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Abstract: Background: Research over the past decade has focused on the role of Klotho as a
cardio protective agent that prevents the effects of aging on the heart and reduces the burden
of cardiovascular disease CVD. The role of the interaction between fibroblast growth factor
23-(FGF-23)/Klotho in Klotho-mediated actions is still under debate. The main objective was to
ascertain the potential use of plasmatic Klotho and FGF23 as markers for CKD-associated cardiac
disease and mortality. Methods: This was a prospective analysis conducted in an outpatient
diabetic nephropathy clinic, enrolling 107 diabetic patients with stage 2–3 CKD. Patients were
divided into three groups according to their left ventricular mass index and relative wall thickness.
Results: Multinomial regression analysis demonstrated that low Klotho and higher FGF-23 levels
were linked to a greater risk of concentric hypertrophy. In the generalized linear model (GLM),
Klotho, FGF-23 and cardiac geometry groups were statistically significant as independent variables of
cardiovascular hospitalization (p = 0.007). According to the Cox regression model, fatal cardiovascular
events were associated with the following cardiac geometric classifications; eccentric hypertrophy
(p = 0.050); concentric hypertrophy (p = 0.041), and serum phosphate ≥ 3.6 mg/dL (p = 0.025),
FGF-23 ≥ 168 (p = 0.0149), α-klotho < 313 (p = 0.044). Conclusions: In our population, Klotho and
FGF23 are associated with cardiovascular risk in the early stages of CKD.
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1. Introduction

Aging is the result of a complex interplay between genetics, environment and lifestyle.
It encompasses intricate body physiologic alterations that hamper organs’ function and compromises
their long-term viability. As major regulators of many vital physiologic processes, the kidneys are
often the first organs to express the effects of aging. Reduced glomerular filtration rate (GFR) and/or
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diminished production of several hormones and communication mediators usually appear first and
are the triggers of major consequent alterations that frequently result in chronic kidney disease (CKD),
anemia, osteoporosis and left ventricular hypertrophy (LVH) [1–4].

CKD is known to be related to cardiac overload, which reconfigures the architecture and
physiology of the myocardium, inducing hypertrophy and fibrosis [4,5]. These alterations appear
in the early stages of the disease and are aggravated with worsening kidney disease, compromising
cardiac function and inducing the development of cardiovascular disease (CVD) [5]. Nowadays,
kidney-associated CVD is a major public health concern in western societies, representing the ninth
leading cause of death in the USA [6]. Markers of prognosis are needed, as are effective therapeutic
strategies aimed at blocking these degrading cascades.

Research over the past decade has focused on the role of Klotho as a cardio protective agent that
prevents the effects of aging on the heart and reduces the burden of CVD [7,8]. Whether the interaction
of FGF23 and Klotho is essential for Klotho-mediated actions is still under debate, and clarification is
needed as reports in the literature are inconsistent [9–11]. In line with the recent work of Drew and
collaborators [12], the present work used a pool of 107 CKD patients to ascertain the potential use of
plasmatic Klotho, FGF23 or both, as markers for CKD-associated cardiac disease and to discuss their
eventual use as therapeutic targets in CKD. A secondary objective was to evaluate the role of mineral
metabolism markers of the left ventricle, such as FGF-23 and α-Klotho in geometric form.

2. Results

This study enrolled one hundred and seven (107) consenting patients with stage 2–3 CKD,
who were cleared of all exclusion criteria. The mean age was 57.2 ± 7.1 years (range: 41–68) and the
mean LVMI level was 99.31 ± 23.45 g/m2 (range: 67–189).

The demographic and clinical parameters of the study subjects are presented in Table 1.

Table 1. Patient demographic and clinical characteristics at baseline.

Characteristics Values

Number of patients, n 107
Gender (f/m) 40/67
BMI (Kg/m2) 26.04
Age (years) 57.19 ± 7.05
Hb (g/dL) 12.97 ± 1.83
Albumin (g/dL) 4.27 ± 0.48
eGFR (mL/min) 52.89 ± 20.15
ACR (µg/mg) 181.89 ± 33.83
Pi (mg/dL) 3.99 ± 0.85
PTH (pg/mL) 113.11 ± 74.65
Calcium (mg/dL) 9.48 ± 0.68
FGF-23 (RU/mL) 135.04 ± 135.23
1,25 (OH)2 Vitamin D (pg/mL) 21.21 ± 7.36
α-Klotho (pg/mL) 331.10 ± 171.06
IL-6 (pg/mL) 5.71 ± 3.80
Oxidized LDL (U/L) 39.91 ± 19.55
HOMA-IR 1.84 ± 1.67
HbA1c (%) 7.67 ± 1.47
LVMI (g/m2) 99.31 ± 23.45
Systolic BP (mmHg) 126.59 ± 16.53
Diastolic BP (mmHg) 78.58 ± 9.98
Diabetes-related CKD evolution time (months) 73.8 ± 8.7

Values are presented as mean ± standard deviation.

In terms of allocation of patients into groups according to their LVH and RWT values, 41 (38.3%)
had normal geometry, 38 (35.5%) had eccentric hypertrophy and 28 (26.2%) had concentric hypertrophy.
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All the assessed variables, except age and BMI, showed significant differences between the three
groups (Table 2).

Table 2. Patient demographic and clinical characteristics at baseline according to level of
cardiac hypertrophy.

Group 1
Normal
Geometry
n = 41

Group 2
Eccentric
Hypertrophy
n = 38

Group 3
Concentric
Hypertrophy
n = 28

p

Age (years) 56.12 ± 7.35 57.29 ± 7.27 58.61 ± 6.21 NS
eGFR (mL/min/1.73 m2) 62.89 ± 20.58 47.13 ± 15.18 46.06 ± 20.10 <0.001
BMI (Kg/m2) 26.3 ± 1.08 26.8 ± 0.42 27.2 ± 0.64 NS
Hb (g/dL) 13.57 ± 1.73 12.98 ± 1.81 12.98 ± 1.81 0.003
Pi (mg/dL) 3.32 ± 0.64 4.76 ± 0.54 4.13 ± 0.75 <0.001
PTH (pg/mL) 74.16 ± 49.67 104.07 ± 63.26 182.41 ± 73.07 <0.001
ACR (µg/mg) 122.13 ± 90.60 193.50 ± 144.86 253.64 ± 91.30 <0.001
IL-6 (pg/mL) 2.93 ± 1.82 8.47 ± 3.22 10.09 ± 2.42 <0.001
α-Klotho (pg/mL) 399.17 ± 143.72 344.82 ± 53.52 160.82 ± 60.70 <0.001
FGF-23 (RU/mL) 66.75 ± 39.66 113.06 ± 54.20 264.84 ± 72.96 <0.001
[1,25(OH)2D3] (pg/mL) 25.78 ± 4.49 21.88 ± 6.80 18.60 ± 5.22 <0.001
Systolic BP (mmHg) 124.2 ± 14.2 121.1 ± 15 125.5 ± 16.5 0.057
Diastolic BP (mmHg) 71.2 ± 10.4 71.9 ± 11.8 69.6 ± 11.6 NS
Heart rate (bpm) 67 ± 12 70 ± 13 69 ± 11 NS
LV end-diastolic volume (mL) 120 ± 17 162 ± 32 118 ± 20 0.005
LV end-systolic volume (mL) 42 ± 10 62 ± 23x 45 ± 15 <0.001
LV mass/body surface area (g/m2) 96 ± 11 132 ± 22 134 ± 20 NS
RWT 0.38 ± 0.3 0.37 ± 0.06 0.46 ± 0.03 NS
RAS inhibitor/or ACEI (%) 78.7 80.7 88.9 NS
Calcium channel blockers with
renoprotective action (%) 35.6 48.6 52.3 NS

Diabetes-related CKD evolution time
(months) 75.5 ± 9.6 71.7 ± 7.3 74.1 ± 8.7 NS

LV, left ventricular; LVH, left ventricular hypertrophy; RWT, relative wall thickness; ARB, angiotensin-converting
inhibitor; ACEI, angiotensin-converting enzyme inhibitor; NS means without statistical significance.

A simple linear regression analysis (Table 3) revealed that LVMI levels were inversely proportional
to α-Klotho (r = −0.440, p = 0.0001), and directly proportional to Pi (r = 0.672, p = 0.005), and to FGF-23
(r = 0.622, p = 0.0001).

Table 3. Simple linear regression analysis between LVMI and other parameters.

Variable R p-Value

Gender 0.741 0.354
Age 0.243 0.223
BMI 0.480 0.650
eGFR −0.227 0.060
Hb −0.317 0.973
Pi 0.672 0.005
PTH 0.520 0.199
ACR 0.427 0.075
IL-6 0.737 0.087
α-Klotho −0.440 0.0001
FGF-23 0.622 0.0001

Multinomial regression analysis demonstrated that diminished eGFR and elevated Pi levels
were associated with a greater risk of eccentric hypertrophy but not with concentric hypertrophy.
In fact, hyperphosphatemia seemed to increase the risk of eccentric hypertrophy threefold. Contrarily,
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low α-Klotho and higher FGF-23 levels were linked with a greater risk of concentric hypertrophy,
with higher Klotho levels associated with a 26% lower risk (Table 4).

Table 4. Clinical characteristics’ correlation with eccentric or concentric left ventricular hypertrophy by
multinomial logistic regression analysis.

Variable Eccentric Hypertrophy Concentric Hypertrophy

OR 95% CI p OR 95% CI p

α-Klotho 1.005 0.97–1013 0.186 0.737 0.603–0.972 0.031
Gender 1.670 0.341–8.174 0.527 1.986 0.905–2.009 0.063
Age 1.095 0.970–1.235 0.142 1.053 0.821–1.349 0.685
eGFR 0.959 0.921–0.999 0.043 0.769 0.622–1.050 0.085
Pi 2.859 2.238–5.693 0.003 1.115 0.958–2.318 0.063
PTH 0.980 0.960–1.001 0.058 0.994 0.969–1.020 0.664
ACR 1.005 0.999–1.011 0.131 0.977 0.945–1.011 0.184
FGF-23 1.008 0.996–1.020 0.219 1.031 1.008–1.205 0.009
[1,25 (OH)2 D3] 0.904 0.726–1.126 0.366 0.529 0.263–1.061 0.073
Hb 1.040 0.686–1.577 0.852 0.307 0.295–1.001 0.068
IL-6 1.255 0.836–1.885 0.274 1.443 0.984–2.858 0.208

*Reference category: No Hypertrophy.

Figure 1 shows Kaplan–Meier survival curves in patients with normal left ventricular geometry,
eccentric hypertrophy and concentric hypertrophy. A survival table is also given with the number
of patients at risk. Censored subjects are indicated as tick marks. Comparison between the groups
using the log-rank test revealed the highest risk group is with concentric hypertrophy (log rank = 9.422;
p = 0.009). In our study, the cause of mortality was coronary and cerebrovascular disease in eccentric
and concentric hypertrophy.Int. J. Mol. Sci. 2019, 20, x FOR PEER REVIEW 5 of 13 
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Figure 1. Cardiovascular mortality according to left ventricular geometry (Kaplan–Meier Analysis).

In the generalized linear model (GLM), Klotho, FGF-23 and cardiac geometry groups were
statistically significant as independent variables of cardiovascular hospitalization (p = 0.007).
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The results showed that the α-Klotho group (<313), compared to the group at ≥313, had higher
odds of hospitalization ORa = 1.491, p = 0.014. In addition, the FGF-23 group (≥168), compared
to the group at <168, had higher odds of hospitalization, ORa = 1.689, p = 0.004. The concentric
hypertrophy group compared to the no hypertrophy group had higher odds of hospitalization,
ORa = 4.889, p = 0.023. The optimized model as a function of α-Klotho groups, eGFR, age, gender,
phosphorus, PTH, IL6, vitamin D, FGF-23 and cardiac geometry groups allowed for a final and
statistically significant model (p < 0.001), which included Klotho groups, FGF-23 and cardiac geometry
variables. The area under the receiver operating characteristic curve (ROC curve) for this optimized
model was 0.980 (p < 0.001), revealing an elevated discriminating capacity of the model. The obtained
estimates showed that the group with low levels of α-Klotho (ORa = 1.320, p = 0.024), higher levels of
FGF-23 (ORa = 1.105, p = 0.012) and the concentric hypertrophy group (ORa = 2.284, p = 0.041) had
greater odds of cardiovascular hospitalization (Table 5).

Table 5. Predictive factors of cardiovascular hospitalization.

Initial Model Optimized Model

ORa 95%CI for ORa p ORa 95%CI for ORa p

α-Klotho groups
<313 1.491 1.207–2.125 0.014 11.320 1.061–1.456 0.024
≥313 Ref. Ref.

FGF-23 groups
≥168 1.689 1.004–3.500 0.004 1.105 1.000–1.763 0.012
<168 Ref. Ref.
Concentric Hypertrophy 4.889 3.372–5.512 0.023 2.284 1.970–4.720 0.1
Eccentric Hypertrophy 3.360 0.692–4.890 0.064 1.410 0.984–2.523 0.075
No Hypertrophy Ref. Ref.
p-value (model) 0.007 <0.001
Area under ROC (p-value) - 0.980 (p < 0.001)

ORa: Adjusted odds ratio, 95%CI for OR: 95% confidence interval for the odds ratio, Ref: Category versus the one is
making comparisons.

According to Cox regression models (Table 6), fatal cardiovascular events were associated with the
following cardiac geometric classifications; eccentric hypertrophy (p = 0.050); concentric hypertrophy
(p = 0.041), and Pi ≥ 3.6 (p = 0.025), FGF-23 ≥ 168 (p = 0.0149), α-klotho < 313 (p = 0.044).

Table 6. Factors independently associated with cardiovascular mortality.

HRa 95%CI for ORa p-Value

Pi
<3.6 Ref.
≥3.6 1.079 1.015–3.409 0.025
α-Klotho groups
<313 2.377 1.488–11.585 0.044
≥313 Ref.
FGF-23 groups
≥168 2.046 1.008–8.249 0.014
< 168 Ref.
Concentric 3.254 1.035–6.699 0.041
Eccentric 1.112 1.070–3.850 0.050
No Hypertrophy Ref.

HRa: Adjusted hazards ratio, 95%CI for HR: 95% confidence interval for the hazard ratio, Ref: Category that is
being used to make comparisons against. The other variables included in the model, but that presented no statistical
significance were: age, gender, PTH, 1.25(OH)2D3, Hg, ACR, IL-6, stratified renal disease stage 2 (60–89) and
3 (30–59).
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ROC curve analysis demonstrated that α-Klotho < 313 and FGF-23 ≥ 168 are the best cut-off
values associated with cardiovascular mortality (AUC = 0.793; 95% CI 0.695–0.892), (AUC = 0.758;
95% CI 0.638–0.879), respectively.

3. Discussion

The current study shows that both Klotho and FGF23 are independently altered and associated
with concentric hypertrophy in CKD patients, thus being suitable as indicators of cardiac disease
in this population. Particularly, it provides evidence that CKD-associated cardiac hypertrophy
correlates with reduced eGFR and soluble Klotho and Vitamin D levels, and is indicative of a
generalized pro-inflammatory status, as evidenced by increased levels of IL-6, ACR, PTH, P and
FGF23. Furthermore, it shows that concentric hypertrophy in particular is associated with a more
severe phenotype with a shorter survival rate.

CKD is a very well-established inducer of cardiac hypertrophy, as it increases the heart burden
in an attempt to accommodate kidney failure (recently reviewed by Lullo et al.) [13]. Aiming to
correlate the alteration of the LV geometry with sudden cardiac death risk, Lang and collaborators
proposed a 4-pattern classification of LV geometry based on both LVMI and relative wall thickness
(normal geometry, concentric remodeling, eccentric hypertrophy and concentric hypertrophy) [14].
According to this classification, concentric hypertrophy confers the highest risk, followed by eccentric
hypertrophy and concentric remodeling [15]. Therefore, our study is likely to be the first to corroborate
the 4-pattern cardiac hypertrophy classification in a population of CKD patients.

As recently argued by Neyra and Hu, there is an urgent need to identify sensitive and/or more
specific diagnostic and prognostic biomarkers for CKD [16]. In fact, while very sensitive as an indicator
of cardiac hypertrophy, the 4-pattern classification is very unspecific and must be combined with
other parameters to provide clues on the etiology of the cardiac remodeling. In this line, our results
substantiate others in the literature showing that Klotho and vitamin D are consistently reduced in
CKD patients, while Pi, FGF-23 and PTH are consistently elevated [17–22]. Moreover, and unlike
what was observed by Tanaka and collaborators, these associations were significant in all CKD
patients, particularly between Klotho and cardiac hypertrophy [11]. Altogether, these data support the
interpretation of the LV morphological results in light of the abovementioned physiological parameters
as both diagnostic biomarkers of CKD and useful follow up parameters in these patients. They have
been proved to not only have diagnostic value but also sensitive prognostic potential. For instance,
mortality data previously collected revealed significant differences among the three cardiac geometry
groups. Patients with concentric hypertrophy tended to have worse survival rates than patients without
left ventricular hypertrophy. We demonstrated that, after adjustment for cofounders, CKD patients
with low serum α-Klotho levels (≤313 pg/mL) and high serum FGF-23 levels (≥168 pg/mL) are at
high risk of adverse cardiovascular outcomes.

Furthermore, in the generalized linear model, concentric hypertrophy was found to independently
predict patient survival, with increased risk of hospitalization [23–25].

Regarding the interaction between α-Klotho and FGF-23, our results seem to corroborate
those of Grabner et al., suggesting independent roles for each protein. These authors
demonstrated that FGF-23-mediated activation of FGFR4 in cardiomyocytes stimulates phospholipase
Cc/calcineurin-NFAT signaling, independently triggering LV hypertrophy [26]. Moreover, and in
agreement with this observation, both Faul et al. and Shibata et al. reported a statistically significant
association between serum FGF-23 levels, LV hypertrophy and cardiac systolic function [17,27],
mediated by an increase in α-actin in cardiac muscle cells, with an increase in expression of LVH
markers, such as fetal heavy chain β-myosin, and a drop in adult heavy chain α-myosin.

The cardiac hypertrophic effects of FGF-23 are mediated by FGFR-dependent activation of the
calcineurin nuclear factor of the activated T-cell (NFAT) signaling cascade, but do not require Klotho
as a co-receptor [26].
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As to Klotho, the exact pathophysiologic mechanisms behind its association with CKD progression
are yet to be identified. This protein, which is mainly produced by the kidneys, consists of
a long extracellular domain connected to a small intracellular C-terminal domain through a
membrane-spanning segment. Its signaling properties depend upon the segment of the protein
involved [7,28]. In fact, while membranous Klotho is a co-receptor for fibroblast growth factor 23
(FGF-23) along with the FGF receptor (FGFR), acting as a downregulator of phosphate metabolism,
soluble Klotho results from the cleavage of the extracellular domain of the membranous primordial
protein and exerts its action as a paracrine factor [7,8]. The specific actions of Klotho are still being
investigated, but it appears that Klotho relies on its enzymatic properties to act as a major regulator
of ion transport and growth factor signaling [8]. For instance, Klotho has been shown to reduce
stress-induced cardiac hypertrophy by inhibiting cardiac TRPC6 channels in cardiomyocytes, as well
as to stimulate TRPV5 receptors in the renal distal tubules, thus allowing the regulation of phosphate
metabolism independently of calcium levels [9,10]. Its role in uremic myocardiopathy is not yet
fully understood. Studies performed on animal models showed there is an association between
ventricular hypertrophy and increased expression of TRPC6 (transient receptor potential canonical 6)
channels, whose expression is regulated by a wide range of redundant mechanisms. Recently, Xie et al.
demonstrated that Klotho may inhibit cardiac TRPC6 channels, thereby protecting the myocardium
against excessive/pathological remodeling [7,29].

The elucidation of Klotho- and FGF-23-mediated functions in CKD paved the way for the
development of targeted therapies. For instance, Di Marco et al. showed that the progression of
cardiac hypertrophy and cardiac fibrosis could be reduced by antibody-mediated blockage of the FGF
receptor [30], which would also help revert the CKD-associated mineral and bone disorders, as both
the decrease in vitamin D and the increase in PTH are FGF-23-mediated [28,29,31]. On the other hand,
Xie et al. observed that the administration of soluble Klotho to CKD patients prevented the progression
of uremic cardiomyopathy [29] and Yin and collaborators proposed that kidney fibrosis might be
abrogated by a fine-tuned control of the pro-fibrotic TGFβ functions [32]. At this point, it has become
evident that a concerted plan of action that accommodates these new findings is urgently needed,
aiming to provide CKD patients with a better diagnosis, follow up, prognosis and treatment.

In our study, the group with concentric hypertrophy had a higher cardiovascular mortality when
compared to the group with eccentric hypertrophy and normal left ventricular geometry. Elevated
levels of FGF-23 are implicated in elevated cardiovascular mortality in CKD when adjusted for the
traditional risk factors and other mineral metabolism markers. The role of FGF-23 in cardiovascular
mortality is not yet fully understood [33]. Pi et al. recently reported a relationship between the
elevation of FGF-23 and activation of the renin-angiotensin-aldosterone system (RAAS). Activation
of the RAAS through angiotensin II may explain this relationship between elevated FGF-23 and CV
mortality [34].

Despite acknowledging the small sample size, the sparse number of cardiovascular events and
the limited statistical power of these analyzes as the main limitations of this study, the current study
presents preliminary results of a long term project. Notwithstanding this, the role that these new
markers may play in cardiovascular morbidity and mortality in this particular population with diabetes
and mild to moderate CKD is evident in the study.

Subsequent research is expected to evaluate the role of Klotho and FGF-23 in left ventricular
diastolic dysfunction and progression to heart failure in patients with chronic renal disease.

4. Materials and Methods

4.1. Subjects

This prospective analysis was conducted in the outpatient diabetic nephropathy (DN) clinic of
the Centro Hospitalar Universitário do Algarve in Faro, Portugal, from 2012 to 2017, enrolling a total
of 107 (female = 40) adult diabetic patients with stage 2–3 CKD. Before its implementation, the study
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was granted ethical approval by the Hospital’s Ethics Committee (November 2011), ensuring that all
principles of the Declaration of Helsinki of 1973 (revised in 2000) were followed. All procedures were
implemented after obtaining patients’ written informed consent. Diabetes was classified as per the
American Diabetes Association guidelines [35].

The exclusion criteria were: age > 65 years; previous CVD–defined as a history of one or more
of the following: non-fatal myocardial infarction, angina pectoris (stable or unstable), stroke or
transient ischemic attacks, peripheral vascular disease or congestive heart failure; atrial fibrillation,
severe coronary heart disease associated with the presence of a wall motion abnormality by two
dimensional echocardiography, left bundle branch block, severe valvular heart disease confirmed
with echocardiogram; changes in the GFR of more than 30% in the previous 3 months, changes in
antihypertensive therapy 2 weeks before study, uncontrolled hypertension (BP ≥ 140/90 mmHg);
albumin/creatinine ratio (ACR) ≥ 500 mg/g assessed on two occasions with an interval of 3 months;
estimated glomerular filtration rate (eGFR) ≤ 29 mL/min/1.73 m2 or ≥ 89 mL/min/1.73 m2;
parathyroid hormone (PTH) ≥ 350 pg/mL; phosphorus (Pi) > 5.5; type 1 diabetes; non-diabetic
renal disease; neoplastic or infectious diseases.

Medical history, laboratory data, and current therapy were collected during the initial visit.

4.2. BP and Echocardiographic Measurements

The blood pressure (BP) was determined with oscillometric methods, with the patient in dorsal
decubitus. Three measurements were taken with an interval of 5 min between them.

Echocardiographic evaluation was obtained using standard M mode and two-dimensional images
(Vivid 7 Dimension-GE Healthcare Ultrasound; GE Healthcare, Waukesha, WI). Offline analysis was
obtained using the workstation Echopac PC’08 version 7.0.0 GE Vingmed Ultrasound (GE Healthcare),
and the measurements were consistently obtained by the same physician. Images were digitally stored
and analyzed by two independent experienced cardiologists. Quality control procedures included
blind rereading and patient reexamination to allow assessment of intra-reader variability, inter-reader
variability, and intra-patient variability. An average of three measurements was made for each variable.

Patients were divided into three groups according to the left ventricular mass index (LVMI) and
the relative wall thickness (RWT) values, calculated using the following equations:

(1) Regression equation from Penn convention:

LV mass = 1.04 ([LVIDD + PWTD + IVSTD]3 − [LVIDD]3) − 13.6 g (1)

where LVIDD = left ventricular internal diameter in diastole, PWTD = posterior wall thickness in
diastole and IVSRD = inter-ventricular septum thickness in diastole. LVMI was then obtained by
dividing LV mass by body surface area.

RWT = 2(PWT)/LVDD (2)

where PWT is the posterior wall thickness and LVDD is the left ventricle diastolic diameter.
LVH and RWT were used to categorize LV geometry: normal (no LVH and normal RWT),

eccentric hypertrophy (LVH and normal RWT), and concentric hypertrophy (LVH and increased
RWT). Patients were classified as having LVH if they had a left ventricular mass index (LVMI)of
100 g/m2 in women and 131 g/m2 in men [36], and RWT was considered to be increased if it was
≥0.45 according to the study by Chen et al. [37].

4.3. Follow-up

The Centro Hospitalar Universitário do Algarve – Unidade de Faro outpatients’ DN clinic is the
Algarve’s reference center for nephrology and guarantees a regular follow-up for patients with DN.
Patients with a more severe condition are monitored every 3 months and those with a milder disease
every 6 months. Mean duration of follow-up was 33.8 ± 8.6 months.
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4.4. Blood Measurements

Fasting samples were drawn from all subjects and plasma was frozen at −80 ◦C in order to
measure eGFR, phosphorus (Pi), calcium (Ca), parathyroid hormone (PTH), glycated hemoglobin
(HbA1c), insulin resistance index, interleukin-6 (IL-6), fibroblast growth factor-23 (FGF23),
1,25(OH)2D3 (vitamin D), soluble α-Klotho (Klotho) and oxidized low density lipoprotein (oxLDL).
Serum levels of vitamin D (1.25 dihydroxicolecalciferol) were determined by radioimmunoassay
(IDS, Boldon, UK). The vitamin D levels were the average of three measurements conducted in
winter, spring and summer. Serum levels of FGF23 were quantified using the enzyme-linked
immunosorbent assay Human FGF-23 (C-Term) enzyme-linked immunoassay (ELISA) kit (Cat. #60-6100
ImmunotopicsInc, San Clemente, CA, USA). Soluble α-Klotho serum levels were determined by ELISA
using the Human soluble α-Klotho kit (Code no- 27998, IBL – Immuno-Biologial Laboratories Co.,
Ltd., Gunma, Japan), by adapting the manufacturer’s instructions to the Triturus microplate automatic
system (Grifols S.A., Barcelona, Spain). Two blood samples were collected for the validation of the
circadian variability of Klotho and FGF-23, P and Ca were assayed by the ARCHITECT c and the
AEROSET Systems (Abbott Diagnostics Division, Abbott Laboratories Abbott Park, IL). IL-6 and oxLDL
determination was performed with a sandwich ELISA kit (eBioscience, San Diego, CA, USA). HbA1c
and PTH levels were measured using a spectrophotometry technique and electrochemiluminescent
immunoassay (ECLIA), respectively. PTH concentrations were measured on an Immulite 2000 Intact
PTH assay (Cat. #L2KPP2, Siemens Medical Solutions Diagnostics, Los Angeles, CA, USA). The degree
of insulin resistance was estimated using the homeostasis model assessment (HOMA-IR) described by
Matthews et al. [38]. Serum creatinine was assayed by the multigent creatinine enzymatic method,
using the ARCHITECT® device (Abbott Diagnostics Division, Abbott Laboratories Abbott Park, IL;
USA). We estimated the GFR according to the Chronic Kidney Disease Epidemiology Collaboration
(CKD-EPI) Equation [39].

4.5. Urine Measurements

The ACR was determined from a first-morning urine collected on the 1st and the 8th day of
the inclusion period. Urinary albumin and creatinine were determined immediately using the DCA
2000® albumin/creatinine assay system (Bayer Diagnostica, Barcelona, Spain) kit. A laboratory
immunoturbidimetric assay was used for albumin and creatinine determinations and the results are
reported as ACR (µg/mg). Intra individual variation of ACR was assessed in 8 of the 16 subjects for
7 consecutive days.

4.6. Cardiovascular Events

The primary cardiovascular outcome of this study was cardiovascular mortality. Deaths were
confirmed by review of autopsy reports, death certificates, medical records, or information obtained
from the next of kin or family members and classified, according to its cause, as cardiovascular or
non-cardiovascular death. Cardiovascular deaths were defined as caused by coronary heart disease,
heart failure, peripheral vascular disease and cerebrovascular disease.

The secondary outcome evaluated the predictive factors of cardiovascular
hospitalizations/admissions. These were classified upon discharge, considering only admissions
caused by coronary heart disease (myocardial infarction, stable or unstable angina pectoris),
congestive heart failure, peripheral vascular disease and cerebrovascular disease (stroke or transient
ischemic attacks) based on recent international guidelines (Kavousi, Leening, Nanchen, et al.,
2014) [40]. According to the presence or absence of cardiovascular hospital admission during the
study period, our population was divided into two groups: G-1—with cardiovascular hospitalization
(n = 26), and G-2—without cardiovascular hospitalization (n = 81).
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4.7. Statistical Analysis

Continuous variables are presented as mean and standard deviation and categorical variables
are expressed as percentages and compared using the chi-squared test. Demographic and clinical
factors associated with LVH were evaluated by ANOVA and the Kruskal–Wallis H test, respectively.
Patients’ demographic and clinical characteristics at baseline were grouped according to their level of
cardiac hypertrophy.

Simple linear regressions were used to investigate possible correlations between these variables
and LVMI, while multivariable nominal logistic regression identified factors associated to eccentric
and concentric hypertrophy, using as a reference, patients with normal geometry.

We evaluated time to fatal CV end point by Kaplan–Meier survival analysis compared by log-rank
test among the three patterns of LV geometry for measuring patients’ survival rate and a comparison
between the three groups was based on the log rank test. The null hypothesis was rejected below the
5% level. Statistical analysis was performed using SPSS (version 17.0; SPSS, Chicago, IL, USA).

The generalized linear model (GLM) for binary dependent variables was used (binomial
distribution) with a logistic link function. The exponentials of the model parameters were the adjusted
odds ratio (ORa) to other variables of the model. The test was used to determine whether Klotho,
FGF-23 and cardiac geometry were important predictive factors in the determination of cardiovascular
hospitalization. Prior to conducting the GLM, we calculated the median level of Klotho serum and
FGF-23 in the current study population. The subjects were categorized in the following classes:
Klotho (≥313 pg/mL or <313 pg/mL), and FGF-23 (≥168 RU/mL or <168 RU/mL).

The independent variables associated with cardiovascular mortality were identified by Cox
regression models. Variables included in these models were: age (<65; ≥65), gender, median:
PTH (<138; ≥138), Pi (<3.6; ≥3.6), 1.25(OH)2D3 (≥21;< 21), α-klotho (<313; ≥313), FGF-23 (<168;
≥168), ACR (<181; ≥181), IL-6 (<6; ≥6), stratified renal disease (60–89-stage 2; 30–59 stage 3) and
cardiac geometric classification (normal; eccentric hypertrophy; concentric hypertrophy).

We used the receiver operating characteristic (ROC) curve to identify klotho and FGF-23 cut-offs
associated with the highest cardiovascular death in this population.

5. Conclusions

The role of emerging factors like FGF-23 and Klotho in cardiovascular risk in both the early and
late stages of chronic kidney disease is not entirely understood. The entire process involves direct and
indirect mechanisms that contribute to this high cardiovascular risk. Moreover, these proteins seem to
have independent roles in the pathophysiology of cardiovascular disease and CKD and have recently
been considered relevant potential therapeutic agents in this disease.

The early identification of CKD onset and risk stratification of CKD progression and/or
CKD-related complications are essential for early treatment of CKD patients to ameliorate their
comorbidity burden, particularly CVD, and prevent the development of ESRD.
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Abbreviations

ARB Angiotensin-converting inhibitor
ACR Albumin/creatinine ratio
ACEI Angiotensin-converting enzyme inhibitor
CKD Chronic Kidney Disease
CVD Cardiovascular Disease
DN Diabetic Nephropathy
FGF-23 Fibroblast growth factor 23
FGFR FGF receptor
eGFR Estimated glomerular filtration rate
GFR Glomerular Filtration Rate
GLM Generalized linear model
IL-6 Interleukin 6
RAAS Renin-angiotensin-aldosterone system

References

1. Levey, A.S.; Inker, L.A.; Coresh, J. GFR Estimation: From Physiology to Public Health. Am. J. Kidney Dis.
2014, 63, 820–834. [CrossRef]

2. Elliott, S.; Tomita, D.; Endre, Z. Erythropoiesis stimulating agents and reno-protection: A meta-analysis.
BMC Nephrol. 2017, 18, 14. [CrossRef]

3. Liu, W.C.; Yen, J.F.; Lang, C.L.; Yan, M.T.; Lu, K.C. Bisphophonates in CKD Patients with Low Bone Mineral
Density. Sci. World J. 2013, 2013, 837573. [CrossRef]

4. Zoccali, C.; Benedetto, F.A.; Mallamaci, F.; Tripepi, G.; Giacone, G.; Cataliotti, A.; Seminara, G.; Stancanelli, B.;
Malatino, L.S. Prognostic value of echocardiographic indicators of left ventricular systolic function in
asymptomatic dialysis patients. J. Am. Soc. Nephrol. 2004, 15, 1029–1037. [CrossRef]

5. Dubin, R.F.; Deo, R.; Bansal, N.; Anderson, A.H.; Yang, P.; Go, A.S.; Keane, M.; Townsend, R.; Porter, A.;
Budoff, M.; et al. Associations of Conventional Echocardiographic Measures with Incident Heart Failure and
Mortality: The Chronic Renal Insufficiency Cohort. Clin. J. Am. Soc. Nephrol. 2017, 12, 60–68. [CrossRef]
[PubMed]

6. Xu, J.; Murphy, S.L.; Kochanek, K.D.; Arias, E. Mortality in the United States, 2015. NCHS Data Brief 2016,
267, 1–8.

7. Xie, J.; Cha, S.K.; An, S.W.; Kuro-O, M.; Birnbaumer, L.; Huang, C.L. Cardioprotection by Klotho through
downregulation of TRPC6 channels in the mouse heart. Nat. Commun. 2012, 3, 1238. [CrossRef] [PubMed]

8. Dalton, G.; An, S.W.; Al-Juboori, S.I.; Nischan, N.; Yoon, J.; Dobrinskikh, E.; Hilgemann, D.W.; Xie, J.;
Luby-Phelps, K.; Kohler, J.J.; et al. Soluble klotho binds monosialoganglioside to regulate membrane
microdomains and growth factor signaling. Proc. Natl. Acad. Sci. USA 2017, 114, 752–757. [CrossRef]

9. Wolf, M.T.; An, S.W.; Nie, M.; Bal, M.S.; Huang, C.L. Klotho up-regulates renal calcium channel transient
receptor potential vanilloid 5 (TRPV5) by intra- and extracellular N-glycosylation-dependent mechanisms.
J. Biol. Chem. 2014, 289, 35849–35857. [CrossRef] [PubMed]

10. Wu, Y.L.; Xie, J.; An, S.W.; Oliver, N.; Barrezueta, N.X.; Lin, M.H.; Birnbaumer, L.; Huang, C.L. Inhibition of
TRPC6 channels ameliorates renal fibrosis and contributes to renal protection by soluble klotho. Kidney Int.
2016, 91, 830–841. [CrossRef]

11. Tanaka, S.; Fujita, S.; Kizawa, S.; Morita, H.; Ishizaka, N. Association between FGF23, α-Klotho, and Cardiac
Abnormalities among Patients with Various Chronic Kidney Disease Stages. PLoS ONE 2016, 11, e0156860.
[CrossRef]

12. Drew, D.A.; Katz, R.; Kritchevsky, S.; Ix, J.; Shlipak, M.; Gutiérrez, O.M.; Newman, A.; Hoofnagle, A.; Fried, L.;
Semba, R.D.; et al. Association between Soluble Klotho and Change in Kidney Function: The Health Aging
and Body Composition Study. J. Am. Soc. Nephrol. 2017, 28, 1859–1866. [CrossRef] [PubMed]

13. Di Lullo, L.; House, A.; Gorini, A.; Santoboni, A.; Russo, D.; Ronco, C. Chronic kidney disease and
cardiovascular complications. Heart Fail. Rev. 2015, 20, 259. [CrossRef] [PubMed]

http://dx.doi.org/10.1053/j.ajkd.2013.12.006
http://dx.doi.org/10.1186/s12882-017-0438-4
http://dx.doi.org/10.1155/2013/837573
http://dx.doi.org/10.1097/01.ASN.0000117977.14912.91
http://dx.doi.org/10.2215/CJN.02700316
http://www.ncbi.nlm.nih.gov/pubmed/28062676
http://dx.doi.org/10.1038/ncomms2240
http://www.ncbi.nlm.nih.gov/pubmed/23212367
http://dx.doi.org/10.1073/pnas.1620301114
http://dx.doi.org/10.1074/jbc.M114.616649
http://www.ncbi.nlm.nih.gov/pubmed/25378396
http://dx.doi.org/10.1016/j.kint.2016.09.039
http://dx.doi.org/10.1371/journal.pone.0156860
http://dx.doi.org/10.1681/ASN.2016080828
http://www.ncbi.nlm.nih.gov/pubmed/28104822
http://dx.doi.org/10.1007/s10741-014-9460-9
http://www.ncbi.nlm.nih.gov/pubmed/25344016


Int. J. Mol. Sci. 2019, 20, 1536 12 of 13

14. Lang, R.M.; Badano, L.P.; Mor-Avi, V.; Afilalo, J.; Armstrong, A.; Ernande, L.; Flachskampf, F.A.;
Foster, E.; Goldstein, S.A.; Kuznetsova, T.; et al. Recommendations for cardiac chamber quantification by
echocardiography in adults: An update from the American Society of Echocardiography and the European
Association of Cardiovascular Imaging. Eur. Heart J. Cardiovasc. Imaging 2015, 16, 233–270. [CrossRef]
[PubMed]

15. Phan, D.; Aro, A.L.; Reinier, K.; Teodorescu, C.; Gunson, K.; Jui, J.; Chugh, S.S. Left Ventricular Geometry
and Risk of Sudden Cardiac Arrest in Patients with Severely Reduced Ejection Fraction. J. Am. Heart Assoc.
2016, 5, e003715. [CrossRef]

16. Neyra, J.A.; Hu, M.C. Potential application of klotho in human chronic kidney disease. Bone 2017, 100, 41–49.
[CrossRef] [PubMed]

17. Faul, C.; Amaral, A.P.; Oskouei, B.; Hu, M.C.; Sloan, A.; Isakova, T.; Gutiérrez, O.M.; Aguillon-Prada, R.;
Lincoln, J.; Hare, J.M.; et al. FGF23 induces left ventricular hypertrophy. J. Clin. Investig. 2011, 121, 4393–4408.
[CrossRef]

18. Pavik, I.; Jaeger, P.; Ebner, L.; Wagner, C.A.; Petzold, K.; Spichtig, D.; Poster, D.; Wüthrich, R.P.; Russmann, S.;
Serra, A.L. Secreted Klotho and FGF23 in chronic kidney disease Stage 1 to 5: A sequence suggested from a
cross-sectional study. Nephrol. Dial. Transplant. 2013, 28, 352–359. [CrossRef]

19. Sakan, H.; Nakatani, K.; Asai, O.; Imura, A.; Tanaka, T.; Yoshimoto, S.; Iwamoto, N.; Kurumatani, N.;
Iwano, M.; Konishi, Y.N.; Saito, Y. Reduced Renal α-Klotho Expression in CKD Patients and Its Effect on
Renal Phosphate Handling and Vitamin D Metabolism. PLoS ONE 2014, 9, e86301. [CrossRef]

20. Krajisnik, T.; Olauson, H.; Mirza, M.A.; Hellman, P.; Akerstrom, G.; Westin, G.; Larsson, T.E.; Björklund, P.
Parathyroid Klotho and FGF-receptor 1 expression decline with renal function in hyperparathyroid patients
with chronic kidney disease and kidney transplant recipients. Kidney Int. 2010, 78, 1024–1032. [CrossRef]

21. Takenaka, T.; Inoue, T.; Miyazaki, T.; Hayashi, M.; Suzuki, H. Xeno-Klotho Inhibits Parathyroid Hormone
Signaling. J. Bone Miner. Res. 2016, 31, 455–462. [CrossRef]

22. Ozeki, M.; Fujita, S.; Kizawa, S.; Morita, H.; Sohmiya, K.; Hoshiga, M.; Ishizaka, N. Association of serum
levels of FGF23 and α-Klotho with glomerular filtration rate and proteinuria among cardiac patients.
BMC Nephrol. 2014, 15, 147. [CrossRef]

23. Bluemke, D.A.; Kronmal, R.A.; Lima, J.A.C.; Liu, K.; Olson, J.; Burke, G.L.; Folsom, A.R. The Relationship of
Left Ventricular Mass and Geometry to Incident Cardiovascular Events: The MESA Study. Am. Coll. Cardiol.
2008, 52, 2148–2155. [CrossRef] [PubMed]

24. Gerdts, E.; Cramariuc, D.; de Simone, G.; Wachtell, K.; Dahlof, B.; Devereux, R.B. Impact of left ventricular
geometry on prognosis in hypertensive patients with left ventricular hypertrophy (the LIFE study).
Eur. J. Echocardiogr. 2008, 9, 809–815. [CrossRef]

25. Afshinnia, F.; Spitalewitz, S.; Chou, S.; Gunsburg, D.Z.; Chadow, H.L. Left Ventricular Geometry and Renal
Function in Hypertensive Patients with Diastolic Heart Failure. Am. J. Kidney Dis. 2007, 49, 227–236.
[CrossRef] [PubMed]

26. Grabner, A.; Amaral, A.P.; Schramm, K.; Singh, S.; Sloan, A.; Yanucil, C.; Li, J.; Shehadeh, L.A; Hare, J.M.;
David, V.; et al. Activation of cardiac fibroblast growth factor receptor 4 Causes left ventricular hypertrophy.
Cell Metab. 2015, 22, 1020–1032. [CrossRef]

27. Shibata, K.; Fujita, S.; Morita, H.; Okamoto, Y.; Sohmiya, K.; Hoshiga, M.; Hoshiga, M.; Ishizaka, N.
Association between circulating fibroblast growth factor 23, alpha-Klotho, and the left ventricular ejection
fraction and left ventricular mass in cardiology inpatients. PLoS ONE 2013, 8, e73184. [CrossRef]

28. Kuro-O, M. The FGF23 and Klotho system beyond mineral metabolism. Clin. Exp. Nephrol. 2016, 21
(Suppl. 1), 64–69. [CrossRef]

29. Xie, J.; Yoon, J.; An, S.W.; Kuro-o, M.; Huang, C.L. Soluble Klotho protects against uremic cardiomyopathy
independently of fibroblast growth factor 23 and phosphate. J. Am. Soc. Nephrol. 2015, 26, 1150–1160.
[CrossRef] [PubMed]

30. Di Marco, G.S.; Reuter, S.; Kentrup, D.; Grabner, A.; Amaral, A.P.; Fobker, M.; Stypmann, J.; Pavenstädt, H.;
Wolf, M.; Faul, C.; Brand, M. Treatment of established left ventricular hypertrophy with fibroblast growth
factor receptor blockade in an animal model of CKD. Nephrol. Dial. Transpl. 2014, 29, 2028–2035. [CrossRef]
[PubMed]

http://dx.doi.org/10.1093/ehjci/jev014
http://www.ncbi.nlm.nih.gov/pubmed/25712077
http://dx.doi.org/10.1161/JAHA.116.003715
http://dx.doi.org/10.1016/j.bone.2017.01.017
http://www.ncbi.nlm.nih.gov/pubmed/28115282
http://dx.doi.org/10.1172/JCI46122
http://dx.doi.org/10.1093/ndt/gfs460
http://dx.doi.org/10.1371/journal.pone.0086301
http://dx.doi.org/10.1038/ki.2010.260
http://dx.doi.org/10.1002/jbmr.2691
http://dx.doi.org/10.1186/1471-2369-15-147
http://dx.doi.org/10.1016/j.jacc.2008.09.014
http://www.ncbi.nlm.nih.gov/pubmed/19095132
http://dx.doi.org/10.1093/ejechocard/jen155
http://dx.doi.org/10.1053/j.ajkd.2006.10.021
http://www.ncbi.nlm.nih.gov/pubmed/17261425
http://dx.doi.org/10.1016/j.cmet.2015.09.002
http://dx.doi.org/10.1371/annotation/13086f84-18f2-4ea3-881a-0484b0c411ee
http://dx.doi.org/10.1007/s10157-016-1357-6
http://dx.doi.org/10.1681/ASN.2014040325
http://www.ncbi.nlm.nih.gov/pubmed/25475745
http://dx.doi.org/10.1093/ndt/gfu190
http://www.ncbi.nlm.nih.gov/pubmed/24875663


Int. J. Mol. Sci. 2019, 20, 1536 13 of 13

31. Isakova, T.; Wahl, P.; Vargas, G.S.; Gutierrez, O.M.; Scialla, J.; Xie, H.; Appleby, D.; Nessel, L.; Bellovich, K.;
Chen, J.; et al. Fibroblast growth factor 23 is elevated before parathyroid hormone and phosphate in chronic
kidney disease. Kidney Int. 2011, 79, 1370–1378. [CrossRef] [PubMed]

32. Yin, S.; Zhang, Q.; Yang, J.; Lin, W.; Li, Y.; Chen, F.; Cao, W. TGFβ-incurred epigenetic aberrations of miRNA
and DNA methyltransferase suppress Klotho and potentiate renal fibrosis. Biochim. Biophys. Acta 2017, 1864,
1207–1216. [CrossRef]

33. Silva, P.A.; Guedes, M.A.; Neves, L.P. Cardiovascular Risk Factors: The Old Ones and a Closer Look to the
Mineral Metabolism. In Chronic Kidney Disease-From Pathophysiology to Clinic Improvements; Rath, T., Ed.;
IntechOpen: London, UK, 2016; pp. 83–104. [CrossRef]

34. Pi, M.; Ye, R.; Han, X.; Armstrong, B.; Liu, X. Cardiovascular Interactions between Fibroblast Growth
Factor-23 and Angiotensin II. Sci. Rep. 2018. [CrossRef] [PubMed]

35. Care, D. Classification and Diagnosis of Diabetes. Am. Diabetes Assoc. Diabetes Care 2016, 39 (Suppl. 1),
S13–S22. [CrossRef]

36. Savage, D.D.; Garrison, R.Y.; Kannel, W.B.; Levy, D.; Anderson, S.J.; Stokes, J., 3rd; Feinleib, M.; Castelli, W.P.
The spectrum of left ventricular hypertrophy in a general population sample: The Framingham study.
Circulation 1987, 75 (Suppl. I), 26–33.

37. Chen, S.C.; Su, H.M.; Hung, C.C.; Chang, J.M.; Liu, W.C.; Tsai, J.C.; Lin, M.Y.; Hwang, S.I.; Chen, H.C.
Echocardiographic parameters are independently associated with rate of renal function decline and
progression to dialysis in patients with chronic kidney disease. Clin. J. Am. Soc. Nephrol. 2011, 6, 2750–2758.
[CrossRef] [PubMed]

38. Matthews, D.R.; Hosker, J.P.; Rudenski, A.S.; Naylor, B.A.; Treacher, D.F.; Turner, R.C. Homeostasis model
assessment: Insulin resistance and beta-cell function from fasting plasma glucose and insulin concentrations
in man. Diabetologia 1985, 28, 412–419. [CrossRef]

39. Levey, A.S.; Stevens, L.A.; Schmid, C.H.; Zhang, Y.; Castro, A.F.; Feldman, H.I.; Kusek, J.W; Eggers, P.;
Greene, T.; Coresh, J. CKD-EPI (chronic kidney disease epidemiology collaboration). A new equation to
estimate glomerular filltration rate. Ann. Intern. Med. 2009, 150, 604–612. [CrossRef]

40. Kavousi, M.; Leening, M.J.; Nanchen, D.; Greenland, P.; Graham, I.M.; Steyerberg, E.W.; Ikram, M.A.;
Stricker, B.H.; Hofman, A.; Franco, O.H. Comparison of application of the ACC/AHA guidelines,
Adult Treatment Panel III guidelines, and European Society of Cardiology guidelines for cardiovascular
disease prevention in a European cohort. JAMA 2014, 311, 1416–1423. [CrossRef]

© 2019 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1038/ki.2011.47
http://www.ncbi.nlm.nih.gov/pubmed/21389978
http://dx.doi.org/10.1016/j.bbamcr.2017.03.002
http://dx.doi.org/10.5772/intechopen.69323
http://dx.doi.org/10.1038/s41598-018-30098-1
http://www.ncbi.nlm.nih.gov/pubmed/30120363
http://dx.doi.org/10.2337/dc16-S005
http://dx.doi.org/10.2215/CJN.04660511
http://www.ncbi.nlm.nih.gov/pubmed/21980185
http://dx.doi.org/10.1007/BF00280883
http://dx.doi.org/10.7326/0003-4819-150-9-200905050-00006
http://dx.doi.org/10.1001/jama.2014.2632
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Results 
	Discussion 
	Materials and Methods 
	Subjects 
	BP and Echocardiographic Measurements 
	Follow-up 
	Blood Measurements 
	Urine Measurements 
	Cardiovascular Events 
	Statistical Analysis 

	Conclusions 
	References

