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ABSTRACT
Mutations in the gene encoding podocin (NPHS2) cause autosomal recessive steroid-resistant nephrotic
syndrome (SRNS). For addressing the possibility of a genotype–phenotype correlation between podocin
mutations and age of onset, a worldwide cohort of 430 patients from 404 different families with SRNS
were screened by direct sequencing. Recessive podocin mutations were present in 18.1% (73 of 404) of
families with SRNS, and 69.9% of these mutations were nonsense, frameshift, or homozygous R138Q.
Patients with these mutations manifested symptoms at a significantly earlier age (mean onset �1.75
years) than any other patient group, with or without podocin mutations, in this study (mean onset �4.17
yr). All but one patient affected by truncating or homozygous R138Q mutations developed SRNS before
6 yr of age. Patient groups with other recessive podocin mutations, with single heterozygous podocin
mutations, with sequence variants, and with no podocin changes could not be distinguished from each
other on the basis of age of onset. In conclusion, nephrotic syndrome in children with truncating or
homozygous R138Q mutations manifests predominantly before 6 yr of life, and the onset of disease is
significantly earlier than for any other podocin mutations. Because the age of onset can vary by several
years among those with identical mutations, additional factors may modify the phenotype.

J Am Soc Nephrol 19: 365–371, 2008. doi: 10.1681/ASN.2007040452

Nephrotic syndrome (NS) is a common childhood
kidney disease caused by impaired glomerular
function, which results in proteinuria, hypoalbu-
minemia, edema, and hyperlipidemia. Although
underlying causes of NS are numerous, standard
steroid treatment regimens are used to classify idio-
pathic forms of NS clinically. On the basis of the
patients’ response to steroid treatment, NS is de-
scriptively classified as steroid-sensitive NS (SSNS)
or steroid-resistant NS (SRNS).

Positional cloning of various genes as mutated in
patients with SRNS in recent years has led to the
surprising finding that up to 28% of sporadic cases
of SRNS are caused by recessive mutations of
NPHS2.1 Mutations causing recessive NS in chil-
dren were found in nephrin (NPHS1),2 podocin
(NPHS2),3 laminin-�-2 (LAMB2), and phospho-

lipase C-� (PLCE1).4 – 6 Dominant mutations of ex-
ons 8 and 9 of the Wilms’ tumor 1 gene (WT1) also
cause childhood NS.7 In adult patients with SRNS,
dominant disease causing mutations in ACTN4 and
TRPC6 were found.8 –10 Conjointly, these findings
have shown that podocyte dysfunction affecting the
glomerular slit diaphragm is a key feature of
SRNS.11
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Among these SRNS genes identified so far, mutations in
NPHS2 encoding podocin represent the most frequent
cause.1,12 Patients with NPHS2 mutations show histology of
FSGS in approximately 80% of cases and progress to ESRD.
Extensive studies have documented that the detection of two
NPHS2 mutations is clinically relevant, because affected pa-
tients do not respond to standard steroid treatment.1 Thus,
adverse effects of such treatment attempts can be avoided in
children with recessive NPHS2 mutations. In addition, pa-
tients with NPHS2 mutations have a reduced risk (8 versus
33%) for recurrence of FSGS in a kidney transplant.1,13

NPHS2 mutations have been found in patients presenting at
a wide range of ages, in contrast to NPHS1 (nephrin) muta-
tions, which lead to congenital NS with onset within the first 3
mo of life. The reason for this phenotypic variability of patients
with NPHS2 mutations remains elusive. In our recent study on
NS manifesting in the first year of life (NSFL), we identified
NPHS2 mutations as the most frequent cause of both congen-
ital (0 to 3 mo) and infantile (3 to 12 mo) NS among 89 Euro-
pean children with NSFL.14 In 94.1% of patients with NSFL
caused by NPHS2 mutations, we found nonsense, frameshift,
or homozygous R138Q mutations. These findings and the sug-
gestive data by Weber et al.13 led to the question of whether
specific NPHS2 mutations determine the age of initial onset of
SRNS.

To evaluate this genotype–phenotype correlation among
patients with NPHS2 mutations, we examined 430 patients
from 404 families from a worldwide cohort who presented
with SRNS between 0.0 and 21.0 yr of age for mutations in
NPHS2 by direct sequencing of all eight exons. In this study, we
demonstrate that nonsense, frameshift, or homozygous
R138Q mutations are frequent recessive mutations of NPHS2.
We show that these NPHS2 mutations are found in patients

with a significantly earlier onset than in patients with other
recessive mutations, single mutations, or sequence variants of
NPHS2. We observe that identical mutations lead to onset of
SRNS within a range of several years and speculate that addi-
tional factors modify the NPHS2 phenotype. These findings
will be important for the prognostic evaluation and manage-
ment of renal replacement therapy in children with SRNS.

RESULTS

Frequency of NPHS2 Mutations
A total of 430 patients with SRNS from 404 families were ana-
lyzed for mutations of NPHS2 by direct DNA sequencing. Mu-
tations in NPHS2 were present in 18.1% (73 of 404) of all
families and affected 82 patients (Table 1). In families with
more than one affected member, mutations were present in
39.1% (nine of 23 families). In families with one affected child,
mutations were present in 16.8% (64 of 381 families; data not
shown). The R138Q mutation that has been described as a
European founder mutation3 was found in 57.5% (42 of 73) of
families with the presence of two disease-causing mutations
(Table 1, groups A through D; Supplementary Table 1). In
5.1% (21 of 404) of all families, only one single heterozygous
mutation was detected (Table 1, groups E and F; Supplemen-
tary Table 1).

The distribution of the four groups with two recessive mu-
tations (A through D) among 73 families with NPHS2 muta-
tions and clinical data were as follows (Table 1): A, 39.7% (29
of 73) with one truncating mutation (nonsense or frameshift)
in combination with any other mutation; B, 30.1% (22 of 72)
with a homozygous R138Q mutation; C, 12.3% (nine of 73)
with one R138Q mutation in combination with one missense

Table 1. A total of 430 patients from 404 families with SRNS analyzed for mutations and sequence changes in NPHS2a

Group NPHS2 Mutation

Affected Individuals Affected Families
Mean Onset

(yr)
Onset Range

(yr)Total Onset
known

Total Onset
known

A Truncating � anyb 32 31 29 28 1.75c 0.0 to 9.1
B R138Q � R138Q 27 26 22 21 1.77c 0.0 to 5.4
C R138Q � missense 10 9 9 8 5.95 0.0 to 14.3
D Missense � missense 13 12 13 12 4.17 0.0 to 16.6

82 78 73 69 2.61 0.0 to 16.6
E Single � R229Q 14 13 13 12 6.74 0.8 to 16.3
F Single � ? 9 9 8 8 8.12 1.6 to 14.7
G R229Q � R229Q 2 2 2 2 6.48 0.0 to 13.0

R229Q � ? 24 23 24 23
49 47 47 45 6.87 0.0 to 16.3

H No mutation 299 267 284 253 6.4 0.0 to 21.0
Total 430 392 404 367 5.71 0.0 to 21.0
aA total of 430 patients from 404 families with SRNS were analyzed by direct exon sequencing for sequence changes in NPHS2. Clinical data on 392 patients
from 367 families allowed for correlation on NPHS2 sequence variants with age of onset. Patients were categorized into patients with two disease-causing
NPHS2 mutations (A through D), patients with a single NPHS2 mutations and/or sequence variant R229Q (E through G), and patients without NPHS2 variants
(H).
bGroup A includes 14 individuals from 11 families with a single R138Q mutation accompanying the truncating mutation. The total number of families/individuals
with R138Q mutations is 42/5.
cAge of onset for both groups A and B was significantly lower than for all other groups (P � 0.01).
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mutation; and D, 17.9% (13 of 73) with two missense muta-
tions other then R138Q (Table 1). Six previously unpublished
NPHS2 mutations were found (Supplementary Table 1).

In 47 families, we detected only one single NPHS2 mutation
or the sequence variant R229Q of unknown significance (Table
1, groups E through G). In these 47 families, one heterozygous
mutation in combination with the R229Q sequence variant of
unknown significance was present in 27.7% (13 of 47; E). In
17.0% (eight of 47) of families, one heterozygous NPHS2 mu-
tation only was present (F), and in 55.3% (26 of 47) of families,
the R229Q sequence variant only was present heterozygously
(24 of 47) or homozygously (G; Table 1). The frequency of
R229Q variants among all 404 families with SRNS in this study
was 9.2% (37 of 404) in the heterozygous state and 0.5% (two
of 404) in the homozygous state.

Correlation of NPHS2 Mutations and Age of Onset
Age at onset of SRNS was documented for 392 patients from
367 families and ranged from 0.0 to 21.0 yr. Two disease-caus-
ing NPHS2 mutations were found in 19.9% (78 of 392) of these
patients. The relative frequency with which any two disease-
causing NPHS2 mutations were detected declined with in-
creasing age at manifestation.

We then evaluated genotype–phenotype correlations be-
tween type of mutation and age of onset (Table 1). This corre-
lation showed significantly earlier onset of SRNS in children
with two disease-causing NPHS2 mutations (A through D;
mean 2.61 yr; range 0.0 to 16.6 yr) than in children with single
heterozygous NPHS2 mutations and sequence variant R229Q
(E through G; mean 6.87 yr; range 0.0 to 16.3 yr; P � 0.0001).
Children with two recessive NPHS2 mutations (A through D)
also manifested significantly earlier when compared with chil-
dren without NPHS2 sequence variants (H; mean 6.4 yr; range
0.0 to 21.0 yr; P � 0.0001). In particular, the presence of two
truncating mutations (nonsense or frameshift) in NPHS2 (A)
was associated with much earlier onset (mean 1.75 yr; range 0.0
to 9.1 yr). Likewise, the homozygous presence of the NPHS2
founder mutation R138Q (B) was associated with early onset
(1.77 yr; range 0.0 to 5.4 yr). These two groups (A and B) were
responsible for the earlier onset of patients with the presence of
two NPHS2 mutations (groups A through D; Table 1). Figure
1A illustrates the significant difference in age at onset of disease
between mutation groups A and C (P � 0.006). Age of onset
for patients with the presence of two other disease-causing
NPHS2 mutations was 5.95 yr (range 0.0 to 14.3 yr) for chil-
dren with one R138Q and one missense mutation (C). It was
4.17 yr (range 0.0 to 16.6 yr) for children with two missense
mutations other than R138Q (D). Both groups (C and D)
showed no significant difference compared with patients with-
out disease-causing mutations (E through G; Table 1). The
mean age at onset of SRNS was 6.87 yr (range 0.0 to 16.3 yr) for
patients with no disease-causing NPHS2 mutation (E through
G) and 6.40 yr (range 0.0 to 21.0 yr) for children free of NPHS2
changes (H; Table 1). Patients with at least one truncating mu-
tation (nonsense or frameshift) or with homozygous R138Q

mutations therefore showed a significantly earlier onset of
SRNS than any other group of NPHS2 changes. Survival anal-
ysis shows that there is no significant difference in the time
interval from onset of disease to development of ESRD be-
tween different mutation types (Figure 1B).

The three patient groups with a single mutation or the se-
quence variant R229Q of unknown significance manifested
later; however, there was no significant difference of age of
onset neither among groups E, F, or G nor when they were
compared with 267 individuals without NPHS2 changes (H).
Later onset of SRNS in children with single NPHS2 mutations
could thus not be observed in this cohort of patients manifest-
ing between 0.0 and 21.0 yr of age. The mean age at manifes-
tation for individuals in these groups was as follows (Table 1):
Group E, 6.74 yr (range 0.8 to 16.3 yr) for individuals with
single mutation and sequence variant R229Q; group F, 8.12 yr
(range 1.6 to 14.7 yr) for patients with single mutations only;

Figure 1. Kaplan Meier survival analysis of time intervals be-
tween NPHS2 mutation groups A (truncating � any), group B
(R138Q � R138Q), group C (R138Q � missense), and group D
(missense � missense). (A) Age at onset of disease for all four
groups. Each mutation group was compared with group A (ear-
liest age of onset). The age at onset of disease between groups
A and C was significantly different (P � 0.006). (B) The time
interval from onset of disease to development of ESRD. Data on
development of ESRD were present in one of nine patients in
group C; therefore, this group was excluded from the calculation.
Each mutation group was compared with group D (shortest time
interval). The time interval was not significantly different between
the groups.
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and group G, 6.48 yr (range 0.0 to 13.0 yr) for children with one
single heterozygous or a homozygous R229Q sequence variant
(Table 1).

Seventy-one (91.0%) of 78 patients with two NPHS2 muta-
tions and clinical data manifested before their ninth birthday.
Six of the seven children who had two mutations and were
older than 9 yr at diagnosis carried two missense mutations
other then R138Q only.

DISCUSSION

We report here an NPHS2 genotype–phenotype correlation
for age of onset of SRNS in the largest cohort of children who
had SRNS and were examined for NPHS2 mutations published
to date. Of 404 families with SRNS included in this study, 73
(18.1%) of 404 carried two disease-causing NPHS2 mutations,
and 5.1% (21 of 404) carried only one single heterozygous
mutation. The R229Q sequence variant of unknown signifi-
cance was present in 9.2% (37 of 404) of families heterozy-
gously and in 0.5% (two of 404) of families homozygously.

The R138Q mutation was found as the most frequent mu-
tation in 42 (57.5%) of 73 families with two disease-causing
mutations. This confirms in our large cohort the role of R138Q
as a founder mutation as had been stated by Boute et al.3 in the
initial description of NPHS2. The proportion of children who
had SRNS and carried two recessive NPHS2 mutations was
particularly high among children who were younger than 6 yr.
Notably, the presence of at least one truncation mutation or of
a homozygous R138Q mutation led to strikingly earlier onset
(�1.77 yr) compared with all other groups of NPHS2 muta-
tions (�4.17 yr). These findings will be important for the
counseling of affected families and the prognostic evaluation
and management of renal replacement therapy in children
with SRNS.

Our analysis shows a genotype–phenotype correlation be-
tween specific NPHS2 mutations and age at onset. Nonsense,
frameshift (“truncating mutations”), or homozygous R138Q
resulted in significantly earlier presentation of SRNS than all
other NPHS2 changes. In patients with these severe mutations,
SRNS had started before 6 yr of age in 98.2% of cases. These
findings are consistent with a study by Weber et al.13 Our study
further shows that children with one truncating mutation
(nonsense or frameshift) and one additional R138Q mutation
manifest particularly early (mean 1.0 yr; range 0.0 to 5.5 yr;
Supplementary Table 1). This finding further supports the idea
that R138Q acts as a severe mutation leading to early onset of
SRNS. Functional data have shown that podocin with the
R138Q mutation is retained in the endoplasmic reticulum and
that this condition results in disrupted targeting of nephrin
(NPHS1) to lipid raft microdomains.15–17

Patients with only one R138Q mutation in combination
with one missense mutation (group C) and patients with two
missense mutations other than R138Q (group D) manifested
significantly later than patients with two severe mutations

(groups A and B; Table 1). Only seven children with two
NPHS2 mutations in this study manifested at �9 yr of age. Six
of these seven children carried the missense mutation V290M
or V180M.12 The latter had been reported in association with
late onset of SRNS by Weber et al.13 Therefore recessive NPHS2
mutations as a rule do predominantly result in childhood
SRNS before the age of 9 yr.

Our data also show that identical mutations may result in
onset of SRNS over a spectrum of several years. This was seen
best in patients who had homozygous R138Q mutations and
presented between 0.0 and 5.4 yr of age. We therefore conclude
that specific mutations have predictive value for age at onset of
SRNS, but additional modifying factors are involved. One
could speculate that single heterozygous mutations in NPHS1
could act as a modifier of the NS phenotype in children, but
this has been described only extremely rarely (three cases,18

one case,13 and no cases14); therefore, we did not examine pa-
tients for NPHS1 mutations. We investigated the influence of
gender on age of presentation in all 73 patients with disease-
causing mutations. The mean age at onset of disease in male
patients was 2.74 yr; the mean age at onset of disease in female
patients was 2.42 yr. These differences were not statistically
significant (Supplementary Table 2).

To determine whether ethnic background had an influence
on the age of presentation in patients with disease-causing mu-
tations, we calculated mean age at onset of disease for four
different ethnic groups: European patients, Central Slavic pa-
tients, Turkish patients, and others. The differences in ages
among the groups are small, and statistical analysis was not
done because most groups were too small to reach significant
conclusions.

Given that NPHS2 is a recessive disease, only the presence of
two disease-causing mutations explains the phenotype. It is
not unusual, however, that the second mutation may not be
detected in mutational analysis in recessive diseases. The clin-
ical significance of single mutations and the NPHS2 sequence
variant R229Q have been discussed in various studies.18 –22 We
therefore included single mutations and the sequence variant
of unknown significance R229Q in our analysis as separate
groups. The mean age at presentation for patients in whom one
single NPHS2 mutation or R229Q was detected (groups E and
F) was significantly different neither from patients with two
missense mutations other then R138Q (group D) nor from
patients without NPHS2 changes (group H). Our data there-
fore neither support the idea that single heterozygous muta-
tions result in late onset SRNS nor eliminate this option.

Specifically, the allele frequency of the R229Q sequence variant
of unknown significance has been reported as high as 3.9% in
healthy individuals.22 We found this change in 9.2% (37 of 404) of
our families in the heterozygous state and in only 0.5% (two of
404) of all families in the homozygous state. R229Q has been dis-
cussed as a modifier of SRNS18–20; however, its involvement in the
development of FSGS seemed inconclusive to other authors.22

Our study does not allow a conclusion that R229Q should be
considered a disease-causing mutation.
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Ardiles et al.21 suggested a correlation between NPHS2 mu-
tations and age of onset of SRNS. Our data put their suggestion
on a statistically solid ground with some modification. We
conclude that not homozygosity versus heterozygosity of
NPHS2 mutations but rather the allelic type of mutations de-
termines the phenotype by onset of NS. We think that, in ad-
dition to NPHS2 mutations, modifying factors would explain
the finding that identical mutations lead to presentation at
different ages.

CONCLUSIONS

The presence of two recessive NPHS2 mutations caused SRNS
in 18.1% (73 of 404) families in this study. We demonstrate for
the first time statistical significance for early onset of SRNS in
children with truncating or homozygous R138Q mutations of
NPHS2 (�1.77 yr) versus children with all other sequence vari-
ants (�4.17 yr), including recessive NPHS2 mutations, with
single detected NHPS2 mutations, with isolated R229Q se-
quence variants, or without NPHS2 mutations. This finding
will be important for the prognostic evaluation and manage-
ment of renal replacement therapy in children with SRNS. The
vast majority (56 [98.2%] of 57) of children with two truncat-
ing or homozygous R138Q mutations presented at �6 yr of
age. Truncating or homozygous R138Q mutations are fre-
quent pathogenic NPHS2 mutations. In this study, they were
detected in 71.9% (59 of 82) of all families. Our correlation for
age of onset in SRNS does not allow a conclusion on a patho-
genic significance of the frequent NPHS2 sequence variant
R229Q.

CONCISE METHODS

Patient and Data Recruitment
Human subject research was approved by the University of Michigan

institutional review board and the ethics commission of the Univer-

sity of Freiburg, Germany. The diagnosis of NS was made by pediatric

nephrologists in specialized centers on the basis of published crite-

ria.23 Patient recruitment for this study was worldwide with predom-

inance of Central European individuals. After informed consent, clin-

ical data were provided by enrolling specialists using a standardized

questionnaire (http://www.renalgenes.org), which we have described

previously.1 Blood samples of patients with NS were acquired and

used for DNA extraction by standard methods.

To evaluate NPHS2 genotype–phenotype correlations, we ana-

lyzed children affected by SRNS only. SRNS was defined according to

published criteria by Arbeitsgemeinschaft für Pädiatrische Nephrolo-

gie and the International Study of Kidney Disease in Children

(ISKDC).23,24 Families in which affected individuals had shown any

response to standard steroid treatment were excluded from this study.

All patients were examined for mutations in WT1 by direct sequenc-

ing of exons 8 and 9.

Of 446 families with SRNS, we excluded from our analysis 42 fam-

ilies in which we identified mutations in NPHS1, LAMB2, or WT1.

The cohort analyzed for mutations in NPHS2 thus included 404 fam-

ilies with 430 patients with SRNS (Table 1).

To compare age of onset between different NPHS2 sequence

changes, we defined onset of SRNS as time of first detection of ne-

phrotic-range proteinuria (�40 mg/m2 per h) or diagnosis of persis-

tent low-grade proteinuria (�4 mg/m2 per h). Age at onset of SRNS

was documented for 392 patients from 367 families and ranged from

0 to 21.0 yr.

When evaluating frequency of mutations, we considered numbers

of families, because siblings have identical mutations. When evaluat-

ing clinical data, we considered numbers of patients, because siblings

may differ in their clinical characteristics (see Table 1). A subgroup of

202 patients (181 families) in this study had been included in the

analysis by Ruf et al.,1 in which it was studied under the aspect of

steroid responsiveness among children with NPHS2 mutations, and

89 patients (80 families) have also been studied in an analysis of ge-

netic causes of NSFL.14

Categories of NPHS2 Mutations
Patients with two recessive mutations (groups A through D) were

classified on the basis of the suggestive data by Weber et al.13 as pa-

tients with at least one nonsense or frameshift mutation in combina-

tion with any second mutation (A), patients with the homozygous

founder mutation R138Q (B),patients with a single heterozygous

R138Q mutation in combination with one different missense muta-

tion (C), and patients with two missense mutations other than R138Q

(D; Table 1).

The phenotypic relevance of single NPHS2 mutations and se-

quence variants of unknown significance in general and the frequent

sequence variant R229Q in particular have been discussed by several

authors as being involved in the pathogenesis of SRNS.18 –22 Because

the pathogenic relevance of these findings has not yet been demon-

strated conclusively, we also included single detected mutations and

the R229Q sequence variant of unknown significance as separate cat-

egories (E through G). We subclassified patients with one heterozy-

gous NPHS2 mutation in combination with sequence variant R229Q

(E), patients with one heterozygous NPHS2 mutation only (F), and

patients with one heterozygous or a homozygous sequence variant

R229Q only (G; Table 1). Patients without NPHS2 mutations or se-

quence variant R229Q were defined as group H.

Mutation Analysis of NPHS2 by Direct Sequencing
Genomic DNA was isolated from blood samples using the Puregene

DNA purification kit (Gentra, Minneapolis, MN) following the man-

ufacturer’s guidelines. Mutation analysis was performed by exon-

flanking direct sequencing of all eight exons of NPHS2.1 Exon primers

are available from the authors. For sequence analysis, the software

SEQUENCHER (Gene Codes, Ann Arbor, MI) was used. For all de-

tected mutations and other sequence variants, sequencing of both

strands was performed. Segregation of these changes was confirmed

by direct sequencing of parental samples when available. The absence

of previously unpublished mutations was shown in 160 control chro-

mosomes from healthy individuals of matched ethnic origin.
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Statistical Analysis
We tested for differences of mean values of age of onset using a t test

and considered P � 0.05 significant. Range of age of onset is given in

years.
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inappropriately high compared with plasma osmolality, but
vasopressin levels are below the limits of RIA detection in a
certain portion of the patients (as much as 10 to 20%).12 The
existence of other antidiuretic substances in plasma has been
postulated. Oxytocin may fit this profile nicely. A few studies
have shown elevated levels of plasma oxytocin in patients with
small-cell lung cancer; however, these increments were usually
accompanied by concomitant increases in vasopressin.13 At
present, no report has suggested that oxytocin alone produces
SIADH in clinical cases, but this may be attributable to the lack
of a reliable RIA for oxytocin in clinical settings. Related to this
topic, the nephrogenic syndrome of inappropriate antidiuresis
(NSIAD) is caused by a gain-of-function mutation of V2R. In
this disease, endogenous vasopressin is completely suppressed
while antidiuresis persists.14 The symptoms of disease start
from childhood, but similar mutations seem to explain some
sporadic episodes of SIADH in adults.15

How should we differentiate oxytocin-induced SIADH
from NSIAD? Oxytocin-induced SIADH will respond to V2R
antagonists as illustrated by Li et al.10, whereas patients with
NSIAD are unable to respond to V2R antagonists.15 Clinicians
would thus be well advised to note that oxytocin has antidi-
uretic activity and contributes to hyponatremia in certain clin-
ical settings and that V2R antagonists may be useful in the
differential diagnosis and treatment of inappropriate antidi-
uresis.
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Podocyte-Specific Gene
Mutations Are Coming
of Age

Peter W. Mathieson
Academic Renal Unit, University of Bristol, Bristol, United Kingdom

J Am Soc Nephrol 19: 190–191, 2008.
doi: 10.1681/ASN.2007121341

Major leaps have been made recently in the understanding
of the cause of proteinuria and hence in the regulation of
glomerular permeability in health. Progress has been fueled
by the description of single-gene mutations, the majority of
which affect genes expressed selectively in the podocyte,
resulting in nephrotic syndrome in human and mouse.1

This has placed the podocyte center stage as a key regulator
of normal selective permeability to albumin in the glomerular
capillary wall, although we should not forget that single-gene mu-
tations affecting components of the glomerular basement mem-
brane can also result in heavy proteinuria,2 or that the third com-
ponent of the glomerular capillary wall, the glomerular
endothelial cell, can also play an important role in regulating
glomerular permeability in health and disease.3

The first podocyte-specific gene identified by studying disease-
associated mutations was NPHS1, encoding nephrin4; this was
swiftly followed by identification of NPHS2, encoding podocin,5

also a novel protein important in the structure and function of
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glomeruli.6 Since the discovery of nephrin and podocin, several
other disease-associated podocyte-specific gene defects have been
reported, and, undoubtedly, there will be more to come.

Mutations in different podocyte genes or different mutations
in the same gene result in varying phenotypes regarding severity
and age of onset of proteinuria, and it is clear that there are likely
to be other disease-modifying genes or environmental influences.
Moreover, congenital forms of nephrotic syndrome are rare, and
a question that intrigues nephrologists and basic scientists alike is
whether the more common forms of sporadic, often later onset
nephrotic syndrome could also be associated with mutations or
polymorphisms in podocyte-specific genes, as predisposing fac-
tors or contributors to a complex etiology involving genetic–en-
vironmental interactions. If so, then study of these genes could be
clinically useful in diagnosis and prognosis, especially concerning
the likelihood of corticosteroid responsiveness and the issue of
likely recurrence in renal transplants for patients who progress to
end-stage renal failure.

The article in this issue of JASN by Hinkes et al.,7 the product of
an impressive multinational collaboration, sheds light on these
issues. The study amassed 430 patients with steroid-resistant ne-
phrotic syndrome, the vast majority of whom were the only af-
fected family member, although the series did include 23 families
with more than one affected member. The patients were screened
for mutations in NPHS2 by direct sequencing of all eight exons of
the gene. Eighty-two patients (19% of the total) had mutations in
NPHS2. In the families with more than one affected member, the
proportion with NPHS2 mutations rose to 39%. In patients with
two NPHS2 mutations, the authors report that approximately
40% had one truncating (frameshift or nonsense) mutation and
an additional 30% had homozygous R1308Q mutations (the
“founder” NPHS2 mutation identified by Boute et al.5). These two
groups of individuals nearly all developed nephrotic syndrome at
an early age (�6 yr, with a mean age of onset �2 yr). The remain-
ing 30% of patients with other mutations or variants in NPHS2
had later onset disease without any further specific link between
any given genotype and age of onset (although the numbers of
patients with each genotype were small). Mutation type did not
affect rate of deterioration, time from onset to ESRD being the
same in all groups.

Although this represents real progress, even within the
groups with early presentation there was still a wide range of
age of onset. Also, �80% of the collection with steroid-respon-
sive nephrotic syndrome did not have any abnormality of
NPHS2, so their proteinuria remains unexplained; clearly
there is more work to be done.

The power of large multinational studies such as this one
will be essential if analyses of genotype–phenotype relation-
ships in nephrotic syndrome are to yield informative conclu-
sions. Ideally, genetic analysis should be more widely available
as a diagnostic and prognostic aid in patients presenting with
nephrotic syndrome; however, at present, clinicians will need
further guidance from geneticists about the interpretation of
genotype–phenotype relationships. Hinkes et al. are to be con-
gratulated for leading the way.
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The Disadvantage of Being Fat
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Given the epidemic of obesity in the United States, it is not
surprising that an increasing fraction of patients who are con-
sidered for and receiving kidney transplants are also over-
weight. Friedman et al.1 found a 41.9% decrease in the fraction
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This Month’s Highlights

BASIC RESEARCH

Oxytocin Modulates Expression
and Trafficking of Aquaporins
The administration of oxytocin to
induce labor in pregnancy is asso-
ciated with hyponatremia, but the
mechanisms underlying the reten-
tion of water are incompletely un-
derstood. Li et al. infused oxytocin for 5 d into vasopressin-
deficient rats and observed that oxytocin acts through
vasopression (V2) receptors on the principal cells of the
collecting duct to increase the expression and trafficking of
aquaporin-2 and aquaporin-3. These results raise the in-
triguing possibility of treating severe oxytocin-induced hy-
ponatremia with V2 receptor antagonists, which would not
affect oxytocin-mediated uterine contractions. See Li et al.,
pages 225–232.

The Glomerulus Meets
Systems Biology
Our knowledge of the roles of glo-
merular proteins in the patho-
physiology of disease is limited.
He et al. used bioinformatics and
an integrative systems biology ap-
proach to unravel the complex
network of glomerular proteins. By combining published
and original data regarding the glomerular transcriptome,
the authors created a catalog of glomerulus-enriched genes
and constructed a model of predicted protein–protein in-
teractions. This comprehensive analysis of the glomerular
transcriptome may facilitate the study of the roles of glo-
merular proteins in health and disease. See He et al., pages
260 –268.

CLINICAL EPIDEMIOLOGY

Obesity Worsens Chance for
Transplantation
Does obesity hurt one’s chances for
receiving a kidney transplant? Segev
et al. analyzed data from a prospec-
tive cohort of �130,000 patients who
were registered for transplantation
in the United States and revealed an independent negative as-
sociation between body mass index (BMI) and likelihood of
transplantation. The morbidly obese are 44% less likely to re-
ceive a transplant than those with normal BMI, and when an
organ becomes available, providers are more likely to bypass an
obese potential recipient in favor of one with a lower BMI. This
calls for further scrutiny of the apparent bias against the obese
in kidney transplantation. See Segev et al., pages 349 –355.

CLINICAL RESEARCH

Specific Podocin Mutations
Predict Phenotype
Steroid-resistant nephrotic syndrome
can be caused by mutations in the gene
encoding podocin (NPHS2). In a
worldwide cohort study involving 430
affected children, Hinkes et al. identi-
fiedagenotype–phenotypecorrelationbetween NPHS2 mutations
and age of onset of disease. The mean age of onset among
children who had at least one truncation mutation or who were
homozygous for the R138Q mutation was �2 yr. All other
types of podocin mutations correlated with a mean age of onset
of �4 yr. Even among those with identical mutations, how-
ever, age of onset varied by several years, suggesting the pres-
ence of additional disease modifiers. See Hinkes et al., pages
365–371.

ADMA, Proteinuria, and
Endothelial Dysfunction
Asymmetric dimethyl-arginine
(ADMA), a breakdown product
of arginine-methylated proteins,
is a potent inhibitor of nitric ox-
ide synthase. Yilmaz et al. report
that serum levels of ADMA are higher in non-diabetic pa-
tients with proteinuria than in age-, sex-, and body mass
index–matched healthy control subjects. This finding is
particularly prominent among those with secondary
amyloidosis, who are known to have increased protein turn-
over. Moreover, ADMA level is an independent predictor of
endothelial dysfunction, providing a potential mechanistic
link between proteinuria and cardiovascular morbidity and
mortality. See Yilmaz et al., pages 388 –395.

Goodpasture T Cells May
Exist in All of Us
Autoreactive T cells play a role in the
pathogenesis of Goodpasture dis-
ease, but it is unknown how these
cells escape tolerance mechanisms.
Zou et al. hypothesized that proteases
normally destroy the Goodpasture
autoantigen before the immune system ever has a chance to rec-
ognize it as “self.” To test their hypothesis, the authors searched
for quiescent �3(IV)NC1-specific T cells in healthy volunteers
and found them in all. Furthermore, they show that the endoso-
mal enzymes cathepsin D and E are likely responsible for the de-
structive processing of the Goodpasture autoantigen. These re-
sults suggest that peptide susceptibility to proteolytic cleavage
may be a major determinant of T cell specificity in autoimmune
disease. See Zou et al., pages 396–404.


