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a b s t r a c t

Background: Many affected by pancreatitis harbor rare variants of the cystic fibrosis (CF) gene, CFTR,
which encodes an epithelial chloride/bicarbonate channel. We investigated CFTR function and the effect
of CFTR modulator drugs in pancreatitis patients carrying CFTR variants.
Methods: Next-generation sequencing was performed to identify CFTR variants. Sweat tests and nasal
potential difference (NPD) assays were performed to assess CFTR function in vivo. Intestinal current
measurement (ICM) was performed on rectal biopsies. Patient-derived intestinal epithelial monolayers
were used to evaluate chloride and bicarbonate transport and the effects of a CFTR modulator combi-
nation: elexacaftor, tezacaftor and ivacaftor (ETI).
Results: Of 32 pancreatitis patients carrying CFTR variants, three had CF-causing mutations on both al-
leles and yielded CF-typical sweat test, NPD and ICM results. Fourteen subjects showed a more modest
elevation in sweat chloride levels, including three that were provisionally diagnosed with CF. ICM
indicated impaired CFTR function in nine out of 17 non-CF subjects tested. This group of nine included
five carrying a wild type CFTR allele. In epithelial monolayers, a reduction in CFTR-dependent chloride
transport was found in six out of 14 subjects tested, whereas bicarbonate secretion was reduced in only
one individual. In epithelial monolayers of four of these six subjects, ETI improved CFTR function.
Conclusions: CFTR function is impaired in a subset of pancreatitis patients carrying CFTR variants. Mu-
tations outside the CFTR locus may contribute to the anion transport defect. Bioassays on patient-derived
intestinal tissue and organoids can be used to detect such defects and to assess the effect of CFTR
modulators.
© 2024 The Authors. Published by Elsevier B.V. on behalf of IAP and EPC. This is an open access article
under the CC BY license (http://creativecommons.org/licenses/by/4.0/).
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1. Introduction

Pancreatitis is an inflammatory disorder of the acinar and ductal
epithelia of the exocrine pancreas. It causes considerable discom-
fort and suffering and is among the most common gastrointestinal
diagnoses associated with hospital admission [1]. Conventionally,
inflammation is thought to be initiated by the premature
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Abbreviations

acute pancreatitis (AP)
bubble sweat test (BST)
CFTR bicarbonate conductance defect (CFTR-BD)
CFTR-related disorders (CFTR-RD)
chronic pancreatitis (CP)
cystic fibrosis (CF)
elexacaftor (ELX)
elexacaftor/tezacaftor/ivacaftor (ETI)
endoscopic retrograde cholangiopancreatography (ERCP)
European Cystic Fibrosis Society (ECFS)
exocrine pancreatic insufficient (PI)

exocrine pancreatic sufficient (PS)
forced expiratory volume in one second (FEV1)
Gibson and Cooke sweat test (GCST)
idiopathic pancreatitis (IP)
intestinal current measurement (ICM)
intra-pancreatic activation of trypsin (IPAT)
3-isobutyl-1-methylxanthine (IBMX)
ivacaftor (IVA)
nasal potential difference (NPD)
next-generation sequencing (NGS)
recurrent acute pancreatitis (RAP)
short-circuit current (Isc)
tezacaftor (TEZ)
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conversion of the zymogen trypsinogen, produced by acinar cells,
into the active protease. This inappropriate activation of proteolysis
within the pancreas itself leads to tissue injury, which, in turn,
triggers immune cell infiltration. Inflammation may be contained
to the pancreas, but in severe cases a systemic response may ensue
that can culminate in multiple organ failure [2,3]. Acute pancrea-
titis may resolve spontaneously, but if the underlying causes
driving tissue inflammation are not adequately addressed, episodes
of acute pancreatitis can recur, or inflammation may become
chronic [4e6].

Multiple genetic and environmental factors contribute to the
etiology of pancreatitis [3,7e9]. In cases where no obvious envi-
ronmental or metabolic trigger (e.g. alcohol abuse, hyperlipidemia,
biliary disease, autoimmunity) is suspected, it is often challenging
to identify the cause of acute (recurrent) or chronic pancreatitis [6].
However, mutation of one of several genes thought to be involved
in the intra-pancreatic activation of trypsin (IPAT) has been shown
to confer an increased risk of pancreatitis [7e9]. One such IPATgene
is CFTR, which encodes a phosphorylation-regulated anion channel
that mediates chloride and bicarbonate transport across various
epithelia [10].

Loss-of-function mutations in CFTR on both alleles cause cystic
fibrosis (CF), a complex multisystem disorder characterized by loss
of anion and fluid secretion across epithelia of the respiratory and
gastrointestinal tract, including that of the intestine, and the biliary
and pancreatic ductal tree. In pancreatic ducts, CFTR-dependent
bicarbonate and osmotic fluid secretion drives the rapid passage
(flushing) of digestive enzymes to the intestine [11,12]. In CF pa-
tients carrying minimal function mutations, obstruction of the
pancreatic ducts with viscid mucus and protein aggregates can
already develop in utero, leading to exocrine pancreatic insuffi-
ciency at an early stage of life [13]. Only those who carry CFTR
mutations that permit residual anion channel function may pre-
serve adequate exocrine pancreatic function. Still, these pancreatic
sufficient CF subjects are more likely to develop pancreatitis [14].
CFTR variants leading to a more moderate impairment in CFTR
function do not cause CF, but are associated with several CFTR-
related disorders (CFTR-RD), often with a predominant presenta-
tion in a single organ. Typical manifestations of CFTR-RD are
bronchiectasis, congenital bilateral absence of the vas deferens, and
pancreatitis [15,16].

It has been estimated that up to 30% of those with idiopathic
pancreatitis carry mutations in the CFTR gene [17,18]. These
numbers suggest a critical role of CFTR-dependent ductal anion and
fluid secretion in containing the deleterious effects of pathogenic
stimuli. In fact, several typical stressors (e.g. bile acids, ethanol,
trypsin) were shown to directly impact ductal CFTR function
[19e21]. The consequent reduction in ductal bicarbonate and fluid
395
secretion is thought to precipitate ductal cell injury and inflam-
mation [22]. These findings not only imply that impairment of CFTR
function is crucial in the development of pancreatitis, but also
suggest that, for some forms, loss of ductal CFTR function initiates
pancreatitis, and precedes acinar pathology [3,22,23].

While the detection of CFTR variants is suggestive of CFTR-RD, in
many of these cases, the functional and clinical consequences of
thesemutations are uncertain, and further diagnostic procedures to
evaluate CFTR function are indicated. This has become even more
pertinent now that CFTR modulators, i.e. small-molecule com-
pounds that can restore the function of some (but not all) CFTR
variants, have become clinically available [24]. CFTR modulators
were shown to improve biomarkers of exocrine pancreas function
in CF patients and animal models, and to ameliorate disease in an
experimental model of autoimmune pancreatitis characterized by
acquired CFTR dysfunction [23,25e27]. These data indicate that
CFTR modulators may be applicable for treatment of those forms of
pancreatitis in which CFTR dysfunction is suspected.

In this studywe sought to assess CFTR function and the potential
beneficial effects of CFTR modulator therapy in a group of subjects
diagnosed with idiopathic pancreatitis, carrying mostly rare, poorly
characterized CFTR variants. To evaluate CFTR function in this
cohort, in addition to performing sweat tests and nasal potential
difference (NPD) measurements, we used transepithelial current
measurements to assess CFTR-mediated chloride and bicarbonate
transport separately. Because pancreatic tissue cannot routinely be
sampled from patients and no validated method is currently
available that allows direct assessment of CFTR function in the
pancreatic ductal epithelium, we used intestinal tissue and
organoid-derived epithelial monolayers to evaluate the impact of
mutations on CFTR-mediated anion transport. Intestinal organoids
have been routinely used for assessing the response to modulators
of CFTR variants in the context of CF research, and CFTR assays on
intestinal organoids were shown to correlate with CFTR function in
patient tissue [28,29]. Like the cells lining the pancreatic ductal
tree, intestinal epithelial cells robustly express theWNK- and SPAK-
type protein kinases, which, according to some studies, are
required (and sufficient) for promoting CFTR-mediated bicarbonate
secretion [30e32]. We considered CFTR-mediated bicarbonate
transport of particular interest because mutations that were re-
ported to interfere with the regulation of the bicarbonate perme-
ability of CFTR by the WNK/SPAK pathway, were proposed to
increase the risk of pancreatitis [31,33]. Furthermore, generation of
organoid-derived intestinal epithelial monolayers allowed us to
evaluate the effect of a CFTR modulator combination consisting of
elexacaftor (ELX), tezacaftor (TEZ) and ivacaftor (IVA; when com-
bined: ETI) on both CFTR-mediated bicarbonate and chloride
transport.
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2. Methods

2.1. Selection of patients

Patients were enrolled between July 2015 and June 2021 in two
centers: the Cystic Fibrosis Unit of Bambino Gesù Children's Hos-
pital, IRCCS and the Gastroenterology Unit, Department of Medi-
cine of Borgo Roma Hospital, Verona. Inclusion criteria were:
patient affected by acute, recurrent (�2 episodes), or chronic
pancreatitis, age �6 years [4,34]. Exclusion criteria were: preg-
nancy, solid organ or hematological transplantation, pancreatitis
caused by autoimmune disease, gallstones, or hyper-
triglyceridemia, paraduodenal pancreatitis, consumption of >1
alcohol unit per day. Subjects were screened for CFTRmutations by
targeted next-generation sequencing (see Genetic Analysis below),
and included if at least one mutation was detected. Subjects were
diagnosed with CFTR-RD, based on established diagnostic guide-
lines [35]. All participating subjects (or their legal representative)
signed an informed consent document. The study was approved by
the ethical committee of Bambino Gesù Children's Hospital, IRCCS
(protocol #2183/2020), and the Borgo Roma Hospital, Verona
(protocol #CFTR028).

2.2. Genetic analysis

Targeted Next-Generation Sequencing (NGS) was employed to
sequence a panel of 9 IPAT (intra-pancreatic activation of trypsin)
genes associated with pancreatitis: CFTR (NM_000492.3), SPINK1
(NM_003122.3), PRSS1 (NM_002769.4), PRSS2 (NM_002770.2),
CTRC (NM_007272.2), CASR (NM_001178065.1), CTSB
(NM_147780.2), CPA1 (NM_001868.2) and KRT8 (NM_002273) [7,9].
Gene sequences were obtained through the Genome Browser on-
line platform (https://genome.ucsc.edu/). Libraries were prepared
using Twist Custom Panels (Twist Bioscience) and NGS was per-
formed on a NovaSeq 6000 instrument (Illumina). Detected vari-
ants were identified using the Geneyx analysis platform (Geneyx)
and were validated by Sanger sequencing. For all patients, the CFTR
poly-T tract and TG tract were analyzed. Variants 7T and 9T in
combination with any TG variant are reported as wild type (WT).

2.3. In vivo CFTR function measurements

Gibson and Cooke sweat test (GCST) was performed as routine
procedure within the framework of regular patient care, according
to established protocols [36]. Mean sweat chloride levels
<30 mmol/L were considered within the normal range, whereas
levels �60 mmol/L are considered pathognomonic for CF [37]. The
bubble sweat test (BST) was performed according to a previously
published protocol [38,39]. Briefly, the cholinergic agonist meth-
acholine (M) and a cocktail (C) of b adrenergic agonists mixed with
atropine were applied intradermally to stimulate CFTR-
independent and -dependent sweating, respectively. C/M ratios
�0.205 are considered to indicate normal CFTR function, while CF
patients typically show ratios �0.0055. Nasal potential difference
(NPD) measurement was performed according to the standard
operating procedure of the European Cystic Fibrosis Society (ECFS)
[40]. For discriminating CF patients, a locally validated Wilschanski
Index cut-off value of 0.82 was used [41].

2.4. Intestinal organoid and epithelial monolayer culture

Organoids were generated from rectal forceps biopsies and
maintained in medium containing the growth factors Wnt3a,
Noggin, R-Spondin 1 and EGF in Matrigel matrix (Corning), ac-
cording to established protocols [42]. For culture of epithelial
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monolayers, organoids were suspended in advanced DMEM (4 �C;
Gibco) and washed by centrifugation (5 min, 400 g) to remove the
extracellular matrix. Cells were dissociated by brief (45 s, 37 �C)
incubation in trypsin solution (0.25%; Gibco), followed by repeated
aspiration through a 200 mL pipette tip (Greiner). Trypsin activity
was quenched by addition of fetal calf serum (10%) in advanced
DMEM, and cells were washed in advanced DMEM and filtered
through a cell strainer (70 mm; Falcon). Cells were collected by
centrifugation and seeded (6.105 cells/cm2) on permeable inserts
(Transwell #3470; Corning) pretreated with diluted Matrigel (1:20
in phosphate buffered saline, 0.2 mL/cm2, 2h, 37 �C). Culture me-
dium was as for organoids, except that CHIR99021 (10 mmol/L;
Sigma-Aldrich) and Y-27632 (10 mmol/L; R&D Systems) were added
during the first 2 days after seeding. Cells were cultured until a
confluent monolayer was obtained (10e14 days), which was
monitored by measuring the transepithelial electrical resistance
using an EVOM2 device (World Precision Instruments).

2.5. Electrophysiological assessment of epithelial anion transport

Ion transport in rectal biopsies was assessed according to
standard operating procedures for intestinal current measurement
(ICM; SOP v.2.7; https://www.ecfs.eu/ctn/standardization-
committees) [40,43]. After washing in ice-cold phosphate buff-
ered saline, biopsies weremounted on P2407C type inserts (surface
area: 0.011 cm2; Physiologic Instruments), in low-volume cham-
bers (P2250; Physiologic Instruments). Tissuewas bathed inMeyler
solution (mmol/L: 128 NaCl, 4.7 KCl, 1.3 CaCl2, 1.0 MgCl2, 20
NaHCO3, 0.4 NaH2PO4, 0.3 Na2HPO4) supplemented with indo-
methacin (10 mmol/L), HEPES (10mmol/L) and glucose (10mmol/L),
maintained at 37 �C, and gassed with 95% O2, 5% CO2. The trans-
epithelial potential difference was clamped at 0 mV (EVC4000
module; World Precision Instruments), and the resulting short-
circuit current (Isc) was recorded with a PowerLab 8/35 AD-
converter and associated software (LabChart 8; AD Instruments).
After a 10 min equilibration period, amiloride (100 mmol/L) was
added to the luminal bathing medium to inhibit ENaC-mediated
Naþ currents. After a further 10 min period, the cAMP agonists
forskolin (10 mmol/L) and 3-isobutyl-1-methylxanthine (IBMX;
100 mmol/L) were added to stimulate CFTR activity, followed by
carbachol (100 mmol/L) and histamine (500 mmol/L). Cumulative Isc
responses to forskolin/IBMX, carbachol and histamine were deter-
mined as described elsewhere [40,43,44]. Data shown represent
the mean response of two biopsy specimens per subject.

Organoid-derived intestinal epithelial monolayers were incu-
bated with ELX (VX-445, 3 mmol/L; MedChem), TEZ (VX-661,
3 mmol/L; SelleckChem) and IVA (VX-770; 0.3 mmol/L; Sell-
eckChem), or vehicle (DMSO, 0.2%) for 20h. Subsequently, filters
were mounted in P2302T/P2300-type Ussing chambers (surface
area: 0.33 cm2; Physiologic Instruments). Monolayers were initially
bathed in Meyler solution supplemented with HEPES (10 mmol/L)
and glucose (10 mmol/L). For assessing CFTR-dependent chloride
transport, a similarly formulated solution was used, except that
NaHCO3 was replaced by Na-isethionate. The pH of this solution
was set at 7.35 by NaOH titration. For assessing CFTR-dependent
bicarbonate transport, NaCl and KCl were replaced by the isethio-
nate salts, and CaCl2 and MgCl2 by acetic acid salts of these cations.
The only CFTR-permeating anions in these solutions are chloride
and bicarbonate, respectively. Where applicable, CFTR-modulator
drugs were re-added. Solutions were maintained at 37 �C, gassed
with 95% O2, 5% CO2 or, in case a bicarbonate-free solution was
used, O2. The transepithelial potential difference was clamped at
0 mV (VVC-MC8 module; Physiologic Instruments), and the Isc was
recorded as for ICM. Forskolin (10 mmol/L) was used to stimulate
CFTR activity. CFTR-dependence of the forskolin-dependent Isc
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response was verified by addition of the CFTR inhibitor CFTRinh172
(20 mmol/L; Tocris Bioscience). Data shown represent the forskolin-
dependent, CFTRinh172-sensitive change in Isc.

2.6. Statistical analysis

The statistical significance of mean differences in anion trans-
port between epithelial monolayers and controls, and the effect of
CFTR modulators on anion transport was evaluated by ANOVA,
using Dunnett's test to correct for multiple comparisons (SPSS v.28;
IBM).

3. Results

3.1. CFTR variants detected in pancreatitis patients

Thirty two subjects diagnosed with idiopathic pancreatitis were
enrolled (Table 1). The age of subjects at the onset of pancreatitis
ranged between 3 and 49 years. In 18 (56%) patients abdominal
imaging revealed abnormalities: pancreatic duct dilatation (6, 19%)
and pancreatic calcifications (4, 13%) were reported most
frequently, and pancreas divisum was reported in one patient
(S.32). Endoscopic retrograde cholangiopancreatography (ERCP)
was performed on 22 (69%) patients: 16 (50%) underwent sphinc-
terotomy and four (13%) recurrent stent placement. Two patients
reported steatorrhea (S.14, S.18). These and three additional pa-
tients (S.01, S.03, S.11) had fecal elastase-1 concentrations below
100 mg/g indicating severe exocrine pancreas dysfunction, while
two patients (S.10, S.25) had fecal elastase-1 concentrations be-
tween 100 and 200 mg/g indicating mild to moderate exocrine
pancreas dysfunction. In one of these patients (S.11), the hemo-
globin A1c (HbA1c) level was elevated, suggestive of endocrine
pancreatic dysfunction. One patient, S.01, had a lowered forced
expiratory volume in 1 s (FEV1) of 48%, indicative of pulmonary
disease.

Twelve (38%) patients carried CF-causing variants and 27 (84%)
carried alleles with varying or unknown clinical consequences
(Table 2) [45,46]. Among these, seven (22%) carried a CFTR variant
that previously was classified as specifically defective in bicar-
bonate transport (CFTR-BD), namely R75Q (S.21), I148T (S.08)
L997F (S.15, S.16, S.25), D1152H (S.05) and D1270N (S.24) [31,33].
Sixteen (50%) patients carried one CFTR allele on which no muta-
tions were detected. To evaluate the complex genetic risk for
pancreatitis, patients were tested for the presence of mutations in
Table 1
Demographics and clinical characteristics of patients.

Demographic
Females, n (%)
Age at inclusion, mean (range)
Age at onset of pancreatitis, mean (range)
Positive family history, n (%)
Clinical characteristics
ERCP, n (%)
Abdominal imaging abnormalities, n (%)
Other GI symptoms present, n (%)
Fecal elastase-1 <200 mg/g, n (%)
HbA1c > 40 mmol/mol, n (%)
FEV1 <70%, n (%)
Lung colonization, n (%)
Diagnosis, n (%)

A total of 32 subjects diagnosed with idiopathic pancreatitis was enro
pancreatitis, RAP: recurrent acute pancreatitis, Provisional: final diagn
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other genes involved in idiopathic pancreatitis (SPINK1, PRSS1,
PRSS2, CTRC, CASR, CTSB, CPA1 and KRT8) [7,9]. Eleven (34%) patients
carried mutations in one of these genes, and one patient (S.14)
carried mutations in both CTRC and SPINK1 (Table 2). Three patients
were eventually diagnosed with CF (S.01, S.02, S.05), and three
additional patients, all displaying colonization of the respiratory
tract by pathogenic bacteria, were provisionally diagnosed with CF
(S.03, S.04, S.06; Table 2). Pending further CFTR functional assays to
exclude CFTR-RD, three patients were provisionally diagnosed with
chronic pancreatitis (S.13, S.14, S.16).

All four subjects diagnosed with CFTR-RD were compound
heterozygous, carrying one or two CFTR variants of varying clinical
consequence (Table 2). These individuals had developed chronic
pancreatitis, but showed no signs of CF-typical lung disease (e.g.
lung colonization and/or lowered FEV1). Of the eight other subjects
(provisionally) diagnosed with chronic pancreatitis, seven carried a
mutation in an IPAT gene, which, plausibly, had contributed to
disease progression. Among these, S.18 carried a disease causing
mutation in PRSS1 (R122H), that is strongly associated with he-
reditary pancreatitis [47]. In all these subjects diagnosed with
chronic pancreatitis, imaging revealed tissue lesions such as
pancreatic duct dilation or calcification, but only two individuals in
this group had thus far developed pancreatic insufficiency (S.14,
S.18). Most (9/13) subjects diagnosed with recurrent acute
pancreatitis carried a WT CFTR allele in trans of a variant of varying
clinical consequence, or a variant known not to cause CF [45,46].
Mutation of an IPAT gene was detected in 3 out of 13 subjects
diagnosed with recurrent acute pancreatitis.

3.2. Many subjects carrying CFTR variants present with
intermediate sweat chloride levels

Whereas sweat chloride levels �60 mmol/L are considered
pathognomonic for CF, intermediate values in the range of
30e59 mmol/L, while not fulfilling diagnostic criteria for CF, are
nevertheless indicative of a reduced CFTR function [15]. Sweat
chloride levels were obtained for all subjects included (Fig.1). Three
patients had sweat chloride concentrations typical of CF. Subject
S.01 carried the common CF causing F508del mutation in combi-
nation with G85E, another CF-causing mutation [45,46]. S.02
combined the 5T; TG13 haplotype in trans of the F508del allele,
which combination is also thought to be pathogenic and cause CF
[48]. S.05 also carried a potentially pathogenic allele combination
(L732X/D1152H), and presented with sweat chloride levels ranging
Assessed, n
16 (50%) 32
26 (7e54) 32
21 (3e49) 32
5 (16%) 32

22 (68.8%) 32
18 (56.3%) 32
4 (12.5%) 32
7 (25.0%) 28
1 (3.8%) 26
1 (6.7%) 15
9 (28.1%) 32
CF: 3 (9.4%) 32
CFTR-RD: 4 (12.5%)
CP: 5 (15.6%)
RAP: 13 (40.6%)
Provisional: 7 (21.9%)

lled. CF: cystic fibrosis, CFTR-R: CFTR-related disease; CP: chronic
osis pending further assessment.



Table 2
Patient genotype, diagnosis and CFTR function measurements.

Subject Diagnosis CFTR genotype IPAT genotype GCST BST NPD ICM Monolayers Pancreatitis

Allele 1 Allele 2 [Cl�] mmol/L C/M ratio Wilschanski
Index

Isc
mA/cm2

Isc Cl� (n)
mA/cm2

Isc HCO3
� (n)

mA/cm2
Age at onset
Years

S.01 CF F508del G85E e 125 0.0 32.1 4 24
S.02 CF F508del 5T;TG13 e 84 0.0 1.77 9 20
S.03 CF* 3849þ10kbC->T 621þ3A->G CTRC: D190G 35 0.21 0.58 63 15
S.04 CF* 3849þ10kbC->T 621þ3A->G CTRC: D190G 32 1.42 0.10 69 24
S.05 CF L732X D1152H e 59 27 ± 8 (4) 4 ± 1 (3) 5
S.06 CF* S158T 2752-15C->G e 43 0.56 0.51 248 31
S.07 CFTR-RD F508del 5T;TG12 e 39 26 ± 1 (3) 14 ± 12 (3) 9
S.08 CFTR-RD I148T G1069R e 36 0.31 0.38 298 23
S.09 CFTR-RD G576A R668C/I991M e 27 113 ± 6 (3) 13 ± 4 (4) 4
S.10 CFTR-RD G194V R1162L e 52 93 ± 12 (4) 16 ± 3 (4) 17
S.11 CP 2183AA->G F1074L PRSS1: E79K 31 0.09 0.24 129 65 ± 16 (3) 13 ± 1 (3) 18
S.12 CP 2183AA->G WT SPINK1: A56L 30 0.07 34.3 41 140 ± 8 (4) 16 ± 2 (4) 38
S.13 CP* R1162X WT e 28 5
S.14 CP* G542X WT CTRC: G217S; SPINK1: N34S 19 10
S.15 CP L997F WT SPINK1: N34S 29 181 120 ± 42 (5) 19 ± 8 (4) 20
S.16 CP* L997F WT CTRC: N78Q, FsX44 18 9
S.17 CP 5T;TG12 WT CASR: V149I 33 119 ± 11 (4) 14 ± 1 (3) 7
S.18 CP R668C G576A PRSS1: R122H 12 3
S.19 RAP* 2183AA->G 3500-57C->T e 12 1.72 221 45
S.20 RAP 2789þ5G->A WT e 30 0.21 0.10 178 8
S.21 RAP R75Q F1052V e 31 0.32 0.32 123 30
S.22 RAP V1379I 4095þ63T->C e 23 0.21 0.37 116 57 ± 25 (5) 18 ± 6 (5) 36
S.23 RAP R74W V855M e 35 1.04 0.21 113 103 ± 38 (4) 30 ± 13 (4) 41
S.24 RAP D1270N WT SPINK1: N34S 24 0.99 0.33 93 179 ± 4 (2) 16 ± 8 (6) 13
S.25 RAP L997F WT e 28 0.31 3.10 173 21
S.26 RAP c.-812T->G WT e 40 0.40 1.04 257 9
S.27 RAP S1426F WT SPINK1: N34S 11 0.15 0.01 110 27
S.28 RAP 4347þ13A->G WT e 37 3.33 0.20 194 120 ± 5 (4) 16 ± 4 (4) 20
S.29 RAP G1069R WT e 20 0.09 0.18 29 ± 10 (7) 9 ± 2 (7) 21
S.30 RAP G1069R WT e 18 0.82 0.08 70 26 ± 10 (7) 11 ± 5 (7) 36
S.31 RAP R31C WT CTRC: E225A 25 0.39 0.08 212 31
S.32 RAP 5T;TG11 WT e 15 0.25 0.09 93 49

Subjects were coded, based on (provisional) diagnosis and CFTR genotype. CF: cystic fibrosis; CFTR-RD: CFTR-related disease; CP: chronic pancreatitis; RAP: recurrent acute
pancreatitis. *Provisional diagnosis pending further assessment. CFTR alleles shown in bold typeface are considered to cause CFwhen combinedwith another CF-causing allele
[45,46]. WT: wild type allele. Alleles shown in italics do not cause CF. Other alleles have variable or unknown consequences; those underlined were previously categorized as
CFTR-BD variants [31,33]. For GCST, median values are shown when multiple assays were performed. Anomalous, pathological test results are depicted in bold face. For GCST,
BST and NPD, empirical threshold values were based on previously reported data (seeMethods, section 2.3). For ICM, cut-off values were obtained from a cohort of 10 CFTRWT
individuals (207 ± 68 mA/cm2, CI: 159e255). Isc responses in monolayers are shown as mean ± SD.
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between 31 (at age 4) and 79 mmol/L (at age 6). Based on genotype
and clinical presentation, these subjects were retrospectively
diagnosed with CF. In addition, three patients presenting with an
intermediate GCST result and evidence of lung pathology where
provisionally diagnosed with CF (S.03, S.04, S.06). Of the remaining
26 subjects, 11 had intermediate sweat chloride levels. Interest-
ingly, whereas most of thesewere CFTR compound heterozygous, in
five of these patients no secondmutationwas found (S.12, S.17, S.20,
S.26, S.28). The remaining 11 subjects carrying WT alleles had
normal sweat test results.

CFTR-dependent and -independent sweat secretion rates (BST)
and NPD were examined in 21 and 22 subjects, respectively (Fig. 1B
and C). Consistent with GCST, two patients diagnosed with CF (S.01,
S.02), showed a strongly reduced level of CFTR-dependent sweat
secretion (no BST was performed on the third CF patient, S.05). The
majority of non-CF individuals in which BST was assessed, pre-
sented with normal secretion ratios (C/M ratio >0.205); only four
additional patients (S.11, S.12, S.27, S.29) had sweat secretion ratios
in the range typically encountered in heterozygotes carrying a
minimal function allele (0.0055e0.205). NPD values were elevated
in six patients (S.01, S.02, S.12, S.19, S.25, S.26), two of which were
diagnosed with CF (S.01, S.02; no NPD was performed on patient
S.05). Of the other four patients with a high NPD result, S.12 and
S.26 yielded an intermediate GCST value, and S.12 also showed a
lowered BST result.
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3.3. Many subjects carrying CFTR variants show impaired CFTR-
mediated intestinal ion transport

CFTR-mediated chloride and bicarbonate secretion was
measured in rectal biopsies derived from 22 individuals in this
cohort (Fig. 2). CFTR-dependent anion secretion was quantified as
the cumulative, net Isc response elicited by forskolin, IBMX,
carbachol and histamine. Established procedures for performing
ICM were applied, as stipulated by the ECFS [40,43,44]. For com-
parison, we also performed ICM in a control cohort of 10 individuals
that do not carry mutations in CFTR. ICM readily identified the
anion secretory defects in S.01 and S.02, the two CF patients already
singled out by sweat tests and NPD (no ICM data is available for the
third CF patient identified, S.05). Of the remaining 20 subjects, 11
(55%) showed mildly impaired Isc responses, i.e. below the 95%
confidence interval (CI) of the present control cohort, but higher
than reported for CF subjects (Fig. 2) [43].

3.4. CFTR-mediated anion secretion across epithelial monolayers is
impaired in a subset of patients

Intestinal monolayers were established from organoids cultured
of biopsy specimens obtained from 14 subjects within this cohort.
Previous studies have indicated that CFTR variants associated with
pancreatitis may specifically impair CFTR-mediated bicarbonate



Fig. 1. In vivo CFTR function measurements. A. Gibson and Cooke sweat test (GCST).
Data were collected of 32 subjects. Shaded area indicates range of intermediate sweat
chloride levels (30e59 mmol/L). Each data point represents one technical replicate. B.
Optical ratiometric sweat test (BST). The ratio of the CFTR-dependent (C) and CFTR-
independent (M) rate of sweat secretion was determined in 21 subjects. Dashed line
indicates the lower limit for normal values. C. Nasal potential difference (NPD) mea-
surement. Data were collected of 22 subjects. Dashed line indicates the upper limit for
normal values.

Fig. 2. CFTR function measurement in rectal biopsies by ICM. The cumulative Isc
response upon forskolin, IBMX, carbachol and histamine administration was assessed
in 22 subjects. Data points represent the mean of two technical replicates. For com-
parison, control values (CFTR wild type) are plotted as mean with 95% CI (n ¼ 10).
Shaded area denotes values < 95% CI of the control group.

Fig. 3. CFTR-dependent chloride and bicarbonate transport in intestinal epithelial
monolayers. A. Forskolin-dependent Isc responses in chloride solution. B. Forskolin-
dependent Isc responses in bicarbonate solution. Data depict mean with 95% CI.
Each data point represents one technical replicate. *P < 0.05, **P < 0.01, ***P < 0.001.
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transport [31]. To evaluate if any of the current subjects carry such
variants, separate measurements of chloride and bicarbonate
transport were performed. The forskolin-dependent, CFTRinh172-
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sensitive change in current reflects CFTR-mediated transepithelial
chloride or bicarbonate secretion. Five patients (S.05, S.07, S.22,
S.29, S.30) showed significantly impaired chloride secretion as
compared to non-CF monolayers (Fig. 3A). In addition, monolayers
of S.11 also tended to have low chloride secretory responses. In all
three patients in this group for which data is available (S.11, S.22,
S.30), ICM also indicated lowered anion secretory responses. Re-
sults of ICM and current measurements on monolayers corre-
sponded for six out of a total of eight patients for which data of both
assays was available. However, S.23 and S.24, while showing
moderately lowered CFTR activity in biopsies, showed normal
anion secretory responses in vitro in cultured cells. For patients
S.05, S.07 and S.29 no ICM data was available. However, both S.05
and S.07, but not S.29, had produced intermediate or CF-like GCST
results (Fig. 1, Table S1).

Of the epithelial monolayers investigated, three derived from
patients carrying CFTR variants previously classified as defective in
bicarbonate transport (S.05, S.15, S.24). Of these, onlymonolayers of
S.05 displayed impaired bicarbonate secretion (as well as chloride
secretion; Fig. 3B). In contrast, S.15 and S.24 showed normal anion
secretory responses when assayed in either chloride- or
bicarbonate-free solutions.
3.5. CFTR-modulators improve anion secretion in some pancreatitis
patients

The intestinal organoid model allows evaluation of the effects of
CFTR modulators on CFTR function. It is particularly suitable to test
compounds that improve CFTR protein maturation and plasma
membrane insertion (i.e. correctors), which may take several hours
to take full effect. Because of the limited viability of native tissue
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once removed from the body, such assays are impracticable in in-
testinal biopsies. The effect of IVA alone or ETI was evaluated in
monolayers derived from six patients; those five which demon-
strated lowered chloride transport in epithelial monolayers (S.05,
S.07, S.22, S.29, S.30), and in patient S.11 who tended to a lowered
response (see Fig. 3). IVA as well as ETI improved chloride transport
in monolayers of S.05 (L732X/D1152H), but no significant
improvement was observed in the other five patients (Fig. 4A). Both
IVA or ETI treatment increased bicarbonate transport in patient
S.05. ETI treatment enhanced bicarbonate transport in three addi-
tional patients (S.22, S.29, S.30). These results indicate that, in some
patients, these modulators selectively improve CFTR-mediated
epithelial bicarbonate secretion.

4. Discussion

In this study, we investigated CFTR function in 32 individuals
affected by recurrent acute, or chronic pancreatitis, carrying mu-
tations in the CFTR gene that were mostly of unknown or variable
clinical consequence. When such gene variants, suggestive of CF or
CFTR-RD, are found, usually a sweat test is performed to evaluate
CFTR function. However, mutations that cause only mild or mod-
erate impairment of CFTR function frequently yield sweat test re-
sults that are inconclusive, and additional functional tests like NPD
and/or ICM are used to further aid diagnosis [37,44]. Presently, we
observed that GCST, BST, NPD and ICM yielded consistent data in
cases where subjects carry minimal function mutations in CFTR, on
both alleles. Accordingly, these individuals were retrospectively
diagnosed with CF. In contrast, for the other CFTR genotypes in this
cohort, the outcomes of these tests were often inconsistent. For
instance, only three out of ten individuals with intermediate GCST
results, presented with abnormal BST and/or NPD measurements.
Similarly, in five patients with low responses in ICM, GCST results
Fig. 4. Pharmacological correction of CFTR function assessed on intestinal
monolayers. The effect of IVA or ETI treatment on forskolin-dependent, CFTR-medi-
ated chloride (A) and bicarbonate (B) transport. Data depict Isc responses (mean with
95% CI) relative to a paired vehicle (DMSO)-treated control. Each data point represents
one technical replicate. *P < 0.05, **P < 0.01, ***P < 0.001.
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were in the normal range. These observations align with previous
studies showing that in patients carrying alleles of variable clinical
consequence, either in trans of a CF-causing or a WT allele, CFTR
function, as assessed in established bioassays, may vary consider-
ably at different points in time and between tissues [29,44].
Consequently, it is crucial that multiple diagnostic procedures are
used to evaluate CFTR function in pancreatitis patients carrying
CFTR variants. To further improve the utility of these diagnostic
tools, a refinement of the criteria for CFTR dysfunction is warranted
[15,37,40].

ICM indicated that CFTR-dependent anion transport was mildly
impaired in 11 out of 22 individuals tested within this cohort, i.e.
responses were below normal values, but not to the extent of CF
patients carrying two minimal function alleles (e.g. S.01), who
typically have negligible ICM responses [40,43]. In five of these
subjects (S.12, S.24, S.27, S.30, S.32), next-generation sequencing,
which covered not only exons but also the promoter and intronic
regions of the CFTR gene, identified mutations on only a single
allele. This is remarkable because obligate heterozygotes (CF car-
riers) typically display normal intestinal, CFTR-dependent anion
secretion [43,49]. However, consistent with these results, it has
been shown before that individuals carrying CFTR variants of
varying clinical consequence can show considerable temporal and
spatial variation in ICM responses, even when they also carry a WT
allele. Not only did the ICM response of separate biopsies obtained
from such subjects vary more than inwild types, but responses also
tended to fluctuate between different points in time [44]. In addi-
tion, in some, CFTR function appeared to differ in intestinal vs.
respiratory epithelia, i.e. they displayed CF-typical ICM responses,
but NPD results in the normal range (or vice versa). This pattern
was mirrored by the clinical manifestations in both organ systems,
and low ICM responses were associated with gastrointestinal
symptoms. Notably, it was found that all individuals in this
particular cohort that were affected by pancreatitis, showed low
CFTR activity in ICM [44]. It may be surmised that individuals in this
category harbor mutations in separate genomic regions, not
covered by the present sequencing protocol, that affect CFTR-
dependent epithelial anion secretion in a tissue-specific manner.
Conceivably, such “hidden” genetic modifiers affect the transcrip-
tion of CFTR (variants), which is controlled by a combination of
locally acting stimuli and transcription factors that often are
particular for a given tissue (and cell type). At present, little is
known about the transcriptional regulation of variant CFTR alleles
in the pancreas, and its effects on ductal CFTR function are mostly
uncharted. This implies that bioassays performed on other tissues
(e.g. NPD, GCST, ICM) must be interpreted with some caution.

Among the currently available techniques ICM is one of a few
capable of measuring CFTR function, ex vivo, in patient tissue.
However, because only a small number of biopsies can be collected,
and because ICM must be performed on freshly collected patient
material, it may be challenging to perform sufficient replicate
measurements to control for potential biological variation between
tissue specimens [40,44]. To some extent, this limitation can be
addressed by performing current measurements on intestinal
organoids or organoid-derived epithelial monolayers. Other than
ICM, the organoid model permits numerous measurements to be
performed without time constraints, including evaluation of the
effects of CFTR modulators on CFTR function at a personal level.

We succeeded in culturing intestinal organoid-derived mono-
layers from intestinal biopsies obtained from 14 individuals in this
cohort. Measurement of CFTR-mediated anion secretion in these
epithelial monolayers indicated that chloride transport was
impaired in six patients out of these 14 tested. Remarkably, two
subjects with low responses carried a CFTR WT allele (S.29, S.30),
whereas another heterozygote (S.12) generated responses in the
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normal range. This latter individual carried a minimal function
(frameshift) mutation, demonstrating that one functional (WT)
allele suffices for a normal anion secretory response. As already
indicated by ICM, this suggests that heterozygous subjects with
lowered anion secretory responses harbor mutations outside the
genetic regions covered by our present sequencing protocol, that
affect epithelial anion secretion.

For eight subjects, both ICM and current measurements on
monolayers were performed. For six of these, both assays yielded
corresponding results. This is consistent with previous data
showing that cAMP-dependent anion secretory responses in donor-
matched rectal tissue and organoid-derived monolayers correlate,
and that these responses are principally, if not fully, dependent on
CFTR [40,50]. Notwithstanding, subjects S.23 and S.24 showed low
responses in ICM but apparently normal responses in vitro, in
monolayers. The cause of this disparity between measurements on
rectal biopsies and epithelial monolayers made thereof is specu-
lative. Conceivably, locally acting environmental cues modulate the
anion secretory response in intestinal tissue of individuals carrying
CFTR variants associated with CFTR-RD [44]. In vitro, in intestinal
epithelial organoid cultures, such factors produced by other cell
types are lost, which may explain why assays on epithelial mono-
layers do not necessarily mirror the results attained with ICM. This
divergence emphasizes the relevance of preclinical CFTR assays in
near native tissues (biopsies), to predict the impact of rare muta-
tions on CFTR function in individuals affected by pancreatitis, CFTR-
RD, or mild CF.

Only epithelial monolayers obtained from CF patient S.05 dis-
played impaired bicarbonate transport. This patient carried the
CFTR-BD variant D1152H in trans of a minimal function allele
(L732X). In contrast, other subjects carrying CFTR-BD variants (S.15,
S.24) showed normal bicarbonate and chloride secretory responses,
plausibly because they also carried a WT allele. Although catego-
rized as a CFTR-BD variant, chloride secretion was also markedly
reduced in S.05. Diagnosed with CF at the age of six based on a
pathologic sweat test, this individual suffered two episodes of
pancreatitis within 12 months. However, so far, no respiratory
symptoms were observed. In line with our present results, it was
previously shown that the D1152H mutation not only impairs bi-
carbonate conductance, but also leads to a substantial reduction
(>40%) in CFTR-mediated chloride transport [51]. Previous studies
have also shown that carriers of this allele can present with an
intermediate GCST result and a BST result in the CF range, indicative
of impaired chloride transport in the sweat glands [52]. In contrast,
D1152H-CFTR demonstrated normal chloride transport function in
human nasal epithelial cells and a heterologous expression system
(HEK 293T cells), suggesting that a single CFTR variant can result in
across-tissue, and perhaps across-subject, variation in residual
CFTR activity [31,53].

Congruent with previous studies on the D1152H-CFTR variant,
the intestinal epithelial monolayers derived from CF patient S.05
strongly responded to modulator treatment [51]. Either IVA or ETI
treatment not only enhanced bicarbonate transport, but also
significantly improved chloride secretion. Indeed, in some coun-
tries (including the U.S.), CF patients carrying this variant are
eligible for modulator therapy. Importantly, in addition, three other
individuals, two of which carried a WT allele, and all diagnosed
with recurrent acute pancreatitis, showed a modest improvement
in bicarbonate transport upon ETI treatment. Unexpectedly,
although ETI enhanced bicarbonate secretion in this group of
subjects, it did not improve chloride transport. This suggests that
the rate of chloride secretion by intestinal epithelial cells in these
individuals is limited by factors other than CFTR, such as the activity
of the transporter(s) mediating cellular chloride uptake across the
basolateral plasma membrane. Indeed, this is also indicated by the
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observation that S.30, even though carrying a WT allele, demon-
strated low responses in ICM, unlike typical CF carriers [43,49].

An important limitation of this study is that we did not directly
evaluate CFTR function in pancreatic tissue, and we cannot exclude
that the effect of the presently investigated mutations on CFTR
function differs between pancreatic ductal and intestinal cells, or
that the response of the ductal cells to modulator treatment is
different from intestinal cells. However, it has been shown that in-
testinal organoid-based assays correlate well with the efficacy of
modulator therapy in vivo, and there is accruing evidence that
modulator therapy improves pancreatic pathology in CF patients
[26,27,54e57]. The increase in bicarbonate secretion elicited by ETI
presently observed, therefore suggests that modulator therapy may
improve ductal anion secretion in a select group of individuals
affected by pancreatitis. A further limitation is that only a relatively
small number of subjects with diverse genotypes was included in
this study. The response to modulators, both in vitro and in vivo, may
vary considerably between individuals with apparently identical
CFTR genotypes [28,58]. Consequently, the effects of modulators
observed in individual patients are not necessarily representative for
a particular CFTR genotype, and drug responses may need to be
evaluated on a personal basis, in patient-derived tissues or cells
[15,44]. We surmise that, of the currently available techniques to
assess CFTR function in vivo or in patient tissue, ICM ismost suited to
evaluate CFTR function in subjects affected by a variant of pancrea-
titis that is, potentially, associated with CFTR dysfunction. Subse-
quently, organoids generated from intestinal biopsies can be used to
assess the response to CFTR modulators. Once cryopreserved,
patient-derived organoids can henceforth be used to test novel
drugs when they become available. Ultimately, clinical trials are
warranted to establish which of these (compound) CFTR genotypes,
responsive in vitro, truly benefit from modulator therapy.

5. Conclusion

In conclusion, our findings demonstrate that CFTR dysfunction
in pancreatitis patients carrying CFTR variants is relatively preva-
lent, indicative of the critical role of CFTR dysfunction in the eti-
ology of pancreatitis [18e23]. Impaired CFTR function was also
observed in some carrying a WT CFTR coding sequence on one
allele, suggesting that disease-causing mutations may also be
located outside the CFTR locus. We show that patient-derived
organoids may be used to assess the impact of CFTR genotype on
epithelial bicarbonate and chloride transport, and the response to
CFTR modulator therapy. Further, our data suggest that modulator
therapy may be beneficial for carriers of CFTR variants that suffer
from pancreatitis, but not CF. We propose that early detection of
CFTR dysfunction, combined with personalized medicine ap-
proaches directed at restoring CFTR function, can potentially slow
or even prevent disease progression in some individuals affected by
pancreatitis.

Data sharing

Analytic methods, study materials and datasets will be made
available to other researchers on request to the last author.

Funding

Fondazione per la Ricerca sulla Fibrosi Cistica (FFC), FFC#3/2016,
FFC#6/2018, FFC#5/2020, FFC#9/2020; Cystic Fibrosis Foundation
(CFF), CFF#DEJONG16GO. The study sponsors had no role in the
design of the study; in the collection, analyses or interpretation of
data; in the writing of the manuscript, or in the decision to publish
the results.



D. Angyal, K. Kleinfelder, F. Ciciriello et al. Pancreatology 24 (2024) 394e403
Institutional Review Board statement

The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Institutional Review
Board (or Ethics Committee) of Bambino Gesù Children's Hospital,
IRCCS (protocol number 2183/2020), and the Borgo Roma Hospital,
Verona (number CFTR028).

Informed consent statement

Informed consent was obtained from all subjects involved in the
study.

Declaration of competing interest

The authors declare no conflict of interest.

Acknowledgements

The team of Surgery and Digestive Endoscopy at the Bambino
Gesù Children's Hospital, IRCCS Rome, Italy.

Appendix A. Supplementary data

Supplementary data to this article can be found online at
https://doi.org/10.1016/j.pan.2024.03.005.

References

[1] Peery AF, Crockett SD, Murphy CC, Jensen ET, Kim HP, Egberg MD, et al.
Burden and cost of gastrointestinal, liver, and pancreatic diseases in the
United States: update 2021. Gastroenterology 2022;162:621e44.

[2] Watanabe T, Kudo M, Strober W. Immunopathogenesis of pancreatitis.
Mucosal Immunol 2017;10:283e98.

[3] Habtezion A, Gukovskaya AS, Pandol SJ. Acute pancreatitis: a multifaceted set
of organelle and cellular interactions. Gastroenterology 2019;156:1941e50.

[4] Whitcomb DC, Frulloni L, Garg P, Greer JB, Schneider A, Yadav D, et al. Chronic
pancreatitis: an international draft consensus proposal for a new mechanistic
definition. Pancreatology 2016;16:218e24.

[5] Whitcomb DC. Central role of the sentinel acute pancreatitis event (SAPE)
model in understanding recurrent acute pancreatitis (RAP): implications for
precision medicine. Front Pediatr 2022;10:941852.

[6] Guda NM, Trikudanathan G, Freeman ML. Idiopathic recurrent acute pancre-
atitis. Lancet Gastroenterol Hepatol 2018;3:720e8.

[7] Weiss FU, Laemmerhirt F, Lerch MM. Acute pancreatitis: genetic risk and
clinical implications. J Clin Med 2021;10:190.

[8] Whitcomb DC. Genetic risk factors for pancreatic disorders. Gastroenterology
2013;144:1292e302.

[9] Sofia VM, Surace C, Terlizzi V, Da Sacco L, Alghisi F, Angiolillo A, et al. Trans-
heterozygosity for mutations enhances the risk of recurrent/chronic pancre-
atitis in patients with cystic fibrosis. Mol Med 2018;24:38.

[10] Baldwin C, Zerofsky M, Sathe M, Troendle DM, Perito ER. Acute recurrent and
chronic pancreatitis as initial manifestations of cystic fibrosis and cystic
fibrosis transmembrane conductance regulator-related disorders. Pancreas
2019;48:888e93.

[11] Uc A, Giriyappa R, Meyerholz DK, Griffin M, Ostedgaard LS, Tang X, et al.
Pancreatic and biliary secretion are both altered in cystic fibrosis pigs. Am J
Physiol 2012;303:G961e8.

[12] Lee MG, Ohana E, Park HW, Yang D, Muallem S. Molecular mechanism of
pancreatic and salivary gland fluid and HCO3

- secretion. Physiol Rev 2012;92:
39e74.

[13] Assis DN, Freedman SD. Gastrointestinal disorders in cystic fibrosis. Clin Chest
Med 2016;37:109e18.

[14] Ooi CY, Durie PR. Cystic fibrosis transmembrane conductance regulator (CFTR)
gene mutations in pancreatitis. J Cyst Fibros 2012;11:355e62.

[15] Sermet-Gaudelus I, Girodon E, Vermeulen F, Solomon GM, Melotti P,
Graeber SY, et al. ECFS standards of care on CFTR-related disorders: diagnostic
criteria of CFTR dysfunction. J Cyst Fibros 2022;21:922e36.

[16] Bombieri C, Claustres M, De Boeck K, Derichs N, Dodge J, Girodon E, et al.
Recommendations for the classification of diseases as CFTR-related disorders.
J Cyst Fibros 2011;10(Suppl 2):S86e102.

[17] Audr�ezet MP, Chen JM, Le Mar�echal C, Ruszniewski P, Robaszkiewicz M,
Ragu�en�es O, et al. Determination of the relative contribution of three genes-
the cystic fibrosis transmembrane conductance regulator gene, the cationic
trypsinogen gene, and the pancreatic secretory trypsin inhibitor gene-to the
etiology of idiopathic chronic pancreatitis. Eur J Hum Genet 2002;10:100e6.
402
[18] Ferec C, Cutting GR. Assessing the disease-liability of mutations in CFTR. Cold
Spring Harb Perspect Med 2012;2:a009480.

[19] Maleth J, Balazs A, Pallagi P, Balla Z, Kui B, Katona M, et al. Alcohol disrupts
levels and function of the cystic fibrosis transmembrane conductance regu-
lator to promote development of pancreatitis. Gastroenterology 2015;148:
427e439 e416.

[20] Venglovecz V, Rakonczay Jr Z, Ozsv�ari B, Tak�acs T, Lonovics J, Varr�o A, et al.
Effects of bile acids on pancreatic ductal bicarbonate secretion in Guinea pig.
Gut 2008;57:1102e12.

[21] Pallagi P, Venglovecz V, Rakonczay Jr Z, Borka K, Korompay A, Ozsv�ari B, et al.
Trypsin reduces pancreatic ductal bicarbonate secretion by inhibiting CFTR Cl⁻
channels and luminal anion exchangers. Gastroenterology 2011;141:
2228e39.

[22] Hegyi P, Wilschanski M, Muallem S, Lukacs GL, Sahin-T�oth M, Uc A, et al. CFTR:
a new horizon in the pathomechanism and treatment of pancreatitis. Rev
Physiol Biochem Pharmacol 2016;170:37e66.

[23] Zeng M, Szymczak M, Ahuja M, Zheng C, Yin H, Swaim W, et al. Correction of
ductal CFTR activity rescues acinar cell and pancreatic and salivary gland
functions in mouse models of autoimmune disease. Gastroenterology
2017;153:1148e59.

[24] Bear CE. A therapy for most with cystic fibrosis. Cell 2020;180:211.
[25] Sun X, Yi Y, Yan Z, Rosen BH, Liang B, Winter MC, et al. In utero and postnatal

VX-770 administration rescues multiorgan disease in a ferret model of cystic
fibrosis. Sci Transl Med 2019;11. eaau7531.

[26] Rosenfeld M, Wainwright CE, Higgins M, Wang LT, McKee C, Campbell D, et al.
Ivacaftor treatment of cystic fibrosis in children aged 12 to <24 months and
with a CFTR gating mutation (ARRIVAL): a phase 3 single-arm study. Lancet
Respir Med 2018;6:545e53.

[27] Akshintala VS, Kamal A, Faghih M, Cutting GR, Cebotaru L, West NE, et al.
Cystic fibrosis transmembrane conductance regulator modulators reduce the
risk of recurrent acute pancreatitis among adult patients with pancreas suf-
ficient cystic fibrosis. Pancreatology 2019;19:1023e6.

[28] De Winter-de Groot KM, Berkers G, Marck-van der Wilt REP, van der Meer R,
Vonk A, Dekkers JF, et al. Forskolin-induced swelling of intestinal organoids
correlates with disease severity in adults with cystic fibrosis and homozygous
F508del mutations. J Cyst Fibros 2020;19:614e9.

[29] De Winter-de Groot KM, Janssens HM, van Uum RT, Dekkers JF, Berkers G,
Vonk A, et al. Stratifying infants with cystic fibrosis for disease severity using
intestinal organoid swelling as a biomarker of CFTR function. Eur Respir J
2018;52.

[30] Kim Y, Jun I, Shin DH, Yoon JG, Piao H, Jung J, et al. Regulation of CFTR bi-
carbonate channel activity by WNK1: implications for pancreatitis and CFTR-
related disorders. Cell Mol Gastroenterol Hepatol 2020;9:79e103.

[31] LaRusch J, Jung J, General IJ, Lewis MD, Park HW, Brand RE, et al. Mechanisms
of CFTR functional variants that impair regulated bicarbonate permeation and
increase risk for pancreatitis but not for cystic fibrosis. PLoS Genet 2014;10:
e1004376.

[32] Xiao F, Li J, Singh AK, Riederer B, Wang J, Sultan A, et al. Rescue of epithelial
HCO3

- secretion in murine intestine by apical membrane expression of the
cystic fibrosis transmembrane conductance regulator mutant F508del.
J Physiol 2012;590:5317e34.

[33] Choi JY, Muallem D, Kiselyov K, Lee MG, Thomas PJ, Muallem S. Aberrant
CFTR-dependent HCO3

- transport in mutations associated with cystic fibrosis.
Nature 2001;410:94e7.

[34] Testoni PA. Acute recurrent pancreatitis: etiopathogenesis, diagnosis and
treatment. World J Gastroenterol 2014;20:16891e901.

[35] Castellani C, De Boeck K, De Wachter E, Sermet-Gaudelus I, Simmonds NJ,
Southern KW, et al. ECFS standards of care on CFTR-related disorders: updated
diagnostic criteria. J Cyst Fibros 2022;21:908e21.

[36] Treggiari D, Tridello G, Menin L, Borruso A, Pintani E, Iansa P, et al. Role of
sweat ion ratios in diagnosing cystic fibrosis. Pediatr Pulmonol 2021;56:
2023e8.

[37] Farrell PM, White TB, Ren CL, Hempstead SE, Accurso F, Derichs N, et al.
Diagnosis of cystic fibrosis: consensus guidelines from the cystic fibrosis
foundation. J Pediatr 2017;181S:S4e15 e11.

[38] Treggiari D, Kleinfelder K, Bertini M, Tridello G, Fedrigo A, Pintani E, et al.
Optical measurements of sweat for in vivo quantification of CFTR function in
individual sweat glands. J Cyst Fibros 2021;20:824e7.

[39] Bergamini G, Tridello G, Calcaterra E, Ceri S, Tagliasacchi M, Bianchi F, et al.
Ratiometric sweat secretion optical test in cystic fibrosis, carriers and healthy
subjects. J Cyst Fibros 2018;17:186e9.

[40] De Boeck K, Derichs N, Fajac I, De Jonge HR, Bronsveld I, Sermet I, et al. New
clinical diagnostic procedures for cystic fibrosis in Europe. J Cyst Fibros
2011;10(Suppl 2):S53e66.

[41] Tridello G, Menin L, Pintani E, Bergamini G, Assael BM, Melotti P. Nasal po-
tential difference outcomes support diagnostic decisions in cystic fibrosis.
J Cyst Fibros 2016;15:579e82.

[42] Dekkers JF, Wiegerinck CL, De Jonge HR, Bronsveld I, Janssens HM, De Winter-
de Groot KM, et al. A functional CFTR assay using primary cystic fibrosis in-
testinal organoids. Nat Med (N Y, NY, U S) 2013;19:939e45.

[43] Derichs N, Sanz J, Von Kanel T, Stolpe C, Zapf A, Tümmler B, et al. Intestinal
current measurement for diagnostic classification of patients with question-
able cystic fibrosis: validation and reference data. Thorax 2010;65:594e9.

[44] Minso R, Schulz A, Dopfer C, Alfeis N, Barneveld AV, Makartian-Gyulumyan L,
et al. Intestinal current measurement and nasal potential difference to make a

https://doi.org/10.1016/j.pan.2024.03.005
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref1
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref1
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref1
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref1
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref2
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref2
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref2
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref3
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref3
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref3
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref4
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref4
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref4
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref4
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref5
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref5
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref5
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref6
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref6
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref6
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref7
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref7
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref8
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref8
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref8
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref9
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref9
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref9
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref10
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref10
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref10
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref10
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref10
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref11
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref11
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref11
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref11
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref12
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref12
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref12
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref12
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref12
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref12
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref13
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref13
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref13
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref14
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref14
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref14
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref15
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref15
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref15
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref15
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref16
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref16
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref16
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref16
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref17
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref17
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref17
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref17
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref17
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref17
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref17
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref17
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref17
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref17
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref18
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref18
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref19
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref19
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref19
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref19
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref19
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref20
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref20
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref20
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref20
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref20
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref20
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref20
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref21
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref21
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref21
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref21
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref21
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref21
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref22
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref22
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref22
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref22
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref22
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref23
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref23
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref23
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref23
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref23
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref24
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref25
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref25
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref25
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref26
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref26
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref26
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref26
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref26
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref27
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref27
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref27
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref27
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref27
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref28
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref28
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref28
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref28
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref28
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref29
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref29
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref29
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref29
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref30
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref30
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref30
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref30
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref31
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref31
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref31
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref31
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref32
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref32
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref32
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref32
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref32
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref32
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref32
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref33
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref33
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref33
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref33
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref33
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref33
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref34
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref34
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref34
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref35
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref35
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref35
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref35
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref36
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref36
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref36
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref36
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref37
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref37
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref37
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref37
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref38
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref38
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref38
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref38
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref39
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref39
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref39
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref39
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref40
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref40
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref40
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref40
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref41
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref41
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref41
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref41
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref42
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref42
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref42
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref42
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref43
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref43
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref43
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref43
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref44
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref44


D. Angyal, K. Kleinfelder, F. Ciciriello et al. Pancreatology 24 (2024) 394e403
diagnosis of cases with inconclusive CFTR genetics and sweat test. BMJ Open
Respir Res 2020;7:e000736.

[45] Sosnay PR, Salinas DB, White TB, Ren CL, Farrell PM, Raraigh KS, et al. Applying
cystic fibrosis transmembrane conductance regulator genetics and CFTR2 data
to facilitate diagnoses. J Pediatr 2017;181S:S27e32 e21.

[46] Sosnay PR, Siklosi KR, Van Goor F, Kaniecki K, Yu H, Sharma N, et al. Defining
the disease liability of variants in the cystic fibrosis transmembrane conduc-
tance regulator gene. Nat Genet 2013;45:1160e7.

[47] Shelton CA, Umapathy C, Stello K, Yadav D, Whitcomb DC. Hereditary
pancreatitis in the United States: survival and rates of pancreatic cancer. Am J
Gastroenterol 2018;113:1376.

[48] Groman JD, Hefferon TW, Casals T, Bassas L, Estivill X, Des Georges M, et al.
Variation in a repeat sequence determines whether a common variant of the
cystic fibrosis transmembrane conductance regulator gene is pathogenic or
benign. Am J Hum Genet 2004;74:176e9.

[49] Hogenauer C, Santa Ana CA, Porter JL, Millard M, Gelfand A, Rosenblatt RL,
et al. Active intestinal chloride secretion in human carriers of cystic fibrosis
mutations: an evaluation of the hypothesis that heterozygotes have sub-
normal active intestinal chloride secretion. Am J Hum Genet 2000;67:1422e7.

[50] Zomer-van Ommen DD, de Poel E, Kruisselbrink E, Oppelaar H, Vonk AM,
Janssens HM, et al. Comparison of ex vivo and in vitro intestinal cystic fibrosis
models to measure CFTR-dependent ion channel activity. J Cyst Fibros
2018;17:316e24.

[51] Van Goor F, Yu H, Burton B, Hoffman BJ. Effect of ivacaftor on CFTR forms with
missense mutations associated with defects in protein processing or function.
403
J Cyst Fibros 2014;13:29e36.
[52] Nguyen-Khoa T, Hatton A, Drummond D, Aoust L, Schlatter J, Martin C, et al.

Reclassifying inconclusive diagnosis for cystic fibrosis with new generation
sweat test. Eur Respir J 2022;60:2200209.

[53] Laselva O, Moraes TJ, He G, Bartlett C, Sz�arics I, Ouyang H, et al. The CFTR
mutation c.3453G > C (D1152H) confers an anion selectivity defect in primary
airway tissue that can be rescued by ivacaftor. J Personalized Med 2020;10:40.

[54] Berkers G, van Mourik P, Vonk AM, Kruisselbrink E, Dekkers JF, de Winter-de
Groot KM, et al. Rectal organoids enable personalized treatment of cystic
fibrosis. Cell Rep 2019;26:1701e1708 e1703.

[55] Carrion A, Borowitz DS, Freedman SD, Siracusa CM, Goralski JL, Hadjiliadis D,
et al. Reduction of recurrence risk of pancreatitis in cystic fibrosis with iva-
caftor: case series. J Pediatr Gastroenterol Nutr 2018;66:451e4.

[56] Kounis I, L�evy P, Rebours V. Ivacaftor CFTR potentiator therapy is efficient for
pancreatic manifestations in cystic fibrosis. Am J Gastroenterol 2018;113:
1058e9.

[57] Johns JD, Rowe SM. The effect of CFTR modulators on a cystic fibrosis patient
presenting with recurrent pancreatitis in the absence of respiratory symp-
toms: a case report. BMC Gastroenterol 2019;19:123.

[58] Graeber SY, van Mourik P, Vonk AM, Kruisselbrink E, Hirtz S, van der Ent CK,
et al. Comparison of organoid swelling and in vivo biomarkers of CFTR
function to determine effects of lumacaftor-ivacaftor in patients with cystic
fibrosis homozygous for the F508del mutation. Am J Respir Crit Care Med
2020;202:1589e92.

http://refhub.elsevier.com/S1424-3903(24)00066-8/sref44
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref44
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref45
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref45
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref45
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref45
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref46
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref46
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref46
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref46
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref47
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref47
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref47
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref48
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref48
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref48
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref48
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref48
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref49
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref49
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref49
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref49
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref49
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref50
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref50
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref50
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref50
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref50
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref51
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref51
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref51
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref51
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref52
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref52
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref52
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref53
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref53
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref53
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref53
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref54
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref54
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref54
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref54
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref55
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref55
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref55
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref55
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref56
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref56
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref56
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref56
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref56
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref57
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref57
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref57
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref58
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref58
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref58
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref58
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref58
http://refhub.elsevier.com/S1424-3903(24)00066-8/sref58

	CFTR function is impaired in a subset of patients with pancreatitis carrying rare CFTR variants
	1. Introduction
	2. Methods
	2.1. Selection of patients
	2.2. Genetic analysis
	2.3. In vivo CFTR function measurements
	2.4. Intestinal organoid and epithelial monolayer culture
	2.5. Electrophysiological assessment of epithelial anion transport
	2.6. Statistical analysis

	3. Results
	3.1. CFTR variants detected in pancreatitis patients
	3.2. Many subjects carrying CFTR variants present with intermediate sweat chloride levels
	3.3. Many subjects carrying CFTR variants show impaired CFTR-mediated intestinal ion transport
	3.4. CFTR-mediated anion secretion across epithelial monolayers is impaired in a subset of patients
	3.5. CFTR-modulators improve anion secretion in some pancreatitis patients

	4. Discussion
	5. Conclusion
	Data sharing
	Funding
	Institutional Review Board statement
	Informed consent statement
	Declaration of competing interest
	Acknowledgements
	Appendix A. Supplementary data
	References


