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Background: Management of Anderson–Fabry disease (AFD) is contentious, particularly regarding enzyme
replacement therapy (ERT). We report results of a Delphi consensus panel on AFD management.
Methods: A survey to gauge consensus among AFD experts was distributed online and responses were analysed.
Statements on: 1) diagnosis; 2) when starting ERT; 3) management of ERT infusion and adverse reactions; and
4) follow-up/monitoring response to therapy and progression of disease were included. Responses without con-
sensus were discussed with an enlarged panel and modified to reach consensus.
Results: 15 experts responded to the survey. After plenary discussion among the enlarged panel, consensus was
reached onmost statements. Key pointswere the use of a target organ biopsy to showGb3 deposits in symptom-
atic women with negative molecular analysis, the need for ERT in symptomatic women and in all patients with
persistent signs and symptoms ± organ damage. It was agreed to assess vital signs before ERT administration

and use a 0.2 μL filter on infusion to reduce the risk of adverse reactions, that serum should be drawn prior to
the first infusion for anti-agalsidase antibody analysis to have a baseline value if a subsequent adverse reaction
appears, and that pre-medication is required in those with prior infusion reactions. Holter ECG monitoring,
cardiac and brain MRI, renal parameters, and abdominal ultrasound were considered important for the
assessment of disease progression and response at ERT.
Conclusions: This consensus supplies guidance to healthcare providers on best practice in the management of
patients with AFD and indicates a need for more guidance.
© 2014 European Federation of Internal Medicine. Published by Elsevier B.V. All rights reserved.
1. Introduction

Despite the growing interest and an increasing amount of published
literature and clinical data on Anderson–Fabry disease (AFD) [1] there
are still uncertainties in terms of disease management [2]. AFD is an
X-linked progressivemulti-organ, metabolic lysosomal storage disorder
caused bydeficiency in the lysosomal enzyme alpha-galactosidaseA lead-
ing to accumulation of glycosphingolipids (mainly globotriaosylceramide
[Gb3]) in vascular endothelial and smoothmuscle cells, cardiacmyocytes,
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dorsal root ganglion neurons, neurons of the autonomic nervous system,
brain, all types of kidney cells, gastrointestinal tract, and elsewhere,
leading to multisystemic disease. Clinical manifestations include
acroparaesthesia, pain crises, hyper/hypo/anhydrosis, angiokeratomas,
gastrointestinal symptoms, corneal dystrophy, hearing impairment, heat
and cold sensitivity, and renal, cardiac and cerebrovascular disease. Due
to the X-linked inheritance, the disease primarily affects males, but
females can be affected as well. Although the biological basis is not fully
understood, the random X-chromosomal inactivation might have a role.
However, the onset and rate of disease progression are more variable in
female carriers than in hemizygous males, with a tendency to occur
later in life [3]. Even if clinical manifestations arise in childhood in either
sex, due to the rarity of disease and to the heterogeneous phenotypic
expression, diagnosis is often challenging and is reached in adult age for
many patients. The most frequent symptoms reported by paediatric
patients with AFD are recurrent neuropathic pain in hands and feet
(acroparaesthesia) and gastrointestinal problems (mainly abdominal
pain and diarrhoea) [4]. With age, progressive damage to vital organ
systems develops in both genders, leading to organ failure, end-stage
renal disease and life-threatening cardiovascular or cerebrovascular
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complications limiting life-expectancy [5]. Enzymatic activity and molec-
ular analysis of the gene confirm the clinical diagnosis. Enzyme activity in
leukocytes is always very low in affected males but may be normal or
borderline normal in symptomatic affected females whose diagnosis
needs to be confirmed by the genetic analysis. Current treatments consist
of enzyme replacement therapy (ERT) and palliative treatments [6–13].
Two agalsidase preparations, agalsidase alfa and agalsidase beta, are
available for ERT.

In addition, goals of treatment are not clearly defined, due in part
to the heterogeneity of the disease [1]. Moreover, AFD patients can be
treated in a range of settings from specialist reference centres to non-
specialist therapeutic units, therefore a clear guidance on AFD is
welcome.
1.1. Objectives

The objective of this paper is to report the results generated by a
Delphi consensus panel on some unanswered questions related to
clinical and therapeutic aspects of AFD.
2. Materials and methods

2.1. The Delphi process

The rationale for using the Delphi method to achieve consensus has
been previously published [14]: theDelphimethod is awayof collecting
opinions from experts – “a Delphi panel” – and is widely applied in
various fields, including healthcare, to obtain consensus or to provide
recommendations on a well-defined and specified topic. Although
often referred to as a ‘panel’, the experts provide their opinions freely,
individually and anonymously and this method provides a quick and
economic way to contact a large group of experts.
2.2. Phase 1 — pre-meeting

A survey (see Appendix A), designed to gauge the level of consensus
among a group of expert health professionals fromwell-known centres
of excellence in the diagnosis and management of AFD, was created by
two experts (DC and RP) and distributed online to participating clini-
cians; their responses were then collected anonymously and analysed
prior to the enlarged meeting.

Participants voted using a 5-point scale to indicate their level of
agreement on each statement (1 = absolutely disagree, 2 = disagree,
3 = agree, 4 = more than agree, 5 = absolutely agree). Consensus
was reached when the sum of items 1 + 2 or 3 + 4 + 5 exceeded 66%.

The coordinators evaluated the responses and gathered those for
which there was no consensus.
2.3. Phase II — Delphi panel

Experts from a range of fields participated in the face-to-face Delphi
panel discussions, ensuring a multidisciplinary approach, and allowing
opinions and views from different perspectives to be expressed. Partic-
ipants' specialty, the number of follow-up patients they have with AFD,
and the proportion of infused patients, were recorded.

Statements were divided into 4 main areas: 1) diagnosis; 2) starting
ERT; 3)management of ERT infusion and adverse reactions; and 4) tests
to evaluate the response to therapy and disease progression (follow-up
of patients with AFD). Statements without consensus were selected for
discussion in the Delphi plenary session. After discussion, andmodifica-
tion of the statements if required, participants reflected on the
comments raised in the discussion and voted again using the same
5-point scale.
3. Results

3.1. Participants

Fifteen experts responded to the survey. They were from the
different specialties involved in the management of patients with
AFD: nephrology, endocrinology, cardiology, neurology, immunology,
paediatrics and dermatology. Their expertise in dealing with AFD was
based on experience gained on diagnosing and treating more than
three patients.

3.2. Overall consensus

Four statements forwhich consensuswas not achieved in the survey
were selected for discussion in the Delphi plenary session of 50 experts.
After discussion of the statements, second votes were taken and, after
the second vote, consensus was reached on one statement; therefore,
consensus (N66% either positive or negative) was reached on all but
three statements according to the pre-defined criteria. The three
statements without consensus were: 1) ERT should always be started
in males, even if asymptomatic; 2) it is essential to assess Cystatin C at
diagnosis; and 3) it is essential to assess Cystatin C at follow-up.

3.3. Diagnosis of AFD

There was a negative consensus on four of five statements relating
to diagnosis. None of the following were regarded as essential for
diagnosis: the presence of angiokeratoma, cardiac involvement, renal
alteration visible by abdominal ultrasound, and target-organ biopsy
showing Gb3 deposits in men.

Regarding the requirement for detecting Gb3 deposits on target-
organ biopsy for diagnosis in women, negative consensuswas obtained.
When the phrases “when they present with signs and symptoms of
disease” and “when the molecular analysis is negative”were added fol-
lowing discussion, positive consensus was then achieved. In addition,
during discussion it also emerged that there was an agreement on
detecting Gb3 in plasma and urine as a less invasive investigation in
asymptomatic AFD patients.

3.4. Starting ERT in patients with AFD

Positive consensuswas obtained on the initiation of ERT in all symp-
tomaticwomen and inmenwith persistent signs and symptomswith or
without organ damage (a new statement added after discussion). State-
ments regarding treating all patients with ERT from diagnosis, and use
of ERT only if there is organ damage, both achieved negative consensus
[one after revision], and the statement on treating all males even if
asymptomatic, did not achieve consensus even after discussion.

3.5. Management of ERT and adverse reactions in AFD

Consensus was achieved on all statements, two on the second vote.
Participants agreed that vital signs – heart rate, blood pressure and
body temperature, as well as respiratory rate and oxygen saturation
(SATO2) – should be measured before and after ERT infusion. Positive
consensus was increased after discussion with the immunologist to
highlight the importance of using an integral 0.2 μL IV filter with the
agalsidase infusion line to eliminate aggregates, known to be a potential
cause of infusion reactions.

In the event of a mild-to moderate adverse reaction, participants
agreed that the infusion should be discontinued and restarted at a
slower rate once the symptoms had regressed. However, with severe
adverse reactions all participants agreed that the infusion should be
stopped immediately and not restarted in the same day. In the case of
adverse reactions the protocol for pre-medication should be the same
as for other protein preparations.
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The need for determination of anti-agalsidase antibodies before
starting treatment and in the case of an infusion reaction also achieved
positive consensus. This was not surprising since the phenomenon of
the development of neutralising antibodies to agalsidase and its adverse
effect on efficacy is well known [15].

3.6. Follow-up in AFD

Ten statements on assessment to be performed at baseline and
follow-up achieved positive consensus: Holter electrocardiography
(ECG), cardiac magnetic resonance imaging (cMRI), microalbuminuria
assessment, abdominal ultrasound and brain MRI. Two statements
regarding the use of Cystatin C assessment at baseline and follow-up
did not achieve consensus even after discussion.

3.7. Management of pre-medication

A section on pre-medication was added and discussed regarding
agalsidase alfa only, whose prescribing information sheet does not
include suggestions on premedication [16]. Conversely, the prescrib-
ing information sheet for agalsidase beta reports the need of
premedication with antipyretics [17]. Participants disagreed that
pre-medication should always be given before agalsidase alfa infu-
sion. Positive consensus was achieved on the other two statements:
pre-medication should only be given to patients with previous
infusion reaction.

4. Discussion

In summary, all but four statements achieved consensus in the
survey. After discussion of the contentious areas, lack of consensus
remained for three statements relating to starting ERT inmen regardless
of symptoms, and assessment of Cystatin C at diagnosis or follow-up.
There was negative consensus on four of five statements and positive
consensus on one statement relating to diagnosis. Positive consensus
was obtained on the initiation of ERT in all symptomatic women and in
menwith persistent signs with orwithout organ damage and symptoms
and negative consensus was achieved for statements regarding treating
all patients with ERT on diagnosis, and use of ERT only if there is organ
damage. Regarding management of ERT and adverse reactions in
AFD, consensus was achieved on all statements. In follow-up of patients
with AFD, 10 statements on assessments to be performed at baseline and
follow-up achieved positive consensus. A section on pre-medication in
patients treated with agalsidase alfa was added and discussed.

The following provides a brief description of the discussions held on
the contentious issues.

4.1. Diagnosis

All participants agreed after discussion that angiokeratoma is not
present in all patients, especially at diagnosis. The presence of
angiokeratoma correlates with age, rarely occurring during the first
10 years of age even in males with the classical form of the disease. Its
presence is dependent on the form of AFD and correlates with severity
[18,19].

Although most participants thought that an abdominal ultrasound
could be useful in patients with suspected renal involvement, from the
clinical point of view, an abdominal ultrasound cannot lead to a differ-
ential diagnosis but does provide some additional renal information be-
yond proteinuria. It should be performed in all patients with suspected
nephropathy regardless of its nature. Participants did not consider renal
alteration at abdominal ultrasound essential for diagnosis. Cardiac in-
volvement is common, but not considered essential to reach diagnosis.
Data from the literature show that not all patients have a cardiac
alteration on echography [20,21].
In symptomatic womenwith negative molecular analysis, the use of
a target-organ biopsy to show Gb3 deposits could be indispensable. In
patients with positive molecular analysis, but negative signs and
symptoms of illness, the less invasive investigation – detection of Gb3
in plasma and urine – can be used.
4.2. Starting ERT

No consensuswas achieved for the statement “ERT should be started
always in males, even if asymptomatic”; there are very mild mutations
which do not cause any signs and symptoms, not even in males until
they are elderly. Following discussion, the statement regarding starting
ERT only if the parameters suggesting organ damage are altered, was
rephrased as follows “ERT should be started only when the disease in-
volves the heart, kidney and brain”. Themisleading part of the sentence
was ‘organ function parameters’ since organ function can involve not
only the heart and the kidney, but also hearing impairment, gastrointes-
tinal disorders, quality of life, etc. for which there are no numerically
measurable parameters. In this revised format, the statement achieved
negative consensus. However, in view of this discussion, another state-
ment “ERT should be started when the patient has persistent signs and
symptoms with or without organ damage” was added and achieved
positive consensus. The group favoured starting ERT at any age in diag-
nosed individuals (male or women) who show at least some persistent
signs or symptoms of the disease after a complete multidisciplinary
evaluation. There was no agreement on starting ERT in a completely
asymptomatic patient only on the basis of mutation or family history.
4.3. Management of ERT and adverse reactions

In clinical practice, in addition to standard assessment of BP, HR, and
body temperature, most clinicians measured respiratory rate and
oxygen saturation even in patients with normal respiratory function.

There was some discussion regarding the 79% agreement on the
statement about the use of an infusion line with integral 0.2 μL filter
for the administration of agalsidase to reduce particulate matter and
microaggregates. The immunologists considered this to be of vital im-
portance and were surprised that 21% of the clinicians did not agree
with this statement, given that most infusion reactions are not related
to antibody-mediated reactions, but are related predominantly to the
presence of aggregates in solution [22]. Infusion procedures should be
standardized for all protein derivatives in order to reduce the risk of ad-
verse events which may be related to the presence of aggregates and
complexes [22]. In addition to these clinical considerations, both ERT
product summaries of product characteristics recommend the use of a
filter [16,17]; therefore, there could be medical–legal issues if it is not
used. After discussion, 100% positive consensus was achieved on the
second vote.

For one statement, “I think that antibodies should be determined be-
fore starting the treatment”, no consensus was achieved at the first vote.
The importance of setting a baseline value, bywhich subsequent changes
can be compared,was emphasized. From a practical point of view, serum
can be taken and stored safely, as antibodies are stable over time, and
then analysed if an adverse reaction occurs. After discussion, 95% positive
consensuswas achieved. If adverse reactions occur, premedication is rec-
ommended following the use of a standard protocol for other protein
preparations.
4.4. Pre-medication

Additional discussion, limited to agalsidase alfa, on the specific use of
pre-medication, led to the addition of three statements relating to pre-
medication, and positive consensus was achieved on the use of pre-
medication only in patients with previous infusion reactions.
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4.5. Follow-up

Assessments related to cardiac involvement are particularly useful
as abnormalities can be detected at an early stage before hypertrophy
and fibrosis have developed [23]. Holter ECG monitoring is easy to do
and it is particularly important in adolescents because clinical trials
show that heart rate variability is altered in the early stage of disease be-
fore onset of hypertrophic cardiomyopathy [24].

cMRI is also a useful tool for assessing early cardiac involvement at di-
agnosis because it provides additional information to the Holter ECG,
such as assessment of cardiac mass and detection of left ventricular
hypertrophy [25]. It can detect the patterns of late gadolinium enhance-
ment specific to AFD [25,26] and has the advantage of being non-
invasive. cMRI is equally important at follow-up and is especially useful
for detecting fibrosis [27]. It provides information about disease progres-
sion and response to ERT, as patients with severe late enhancement do
not respond to ERT [28,29]. The approach for using cMRI for diagnosis
and follow-up is different in men and women due to gender differences
in the patterns of cardiomyopathy seen [30]. A clinically important differ-
ence (progression or regression) can be detected by cMRI in as little as
one year and therefore cMRI is helpful, but not essential. Unfortunately,
the administration of gadolinium is contraindicated in patients with
advanced renal insufficiency, so although very useful at follow-up, it is
not always possible in patients with advanced AFD.

Regarding the assessment of microalbuminuria to detect nephropa-
thy, in children and in all patients who do not provide appropriate
24-hour urine samples, an accepted method is to take the mean of
microalbuminuria values from three consecutive morning urine
samples— alsomeasuring creatinine at the same time in order to assess
the albumin–creatinine ratio; thismethod is used in patients with other
diseases such as diabetes [31].

The use of brain MRI was discussed at length. It is considered to be
useful at follow-up for monitoring of CNS damage, but not essential. A
parenchymal MRI at follow-up is useful to determine if and when new
ischemic lesions appear in order to associate them with clinical signs
which may appear later on.
4.6. Lack of consensus

There was no consensus on three statements even after the plenary
discussion and second voting. The statement “Enzyme replacement
therapy should always be started in males, even if asymptomatic” re-
flects the previously discussed fact that mutations in males can cause
a mild phenotype, only developing signs or symptoms at advanced age.
Table 1
Clinical recommendations.

Diagnosis In women presenting with signs and
In other patients, those with positive
Gb3 in plasma and urine can be usef

Starting ERT Enzyme replacement therapy should
organ damage.

Management of ERT agalsidase infusion and
adverse reactions

It is important to assess vital signs (
Use of an infusion line with integral
Collect and store blood sample befor
can be evaluated together with curr
If adverse reactions occur the proph

Pre-medication Before agalsidase alfa infusion, pre-m
Follow-up At baseline and 6/12 months' follow

• Holter monitoring to detect chang
• Microalbuminuria
• Abdominal echography
At 12 months, the following may be

• Cardiac magnetic resonance imagi
• Brain magnetic resonance imaging
There was NO consensus on assessm
Although there was no consensus on the statements concerning as-
sessment using Cystatin C at diagnosis (“I think it is essential to assess
Cystatin C at patient diagnosis”) and follow-up (“I think it is essential
to assess Cystatin C at patient follow-up”) due to practical difficulties
(an expensive test performed in few laboratories). It was pointed out
that it could be a more appropriate test than glomerular filtration rate
or creatinine serum level for monitoring the effect of treatment on
renal function over time; therefore, clinicians should evaluate Cystatin
C every 6 or 12 months [32–35]. Even if Cystatin C is tested only in spe-
cific high-risk patients (i.e. transplant patients), being an expensive ex-
amination, the importance of Cystatin C was emphasized and clinicians
were urged to consider its use in a Fabry laboratory panel.

5. Conclusions

TheDelphimethodwas used to obtain consensus on best practice on
a range of topics related to diagnosis and treatment of patientswith AFD
in Italy. The method is well known for its robustness in making highly
valid and unbiased consensus findings. The clinical recommendations
of the Delphi panel experts (Table 1) are summarized as follows:

1. AFD diagnosis should be suspected in individuals of both sexes who
show suggestive symptoms of AFD independently of the presence
of angiokeratoma, or renal or cardiac alterations at ultrasound exam-
ination. A biopsy of target organs to detect Gb3 deposits should be
performed to reach diagnosis in symptomatic women with no iden-
tified pathologicmutation. In asymptomatic patients with confirmed
molecular diagnosis, Gb3 may be tested in plasma and urine.

2. ERTmust be started in all women andmenwith persistent signs and
symptoms.

3. An infusion line with integral 0.2 μL filter should always be used for
the administration of ERT.

4. A pre-treatment blood sample should be taken and stored. In the case
of an adverse reaction to ERT, it will be tested for anti-agalsidase anti-
bodies, together with another blood sample taken at the time of the
reaction.

5. Premedication is recommended for agalsidase alfa therapy if the
patient has had previous reactions.

6. Follow-up of the AFD patient should include Holter monitoring,
microalbuminuria, abdominal echography and cardiac/brain MRI.

The results of this Delphi panel provide welcome guidance to
healthcare providers on best practice in the management of patients
with AFD. The outcomes of this Delphi panel show that some aspects
of diagnosis and overall management of AFD need to be improved and
should be addressed further.
symptoms of disease, and negative molecular analysis, a Gb3 biopsy is essential.
molecular analysis and no signs and symptoms, a less invasive option of detecting

ul.
be started when the patient has persistent signs and symptoms with or without

BP, HR, respiratory rate, SATO2) and temperature before the administration of ERT.
filter (for 0.2 μL intravenous infusion) is recommended.
e the first infusion is started, so that pre-treatment anti-agalsidase antibody levels
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Diagnosis of Fabry disease Consensus

1. In order to have a diagnostic suspect of Fabry disease
1 1.1 I think that the presence of angiokeratoma is essential Negative consensus (96%)
2 1.2 I think that abdominal echography is essential for the differential diagnosis with other renal diseases Negative consensus (94%)
3 1.3 I think it is essential to have a “renal” alteration at echocardiography Negative consensus (90%)
4 1.4 I think it is essential to have a target biopsy (i.e. skin, kidney) to show GB-3 deposits (in males) Negative consensus
5 1.5 I think it is essential to have a target biopsy (i.e. skin, kidney) to show GB-3 deposits, (in women) “when they present

subsequent signs and symptoms of disease and no pathologic mutation is identified and the molecular analysis is negative”
Negative consensus (91%)

When should the enzyme replacement therapy be started?
6 2.1 Always in patients of both sexes at diagnosis Negative consensus
7 2.2* Always in males, even if asymptomatic No consensus
8 2.3. Always in symptomatic females Positive consensus
9 2.4 Only if the parameters suggesting organ damage are altered Negative consensus (73%)

2.4rev Following discussion, the last question was rephrased as follows “Only when the disease involves heart, kidney and brain” Negative consensus
2.5 (added following discussion) When the patient has persistent signs and symptoms with or without organ damage Positive consensus
Management of ERT adverse reactions in Fabry patient
1. I always measure BP, HR, respiratory rate, SATO2 and temperature

10 1.1 Before the administration of ERT Positive consensus (92%)
11 1.2 After the administration of ERT Positive consensus (89%)

2. For the administration of agalsidase alfa
12 2.1 I should use an infusion line with integral filter (for 0.2 μl IV infusion) (first vote) Positive consensus (79%)

2.1 (after discussion with immunologists) I should use an infusion line with integral filter (for 0.2 μl IV infusion) Positive consensus (100%)
Management of adverse reactions
3.1 In case of mild to moderate reactions to agalsidase alfa infusion

13 3.1.1 I discontinue the infusion until regression of symptoms and then I start again at the same infusion rate Negative consensus (84%)
14 3.1.2 I discontinue the infusion until regression of symptoms and then I start again at a slower infusion rate Positive consensus (92%)
15 3.1.3 I reduce the rate without discontinuing the infusion Negative consensus (94%)
16 3.1.4 I discontinue the infusion Negative consensus (90%)

3.2 In case of severe adverse reactions to agalsidase alfa infusion
17 3.2.1 I discontinue the infusion until regression of symptoms and then I start again at the same infusion rate Negative consensus (97%)
18 3.2.2 I discontinue the infusion until regression of symptoms and then I start again at a slower infusion rate Negative consensus (87%)
19 3.2.3 I reduce the rate without discontinuing the infusion Negative consensus (98%)
20 3.2.4 I discontinue the infusion Positive consensus (100%)

Management of pre-medication in the treatment with agalsidase alfa
21 4.1 I think that anti-ERT antibodies should be determined
22 4.1.1* Before starting the treatment (2nd vote [1st vote no consensus 52%]) Positive consensus (95%)
23 4.1.2 In case of adverse reactions occurring during the infusion Positive consensus (86%)

Additional questions (added after final discussion) on management of pre-medication)
4.2 Before agalsidase alfa infusion

1 4.2.1 Pre-medication should always be done? Negative consensus
2 4.2.2 Only in patients who previously had an infusion reaction. Positive consensus
3 4.2.3 In case of adverse reaction, for the pre-medication I follow the same protocol that I follow for the other protein preparations. Positive consensus

Follow-up in Fabry patients
1.1 I think it is essential to perform a Holter monitoring to detect changes in heart rate variability

24 1.1.1 At diagnosis Positive consensus (83%)
25 1.1.2 At follow-up Positive consensus (95%)

1.2 I think it is indispensable to perform a cardiac magnetic resonance
26 1.2.1 At diagnosis Positive consensus (96%)
27 1.2.2 At follow-up Positive consensus (92%)

1.3 I think it is essential to assess microalbuminuria
28 1.3.1 At patient diagnosis Positive consensus (100%)
29 1.3.2 At patient follow-up Positive consensus (100%)

1.4 I think it is essential to assess cystatin C
30 1.4.1* At patient diagnosis No consensus
31 1.4.2* At patient follow-up No consensus

1.5 I think it is essential to perform an abdominal echography
32 1.5.1 At patient diagnosis Positive consensus (92%)
33 1.5.2 At patient follow-up Positive consensus (74%)

Neurological follow-up
1.6 I think it is essential to perform a brain magnetic resonance

34 1.6.1 At patient diagnosis Positive consensus (100%)
35 1.6.2 At patient follow-up Positive consensus (93%)

Consensus is 100% unless stated otherwise.
* No consensus achieved in the pre-meeting survey (1st vote).

Appendix A. Summary of all statements and responses
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Learning points

• AFD should be suspected in individuals who show symptoms of
disease regardless of the presence/absence of angiokeratoma, or
cardiac/renal alterations at ultrasound examination.

• In symptomatic women with negative molecular analysis, a biopsy to
detect Gb3 is required for diagnosis. In patients with positive
molecular analysis, but negative signs and symptoms of illness, plas-
ma and urine Gb3 can be assessed.

• ERTmust be started in all patientswith persistent signs and symptoms.
• An infusion linewith integral 0.2 μLfilter should be used for the admin-
istration of ERT.

• A pre-treatment blood sample should be taken and stored. In the case
of an adverse reaction to ERT, it will be tested for anti-agalsidase
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antibodies, togetherwith another sample taken at the time of the reac-
tion.

• Premedication is recommended for agalsidase alfa therapy if the
patient has had previous reactions.

• Holter cardiac monitoring, microalbuminuria and abdominal
ultrasound should be performed at 6- and 12-month follow-up, and
cardiac and brain MRI can be useful at 12-month follow-up.
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