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A B S T R A C T

Background: Fabry disease, an X-linked genetic condition, results from alpha-galactosidase deficiency and in-
creased accumulation of glycosphingolipids in cardiovascular tissues. Clinical manifestation includes vasculature
associated complications. Hyperlipidaemia is one of the cardiovascular risk factors however it has never been
well defined in Fabry disease. Enzyme Replacement Therapy (ERT) is available but its effect on serum choles-
terol is unknown. The aim of this project was to assess the influence of long-term ERT on lipid profile in a large
cohort of adult patients with Fabry disease.
Methods: This was a retrospective analysis of lipid profile results. Patients with Fabry disease were on ERT for
10 years, were not treated with statins and had no severe renal impairment. All patients had lipid profile
measured before ERT was commenced and 6, 12, 24, 36, 48, 60, 120 months later. Statistical analysis included
ANOVA, Student t-test and descriptive statistics.
Results: Among 72 patients, 40 were females (median age 45; range 29–75), 32 males (median age 46; range
20–69). There was no significant difference in total cholesterol or HDL-cholesterol measured at baseline before
ERT was commenced and 6, 12, 24, 36, 48, 60 and 120 months after ERT was commenced in 72 patients
(ANOVA; P= 0.673 and P = 0.883, respectively). Female patients on ERT had higher mean HDL-cholesterol as
compared to female patients with Fabry disease who were asymptomatic and not treated (P ≥ 0.05). Total
cholesterol between treated and non-treated female patients was comparable. Female patients on ERT have
higher total cholesterol and HDL-cholesterol when compared to lipid results in male patients on ERT. Total
cholesterol/HDL-cholesterol ratio was low in female and male patients on ERT over 10 years.
Conclusion: Adult patients with Fabry disease have remarkably elevated HDL-cholesterol and as a result, ele-
vated total cholesterol. It is possible that elevated HDL-cholesterol has a cardioprotective effect in patients with
this condition. Long term ERT does not have a significant impact on lipid profile in female and male population
with Fabry disease.

1. Introduction

Fabry disease (OMIM 301500), an X-linked genetic condition caused
by alpha-galactosidase (EC 3.2.1.22) deficiency, is associated with in-
creased accumulation of glycosphingolipids in cardiovascular tissues
and leads to organ failure and premature death [1]. Affected male pa-
tients display clinical features of the disease but female carriers man-
ifest with symptoms later in their life. The clinical manifestations
consist of vasculature associated complications, but the pathophy-
siology is unclear. It was shown that the Fabry disease specific vascular
lesions occur as a result of vascular dysfunction with major components
being endothelial dysfunction, alterations in cerebral perfusion and
athero-thrombogenesis [2,3]. Although some patients with Fabry dis-
ease may suffer from stroke by involvement of larger arteries, small-

vessel disease causes cerebral complications and probably contributes
to complications of the kidney and the heart [4,5,6].

Undoubtedly, other cardiovascular risk factors contribute to en-
hanced worsening of arterial performance. Hypercholesterolaemia with
a markedly raised HDL-cholesterol was observed in patients with Fabry
disease [7] and was previously associated with the occurrence of car-
diovascular disease [8]. Atherosclerosis was previously described in
several case studies [9,10,11].

Two forms of Enzyme Replacement Therapy (ERT) are available
that may arrest the disease progression and reverse symptoms [12,13].
Treatment with ERT does not prevent the occurrence of new compli-
cations, although it is possible that earlier intervention may be more
beneficial in this respect. It was demonstrated in a small study that ERT
does not have a significant impact on total cholesterol, HDL-cholesterol,
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LDL-cholesterol and triglycerides [7]. Therefore, the aim of this project
was to assess the influence of long-term ERT on lipid profile in a large
cohort of adult patients with Fabry disease.

2. Methods

2.1. Study design and ethical consideration

This was a retrospective analysis of lipid profile results. All patients
have their lipid profile requested as part of their routine care when
attend our Metabolic Clinic appointments every 6 months. Data is
documented in their Electronic Patient Record and was reviewed as
part of a wider audit project to review practise and the benefit of
routinely requested biochemical tests.

2.2. Patients

All patients included in the study had confirmed diagnosis of Fabry
disease and were treated with Enzyme Replacement Therapy (alpha-
galactosidase 1 mg/kg fortnightly) for 5–10 years. Entry criteria in-
cluded: no statin therapy, eGFR > 60 mL/min and no proteinuria. The
incidence of cardiovascular events, diabetes mellitus history and
smoking history were reviewed. All patients had lipid profile measured
before ERT was commenced and 6, 12, 24, 36, 48, 60, 120 months later.

2.3. Biochemistry tests

Serum lipid profile, including total cholesterol, HDL-cholesterol and
triglycerides, was analysed using enzymatic method on Siemens Advia
2400 automated analyser in Clinical Biochemistry Department and
expressed in mmol/L. LDL-cholesterol was calculated using Friedwald
equation. Total cholesterol/HDL-cholesterol was automatically calcu-
lated.

2.4. Statistical analysis

Descriptive statistics: mean ± SD and median (minimum-max-
imum), were used to describe continuous variables. Percentages were
calculated for categorical variables.

For normally distributed variables repeated measures, analysis of
variance (ANOVA) was performed for testing the significance of the
main effect of therapy (pre- vs. post-measures). The overall change in
total cholesterol and HDL-cholesterol was calculated using ANOVA. The
test was used to determine whether there was any significant difference
between the means of independent groups of variables all together.

Changes in total cholesterol and HDL-cholesterol between male and
female patients were analysed using two-tailed paired t-test and pre-
sented as means ± SD. Statistical tests were conducted using Stats
Direct statistical software. P-value ≤ 0.05 was considered statistically
significant.

3. Results

From 120 adult patients with Fabry disease, 72 met entry criteria
and were included in the study (40 (56%) females, 32 (44%) males).

Median age of female patients was 45 (29–75) and of male patients was
46 (20–69). Among female patients, 23 were treated with ERT for up to
10 years and 17 were asymptomatic and not treated. All male patients
were treated with ERT.

Their lipid profile included complete sets of total cholesterol and
HDL-cholesterol results at 8 different time points. LDL-cholesterol and
triglycerides were not measured in all patients and results were missing.

3.1. Clinical presentation

Among females, none of patients had documented previous cardi-
ovascular event i.e. stroke-like episode, 8 had arrhythmia, including 3
had pacemaker/defibrillator fitted. One had new onset diabetes mel-
litus. Among males, one patient had past medical history of cardio-
vascular event, 12 had arrhythmia, 4 had pacemaker/defibrillator in-
serted. No patients were treated with statins or had significant renal
impairment. Patients were non-smokers or ex-smokers.

3.2. Genotype

In the female group: six patients had mutations N215S, five P259R,
two Q119X, two G183S. The remaining mutations were: PE7X, C52G,
G361R, R301Q, R342X, A257P, c.1184INSTAG, c.194 + 1G.A,
c.677DEL G, c.695 T > C, c.7161NST, IVS2 + 4DELAG, IVS6-1G.A,
P.6183S, P.A31V, P.G271D, P.T4101, P·W277C/P, T412 N, W287X.

In the male group, two patients had mutations A257P, seven N215S,
two R112C, two R301Q and the remaining mutations were: P259R,
Q119X, R227X, P293S, P342P, P.6183S, P.A31V, T141I, T412 N, Y88D,
c.1011-1029DEL19, c.194 + 1G > A, c.350 T > G, c.793C > T,
c.350 T > G, IVS2 + 4DELAG, IVS5-2DEL2BP.

3.3. Total cholesterol and HDL-cholesterol before and after ERT

There was no significant difference in total cholesterol or HDL-
cholesterol measured at baseline and 6, 12, 24, 36, 48, 60 and
120 months after ERT was commenced in 72 patients (ANOVA;
P = 0.673 and P= 0.883, respectively).

3.4. Total cholesterol and HDL-cholesterol in female patients on ERT vs no
ERT

Overall, female patients on ERT had higher mean HDL-cholesterol
as compared to female patients with Fabry disease who were asymp-
tomatic (P ≥ 0.05, Table 1B). Total cholesterol between treated and
non-treated female patients was comparable (Table 1A).

3.5. Total cholesterol and HDL-cholesterol in female and male patients on
ERT

Female patients on ERT have slightly higher mean total cholesterol
and HDL-cholesterol compared to male patients on ERT (no statistical
significance; P≥ 0.05, Table 2A and 2B).

Table 1A
Female patients on ERT vs non ERT; total cholesterol at baseline and at 6, 12, 24, 36, 48, 60 and 120 months of ERT. Normal cut off value for total cholesterol is< 5 mmol/L.

Mean total cholesterol
(± SD)

Baseline 6 months 12 months 24 months 36 months 48 months 60 months 120 months

Females no ERT
(n= 17)

5.1 ± 1.3 5.7 ± 1.4 4.9 ± 0.8 4.97 ± 0.9 5.38 ± 1.3 5.18 ± 1.2 5.2 ± 1 5.4 ± 1

Females ERT
(n= 23)

5.16 ± 0.7 4.9 ± 0.5 5.4 ± 1 5.1 ± 1.16 5.11 ± 1 5.12 ± 0.97 5.32 ± 1 5.33 ± 1.2
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3.6. Total cholesterol/HDL-cholesterol ratio in female and male patients on
ERT

Total cholesterol/HDL-cholesterol ratio was low both in female and
male patients on ERT over 10 years and varied between 2.9 and 3.35 for
female patients and between 2.9 and 3.15 for male patients.

4. Discussion

This is the largest set of lipid profile results for adult patients with
Fabry disease who were treated with ERT over a period of 10 years.
Whereas abnormally low levels of high-density lipoprotein (HDL), in
association with severe coronary artery disease and myocardial in-
farction, have been previously observed in Fabry disease [10], we de-
monstrated that adult patients with Fabry disease have remarkably
elevated HDL-cholesterol and as a result, total cholesterol that, in ad-
dition, were not affected by ERT. We observed that female patients on
ERT had slightly higher, but not statistically significant, total choles-
terol and HDL-cholesterol as compared to male patients on treatment
and it is not clear if other hormonal factors or carrier status for Fabry
disease affected their lipid metabolism.

The pathophysiology of lipoproteins in Fabry disease is thought to
be affected by cellular glycosphingolipids accumulation and subsequent
inhibition of apoA-I-mediated cholesterol efflux [14,15]. The cellular
defect in cholesterol trafficking results from substrate accumulation and
thereby suggests that the vascular disease observed in Fabry patients is
caused by an alteration in the lipid homeostasis of the endothelial cells,
accumulation of substrate in the endothelial cells [16] and upregulation
of proinflammatory endothelial markers [17]. As a consequence, the
arteriosclerosis in patients with Fabry disease is probably due to da-
mage to vessel walls occurring as a result of defective glyco-
sphingolipids metabolism and accumulation of glycosphingolipids in
the tissue, rather than to abnormal low density lipoprotein (LDL) me-
tabolism [17].

Additionally, low density lipoprotein (LDL) and high density lipo-
proteins (HDL) transport glycosphingolipids [18,19,20] from circula-
tion to vascular cells through the low-density lipoprotein receptor that
in turn leads to glycosphingolipids accumulation [21,22]. The defect in
glycosphingolipids metabolism caused by the enzyme deficiency pre-
sent in Fabry disease causes an even distribution of excessive plasma
glycosphingolipids among several lipoproteins [23]. Therefore, ERT
would be expected to correct this excess delivery of glycosphingolipids

and their accumulation within endothelial cells. However, it has been
shown that ERT has limited access to cells other than vascular en-
dothelial cells [10]. The results of our study showed that ERT did not
have an impact on lipoprotein concentration and it was in keeping with
previous findings by Cartwright et al. (2004). It remains unanswered if
ERT affects the binding between glycosphingolipids and lipoproteins.

As per the Joint British Societies' guidelines, the total cholesterol/
HDL-cholesterol ratio above 6 is considered as high risk [25]. We de-
monstrated that in patients with Fabry disease on ERT, mean total
cholesterol to HDL-cholesterol ratio was half of the target value in-
dicating the low cardiovascular risk. It suggests that hyperlipidaemia is
not a significant risk factor for cardiovascular disease in our patients
with Fabry disease. On the contrary, high HDL-cholesterol may protect
them from sustaining myocardial infarction or stroke. The measure-
ment of apolipoprotein ApoA would be indicated to assess the load of
these particles to confirm our hypothesis. In addition, the incidence of
cardiovascular events among our cohort was rare apart from ar-
rhythmia and stroke-like episodes in two cases. None of patients was
treated with statins that reduced bias in the interpretation of lipid re-
sults. There was no predominant genotype among our male and female
patients that would be associated with cardiovascular events.

Interestingly, some other lysosomal storage disorders are associated
with low plasma HDL-cholesterol concentrations. Serum HDL-choles-
terol concentration was found to be low in Gaucher disease patients and
increases towards normal levels with ERT [24]. Niemann Pick A, B and
C patients have been shown to have low HDL-cholesterol concentra-
tions [26,27]. It was further supported by an experimental study that
showed cells derived from sphingomyelinase knockout mice were de-
fective in their ability to efflux cholesterol to apoA-I, emphasising that
sphingolipid storage can contribute to the inhibition of cholesterol ef-
flux [27,28].

One of limitations of the study was incomplete set of lipid profile at
several time points. As a result, we did not include triglycerides or LDL-
cholesterol in the analysis. Due to small numbers the P value was not
included. In addition, non-fasting status often determines the choice of
the limited lipid profile that contains only total cholesterol, HDL-cho-
lesterol and total cholesterol/HDL-cholesterol.

In conclusion, patients with Fabry disease have raised HDL-choles-
terol and, as a result, raised total cholesterol irrespective of the treat-
ment option. The incidence of cardiovascular disease among these pa-
tients is known to be increased but it remains unclear whether it is
related to the accumulation of glycosphingolipids or cholesterol in the

Table 1B
Female patients on ERT vs non ERT; HDL-cholesterol at baseline and at 6, 12, 24, 36, 48, 60 and 120 months of ERT. Normal HDL-cholesterol cut off is> 1.1 mmol/L for men,>
1.2 mmol/L for females.

Mean HDL-cholesterol
(± SD)

Baseline 6 months 12 months 24 months 36 months 48 months 60 months 120 months

Females
No ERT
(n= 17)

1.46 ± 0.4 1.6 ± 0.55 1.4 ± 0.24 1.4 ± 0.36 1.43 ± 0.5 1.5 ± 0.4 1.5 ± 0.4 1.6 ± 0.4

Females
ERT
(n= 23)

1.76 ± 0.5 1.6 ± 0.1 1.8 ± 0.5 1.8 ± 0.46 1.84 ± 0.4 1.9 ± 0.5 1.9 ± 0.5 1.8 ± 0.5

Table 2A
Female vs male patients on ERT: total cholesterol at baseline and at 6, 12, 24, 36, 48, 60 and 120 months of ERT. Normal cut off value for total cholesterol is< 5 mmol/L.

Mean total cholesterol
(± SD)

Baseline 6 months 12 months 24 months 36 months 48 months 60 months 120 months

Females ERT
(n= 23)

5.16 ± 0.7 4.9 ± 0.5 5.4 ± 1 5.1 ± 1.16 5.11 ± 1 5.12 ± 0.97 5.32 ± 1 5.33 ± 1.2

Males
ERT
(n= 32)

4.2 ± 0.7 4.5 ± 0.7 4.5 ± 0.8 4.43 ± 0.8 4.5 ± 0.9 4.7 ± 0.9 4.5 ± 0.8 4.5 ± 0.7
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arteries or both. Further studies, including carotid intima thickness
measurement and apolipoprotein ApoA estimation, are required to ex-
amine the significance of raised HDL-cholesterol in patients with Fabry
disease.

Conflict of interest

KS received travel grants from Genzyme, Alexion, Shire and Amicus.
No conflict of interest for this publication.

CH is a Consultant for Actelion, Biomarin, Chiesi Inventiva, Sanofi,
Genzyme and Shire and is owner director of FYMCA Medical Ltd. No
conflict of interest for this publication.

Contributions

KS analysed all data and prepared the first draft of the manuscript.
CH initiated this project and contributed to the final version of the

manuscript.

Funding

n/a.

Acknowledgement

Authors would like to thank patients and our Metabolic Team from
Salford Royal NHS Foundation Trust for their support and management
of patients with Fabry disease.

References

[1] R.J. Desnick, Y.A. Ioannou, M.E. Eng, a-Galactosidase A deficiency: Fabry disease,
in: C.R. Scriver, A.L.S.W. Beaudet, D. Valle (Eds.), The Metabolic and Molecular
Bases of Inherited Disease, eighth ed., McGraw-Hill, New York, 2001, pp.
3733–3774.

[2] D.F. Moore, C.R. Kaneski, H. Askari, R. Schiffmann, The cerebral vasculopathy of
Fabry disease, J. Neurol. Sci. 257 (2007) 258–263.

[3] R. Schiffmann, Fabry disease, Pharmacol. Ther. 122 (2009) 65–77.
[4] A. Rolfs, T. Bottcher, M. Zschiesche, P. Morris, B. Winchester, P. Bauer, U. Walter,

E. Mix, M. Lohr, K. Harzer, U. Strauss, J. Pahnke, A. Grossmann, R. Benecke,
Prevalence of Fabry disease in patients with cryptogenic stroke: a prospective study,
Lancet 366 (2005) 1794–1796.

[5] A. Sessa, M. Meroni, G. Battini, A. Maglio, P.L. Brambilla, M. Bertella, M. Nebuloni,
F. Pallotti, F. Giordano, B. Bertagnolio, A. Tosoni, Renal pathological changes in
Fabry disease, J. Inherit. Metab. Dis. 24 (Suppl. 2) (2001) 66–70.

[6] Kampmann, C.M. Wiethoff, A. Perrot, M. Beck, R. Dietz, K.J. Osterziel, The heart in
Anderson Fabry disease, Z. Kardiol. 91 (2002) 786–795.

[7] D.L. Jardine, M.A. Fitzpatrick, W.D. Troughton, A.B. Tie, Small bowel ischaemia in
Fabry's disease, J. Gastroenterol. Hepatol. 9 (1994) 201–204.

[8] R. Schiffmann, A. Rapkiewicz, M. Bu-Asab, M. Ries, H. Askari, M. Tsokos,

M. Quezado, Pathological findings in a patient with Fabry disease who died after
2.5 years of enzyme replacement, Virchows Arch. 448 (2006) 337–343.

[9] T. Shirai, T. Ohtake, M. Kimura, M. Iwata, Y. Fujigaki, S. Takayanagi, K. Chida,
H. Nakamura, A. Hishida, F. Irie, Atypical Fabry's disease presenting with choles-
terol crystal embolization, Intern. Med. 39 (2000) 646–649.

[10] D.J. Cartwright, A.L. Cole, A.J. Cousins, P.J. Lee, Raised HDL cholesterol in Fabry
disease: response to enzyme replacement therapy, J. Inherit. Metab. Dis. 27 (2004)
791–793.

[11] M.R. Patel, F. Cecchi, M. Cizmarik, I. Kantola, A. Linhart, K. Nicholls, J. Strotmann,
J. Tallaj, T.C. Tran, M.L. West, D. Beitner-Johnson, A. Abiose, Cardiovascular
Events in Patients With Fabry Disease, J. Am. Coll. Cardiol. 57 (2011) 1093–1099.

[12] R. Schiffmann, J.B. Kopp, H.A. Austin III, S. Sabnis, D.F. Moore, T. Weibel,
J.E. Balow, R.O. Brady, Enzyme replacement therapy in Fabry disease: a rando-
mized controlled trial, JAMA 285 (2001) 2743–2749.

[13] C.M. Eng, D.P. Germain, M. Banikazemi, D.G. Warnock, C. Wanner, R.J. Hopkin,
et al., Fabry disease: guidelines for the evaluation and management of multi-organ
system involvement, Genet. Med. 8 (2006) 539–548.

[14] E.N. Glaros, W.S. Kim, C.M. Quinn, J. Wong, I. Gelissen, W. Jessup, B. Garner,
Glycosphingolipid accumulation inhibits cholesterol efflux via the abca1/apolipo-
protein A-I pathway, J. Biol. Chem. 280 (2005) 24515–24523.

[15] U. Schueler, C. Kaneski, A. Remaley, S. Demosky, N. Dwyer, J. Blanchette-Mackie,
J. Hanover, R. Brady, A short synthetic mimetic of apolipoprotein A1 mediates
cholesterol and globotriaosylceramide efflux from Fabry fibroblasts, J Inherit.
Metab. Dis. Rep. 29 (2016) 69–75.

[16] B.L. Thurberg, T. Fallon, R. Mitchell, T. Aretz, R.E. Gordon, M.W. O'Callaghan,
Cardiac microvascular pathology in Fabry disease evaluation of endomyocardial
biopsies before and after enzyme replacement therapy, Circulation 119 (2009)
2561–2567.

[17] T. DeGraba, S. Azhar, F. Dignat-George, E. Brown, B. Boutière, G. Altarescu,
R. McCarron, R. Schiffmann, Profile of endothelial and leukocyte activation in
Fabry patients, Ann. Neurol. 47 (2000) 229–233.

[18] V.P. Skipski, M. Barclay, R.K. Barclay, V.A. Fetzer, J.J. Good, F.M. Archibald, Lipid
composition of human serum lipoproteins, Biochemistry 104 (1967) 340–352.

[19] J.T. Clarke, J.M. Stoltz, J.B. Garner, Stability of plasma low density lipoprotein with
abnormal glycolipid composition from patients with Fabry's disease, Atherosclerosis
35 (1980) 155–163.

[20] J.T.R. Clarke, The glycosphingolipids of human plasma lipoproteins, Can. J.
Biochem. 59 (1981) 412–417.

[21] P.F. Bodary, J.A. Shayman, D.T. Eitzman, Alpha galactosidase A in vascular Disease,
Trends Cardiovasc. Med. 17 (2007) 129–133.

[22] J.L. Goldstein, M.S. Brown, The low density lipoprotein pathway and its relation to
atherosclerosis, Annu. Rev. Biochem. 46 (1977) 897–930.

[23] J.T.R. Clarke, J.M. Stoltz, M.R. Mulcahey, Neutral glycosphingolipids of serum li-
poproteins in Fabry's disease, Biochim. Biophys. Acta 431 (1976) 317–325.

[24] A. Cenarro, M. Pocovi, P. Giraldo, A.L. Garcia-Otin, J.M. Ordovas, Lancet 353
(1999) 642–643.

[25] The Joint British Societies' Guidelines on prevention of cardiovascular disease in
clinical practice, Heart 91 (2005) 1–51.

[26] H.Y. Choi, B. Karten, T. Chan, J.E. Vance, W.L. Greer, R.A. Heidenreich,
W.S. Garver, G.A. Francis, Impaired ABCA1-dependent lipid efflux and hypoal-
phalipoproteinemia in human Niemann-Pick type C disease, J. Biol. Chem. 278
(2003) 32569–32577.

[27] M.M. McGovern, T. Pohl-Worgall, R.J. Deckelbaum, W. Simpson, D. Mendelson,
R.J. Desnick, E.H. Schuchman, M.P. Wasserstein, Lipid abnormalities in children
with types A and B Niemann Pick disease, J. Pediatr. 145 (2004) 77–81.

[28] A.R. Leventhal, W. Chen, A.R. Tall, I. Tabas, Acid sphingomyelinase-deficient
macrophages have defective cholesterol trafficking and efflux, J. Biol. Chem. 276
(2001) 44976–44983.

Table 2B
Female vs male patients on ERT; HDL-cholesterol at baseline and at 6, 12, 24, 36, 48, 60 and 120 months of ERT. Normal HDL-cholesterol cut off is> 1.1 mmol/L for men,> 1.2 mmol/L
for females.

Mean HDL-cholesterol
(± SD)

Baseline 6 months 12 months 24 months 36 months 48 months 60 months 120 months

Females
ERT
(n= 23)

1.76 ± 0.5 1.6 ± 0.1 1.8 ± 0.5 1.8 ± 0.46 1.84 ± 0.4 1.9 ± 0.5 1.9 ± 0.5 1.8 ± 0.5

Males
ERT
(n= 32)

1.5 ± 0.4 1.5 ± 0.3 1.6 ± 0.4 1.5 ± 0.4 1.5 ± 0.4 1.6 ± 0.6 1.56 ± 0.6 1.5 ± 0.5

K.M. Stepien, C.J. Hendriksz Molecular Genetics and Metabolism Reports 13 (2017) 3–6

6

http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0005
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0005
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0005
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0005
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0010
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0010
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0015
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0020
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0020
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0020
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0020
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0025
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0025
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0025
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0030
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0030
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0035
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0035
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0040
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0040
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0040
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0045
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0045
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0045
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0050
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0050
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0050
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0055
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0055
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0055
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0060
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0060
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0060
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0065
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0065
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0065
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0070
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0070
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0070
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0075
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0075
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0075
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0075
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0080
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0080
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0080
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0080
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0085
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0085
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0085
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0090
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0090
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0095
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0095
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0095
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0100
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0100
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0105
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0105
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0110
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0110
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0115
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0115
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0120
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0120
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0125
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0125
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0130
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0130
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0130
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0130
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0135
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0135
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0135
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0140
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0140
http://refhub.elsevier.com/S2214-4269(17)30049-6/rf0140

	Lipid profile in adult patients with Fabry disease - Ten-year follow up
	Introduction
	Methods
	Study design and ethical consideration
	Patients
	Biochemistry tests
	Statistical analysis

	Results
	Clinical presentation
	Genotype
	Total cholesterol and HDL-cholesterol before and after ERT
	Total cholesterol and HDL-cholesterol in female patients on ERT vs no ERT
	Total cholesterol and HDL-cholesterol in female and male patients on ERT
	Total cholesterol/HDL-cholesterol ratio in female and male patients on ERT

	Discussion
	Conflict of interest
	Contributions
	Funding
	Acknowledgement
	References




