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Abstract 

Background 

Fabry disease (FD) is a rare X-linked lysosomal storage disorder due to mutations in 

the α-galactosidase A gene (GLA) that result in absent or markedly reduce -

galactosidase A (-GalA) enzymatic activity. As a result, the major glycosphingolipid 

substrates, globotriaosylceramide (Gb3) and globotriaosylsphingosine (LysoGb3) 

accumulate in plasma, urine and tissue lysosomes. In females, the diagnosis can be 

complicated by the fact that 40-50% of GLA-mutation confirmed heterozygotes have 

normal or only slightly decreased leukocyte α-GalA activities. Recently, LysoGb3 has 

been appreciated as a novel FD biomarker, especially for therapeutic monitoring. 

Methods 

Among our GLA-mutation proven FD patients, we screened 18 heterozygotes whose 

leukocyte α-GalA activity was determined at initial diagnosis. For these females, we 

measured their serum LysoGb3 levels using highly-sensitive electrospray ionization 

liquid chromatography tandem mass spectrometry. 

Results 

We identified three unrelated females in whom the accumulating LysoGb3 was 

increased, whereas their leukocyte α-GalA activities were in the normal range.  

Conclusion 

LysoGb3 serves as an useful biomarker to improve the diagnosis of FD 

heterozygotes and for therapeutic evaluation and monitoring. 

 

Abstract Word Count   171 
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1. Introduction 

Fabry disease (FD) is a rare X-linked lysosomal storage disorder caused by 

mutations in the α-galactosidase A (GLA) gene leading to markedly decreased or 

absent α-GalA enzyme activity [1, 2]. The enzymatic defect leads to glycosphingolipid 

accumulation in plasma, urine and tissue lysosomes. The resulting clinical 

manifestations include kidney and heart failure, cerebrovascular disease and 

premature demise. Males are more severely affected than female heterozygotes, 

whose manifestations can range from asymptomatic to rarely as severely affected as 

males [1, 2]. 

Currently, the diagnosis of affected males involves the demonstration of markedly 

decreased α-GalA activity in plasma, leucocytes or dried blood spots (DBS), which 

can be confirmed by GLA mutation analysis [1]. However, due to random X-

chromosomal inactivation, at least 40% of GLA-mutation confirmed heterozygotes 

have normal or slightly decreased α-GalA activity requiring GLA sequencing to 

confirm heterozygosity [2-4] .  

The phenotypic heterogeneity also complicates the clinical diagnosis of FD in 

females. There are two major subtypes, the Type 1 “Classic” and the Type 2 “Later-

Onset” phenotypes [4]. Affected males with the Type 2 phenotype have residual α-

GalA activity, later-onset cardiac and/or renal disease, and lack the major early-onset 

classical manifestations, including angiokeratoma, acroparesthesias, hypohidrosis, 

and the ocular abnormalities [5-7]. Even genetic testing of patients at-risk or 

suspicious for FD has been compromised by the recently recognized occurrence of 

various benign missense mutations [8-10].  

 

Previously, increased plasma or urine levels of globotriaosylceramide (Gb3) were 

used to help identify heterozygosity, but its analysis is laborious and multi-procedural 
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[11]. More recently, the easier measurement of its deacylated form, 

globotriaosylsphingosine (LysoGb3) has become appreciated as a novel diagnostic 

tool that can classify Classic and Later-Onset males [12, 13]. 

 

Here, we report three unrelated heterozygotes among the FD patients treated or 

followed at the University Hospital Zurich with increased LysoGb3, whereas their 

leukocyte α-GalA activities were in the normal range. In these women, the serum 

LysoGb3 levels were useful diagnostic markers to identify heterozygotes who should 

be evaluated for treatment. 
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2. Methods 

2.1. Patients and clinical work-up 

This study was conducted in accordance with the principles of the Helsinki 

Declaration. All patients signed a written informed consent. All authors have read and 

approved the manuscript. 

  

Between January 2014 and December 2016, blood for biobanking was drawn from 

61 consecutive FD patients (36 females, 59%) at the University Hospital Zurich, 

Zurich, Switzerland, all with a GLA-mutation confirmed diagnosis, who presented for 

routine annual examinations at our FD center. In 11 of these patients (5 females), 

kidney biopsies had been performed, all of which had the typical FD pathology 

including the prominent Gb3 accumulation in vascular endothelial, interstitial 

and mesangial cells, and in particular, in podocytes (Fig. 1) [14]. For serum 

LysoGb3 levels, blood samples were centrifuged and serum was immediately frozen 

at −80°C. All patients had a comprehensive work-up, including medical history, 

cardiac, renal, and neurological evaluations. In this retrospective cohort study, all 

clinical and routine laboratory results including α-GalA activities were obtained from 

the patients` medical records. α-GalA activities were originally determined at the time 

of diagnosis in the males and mutation analyses were performed in all females. For 

this study, we screened the 18 heterozygotes who previously had a documented α-

GalA activity assay at the original diagnosis. For these heterozygotes, we determined 

the serum LysoGb3 levels.  

 

2.2. Phenotyping 

Phenotyping was based on GLA mutation type:  frame-shift, nonsense, consensus 

splice-site mutations, large insertions and deletions, and some missense mutations, 
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which result in no or <2% of mean normal enzymatic activity were classified as 

having the Type 1 Classic phenotype. In contrast, some missense and some 

alternative splicing mutations result in enzymes with residual enzymatic activity and 

the Type 2 Later-Onset phenotype.  To determine if the missense mutations caused 

the Classic or Later-Onset phenotype, clinical data, substrate levels, and in vitro 

expression assays were evaluated to determine the mutation’s phenotype [7, 8].   

 

2.3. LysoGb3 measurement 

Serum LysoGb3 levels were measured by highly-sensitive electrospray ionization 

liquid chromatography tandem mass spectrometry (ESI LC-MS/MS) on a Shimadzu 

8050 class I medical device using an adapted method from Gold et al [15]. A 7-

point serum calibrator and an internal standard for LysoGb3 quantification (covering 

the analytic range from 0-120 ng/mL; lower limit of quantification: 0.3 ng/mL), and 

three calibrator levels (3, 30 and 100 ng/mL) for quality control were used 

(ARCHIMED Life Science GmbH, Vienna, Austria; www.archimedlife.com). Further 

experimental details on mass spectrometric conditions and sample work-up 

are available on request.  

The reference range was defined as the prediction interval that included 95% of 

values of a reference group: cut-off ≤1.1 ng/mL.  
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3. Results 

3.1.  Fabry disease diagnosis in three female patients with normal α-GalA 

activity 

In our study cohort of 61 patients, there were 36 GLA-mutation confirmed 

heterozygotes. Of these, 18 previously had α-GalA activity determinations, and of 

these, three had normal α-GalA activities and increased serum LysoGb3 levels, as 

described in detail below: 

 

Female 1 was 55 years old when she was admitted to the hospital with her third 

cryptogenic stroke, the first having occurred when she was 50 years old.  At initial 

examination, the patient also described burning sensations in her hands and feet and 

an inability to sweat. Her son died at 28 years old from recurrent epileptic seizures. 

He also complained of burning paresthesias in his hands and feet. Her mother died 

at 78 years; her father died of a myocardial infarction at the age of 65 years. 

Her clinical examination revealed a few angiokeratomas on her trunk, and a slit-lamp 

examination revealed the characteristic cornea verticillata. Laboratory studies 

demonstrated normal kidney function and microalbuminuria (urinary 

albumin/creatinine 4.2 mg/mmol). GLA mutation analysis identified GLA pathologic 

missense mutation c.796G>T (p.Asp266Tyr) which made her heterozygote 

diagnosis. This previously reported mutation causes the Classic phenotype [16]. 

Female 2 was diagnosed with FD at 39 years of age by family mutation screening. 

Her asymptomatic daughter was incidentally found to have proteinuria at 11 years. 

The daughter`s kidney biopsy revealed myelin-figures in podocyte lysosomes by 

electron microscopy. Female 2’s father died of kidney failure at 43 years of age. Her 

paternal aunt had left ventricular hypertrophy and a pacemaker. She died at 67 years 

of kidney failure following a hip fracture operation. The clinical examination of Female 
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2 revealed no angiokeratoma, but the slit-lamp examination showed cornea 

verticillata. Laboratory studies demonstrated normal kidney function and 

microalbuminuria (urinary albumin/creatinine 3.6 mg/mmol). Genetic testing 

confirmed the pathogenic family missense mutation c.1033T>C (p.Ser345Pro). This 

previously reported missense mutation causes the Classic phenotype [16].  

 

Female 3 suffered from chronic acroparesthesias and was diagnosed with FD at 12 

years old by family screening. Her 41 year old maternal uncle had acroparesthesias, 

myalgias, anhidrosis, proteinuria and renal insufficiency, which led to a kidney biopsy. 

Electron microscopy revealed numerous lamellar inclusions in the lysosomes of 

podocytes, mesangial, vascular endothelial and tubular cells and genetic testing was 

undertaken.  Another maternal uncle committed suicide at 28 years of age due to 

recurrent excruciating acroparesthesias shortly before the family was diagnosed as 

having FD. The 31 year old mother of Female 3, a 38 year old maternal uncle, and a 

36 year old maternal aunt also had the family mutation.  Female 3 did not have 

angiokeratomas, however, the slit-lamp examination showed cornea verticillata. 

Laboratory studies demonstrated normal kidney function and proteinuria of less than 

0.5 gram per 24 hours. However, the electron microscopy of her kidney biopsy 

revealed numerous lamellar inclusions in podocyte lysosomes, typical of the Fabry 

nephropathy.  Genetic testing confirmed the presence of the pathogenic family 

mutation c.744_745delTA (p.Phe248LeufsX7). This previously reported frameshift 

mutation causes the Classic phenotype [16].  

 

All three heterozygotes had Classic mutations with normal leukocyte α-GalA 

activities and markedly elevated serum LysoGb3. Their clinical and biochemical 
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characteristics are summarized in the Table 1. All symptoms described in the text 

and Tables were diagnosed prior to enzyme replacement therapy (ERT). 

 

Table 1. Current clinical and biochemical characteristics of the three females with the 

α-galactosidase A activity within the normal range at the time of diagnosis*.  

 Female 1 Female 2 Female 3 

α-gal A activity, % of 

lower range 

108 288 120 

LysoGb3, ng/mL;  

cut-off<1.1 ng/mL 

8.6 7.8 7.9 

Current age, years 57 42 20 

Age at diagnosis, years 55 39 12 

Diagnosed as index patient family screening family screening 

Mutation c.796G>T c.1033T>C c.744_745delTA 

Predicted amino acid 

change  

p.Asp266Tyr p.Ser345Pro 

 

p.Phe248LeufsX7 

 

Category missense missense deletion 

Phenotype classic classic classic 

Receiving ERT + + + 

Hypohidrosis + - - 

Acroparesthesia + - + 

Angiokeratoma + - - 

Cornea verticillata + + + 

Cardiomyopathy - - - 

eGFR**, ml/min/1.73m2 94 86 128  

Urine prot/creatinine,  

mg/mmol 

normal normal 900 

Stroke history † 5 0 0 

* Plus (+) or minus (-) indicates presence or absence of the clinical finding 
** According to CKD-EPI equation 
† Number of strokes 
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3.2. Clinical and biochemical parameters of two female patients with normal α-

galactosidase activity and normal LysoGb3 levels. 

Two of the 18 females who had α-GalA activity determinations, had normal α-GalA 

activities and normal serum LysoGb3 levels. Their clinical and biochemical findings 

are summarized in the Supplementary Table A1 (Females 4 and 5). These females 

were diagnosed by family screening. 

 

3.3. Clinical and biochemical findings of 13 female patients with reduced α-

GalA activities and increased LysoGb3 levels. 

Thirteen of the 18 females, who had α-GalA activity determinations, had reduced α-

GalA activities and increased serum LysoGb3 levels. Their clinical and biochemical 

findings are summarized in Table A1 (Females 6-18). Two of these females were 

diagnosed with FD as index patients (Females 6 and 12), the other 11 by family 

screening.  The LysoGb3 levels were increased in all these patients with reduced α-

GalA activities.  
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4. Discussion 

We identified three of 18 females with GLA-mutation confirmed FD in whom their α-

GalA activities were normal, however, their serum LysoGb3 levels were markedly 

increased (Table 1). In FD heterozygotes, the α-GalA activities are often borderline 

normal or normal due to random X-chromosomal inactivation [3]. Our findings 

suggest that this biomarker may improve initial diagnose of clinically relevant FD, 

particularly in female patients. These findings relate to which females should be 

evaluated for treatment.  

Importantly, the initiation of treatment is based on a confirmed pathogenic 

mutation, low levels of enzymatic activity and evidence of early clinical 

manifestations. The LysoGb3 provides another indicator of disease activity as 

it may reflect the overall total body substrate accumulation. In heterozygotes 

with normal levels of α-GalA activity that are asymptomatic, tissue biopsies have 

been used to determine which women had marked glycosphingolipid accumulation. 

However, invasive biopsies may not be feasible or acceptable in many heterozygotes 

[17]. In heterozygotes from classic families, the serum LysoGb3 may serve as a 

marker of tissue involvement to evaluate the need of treatment. Although, normal 

LysoGb3 does not necessarily mean that there is no need for treatment, as the 

clinical manifestations indicate therapeutic intervention. 

Different methods have been used to measure LysoGb3 including LC-MS/MS. 

Quality control materials and inter-laboratory testing are required to standardize 

LysoGb3 measurements among laboratories. This will permit composition of results 

among laboratories in order to further evaluate the potential use of this marker 

particularly in patients with the Later-Onset phenotype to improve its diagnostic utility, 

need for treatment, and therapeutic monitoring. 
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Certainly, therapeutic decisions are not made by biomarker levels only and 

extensive clinical characterization using a multidisciplinary approach, a detailed 

family history and knowledge of previously reported phenotypic descriptions of the 

specific GLA mutation are of utmost importance to identify the phenotype and 

disease severity. Among our females, two had both normal α-GalA activities and 

normal LysoGb3 levels, which emphasizes the need for further evaluation beyond the 

use of biomarkers. As previously reported, many heterozygotes from families with the 

Later-Onset phenotype will have no FD manifestations and no serum LysoGb3 

accumulation [12]. For example, the female, who had a mutation resulting in the 

Later-Onset phenotype, had normal LysoGb3 and would have been 

misdiagnosed by the biomarker (Supplemental Table, female 5). It should be 

noted that the severity of both phenotypes can vary among affected males. 

Especially “Type 2” mutations, where there is more variability in the onset and 

severity of the cardiac and/or renal manifestations [18, 19]. These are based on 

the amount of residual α-GalA activity expressed by the given Later-Onset 

mutation. In the Later-Onset heterozygotes, the LysoGb3 levels may be very 

low or normal due to random X-chromosomal inactivation. Thus, the LysoGb3 

levels may not diagnose the mildly-affected or asymptomatic Later-Onset 

heterozygotes. Clearly, GLA mutation analysis remains the diagnostic method 

of choice for Fabry heterozygotes, and the LysoGb3 levels serve as biomarkers 

to evaluate the disease activity and are helpful to determine when to intervene 

therapeutically.        

Three recent reports have determined the plasma LysoGb3 levels in males and females with 

the Classic, Later-Onset and benign GLA mutations: Lukas et al [20], Niemann et al [13] and 

Smid et al [12]. Lukas et al from the Centogene laboratory, reported a variety of mutations and 

their LysoGb3 levels (typically 1 or 2 females). Niemann et al classified patients clinically by 
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new criteria and found that LysoGb3 levels varied in 11 women with pathogenic mutations. 

Smid et al determined the LysoGb3 levels in 14 non-classical patients and found an overlap 

with normal levels regardless of α-GalA activities. Importantly, Smid et al recognized the need 

to further expand experience with LysoGb3 particularly in Later-onset (or so called Non-

classical) heterozygotes. Therefore, we present our experience with 18 heterozygotes, with 

Classic, Later-Onset, and a benign mutation, in whom the enzymatic activities and LysoGb3 

levels were determined. These studies further expand experience with LysoGb3 and 

demonstrate that even classic female patients with normal enzyme levels have elevated 

LysoGb3 and further confirm that heterozygotes with Later-Onset mutations can have elevated 

or normal LysoGb3 levels. 

Higher LysoGB3 serum levels and lower leukocyte α-GalA activities are not 

directly linked in heterozygotes presumably due to random X-chromosomal 

inactivation. The leukocyte α-GalA activities reflect “Lyonization” in bone 

marrow myeloid cells. Whereas the serum LysoGb3 levels likely represent the 

level of Gb3 and LysoGb3 in multiple cell types in heterozygotes, the leukocyte 

α-GalA activity can be in the normal range but reduced in other cell types such 

as myocytes and podocytes so that the accumulation of Gb3 will be leaked into 

the plasma and urine. Thus, the LysoGb3 levels can be a better indicator of 

overall disease severity.  

 These studies are limited since the sample size is relatively small and larger 

studies are needed to confirm our findings. In addition, the degree of random 

X-chromosomal inactivation is the most prominent epigenetic factor that 

determines if a Type 1 Classic or Type 2 Later-Onset heterozygote will be 

symptomatic [3]. It would be useful to correlate the degree of “Lyonization” 

with the LysoGb3 levels. Such studies should be undertaken in the future. 

Conclusion 
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LysoGb3 appears a useful biomarker in addition to the leukocyte enzyme 

activity in females. The measurement of LysoGb3 can improve the initial 

diagnosis of FD, particularly in females with normal and/or borderline α-GalA 

activities, and the presentation of non-specific symptoms such as heat intolerance, 

pain, and gastrointestinal symptoms. As illustrated by our study, LysoGb3 was a 

useful marker along with the leukocyte α-GalA activity for the diagnosis of 

heterozygotes with FD, and may be useful to assess which heterozygotes should 

be considered for treatment, even though they have normal α-GalA activities.  
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Role of the funding source 

The LysoGb3 measurements were provided by ARCHIMED Life Science, Vienna, 

Austria. The laboratory members were blinded to patients’ names and all clinical and 

biochemical information and had no role in the collection of samples, interpretation of 

data and the decision to submit the article for publication. The laboratory members 

(TPM and DCK) participated in writing and approving the manuscript.  



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT
 

17 
 

References 

[1] R. Desnick, Y. Ioannou, C. Eng, α-galactosidase A deficiency: Fabry disease. 

The metabolic and molecular bases of inherited disease. (eds Scriver CR, Beaudet 

AL, Sly WS, Valle D.) p3733-3774, McGraw-Hill, New York, 2001 

[2] R.J. Desnick, R. Brady, J. Barranger, A.J. Collins, D.P. Germain, M. Goldman, 

G. Grabowski, S. Packman, W.R. Wilcox, Fabry disease, an under-recognized 

multisystemic disorder: expert recommendations for diagnosis, management, and 

enzyme replacement therapy Ann Intern Med 138 (2003) 338-346 

[3] L. Echevarria, K. Benistan, A. Toussaint, O. Dubourg, A.A. Hagege, D. 

Eladari, F. Jabbour, C. Beldjord, P. De Mazancourt, D.P. Germain, X-chromosome 

inactivation in female patients with Fabry disease Clin Genet 89 (2016) 44-

5410.1111/cge.12613. 

[4] G.E. Linthorst, B.J. Poorthuis, C.E. Hollak, Enzyme activity for determination of 

presence of Fabry disease in women results in 40% false-negative results J Am Coll 

Cardiol 51 (2008) 2082; author reply 2082-208310.1016/j.jacc.2008.02.050. 

[5] W. von Scheidt, C.M. Eng, T.F. Fitzmaurice, E. Erdmann, G. Hubner, E.G. 

Olsen, H. Christomanou, R. Kandolf, D.F. Bishop, R.J. Desnick, An atypical variant of 

Fabry's disease with manifestations confined to the myocardium N Engl J Med 324 

(1991) 395-39910.1056/NEJM199102073240607. 

[6] S. Nakao, C. Kodama, T. Takenaka, A. Tanaka, Y. Yasumoto, A. Yoshida, T. 

Kanzaki, A.L. Enriquez, C.M. Eng, H. Tanaka, C. Tei, R.J. Desnick, Fabry disease: 

detection of undiagnosed hemodialysis patients and identification of a "renal variant" 

phenotype Kidney Int 64 (2003) 801-80710.1046/j.1523-1755.2003.00160.x. 

[7] M. Spada, S. Pagliardini, M. Yasuda, T. Tukel, G. Thiagarajan, H. Sakuraba, 

A. Ponzone, R.J. Desnick, High incidence of later-onset fabry disease revealed by 

newborn screening Am J Hum Genet 79 (2006) 31-4010.1086/504601. 



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT
 

18 
 

[8] M. Yasuda, J. Shabbeer, S.D. Benson, I. Maire, R.M. Burnett, R.J. Desnick, 

Fabry disease: characterization of alpha-galactosidase A double mutations and the 

D313Y plasma enzyme pseudodeficiency allele Hum Mutat 22 (2003) 486-

49210.1002/humu.10275. 

[9] B.E. Smid, C.E. Hollak, B.J. Poorthuis, M.A. van den Bergh Weerman, S. 

Florquin, W.E. Kok, R.H. Lekanne Deprez, J. Timmermans, G.E. Linthorst, 

Diagnostic dilemmas in Fabry disease: a case series study on GLA mutations of 

unknown clinical significance Clin Genet 88 (2015) 161-16610.1111/cge.12449. 

[10] D. Oder, N. Uceyler, D. Liu, K. Hu, B. Petritsch, C. Sommer, G. Ertl, C. 

Wanner, P. Nordbeck, Organ manifestations and long-term outcome of Fabry 

disease in patients with the GLA haplotype D313Y BMJ Open 6 (2016) 

e01042210.1136/bmjopen-2015-010422. 

[11] J.M. Aerts, J.E. Groener, S. Kuiper, W.E. Donker-Koopman, A. Strijland, R. 

Ottenhoff, C. van Roomen, M. Mirzaian, F.A. Wijburg, G.E. Linthorst, A.C. Vedder, 

S.M. Rombach, J. Cox-Brinkman, P. Somerharju, R.G. Boot, C.E. Hollak, R.O. Brady, 

B.J. Poorthuis, Elevated globotriaosylsphingosine is a hallmark of Fabry disease Proc 

Natl Acad Sci U S A 105 (2008) 2812-281710.1073/pnas.0712309105. 

[12] B.E. Smid, L. van der Tol, M. Biegstraaten, G.E. Linthorst, C.E. Hollak, B.J. 

Poorthuis, Plasma globotriaosylsphingosine in relation to phenotypes of Fabry 

disease J Med Genet 52 (2015) 262-26810.1136/jmedgenet-2014-102872. 

[13] M. Niemann, A. Rolfs, S. Stork, B. Bijnens, F. Breunig, M. Beer, G. Ertl, C. 

Wanner, F. Weidemann, Gene mutations versus clinically relevant phenotypes: lyso-

Gb3 defines Fabry disease Circ Cardiovasc Genet 7 (2014) 8-

1610.1161/CIRCGENETICS.113.000249. 

[14] J. Alroy, S. Sabnis, J.B. Kopp, Renal pathology in Fabry disease J Am Soc 

Nephrol 13 Suppl 2 (2002) S134-138 



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT
 

19 
 

[15] H. Gold, M. Mirzaian, N. Dekker, M. Joao Ferraz, J. Lugtenburg, J.D. Codee, 

G.A. van der Marel, H.S. Overkleeft, G.E. Linthorst, J.E. Groener, J.M. Aerts, B.J. 

Poorthuis, Quantification of globotriaosylsphingosine in plasma and urine of fabry 

patients by stable isotope ultraperformance liquid chromatography-tandem mass 

spectrometry Clin Chem 59 (2013) 547-55610.1373/clinchem.2012.192138. 

[16] E. Schafer, K. Baron, U. Widmer, P. Deegan, H.P. Neumann, G. Sunder-

Plassmann, J.O. Johansson, C. Whybra, M. Ries, G.M. Pastores, A. Mehta, M. Beck, 

A. Gal, Thirty-four novel mutations of the GLA gene in 121 patients with Fabry 

disease Hum Mutat 25 (2005) 41210.1002/humu.9327. 

[17] R.Y. Wang, A. Lelis, J. Mirocha, W.R. Wilcox, Heterozygous Fabry women are 

not just carriers, but have a significant burden of disease and impaired quality of life 

Genet Med 9 (2007) 34-4510.1097GIM.0b013e31802d8321. 

[18] F. Matsuzawa, S. Aikawa, H. Doi, T. Okumiya, H. Sakuraba, Fabry disease: 

correlation between structural changes in alpha-galactosidase, and clinical and 

biochemical phenotypes Hum Genet 117 (2005) 317-32810.1007/s00439-005-1300-

5. 

[19] D. Oder, D. Vergho, G. Ertl, C. Wanner, P. Nordbeck, Case report of a 45-year 

old female Fabry disease patient carrying two alpha-galactosidase A gene mutation 

alleles BMC Med Genet 17 (2016) 4610.1186/s12881-016-0309-z. 

[20] J. Lukas, S. Scalia, S. Eichler, A.M. Pockrandt, N. Dehn, C. Cozma, A.K. 

Giese, A. Rolfs, Functional and Clinical Consequences of Novel alpha-Galactosidase 

A Mutations in Fabry Disease Hum Mutat 37 (2016) 43-5110.1002/humu.22910. 

 

  



AC
C

EP
TE

D
 M

AN
U

SC
R

IP
T

ACCEPTED MANUSCRIPT
 

20 
 

Figure 1. Histological findings of Fabry Disease in a kidney biopsy. A: Lysosomal 
inclusions with lamellated structures – myeloid bodies in podocytes (TEM, ×2800). B: 
Higher magnification of the podocyte shows lysosomes packed with storage material. 
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