NPS
and with variants in the homeodomain are more likely
to have kidney disease than patients with variants in
other protein domains [16]. Moreover, the renal progno-
sis of patients with a p.Arg246Gln is worse than that of
typical NPS nephropathy [17]. The renal biopsy of indi-
viduals with NPLRD are heterogeneous and may show
minimal-change disease, normal EM, effacement of
podocyte foot processes, or a FSGS lesion. However, the
typical finding for NPLRD is the presence of deposition
of type III collagen fibrils [15]. On the other hand, FD
has very specific ultrastructural findings in the kidney bi-
opsy. LM shows vacuolization of podocytes and distal
tubular epithelial cells [18]. On EM, deposits of Gb3 ap-
pear as lamellated structures, called myeloid or zebra
bodies. Still, these findings are not pathognomonic of
FD since lamellar inclusions have been described in sili-
cosis, and with the use of chloroquine, hydroxychloro-
quine, imipramine, and gentamicin [19]. Of note, there
are anecdotal reports of FD phenocopy in individuals
with myeloid bodies in the kidney biopsy that have nega-
tive evaluation for FD and unknown cause for the lipids
deposition [20, 21].
The kidney findings and slightly elevated urinary lyso-

Gb3 in our patient were concerning for FD, and led us
to carry out RNA and DNA testing in search of a germ-
line variant, somatic variant, or copy number change in
GLA, but results were negative. Interestingly, there is no
non-FD individual with increased urinary levels of lyso-

Table 1 Biochemical evaluation

General blood test Result Normal Range

Hemoglobin (g/dL) 12 12–15.5

Leukocytes ×10(9)/L 6.6 3.5–10.5

Platelet ×10(9)/L 352 150–450

Sodium (mmol/L) 143 135–145

Potassium (mmol/L) 5.4 3.6–5.2

Bicarbonate (mmol/L) 25 22–29

Chloride (mmol/L) 105 98–107

Creatinine (mg/dL) 1.9 06–1.1

Blood urea nitrogen (mg/dL) 41 6–21

Albumin (g/dL) 3.6 3.5–5

Calcium (mg/dL) 9.1 8.9–10.1

Glucose (mg/dL) 98 70–100

Phosphorus (mg/dL) 4.7 2.5–4.5

C-reactive protein < 3.0 < 8.0

PTH (pg/mL) 79 15–65

Total cholesterol (mg/dL) 361 < 200

Triglycerides (mg/dL) 283 < 150

Hepatitis B and C Negative Negative

Monoclonal protein Negative Negative

Fabry disease studies Result Normal Range

Alpha-Galactosidase,
Leukocytes (nmol/h/mg)

35.3 > 23.1

Alpha-Galactosidase,
Plasma (U/L)

0.17 0.074–0.457

Ceramide Trihex and
Sulfatide, Urine

not detectable not detectable

Gb3, Plasma (ug/mL) 6.5 < 7.5

Gb3, Urine (mg/mmol/Cr) 0.031 < 0.03

Lyso-Gb3, Plasma (ng/mL) 0.4 < 1.8

Lyso-Gb3, Urine (ng/mmol/Cr) 6.8 not detectable

Urine studies Result Normal Range

Hemoglobin, qualitative Small negative

Red blood cells < 3 < 3 /HPF

White blood cells 4–10 1–10 < HPF

Casts, hyaline/LPF occasional not detectable

Fatty casts/LPF occasional not detectable

24 h proteinuria (mg) 6162 < 167
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Gb3 reported to date. Individuals with other causes for
CKD might present with increased levels of urinary Gb3
but they have normal levels of lyso-Gb3 [22]. However,
it is still not clear if individuals with other causes for
renal phospholipidosis could also excrete lyso-Gb3. It is
important to point out that in FD, myeloid bodies are
usually present not only in the podocytes, but also in
mesangial cells, endothelial cells, distal tubule, and inter-
stitium whereas in our patient there were inclusions only
in the podocytes similar to non-FD causes, and provides
a clue that we were dialing with a disease other than FD
[23]. The FSGS lesion in our patient is consistent with
what has been reported in association with the identified
LMX1B variant. Noteworthy, two additional families
with our patient’s variant in LMX1B and myeloid bodies
on the kidney biopsy were recently reported but no in-
formation on biomarker level was provided [24]. Thus,
at this time it is not possible to establish a definite
association between LMX1B, myeloid bodies and lyso-
GB3 excretion, or if the deposition is secondary to
lysosomal enzymatic deficiencies due to medications
or infections. Together, these cases indicate that
LMX1B-related diseases should be considered in the
differential diagnosis of patient with renal biopsy
showing myeloid bodies on EM.
It is important to highlight that obtaining definitive

diagnosis to patients with inconclusive causes of CKD,

such as the case reported, may prevent use of unneces-
sary therapies as this patient would not improve with en-
zyme replacement therapy with recombinant α-GAL
which would have been initiated had the patient been
misdiagnosed as FD. A multidisciplinary approach by
experts with the use of individualized medicine offer-
ing state-of-the-art sequencing technologies is essen-
tial for diagnosis in individuals with atypical forms of
rare diseases.

Abbreviations
α-GAL: Alpha galactosidase A; Cr: Creatinine; DNA: Deoxyribonucleic acid;
EM: Electron microscopy; ESRD: End stage renal disease; FD: Fabry disease;
FSGS: Focal segmental glomerulosclerosis; Gb3: Globotriaosylceramide;
IF: Immunofluorescence; LM: Light microscopy; Lyso-
Gb3: Globotriaosylsphingosine; NPLRD: Nail-patella-like renal disease;
NPS: Nail-patella syndrome; RNA: Ribonucleic acid

Acknowledgements
The authors would like to thank the patient for participating in this study.
Also, they would like to thank Ryan J. Kuisle, Carri Prochnow, and Lindsay
Mulvihill for the logistical support.

Authors’ contributions
FPV, PNP, FCF, SHN, KM, CTS, EWK, and SMH contributed to the design of the
study, to the analysis of the results, and to the writing of the manuscript.
Each author contributed important intellectual content during manuscript
drafting or revision, accepts personal accountability for the author’s own
contributions, and agrees to ensure that questions pertaining to the
accuracy or integrity of any portion of the work are appropriately
investigated and resolved. All authors have read and approved the
manuscript.

Fig. 1 Kidney biopsy findings. a Low power image showing a glomerulus with segmental sclerosis (arrow) and focal tubular atrophy, interstitial
fibrosis, and chronic inflammation (bottom of figure) (silver stain). b Some podocytes in this glomerulus (stars) show bubbly cytoplasm on H&E. c
Low power electron microscopy image showing lipid inclusions (myeloid bodies) in some podocytes (stars) but not in the other cell types. d
High power electron microscopy figure showing abundant myeloid figures within the cytoplasm of a podocyte

Pinto e Vairo et al. BMC Nephrology          (2020) 21:341 Page 4 of 5



Funding
This work was supported by the Mayo Clinic Center for Individualized
Medicine (CIM), the Investigative and Functional Genomics Program and the
William O. Lund, Jr. and Natalie C. Lund Charitable Foundation. The funders
had no role in study design, data collection and analysis, decision to publish,
or preparation of the manuscript. Dr. Mills’ work was partly funded by the
National Institute for Health Research Biomedical Research Centre at Great
Ormond Street Hospital for Children NHS Foundation Trust and with kind
donations from the Szeban Peto Foundation.

Availability of data and materials
The datasets generated and/or analyzed during the current study are not
publicly available due to protect individual’s privacy but are available from
the corresponding author on reasonable request.

Ethics approval and consent to participate
This study was approved by the Mayo Clinic IRB and the authors conducted
their research in accordance with the Declaration of Helsinki. Patient signed
an informed consent.

Consent for publication
Patient has provided written informed consent for publication.

Competing interests
The authors state no conflicts of interest.

Author details
1Center for Individualized Medicine, Mayo Clinic, Rochester, MN, USA.
2Department of Clinical Genomics, Mayo Clinic, Rochester, MN, USA. 3Division
of Nephrology and Hypertension, Department of Medicine, Mayo Clinic, 200
First St SW, Rochester, MN 55905, USA. 4Department of Laboratory Medicine
and Pathology, Mayo Clinic, Rochester, MN, USA. 5UCL Institute of Child
Health, Great Ormond Street Hospital, London, UK. 6Department of
Biochemistry and Molecular Biology, Mayo Clinic, Rochester, MN, USA.
7Department of Health Sciences Research, Mayo Clinic, Rochester, MN, USA.

Received: 17 January 2020 Accepted: 6 August 2020

References
1. Boyer O, Woerner S, Yang F, Oakeley EJ, Linghu B, Gribouval O, Tete

MJ, Duca JS, Klickstein L, Damask AJ, et al. LMX1B mutations cause
hereditary FSGS without extrarenal involvement. J Am Soc Nephrol.
2013;24(8):1216–22.

2. Sweeney E, Fryer A, Mountford R, Green A, McIntosh I. Nail patella
syndrome: a review of the phenotype aided by developmental biology. J
Med Genet. 2003;40(3):153–62.

3. Sweeney E, Hoover-Fong JE, McIntosh I. Nail-Patella Syndrome. 2003 May 31
[Updated 2014 Nov 13]. In: Adam MP, Ardinger HH, Pagon RA, et al., editors.
GeneReviews® [Internet]. Seattle (WA): University of Washington, Seattle;
1993-2020. Available from: https://www.ncbi.nlm.nih.gov/books/NBK1132/.

4. Salcedo JR. An autosomal recessive disorder with glomerular basement
membrane abnormalities similar to those seen in the nail patella syndrome:
report of a kindred. Am J Med Genet. 1984;19(3):579–84.

5. Mehta A, Clarke JT, Giugliani R, Elliott P, Linhart A, Beck M, Sunder-
Plassmann G, Investigators FOS. Natural course of Fabry disease: changing
pattern of causes of death in FOS - Fabry outcome survey. J Med Genet.
2009;46(8):548–52.

6. Masarone D, Duro G, Dellegrottaglie S, Colomba P, Rubino M, Cirillo A,
Pisani A, Caiazza M, Elliott PM, Calabro P, et al. Severe hypertrophic
cardiomyopathy in a patient with atypical Anderson-Fabry disease. Futur
Cardiol. 2017;13(6):521–7.

7. Nakao S, Kodama C, Takenaka T, Tanaka A, Yasumoto Y, Yoshida A, Kanzaki
T, Enriquez AL, Eng CM, Tanaka H, et al. Fabry disease: detection of
undiagnosed hemodialysis patients and identification of a “renal variant”
phenotype. Kidney Int. 2003;64(3):801–7.

8. Rosenthal D, Lien YH, Lager D, Lai LW, Shang S, Leung N, Fervenza FC. A
novel alpha-galactosidase a mutant (M42L) identified in a renal variant of
Fabry disease. Am J Kidney Dis. 2004;44(5):e85–9.

9. Ortiz A, Germain DP, Desnick RJ, Politei J, Mauer M, Burlina A, Eng C, Hopkin
RJ, Laney D, Linhart A, et al. Fabry disease revisited: management and

treatment recommendations for adult patients. Mol Genet Metab. 2018;
123(4):416–27.

10. Germain DP, Benistan K, Angelova L. X-linked inheritance and its implication
in the diagnosis and management of female patients in Fabry disease. Rev
Med Interne. 2010;31(Suppl 2):S209–13.

11. Aerts JM, Groener JE, Kuiper S, Donker-Koopman WE, Strijland A, Ottenhoff
R, van Roomen C, Mirzaian M, Wijburg FA, Linthorst GE, et al. Elevated
globotriaosylsphingosine is a hallmark of Fabry disease. Proc Natl Acad Sci
U S A. 2008;105(8):2812–7.

12. Pisani A, Petruzzelli Annicchiarico L, Pellegrino A, Bruzzese D, Feriozzi S,
Imbriaco M, Tedeschi E, Cocozza S, De Rosa D, Mignani R, et al. Parapelvic
cysts, a distinguishing feature of renal Fabry disease. Nephrol Dial
Transplant. 2018;33(2):318–23.

13. Oliver GR, Tang X, Schultz-Rogers LE, Vidal-Folch N, Jenkinson WG, Schwab
TL, Gaonkar K, Cousin MA, Nair A, Basu S, et al. A tailored approach to
fusion transcript identification increases diagnosis of rare inherited disease.
PLoS One. 2019;14(10):e0223337.

14. Rohr C, Prestel J, Heidet L, Hosser H, Kriz W, Johnson RL, Antignac C,
Witzgall R. The LIM-homeodomain transcription factor Lmx1b plays a crucial
role in podocytes. J Clin Invest. 2002;109(8):1073–82.

15. Isojima T, Harita Y, Furuyama M, Sugawara N, Ishizuka K, Horita S, Kajiho Y,
Miura K, Igarashi T, Hattori M, et al. LMX1B mutation with residual
transcriptional activity as a cause of isolated glomerulopathy. Nephrol Dial
Transplant. 2014;29(1):81–8.

16. Bongers EM, Huysmans FT, Levtchenko E, de Rooy JW, Blickman JG,
Admiraal RJ, Huygen PL, Cruysberg JR, Toolens PA, Prins JB, et al. Genotype-
phenotype studies in nail-patella syndrome show that LMX1B mutation
location is involved in the risk of developing nephropathy. Eur J Hum
Genet. 2005;13(8):935–46.

17. Konomoto T, Imamura H, Orita M, Tanaka E, Moritake H, Sato Y, Fujimoto S,
Harita Y, Hisano S, Yoshiura K, et al. Clinical and histological findings of
autosomal dominant renal-limited disease with LMX1B mutation.
Nephrology (Carlton). 2016;21(9):765–73.

18. Maruyama H, Taguchi A, Nishikawa Y, Guili C, Mikame M, Nameta M,
Yamaguchi Y, Ueno M, Imai N, Ito Y, et al. Medullary thick ascending limb
impairment in the Gla(tm)Tg(CAG-A4GALT) Fabry model mice. FASEB J.
2018;32(8):4544–59.

19. van der Tol L, Svarstad E, Ortiz A, Tondel C, Oliveira JP, Vogt L, Waldek S,
Hughes DA, Lachmann RH, Terryn W, et al. Chronic kidney disease and an
uncertain diagnosis of Fabry disease: approach to a correct diagnosis. Mol
Genet Metab. 2015;114(2):242–7.

20. Kakita T, Shimohata H, Fujita S, Ogawa Y, Nagai M, Hirayama K, Nakamura H,
Kobayashi M. A case of focal segmental glomerulosclerosis with myeloid
bodies. Ren Fail. 2012;34(6):801–3.

21. Li XL, Qi XT, Lu SY, Xue R, Ma ZG. Myeloid bodies in a patient with
membranous nephropathy: a case report and literature review. Int J Clin
Exp Med. 2019;12(7):9491–4.

22. Auray-Blais C, Lavoie P, Abaoui M, Cote AM, Boutin M, Akbari A, Levin A,
Mac-Way F, Tr Clarke J. High-risk screening for Fabry disease in a Canadian
cohort of chronic kidney disease patients. Clin Chim Acta. 2020;501:234–40.

23. Colpart P, Felix S. Fabry nephropathy. Arch Pathol Lab Med. 2017;141(8):
1127–31.

24. Lei L, Oh G, Sutherland S, Abra G, Higgins J, Sibley R, Troxell M, Kambham
N. Myelin bodies in LMX1B-associated nephropathy: potential for
misdiagnosis. Pediatr Nephrol. 2020;35(9):1647–57.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Pinto e Vairo et al. BMC Nephrology          (2020) 21:341 Page 5 of 5

https://www.ncbi.nlm.nih.gov/books/NBK1132/

	Abstract
	Background
	Case presentation
	Conclusions

	Background
	Case presentation
	Discussion and conclusions
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

