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Matrix metalloproteinase-9 predicts pulmonary
status declines in a1-antitrypsin deficiency
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Abstract

Background: Matrix metalloproteinase-9 (MMP-9) may be important in the progression of emphysema, but there
have been few longitudinal clinical studies of MMP-9 including pulmonary status and COPD exacerbation
outcomes.

Methods: We utilized data from the placebo arm (n = 126) of a clinical trial of patients with alpha1-antitrypsin
deficiency (AATD) and emphysema to examine the links between plasma MMP-9 levels, pulmonary status, and
COPD exacerbations over a one year observation period. Pulmonary function, computed tomography lung density,
incremental shuttle walk test (ISWT), and COPD exacerbations were assessed at regular intervals over 12 months.
Prospective analyses used generalized estimating equations to incorporate repeated longitudinal measurements of
MMP-9 and all endpoints, controlling for age, gender, race-ethnicity, leukocyte count, and tobacco history.
A secondary analysis also incorporated highly-sensitive C-reactive protein levels in predictive models.

Results: At baseline, higher plasma MMP-9 levels were cross-sectionally associated with lower FEV1 (p = 0.03), FVC
(p < 0.001), carbon monoxide transfer factor (p = 0.03), resting oxygen saturation (p = 0.02), and ISWT distance
walked (p = 0.02) but were not associated with radiographic lung density or total lung capacity (TLC). In
longitudinal analyses, MMP-9 predicted a further decline in transfer factor (p = 0.04) and oxygen saturation (p <
0.001). MMP-9 also predicted worsening lung density (p = 0.003), increasing TLC (p = 0.02), and more frequent
COPD exacerbations over follow-up (p = 0.003). Controlling additionally for hs-CRP levels did not substantively
change the longitudinal associations between MMP-9 and these outcomes.

Conclusions: Increased plasma MMP-9 levels generally predicted pulmonary status declines, including worsening
transfer factor and lung density as well as greater COPD exacerbations in AATD-associated emphysema.

Introduction
Chronic obstructive pulmonary disease (COPD) is a
leading cause of morbidity and mortality worldwide, but
predictors of progression remain elusive [1]. Alpha1-
antitrypsin inhibits neurophil elastase, and the discovery
of alpha1-antitrypsin deficiency (AATD) and its associa-
tion with emphysema and COPD helped to establish the
concept that an imbalance between proteases and anti-
proteases, exacerbated by exposure to cigarette smoke,
can play a key role in the development of disease, at
least in a subset of COPD [2]. Evolving evidence sug-
gests that a variety of proteinases, acting on diverse sub-
strates of the extracellular matrix, play an important

role in pulmonary parenchymal destruction in COPD
[3,4]. The study of these proteinases has been compli-
cated by the diversity of COPD phenotypes, which
include components of emphysema and chronic bron-
chitis, as well as the common co-morbid cardiovascular
and other systemic diseases associated with COPD, all
of which potentially confound the analyses of biomar-
ker-disease associations [1,5]. Because AATD-associated
emphysema represents a more homogenous phenotype
of COPD, with a more rapid decline in pulmonary sta-
tus, generally at a younger age with fewer comorbidities,
it offers a potential model for understanding COPD
pathogenesis with respect to proteinases beyond those
directly inhibited by alpha1-antitrypsin [2,6].
Matrix metalloproteinase-9 (MMP-9) is one such pro-

teinase that has received considerable attention in
COPD [7-18]. Clinical studies have suggested that,

* Correspondence: omachi@ucsf.edu
1Division of Pulmonary, Critical Care, and Sleep Medicine, Department of
Medicine, University of California San Francisco, San Francisco, CA, USA
Full list of author information is available at the end of the article

Omachi et al. Respiratory Research 2011, 12:35
http://respiratory-research.com/content/12/1/35

© 2011 Omachi et al; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative Commons
Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in
any medium, provided the original work is properly cited.

mailto:omachi@ucsf.edu
http://creativecommons.org/licenses/by/2.0


among the various biomarkers potentially associated
with lung disease, MMP-9 may be particularly impor-
tant, although there have been few longitudinal studies
of MMP-9 and few pulmonary status outcomes exam-
ined [7-10]. Of the 143 serologic biomarkers examined
by Pinto-Plata and colleagues, MMP-9 was the most
highly correlated with the BODE Index (cross-section-
ally) and with COPD exacerbations (longitudinally over
12 months) [7]. Additionally, the ratio of biomarker in
COPD subjects to that in health controls was higher for
MMP-9 than for any of the other biomarkers examined
[7]. Higashimoto and colleagues examined multiple bio-
markers among 96 COPD patients, finding that only
MMP-9 and C-reactive protein were statistically signifi-
cantly associated with declines in FEV1 over the follow-
ing 12 months [8]. Neither these nor other longitudinal
studies of MMP-9 have investigated pulmonary status
measured by transfer factor for carbon monoxide
(TLco), radiographically-quantified lung density, or exer-
cise capacity. Studies to date have furthermore not
incorporated multiple longitudinal measurements of
MMP-9. Finally, clinical studies thus far have not
reported on the longitudinal associations between
MMP-9 and outcomes within the context of AATD-
associated emphysema, a phenotype of COPD that
could be particularly relevant to understanding the role
of MMP-9 in the natural history of COPD pathogenesis.
Utilizing data from the placebo arm of a clinical trial,

we tested the hypotheses that plasma MMP-9 levels are
cross-sectionally and prospectively associated with pul-
monary status declines and with COPD exacerbations
among emphysema patients with AATD.

Methods
Overview
We analyzed data from the placebo arm of the Retinoids
in Emphysema Patients on Alpha1-Anitrypsin Interna-
tional Registry (REPAIR) trial, which has previously
been described in detail [19]. This was a randomized
double-blind trial that investigated the potential for a
retinoid agonist to slow the progression of emphysema
in AATD patients. Using measurements collected as
part of this clinical trial, we investigated the cross-
sectional and longitudinal association between plasma
MMP-9 and multiple pulmonary endpoints, including
COPD exacerbation frequency. For example, in longitu-
dinal analyses, our goal was to determine the anticipated
change in pulmonary status that would be predicted by
higher levels of plasma MMP-9 in a given individual
represented by this cohort.

Participants
For the REPAIR trial, Pi Z and Pi Null genotype subjects
with emphysema were recruited from 10 alpha1-

antitrypsin registries in 10 countries. 126 subjects with
AATD-associated emphysema were randomized to the
placebo arm of the trial and provided plasma samples
sufficient for analysis of MMP-9. Inclusion criteria and
exclusion have previously been described [19]. Notable
inclusion criteria were: (1) no alpha1-antitrypsin aug-
mentation therapy for at least 28 days prior to enrol-
ment, (2) TLco < 70% and a post-bronchodilator FEV1

≤ 80% of the predicted values for sex, age, and height;
(3) no use of systemic corticosteroids within 28 days
prior to enrolment; and (4) ability to perform an incre-
mental shuttle walk test (ISWT) without supplemental
oxygen. Subjects were excluded if (1) they had experi-
enced >3 COPD exacerbations in the year prior to
enrolment or (2) were current tobacco smokers or had
smoked tobacco in the 6 months prior to enrolment.
The REPAIR trial was approved by relevant local ethics
review committees and was conducted in accordance
with the Declaration of Helsinki and Good Clinical
Practice guidelines. All patients provided written
informed consent.

Biomarker Analysis
We focused our analysis on MMP-9 because of a priori
evidence of its importance in COPD [7-12,20], although
various biomarkers were measured as part of the
REPAIR trial. As a secondary analysis, however, we also
included plasma levels of highly-sensitive C-reactive pro-
tein (hs-CRP) in longitudinal multivariable analyses.
For protein biomarker analyses, venous whole blood

samples were collected into standard vacutainer tubes
containing EDTA as an anticoagulant. After centrifuga-
tion for 10 minutes at 1,800 × g at 4°C, samples were
kept frozen at -70°C until measurement. All samples for
any given subject over the study period were run simul-
taneously after the subject completed the 52 week trial
period. Plasma MMP-9 and hs-CRP levels were quanti-
fied at baseline, 3 months and 6 month by Pathway
Diagnostics (Malibu, CA). MMP-9 was analyzed using
Searchlight® MMP-9 assays (Pierce, Rockford, IL). This
assay consists of sandwich enzyme-linked immunosor-
bent assay for the quantitative measurement of total
MMP-9 (the combination of pro-form and active form
MMP-9). The enzyme-substrate reaction produces a
chemiluminescent signal detected with a cooled Charge-
Coupled Device camera (Pierce). The representative
sample range for this MMP-9 assay, obtained from
duplicate analysis of 20 human subjects without known
history of active disease, is 4.2 ng/ml to 120 ng/ml.
Although serum has sometimes been used in the analy-
sis of MMP-9 [7-9], analysis of plasma MMP-9 has been
shown to provide superior accuracy [21]. Plasma hs-
CRP levels were determined by use of the Immulite®

High Sensitivity CRP test kit (Siemens Healthcare
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Diagnostics, Deerfield, IL). For both MMP-9 and hs-
CRP quantification, each sample was assayed twice and
the mean value of the two measurements was used. The
mean intra-assay coefficient of variation (CV) was <15%
for both assays. As a covariate in all multivariable ana-
lyses, we also included leukocyte count since this could
be related to MMP-9 levels; leukocyte count was avail-
able from standard complete blood count (CBC) ana-
lyzed in a central laboratory.
Baseline biomarker results were used for cross-

sectional analyses. For longitudinal analyses, we exam-
ined the predictive association of biomarker results from
the baseline, 3 month, and 6 month time-points with
the frequency of subsequent COPD exacerbations and
subsequent changes in pulmonary status (lung function,
exercise capacity and radiographic lung density). As dis-
cussed below, the schedule of assessments for different
pulmonary status measures varied in the REPAIR trial,
necessitating different modeling time periods in longitu-
dinal repeated measures analyses (Figure 1).

Study Endpoints
1. Pulmonary Function Testing (PFT)
PFT measurements, including TLco, post-bronchodilator
FEV1 and forced vital capacity (FVC), and total lung

capacity (TLC) were assessed at baseline, 3 months,
6 months, and 9 months, according to European
Respiratory Society (ERS) guidelines [22,23]. Based
on spirometry results, patients were staged by Global
Initiative for Chronic Obstructive Lung Disease (GOLD)
criteria [24]. TLC was measured by body box plethys-
mography when possible, but helium dilution was used
at study sites that did not have access to a body plethys-
mograph or if subjects were unable to perform box
plethysmography (25% of subjects in this analysis had
TLC measured by helium dilution). The study protocol
required that the same method for assessing TLC had
to be used with each subject in longitudinal follow-up.
MMP-9 levels were not statistically significantly different
between sites that used body plethysmograph and
helium dilution techniques at baseline, 3 months, or
6 months (p-values for difference, based on Wilcoxon
rank-sum test were 0.24, 0.52, and 0.94 respectively).
We assessed the cross-sectional baseline correlation of

plasma MMP-9 with FEV1, FVC, FEV1/FVC ratio, TLC,
and TLco (unadjusted for lung volume or hemoglobin).
We furthermore determined the prospective association
of (1) MMP-9 at baseline with the changes in PFT mea-
surements (FEV1, FVC, FEV1/FVC ratio, TLC and TLco)
between baseline and 3 months, (2) MMP-9 at 3 months
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Figure 1 Timeline of repeated measures models for longitudinal analyses. Several repeated measures models were used to assess the
longitudinal association of MMP-9 with the number (#) of subsequent COPD exacerbations or the subsequent changes (Δ) in various pulmonary
status measures. The schedule of assessments for different pulmonary status measures varied in the REPAIR trial, necessitating different modeling
time periods.
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with the changes in PFT measurements between
3 months and 6 months, and (3) MMP-9 at 6 months
with PFT changes between 6 months and 9 months.
2. Exercise Testing and Oxygen Saturation
Incremental shuttle walk tests (ISWT) were performed
at baseline, 6 months, and 12 months using standard
protocols [25]. The primary outcome measure for the
ISWT is total distance walked. Resting room air oxygen
saturation by pulse oximetry was obtained prior to
ISWT and used separately for analysis. The baseline cor-
relations of MMP-9 with both ISWT distance and rest-
ing oxygen saturation were determined. We furthermore
determined the prospective association between (1) base-
line MMP-9 and both change in ISWT distance and
change in oxygen saturation between baseline and
6 months, and (2) MMP-9 at 6 months with change in
ISWT distance and oxygen saturation between 6 months
and 12 months.
3. Computed Tomography (CT) Lung Densitometry
The proteolytic tissue destruction that is pathognomonic
of emphysema should directly cause a reduction of lung
density. Lung density changes can be measured using
CT scanning, and CT lung densitometry is thought to
be the most sensitive and specific measure of emphy-
sema in vivo [26-31]. Specifically, CT scanning has been
validated as a measure of emphysema by studies that
have shown good correlation with pathology [32,33],
exercise capacity [34], health status [34] and lung func-
tion [30,35]. Furthermore, CT densitometry is a better
predictor of mortality than lung function in AATD-
associated emphysema [36]. For this reason, change in
CT-measured lung density was chosen as the primary
end-point to examine the efficacy of the study drug in
the REPAIR trial [19].
CT scans were performed at baseline, 6 months, and

12 months. For the purposes of volume adjustment, two
CT scans were performed at each visit, one scan during
a breath-hold at TLC followed immediately by a second
scan at approximately functional residual capacity (FRC)
[37]. Lung density was assessed as the value in Houns-
field Units (HU) at which 15% of the lung voxels have a
lower density (15th percentile method) [26]. We assessed
both the cross-sectional baseline correlation of MMP-9
with volume-adjusted lung density as well as the pro-
spective association of MMP-9 with changes in volume-
adjusted lung density. Specifically, for prospective ana-
lyses, we determined (1) the association of MMP-9 at
baseline with the change in lung density between base-
line and 6 months and (2) the association of MMP-9 at
6 months with the change in lung density between 6
months and 12 months.
4. Acute Exacerbations of COPD
Patients in the REPAIR trail were seen in clinic at least
every 4 weeks (more often if they developed new

complaints) to assess for adverse events. As part of
this ascertainment, any new prescriptions for antibio-
tics or systemic corticosteroids for respiratory reasons
were recorded, along with the dates of administration.
Following precedent and the recommendation of work-
ing groups and disease experts, a COPD exacerbation
was defined as a prescription of systemic corticoster-
oids or antibiotics for worsening respiratory status
[38-40]. As advocated by Burge and Wedzicha, we
classified various prescriptions as a single episode
when the interval between adjacent contacts was
<14 days [38].

Statistical Analysis
Primary Analyses
Statistical analysis used Stata/SE software (version 9.2,
College Station, TX). This was an exploratory post-hoc
analysis, and because of the risk of Type II error, we
did not adjust for multiple comparisons resulting from
either the multiple outcomes examined or the fact that
other data were potentially available for analyses [41].
Our a priori hypotheses focused on the potential asso-
ciations of MMP-9 with COPD progression and
outcomes.
All multivariable analyses of MMP-9 controlled for

age, gender, race-ethnicity, leukocyte count, and tobacco
pack-year history. Each of these factors was considered
to be a potential confounder in the relationship between
MMP-9 levels and poor outcomes. For example, leuko-
cytes may release MMP-9 and, potentially, could inde-
pendently be a predictor of future COPD exacerbations.
Therefore, leukocyte count obtained simultaneous to the
point in time of MMP-9 measurements was included as
a covariate in cross-sectional and longitudinal analyses.
In our analysis of TLC, we also controlled for method
of TLC assessment (body box plethysmography vs.
helium dilution).
Baseline cross-sectional associations of MMP-9 with

study end-points were assessed using multivariable
linear regression, with the aforementioned study end-
points as the dependent variable and MMP-9 and cov-
ariates as independent variables.
Because prospective analyses involved multiple assess-

ments of MMP-9 and outcomes for each subject over
time, we used a repeated measures analysis that incor-
porated all periods of follow-up data simultaneously.
Specifically, we used generalized estimating equations to
take into account the fact that a given subject contribu-
ted more than one observation to the analysis [42-45].
All outcomes other than COPD exacerbations were
modelled as changes in a measurement from one period
to the next, and such changes were well-approximated
by a normal distribution, which was incorporated into
our modelling.
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For the endpoint of COPD exacerbations, the number
of COPD exacerbations within each of the 3 month
observation periods followed a Poisson distribution, and
our generalized estimating equations thus incorporated
such a distribution to model not simply the presence or
absence of a COPD exacerbation but the number of
exacerbations in any given 3 month time-frame.
As a descriptive analysis, we also evaluated (1) the

longitudinal change in MMP-9 levels as well as (2) the
change in each outcome measure over the study period
irrespective of MMP-9 levels. We examined the latter to
gauge the magnitude of the overall changes in each
measurement, to better place into context the changes
associated with MMP-9 levels. We used the paired t-test
to examine whether these changes were different than
zero. For pulmonary function measurements, which
were done every 3 months over a 9 month period, we
presented the overall change as an annualized rate to
make it comparable to the other measurements.
Secondary Analyses
C-reactive protein (CRP) has been studied extensively in
COPD and has been shown to predict declines in lung
function as well as COPD outcomes, such as risk of hos-
pitalization and death from COPD [46,47]. CRP is an
acute-phase reactant and is associated with systemic as
well as lung inflammation in COPD [46]. As such,
whether or not MMP-9 may predict COPD progression
or outcomes after controlling for CRP levels may be of
interest both to (1) those wishing to understand whether
MMP-9 may add incremental predictive value above and
beyond CRP as well as (2) those wishing to know if any
associations between MMP-9 and pulmonary outcomes
persist after controlling for non-specific inflammation
using a well-validated measure. In this analysis, there-
fore, we controlled additionally for hs-CRP levels in our
multivariable models. Furthermore, we utilized the
Spearman rank test to examine correlations between hs-
CRP and MMP-9 levels at baseline, 3 months, and
6 months.
To provide insight into whether MMP-9 might add

incremental predictive value above and beyond degree
of disease severity, we conducted a secondary analysis,
based on our longitudinal multivariable models, in
which we controlled for either FEV1 or FEV1/FVC ratio
in addition to the covariates used in our core analyses
(age, gender, race-ethnicity, leukocyte count, and
tobacco pack-year history). For this analysis, we utilized
FEV1 and FEV1/FVC ratio results that were obtained
simultaneous to the point in time at which MMP-9 was
measured (i.e., at the beginning of each longitudinal per-
iod of follow-up).
Because a COPD exacerbation may theoretically affect

the level of plasma MMP-9 and independently be asso-
ciated with subsequent COPD exacerbations, we

performed another secondary analysis in which we con-
trolled for prior COPD exacerbations. For example, in
this secondary analysis, the modelling of COPD exacer-
bations between 3 and 6 months controlled for whether
subjects had had a COPD exacerbation between baseline
and 3 months. This analysis was not able to control for
the presence or absence of COPD exacerbations prior to
baseline because such data were not available, although
by exclusion criteria patients could not have been trea-
ted with systemic corticosteroids in the 28 days prior to
baseline nor had >3 exacerbations in the year prior to
enrolment.

Results
Subject Characteristics
The mean subject age at baseline was 53.8 (SD =
8.5 years), 27% of subjects were female, and all subjects
were Caucasian (Table 1). The vast majority of subjects
(89%) had a tobacco smoking history, with an average

Table 1 Baseline characteristics of 126 subjects with
AATD-associated emphysema

Mean ± SD or N (%)

Age, years 53.8 ± 8.5

Female 34 (27%)

Caucasian race 126 (100%)

Tobacco Status

Never Smoker 14 (11%)

Former Smoker* 112 (89%)

Pack-Years (among former smokers) 19.0 ± 12.4

Body-Mass Index 25.2 ± 4.3

FEV1,% predicted 46.5% ± 16.8%

FEV1/FVC 0.38 ± 0.11

Total Lung Capacity, % predicted 149% ± 45%

GOLD Stage

1 21 (17%)

2 56 (44%)

3 47 (37%)

4 2 (2%)

Transfer Factor (TLco), mmol/min/kpa 4.9 ± 1.6

Transfer Factor, % predicted 48% ± 15%

CT Densitometry

Adjusted Lung Density† -956.2 ± 16.0

Resting Oxygen Saturation (room air) 93.5% ± 2.8%

Incremental Shuttle Walk Test

Distance Walked, meters 406 ± 203

MMP-9 level (ng mL-1)

Median (25th to 75th Interquartile Range) 28.3 (17.8 - 55.4)

*5 subjects (4%) had quit smoking 6-12 months prior to baseline. The
remainder of former smokers had quit smoking >12 months prior to baseline.
There were no current smokers by study exclusion criteria.
†Measured in Hounsfield Units at the 15th percentile.
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19 pack-year history (SD = 12.4) among ever smokers.
Per study exclusion criteria, there were no known cur-
rent smokers or recent ex-smokers in the group. The
mean FEV1 % predicted was 46.5% (SD = 16.8%), and
the mean FEV1/FVC ratio was 0.38 (SD = 0.11). Addi-
tional baseline subject characteristics are shown in
Table 1.

Baseline Association of MMP-9 with Pulmonary Status
After controlling for sociodemographic factors, tobacco
history, and leukocyte count, MMP-9 at baseline was
associated with multiple deficits in pulmonary status (all
changes stated per 25th-75th percentile interquartile
range [IQR) increment in MMP-9). As shown in Table 2,
these deficits were: lower FEV1 (-32 ml; 95% confidence
interval [CI] -61 to -4; p = 0.03), lower FVC (-105 ml;
95% CI -160 to -52; p < 0.001), lower TLco (-0.1 mmol/
min/kpa; 95% CI -0.2 to -0.01; p = 0.03), lower resting
oxygen saturation (-0.2%; 95% CI -0.3% to -0.03%; p =
0.02), and less distance walked on the ISWT (-12 meters;
95% CI -22 to -2; p = 0.02). MMP-9 was not statistically
associated at baseline with lung density, FEV1/FVC ratio,
or TLC (Table 2).

Longitudinal Changes in Pulmonary Status and MMP-9
Between baseline and 6 months, MMP-9 declined on
average by 13.2 ng/ml (95% CI -33.6 to +7.1; p = 0.20);
changes in MMP-9 by subject are presented in Figure 2.
Without taking into account MMP-9 levels, we evalu-
ated the change in pulmonary status measurements over
the study period and present these results on an

annualized (12 month) basis. TLco declined on average
by 0.2 mmol/min/kpa (95% CI -0.34 to -0.08; p = 0.002)
while lung density declined on average by 1.8 HU (95%
CI -2.4 to -1.1; p < 0.001). FEV1 declined by 36 ml (95%
CI -67 to -5; p = 0.025) and FEV1/FVC ratio declined by
1% (95% CI -2% to -0.02%; p = 0.046). The changes in
other outcome measurements were not statistically sig-
nificant (Table 3).
As shown in Table 4, an interquartile range higher

level of MMP-9 predicted a 0.1 mmol/min/kpa annual

Table 2 Baseline cross-sectional association of plasma
MMP-9 with pulmonary status among 126 alpha1-
antitrypsin deficient subjects with emphysema

Δ (95% CI)* P-value

Spirometry

FEV1, ml -32 (-61 to -4) 0.03

FVC, ml -105 (-160 to -52) <0.001

FEV1/FVC ratio +0.2% (-0.3% to +0.7%) 0.47

Total Lung Capacity, ml -64 (-154 to +26) 0.16

Transfer Factor (TLco), mmol/min/kpa -0.1 (-0.2 to -0.01) 0.03

CT densitometry

Adjusted Lung Density† -0.24 (-1.1 to +0.6) 0.58

Resting O2 saturation (room air) -0.2% (-0.3% to -0.03%) 0.02

Incremental Shuttle Walk Test

Distance Walked, meters -12 (-22 to -2) 0.02

All analyses controlled for age, gender, race-ethnicity, leukocyte count, and
tobacco pack-year history. Analysis of total lung capacity also controlled for
method of lung capacity assessment (box plethysmography vs helium
dilution).

*Change (Δ) associated cross-sectionally with a 25th - 75th percentile
interquartile range higher level of MMP-9.
†Measured in Hounsfield Units at the 15th percentile.
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Figure 2 Change in MMP-9 levels by subject from baseline to
6 months.

Table 3 Change in pulmonary status measurements over
the entire study period

Annualized change in
measurements

over study period

Mean (95% CI)* P-
value*

Spirometry†

FEV1, ml -36 (-67 to -5) 0.025

FVC, ml -6 (-113 to +102) 0.92

FEV1/FVC ratio -1% (-2% to -0.02%) 0.046

Total Lung Capacity, ml† -48 (-152 to +56) 0.36

Transfer Factor (TLco), mmol/min/kpa† -0.2 (-0.34 to -0.08) 0.002

CT Densitometry

Adjusted Lung Density‡ -1.8 (-2.4 to -1.1) <0.001

Resting Oxygenation Saturation (room
air)

0.2% (-0.3% to
+0.6%)

0.43

Incremental Shuttle Walk Test

Distance Walked, meters -8 (-23 to +6) 0.26

*95% confidence interval (CI) and P-value were calculated using the paired
t-test, which determined the 95% CI of the observed changes in each
measurement over the study period and tested whether these changes were
different than 0.
†Change in pulmonary function testing (PFT) measurements, which for the
purposes of this study were measured over a 9 month period, are presented
after extrapolation to an annualized (12 month) basis.
‡Measured in Hounsfield Units at the 15th percentile.
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decline in TLco (95% CI -0.2 to -0.004; p = 0.04), a 0.6
HU annual decline in radiographic lung density (95% CI
-1.1 to -0.2; p = 0.003), and a 0.5% absolute annual
decline in oxygen saturation (95% CI -0.7% to -0.3%; p <
0.001). MMP-9 was not statistically associated with a fall
in the distance walked on the ISWT (-6 meters; 95% CI
-15 to +2; p = 0.16). Higher levels of MMP-9 were asso-
ciated with a an increase in FVC (+72 ml; 95% CI +6 to
+138; p = 0.03) and an increase in TLC (+69 ml; 95%
CI +10 to +126; p = 0.02). MMP-9 manifested a border-
line association with a decline in the FEV1/FVC ratio
(-0.6%; 95% CI -1.3% to +0.01%; p = 0.053), but, in con-
trast to the general pattern, an increase in absolute
FEV1 (+14 ml; 95% CI -4 to +33; p = 0.13).

COPD Exacerbations
In each of the three 3 month periods, the number of
COPD exacerbations followed an approximately Poisson
distribution with 20% to 22% of subjects experiencing at
least 1 COPD exacerbation in each period. Over all 3
time periods, 42% of subjects experienced at least one
COPD exacerbation. An interquartile range higher level
of MMP-9 predicted an annualized average of 0.27 addi-
tional COPD exacerbations (95% CI 0.10 to 0.45; p =
0.003) (Table 4).

Secondary Analyses
As shown in Table 5, controlling additionally for hs-
CRP levels in multivariable longitudinal analyses did not

meaningfully alter the relationship between MMP-9 and
the outcomes studied. Furthermore, hs-CRP levels were
not predictive of changes in pulmonary status, except in
the case of resting oxygen saturation (p = 0.001), nor
was CRP predictive of COPD exacerbations. CRP mani-
fested a borderline association with declines in ISWT
distance (p = 0.07). In Spearman’s rank test, MMP-9
levels were not statistically associated with hs-CRP levels
at baseline (rho = 0.13; p = 0.14), 3 months (rho =
0.004; p = 0.97), or 6 months (rho = 0.01; p = 0.92).
Controlling additionally for either FEV1 or FEV1/FVC

ratio did not substantively alter the predictive relation-
ship between MMP-9 and the outcomes and various
measures of disease progression presented in Table 4,
with the possible exception of COPD exacerbations;
when controlling for FEV1, the number of COPD
exacerbations predicted by a interquartile higher level of
MMP-9 declined from 0.27 (95% CI 0.10 to 0.45;
p = 0.003) to 0.17 (95% CI -0.02 to 0.36; p = 0.08)
(Figure 3). Estimated effect sizes or levels of statistical
significance for the other outcome measures presented
in Table 4 were not substantively changed when con-
trolling additionally for FEV1 or FEV1/FVC ratio (results
not shown).
Because COPD exacerbations may be a risk factor for

subsequent COPD exacerbations and may also theoreti-
cally result in higher MMP-9 levels, we performed a
further analysis in which we controlled for prior COPD
exacerbation, in addition to potential confounders used
in the core analyses. In that analysis, MMP-9 level
retained its role as a predictor of subsequent COPD
exacerbations (0.26 additional COPD exacerbations; 95%
CI 0.09 to 0.44; p = 0.004). Results of various secondary
analyses for the outcome of COPD exacerbations are
presented in Figure 3.

Discussion
This study provides evidence that MMP-9 is a biomar-
ker that predicts COPD progression. Our insights were
facilitated by repeated longitudinal measurements of
both MMP-9 and a variety of measures of pulmonary
status. Moreover, we carried out this longitudinal analy-
sis of MMP-9 in a relatively large cohort of AATD-asso-
ciated emphysema, a well defined phenotype that offers
a particularly valuable model of COPD progression [2].
We found that higher plasma levels of MMP-9 were

associated with poorer pulmonary status at baseline and
that MMP-9 was longitudinally associated with certain
decrements in pulmonary status and worse health out-
comes. Of note, however, this was not universally the
case for all of the pulmonary status measures we stu-
died, suggesting that the role of MMP-9 is likely to be
complex and, in particular, time-dependent. Nonethe-
less, the longitudinal associations between higher levels

Table 4 MMP-9 as a longitudinal predictor of respiratory
outcomes: lung function, lung density, functional status,
and COPD exacerbations

Outcome Measures Annualized Δ (95%
CI)*

P-
value

Spirometry

FEV1, ml +14 (-4 to +33) 0.13

FVC, ml +72 (+6 to +138) 0.03

FEV1/FVC ratio -0.6% (-1.3% to -0.1%) 0.053

Total Lung Capacity, ml +69 (+10 to +126) 0.02

Transfer Factor (TLco), mmol/min/kpa -0.1 (-0.2 to -0.004) 0.04

CT Densitometry

Adjusted Lung Density† -0.6 (-1.1 to -0.2) 0.003

Resting Oxygenation Saturation (room
air)

-0.5% (-0.7% to -0.3%) <0.001

Incremental Shuttle Walk Test Distance

Distance Walked, meters -6 (-15 to +2) 0.16

Acute Exacerbations of COPD, number +0.27 (+0.10 to +0.45) 0.003

All analyses controlled for age, gender, race-ethnicity, leukocyte count, and
tobacco pack-year history. Analysis of total lung capacity also controlled for
method of lung capacity assessment (box plethysmography vs helium
dilution).

*Annualized longitudinal change (Δ) predicted by a 25th - 75th percentile
interquartile range higher level of MMP-9.
†Measured in Hounsfield Units at the 15th percentile.
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of MMP-9 and declines in TLco and lung density are
both findings that support higher MMP-9 levels being a
marker for pulmonary parenchymal destruction. Thus,
our longitudinal findings with respect to lung density
and TLco suggest that, in AATD-associated emphysema,
further study of a direct involvement of MMP-9 in dis-
ease progression is warranted.
The magnitude of the prospective associations

between MMP-9 and pulmonary status measurements
was, in many cases, modest from a clinical perspective,
but the time period examined was short relative to the
multi-year timeframe over which emphysema progresses.
Indeed, the longitudinal changes observed in the various
pulmonary status measures, irrespective of MMP-9
levels, were themselves small. That many findings asso-
ciated with MMP-9 were statistically significant, despite
the relatively short period of follow-up, is thus all the
more noteworthy.
Although MMP-9 was cross-sectionally associated

with lower FEV1, its longitudinal association with
obstructive ventilatory defects was ambiguous, with
higher MMP-9 levels being associated prospectively with
a lower FEV1/FVC while associated with a higher FEV1,

Table 5 Secondary Analysis: The addition of hs-CRP into longitudinal models of respiratory outcomes did not
substantively change the predictive relationship between MMP-9 and the outcomes examined

Outcome Measures MMP-9
Annualized Δ*

(95% CI)
p-value

hs-CRP
Annualized Δ*

(95% CI)
p-value

Spirometry

FEV1, ml +15 (-4 to +34)
p = 0.12

-25 (-73 to +22)
p = 0.29

FVC, ml +72 (+6 to +139)
p = 0.03

-28 (-192 to +136)
p = 0.73

FEV1/FVC ratio -0.6%(-1.3% to +0.01%)
p = 0.053

-1.3%(-2.9% to +0.3%)
p = 0.11

Total Lung Capacity, ml +69 (+10 to +127)
p = 0.02

+17 (-156 to +190)
p = 0.85

Transfer Factor (TLco), mmol/min/kpa -0.1 (-0.2 to -0.002)
p = 0.047

-0.07 (-0.4 to -0.2)
p = 0.63

CT Densitometry

Adjusted Lung Density† -0.6 (-1.0 to -0.2)
p = 0.006

+0.7 (-0.3 to +1.7)
p = 0.16

Resting Oxygenation Saturation (room air) -0.4%(-0.6% to -0.2%)
p < 0.001

-0.9% (-1.4 to -0.4)
p = 0.001

Incremental Shuttle Walk Test Distance, meters -6 (-14 to +3)
p = 0.20

-20 (-42 to +1)
p = 0.07

Acute Exacerbations of COPD, number +0.26 (+0.08 to +0.45)
p = 0.006

+0.16 (-0.6 to +0.9)
p = 0.67

All analyses included age, gender, race-ethnicity, leukocyte count, tobacco pack-year history, MMP-9 levels, and hs-CRP levels as independent variables in a
multivariable model. Analysis of total lung capacity also controlled for method of lung capacity assessment (box plethysmography vs helium dilution).

*Annualized longitudinal change (Δ) predicted by a 25-75th interquartile range higher level of MMP-9 or hs-CRP, respectively.
†Measured in Hounsfield Units at the 15th percentile.
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Figure 3 Primary and secondary analyses of incremental
annual acute exacerbations of COPD (AECOPDs) predicted per
interquartile higher level of MMP-9. The primary analysis controls
for age, gender, race-ethnicity, leukocyte count, and tobacco pack-
years. Secondary analyses control for the same covariates as those
used in primary analyses and one of the following: hs-CRP, FEV1,
FEV1/FVC, or COPD exacerbation in the prior period.
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albeit of borderline statistical significance (p = 0.13).
Research on MMP-9’s association with airway pathology
is limited [14], but this finding does stand in contrast to
that of Hashimoto and colleagues [8]. On the other
hand, Vignola and colleagues, in their cross-sectional
study, also found a positive correlation between MMP-9
and higher FEV1 [48]. One theoretical explanation for a
paradoxical association with decreased FEV1/FVC ratio
but increased FEV1 would be that destruction of pul-
monary parenchyma, and its associated airway tethering,
may potentially result in greater reductions in longitudi-
nal than radial airway traction and thus work to increase
small airway caliber [49]. It is also possible that this
finding was simply a chance observation, especially
given that the longitudinal association with increased
FEV1 did not meet criteria for statistical significance.
Moreover, the annualized decline in FEV1 of 36 ml in
this cohort is substantially lower than the 54 ml annual
decline that has previously been observed in AATD-
associated emphysema [50]. This finding magnifies the
inherent limitations of studying FEV1, an endpoint that
can be problem-ridden in airways disease because of its
variability and effort dependence. Indeed, this was part
of the impetus for choosing lung density, rather than
FEV1, as the primary outcome in the REPAIR trial [19].
The fact that the longitudinal associations observed

with respect to MMP-9 persisted even after controlling
for both leukocyte count and hs-CRP levels argues that
these predictive observations are not merely reflective of
MMP-9 as a non-specific inflammatory marker. Indeed,
MMP-9 was poorly correlated with hs-CRP levels.
Further, hs-CRP was itself a relatively poor predictor of
changes in pulmonary status and did not predict COPD
exacerbations. CRP has shown some variable ability to
predict COPD progression and outcomes, although this
has generally been examined in non-AATD cohorts
which included active smokers, who were excluded here
[46,47,51]. Thus, the positive associations found with
respect to MMP-9 are more remarkable in the context
of an absence of consistently positive findings associated
with CRP levels.
Our study was not designed to establish a causative

role of MMP-9 in antitrypsin deficient emphysema pro-
gression. Evidence from other studies suggest that
MMP-9 degrades basement membrane type IV collagen,
insoluble elastin, and other matrix proteins important to
the function and structural integrity of the lung par-
enchyma [14-16]. MMP-9 has also been shown, through
amino terminal processing, to potentiate interleukin-8
chemotactic activity for neutrophils ten-fold, providing
an additional inflammatory pathway for lung damage
and COPD exacerbations [18]. Nonetheless, we cannot
exclude the possibility that our observations could be

attributable to a confounding correlation between
MMP-9 and other factors that contribute to COPD
exacerbations or the progression of emphysema. For
example, MMP-9 is released primarily by neutrophils
and macrophages; these leukocytes could by themselves
be responsible for some of our observations, indepen-
dent of MMP-9. Our analysis controlled for leukocyte
count, and the presumed primary mechanism of action
for MMP-9 is biologically coherent in playing a causa-
tive role in some of the effects we observed, but this
study supports only the conclusion that MMP-9 is a
biomarker that predicts disease progression but not
necessarily that MMP-9 plays an etiologic role.
There are additional limitations of our research

beyond those alluded to above. Despite the advantages
in studying AATD-associated emphysema, our findings
may not be generalizable to COPD in the absence of
AATD and, indeed, the AATD registry from which
patients were recruited for this study represents only a
subset of AATD. Further, this study was also conducted
in subjects who had been non-smokers for at least
6 months, and it is unclear whether current tobacco
smoking might alter the relationship between MMP-9
and pulmonary outcomes. The assay used to quantify
MMP-9 measured total MMP-9 concentration rather
than MMP-9 enzymatic activity as measured by bioas-
say. While measurement of enzymatic activity may have
been preferable in providing greater ability to find asso-
ciations [52], reduced accuracy from relying on total
MMP-9 would tend to diminish our ability to demon-
strate statistically significant associations, but does not
argue against the validity of associations that we did
observe. Finally, assessments of MMP-9 and pulmonary
status and outcomes were not performed on an ideal
schedule and frequency. For instance, some measure-
ments, such as PFTs, were available every 3 months
while others, such as lung density, were available every
6 months. The lack of an MMP-9 measurement at
9 months also places constraints on our analysis. In the
best of all possible worlds, an MMP-9 assessment far
more frequently than every 3 months (e.g., every two
weeks) might have provided data clarifying MMP-9 fluc-
tuations in relation to disease outcomes, in particular
COPD exacerbations. Nonetheless, the repeated longitu-
dinal measurements in this study, although imperfect,
are a key strength of the analysis.

Conclusions
Among patients with AATD-associated emphysema, our
data show that higher plasma MMP-9 levels were gener-
ally associated, both cross-sectionally and longitudinally,
with poorer and declining pulmonary status, across
multiple endpoints. Overall, this study supports prior
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research indicating MMP-9 may be a valuable biomarker
for the progression of emphysema.

Acknowledgements
TAO was supported by NIH-NHLBI K23 HL102159-01 and by the Roche
Postdoctoral Fellowship through the University of California San Francisco
Cardiovascular Research Institute. MDE was supported by salary from
Genentech Inc, a member of the Roche Group. AR and LM were supported
by salary from Roche Pharmaceuticals. As part of the Roche Postdoctoral
Fellowship contract between the University of California San Francisco and
Roche Pharmaceuticals, TAO and PDB were given permission to analyze data
from the placebo arm of the REPAIR trial, with assistance from Roche
personnel.

Author details
1Division of Pulmonary, Critical Care, and Sleep Medicine, Department of
Medicine, University of California San Francisco, San Francisco, CA, USA.
2Cardiovascular Research Institute, University of California San Francisco, San
Francisco, CA, USA. 3Genentech Inc., South San Francisco, CA, USA. 4Roche
Pharmaceuticals, Basel, Switzerland. 5Roche Pharmaceuticals, South San
Francisco, CA, USA. 6Division of Occupational and Environmental Medicine,
Department of Medicine, University of California, San Francisco, San
Francisco, CA, USA.

Authors’ contributions
TAO contributed to the study design, data analysis, and developed the first
draft of the manuscript. MDE contributed to the study design, data analysis,
and manuscript preparation. AR contributed to the study design and
manuscript preparation. LM contributed to the data analysis and manuscript
preparation. PDB contributed to the study design, data analysis, and
manuscript preparation. All authors read and approved the manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 20 October 2010 Accepted: 23 March 2011
Published: 23 March 2011

References
1. Punturieri A, Croxton TL, Weinmann GG, Kiley JP: Chronic obstructive

pulmonary disease: a view from the NHLBI. Am J Respir Crit Care Med
2008, 178:441-443.

2. Wanner A: COPD: new lessons from alpha1-antitrypsin deficiency? Chest
2009, 135:1342-1344.

3. Barnes PJ, Shapiro SD, Pauwels RA: Chronic obstructive pulmonary
disease: molecular and cellular mechanisms. Eur Respir J 2003, 22:672-688.

4. Vernooy JH, Lindeman JH, Jacobs JA, Hanemaaijer R, Wouters EF: Increased
activity of matrix metalloproteinase-8 and matrix metalloproteinase-9 in
induced sputum from patients with COPD. Chest 2004, 126:1802-1810.

5. Stockley RA: Biomarkers in COPD: time for a deep breath. Thorax 2007,
62:657-660.

6. Ioachimescu OC, Stoller JK: A review of alpha-1 antitrypsin deficiency.
COPD 2005, 2:263-275.

7. Pinto-Plata V, Toso J, Lee K, Park D, Bilello J, Mullerova H, De Souza MM,
Vessey R, Celli B: Profiling serum biomarkers in patients with COPD:
associations with clinical parameters. Thorax 2007, 62:595-601.

8. Higashimoto Y, Iwata T, Okada M, Satoh H, Fukuda K, Tohda Y: Serum
biomarkers as predictors of lung function decline in chronic obstructive
pulmonary disease. Respir Med 2009, 103:1231-1238.

9. Brajer B, Batura-Gabryel H, Nowicka A, Kuznar-Kaminska B, Szczepanik A:
Concentration of matrix metalloproteinase-9 in serum of patients with
chronic obstructive pulmonary disease and a degree of airway
obstruction and disease progression. J Physiol Pharmacol 2008, 59(Suppl
6):145-152.

10. Vignola AM, Paganin F, Capieu L, Scichilone N, Bellia M, Maakel L, Bellia V,
Godard P, Bousquet J, Chanez P: Airway remodelling assessed by sputum
and high-resolution computed tomography in asthma and COPD. Eur
Respir J 2004, 24:910-917.

11. Belvisi MG, Bottomley KM: The role of matrix metalloproteinases (MMPs)
in the pathophysiology of chronic obstructive pulmonary disease
(COPD): a therapeutic role for inhibitors of MMPs? Inflamm Res 2003,
52:95-100.

12. Muroski ME, Roycik MD, Newcomer RG, Van den Steen PE, Opdenakker G,
Monroe HR, Sahab ZJ, Sang QX: Matrix metalloproteinase-9/gelatinase B
is a putative therapeutic target of chronic obstructive pulmonary
disease and multiple sclerosis. Curr Pharm Biotechnol 2008, 9:34-46.

13. Segura-Valdez L, Pardo A, Gaxiola M, Uhal BD, Becerril C, Selman M:
Upregulation of gelatinases A and B, collagenases 1 and 2, and
increased parenchymal cell death in COPD. Chest 2000, 117:684-694.

14. Atkinson JJ, Senior RM: Matrix metalloproteinase-9 in lung remodeling.
Am J Respir Cell Mol Biol 2003, 28:12-24.

15. Collier IE, Wilhelm SM, Eisen AZ, Marmer BL, Grant GA, Seltzer JL,
Kronberger A, He CS, Bauer EA, Goldberg GI: H-ras oncogene-transformed
human bronchial epithelial cells (TBE-1) secrete a single metalloprotease
capable of degrading basement membrane collagen. J Biol Chem 1988,
263:6579-6587.

16. Senior RM, Griffin GL, Fliszar CJ, Shapiro SD, Goldberg GI, Welgus HG:
Human 92- and 72-kilodalton type IV collagenases are elastases. J Biol
Chem 1991, 266:7870-7875.

17. Liu Z, Zhou X, Shapiro SD, Shipley JM, Twining SS, Diaz LA, Senior RM,
Werb Z: The serpin alpha1-proteinase inhibitor is a critical substrate for
gelatinase B/MMP-9 in vivo. Cell 2000, 102:647-655.

18. Van den Steen PE, Proost P, Wuyts A, Van Damme J, Opdenakker G:
Neutrophil gelatinase B potentiates interleukin-8 tenfold by
aminoterminal processing, whereas it degrades CTAP-III, PF-4, and GRO-
alpha and leaves RANTES and MCP-2 intact. Blood 2000, 96:2673-2681.

19. Stolk J, Cooper BG, Stoel B, Rames A, Rutman O, Soliman S, Stockley R:
Retinoid treatment of Emphysema in Patients on the Alpha-1
International Registry. The REPAIR study: study design, methodology
and quality control of study assessments. Ther Adv Respir Dis 2010,
4:319-332.

20. Gueders MM, Foidart JM, Noel A, Cataldo DD: Matrix metalloproteinases
(MMPs) and tissue inhibitors of MMPs in the respiratory tract: potential
implications in asthma and other lung diseases. Eur J Pharmacol 2006,
533:133-144.

21. Mannello F: Serum or plasma samples? The “Cinderella” role of blood
collection procedures: preanalytical methodological issues influence the
release and activity of circulating matrix metalloproteinases and their
tissue inhibitors, hampering diagnostic trueness and leading to
misinterpretation. Arterioscler Thromb Vasc Biol 2008, 28:611-614.

22. European Respiratory Society Standardized lung function testing. Lung
volumes and forced ventilatory flows.1993 update. Eur Respir J 1993,
6(suppl 16):5-40.

23. Cotes JE, Chinn DJ, Quanjer PH, Roca J, Yernault JC: Standardization of the
measurement of transfer factor (diffusing capacity). Report Working
Party Standardization of Lung Function Tests, European Community for
Steel and Coal. Official Statement of the European Respiratory Society.
Eur Respir J Suppl 1993, 16:41-52.

24. Pauwels RA, Buist AS, Calverley PM, Jenkins CR, Hurd SS: Global strategy for
the diagnosis, management, and prevention of chronic obstructive
pulmonary disease. NHLBI/WHO Global Initiative for Chronic Obstructive
Lung Disease (GOLD) Workshop summary. American Journal of Respiratory
and Critical Care Medicine 2001, 163:1256-1276.

25. Singh SJ, Morgan MD, Scott S, Walters D, Hardman AE: Development of a
shuttle walking test of disability in patients with chronic airways
obstruction. Thorax 1992, 47:1019-1024.

26. Parr DG, Dirksen A, Piitulainen E, Deng C, Wencker M, Stockley RA:
Exploring the optimum approach to the use of CT densitometry in a
randomised placebo-controlled study of augmentation therapy in alpha
1-antitrypsin deficiency. Respir Res 2009, 10:75.

27. Dirksen A, Friis M, Olesen KP, Skovgaard LT, Sorensen K: Progress of
emphysema in severe alpha 1-antitrypsin deficiency as assessed by
annual CT. Acta Radiol 1997, 38:826-832.

28. Dirksen A, Dijkman JH, Madsen F, Stoel B, Hutchison DC, Ulrik CS,
Skovgaard LT, Kok-Jensen A, Rudolphus A, Seersholm N, Vrooman HA,
Reiber JH, Hansen NC, Heckscher T, Viskum K, Stolk J: A randomized
clinical trial of alpha(1)-antitrypsin augmentation therapy. Am J Respir Crit
Care Med 1999, 160:1468-1472.

Omachi et al. Respiratory Research 2011, 12:35
http://respiratory-research.com/content/12/1/35

Page 10 of 11

http://www.ncbi.nlm.nih.gov/pubmed/18713849?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18713849?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19420201?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14582923?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14582923?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15596677?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15596677?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15596677?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17687095?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17136953?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17356059?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17356059?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19249197?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19249197?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19249197?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19218638?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19218638?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19218638?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15572531?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15572531?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12755372?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12755372?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12755372?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18289055?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18289055?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18289055?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10712992?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10712992?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12495928?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2834383?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2834383?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2834383?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1850424?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11007483?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11007483?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11023497?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11023497?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11023497?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20926506?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20926506?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20926506?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16487964?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16487964?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16487964?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18354094?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18354094?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18354094?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18354094?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18354094?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8499053?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8499053?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8499053?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8499053?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11316667?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11316667?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11316667?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11316667?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1494764?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1494764?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1494764?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19678952?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19678952?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19678952?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9332238?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9332238?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9332238?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10556107?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10556107?dopt=Abstract


29. Dowson LJ, Guest PJ, Stockley RA: Longitudinal changes in physiological,
radiological, and health status measurements in alpha(1)-antitrypsin
deficiency and factors associated with decline. Am J Respir Crit Care Med
2001, 164:1805-1809.

30. Parr DG, Stoel BC, Stolk J, Stockley RA: Validation of computed
tomographic lung densitometry for monitoring emphysema in alpha1-
antitrypsin deficiency. Thorax 2006, 61:485-490.

31. Newell JD Jr, Hogg JC, Snider GL: Report of a workshop: quantitative
computed tomography scanning in longitudinal studies of emphysema.
Eur Respir J 2004, 23:769-775.

32. Spouge D, Mayo JR, Cardoso W, Muller NL: Panacinar emphysema: CT and
pathologic findings. J Comput Assist Tomogr 1993, 17:710-713.

33. Gevenois PA, De Vuyst P, de Maertelaer V, Zanen J, Jacobovitz D, Cosio MG,
Yernault JC: Comparison of computed density and microscopic
morphometry in pulmonary emphysema. Am J Respir Crit Care Med 1996,
154:187-192.

34. Dowson LJ, Newall C, Guest PJ, Hill SL, Stockley RA: Exercise capacity
predicts health status in alpha(1)-antitrypsin deficiency. Am J Respir Crit
Care Med 2001, 163:936-941.

35. Knudson RJ, Standen JR, Kaltenborn WT, Knudson DE, Rehm K, Habib MP,
Newell JD: Expiratory computed tomography for assessment of
suspected pulmonary emphysema. Chest 1991, 99:1357-1366.

36. Dawkins PA, Dowson LJ, Guest PJ, Stockley RA: Predictors of mortality in
alpha1-antitrypsin deficiency. Thorax 2003, 58:1020-1026.

37. Stoel BC, Putter H, Bakker ME, Dirksen A, Stockley RA, Piitulainen E,
Russi EW, Parr D, Shaker SB, Reiber JH, Stolk J: Volume correction in
computed tomography densitometry for follow-up studies on
pulmonary emphysema. Proc Am Thorac Soc 2008, 5:919-924.

38. Burge S, Wedzicha JA: COPD exacerbations: definitions and classifications.
Eur Respir J Suppl 2003, 41:46s-53s.

39. Calverley PM, Anderson JA, Celli B, Ferguson GT, Jenkins C, Jones PW,
Yates JC, Vestbo J: Salmeterol and fluticasone propionate and survival in
chronic obstructive pulmonary disease. N Engl J Med 2007, 356:775-789.

40. Rodriguez-Roisin R: Toward a consensus definition for COPD
exacerbations. Chest 2000, 117:398S-401S.

41. Feise RJ: Do multiple outcome measures require p-value adjustment?
BMC Med Res Methodol 2002, 2:8.

42. Hanley JA, Negassa A, Edwardes MD, Forrester JE: Statistical analysis of
correlated data using generalized estimating equations: an orientation.
Am J Epidemiol 2003, 157:364-375.

43. Vittinghoff E, Glidden DV, Shiboski SC, McCulloch CE: Regression Methods in
Biostatistics: Linear, Logistic, Survival, and Repeated Measures Models New
York: Springer Science & Business Media, Inc; 2005.

44. Burton P, Gurrin L, Sly P: Extending the simple linear regression model to
account for correlated responses: an introduction to generalized
estimating equations and multi-level mixed modelling. Stat Med 1998,
17:1261-1291.

45. Horton NJ, Lipsitz SR: Review of software to fit generalized estimating
equation regression models. Am Stat 1999, 53:160-169.

46. Dahl M, Vestbo J, Lange P, Bojesen SE, Tybjaerg-Hansen A,
Nordestgaard BG: C-reactive protein as a predictor of prognosis in
chronic obstructive pulmonary disease. Am J Respir Crit Care Med 2007,
175:250-255.

47. Man SF, Connett JE, Anthonisen NR, Wise RA, Tashkin DP, Sin DD: C-
reactive protein and mortality in mild to moderate chronic obstructive
pulmonary disease. Thorax 2006, 61:849-853.

48. Vignola AM, Riccobono L, Mirabella A, Profita M, Chanez P, Bellia V,
Mautino G, D’Accardi P, Bousquet J, Bonsignore G: Sputum
metalloproteinase-9/tissue inhibitor of metalloproteinase-1 ratio
correlates with airflow obstruction in asthma and chronic bronchitis. Am
J Respir Crit Care Med 1998, 158:1945-1950.

49. Cerveri I, Pellegrino R, Dore R, Corsico A, Fulgoni P, van de Woestijne KP,
Brusasco V: Mechanisms for isolated volume response to a
bronchodilator in patients with COPD. J Appl Physiol 2000, 88:1989-1995.

50. Survival and FEV1 decline in individuals with severe deficiency of
alpha1-antitrypsin. The Alpha-1-Antitrypsin Deficiency Registry Study
Group. Am J Respir Crit Care Med 1998, 158:49-59.

51. de Torres JP, Pinto-Plata V, Casanova C, Mullerova H, Cordoba-Lanus E,
Muros de Fuentes M, Aguirre-Jaime A, Celli BR: C-reactive protein levels
and survival in patients with moderate to very severe COPD. Chest 2008,
133:1336-1343.

52. Mao JT, Tashkin DP, Belloni PN, Baileyhealy I, Baratelli F, Roth MD: All-trans
retinoic acid modulates the balance of matrix metalloproteinase-9 and
tissue inhibitor of metalloproteinase-1 in patients with emphysema.
Chest 2003, 124:1724-1732.

doi:10.1186/1465-9921-12-35
Cite this article as: Omachi et al.: Matrix metalloproteinase-9 predicts
pulmonary status declines in a1-antitrypsin deficiency. Respiratory
Research 2011 12:35.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Omachi et al. Respiratory Research 2011, 12:35
http://respiratory-research.com/content/12/1/35

Page 11 of 11

http://www.ncbi.nlm.nih.gov/pubmed/11734427?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11734427?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11734427?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16537666?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16537666?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16537666?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15176695?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15176695?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8370825?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8370825?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8680679?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8680679?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11282769?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11282769?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2036816?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2036816?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14645964?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14645964?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19056717?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19056717?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19056717?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12795331?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17314337?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17314337?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10843984?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10843984?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12069695?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12578807?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12578807?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9670414?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9670414?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9670414?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17053205?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17053205?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16738034?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16738034?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16738034?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9847290?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9847290?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9847290?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10846010?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10846010?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18339787?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18339787?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14605041?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14605041?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14605041?dopt=Abstract

	Abstract
	Background
	Methods
	Results
	Conclusions

	Introduction
	Methods
	Overview
	Participants
	Biomarker Analysis
	Study Endpoints
	1. Pulmonary Function Testing (PFT)
	2. Exercise Testing and Oxygen Saturation
	3. Computed Tomography (CT) Lung Densitometry
	4. Acute Exacerbations of COPD

	Statistical Analysis
	Primary Analyses
	Secondary Analyses


	Results
	Subject Characteristics
	Baseline Association of MMP-9 with Pulmonary Status
	Longitudinal Changes in Pulmonary Status and MMP-9
	COPD Exacerbations
	Secondary Analyses

	Discussion
	Conclusions
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


