
Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=iamy20

Amyloid
The Journal of Protein Folding Disorders

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/iamy20

Characteristics of patients with autonomic
dysfunction in the Transthyretin Amyloidosis
Outcomes Survey (THAOS)

Fabio A. Barroso, Teresa Coelho, Angela Dispenzieri, Isabel Conceição,
Marcia Waddington-Cruz, Jonas Wixner, Mathew S. Maurer, Claudio Rapezzi,
Violaine Planté-Bordeneuve, Arnt V. Kristen, Alejandra González-Duarte,
Doug Chapman, Michelle Stewart, Leslie Amass & on behalf of the THAOS
investigators

To cite this article: Fabio A. Barroso, Teresa Coelho, Angela Dispenzieri, Isabel Conceição,
Marcia Waddington-Cruz, Jonas Wixner, Mathew S. Maurer, Claudio Rapezzi, Violaine Planté-
Bordeneuve, Arnt V. Kristen, Alejandra González-Duarte, Doug Chapman, Michelle Stewart, Leslie
Amass & on behalf of the THAOS investigators (2022) Characteristics of patients with autonomic
dysfunction in the Transthyretin Amyloidosis Outcomes Survey (THAOS), Amyloid, 29:3, 175-183,
DOI: 10.1080/13506129.2022.2043270

To link to this article:  https://doi.org/10.1080/13506129.2022.2043270

© 2022 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group.

Published online: 22 Apr 2022.

Submit your article to this journal Article views: 1332

View related articles View Crossmark data

https://www.tandfonline.com/action/journalInformation?journalCode=iamy20
https://www.tandfonline.com/loi/iamy20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/13506129.2022.2043270
https://doi.org/10.1080/13506129.2022.2043270
https://www.tandfonline.com/action/authorSubmission?journalCode=iamy20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=iamy20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/13506129.2022.2043270
https://www.tandfonline.com/doi/mlt/10.1080/13506129.2022.2043270
http://crossmark.crossref.org/dialog/?doi=10.1080/13506129.2022.2043270&domain=pdf&date_stamp=2022-04-22
http://crossmark.crossref.org/dialog/?doi=10.1080/13506129.2022.2043270&domain=pdf&date_stamp=2022-04-22


RESEARCH ARTICLE

Characteristics of patients with autonomic dysfunction in the Transthyretin
Amyloidosis Outcomes Survey (THAOS)

Fabio A. Barrosoa, Teresa Coelhob, Angela Dispenzieric , Isabel Conceiç~aod , Marcia Waddington-Cruze,
Jonas Wixnerf , Mathew S. Maurerg , Claudio Rapezzih,i, Violaine Plant�e-Bordeneuvej, Arnt V. Kristenk ,
Alejandra Gonz�alez-Duartel , Doug Chapmanm, Michelle Stewartn, Leslie Amassn, on behalf of the THAOS
investigators�
aInstitute for Neurological Research, FLENI, Buenos Aires, Argentina; bUnidade Corino Andrade, Hospital Santo Ant�onio, Centro Hospitalar
Universit�ario do Porto, Porto, Portugal; cDivision of Hematology, Mayo Clinic, Rochester, MN, USA; dHospital de Santa Maria–CHULN, FML
Universidade de Lisboa, Lisbon, Portugal; eCEPARM, University Hospital, Federal University of Rio de Janeiro, Rio de Janeiro, Brazil;
fDepartment of Public Health and Clinical Medicine, Umeå University, Umeå, Sweden; gColumbia University College of Physicians and
Surgeons, New York, NY, USA; hCardiological Center, University of Ferrara, Ferrara, Italy; iMaria Cecilia Hospital, GVM Care & Research,
Cotignola (RA), Italy; jDepartment of Neurology, East-Paris University, Hospital Henri Mondor, Assistance Publique Hopitaux de Paris,
INSERM U955 Team 10 “Biology of the Neuro-Muscular System”, Cr�etei, France; kDepartment of Cardiology, Angiology, and Respiratory
Medicine, Medical University of Heidelberg, Heidelberg, Germany; lInstituto Nacional De Ciencias Medicas y Nutricion Salvador Zubiran,
Mexico City, Mexico; mPfizer Inc, New York, NY, USA; nPfizer Inc, Groton, CT, USA

ABSTRACT
Background: Autonomic dysfunction is common in transthyretin amyloidosis (ATTR amyloidosis), but
its frequency, characteristics, and quality-of-life (QoL) impact are not well understood.
Methods: The Transthyretin Amyloidosis Outcomes Survey (THAOS) is an ongoing, global, longitudinal
survey of patients with ATTR amyloidosis, including patients with inherited (ATTRv) and wild-type
(ATTRwt) disease and asymptomatic patients with TTR mutations (ClinicalTrials.gov: NCT00628745). In a
descriptive analysis, characteristics and Norfolk QoL-DN total (TQoL) scores at enrolment were com-
pared in patients with vs without autonomic dysfunction (analysis cut-off: 1 August 2020).
Results: Autonomic dysfunction occurred in 1181/2922 (40.4%) symptomatic patients, and more com-
monly in ATTRv (1107/1181 [93.7%]) than ATTRwt (74/1181 [6.3%]) amyloidosis. Time (mean [SD]) from
ATTR amyloidosis symptom onset to first autonomic dysfunction symptom was shorter in ATTRv (3.4
[5.7] years) than ATTRwt disease (9.7 [10.4]). In ATTRv disease, patients with vs without autonomic
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dysfunction had worse QoL (TQoL, 47.3 [33.2] vs 16.1 [18.1]); in ATTRwt disease, those with vs without
autonomic dysfunction had similar QoL (23.0 [18.2] vs 19.9 [20.5]).
Conclusions: Autonomic dysfunction was more common and presented earlier in symptomatic ATTRv
than ATTRwt amyloidosis and adversely affected QoL in ATTRv disease. These THAOS findings may aid
clinicians in diagnosing and treating patients with ATTR amyloidosis.

Trial registration: ClinicalTrials.gov: NCT00628745

Abbreviations: ATTR amyloidosis: transthyretin amyloidosis; ATTRv amyloidosis: hereditary transthyre-
tin amyloidosis; ATTRwt amyloidosis: wild-type amyloidosis; auto dys: autonomic dysfunction; Norfolk
QoL-DN: Norfolk Quality of Life Questionnaire-Diabetic Neuropathy; QoL: quality of life; SD: standard
deviation; THAOS: Transthyretin Amyloidosis Outcomes Survey; TQoL: total quality of life score; TTR:
transthyretin.

Introduction

Transthyretin amyloidosis (ATTR amyloidosis) is a rare,
fatal, systemic disease caused by the deposition of amyloid
fibrils, composed of misfolded transthyretin monomers, in
the extracellular space of various organs and tissues [1,2].
ATTR amyloidosis is more prevalent than previously recog-
nised, but it continues to be a challenging disease to diag-
nose, with many symptoms mimicking those of other more
common disorders [3]. The availability of disease-modifying
therapies for ATTR amyloidosis, which may be most
effective in early-stage disease, reinforces the need for
increased awareness of initial disease symptoms and early
diagnosis [4].

The systemic deposition of variant (ATTRv) or wild-type
(ATTRwt) amyloidogenic transthyretin (TTR) results in
multisystem tissue damage with progressively debilitating
symptoms, including symptoms of autonomic nervous sys-
tem dysfunction [2]. Amyloid fibril deposits and circulating
TTR oligomers cause deterioration and loss of unmyelinated
and small-diameter myelinated nerve fibres, leading to auto-
nomic dysfunction that affects organ systems such as the
cardiovascular, gastrointestinal, and genitourinary systems
[2,5]. Cardiovascular autonomic dysfunction in ATTR amyl-
oidosis may result in symptoms such as orthostatic hypoten-
sion, syncope, dizziness, and blurred vision upon standing
[5], and autonomic denervation of the heart in this disease
is linked to cardiac arrhythmias and conduction defects [6].
Manifestations of gastrointestinal autonomic dysfunction in
patients with ATTR amyloidosis include early satiety, nau-
sea, vomiting, and severe diarrhoea and/or constipation,
which can lead to malnutrition, dehydration, and weight
loss, and ultimately to malabsorption and cachexia [7].
Common genitourinary symptoms suggestive of autonomic
involvement in ATTR amyloidosis are urinary retention,
incontinence, and sexual dysfunction [5].

Symptoms of autonomic dysfunction often present in the
early stages of ATTRv amyloidosis, preceding the onset of
sensory motor impairment, and have a substantial adverse
impact on patients’ quality of life (QoL) and survival [8–11].
Autonomic neuropathy is less common in ATTRwt amyl-
oidosis [12,13], but autonomic neurologic involvement man-
ifesting as orthostasis (defined as a reduction in systolic
blood pressure of >20mm Hg after supine-to-standing pos-
itional change in patients who are not significantly

dehydrated) was recently reported in 12% of patients in a
large ATTRwt amyloidosis cohort [14]. Although a well-rec-
ognised symptom of ATTR amyloidosis, autonomic dysfunc-
tion in this genotypically heterogeneous disease continues to
be poorly understood, and further characterisation
is needed.

The Transthyretin Amyloidosis Outcomes Survey
(THAOS) is an ongoing, global, longitudinal, observational
survey (ClinicalTrials.gov: NCT00628745) of patients with
ATTR amyloidosis, including both inherited and wild-type
disease, and asymptomatic gene carriers with TTR mutations
[15]. In this analysis of findings from THAOS, the occur-
rence of autonomic dysfunction was investigated in patients
with ATTR amyloidosis of different genotypes, and the
potential relationship between autonomic involvement and
patient clinical characteristics and QoL burden
was examined.

Methods

The complete methodology of THAOS, including the study
design, has been previously described in detail
(ClinicalTrials.gov: NCT00628745) [15]. THAOS patients’
demographic and clinical characteristics, QoL, TTR geno-
type, and family and medical histories were recorded at
enrolment, and clinical functions were regularly assessed at
subsequent visits. Additional information relevant to the
current analysis is summarised below.

Study population

THAOS patients who had ATTR amyloidosis with at least
one symptom rated by investigators as definitely related to
ATTRv or ATTRwt amyloidosis at enrolment were included
in this analysis (analysis cut-off date, 1 August 2020).
Patients were excluded if they had received a liver transplant
or participated in a clinical trial of, or received treatment
with, a disease-modifying agent for ATTR amyloidosis (i.e.
AG10, diflunisal, inotersen, patisiran, or tafamidis) at the
time of enrolment. Patients were evaluated as an overall
cohort and in the following subgroups based on TTR geno-
type at enrolment: ATTRv amyloidosis (all); Val30Met
[p.Val50Met] mutation; non-Val30Met mutations (excluding
cardiac mutations and ATTRwt amyloidosis); cardiac
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mutations (i.e. Val122lle [p.Val142lle], Thr60Ala
[p.Thr80Ala], Leu111Met [p.Leu131Met], and Ile68Leu
[p.Ile68Leu]); and ATTRwt amyloidosis (all).

Assessments and analysis

Demographic and clinical characteristics and QoL at enrol-
ment were compared in patients with and without auto-
nomic dysfunction. Patients with autonomic dysfunction
were identified as those having orthostatic hypotension or at
least one of the following symptoms recorded as definitely
related to ATTR amyloidosis: early satiety, nausea, vomiting,
constipation, alternating diarrhoea/constipation, diarrhoea,
urinary retention, fecal/urinary incontinence, erectile dys-
function, dry eye, dyshidrosis, or dizziness. Orthostatic
hypotension was defined as a decrease in systolic blood
pressure of at least 20mm Hg or a decrease in diastolic
blood pressure of at least 10mm Hg within 3min of stand-
ing. Patients who did not satisfy these autonomic symptom
criteria but had missing information for at least one symp-
tom were classified as having ‘unknown’ status.

The frequency of autonomic dysfunction symptoms was
analysed in each of the genotype subgroups described above,
in addition to early- and late-onset Val30Met subgroups.
The early-onset Val30Met subgroup included patients
�50 years of age at symptom onset, and the late-onset
Val30Met subgroup included patients >50 years of age at
symptom onset.

QoL was assessed using the Norfolk Quality of Life
Questionnaire-Diabetic Neuropathy (Norfolk QoL-DN)
[16,17]. The 35-item, self-administered Norfolk QoL-DN
comprises five domains (with higher scores denoting worse
QoL): physical functioning/large-fiber neuropathy (score
range, �4 to 56); activities of daily living (0–20); symptoms
(0–32); small-fiber neuropathy (0–16); and autonomic neur-
opathy (0–12). The total score (TQoL) ranges from �4 to
136, with a higher score indicating worse QoL impairment.

Ethical statement

All THAOS study sites received ethical or institutional
review board approval prior to patient enrolment and fol-
lowed the International Council for Harmonisation Good
Pharmacoepidemiology Practice guidelines and the princi-
ples of the Declaration of Helsinki. Each patient provided
written informed consent prior to study participation.

Results

A total of 2922 symptomatic patients with ATTR amyloid-
osis from 79 study sites across 22 countries were included
in this analysis. The proportion of men overall was higher
than that of women (73.5% [2147/2922] and 26.5% [775/
2922], respectively), and the proportion of patients with
ATTRv amyloidosis was higher than that of patients with
ATTRwt amyloidosis (66.5% [1943/2922] and 33.5% [979/
2922]). The majority of patients were enrolled at centres in
Europe/Middle East (55.1% [1611/2922]), with lower

proportions born in North America (33.6% [983/2922]),
South America (5.9% [173/2922]), and Asia (5.3%
[155/2922]).

Frequency of autonomic dysfunction

Autonomic dysfunction was present in 1181 of 2922 (40.4%)
patients in this THAOS analysis (Figure 1). Of these
patients, 1107 (93.7%) had ATTRv amyloidosis and 74
(6.3%) had ATTRwt amyloidosis. Among patients with
ATTRv disease who were not missing data, autonomic dys-
function was more common in the Val30Met subgroup
(735/863 [85.2%]) than in the non-Val30Met (290/365
[79.5%]) or cardiac mutation subgroups (82/103 [79.6%]).
In the Val30Met subgroup, autonomic symptoms were more
prevalent in patients with early-onset Val30Met ATTR
amyloidosis (424/735 [57.7%]) than in those with late-onset
Val30Met ATTR amyloidosis (311/735 [42.0%]).

The most common autonomic symptoms (i.e. those
occurring in �20% of patients with autonomic dysfunction
overall) occurred more frequently in patients with ATTRv
amyloidosis than in those with ATTRwt amyloidosis
(Figure 2). The only exception was early satiety, which was
more common in the ATTRwt amyloidosis group than in
the cardiac mutations group (but not more common than in
the early- or late-onset Val30Met or non-Val30Met groups).
The two most common autonomic symptoms in patients
with early-onset Val30Met ATTRv amyloidosis were erectile
dysfunction and early satiety, and in patients with late-onset
Val30Met, erectile dysfunction and diarrhoea/constipation.
In patients with non-Val30Met, and in patients with cardiac
mutations, erectile dysfunction and diarrhoea occurred most
frequently. In patients with ATTRwt amyloidosis, the most
commonly occurring autonomic symptoms were orthostatic
hypotension and erectile dysfunction.

Demographic and clinical characteristics

Across all subgroups, a higher proportion of patients with
autonomic dysfunction than without autonomic dysfunction
were male (Table 1). The age at enrolment was similar
between those with and without autonomic dysfunction
across these subgroups. In most genotype subgroups,
patients with autonomic dysfunction were younger at ATTR
amyloidosis symptom onset than those without. Patients
with autonomic dysfunction in the non-Val30Met group
were the exception, as they were older at symptom onset
than their counterparts without autonomic dysfunction.

With the exception of patients in the non-Val30Met
group, patients with autonomic dysfunction had symptoms
of ATTR amyloidosis for a longer period than those without
it and experienced a longer delay between the time of symp-
tom onset and diagnosis. More than twice as many patients
with Val30Met amyloidosis (40.6%) reported that autonomic
dysfunction was their first ATTR amyloidosis–related symp-
tom than patients with ATTRwt amyloidosis (11.4%). The
proportions of patients in the non-Val30Met and cardiac
mutations cohorts (32.6% and 25.2%, respectively) with
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Patients enrolled in THAOSa

N = 2922 

ATTRv amyloidosis
n = 1943 (66.5%) 

ATTRwt amyloidosis
n = 979 (33.5%) 

Val30Met
n = 1054 (54.2%) 

Non-Val30Metb

n = 554 (28.5%)
Cardiac mutationsc

n = 335 (17.2%)

With autonomic
dysfunction

n = 1107 (57.0%) 

Without autonomic
dysfunction

n = 224 (11.5%) 

Unknown
n = 612 (31.5%)

With autonomic
dysfunction
n = 74 (7.6%) 

Without autonomic
dysfunction
n = 84 (8.6%) 

Unknown
n = 821 (83.9%)

With autonomic
dysfunction

n = 290 (52.3%) 

Without autonomic
dysfunction

n = 75 (13.5%) 

With autonomic
dysfunction

n = 735 (69.7%) 

Without autonomic
dysfunction

n = 128 (12.1%) 

With autonomic
dysfunction

n = 82 (24.5%) 

Without autonomic
dysfunction
n = 21 (6.3%) 

Unknown
n = 189 (34.1%)

Unknown
n = 191 (18.1%)

Unknown
n = 232 (69.3%)

Early Val30Met
n = 424
(57.7%) 

Late Val30Met
n = 311
(42.3%) 

Figure 1. Study population. aAs of 1 August 2020. bExcludes cardiac mutations and wild-type. cVal122lle, Thr60Ala, Leu111Met, and Ile68Leu. ATTRv amyloidosis:
hereditary transthyretin amyloidosis; ATTRwt amyloidosis: wild-type transthyretin amyloidosis; THAOS: Transthyretin Amyloidosis Outcomes Survey.

0 20 40 60 80

Erectile dysfunctiond

Urinary retention

Nausea

Diarrhea/
constipation

Diarrhea

Constipation

Early satiety

Patients, %

Sy
m

pt
om

 o
f a

ut
on

om
ic

 d
ys

fu
nc

tio
n

Early-onset Val30Met

Late-onset Val30Met

Non-Val30Metb

Cardiac mutationsc

ATTRwt amyloidosis

43.6
24.1

27.9
17.1

18.9

25.2
28.9

23.4
19.5

14.9

27.1
19.6

29.0
29.3

10.8

34.9
29.6

25.9
20.7

9.5

29.2
15.8

18.6
14.6

9.5

34.0
19.0

13.8
7.3

4.1

67.6
54.5

49.7
41.4

19.4

n/N

185/424
75/311
81/290
14/82
14/74

107/424
90/311
68/290
16/82
11/74

115/424
61/311
84/290
24/82
8/74

148/424
92/311
75/290
17/82
7/74

124/424
49/311
54/290
12/82
7/74

144/424
59/311
40/290

6/82
3/74

169/250
116/213
93/187
24/58
13/67

Figure 2. Frequency of common symptomsa of autonomic dysfunction. aFrequency of �20% of patients across all subgroups. bExcludes cardiac mutations and
wild-type. cVal122lle, Thr60Ala, Leu111Met, and Ile68Leu. dIncludes only males. ATTRwt amyloidosis: wild-type transthyretin amyloidosis.
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autonomic dysfunction as their first ATTR amyloidosis–re-
lated symptom were also higher than that of patients in the
ATTRwt amyloidosis cohort.

Among the patients whose date of diagnosis was known,
22.8% received their diagnosis on or before the onset of
their first autonomic symptom and 77.2% received their
diagnosis after the onset of their first autonomic symptom.
Analysis by genotype also showed differences in the time
from the onset of ATTR amyloidosis symptoms to the onset
of the first autonomic symptom (Table 2). The time interval
(mean [SD]) between the onset of ATTR amyloidosis and
autonomic symptoms was shorter for patients with ATTRv
amyloidosis (3.4 years [5.7]) than for patients with ATTRwt
amyloidosis (9.7 years [10.4]). Patients with the Val30Met
variant had a shorter interval (2.5 years [4.5]) than patients
with non-Val30Met (4.8 years [7.3]) or cardiac mutations
(5.7 years [7.7]). This interval was also shorter in Val30Met
patients with early-onset (2.2 [4.6] years) vs late-onset
Val30Met (3.0 [4.2] years) amyloidosis (data not shown).
Smaller differences between the genotype subgroups were
seen in the time intervals from diagnosis to autonomic dys-
function onset and autonomic dysfunction onset
to diagnosis.

Quality of life burden

Among the patients with ATTRv amyloidosis, those with
autonomic dysfunction had consistently worse QoL than
those without autonomic dysfunction as assessed by the
Norfolk QoL-DN TQoL score and each domain score
(Figure 3). The greatest difference between patients in the
ATTRv amyloidosis group with and without autonomic dys-
function was observed in the physical functioning/large-fiber
domain. Smaller differences in TQoL and domain scores
were seen in patients with ATTRwt amyloidosis with and
without autonomic dysfunction.

Discussion

Autonomic dysfunction was common in symptomatic
patients enrolled in THAOS, particularly in patients with
ATTRv amyloidosis overall and in those with the
Val30Met genotype specifically. Across all genotypes in the
analysis, erectile dysfunction occurred most frequently, in
nearly two-thirds of symptomatic men, followed by early
satiety in approximately one-third of symptomatic patients,
and diarrhoea and/or constipation in approximately one-
quarter. The frequency of nearly all the most common
autonomic dysfunction symptoms was considerably higher
in the ATTRv amyloidosis subgroups than in the ATTRwt
amyloidosis subgroup. Autonomic dysfunction symptoms
presented much sooner after ATTR amyloidosis symptom
onset in patients with ATTRv amyloidosis, especially in
those with the Val30Met mutation (regardless of early or
late onset), than in those with ATTRwt amyloidosis.
Importantly, while QoL impairment was associated with
autonomic dysfunction in both hereditary and wild-type
genotypes, it was at least twice as severe in patients with Ta
bl
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ATTRv amyloidosis than in patients with ATTRwt amyl-
oidosis. Minimal difference was seen in Norfolk QoL-DN
TQoL score between patients with ATTRwt amyloidosis
with and without autonomic dysfunction. In this regard, it
should be noted that the Norfolk QoL-DN TQoL score is
designed to assess the impact of the neurological impair-
ments related to neuropathy on quality of life. Therefore,
it is not unexpected that patients with ATTRv amyloidosis,
who frequently present with a neuropathic or a mixed
neuropathic/cardiac phenotype, report higher Norfolk
QoL-DN TQoL scores than patients with ATTRwt amyl-
oidosis, who present with a cardiac phenotype. In add-
ition, the Norfolk QoL-DN TQoL score is based on
several items that assess neuropathic deficits related to
abnormalities in large nerve fibres, which mediate touch
and proprioception, as well as motor functions, and con-
tains fewer items related to the symptoms of autonomic
dysfunction, helping to explain the small difference
observed between ATTRwt amyloidosis with and without
autonomic dysfunction.

These findings from THAOS confirm previous reports
that autonomic dysfunction is a prevalent manifestation of
ATTRv amyloidosis that frequently presents early in the
course of the disease and has a substantial adverse impact
on patients’ QoL burden [8–12,17,18]. However, this
THAOS analysis provides a detailed description of the fre-
quency, onset, characteristics, and QoL burden of auto-
nomic manifestations of ATTR amyloidosis by genotype,
including ATTRv disease, with and without Val30Met
mutation (and the latter, with and without cardiac muta-
tions), and ATTRwt disease, which, to the authors’ know-
ledge, has not been reported previously.

Although the current THAOS analysis provides a greater
depth and breadth of information on autonomic dysfunction
in ATTR amyloidosis, the diverse cardiovascular, gastro-
intestinal, urinary, and sexual autonomic dysfunction symp-
toms present in patients with ATTRv amyloidosis overall
have been well documented previously [9,10,18,19]. In this
THAOS population, erectile dysfunction, early satiety, diar-
rhoea and/or constipation, nausea, and urinary retention
were the most common symptoms of autonomic

dysfunction across genotypes. While these symptoms can
occur at any age, several (e.g. erectile dysfunction, early sati-
ety, constipation, and urinary retention) are more common
in older adults in the general population. In an older patient
population, such as that included in this THAOS analysis, a
greater frequency of these autonomic abnormalities may
therefore be expected. However, in this analysis, patients
with autonomic dysfunction were defined as those with
autonomic dysfunction symptoms that investigators consid-
ered definitely related to ATTR amyloidosis. In addition, the
mean age of patients with ATTRv amyloidosis in this ana-
lysis (who comprised the vast majority of the THAOS popu-
lation analysed) was approximately 54 years.

Although the finding that symptoms of autonomic dys-
function have a major impact on QoL in patients with
ATTRv amyloidosis was not unexpected, the observation
that the impact in ATTRv amyloidosis was greatest on the
physical functioning/large-fiber domain score (not the auto-
nomic domain score) was surprising, given that autonomic
dysfunction is generally considered a manifestation of small-
fiber neuropathy [20]. This finding may be explained by the
longer average duration of disease observed in patients with
autonomic involvement in the ATTRv amyloidosis subgroup
(6.7 vs 5.4 years in patients without autonomic involve-
ment), as more advanced disease is associated with more
large-fiber involvement [5].

The current analysis has several strengths, including a
large and geographically diverse study sample of nearly 3000
symptomatic patients with ATTR amyloidosis from over 20
countries worldwide. The classification rule for the absence
of autonomic dysfunction was stringent and conservative,
requiring that patients have no missing data for any criteria.
If no defining criteria were present and any defining criteria
were missing, then autonomic function status was set to
missing. This approach avoids potential misclassification by
not assuming that a missing symptom must have
been negative.

Limitations of this analysis include the large amount of
missing data on autonomic dysfunction excluded from ana-
lysis due to the strict criteria used to define autonomic dys-
function. In addition, the older age of patients with

Table 2. Time intervals between symptom onset, autonomic dysfunction onset, and diagnosis in patients with ATTR amyloidosis by genotype.

Time interval

Time, years

ATTRv amyloidosis

All
(n¼ 1331)

Val30Met
(n¼ 863)

Non-Val30Meta

(n¼ 365)
Cardiac mutationsb

(n¼ 103)
ATTRwt amyloidosis

(n¼ 158)

ATTR amyloidosis symptom onset to first autonomic
dysfunction symptomc

3.4 (5.7) 2.5 (4.5) 4.8 (7.3) 5.7 (7.7) 9.7 (10.4)

Diagnosis to first autonomic dysfunction symptomd 1.8 (3.1) 1.7 (2.9) 2.3 (3.8) 1.0 (1.3) 1.1 (1.3)
First autonomic dysfunction symptom to diagnosise 2.8 (3.7) 2.5 (2.7) 3.1 (4.2) 3.8 (7.9) 2.9 (3.5)

All data are mean (SD).
ATTR amyloidosis: transthyretin amyloidosis; ATTRv amyloidosis: hereditary transthyretin amyloidosis; ATTRwt amyloidosis: wild-type transthyretin amyloidosis;
SD: standard deviation.
aExcludes cardiac mutations and wild-type.
bVal122lle, Thr60Ala, Leu111Met, and Ile68Leu.
cIn patients whose date of symptom onset is reported on or before the date of first autonomic dysfunction.
dIn patients whose date of diagnosis is reported on or before the date of first autonomic dysfunction.
eIn patients whose date of diagnosis is reported after the date of first autonomic dysfunction.
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ATTRwt amyloidosis in the current analysis may be consid-
ered a limitation, as the autonomic dysfunction symptoms
observed in these patients could have been attributable to

ageing rather than ATTR amyloidosis. For instance, the
prevalence of erectile dysfunction of moderate degree
increases with age, from 17% of men in their forties to 34%
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in their seventies. Furthermore, some disorders highly
prevalent in people of advanced age, like diabetes, arterial
hypertension, and heart disease, also increase the risk of suf-
fering erectile dysfunction [21]. The prevalence of chronic
idiopathic constipation in the general population is 14%,
being more common in women, older age, and individuals
with low socioeconomic status [22]. Finally, lower urinary
tract symptoms, such as urinary incontinency, urinary
urgency and retention, are reported by up to 35% of older
individuals living in the community and up to 50% of insti-
tutionalised individuals, increasing the difficulty of attribut-
ing these symptoms to a single cause [23].

However, as noted previously, only autonomic dysfunc-
tion symptoms defined by the investigator as definitely
related to ATTR amyloidosis were included in the analysis.
The higher prevalence of autonomic dysfunction in men is
likely due in part to the inclusion of ‘erectile dysfunction’ as
a defining symptom of the condition; sexual dysfunction in
women was not evaluated (as it is more difficult to assess),
introducing potential bias in the analysis. The symptoms
used to define autonomic dysfunction in this cohort, such
as erectile dysfunction, may have been caused by factors
unrelated to dysautonomia in some patients. Moreover,
some of the defining symptoms are difficult to classify; for
example, gastrointestinal symptoms may have been related
specifically to gastrointestinal amyloidosis rather than dam-
age to autonomic nerves.

In conclusion, THAOS offers a valuable data source and
important insights regarding the natural history of ATTR
amyloidosis, with the current analysis showing that auto-
nomic dysfunction is a common and debilitating manifest-
ation of the disease. Autonomic dysfunction often occurred
early in the disease course and substantially increased the
burden of the disease on patients. Improved recognition and
understanding of the clinical characteristics of autonomic
dysfunction in ATTR amyloidosis may help facilitate more
timely diagnosis and optimal disease management.
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