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a1-Antitrypsin (AAT) deficiency is an underrecognized genetic con-
dition that affects approximately 1 in 2,000 to 1 in 5,000 individuals
and predisposes to liver disease and early-onset emphysema. AAT is
mainly produced in the liver and functions to protect the lung
against proteolytic damage (e.g., from neutrophil elastase). Among
the approximately 120 variant alleles described to date, the Z allele
is most commonly responsible for severe deficiency and disease.
Z-typeAATmolecules polymerizewithin the hepatocyte, precluding
secretion into thebloodandcausing lowserumAAT levels (z3–7mM
with normal serum levels of 20–53mM). A serumAAT level of 11mM
represents the protective threshold value below which the risk of
emphysema is believed to increase. In addition to the usual treat-
ments for emphysema, infusion of purified AAT from pooled human
plasma—so-called “augmentation therapy”—represents a specific
therapy for AAT deficiency and raises serum levels above the protec-
tive threshold. Although definitive evidence from randomized
controlled trials of augmentation therapy is lacking and therapy is
expensive, the available evidence suggests that this approach is safe
and can slow the decline of lung function and emphysema progres-
sion. Promising novel therapies are under active investigation.

a1-Antitrypsin (AAT) deficiency is a common but underrecog-
nized genetic condition that predisposes to chronic obstructive
pulmonary disease (COPD) and liver disease, especially cirrhosis
and hepatocellular carcinoma. This review considers the history
of AAT deficiency (AATD) as well as its epidemiology and de-
tection, pathophysiology, and genetics. Clinical manifestations,
including pulmonary and extrapulmonary features (e.g., liver dis-
ease, panniculitis, and vasculitis), are reviewed, followed by a dis-
cussion of diagnostic strategies, natural history, and treatment.
Because understanding of AATD can be clouded by unfamiliar
terms, a glossary of terms (see Table E1 in the online supple-
ment) that are used throughout this paper is provided.

HISTORY

Pasteur’s observation in 1854 that “Chance favors the prepared
mind” (1) frames the first description of AATD by Laurell and
Eriksson in 1963. In reviewing serum protein electrophoreses
submitted to his laboratory in Malmo, Sweden, Laurell noted
the absence of the band of a-1 protein in 5 of approximately
1,500 serum protein electrophoreses (SPEP) received over a
6-month period (2, 3). Further inquiry showed that three of

the five patients had emphysema at young ages (i.e., 35–44 yr
of age) and that one patient had a family history of emphysema,
thereby establishing the cardinal clinical features of AATD:
absence of a protein in the a-1 region of the SPEP, emphysema
with early onset, and a genetic predisposition (2, 3).

A second clinical landmark was the recognition of AATD-
associated cirrhosis by Sharp and colleagues in 1969. They de-
scribed cirrhosis in 10 children from six families, all with marked
decreases in the a-1 globulin on SPEP patterns and tryptic in-
hibitory capacity (4).

Since these defining descriptions less than 50 years ago, much
has been learned about AAT and AATD, including the full
structure of the protein; the mechanism of its binding to its major
substrate, neutrophil elastase; the mechanism of its intrahepatic
accumulation; and the main clinical manifestations and natural
history of AATD.However, major gaps in understanding persist,
including the precise mechanism and risk factors for liver dis-
ease, clarification of determinants of emphysema beyond ciga-
rette smoking and occupational risk, the role of genetic modifiers
of disease expression, and optimal therapy.

EPIDEMIOLOGY AND DETECTION

Two themes summarize the epidemiology of AATD: (1) AATD
is relatively common, and (2) AATD is underrecognized by
clinicians, which may cause significant adverse effects.

Estimates of the frequency of AATD have been developed
using indirect epidemiologic approaches and direct population-
based screening. The indirect approach uses published genetic ep-
idemiologic surveys to estimate the frequency of deficiency alleles
in a given population and extrapolates the prevalence of specific
deficiency phenotypes for the total population at risk by applying
the Hardy-Weinberg Equilibrium principle. For the United States
this approach estimates 33,088 PI*ZZ individuals (95% confidence
interval, 28,113–38,932) (5). Combining the results of two studies
by de Serres and colleagues, there are an estimated 173,430 indi-
viduals with PI*ZZ and 1,011,069 with PI*SZ in 94 countries that
encompass more than 75% of the world population (5, 6).

The alternative, direct approach for estimating the prevalence
of severe AATD is based on population-based screening studies
(7, 8). In the two largest such studies, the frequency of PI*Z
individuals was 122 of 200,000 screened newborns in Sweden,
or 1 of 1,639 (8) and 21 of 107,038 screened newborns in Oregon,
or 1 of 5,097 (7). Combining the results of the largest studies in he
United States (.10,000 screened) (7, 9, 10) yields a frequency
estimate of 1/4,455, suggesting that the number of PI*ZZ indi-
viduals in the United States (with a population of z310,000,000)
(11) is approximately 70,000.

Table E2 summarizes the results of available screening studies,
grouped by main language origin (7–10, 12–35). The PI*Z preva-
lence is higher in northern and western European countries,
whereas the PI*S prevalence is higher in southwestern European
countries (36). Isolated areas with lower genetic diversity and con-
fined populations, such as islands or alpine valleys, appear to have
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a higher prevalence of Z and S deficiency phenotypes (Table E2)
(33, 34).

The high prevalence of AATD prompts the question as to why
so few AAT-deficient patients have been detected. As one indica-
tion of underrecognition, fewer than 10,000 individuals in the
United States with severe AATD (of the estimated 33,000–
70,000) are currently receiving intravenous augmentation therapy.

Other studies confirm that individuals with severe AATD fre-
quently go unrecognized. For example, Silverman and colleagues
sampled 20,000 blood specimens donated to the St. Louis blood
bank, among which seven were from individuals with PI*ZZ
AATD (9). On the assumption that donating blood is unasso-
ciated with having severe AATD, this analysis suggested a prev-
alence of 700 PI*ZZ individuals in St. Louis. Yet, the
investigators’ attempt to account for all known PI*ZZ individ-
uals by contacting local physicians identified only 28 PI*ZZ
patients, suggesting that only a small minority (4%) of the
AATD individuals in St. Louis were medically recognized. Sim-
ilarly, in a survey of eight countries (Canada, Italy, Holland, New
Zealand, Australia, Spain, Sweden, and the United Kingdom),
Luisetti and Seersholm estimated that only 0.35% of the ex-
pected 305,009 PI*ZZ and PI*SZ individuals were detected (36).

Finally, that underrecognition occurs frequently has been
demonstrated in a survey of 300 self-reported PI*ZZ individuals
(37). When given a questionnaire addressing the number of
physicians seen for attributable symptoms and the time of onset
of AATD-related symptoms, the group reported a mean delay
between first symptom and initial AATD diagnosis of 7.2 (6 8.3)
years. Furthermore, 44% of these respondents reported seeing
at least three physicians with attributable symptoms before the
initial diagnosis of AATD was made (37). Later studies confirm
this long diagnostic delay and continuing underrecognition; two
separate 2003 surveys showed that the mean intervals between
first symptom and initial diagnosis were 8.3 6 6.9 years and
5.6 6 8.5 years, respectively (38, 39).

Because adverse sequelae of delayed diagnosis ofAATDmay
include slowed opportunities to offer specific counseling and
therapy as well as adverse psychosocial effects, expanded efforts
to enhance clinicians’ diagnostic recognition of AATD are war-
ranted and are ongoing worldwide. Most recently, when physi-
cian alerts to test for AATD in guideline-recommended at-risk
individuals were attached to hard copy of pulmonary function
reports or within the electronic medical record (40, 41), the
frequency of testing for AATD increased. Whether such strat-
egies enhance detection of affected individuals requires further
investigation, perhaps especially in settings where vigilance for
AATD has not already been heightened (42).

THE GENETICS OF AATD

AATD is inherited as an autosomal codominant condition for
which more than 120 alleles have been identified (Table E3)
(43). The responsible gene, SERPINA1, is located on the long
arm of chromosome 14 (14q31–32.3), where it spans 12.2 kb and
is organized into four coding (2–4, and 5) and three noncoding
(1a, 1b, and 1c) exons. Phenotypes are classified by a PI (for
protease inhibitor) coding system, in which the names of the
inherited alleles follow (usually letters to denote the migration
of the molecule in an isoelectric pH gradient from “A” for
anodal variants to “Z” for slower migrating variants; e.g.,
PI*MM for individuals homozygous for the normal “M” allele
and PI*ZZ for individuals homozygous for the Z allele). By
convention, the phenotype refers to the AAT protein expres-
sion, as demonstrated by isoelectric focusing, and the genotype
reflects the specific allelic combination (e.g., as demonstrated by
allele-specific amplification).

AAT variants are categorized into four groups (Table E3).
Common alleles are (1) normal variants, characterized by normal
serum AAT (20–53 mM, or z80–220 mg/dl by nephelometry)
and (2) deficient variants, characterized by serum levels of AAT
less than 20 mM and, for some alleles (e.g., Z), concomitant
decreased functional activity of the AAT molecule. The Z
allele, characterized by a single amino acid substitution of lysine
for glutamic acid at position 342, is the most common, account-
ing for approximately 95% of cases of clinically recognized
AATD. Rare alleles include (1) null variants, which are char-
acterized by absent circulating AAT due to transcriptional or
translational errors that interrupt protein synthesis, and (2)
dysfunctional variants, which are characterized by abnormal
function of AAT (e.g., with decreased binding to neutrophil
elastase, as in the F variant, or with thrombin inhibitory activity,
as in Pittsburgh variant) (Figure 1) (44).

In the context of this classification scheme, testing for
AATD often begins with determining the serum level of
AAT (e.g., most commonly performed by nephelometry). When
serum levels are low (i.e., ,100 mg/dl) or when pedigree anal-
ysis is needed to clarify familial patterns, phenotyping by iso-
lectric focusing or genotyping is commonly used. Genotyping
can be performed by allele-specific amplification (currently for
the S and Z alleles) or by extracting genomic DNA from circu-
lating mononuclear cells or from mouth swabs for direct analy-
sis. The presence of rare null alleles can be inferred from
genotyping but not from phenotyping by isoelectric focusing
because null alleles do not produce protein that can be identi-
fied by a band on the isoelectric focusing field. Many clinicians
advocate simultaneously assessing AAT serum levels and gen-
otyping, which is available through some commercial dried
blood spot kits and also in a free, confidential home-testing kit
(http://www.alpha-1foundation.org/alphas/?c¼02-Get-Tested).

Pathophysiology of AATD

AAT is the prototypic member of the serine protease inhibitor
(serpin) superfamily of proteins, which includes a-1 antichymo-
trypsin, C1 inhibitor, antithrombin, and neuroserpin (45). Con-
formational instability of the b-sheet structure of serpins
underlies their susceptibility to mutations and polymerization,
leading to the serpinopathies (46). These conditions may reflect
a gain-of-toxic-function defect (i.e., due to the accumulation of
protein), such as liver cirrhosis or dementia (with AAT and
neuroserpin, respectively), or a loss-of-function defect, such as
emphysema, angioedema, or thrombosis (with AAT, C1 inhib-
itor, and antithrombin, respectively) (Figure 1) (45). In the case
of PI*ZZ AATD, polymerization results in retention of aggre-
gates of AAT in hepatocytes, leading to liver cirrhosis. Also,
loss of the natural antiprotease screen against neutrophil
elastase (and other proteases), as well as the loss of the antiin-
flammatory effects of AAT, predispose to emphysema. The
proinflammatory effects of AATD have been proposed to con-
fer a survival advantage against infectious diseases in affected
individuals (47). Other studies have suggested that decreased
protease inhibition may increase fertility, ovulation, sperm mi-
gration, and twinning (48–50). For instance, compared with con-
trol subjects, higher frequencies of the S and Z alleles and of the
S allele have been observed in dizygotic twins and in mothers of
monozygotic twins, respectively (48). Enhanced defense against
infection and fertility may explain the persistently high fre-
quency of AAT gene mutations in certain countries.

Normal Physiology of AAT

AAT is mainly produced in the liver and reaches the lungs by
diffusion from the circulation (51) and by local production in
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macrophages and bronchial epithelial cells (52–55). Despite its
name, AAT reacts with neutrophil elastase much more avidly
than with trypsin (56) and provides greater than 90% of the
defense against the elastolytic burden in the lower airways posed
by neutrophil elastase, which is contained within the azurophilic
granules of neutrophils (57). Other neutrophil- and macrophage-
derived elastolytic enzymes have been implicated in the patho-
genesis of emphysema (e.g., matrix metalloproteinases 9 and 12)
(58).

Serpins have been likened to mousetraps complete with bait,
a loaded high-energy but unstable state, and a swinging arm. In
the specific case of AAT (Figure 1), the bait is a methionine
amino acid side chain in the reactive center of the serpin.
Docking of the neutrophil elastase on that residue cleaves
the reactive center, releases the AAT protein from its meta-
stable high energy state, and allows the cleaved reactive loop
to snap back, with the protease attached, to the opposite pole
of the molecule. Because that arm remains relatively short, it
distorts and inactivates the elastase molecule by squeezing it
on the other end of the AAT molecule (59). Although this
process is mutually suicidal to both molecules, there is nor-
mally an excess of AAT in the lung, thereby providing an
adequate protective screen against the elastolytic burden of
neutrophil elastase (60).

Mechanisms of Polymerization

Twomechanisms of polymerization have been proposed: so-called
“loop-sheet” polymerization (61–66) and “domain-swapping” po-
lymerization (67). According to the former model, in Z-type
AATD, the substitution of lysine for glutamic acid at position
342 widens the b-sheet A and allows polymerization, which links
the reactive loop of one AAT molecule to the b-sheet A of
another molecule in an irreversible process (Figure 1) (61–63).
Factors that encourage polymerization include increased temper-
ature and Z protein concentration (64) and decreased pH to ,6
or increased pH to .8 (61). Because polymerization within the
hepatocyte prevents its secretion, only about 15% of Z protein is
secreted into the plasma (53, 64).

Mechanism of Liver Disease

Polymers of Z-type protein have been identified on electron mi-
croscopy and stain as periodic acid-Schiff stain–positive, diastase-
resistant inclusions within the endoplasmic reticulum (ER) of
hepatocytes (64). Intracellular liver inclusions have been seen
with other AATD phenotypes characterized by polymer forma-
tion, including Siiyama (65) and Mmalton (66). Although most
PI*ZZ individuals appear to escape clinically evident liver dis-
ease and factors affecting clinical disease expression remain

Figure 1. Mechanism of inhibition of proteases by a-1

antitrypsin (AAT) and of polymerization in serpinopathies.

(A) Top: Docking of the protease to the reactive center

loop of AAT. Bottom: The protease has cleaved the reactive
center loop, releasing it from its metastable high-energy

state. The reactive loop swings with the protease in tow

into a more stable conformation within the main b sheet.

The process distorts and alters the structure of the prote-
ase. (B) Mutations of serpins can result in several diseases.

In the case of AAT deficiency caused by a Z mutation,

a substitution of lysine for glutamic acid at position 342
widens the b-sheet A. The gap in the b-sheet A can accept

its own loop to form a latent conformation or proceed to

polymerization in an irreversible process (from Ref. 188).
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incompletely understood, the available evidence suggests that
a lag in intracellular degradation of Z-type protein from the
ER is associated with clinical liver disease (68).

Retention of the polymers in theERmay be due to an impaired
interaction between Z-type protein and its molecular chaperone,
calnexin (69), perhaps involving calnexin phosphorylation (70).
Other mechanistic studies suggest that AAT accumulation is due
to a derangement of the unfolded protein response (71), perhaps
because the ordered polymeric structures are not recognized as
misfolded (72), and impaired autophagy (73).

Potential liver-directed treatment strategies targeting intra-
hepatocyte accumulation include the use of peptides and small
molecules to block polymerization (74, 75), chaperones to sta-
bilize monomeric proteins (76), and drugs to promote auto-
phagy as a means to clear the pathologic inclusions (77).

Mechanisms of Lung Disease

Emphysema in AATD has been ascribed to several pathogenetic
mechanisms, including protease–antiprotease imbalance, in-
flammation fueled by enhanced chemotaxis, and mechanical
damage, as reviewed below.

Protease–antiprotease imbalance. The protease–antiprotease
model posits an imbalance between the reduced AAT-protective
screen (due to retention of polymers in the endoplasmic reticu-
lum of liver cells) and the neutrophil elastase burden, causing
unchecked proteolytic activity that leads to emphysema. Ciga-
rette smoking and lung infections increase the elastase burden
and may further tip the elastase–antielastase balance toward
accelerated lung breakdown (78).

Inflammation fueled by enhanced chemotaxis. Enhanced re-
cruitment of neutrophils to the lung (e.g., by cytokines or
AAT polymers) can fuel inflammation in AATD. For example,
patients with AATD have increased release of leukotriene (LT)
B4 by alveolar macrophages (79–81), with levels that correlate
with exacerbation frequency (82) and decline with augmenta-
tion therapy (83). Binding of free neutrophil elastase to alveolar
macrophages causes their release of LTB4, which has been es-
timated to contribute about 47% of the neutrophil chemotactic
activity in the sputum of patients with COPD (81). Similarly,
human neutrophil peptide is neutralized by AAT, and elevated
bronchoalveolar concentrations in AATD are proinflammatory
(e.g., by releasing macrophage LTB4 synergistically with neu-
trophil elastase and IL-8) (84). IL-8, a ligand for CXCR1 (which
is a receptor expressed on the surface of neutrophils), has been
estimated to contribute about 31% of the neutrophil chemotac-
tic activity in the sputum of AATD individuals with COPD
(81).

Z-type AAT polymers, which may be produced within the
lung, also appear to fuel inflammation in AATD. Specifically,
Z-type polymers colocalize with neutrophils in the alveoli of
patients with AATD (85), are chemotactic for human neutro-
phils in in vitro studies (54, 85, 86), and stimulate myeloperox-
idase release and neutrophil adhesion (86). These findings help
explain the prominent interstitial neutrophilia seen in the lungs
of patients with Z-type AATD (85, 86) and, given the role of
neutrophils and neutrophil elastase in the pathogenesis of em-
physema, help to explain why lung disease in PI*ZZ AATD can
progress during augmentation therapy. For instance, augmenta-
tion reduces sputum elastase and LTB4 but does not significantly
reduce myeloperoxidase, which is a marker of neutrophil activity
(83). Also, in a mouse model, oxidation of Z-type AAT by cig-
arette smoking can promote polymerization within the lung (87).

Finally, in a murine model of emphysema, elastin fragments
have been found to drive chemotactic activity and monocyte re-
cruitment in response to cigarette smoke. In support of this

notion, use of a monoclonal antibody against elastin fragments
interrupts the chemotaxis (88).

Mechanical damage. Biomechanical stresses imposed by the
cyclic strain on the alveolar wall tissue may contribute to the de-
velopment and progression of emphysema (89). It has been
speculated that the persistently accelerated loss of FEV1 after
lung volume reduction surgery (e.g., up to 255 ml/yr) (90)
relates to the additional load of biomechanical stresses imposed
by expansion of the remaining lung tissue (89). Also, in a mouse
model, mechanical tissue strain is increased in lungs with low
levels of elastin and may worsen emphysema after experimental
cigarette smoke exposure (91).

In summary,althoughneutrophilelastaseappears tobethepri-
mary substrate of AAT, the reduction or absence of AAT
decreases binding of AAT to human neutrophil peptide and
IL-8. The release of human neutrophil peptide, neutrophil elas-
tase, and IL-8promotesa cascadeofevents that lead tounchecked
proteolyticbreakdown,compoundedbythemacrophageandneu-
trophil chemotactic effects of elastin fragments, LTB4, and IL-8.
Mechanical lung tissue strain may further accelerate the lung in-
jury. Inmost cases ofAATDassociatedwithpolymerization, lung
polymers also effect chemotaxis and provide amechanism of lung
injurythatwouldnotbeexpectedtorespondtoaugmentationther-
apy.Active smoking further compounds the elastolytic burden by
increasing neutrophils and neutrophil elastase and by promoting
polymerization.

Clinical Manifestations and Diagnosis

AATD can clearly predispose to lung disease (e.g., emphysema
and bronchiectasis) (92), liver disease (e.g., chronic hepatitis,
cirrhosis and hepatoma) (93, 94), and skin disease (i.e., panni-
culitis) (95) and is associated with vasculitis (especially anticy-
toplasmic antibody-positive vasculitis such as Wegener’s
granulomatosis [WG]) (96–98). Although other disease associ-
ations have been suggested, they are less well established (99),
including glomerulonephritis (100); celiac disease (101); lung,
colorectal, and bladder cancers (102); intracranial and intraab-
dominal aneurysms (103); fibromuscular dysplasia (104); and
pancreatitis (105).

Lung disease. Distinctive and suggestive features of the em-
physema associated with AATDmay include early onset (i.e., in
the fourth and fifth decades), panacinar pathology, and dispro-
portionate emphysematous involvement of the lung bases (vs.
the more apical distribution seen in usual, AAT-replete COPD)
(Figure 2) (92, 106, 107). Still, restricting testing for AATD to
circumstances in which “classic” features are present fosters
underrecognition (108) because most patients with AATD pres-
ent with more usual signs and symptoms of COPD. For exam-
ple, symptoms in the 1,129 participants in the NHLBI Registry
of Individuals with Severe Deficiency of AAT included dyspnea
(84%), usual cough (42%), usual phlegm (46%), and wheezing
with upper respiratory infections (76%) (109). In a series of 165
plain chest radiographs from PI*ZZ individuals, Gishen and
colleagues observed that 15% of the films were normal and that
only 20% demonstrated the distinctive pattern of emphysema
changes confined to the lung bases (107). Also, among 102
PI*ZZ individuals with evidence of emphysema on computed
tomography (CT), Parr and colleagues reported that 64% had
basal-predominant emphysema but that 36% had predomi-
nantly apical emphysema (110).

As in most patients with COPD (111), partial reversibility
of airflow obstruction is common in individuals with AATD; for
example, a significant reversible component (e.g., as indicated
by a 12% and 200-ml rise in the FEV1 or FVC postbronchodi-
lator) was evident in approximately 61% of NHLBI Registry
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participants tested with up to three serial spirometries (109). In
keeping with this high frequency of partial reversibility of airflow
obstruction, 35% of the NHLBI Registry participants reported
having asthma (109).

Evidence regarding the association of bronchiectasis with
AATD is mixed. Larsson originally observed bronchiectasis in
11.3% of 246 PI*ZZ individuals (112), whereas the NHLBI
Registry reported clinically evident bronchiectasis in only 2%
of 1,129 participants (113), and, in a case-control study, Cuvelier
and colleagues observed no excess frequency of AATD in
patients with bronchiectasis versus those without bronchiectasis
(114). In a series of 74 PI*Z individuals undergoing chest CT
scans, Parr and colleagues reported radiographic evidence of
bronchiectasis in 95%; 27% had “clinically significant” bronchi-
ectasis (115). In the context of the mixed results reported in the
literature, current recommendations are to test for AATD when
the cause of bronchiectasis remains unknown after consider-
ation of the usual etiologies (e.g., cystic fibrosis, hypogamma-
globulinemia, ciliary dysfunction, etc.) (116).

Liver disease. Liver disease, including hepatitis, cirrhosis, and
hepatoma, represents another clinical manifestation of AATD,
at least for individuals with phenotypes characterized by intra-
hepatocyte polymerization (e.g., with Z, Mmalton, and Siiyama

alleles) (4). Several studies have assessed the prevalence of liver
disease in individuals with AATD. Specifically, in the Swedish

population-based screening study of 200,000 newborns, 22
of the 120 PI*Z newborns (18%) had evidence of some liver
dysfunction over follow-up, including obstructive jaundice
(12%) and minor laboratory abnormalities (7%) (8). The risk
of developing cirrhosis among those with liver dysfunction was
estimated to be 50%; 25% died within the first decade of life,
and 2% developed cirrhosis later in childhood (94). Follow-up
of 70% of the Swedish PI*Z neonatal screenees at age 30
showed that 3 to 5% had elevated transaminases but that none
had clinically evident liver disease (117). In a second study in
which 246 PI*Z individuals were followed for up to 11 years,
Larsson observed liver disease in 12% (cirrhosis in 11.8%, neo-
natal hepatitis in 0.4%, and hepatoma in 3.3%) (112). Finally, in
an analysis of 38 postmortem examinations from among the 58
expected AATD decedents in Malmo, Sweden, Eriksson ob-
served cirrhosis in 34% (n ¼ 14). Cirrhosis had been suspected
in 64% (n ¼ 9) (118), and hepatocellular carcinoma was ob-
served in 34% of those with cirrhosis (118).

The strong association between the PI*ZZ phenotype and
liver disease has prompted the recommendation to test for
AATD in all individuals “with unexplained liver disease, in-
cluding neonates, children, and adults, especially the elderly”
(116).

Panniculitis. First described by Warter and colleagues in
1972 (119), the association of panniculitis with AATD has been
established on the basis of approximately 50 reported cases
(116, 120). However, panniculitis occurs infrequently, with an
estimated prevalence of approximately 1 per 1,000 AAT-
deficient individuals (109). The panniculitis is characterized by
painful, weepy cutaneous nodules that can sometimes necrose
(Figure 3). Panniculitis occurs at the site of trauma in one third
of individuals and may accompany several phenotypes, includ-
ing PI*ZZ (121), PI*SZ (122), PI*SS (123), and PI*MS (124).
Diagnosis often requires deep excisional biopsy, which shows
areas of fat necrosis interspersed among normal-appearing
areas. That the cause of panniculitis is unopposed proteolysis
is suggested by the finding of Z-type polymers in the skin of
a PI*ZZ patient with panniculitis (125) and by the dramatic
clinical response to intravenous augmentation therapy (126,
127). Prescribing augmentation therapy for panniculitis is an
off-label use. Furthermore, Blanco and colleagues reported that
higher-than-conventional doses of intravenous augmentation
therapy (i.e., up to 90 mg/kg) conferred benefit in refractory
AATD-related panniculitis (128).

Figure 2. Sections from a chest computed tomographic scan of a pa-
tient with PI*ZZ AATD, demonstrating the basilar distribution pattern.

The basal cut (A) shows more pronounced emphysematous change

than the more apical section of the lung (B).

Figure 3. Skin lesion of panniculitis associated with a-1 antitrypsin de-

ficiency. Note the necrotic weeping nature of the inflammatory cuta-
neous nodules.
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Vasculitis. An association between antiproteinase 3 (PR3)
antibody-positive vasculitis (i.e., usually c-ANCA positive)
and AATD was first reported in 1993 (129, 130) Since then,
several series have established an overrepresentation of
abnormal AAT phenotypes among individuals with anti-PR3
positive vasculitis. Specifically, prevalence estimates of the Z
allele among anti-PR3 positive individuals of 5.6 to 17.6% among
six series exceeds by 3- to 9-fold the frequency in normal indi-
viduals (116, 129). In a recent analysis of 433 patients with WG
compared with non-WG control subjects, the frequency of PI*ZZ
was 0.9% (vs. 0), and the frequency of PI*SZ was 0.5% (vs. 0);
the odds ratio for PI*ZZ, SZ, or SS was 14.58 (98). In a study of
patients with anti-PR3 positive vasculitis, the mortality rate was
increased in those who were heterozygous for the Z-allele
compared with non-PI*Z carriers (39 vs. 16%, respectively)
(131).

Concerning the association of vasculitis with different AATD
alleles, one study showed an increased frequency of the PI*Z but
not PI*S alleles in c-ANCA patients, whereas an increased fre-
quency of the PI*S allele was seen in p-ANCA patients with
a trend toward increased PI*Z allele frequency (132).

Although the specific pathogenesis of AATD-associated vas-
culitis remains poorly understood, four potential mechanisms
have been proposed: (1) AATD may prolong the half-life of
proteinase-3 because AAT is a major substrate for PR-3. The
increased immune exposure of PR-3 could prompt development
of PR-3 antibodies (132, 133). (2) Decreased AAT levels may
allow proteinase-3 that has been released by neutrophils to ef-
fect proteolytic vessel damage. (3) The polymerization of
Z-type AAT protein may prompt an autoimmune vasculitic
response. (4) Linkage disequilibrium may have promoted the
inheritance of important autoimmunity genes accompanying ab-
normal AAT phenotypes (132).

Overall, the strength of the association between c-ANCA–
positive vasculitis and AATD has prompted the recommenda-
tion that testing for AATD should be done in all adults with
c-ANCA–positive vasculitis (116). Phenotyping or genotypic
identification may be required because AAT is an acute phase
reactant (131, 132) and AAT levels could rise during active
vasculitis.

Natural History of Emphysema in AATD

Although the precise risk of developing emphysema in individ-
uals with severe AAT deficiency is incompletely understood and
it is clear that some PI*ZZ individuals may escape developing
emphysema, several studies suggest a high likelihood of devel-
oping emphysema. For example, Tobin and colleagues assessed
the risk of emphysema in PI*ZZ siblings of index cases and
found radiographically confirmed emphysema in 90% of
PI*ZZ smokers compared with 65% of nonsmokers (108).
Also, postmortem series from Sweden (60) and CT imaging
studies (110) suggested that only 14 to 20% of PI*Z homozy-
gotes were free of COPD.

Estimates of the annual rate of decline of FEV1 in PI*Z
homozygotes varies from 23 to 316 ml (Table 1) (134–146).
Important predictors of an increased rate of FEV1 decline in-
clude smoking status (i.e., current vs. ever vs. never), male sex,
age 30 to 44 years, FEV1 between 35 and 79% of predicted
value, decreased serum AAT level, and bronchodilator respon-
siveness (134, 136, 147). In one model, age, sex, pack-years of
smoking, bronchodilator responsiveness, chronic bronchitis
symptoms, and index case status accounted for 50% of the var-
iance in FEV1 (148). Single-nucleotide polymorphisms of IL-10
have also been associated with COPD in patients with severe
AAT deficiency (149). Occupational and environmental hazards
as may occur in firefighters (150) or with exposure to pollution,
including ozone and particulate matter less than 10 mm in di-
ameter (151), have also been associated with an accelerated rate
of lung function decline in AATD.

The most common cause of death in patients with AATD is
respiratory failure (accounting for 45–72% of deaths), followed
by liver cirrhosis (accounting for 10–13% of deaths) (112, 134,
152). Among PI*ZZ never smokers, emphysema accounted for
fewer deaths (45%) and cirrhosis more deaths (28%) than in
series including both smokers and nonsmokers (153). Also, how
individuals come to clinical attention affects prognosis. Asymp-
tomatic never-smoking PI*ZZ subjects ascertained as family
members of probands had no higher expected mortality than
normal subjects (154). In many available series, the observed
overall yearly mortality rate has been found to range from 1.7 to
3.5% (112, 134, 145, 152, 155). In the NHLBI Registry, factors

TABLE 1. RATE OF FEV1 DECLINE AMONG INDIVIDUALS WITH a-1 ANTITRYPSIN DEFICIENCY

Reference n Ever Smokers (%)

Months of

Follow-up*

FEV1 Slope (ml/yr)*

Overall Never Smokers Ex-smokers Current Smokers

Buist, 1983 (135)† 30 97 62 (36) 111 (102)

Buist, 1983 (135)‡ 41 83 74 (47) 104 (94)

Janus, 1985 (140) 21 67 72 (10)x 80 (38)x 61 (43)x 316 (80)x

Hutchison, 1987 (139) 82 66 (55) 44 (56) 67 (46)

Wu, 1988 (145) 80 58 71 61 (100) 81 (70) 61 (170)

Seersholm, 1995 (142) 161 89 86 (107) 52 (80) 132 (105)

Seersholm et al., 1997 k (143) 97 100 70 (41) 75 (60) (95% CI, 63–87)

NHLBI, 1998 (134) 927 79 52 (12–86)¶ 56 (4)x 67 (95% CI, 56–78) 55 (95% CI, 46–63) 109 (95% CI, 81–137)

Piitulainen, 1999 (141) 608 65 66 (12–372) ¶ 48 (79) 47 (95% CI, 41–53) 41 (95% CI, 36–48) 70 (95% CI, 58–82)

Dirksen, 1999 (137) 56 100 36** 59 (12)x

Wencker, 2001 (144) 96 88 48 (28) 49 (61)

Dawkins, 2009 (136) 101 82 36** 50 (7)

Dirksen, 2009 (138) 77 90 24** 23 (10)x

Tonelli, 2009 (146) 40 79 42 37 (12)x 38 (12.12)x 41 (22.47)x

* Values are mean (SD) unless otherwise indicated.
y United States patients.
z Swedish patients.
x Parentheses indicate SEM.
k Danish patients not on augmentation therapy,
¶ Median (range).

** Minimum follow-up.
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associated with increased mortality included older age, lower
education, lower FEV1% predicted, lung transplant, and not
receiving augmentation therapy (134). In another study, only
age and the CT assessment of proportion of emphysema were
found to predict respiratory and all-cause mortality (152).

Treatment of AATD

Treatment for individuals with COPD due to AATD should in-
clude the usual therapy for COPD (e.g., smoking cessation, pre-
ventive vaccinations, bronchodilators, supplemental oxygen
when indicated, rehabilitation, etc.) (156, 157), with the possible
exception of lung volume reduction surgery. In the small avail-
able series examining AAT-deficient individuals, lung volume
reduction surgery has generally conferred shorter-lived benefits
(158, 159) than has been observed in individuals with AAT-
replete COPD (160).

Beyond the usual treatment of COPD, specific treatment of
AATD is available and consists of the infusion of purified pooled
human plasma AAT, known as intravenous augmentation ther-
apy. The goal of augmentation therapy in AATD is to raise and
maintain serum AAT levels above the protective threshold
value. Six different preparations of purified AAT from pooled
human plasma are available in the United States, of which
two are modifications of earlier preparations (Table 2).

Two types of criteria—biochemical and clinical—have been
used to assess the efficacy of augmentation therapy. Biochemi-
cal efficacy criteria include: (1) Does the drug produce serum
levels that exceed the protective threshold value, ideally over
the entire interdose interval? and (2) Is the functional capacity
of the infused a-1 antiprotease preserved?

Criteria regarding the clinical efficacy and usefulness of aug-
mentation therapy include: (1) Does augmentation therapy slow
the rate of decline of lung function or the rate of emphysema
progression? (2) Does augmentation therapy enhance func-
tional status, ameliorate symptoms, or prolong life? (3) Is
augmentation therapy safe? and (4) Is augmentation therapy
cost-effective?

Biochemical efficacy criteria have formed the primary basis
for approval of all currently available products for augmentation
therapy in theUnited States. For example,Wewers and colleagues
showed that the infusion of 60mg/kg once weekly of purifiedAAT
derived from normal donors raised serum levels above the protec-
tive threshold of 11 mMover the entire dosing interval, along with
increases in the antielastase activity within the bronchoalveolar
lavage fluid of drug recipients (161). Studies of alternate dose
regimens, such as 120 mg/kg once every 2 weeks or 250 mg/kg
once a month, are less promising biochemically because serum
levels were maintained above the protective threshold for only
part of the 2- and 4-week interdose intervals, respectively (137,
162, 163).

Available studies of the clinical efficacy of augmentation ther-
apy (Table 3) represent various designs, including several ob-
servational cohort studies and two relatively small randomized
controlled clinical trials (83, 134, 137, 138, 143, 144, 146, 164–
166). Various outcome measures have been studied, including
the rate of FEV1 decline, change in lung density by CT, fre-
quency of exacerbations, and functional measures.

The largest observational cohort study, the NHLBI Registry
for Individuals with Severe Deficiency of AAT, evaluated 1,129
enrollees, of whom 747 received augmentation therapy at some
point over Registry follow-up (134). Augmentation therapy

TABLE 2. AVAILABLE PREPARATIONS OF PURIFIED a-1 ANTITRYPSIN IN THE UNITED STATES*

Drug Purification Method† Comments

Prolastin‡ Cold ethanol fractionation 25 mg/ml after reconstitution

PEG precipitation Infusion time of 30 min (min) for 60 mg/kg dose

Depth filtration Older preparation

Pasteurization

Prolastin-C‡ Cold ethanol fractionation Compared with Prolastin

PEG precipitation More concentrated (50 mg/ml) after reconstitution

Chromatography More purified

Depth filtration Infusion time of 15 min for 60 mg/kg dose

Solvent detergent purification

Nanofiltration

Aralastx Cold ethanol fractionation 20 mg/ml after reconstitution

PEG precipitation Infusion time of 37.5 min for 60 mg/kg dose

Zn Cl precipitation Older preparation

Chromatography

Solvent detergent purification

Nanofiltration

Aralast NPx Cold ethanol fractionation 20 mg/ml after reconstitution

PEG precipitation Infusion time of 37.5 min for 60 mg/kg dose

Zn Cl precipitation Compared with Aralast:

Chromatography Removal of most of C-terminal lysine (lys 394)

Solvent detergent purification

Nanofiltration

Zemairak Cold ethanol fractionation 50 mg/ml after reconstitution

Pasteurization Infusion time of 15 min for 60 mg/kg dose

Nanofiltration Room temperature storage and transport

Glassia¶ Cold ethanol fractionation 20 mg/ml comes as liquid formulation

Chromatography No reconstitution needed

Solvent detergent purification Infusion time of 60–80 min for 60 mg/kg dose

Nanofiltration

* Source for all preparations is pooled human plasma.
y Information obtained from package inserts.
z Talecris (Research Triangle Park, NC).
x Baxter (Deerfield, IL).
k CSL-Behring (Kankakee, IL).
¶ Kamada (Beit Kama, Israel).
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recipients showed a decreased mortality rate (relative risk of
death, 0.64; P ¼ 0.02) (134). Differences between augmentation
therapy recipients and nonrecipients in the rate of FEV1 decline
did not achieve statistical significance for the group overall.
Subgroup analysis in prespecified groups showed that FEV1

decline slowed significantly in augmentation therapy recipients
(by 27 ml/yr; P ¼ 0.03), with values of FEV1 between 35 and
49% predicted (134). As emphasized in available observational
reports (83, 134, 143, 144, 146, 164–166) (Table 3), cautious
interpretation of these results is warranted because of the risk
of bias when comparing outcomes of cohorts in observational
studies. At the same time, concordant results regarding slowed
rates of FEV1 decline in augmentation therapy recipients were
observed in other observational studies (143, 144, 167).

In the first of two randomized, double-blind, placebo-controlled
trials of augmentation therapy, Dirksen and colleagues randomly
allocated 56 PI*ZZ subjects to active treatment (250 mg/kg of
a French AAT augmentation therapy preparation administered
every 4 wk) or to a placebo control group that received monthly
albumin infusions (137). Over at least 3 years of follow-up, the
primary outcome of FEV1 decline showed no significant difference
between augmentation and placebo recipients, although a trend
toward slower loss of lung tissue (by CT scan) was observed in
augmentation therapy recipients (P ¼ 0.07) (137).

In the second randomized controlled trial, called EXACTLE
(EXacerbations And CT As Lung Endpoints), 77 PI*Z subjects
in three countries were allocated to once weekly augmentation
therapy (60 mg/kg) for 24 to 30 months versus an intravenous
albumin placebo. The primary outcome measure was the
change in lung density on CT as measured by the 15th percen-
tile for density using four different analytic methods (i.e., either
correcting for lung volume or not or using all scans versus only

the first and last). A significant P value (0.049) was achieved for
one of the four methods. No significant differences between
augmentation versus placebo recipients were observed regard-
ing overall exacerbation frequency, St. George Respiratory
Questionnaire ratings, or rates of decline of FEV1 or diffusing
capacity (138).

Pooled analyses and metaanalyses of augmentation therapy
have also tended to support efficacy while drawing inquiry
regarding the “poolability” of results from the two available
randomized trials. Notwithstanding the use of different augmen-
tation therapy preparations in the two trials, different dosing
frequencies, and including an hypothesis-generating study in
an outcome analysis, a pooled analysis of the two available
randomized controlled trials reported that augmentation ther-
apy was associated with a slowed rate of loss of lung density
(22.74 vs. 21.73 g/l/yr; P ¼ 0.006) but not with a slowed rate of
FEV1 loss (13 ml/yr; P ¼ 0.321) (168). A metaanalysis of five
studies and 1,509 total subjects showed that augmentation ther-
apy use conferred a 23% slower rate of FEV1 decline (13.4 ml/yr
difference; 95% CI, 1.5–25.3 ml/yr) than non-use and that the
effect was greatest in subjects with FEV1 30 to 65% predicted
(169). Finally, a Cochrane Database report suggested that aug-
mentation therapy lacked efficacy but has been challenged on
questions of poolability of the data, on the lack of independence
of the pooled data sets, and on a discordance between the study
analyses and stated conclusions in the report (170).

Overall, in the context that definitive data are not available
and that the metaanalyses have drawn debate, we believe the
biochemical evidence supporting augmentation therapy is clear
and that the evidence supports clinical efficacy (116) (Table 3).
In keeping with this view, available standards documents en-
dorsed by the Canadian Thoracic Society (171) and by a group

TABLE 3. AVAILABLE STUDIES ON CLINICAL EFFICACY OF AUGMENTATION THERAPY*

Reference Date Design Infusion Interval Main Results

Stone et al., 1995 (166) 1995 Observational cohort Monthly Urine desmosine level fell while on treatment.

Seersholm et al. 1997 (143) 1997 Observational cohort,

concurrent controls

Weekly In patients with FEV1 31–65% predicted,

augmentation slowed the decline of FEV1 by

21 ml/yr (P ¼ 0.04).

NHLBI Registry (134) 1998 Observational cohort,

concurrent controls

51% weekly In patients with FEV1 35–49% predicted,

augmentation slowed the decline of FEV1 by 27

ml/yr (P ¼ 0.03). In the whole group, the risk ratio

of death was 0.64 compared with nonrecipients

(P ¼ 0.02).

25% biweekly

22% monthly

Dirksen (137) 1999 Randomized

controlled trial

Every 28 d Loss of lung tissue (by CT densitometry) was 1.5

g/L/yr with augmentation and 2.6 g/L/yr with

placebo (P ¼ 0.07). FEV1 decline was not

significantly reduced.

Gottlieb (164) 2000 Descriptive Weekly Augmentation did not reduce elastin degradation

rate.

Lieberman (165) 2000 Observational

(web-based survey)

56% weekly The number of lung infections per year

decreased from 3–5 preaugmentation to 0–1

postaugmentation.

36% biweekly

7% monthly

Wencker (144) 2001 Observational (before-after) Weekly Rates of FEV1 decline pre- and postaugmentation

were 49.2 vs. 34.2 ml/yr, respectively (P ¼ 0.019).

Stockley (83) 2002 Descriptive Weekly Augmentation reduced sputum leukotriene B4.

Dirksen (138) 2009 Randomized controlled trial Weekly Using the first and last CT scans with covariates

adjustment, loss of lung tissue was 2.9 g/L with

augmentation therapy vs. 4.1 g/L in placebo

(P , 0.05).

Tonelli (146) 2009 Observational Weekly In augmentation therapy recipients, rate of FEV1
change was 110.6 1 21.4 ml/yr vs. 239.96 1 12.1

ml/yr in nonrecipients (P ¼ 0.05).

* Adapted with permission from Reference 187.
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of organizations, including the American Thoracic Society, the
European Respiratory Society, the American College of Chest
Physicians, and the American Association for Respiratory Care,
support the selected use of augmentation therapy (116). Specif-
ically, the latter 2003 international, evidence-based standards
document states, “Recognizing that support of efficacy comes
from concordant observational studies but not from a random-
ized controlled clinical trial, the Task Force recommends intra-
venous augmentation therapy for individuals with established
airflow obstruction from AATD. Evidence that augmentation
therapy confers benefit (e.g., slowed rate of FEV1 decline and
decreased mortality) is stronger for individuals with moderate
airflow obstruction (e.g., FEV1 35–60% predicted) than for
those with severe airflow obstruction. Augmentation therapy
is not currently recommended for individuals without emphy-
sema, and benefits in individuals with severe (e.g., FEV1 , 35%
predicted) or mild (e.g., FEV1 . 50–60% predicted) airflow
obstruction are less clear” (116).

The role of augmentation therapy for Z heterozygotes (e.g.,
PI*MZ and PI*SZ) has been the source of confusion for clinicians
and so merits comment. Augmentation therapy is not recommen-
ded for PI*MZ heterozygotes who may have COPD (172), based
on the absence of supportive evidence of efficacy for heterozy-
gotes and the fact that the target nadir serum levels of augmen-
tation therapy for PI*ZZ homozygotes is below the usual AAT
serum levels for PI*MZ individuals; PI*MZ heterozygotes rarely
have serum levels below the protective threshold value of 11 mM.
For PI*SZ heterozygotes, approximately 10% of such individuals
may have serum levels below 11 mM (173). Although no studies
specifically address the issue, symptomatic PI*SZ individuals with
COPD may be candidates for augmentation therapy.

Regarding the safety of augmentation therapy, available data
over more than 20 years of use suggest that the treatment is gen-
erally well tolerated (167, 174). In the first of two large studies
addressing this issue (Table 4), Wencker and colleagues re-
ported the experience of 443 augmentation therapy recipients,
of whom 65 experienced a total of 124 adverse events (167).
The most common adverse reactions were fever and chills

(17 patients), urticaria (18 patients), nausea and vomiting (21
patients), and fatigue (7 patients). No deaths or instances of
viral transmission (i.e., HIV or hepatitis) were observed (167).

In the second large study, among 747 augmentation therapy
recipients in the NHLBI Registry, 174 subjects reported 720 ad-
verse events, the most common of which were dyspnea (47%)
and dizziness/fainting (17%) (134). The overall incidence of
adverse events was very low (z 0.02 events per patient-
month) (174). Augmentation therapy recipients experienced
on average fewer than two adverse events over 5 years of con-
tinuous therapy. Also, no instance of hepatitis, HIV, or prion
disease transmission has been ascribed to intravenous augmen-
tation therapy (167, 174, 175).

In the context that augmentation therapy is expensive (i.e.,
with estimated 2011 average annual wholesale prices of
$93,000 to $120,000) (176), the question of cost-effectiveness
has been addressed by several studies (177–179). Methodologic
variation among these studies likely accounts for the substantial
difference in cost-effectiveness estimates (Table E4) (177–179).
In brief, available estimates of cost-effectiveness of intravenous
pooled human plasma AAT have been $28,000 to $128,000 for
the cost per year of life saved (179), $13,971 as the incremental
cost per year of life saved (177), and $207,841 to $312,511 per
quality-adjusted life-year, depending on whether augmentation
therapy was modeled to lifelong use or to be discontinued
when FEV1 fell below 35% predicted (178). All estimates of the
incremental cost-effectiveness ratios for augmentation therapy
exceed the conventional criterion for cost-effectiveness (i.e.,
$50,000 per quality-adjusted life-year), indicating the need for
more cost-effective treatment.

Future treatment prospects for AATD show promise along
many lines of investigation, including gene therapy by injecting
adeno-associated virus carrying the humanAAT gene (180, 181),
preparation of recombinant AAT, inhibiting intrahepatic poly-
merization of AAT (74, 75), promoting hepatic secretion of
AAT (76, 182), inhibiting of neutrophil elastase by small-
molecule inhibitors, prolonging the serum half-life of AAT
(e.g., by pegylation) (183), delivery of AAT by inhalation, and
dose-ranging studies of intravenous augmentation therapy. A
recent dose escalation trial of recombinant adeno-associated
virus expressing normal human AAT in nine PI*ZZ AAT–
deficient subjects showed that the highest expression was 200-
fold lower than the protective threshold value of 11 mM (184).
Murine studies with the autophagy-enhancing drugs carbamaz-
epine and rapamycin have shown a decreased load of Z-type AAT
and may prompt human studies to explore ways to lower the risk
of liver disease (185, 186). Results of a European study of inhaled
pooled human plasma AAT are awaited (www.clinicaltrials.gov).

In summary, AATD remains an important challenge for clini-
cians for which emerging treatments show great promise in the
future. Enhanced recognition is needed to avail affected individ-
uals of current and future treatment.

Author disclosures are available with the text of this article at www.atsjournals.org.

References

1. Strauss MB. Familiar medical quotations. Boston, MA: Little Brown &

Co; 1968.

2. Carrell RW. What we owe to alpha-1 antitrypsin and to Carl-Bertil

Laurell. COPD 2004;1:71–84.

3. Laurell C-B, Eriksson A. The electrophoretic alpha-1 globulin pattern

of serum in alpha-1 antitrypsin deficiency. Scand J Clin Lab Invest

1963;15:132–140.

4. Sharp HL, Bridges RA, Krivit W, Freier EF. Cirrhosis associated with

alpha-1 antitrypsin deficiency: a previously unrecognized inherited

disorder. J Lab Clin Med 1969;73:934–939.

TABLE 4. SUMMARY OF ADVERSE EXPERIENCES ASSOCIATED
WITH INTRAVENOUS AUGMENTATION THERAPY*

Study

Adverse Effect

Wencker et al.

(167) (n ¼ 443)

Stoller et al.

(174) (n ¼ 747)

Anaphylaxis 0.9%† 0%‡

Dyspnea 3.0% 8.5%

Wheezing NR 1.9%

Hypotension NR 0.3%

Headache NR 47.1%

Dizziness (fainting) NR 16.8%

Chills NR 7.5%

Fever 3.8% 7.4%

Rash NR 5.1%

Chest tightness NR 5.1%

Hives/itching 4.1% 3.2%

Tachycardia NR 2.8%

Moderate chest pain NR 2.2%

Emesis/nausea 4.7% 1.7%

Flushing NR 6.5%

Anxiety NR 4.4%

Mild pain NR 4.3%

Muscle cramps NR 3.8%

Fatigue 1.6% NR

Definition of abbreviation: NR ¼ not reported.

* Adapted with permission from Reference 187.
y Percentage of patients.
z Percentage of total of 720 adverse events.

254 AMERICAN JOURNAL OF RESPIRATORY AND CRITICAL CARE MEDICINE VOL 185 2012



5. De Serres FJ, Blanco I, Fernandez-Bustillo E. PI S and PI Z alpha-1

antitrypsin deficiency worldwide: a review of existing genetic epi-

demiological data. Monaldi Arch Chest Dis 2007;67:184–208.

6. De Serres FJ, Blanco I, Fernandez-Bustillo E. Estimates of PI*S and

PI*Z alpha-1 antitrypsin deficiency alleles prevalence in the Carib-

bean and North, Central and South America. Monaldi Arch Chest

Dis 2009;71:96–105.

7. O’Brien ML, Buist NR, Murphey WH. Neonatal screening for alpha-1

antitrypsin deficiency. J Pediatr 1978;92:1006–1010.

8. Sveger T. Liver disease in alpha-1 antitrypsin deficiency detected by

screening of 200,000 infants. N Engl J Med 1976;294:1316–1321.

9. Silverman EK, Miletich JP, Pierce JA, Sherman LA, Endicott SK,

Broze GJ Jr, Campbell EJ. Alpha-1 antitrypsin deficiency: high

prevalence in the St. Louis area determined by direct population

screening. Am Rev Respir Dis 1989;140:961–966.

10. Spence WC, Morris JE, Pass K, Murphy PD. Molecular confirmation of

alpha-1 antitrypsin genotypes in newborn dried blood specimens.

Biochem Med Metab Biol 1993;50:233–240.

11. Howden L, Meyer J. Age and sex composition: 2010. 2010 census briefs

[Internet]. C2010BR-03. c2011 [accessed July 12, 2011]. Available

from: http://www.census.gov/prod/cen2010/briefs/c2010br-09.pdf

12. Cavalli-Sforza LL, Piazza A, Menozzi P, Mountain J. Reconstruction of

human evolution: bringing together genetic, archaeological, and

linguistic data. Proc Natl Acad Sci USA 1988;85:6002–6006.

13. Dahl M, Tybjaerg-Hansen A, Lange P, Vestbo J, Nordestgaard BG.

Change in lung function and morbidity from chronic obstructive pul-

monary disease in alpha-1 antitrypsin MZ heterozygotes: a longitudi-

nal study of the general population. Ann Intern Med 2002;136:270–279.

14. Cook PJ. The genetics of alpha-1 antitrypsin: a family study in England

and Scotland. Ann Hum Genet 1975;38:275–287.

15. Dijkman JH, Penders TJ, Kramps JA, Sonderkamp HJ, van den Broek

WG, ter Haar BG. Epidemiology of alpha-1 antitrypsin deficiency in

the Netherlands. Hum Genet 1980;53:409–413.

16. Dykes DD, Miller SA, Polesky HF. Distribution of alpha-1 antitrypsin

variants in a US white population. Hum Hered 1984;34:308–310.

17. Evans HE, Bognacki NS, Perrott LM, Glass L. Prevalence of alpha-1

antitrypsin Pi types among newborn infants of different ethnic

backgrounds. J Pediatr 1977;90:621–624.

18. Goedde HW, Hirth L, Benkmann HG, Pellicer A, Pellicer T, Stahn M,

Singh S. Population genetic studies of serum protein polymorphisms

in four Spanish populations. II. Hum Hered 1973;23:135–146.

19. Harada S, Miyake K, Suzuki H, Oda T. New phenotypes of serum

alpha-1 antitrypsin in Japanese detected by gel slab isoelectric fo-

cusing. Hum Genet 1977;38:333–336.

20. Hoffmann JJ, van den Broek WG. Distribution of alpha-1 antitrypsin

phenotypes in two Dutch population groups.HumGenet 1976;32:43–48.

21. Kaczor MP, Sanak M, Libura-Twardowska M, Szczeklik A. The prev-

alence of alpha-1 antitrypsin deficiency in a representative pop-

ulation sample from Poland. Respir Med 2007;101:2520–2525.

22. Kaczor MP, Sanak M, Szczeklik A. Rapid and inexpensive detection of

alpha-1 antitrypsin deficiency-related alleles S and Z by a real-time

polymerase chain reaction suitable for a large-scale population-

based screening. J Mol Diagn 2007;9:99–104.

23. Kimpen J, Bosmans E, Raus J. Neonatal screening for alpha-1 anti-

trypsin deficiency. Eur J Pediatr 1988;148:86–88.

24. Klasen EC, D’Andrea F, Bernini LF. Phenotype and gene distribution

of alpha-1 antitrypsin in a North Italian population. Hum Hered

1978;28:474–478.

25. Lieberman J, Gaidulis L, Roberts L. Racial distribution of alpha-1 anti-

trypsin variants among junior high school students. AmRev Respir Dis

1976;114:1194–1198.

26. Massi G, Vecchio FM. Alpha-1 antitrypsin phenotypes in a group of

newborn infants in Somalia. Hum Genet 1977;38:265–269.

27. Morse JO, Lebowitz MD, Knudson RJ, Burrows B. Relation of pro-

tease inhibitor phenotypes to obstructive lung diseases in a commu-

nity. N Engl J Med 1977;296:1190–1194.

28. Saris NE, Nyman MA, Varpela E, Nevanlinna HR. Serum alpha-1

antitrypsin mass concentrations in a Finnish young male pop-

ulation. Scand J Clin Lab Invest 1972;29:249–252.

29. Vandeville D, Martin JP, Ropartz C. Alpha-1 antitrypsin polymorphism

of a Bantu population: description of a new allele PiL. Humangenetik

1974;21:33–38.

30. Webb DR, Hyde RW, Schwartz RH, Hall WJ, Condemi JJ, Townes PL.

Serum alpha-1 antitrypsin variants: prevalence and clinical spirom-

etry. Am Rev Respir Dis 1973;108:918–925.

31. Aljarallah B, Ali A, Dowaidar M, Settin A. Prevalence of alpha-1

antitrypsin gene mutations in Saudi Arabia. Saudi J Gastroenterol

2011;17:256–260.

32. Spinola C, Brehm A, Spinola H. Alpha-1 antitrypsin deficiency in the

Cape Verde islands (Northwest Africa): high prevalence in a sub-

Saharan population. Respir Med 2010;104:1069–1072.

33. Spinola C, Bruges-Armas J, Pereira C, Brehm A, Spinola H. Alpha-1

antitrypsin deficiency in Madeira (Portugal): the highest prevalence

in the world. Respir Med 2009;103:1498–1502.

34. Corda L, Medicina D, La Piana GE, Bertella E, Moretti G, Bianchi L,

Pinelli V, Savoldi G, Baiardi P, Facchetti F, et al. Population genetic

screening for alpha-1 antitrypsin deficiency in a high-prevalence

area. Respiration (In press)

35. Sveger T, Mazodier P. Alpha-1 antitrypsin screening of 18-year-old

men. Thorax 1979;34:397–400.

36. Luisetti M, Seersholm N. Alpha-1 antitrypsin deficiency: 1. Epidemi-

ology of alpha-1 antitrypsin deficiency. Thorax 2004;59:164–169.

37. Stoller JK, Smith P, Yang P, Spray J. Physical and social impact of

alpha-1 antitrypsin deficiency: results of a survey. Cleve Clin J Med

1994;61:461–467.

38. Campos MA, Sandhaus R. Quality of life among patients with alpha-1

antitrypsin deficiency on augmentation therapy. Am J Respir Crit

Care Med 2004;169:A517.

39. Stoller JK, Sandhaus RA, Turino G, Dickson R, Rodgers K, Strange C.

Delay in diagnosis of alpha-1 antitrypsin deficiency: a continuing

problem. Chest 2005;128:1989–1994.

40. Jain A, McCarthy K, Xu M, Stoller JK. Impact of a clinical decision

support system in an electronic health record to enhance detection of

alpha-1 antitrypsin deficiency. Chest 2011;140:198–204.

41. Rahaghi F, Ortega I, Rahaghi N, Oliveira E, Ramirez J, Smolley L,

Stoller JK. Physician alert suggesting alpha-1 antitrypsin deficiency

testing in pulmonary function test (PFT) results. COPD 2009;6:

26–30.

42. Campos M, Hagenlocker B, Martinez N, Lupena H, Caceres F, Gallo

De Moraes A, Sarmiento J, Salathe M. Impact of an electronic

medical record clinical reminder to improve detection of COPD and

alpha-1 antitrypsin deficiency in the Veterans Administration (VA)

system. Am J Respir Crit Care Med 2011;183:A5356.

43. DeMeo DL, Silverman EK. Alpha-1 antitrypsin deficiency: 2. Genetic

aspects of alpha-1 antitrypsin deficiency: phenotypes and genetic

modifiers of emphysema risk. Thorax 2004;59:259–264.

44. Owen MC, Brennan SO, Lewis JH, Carrell RW. Mutation of antitrypsin

to antithrombin: alpha-1 antitrypsin Pittsburgh (358 Met leads to Arg),

a fatal bleeding disorder. N Engl J Med 1983;309:694–698.

45. Ekeowa UI, Gooptu B, Belorgey D, Hagglof P, Karlsson-Li S, Miranda E,

Perez J, MacLeod I, Kroger H, Marciniak SJ, et al. Alpha-1 antitrypsin

deficiency, chronic obstructive pulmonary disease and the serpino-

pathies. Clin Sci (Lond) 2009;116:837–850.

46. Kopito RR, Ron D. Conformational disease. Nat Cell Biol 2000;2:

E207–E209.

47. Lomas DA. The selective advantage of alpha-1 antitrypsin deficiency.

Am J Respir Crit Care Med 2006;173:1072–1077.

48. Boomsma DI, Frants RR, Bank RA, Martin NG. Protease inhibitor

(Pi) locus, fertility and twinning. Hum Genet 1992;89:329–332.

49. Clark P, Martin NG. An excess of the Pi S allele in dizygotic twins and

their mothers. Hum Genet 1982;61:171–174.

50. Lieberman J, Borhani NO, Feinleib M. Alpha-1 antitrypsin deficiency

in twins and parents-of-twins. Clin Genet 1979;15:29–36.

51. Morrison HM, Afford SC, Stockley RA. Inhibitory capacity of alpha-1

antitrypsin in lung secretions: variability and the effect of drugs.

Thorax 1984;39:510–516.

52. Stecenko AA, Brigham KL. Gene therapy progress and prospects:

alpha-1 antitrypsin. Gene Ther 2003;10:95–99.

53. Lomas DA, Mahadeva R. Alpha-1 antitrypsin polymerization and the

serpinopathies: pathobiology and prospects for therapy. J Clin Invest

2002;110:1585–1590.

54. Mulgrew AT, Taggart CC, Lawless MW, Greene CM, Brantly ML, O’Neill

SJ, McElvaney NG. Z alpha-1 antitrypsin polymerizes in the lung and

acts as a neutrophil chemoattractant. Chest 2004;125:1952–1957.

Concise Clinical Review 255



55. Molmenti EP, Perlmutter DH, Rubin DC. Cell-specific expression of

alpha-1 antitrypsin in human intestinal epithelium. J Clin Invest

1993;92:2022–2034.

56. Beatty K, Bieth J, Travis J. Kinetics of association of serine proteinases

with native and oxidized alpha-1-proteinase inhibitor and alpha-1-

antichymotrypsin. J Biol Chem 1980;255:3931–3934.

57. Gadek JE, Crystal RG. Alpha-1 antitrypsin deficiency. In: Stanbury JB,

Wyngaarden JB, Frederickson DS, editors. The metabolic basis of

inherited disease. 5th ed. New York: McGraw-Hill; 1983. pp. 1450–1467.

58. Mahadeva R, Shapiro SD. Chronic obstructive pulmonary disease * 3:

experimental animal models of pulmonary emphysema. Thorax

2002;57:908–914.

59. Huntington JA, Read RJ, Carrell RW. Structure of a serpin-protease

complex shows inhibition by deformation. Nature 2000;407:923–926.

60. Eriksson S. A 30-year perspective on alpha-1 antitrypsin deficiency.

Chest 1996;110:237S–242S.

61. Dafforn TR, Mahadeva R, Elliott PR, Sivasothy P, Lomas DA. A ki-

netic mechanism for the polymerization of alpha-1 antitrypsin. J Biol

Chem 1999;274:9548–9555.

62. Devlin GL, Chow MK, Howlett GJ, Bottomley SP. Acid denaturation

of alpha-1 antitrypsin: characterization of a novel mechanism of

serpin polymerization. J Mol Biol 2002;324:859–870.

63. Sivasothy P, Dafforn TR, Gettins PG, Lomas DA. Pathogenic alpha-1

antitrypsin polymers are formed by reactive loop-beta-sheet A

linkage. J Biol Chem 2000;275:33663–33668.

64. Lomas DA, Evans DL, Finch JT, Carrell RW. The mechanism of Z

alpha-1 antitrypsin accumulation in the liver.Nature 1992;357:605–607.

65. Lomas DA, Finch JT, Seyama K, Nukiwa T, Carrell RW. Alpha-1

antitrypsin Siiyama (Ser53→Phe): further evidence for intracellular

loop-sheet polymerization. J Biol Chem 1993;268:15333–15335.

66. Lomas DA, Elliott PR, Sidhar SK, Foreman RC, Finch JT, Cox DW,

Whisstock JC, Carrell RW. Alpha-1 antitrypsin Mmalton (Phe52-

deleted) forms loop-sheet polymers in vivo: evidence for the C sheet

mechanism of polymerization. J Biol Chem 1995;270:16864–16870.

67. Whisstock JC, Silverman GA, Bird PI, Bottomley SP, Kaiserman D,

Luke CJ, Pak SC, Reichhart JM, Huntington JA. Serpins flex their

muscle: II Structural insights into target peptidase recognition, poly-

merization, and transport functions. J Biol Chem 2010;285:24307–

24312.

68. Wu SS, de Chadarevian JP, McPhaul L, Riley NE, van Leeuwen FW,

French SW. Coexpression and accumulation of ubiquitin 11 and ZZ

proteins in livers of children with alpha-1 antitrypsin deficiency.

Pediatr Dev Pathol 2002;5:293–298.

69. Qu D, Teckman JH, Omura S, Perlmutter DH. Degradation of a mutant

secretory protein, alpha-1 antitrypsin Z, in the endoplasmic reticulum

requires proteasome activity. J Biol Chem 1996;271:22791–22795.

70. Cameron PH, Chevet E, Pluquet O, Thomas DY, Bergeron JJ. Cal-

nexin phosphorylation attenuates the release of partially misfolded

alpha-1 antitrypsin to the secretory pathway. J Biol Chem 2009;284:

34570–34579.

71. Lawless MW, Greene CM, Mulgrew A, Taggart CC, O’Neill SJ,

McElvaney NG. Activation of endoplasmic reticulum-specific stress

responses associated with the conformational disease Z alpha-1

antitrypsin deficiency. J Immunol 2004;172:5722–5726.

72. Hidvegi T, Schmidt BZ, Hale P, Perlmutter DH. Accumulation of

mutant alpha-1 antitrypsin Z in the endoplasmic reticulum activates

caspases-4 and -12, NFkappaB, and BAP31 but not the unfolded

protein response. J Biol Chem 2005;280:39002–39015.

73. Perlmutter DH. Alpha-1 antitrypsin deficiency: importance of proteaso-

mal and autophagic degradative pathways in disposal of liver disease-

associated protein aggregates. Annu Rev Med 2011;62:333–345.

74. Parfrey H, Dafforn TR, Belorgey D, Lomas DA, Mahadeva R. Inhib-

iting polymerization: new therapeutic strategies for Z alpha-1

antitrypsin-related emphysema. Am J Respir Cell Mol Biol 2004;

31:133–139.

75. Zhou A, Stein PE, Huntington JA, Sivasothy P, Lomas DA, Carrell

RW. How small peptides block and reverse serpin polymerisation.

J Mol Biol 2004;342:931–941.

76. Burrows JA, Willis LK, Perlmutter DH. Chemical chaperones mediate

increased secretion of mutant alpha-1 antitrypsin (alpha-1 AT) Z:

a potential pharmacological strategy for prevention of liver injury

and emphysema in alpha-1 AT deficiency. Proc Natl Acad Sci USA

2000;97:1796–1801.

77. Marciniak SJ, Lomas DA. Alpha-1 antitrypsin deficiency and auto-

phagy. N Engl J Med 2010;363:1863–1864.

78. Janoff A. Elastases and emphysema: current assessment of the protease-

antiprotease hypothesis. Am Rev Respir Dis 1985;132:417–433.

79. Hill AT, Bayley DL, Campbell EJ, Hill SL, Stockley RA. Airways

inflammation in chronic bronchitis: the effects of smoking and alpha-

1 antitrypsin deficiency. Eur Respir J 2000;15:886–890.

80. Hubbard RC, Fells G, Gadek J, Pacholok S, Humes J, Crystal RG.

Neutrophil accumulation in the lung in alpha-1 antitrypsin defi-

ciency: spontaneous release of leukotriene B4 by alveolar macro-

phages. J Clin Invest 1991;88:891–897.

81. Woolhouse IS, Bayley DL, Stockley RA. Sputum chemotactic activity

in chronic obstructive pulmonary disease: effect of alpha-1 anti-

trypsin deficiency and the role of leukotriene B(4) and interleukin 8.

Thorax 2002;57:709–714.

82. Hill AT, Campbell EJ, Bayley DL, Hill SL, Stockley RA. Evidence for

excessive bronchial inflammation during an acute exacerbation of

chronic obstructive pulmonary disease in patients with alpha-1

antitrypsin deficiency (PiZ). Am J Respir Crit Care Med 1999;160:

1968–1975.

83. Stockley RA, Bayley DL, Unsal I, Dowson LJ. The effect of aug-

mentation therapy on bronchial inflammation in alpha-1 antitrypsin

deficiency. Am J Respir Crit Care Med 2002;165:1494–1498.

84. Spencer LT, Paone G, Krein PM, Rouhani FN, Rivera-Nieves J,

Brantly ML. Role of human neutrophil peptides in lung inflamma-

tion associated with alpha-1 antitrypsin deficiency. Am J Physiol

Lung Cell Mol Physiol 2004;286:L514–L520.

85. Mahadeva R, Atkinson C, Li Z, Stewart S, Janciauskiene S, Kelley DG,

Parmar J, Pitman R, Shapiro SD, Lomas DA. Polymers of Z alpha-1

antitrypsin co-localize with neutrophils in emphysematous alveoli

and are chemotactic in vivo. Am J Pathol 2005;166:377–386.

86. Parmar JS, Mahadeva R, Reed BJ, Farahi N, Cadwallader KA, Keogan

MT, Bilton D, Chilvers ER, Lomas DA. Polymers of alpha-1 antitrypsin

are chemotactic for human neutrophils: a new paradigm for the path-

ogenesis of emphysema. Am J Respir Cell Mol Biol 2002;26:723–730.

87. Alam S, Li Z, Janciauskiene S, Mahadeva R. Oxidation of Z alpha-1

antitrypsin by cigarette smoke induces polymerization: a novel mecha-

nism of early-onset emphysema.Am J Respir Cell Mol Biol 2100;45:261–

269.

88. Houghton AM, Quintero PA, Perkins DL, Kobayashi DK, Kelley DG,

Marconcini LA, Mecham RP, Senior RM, Shapiro SD. Elastin

fragments drive disease progression in a murine model of emphy-

sema. J Clin Invest 2006;116:753–759.

89. Suki B, Lutchen KR, Ingenito EP. On the progressive nature of em-

physema: roles of proteases, inflammation, and mechanical forces.

Am J Respir Crit Care Med 2003;168:516–521.

90. Gelb AF, McKenna RJ Jr, Brenner M, Epstein JD, Zamel N. Lung

function 5 yr after lung volume reduction surgery for emphysema.

Am J Respir Crit Care Med 2001;163:1562–1566.

91. Shifren A, Durmowicz AG, Knutsen RH, Hirano E, Mecham RP.

Elastin protein levels are a vital modifier affecting normal lung de-

velopment and susceptibility to emphysema. Am J Physiol Lung Cell

Mol Physiol 2007;292:L778–L787.

92. Tomashefski JF Jr, Crystal RG, Wiedemann HP, Mascha E, Stoller JK.

The bronchopulmonary pathology of alpha-1 antitrypsin (AAT)

deficiency: findings of the Death Review Committee of the national

registry for individuals with severe deficiency of alpha-1 antitrypsin.

Hum Pathol 2004;35:1452–1461.

93. Eriksson S, Carlson J, Velez R. Risk of cirrhosis and primary liver

cancer in alpha-1 antitrypsin deficiency. N Engl J Med 1986;314:736–

739.

94. Hussain M, Mieli-Vergani G, Mowat AP. Alpha-1 antitrypsin defi-

ciency and liver disease: clinical presentation, diagnosis and treat-

ment. J Inherit Metab Dis 1991;14:497–511.

95. McBean J, Sable A, Maude J, Robinson-Bostom L. Alpha-1 antitrypsin

deficiency panniculitis. Cutis 2003;71:205–209.

96. Elzouki AN, Segalmark M, Mazodier P, Eriksson S. Wegener’s gran-

ulomatosis in a patient with severe PiZZ alpha-1 antitrypsin defi-

ciency. QJM 1996;89:877.

256 AMERICAN JOURNAL OF RESPIRATORY AND CRITICAL CARE MEDICINE VOL 185 2012



97. Elzouki AN, Eriksson S, Lofberg R, Nassberger L, Wieslander J,

Lindgren S. The prevalence and clinical significance of alpha-1

antitrypsin deficiency (PiZ) and ANCA specificities (proteinase 3,

BPI) in patients with ulcerative colitis. Inflamm Bowel Dis 1999;5:

246–252.

98. Mahr AD, Edberg JC, Stone JH, Hoffman GS, St Clair EW, Specks U,

Dellaripa PF, Seo P, Spiera RF, Rouhani FN, et al. Alpha-antitrypsin

deficiency-related alleles Z and S and the risk of Wegener’s gran-

ulomatosis. Arthritis Rheum 2010;62:3760–3767.

99. Stoller JK, Aboussouan LS. Disease manifestations other than the lung

and the liver. In: Bals R, Kohnlein T, editors. Alpha-1 antitrypsin

deficiency. Stuttgart, Germany: Thieme; 2009. pp. 50–63.

100. Montanelli A, Mainardi E, Pini L, Corda L, Grassi V. Alpha-1 anti-

trypsin deficiency and nephropathy. Nephron 2002;90:114–115.

101. Pons RF, Casafont F, RodriguezdeLope C, SanMiguel G, Artinano E,

Cagigas J. Could alpha-1 antitrypsin deficiency have any role in the

development of celiac sprue after gastric operations? J Clin Gas-

troenterol 1986;8:559–561.

102. Sun Z, Yang P. Role of imbalance between neutrophil elastase and

alpha-1 antitrypsin in cancer development and progression. Lancet

Oncol 2004;5:182–190.

103. Elzouki AN, Ryden AA, Lanne T, Sonesson B, Eriksson S. Is there

a relationship between abdominal aortic aneurysms and alpha-1

antitrypsin deficiency (PiZ)? Eur J Vasc Endovasc Surg 1999;17:

149–154.

104. Bofinger A, Hawley C, Fisher P, Daunt N, Stowasser M, Gordon R.

Alpha-1 antitrypsin phenotypes in patients with renal arterial

fibromuscular dysplasia. J Hum Hypertens 2000;14:91–94.

105. Rabassa AA, Schwartz MR, Ertan A. Alpha-1 antitrypsin deficiency

and chronic pancreatitis. Dig Dis Sci 1995;40:1997–2001.

106. Brantly ML, Paul LD, Miller BH, Falk RT, Wu M, Crystal RG. Clinical

features and history of the destructive lung disease associated with

alpha-1 antitrypsin deficiency of adults with pulmonary symptoms.

Am Rev Respir Dis 1988;138:327–336.

107. Gishen P, Saunders AJ, Tobin MJ, Hutchison DC. Alpha-1 antitrypsin

deficiency: the radiological features of pulmonary emphysema in

subjects of Pi type Z and Pi type SZ: a survey by the British Thoracic

Association. Clin Radiol 1982;33:371–377.

108. Tobin MJ, Cook PJ, Hutchison DC. Alpha-1 antitrypsin deficiency: the

clinical and physiological features of pulmonary emphysema in

subjects homozygous for Pi type Z: a survey by the British Thoracic

Association. Br J Dis Chest 1983;77:14–27.

109. McElvaney NG, Stoller JK, Buist AS, Prakash UB, Brantly ML,

Schluchter MD, Crystal RD. Alpha-1 Antitrypsin Deficiency Reg-

istry Study Group. Baseline characteristics of enrollees in the Na-

tional Heart, Lung and Blood Institute Registry of alpha-1

antitrypsin deficiency. Chest 1997;111:394–403.

110. Parr DG, Stoel BC, Stolk J, Stockley RA. Pattern of emphysema dis-

tribution in alpha-1 antitrypsin deficiency influences lung function

impairment. Am J Respir Crit Care Med 2004;170:1172–1178.

111. Anthonisen NR, Wright EC. Bronchodilator response in chronic ob-

structive pulmonary disease. Am Rev Respir Dis 1986;133:814–819.

112. Larsson C. Natural history and life expectancy in severe alpha-1 anti-

trypsin deficiency, Pi Z. Acta Med Scand 1978;204:345–351.

113. Fallat RJ. Reactive airways disease and alpha-1 antitrypsin deficiency.

In: Crystal RG., editor. Alpha 1-antitrypsin deficiency: biology,

pathogenesis, clinical manifestations, therapy. New York: Marcel

Dekker; 1996. pp. 259–279.

114. Cuvelier A, Muir JF, Hellot MF, Benhamou D, Martin JP, Benichou J,

Sesboue R. Distribution of alpha-1 antitrypsin alleles in patients with

bronchiectasis. Chest 2000;117:415–419.

115. Parr DG, Guest PG, Reynolds JH, Dowson LJ, Stockley RA. Preva-

lence and impact of bronchiectasis in alpha-1 antitrypsin deficiency.

Am J Respir Crit Care Med 2007;176:1215–1221.

116. American Thoracic Society/European Respiratory Society Statement:

standards for the diagnosis and management of individuals with

alpha-1 antitrypsin deficiency. Am J Respir Crit Care Med 2003;168:

818–900.

117. Bernspang E, Carlson J, Piitulainen E. The liver in 30-year-old indi-

viduals with alpha-1 antitrypsin deficiency. Scand J Gastroenterol

2009;44:1349–1355.

118. Eriksson S. Alpha-1 antitrypsin deficiency and liver cirrhosis in adults:

an analysis of 35 Swedish autopsied cases. Acta Med Scand 1987;221:

461–467.

119. Warter J, Storck D, Grosshans E, Metais P, Kuntz JL, Klumpp T.

Weber-Christian syndrome associated with an alpha-1 antitrypsin

deficiency: familial investigation. Ann Med Interne (Paris) 1972;123:

877–882.

120. Stoller JK, Piliang M. Panniculitis in alpha-1 antitrypsin deficiency:

a review. Clin Pulm Med 2008;15:113–117.

121. Edmonds BK, Hodge JA, Rietschel RL. Alpha-1 antitrypsin deficiency-

associated panniculitis: case report and review of the literature.

Pediatr Dermatol 1991;8:296–299.

122. Chng WJ, Henderson CA. Suppurative panniculitis associated with

alpha-1 antitrypsin deficiency (PiSZ phenotype) treated with doxy-

cycline. Br J Dermatol 2001;144:1282–1283.

123. Pinto AR, Maciel LS, Carneiro F, Resende C, Chaves FC, Freitas AF.

Systemic nodular panniculitis in a patient with alpha-1 antitrypsin

deficiency (PiSS phenotype). Clin Exp Dermatol 1993;18:154–155.

124. Loche F, Tremeau-Martinage C, Laplanche G, Massip P, Bazex J.

Panniculitis revealing qualitative alpha-1 antitrypsine deficiency (MS

variant). Eur J Dermatol 1999;9:565–567.

125. Gross B, Grebe M, Wencker M, Stoller JK, Bjursten LM, Janciauskiene

S. New findings in PiZZ alpha-1 antitrypsin deficiency-related pan-

niculitis: demonstration of skin polymers and high dosing require-

ments of intravenous augmentation therapy. Dermatology 2009;218:

370–375.

126. Chowdhury MM, Williams EJ, Morris JS, Ferguson BJ, McGregor AD,

Hedges AR, Stamatakis JD, Pope FM. Severe panniculitis caused by

homozygous ZZ alpha-1 antitrypsin deficiency treated successfully

with human purified enzyme (Prolastin). Br J Dermatol 2002;147:

1258–1261.

127. O’Riordan K, Blei A, Rao MS, Abecassis M. Alpha-1 antitrypsin

deficiency-associated panniculitis: resolution with intravenous alpha-

1 antitrypsin administration and liver transplantation. Transplanta-

tion 1997;63:480–482.

128. Blanco I, Lara B, de Serres F. Efficacy of alpha-1 antitrypsin aug-

mentation therapy in conditions other than pulmonary emphysema.

Orphanet J Rare Dis 2011;6:14.

129. Esnault VL, Testa A, Audrain M, Roge C, Hamidou M, Barrier JH,

Sesboue R, Martin JP, Lesavre P. Alpha-1 antitrypsin genetic poly-

morphism in ANCA-positive systemic vasculitis. Kidney Int 1993;43:

1329–1332.

130. O’Donoghue DJ, Guickian M, Blundell G, Winney RJ. Alpha-1-

proteinase inhibitor and pulmonary haemorrhage in systemic vas-

culitis. Adv Exp Med Biol 1993;336:331–335.

131. Segelmark M, Elzouki AN, Wieslander J, Eriksson S. The PiZ gene of

alpha-1 antitrypsin as a determinant of outcome in PR3-ANCA-

positive vasculitis. Kidney Int 1995;48:844–850.

132. Griffith ME, Lovegrove JU, Gaskin G, Whitehouse DB, Pusey CD. C-

antineutrophil cytoplasmic antibody positivity in vasculitis patients is

associated with the Z allele of alpha-1 antitrypsin, and P-antineutrophil

cytoplasmic antibody positivity with the S allele. Nephrol Dial Trans-

plant 1996;11:438–443.

133. Esnault VL, Audrain MA, Sesboue R. Alpha-1 antitrypsin phenotyping

in ANCA-associated diseases: one of several arguments for protease/

antiprotease imbalance in systemic vasculitis. Exp Clin Immunogenet

1997;14:206–213.

134. The Alpha-1 Antitrypsin Deficiency Registry Study Group. Survival

and FEV1 decline in individuals with severe deficiency of alpha-1

antitrypsin. Am J Respir Crit Care Med 1998;158:49–59.

135. Buist AS, Burrows B, Eriksson S, Mittman C, Wu M. The natural

history of air-flow obstruction in PiZ emphysema: report of an

NHLBI workshop. Am Rev Respir Dis 1983;127:S43–S45.

136. Dawkins PA, Dawkins CL, Wood AM, Nightingale PG, Stockley

JA, Stockley RA. Rate of progression of lung function impair-

ment in alpha-1 antitrypsin deficiency. Eur Respir J 2009;33:1338–

1344.

137. Dirksen A, Dijkman JH, Madsen F, Stoel B, Hutchison DC, Ulrik CS,

Skovgaard LT, Kok-Jensen A, Rudolphus A, Seersholm N, et al. A

randomized clinical trial of alpha-1 antitrypsin augmentation ther-

apy. Am J Respir Crit Care Med 1999;160:1468–1472.

Concise Clinical Review 257



138. Dirksen A, Piitulainen E, Parr DG, Deng C, Wencker M, Shaker SB,

Stockley RA. Exploring the role of CT densitometry: a randomised

study of augmentation therapy in alpha-1 antitrypsin deficiency. Eur

Respir J 2009;33:1345–1353.

139. Hutchison DC, Tobin MJ, Cooper D. Longitudinal studies in alpha-1

antitrypsin deficiency: a survey by the British Thoracic Society. In:

Taylor JC, Mittman C, editors. Pulmonary emphysema and prote-

olysis. Orlanda, FL: Academic Press; 1987.

140. Janus ED, Phillips NT, Carrell RW. Smoking, lung function, and alpha-

1 antitrypsin deficiency. Lancet 1985;1:152–154.

141. Piitulainen E, Eriksson S. Decline in FEV1 related to smoking status in

individuals with severe alpha-1 antitrypsin deficiency (PiZZ). Eur

Respir J 1999;13:247–251.

142. Seersholm N, Kok-Jensen A, Dirksen A. Decline in FEV1 among

patients with severe hereditary alpha-1 antitrypsin deficiency type

PiZ. Am J Respir Crit Care Med 1995;152:1922–1925.

143. Seersholm N, Wencker M, Banik N, Viskum K, Dirksen A, Kok-Jensen

A, Konietzko N. Wissenschaftliche Arbeitsgemeinschaft zur Ther-

apie von Lungenerkrankungen (WATL) alpha1-AT Study Group.

Does alpha-1 antitrypsin augmentation therapy slow the annual

decline in FEV1 in patients with severe hereditary alpha-1 anti-

trypsin deficiency? Eur Respir J 1997;10:2260–2263.

144. Wencker M, Fuhrmann B, Banik N, Konietzko N. Longitudinal follow-up

of patients with alpha-1 protease inhibitor deficiency before and during

therapy with IV alpha(1)-protease inhibitor. Chest 2001;119:737–744.

145. WuMC, Eriksson S. Lung function, smoking and survival in severe alpha-

1 antitrypsin deficiency, PiZZ. J Clin Epidemiol 1988;41:1157–1165.

146. Tonelli AR, Rouhani F, Li N, Schreck P, Brantly ML. Alpha-1 anti-

trypsin augmentation therapy in deficient individuals enrolled in the

Alpha-1 Foundation DNA and Tissue Bank. Int J Chron Obstruct

Pulmon Dis 2009;4:443–452.

147. DeMeo DL, Sandhaus RA, Barker AF, Brantly ML, Eden E, McElvaney

NG, Rennard S, Burchard E, Stocks JM, Stoller JK, et al. Determi-

nants of airflow obstruction in severe alpha-1 antitrypsin deficiency.

Thorax 2007;62:806–813.

148. Castaldi PJ, DeMeo DL, Kent DM, Campbell EJ, Barker AF, Brantly

ML, Eden E, McElvaney NG, Rennard SI, Stocks JM, et al. De-

velopment of predictive models for airflow obstruction in alpha-1

antitrypsin deficiency. Am J Epidemiol 2009;170:1005–1013.

149. DeMeo DL, Campbell EJ, Barker AF, Brantly ML, Eden E,

McElvaney NG, Rennard SI, Sandhaus RA, Stocks JM, Stoller

JK, et al. IL10 polymorphisms are associated with airflow ob-

struction in severe alpha-1 antitrypsin deficiency. Am J Respir

Cell Mol Biol 2008;38:114–120.

150. Banauch GI, Brantly M, Izbicki G, Hall C, Shanske A, Chavko R,

Santhyadka G, Christodoulou V, Weiden MD, Prezant DJ. Accel-

erated spirometric decline in New York City firefighters with alpha-1

antitrypsin deficiency. Chest 2010;138:1116–1124.

151. Wood AM, Harrison RM, Semple S, Ayres JG, Stockley RA. Outdoor

air pollution is associated with rapid decline of lung function in

alpha-1 antitrypsin deficiency. Occup Environ Med 2010;67:556–561.

152. Dawkins PA, Dowson LJ, Guest PJ, Stockley RA. Predictors of mor-

tality in alpha-1 antitrypsin deficiency. Thorax 2003;58:1020–1026.

153. Tanash HA, Nilsson PM, Nilsson JA, Piitulainen E. Clinical course and

prognosis of never-smokers with severe alpha-1 antitrypsin defi-

ciency (PiZZ). Thorax 2008;63:1091–1095.

154. Tanash HA, Nilsson PM, Nilsson JA, Piitulainen E. Survival in severe

alpha-1 antitrypsin deficiency (PiZZ). Respir Res 2010;11:44.

155. Seersholm N, Dirksen A, Kok-Jensen A. Airways obstruction and two

year survival in patients with severe alpha-1 antitrypsin deficiency.

Eur Respir J 1994;7:1985–1987.

156. Stoller JK. Clinical practice: acute exacerbations of chronic obstructive

pulmonary disease. N Engl J Med 2002;346:988–994.

157. Sutherland ER, Cherniack RM. Management of chronic obstructive

pulmonary disease. N Engl J Med 2004;350:2689–2697.

158. Stoller JK, Gildea TR, Ries AL, Meli YM, Karafa MT. Lung volume

reduction surgery in patients with emphysema and alpha-1 anti-

trypsin deficiency. Ann Thorac Surg 2007;83:241–251.

159. Tutic M, Bloch KE, Lardinois D, Brack T, Russi EW, Weder W. Long-

term results after lung volume reduction surgery in patients with

alpha-1 antitrypsin deficiency. J Thorac Cardiovasc Surg 2004;128:

408–413.

160. Fishman A, Martinez F, Naunheim K, Piantadosi S, Wise R, Ries A,

Weinmann G, Wood DE. A randomized trial comparing lung-

volume-reduction surgery with medical therapy for severe emphy-

sema. N Engl J Med 2003;348:2059–2073.

161. Wewers MD, Casolaro MA, Sellers SE, Swayze SC, McPhaul KM,Wittes

JT, Crystal RG. Replacement therapy for alpha-1 antitrypsin defi-

ciency associated with emphysema.N Engl J Med 1987;316:1055–1062.

162. Barker AF, Iwata-Morgan I, Oveson L, Roussel R. Pharmacokinetic

study of alpha-1 antitrypsin infusion in alpha-1 antitrypsin deficiency.

Chest 1997;112:607–613.

163. Hubbard RC, Sellers S, Czerski D, Stephens L, Crystal RG. Bio-

chemical efficacy and safety of monthly augmentation therapy for

alpha-1 antitrypsin deficiency. JAMA 1988;260:1259–1264.

164. Gottlieb DJ, Luisetti M, Stone PJ, Allegra L, Cantey-Kiser JM, Grassi

C, Snider GL. The American-Italian AATD Study Group. Short-

term supplementation therapy does not affect elastin degradation

in severe alpha-1 antitrypsin deficiency. Am J Respir Crit Care Med

2000;162:2069–2072.

165. Lieberman J. Augmentation therapy reduces frequency of lung infec-

tions in antitrypsin deficiency: a new hypothesis with supporting

data. Chest 2000;118:1480–1485.

166. Stone PJ, Morris TA III. Franzblau C, Snider GL. Preliminary evidence

that augmentation therapy diminishes degradation of cross-linked elastin

in alpha-1 antitrypsin-deficient humans. Respiration 1995;62:76–79.

167. Wencker M, Banik N, Buhl R, Seidel R, Konietzko N. Wissenschaftliche

Arbeitsgemeinschaft zur Therapie von Lungenerkrankungen (WATL)-

alpha1-AT-study group. Long-term treatment of alpha-1 antitrypsin

deficiency-related pulmonary emphysema with human alpha-1 anti-

trypsin. Eur Respir J 1998;11:428–433.

168. Stockley RA, Parr DG, Piitulainen E, Stolk J, Stoel BC, Dirksen A.

Therapeutic efficacy of alpha-1 antitrypsin augmentation therapy on

the loss of lung tissue: an integrated analysis of 2 randomised clinical

trials using computed tomography densitometry. Respir Res 2010;11:

136.

169. Chapman KR, Stockley RA, Dawkins C, Wilkes MM, Navickis RJ.

Augmentation therapy for alpha-1 antitrypsin deficiency: a meta-

analysis. COPD 2009;6:177–184.

170. Gotzsche PC, Johansen HK. Intravenous alpha-1 antitrypsin augmenta-

tion therapy for treating patients with alpha-1 antitrypsin deficiency

and lung disease. Cochrane Database Syst Rev 2010;CD007851.

171. Abboud RT, Ford GT, Chapman KR. Alpha-1 antitrypsin deficiency:

a position statement of the Canadian Thoracic Society. Can Respir J

2001;8:81–88.

172. Sandhaus RA, Turino G, Stocks J, Strange C, Trapnell BC, Silverman

EK, Everett SE, Stoller JK. Alpha-1 antitrypsin augmentation

therapy for PI*MZ heterozygotes: a cautionary note. Chest 2008;134:

831–834.

173. Turino GM, Barker AF, Brantly ML, Cohen AB, Connelly RP, Crystal

RG, Eden E, Schluchter MD, Stoller JK. Alpha-1 Antitrypsin De-

ficiency Registry Study Group. Clinical features of individuals with

PI*SZ phenotype of alpha-1 antitrypsin deficiency. Am J Respir Crit

Care Med 1996;154:1718–1725.

174. Stoller JK, Fallat R, Schluchter MD, O’Brien RG, Connor JT, Gross N,

O’Neil K, Sandhaus R, Crystal RG. Augmentation therapy with

alpha-1 antitrypsin: patterns of use and adverse events. Chest 2003;

123:1425–1434.

175. Stoller JK, Rouhani F, Brantly M, Shahin S, Dweik RA, Stocks JM,

Clausen J, Campbell E, Norton F. Biochemical efficacy and safety of

a new pooled human plasma alpha-1 antitrypsin, Respitin. Chest

2002;122:66–74.

176. Book R. Pharmacy’s fundamental reference. Montvale, NJ: Thomson

Healthcare; 2010.

177. Alkins SA, O’Malley P. Should health-care systems pay for replace-

ment therapy in patients with alpha-1 antitrypsin deficiency?

a critical review and cost-effectiveness analysis. Chest 2000;117:

875–880.

178. Gildea TR, Shermock KM, Singer ME, Stoller JK. Cost-effectiveness

analysis of augmentation therapy for severe alpha-1 antitrypsin de-

ficiency. Am J Respir Crit Care Med 2003;167:1387–1392.

179. Hay JW, Robin ED. Cost-effectiveness of alpha-1 antitrypsin replace-

ment therapy in treatment of congenital chronic obstructive pul-

monary disease. Am J Public Health 1991;81:427–433.

258 AMERICAN JOURNAL OF RESPIRATORY AND CRITICAL CARE MEDICINE VOL 185 2012



180. Brantly ML, Chulay JD, Wang L, Mueller C, Humphries M, Spencer

LT, Rouhani F, Conlon TJ, Calcedo R, Betts MR, et al. Sustained

transgene expression despite T lymphocyte responses in a clinical

trial of rAAV1-AAT gene therapy. Proc Natl Acad Sci USA 2009;

106:16363–16368.

181. Flotte TR, Brantly ML, Spencer LT, Byrne BJ, Spencer CT, Baker

DJ, Humphries M. Phase I trial of intramuscular injection of

a recombinant adeno-associated virus alpha-1 antitrypsin (rAAV2-

CB-hAAT) gene vector to AAT-deficient adults. Hum Gene Ther

2004;15:93–128.

182. Marcus NY, Perlmutter DH. Glucosidase and mannosidase inhibitors

mediate increased secretion of mutant alpha-1 antitrypsin Z. J Biol

Chem 2000;275:1987–1992.

183. Cantin AM, Woods DE, Cloutier D, Dufour EK, Leduc R. Polyeth-

ylene glycol conjugation at Cys232 prolongs the half-life of alpha-1

proteinase inhibitor. Am J Respir Cell Mol Biol 2002;27:659–665.

184. Flotte Tr, Trapnell Bc, Humphries M, Carey B, Calcedo R, Rouhani F,

Campbell-Thompson M, Yachnis AT, Sandhaus RA, McElvaney NG,

et al. Phase 2 clinical trial of a recombinant adeno-associated virus vector

expressing alpha-1 antitrypsin: interim results.HumGene Ther (In press)

185. Kaushal S, Annamali M, Blomenkamp K, Rudnick D, Halloran D,

Brunt EM, Teckman JH. Rapamycin reduces intrahepatic alpha-1

antitrypsin mutant Z protein polymers and liver injury in a mouse

model. Exp Biol Med (Maywood) 2010;235:700–709.

186. Hidvegi T, Ewing M, Hale P, Dippold C, Beckett C, Kemp C, Maurice

N, Mukherjee A, Goldbach C, Watkins S, et al. An autophagy-

enhancing drug promotes degradation of mutant alpha-1 anti-

trypsin Z and reduces hepatic fibrosis. Science 2010;329:229–232.

187. Stoller JK, Aboussouan LS. Alpha-1 antitrypsin deficiency. Lancet

2005;365:2225–2236.

188. Carrell RW, Lomas DA. Alpha-1 antitrypsin deficiency: a model for

conformational diseases. N Engl J Med 2002;346:45–53.

Concise Clinical Review 259


