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Abstract
Hyperphosphatemic familial tumoral calcinosis (HFTC), secondary to fibroblast growth factor 23 (FGF23) gene mutation,
is a rare genetic disorder characterized by recurrent calcified masses. We describe young Lebanese cousins presenting
with HFTC, based on a retrospective chart review and a prospective case study. In addition, we present a comprehensive
review on the topic, based on a literature search conducted in PubMed and Google Scholar, in 2014 and updated in
December 2017. While the patients had the same previously reported FGF23 gene mutation (homozygous c.G367T
variant in exon 3 leading to a missense mutation), they presented with variable severity and age of disease onset (at
4 years in patient 1 and at 23 years in patient 2). A review of the literature revealed several potential patho-physiologic
pathways of HFTC clinical manifestations, some of which may be independent of hyperphosphatemia. Most available
treatment options aim at reducing serum phosphate level, by stimulating renal excretion or by inhibiting intestinal
absorption. HFTC is a challenging disease. While the available medical treatment has a limited and inconsistent effect
on disease symptomatology, surgical resection of calcified masses remains the last resort. Research is needed to determine
the safety and efficacy of FGF23 replacement or molecular therapy, targeting the specific genetic aberration.
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Hyperphosphatemic familial tumoral calcinosis is a rare genetic disorder characterized by recurrent calcified masses, in
addition to other visceral, skeletal, and vascular manifestations. It remains a very challenging disease.
Keywords Calcification . Familial tumoral calcinosis . Fibroblast growth factor 23 (FGF23) . Hyperphosphatemia

Introduction
Hyperphosphatemic familial tumoral calcinosis (HFTC)1 is a
rare group of genetic disorders, with shared clinical features. It
was first described in 1898 by the French dermatologist Giard
[1]. Initially reported in patients from African and Middle
Eastern countries, cases of European and American descent
were described thereafter [2–4]. The disorder is characterized
by hyperphosphatemia and recurrent ectopic periarticular calcifications, in addition to other visceral and vascular manifestations, in the absence of any inflammatory or neoplastic disorder
[5]. The disease is secondary to a mutation in the fibroblast
growth factor 23 (FGF23), GALNT3, or KLOTHO genes,
resulting in decreased FGF23 activity [3]. Since FGF23 plays
a significant role in conditioning renal phosphate excretion, a
decrease in its activity results in hyperphosphatemia. The latter
disturbance is, at least in part, responsible of HFTC clinical
manifestations. These symptoms may start as early as in the
first decade, even in the newborn period [6], or it can be delayed
until the third decade.

Objectives
The objectives of this study are to describe the presentation of
two first-degree cousins with HFTC, their prospective data in
response to therapy, and results of their genetic mutation analyses and provide a comprehensive overview on the pathophysiology of the disease, its manifestations, and a summary
of the available treatment options.

Methods
HFTC patient presentation
The two patients were self-referred to our clinics. We collected
clinical information and laboratory data from the patients,

reviewed their previous records, and performed a physical
examination at presentation. We obtained additional laboratory studies and scheduled follow-up visits as clinically
indicated. Imaging studies were performed at the
American University of Beirut–Medical Center (AUBMC)-Lebanon. Genetic studies were performed at our institution and FGF23 levels were measured at the National
Institutes of Health, Bethesda, Maryland. Patients and
family members provided written informed consent for
evaluation and mutation analysis. The evaluation and consent form were approved by the Institutional Review
Board at AUB-MC.

Imaging
A bone radiologist (NK) reviewed the radiographs on patient
1 and evaluated the characteristics of the periarticular lesions.
Bone mineral density (BMD) by dual x-ray absorptiometry
(DXA) in both patients was measured at the spine, hip, total
body, and soft tissue buttock mass (the latter on patient 1
only), on Hologic DXA machine Horizon A, V.13.5.3.1
(Hologic, Bedford, MA, USA). Z-scores were derived by
comparison of the patient’s BMD to an age-matched population, using a Caucasian database. The mean coefficient of
variation (CV) [standard deviation (SD)] of duplicate BMD
measurements was 0.385 (0.252) at the lumbar spine, 0.483
(0.232) at the total hip, 1.152 (0.822) at the femoral neck, and
0.386 (0.183) at the radius. The BMD of the right buttock soft
tissue mass was compared to that of the rib (a well-defined
trabecular bone area), to the radius (a cortical bone area), and
to the contralateral soft tissue region. We performed further
evaluation of the cardiovascular system in both patients by
multiple detector cardiac computed tomography for coronary
artery calcium score (ICT 256 Philips Amsterdam,
Netherlands), 2D-cardiac echocardiography (GE machine
Vivid E9), and carotid-femoral pulse wave velocity using
Sphymocor CvMS V9.

1

25(OH)D: 25-hydroxyvitamin D; 1;25(OH)2D: 1,25-dihydroxyviatmin D;
AUB-MC: American University of Beirut–Medical Center; BMD: bone mineral
density; CFGF23: C-terminal FGF23; CV: coefficient of variation; DXA: dual
X-ray absorptiometry; FGF23: fibroblast growth factor 23; GFR: glomerular
filtration rate; HFTC: hyperphosphatemic familial tumoral calcinosis; IL-1: interleukin–1; iFGF23: intact FGF23; NaPi2: type II sodium-dependent phosphate
co-transporters; MMP: metalloproteinases; ppGalNacT3: polypeptide N-acetylgalactosaminyl-transferase 3; RIA: radio-immunoassay; SD: standard deviation;
TRP: tubular reabsorption of phosphate; TmP: tubular maximum reabsorption
of phosphate; TRPV5: transient receptor potential vanilloid type 5 channel

Histopathology
Histopathology examination of resected calcified masses was
performed on both cases, using H&E staining. While the
slides from patient 1 were read at an outside institution
(Saint George Hospital), the slides from patient 2 (left elbow)
were reviewed at AUB-MC.
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FGF23 assay

Results

The intact FGF23 (iFGF23) and C-terminal FGF23 (CFGF23)
were measured at the Section on Skeletal Disorders and
Mineral Homeostasis, National Institute of Dental and
Craniofacial Research, National Institutes of Health,
Bethesda, MD, USA. This was done with second-generation
ELISA assays (Immutopics International, San Clemente, CA).
The iFGF23 assay measures only the intact protein while the
CFGF23 assay reflects both the intact and C-terminal fragments. Samples for the CFGF23 ELISA were diluted (1:4)
using sample diluent, as recommended by the kit manufacturer to assure that values were within the measurable range of
the assay.

Patient 1

PTH and vitamin D metabolite levels
PTH levels were measured at an outside lab using ECLIA/
Cobas 6000 Roche. Vitamin D metabolites were done at
AUB-MC using radio-immunoassay (RIA).

FGF23 mutation analysis
DNA sequencing had already been performed at Indiana
University, for one of the HFTC patients (patient 2) and
showed a homozygous c.G367T variant in exon 3 of
FGF23. We targeted this mutation during DNA sequencing
that was performed at AUB-MC for both patients and their
direct family members (parents and siblings). Specifically, the
following primers were used to amplify exon 3: 5′
AGGAGGAGCTGGGGAGTG 3′ (F) and 5′ CCCTGTCA
CCTTTCCCATC 3′ (R). The amplicons were resolved on a
1.2% agarose gel. PCR products were purified using the
Qiagen QIAEX II kit (Cat No./ID: 20021) as previously described [7] and then sequenced using the ABI3500 platform at
the American University of Beirut Molecular Core facilities.
The sequences were compared to the online databases (the
reference sequence ID for FGF23 is NM_020638).

Literature review
We initially conducted a literature search on PubMed and
Google Scholar in 2014 and then updated the search in
December 2017, without any time restriction. We used the
following terms: familial tumoral calcinosis, hyperostosis
hyperphosphatemic syndrome, calcinosis, FGF23,
hyperphosphatemia, and calcification. We identified additional articles by reviewing the citations of published articles on
the topic and included additional ones as available in the authors’ library.

A 26-year-old Lebanese woman presented for recurrent
masses at the elbow, shoulder, and hip joints. Her medical
history revealed that her symptoms started at the age of
23 years, when she had a right elbow mass that was resected.
At that time, she was discovered to have a high serum phosphate level, 6.9 mg/dL (2.4–4.1 mg/dL), with a maximum
level reported of 7.9 mg/dL. Four months later, she developed
painful debilitating left elbow and left hip masses that impaired her normal range of motion and required surgical removal. She was intermittently treated thereafter with acetazolamide and sevelamer (medication doses not reported by patient). Despite medical treatment, her phosphate level
remained above 6 mg/dL. Upon presentation to our institution,
she was complaining of a large right buttock and right elbow
masses. Her height was 171 cm, and her weight was 62 kg.
Physical examination revealed a 4 × 6 cm firm mass on the
extensor surface of the right elbow and a large right buttock
mass of 15 × 13 cm.
Other laboratory tests showed the following: creatinine
0.6 mg/dL (reference range 0.4–1.2 mg/dL), calcium
9.9 mg/dL (reference range 8.3–11 mg/dL), magnesium
2.1 mg/L (reference range 1.5–2.7 mg/L), PTH 19.5 pg/mL
(reference range 15–65 pg/mL), 25-hydroxyvitamin D
[25(OH)D] 28 ng/mL (reference range 20–80 ng/mL), and
1,25 dihydroxyvitamin D [1,25(OH)2D] 43 pg/mL (reference
range 20–46 pg/mL), inappropriately normal in the presence
of hyperphosphatemia. Twenty-four-hour urine studies
showed the following: volume 1450 mL, phosphate 0.28 g/
24 h (reference range 0.4–1.3 g/24 h), calcium 184 g/24 h
(reference range 100–321 mg/24 h), and creatinine 681 mg/
24 h (reference range 600–2000 mg/24 h). The creatininecorrected phosphate was 0.41 g/g creatinine and the
creatinine-corrected calcium was 0.27 g/g creatinine.
Calculated tubular maximum reabsorption of phosphate
(TmP) to glomerular filtration rate (GFR) was 7.15 mg/dL
(reference range 2.4–3.6 mg/dL) [8]. Tubular reabsorption of
phosphate (TRP) was estimated at 99%. A full workup for
endocrine, auto-immune, and infectious diseases, including
thyroid and parathyroid disorders, rheumatoid arthritis, ankylosing spondylitis, sarcoidosis, brucellosis, hepatitis, and parvovirus infection, was negative. Since her original visit at
AUB-MC, the patient was prescribed a low-phosphate diet
in consultation with the dietician and advised to take
sevelamer (1600 mg two times a day, then increased to three
times a day), probenecid (250 mg two times a day, then
increased to 500 mg twice a day), and acetazolamide
(250 mg twice a day), in an attempt to normalize the phosphate level. Her initial phosphate level was 6.7 mg/dL.

1990
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Periodic blood tests revealed a phosphate ranging between
5.1 and 6.2 mg/dL, and calcium X phosphate product ranging between 46 and 62 mg2/dL2 (normal calcium X phosphate product < 55 mg2/dL2). The patient had normal ambulation and was maintaining normal activities of daily
living.

mass showed a BMD of 0.762 g/cm2, which was close to
bone density at the right ribs 0.764 g/cm2 and right forearm 0.775 g/cm2. The left buttock soft tissue BMD was
0 g/cm2, indicating the absence of calcifications. The
right hip calcification-estimated weight, based on bone
mineral content (BMC) findings, was 0.45 kg.

Imaging findings

Radiographs Several radiographs of the affected joints
were obtained at different time intervals and revealed
large, periarticular, multilobulated, densely calcified soft
tissue masses of the left shoulder (Fig. 1a), bilateral hips
(Fig. 1b–d), and left elbow (Fig. 1e). Brachial artery calcifications were present at the left elbow region (Fig. 1e).
There were also interstitial calcifications at the level of
the right ankle (Fig. 1f). Intervertebral disc calcifications
were detected on spine radiographs (Fig. 1g). In addition,
extensive anterior rib cartilage calcifications and deformities in the posterior arch of ribs at the costo-vertebral

Bone mineral density findings Before resection of the right
buttock mass in 2014, BMD results were as follows:
right femoral neck 1.187 g/cm 2 (Z-score + 3.0); right
total hip 1.363 g/cm2 (Z-score + 3.5); left femoral neck
1.037 g/cm2 (Z-score + 1.7); left total hip 1.236 g/cm2
(Z-score + 2.4); lumbar spine (L1–L4) BMD 1.166 g/cm2
(Z-score + 1.1); left forearm 0.847 (Z-score + 2.7); and
total body 1.454 g/cm 2 (Z-score + 3.8); interestingly,
right buttock soft tissue BMD at the area of the enlarging

a

b

c

Fig. 1 Radiographs of FTC lesions in patient 1. a–c Radiographs were
obtained at different time points. Typical features of tumoral calcinosis
seen as periarticular, multilobulated calcified soft tissue lesions involving
the left shoulder (a), left hip (b), and the right hip (c) which were less dense
than the other lesions. d MRI of the right hip using short tau inversion
recovery sequence (STIR). The para-articular lesion shows dependent
low-signal intensity material in keeping with calcifications as well as
fluid signal components. Findings are in keeping with calcium and fluid
containing cystic spaces resulting in fluid-calcium levels (sedimentation
sign) (arrow). e Lateral radiograph of the left elbow showing a large
lobulated para-articular mass at the extensor surface of the elbow

d

(arrow). Also noted extensive brachial artery calcifications (arrowheads)
extending to its bifurcation. f Lateral radiograph of the right ankle. There
are thin subcutaneous interstitial calcifications (arrows) mainly at the
dorsal (extensor) aspect of the distal leg and ankle. g Lateral radiograph
of the dorso-lumbar spine showing multilevel intervertebral disc
calcifications (arrows). h Coronal reconstructed CT image of the chest
wall, obtained during the calcium score study, showing extensive
anterior rib cartilage calcifications. i Axial CT cut of the chest, obtained
during the calcium score study. There is deformity of the posterior arch of a
right rib at the costo-vertebral junctions (arrow). Note the calcifications of
the anterior rib cartilage (arrowhead)
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Fig. 1 (continued)

junctions were detected on CT chest images obtained during CT calcium score study (Fig. 1h, i).
CT calcium score 256 multidetector computed tomography
(MDCT) of the heart revealed a calcium score of zero. There
was a tiny rim of calcification in the mitral annulus but no
calcification in the aortic valve.
2D-echocardiography Echocardiography revealed normal systolic and diastolic function and absence of valvular disease.
Pulse wave velocity study Pulse wave velocity (carotidfemoral) [mean (SD)] was at the upper limit of normal, measured at 6.2 (0.6) m/s (normal range for age is 3–7.5 m/s).

Histopathologic findings
Right buttock mass revealed multiple large nodular foci of
amorphous calcified material bordered by an abundance of
macrophages and multinucleated giant cells. Elbow mass revealed a fibrous cystic wall lined by a rim of macrophages and
multinucleated giant cells around the calcified material.

Patient 2
A 14-year-old Lebanese girl with a history of a hard neck mass
that was surgically removed at 4 years of age presented to our
clinic for evaluation of recurrent calcified masses. Additional
history included a left elbow mass, which was resected twice

1992

at the age of 7. It was not until the age of 11 years that she was
discovered to have a high blood phosphate level of 8.5–
9.9 mg/dL (reference range 2.7–5.1 mg/dL). At the age of
13, she underwent resection of left ankle calcification followed by right wrist mass resection. Accordingly, over the course
of the 10 years, she underwent resection of five soft tissue
masses. Upon presentation to AUB-MC, she was symptomatic with a new left elbow lesion that was increasing in size. Her
height was 169 cm, and her weight was 56 kg. Physical exam
revealed a 5 × 7 cm hard mass at the extensor surface of the
left elbow. Laboratory evaluation revealed the following: creatinine 0.4 mg/dL (reference range 0.4–1.2) mg/dL, calcium
level 10 mg/dL (reference range 8.3–11 mg/dL), ionized calcium 1.3 mmol/L (reference range 1.18–1.3 mmol/L), magnesium 2.1 mg/L (reference range 1.6–2.5 mg/L), PTH 21 pg/
mL (reference range 15–65 pg/mL), 25(OH)D 16 ng/mL (reference range 20–80 ng/mL), and 1,25(OH)2D 54.5 pg/mL
(reference range 20–46 pg/mL). Urine studies were not obtained. She was treated with sevelamer and acetazolamide
(doses not reported by the patient). Since her original evaluation, she was placed on a low-phosphate diet, and an
escalating regimen that included sevelamer (1600 mg twice
daily, then three times per day), probenecid (250 mg twice
per day, increased to 500 mg twice per day), and aluminum
hydroxide (300 mg three times per day). She did not tolerate acetazolamide, which caused severe lower extremity
pain. She was taking aluminum hydroxide intermittently.
While on treatment, her phosphate results have fluctuated
with the lowest value achieved of 6.1 mg/dL. The calcium
X phosphate product ranged between 57 and 85 mg2/dL2
(normal calcium X phosphate product < 55 mg2/dL2).
The patient was non-adherent to medical therapy, in part
due to intolerance (as is the case with acetazolamide),
despite multiple attempts at modifying her regimen.
Compliance to a low-phosphate diet was not assessed
formally, as the patient was not following up regularly
with a dietician. The patient had normal ambulation and
was able to maintain normal activities in most of the days,
but occasionally, she suffered from severe acute exacerbations, for few days, during which she was not able to maintain
her regular activities.
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patient’s age (Fig. 2a). The CT also showed symmetrical
deformity of the posterior arches of the ribs at the costovertebral junctions (Fig. 2b), as well as intervertebral disc
calcifications (Fig. 2c).
2D-echocardiography The study revealed normal systolic and
diastolic function and absence of valvular disease.
Pulse wave velocity study Pulse wave velocity (carotidfemoral) [mean (SD)] was normal measured at 4.6 (0.4) m/s
(normal range for her age is not available, normal range for the
age of 20 years 3.5–7.5 m/s).
Histopathology of the resected left elbow lesion
Granular calcium deposits associated with epithelioid histiocytes and multinucleated giant cells were identified as shown
in Fig. 3.

Mutation analyses on HFTC patients and their family
members
The family pedigree is shown in Fig. 4. The patients were
first-degree cousins and both their mothers and fathers were
respective siblings (two sisters marrying two brothers from
another family, and the two families, to the best of our knowledge, are not consanguineous). DNA Sanger sequencing analysis of the FGF23 coding exons revealed a homozygous
c.G367T variant in exon 3 leading to a p.G123W amino acid
missense mutation in both affected probands (Fig. 5). This
variant was previously reported in a Caucasian female with
tumoral calcinosis [9] . Both parents are heterozygous while
siblings have either a normal genotype or a heterozygous genotype for the c.G367T variant. This variant is not found in
the whole exome and genome databases (GnomAD), and the
p.G123W missense mutation is predicted to be probably damaging with a score of 1.00 according to the Polyphen 2 in
silico prediction software [10].
Both parents and siblings in the two families, with the
exception of the two patients, are reported to be asymptomatic, and no laboratory data, other than genetic studies, is available on any of them at this point.

Imaging findings
Bone mineral density findings Left femoral neck BMD of
0.659 g/cm 2 (Z-score − 1.7), left total hip BMD of
0.706 g/cm2 (Z-score − 1.9), and a total body BMD of
1.029 (Z-score + 0.2).
CT calcium score 256 MDCT of the heart revealed a calcium
score of zero. CT images of the chest wall showed extensive anterior rib cartilage calcifications, unusual for the

iFGF23 and CFGF23 measurement on HFTC patients
and their carrier family members
CFGF23 levels were elevated in both patients, reaching 5.5
times the upper limit of normal in patient 1 and 9 times the
upper limit of normal in patient 2 (Table 1). CFGF23 levels
were within the normal range in all other relatives, except for
the father of patient 2, in whom the level was 1.5 times the
upper limit of normal. In the HFTC patients, iFGF23 levels
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Fig. 2 Radiographs of FTC in
patient 2. a Coronal reconstructed
CT image of the chest wall during
the calcium score CT study
showing extensive anterior rib
cartilage calcifications, unusual
for the patient’s age. These are
less than those of the other older
patient. b Axial CT cut of the
chest. There is symmetrical
deformity of the posterior arches
of the ribs at the costo-vertebral
junctions (arrows). Note the
calcifications of the anterior rib
cartilage (arrowheads). c Lateral
reconstructed CT cut of the chest
showing intervertebral disc
calcifications at the level of the
dorsal spine (arrow)

1993

a

were inappropriately low/normal. iFGF23 level was within
the normal range in all other relatives with the exception of
the mother of patient 1 in whom the level was undetectable.
The ratios [iFGF23 + CFGF23]/iFGF23 were very high in patients 1 and 2, of 125.6 and 87.1, respectively. In the other
family members, it ranged between 2.7 and 11.8 (Table 1),
higher than the levels previously reported in healthy controls,
0.9 (0.3) [11].

Discussion and review of literature
We presented two cases of HFTC who have the same
genetic mutation but a large discrepancy in the age of

Fig. 3 Histopathologic features of FTC lesion. Granular calcium deposits
(long thin arrow) associated with epithelioid histiocytes (short thin
arrows) and multinucleated giant cells (thick arrows). Hematoxylin and
eosin, × 20

b

c

onset of symptomatology, within the same family (4 years
in patient 1 and 23 years in patient 2). HFTC is an autosomal recessive disorder, requiring mutations in both alleles; mutations can be the same (homozygous) or different (compound heterozygote). HFTC is characterized by a
defect in the activity of FGF23 and can be caused by a
loss-of-function mutation in the FGF23 gene (FGF23,
12p 13.3) [12, 13] or a loss-of-function mutation in the
GALNT3 gene (GALNT3, 2q24-q31), both leading to excessive FGF23 proteolysis [14], or a loss of function mutation in the KLOTHO gene (KL,13q12), which encodes a
co-receptor of FGF23 and results in FGF23 resistance
[15]. Accordingly, mutations in FGF23 and GALNT3 result in low iFGF23 levels but high CFGF23 levels, secondary to excessive proteolysis of FGF23 [16], whereas
mutations in KLOTHO result in elevation of both iFGF23
and CFGF23 [17].
Hyperostosis-hyperphosphatemia syndrome (HHS) is
another disease caused by a loss-of-function mutation in
either FGF23 or GALNT3. Previous case reports of HHS
have been described in Lebanon [18]. HHS subjects presented with long bone pain and were found to have
hyperphosphatemia and cortical hyperostosis demonstrated
on limb x-rays [18, 19]. Subsequently, a number of subjects with clinical features of both HFTC and HHS were
described in the literature and found to have one of the
three known causative mutations of HFTC [20]. Thus,
HFTC and HHS represent different manifestations of the
same disease. In HHS, long bone changes were reported
including diffuse medullary bone sclerosis showing diffuse
low signal on T1-weighted MR sequence [21]. Mild diffuse cortical thickening and uni-lamellated periosteal reaction were also described, with surrounding soft tissue

1994

Osteoporos Int (2018) 29:1987–2009

Fig. 4 Family pedigree. Circles represent female subjects; squares
represent male subjects; diamonds represent children from families
without HFTC. The number inside the diamond represents the number
of children per family. Black-filled symbols denote affected individuals

(patients), homozygous for FGF23 mutation. Symbols with hashed lines
represent carriers (heterozygous for FGF23 mutation). Empty symbols
represent healthy subjects. Symbols with an oblique line represent a
deceased family member

edema on MRI, in particular within the tibia, fibula, and
ulna [21, 22]. These changes show increased radionuclide
uptake on bone scintigraphy [21, 22].

The kidneys represent the target organ of FGF23 [51],
where the main role of FGF23 is to inhibit phosphate reabsorption through decreased expression of type II sodiumdependent phosphate co-transporters (NaPi2a and NaPi2c)
[60]. In addition, FGF23 inhibits 1,25(OH)2D production
(through decreased expression of CYP27B1) and increases
1,25(OH)2D degradation (through increased expression of
CYP24A1) [51]. Decreases in 1,25(OH)2D result in decreased
phosphate absorption [61] through the vitamin D-regulated
phosphate co-transporter (NaPi2b) in the gastrointestinal tract
[51] (Fig. 6).
Studies in animals suggested that FGF23 may target
other organs, including the parathyroid glands [62, 63],
the heart [64], and the bone [65]. In the parathyroid
glands, FGF23 results in the inhibition of PTH secretion
[51, 61]. In the heart, FGF23 results in left ventricular
hypertrophy [64]. In fact, in chronic kidney disease patients, high FGF23 levels were found to be an independent predictor of left ventricular hypertrophy [66]. The
regulatory effect on bone can be derived from FGF23
ablation or overexpression studies in animal models and
is still not clearly defined [67, 68]. FGF23 deficiency
resulted in a decrease in mature osteoblasts and in bone
density [67]. Skeletal mineralization showed a variable
pattern, with areas of increased mineralization and areas
of unmineralized osteoid accumulation, leading to fragile
bone [67]. FGF23 overexpression also inhibits bone mineralization [68] (Fig. 6).

Insights into FGF23/GALNT3/Klotho physiology
and links to HFTC manifestations
The “Appendix” summarizes the phenotype-genotype of case
reports of HFTC published to date, with mutations in GALNT3
gene being the most common [3, 9, 11–13, 19, 20, 22–50].
After synthesis, FGF23 undergoes O-glycosylation and acts
through fibroblast growth factor receptor 1 (FGFR1), and
its signal transduction requires the presence of its co-receptor,
α-Klotho [32, 51–56]. For details on FGF23/GALNT3/
Klotho axis activation, please refer to Fig. 6 [14, 57–59].

Subcutaneous and other tissue calcifications
Fig. 5 DNA Sanger sequencing analysis of the FGF23 coding exons in
the HFTC patients and their family members

HFTC is characterized by recurrent cutaneous and subcutaneous calcifications (calcium phosphate or hydroxyapatite
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Table 1 Measurement of intact
FGF and FGF23 fragments in
index cases and their family
members identified as carriers on
genetic screening

C-terminal FGF23 (CFGF23)
(3 months–17 years ≤ 230 RU/mL;
≥ 18 years ≤ 180 RU/mL)

Intact FGF23
(iFGF23)
(22–63 pg/mL)

Ratio2
½CFGF23þiFGF23
iFGF23

Index case 1

997

8

125.6

Case 1 father
Case 1 mother

79
100

19
11

5.2
10.1

Case 1 brother
Case 1 sister

103
166
2152

29
59
25

4.5
3.8
87.1

89
280

0
26

NA
11.8

96
129

56
125

2.7
2.0

Index case 21
Case 2 mother
Case 2 father
Case 2 brother
Case 2 brother1
NA not applicable
1

Age < 18 years

2

Ratio in affected subjects reported to range between 10 and 72, and in control subjects, reported values are mean
(SD) 0.99 (0.3) [11]

crystals), typically on the extensor surfaces of the periarticular
skin of large joints, most commonly the hip, followed by the
elbow, shoulder, foot, and wrist, and less commonly at the
scalp, spine, and sacrum [13]. Their location in the
periarticular region, in specific, has been related to the
periarticular forces that result in vascular injury and synovial metaplasia, with mononuclear and osteoclast-like
lining, as demonstrated on histopathologic studies [4, 69].
These lesions are thought to occur in response to repetitive trauma that can be very minimal and often unnoticed
[4, 69]. These calcified masses enlarge (may reach >
1 kg) to become painful, compressing the surrounding
tissue, and preventing normal joint range of motion.
They may ulcerate and can be complicated by infections
[12, 13, 17]. Multiple surgical resections are the last resort [12]. On histopathology, familial tumoral calcinosis
lesions are usually situated in the subcutaneous fat and
deeper structures. They are characterized by intracellular
and extracellular calcium deposits which appear as variably sized, amorphous, basophilic granular material [5].
The calcium is associated with epithelioid histiocytes and
multinucleated giant cells [5, 44]. Chronic inflammation
and fibrosis are also present [5, 70].
One possible mechanism behind cutaneous calcifications
in HFTC may be illustrated as follows (Fig. 6): increased
phosphate level may directly stimulate FGF7, resulting in
subcutaneous calcifications [14]. Furthermore, in HFTC
patients with GALNT3 mutations, the inhibitory effect of
the polypeptide N-acetyl-galactosaminyl-transferase 3
(ppGalNacT3) on FGF7 is lacking, potentiating further
FGF7 activation and enhancing ectopic calcifications
[14]. Therefore, we can speculate that treatment of

hyperphosphatemia per se in patients with GALNT3 mutation may not be enough to completely resolve dermal lesions. Whether the same mechanism applies to patients
with FGF23 and KLOTHO mutations remains unknown.
The wide discrepancy in the aggressiveness of the recurrence of additional calcified soft tissue masses between
our patients remains unexplained and may in part be related to high calcium X phosphate product (> 55 mg2/dL2),
known to be associated with high mortality in chronic
kidney disease patients [71] and difference in FGF7 levels,
in addition to trauma, inflammation, or other potential unidentified modulators of this biochemical-physical
process.
In addition to subcutaneous calcifications, other areas
of tissue calcifications were described in the literature
(“Appendix”). In particular, subcutaneous interstitial septal calcifications were noted in the calves [3]. Our first
patient had this finding at her right ankle region (Fig.
1f). Cartilage calcification may also occur. Calcification
of costal cartilage of lower ribs was previously described
briefly by Dumitrescu et al. [3]. Our report is the second
in the literature describing severe costo-chondral calcifications in a young adolescent with HFTC, most likely
related to the mineral metabolic disorder. In fact, costochondral calcifications are rarely seen in healthy adolescent girls, and when they occur, they are usually mild
[72]. Severe costo-chondral calcifications are related to
infectious etiologies, metabolic disorders, specially hyperthyroidism and renal failure, malignancy, and genetic factors [73]. Other areas of calcifications have also been
reported, including thyroid and costal cartilage, as in our
patients [3]; calcifications of the nucleus pulposus;
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OppGalNaCT3

Inhibitory eﬀect
Stimulatory effect

O-glycosylation

Biochemical

FGF73
Active
FGF23
High
Phosphate

FGF23-independent
effects:
Kidney:
↑ Phosphate excretion
↑ Calcium reabsorption
↓ Calcium excretion

Coreceptor:
Klotho

FGFR1
Kidneys

↓ Phosphate reabsorption
↓ 1,25 (OH)D2 synthesis
↑ 1,25 (OH)D2degradation

GI tract

↓ Phosphate absorption

Matrix
Metalloproteinase

Bone1

Regulates bone formation

Parathyroid
glands

↓ PTH secretion

Vessels and
Leftventricle2

Regulates vascular
calcification and LV
hypertrophy

Subcutaneous calcifications

Fig. 6 Molecular pathways illustrating key genes, molecules, and
target organs involved in the physiology of phosphate and the
pathophysiology of HFTC. After synthesis in the osteocytes, the
intact FGF23 (iFGF23), the active form, undergoes O-glycosylation
by a glycosyl-transferase (polypeptide N-acetyl-galactosaminyltransferase 3: ppGalNacT3) that protects FGF23 from proteolysis
by pro-protein convertases into inactive fragments (N-terminals and
C-terminals). iFGF23 requires Klotho co-receptor, a facilitator of
intracellular signal transduction to be able to act on its target organs
including the kidneys, the gastrointestinal tract, the parathyroid
glands, and the bones. Conversely, iFGF23 possibly acts
independently of Klotho co-receptor, on the vessels and left
ventricle, through biochemical pathways illustrated on the right side
of the figure. Furthermore, Klotho may have FGF23-independent
activity in the kidneys, resulting in increased renal calcium
reabsorption and phosphate excretion, through the inhibition of the
transient receptor potential vanilloid type 5 channel (TRPV5), and
the NaPi2a, respectively. In addition, it modulates the action of
several hormones including insulin, insulin growth factor 1 (IGF1), and tissue growth factor β (TGF-β), therefore described as an

“anti-aging gene.” A high phosphate level stimulates FGF23,
ppGalNaCT3, and FGF7. In healthy individuals, FGF23 stimulation
activates the kidney, GI tract, and the parathyroid gland pathways, as
a negative feedback to decrease phosphate level. Stimulation of
ppGalNaCT3 results in FGF23 glycosylation and inhibition of
FGF7; the latter being a protein specifically produced by dermal
fibroblasts, it stimulates matrix metalloproteinase (MMP8
collagenase, MMP9 gelatinase, and MMP3) and results in
subcutaneous calcification, as shown in one in vitro study.
Therefore, stimulation of ppGalNaCT3 inhibits subcutaneous
calcifications, through inhibition of FGF7, while its downregulation
increases FGF7 excretion [14, 57–59]. Continuous arrows represent
confirmed FGF23 effects; dashed arrows represent FGF23 effects
that are still controversial. FGF7 fibroblast growth factor 7, FGFR1
fibroblast growth factor receptor 1, GI gastrointestinal tract,
ppGalNacT3 polypeptide N-acetyl-galactosaminyl-transferase. 1
Independent of phosphate level.2 Independent of Klotho, possibly
also independent of hyperphosphatemia.3 Based on one study only.4
Effect of FGF23 still controversial

annulus fibrosus [3]; and dural calcifications [29]. On
bone scintigraphy, such lesions show increased uptake
[21]. Fluid-fluid level reflecting calcium layering in
fluid-filled cysts within the lesions has been described as
a diagnostic finding of HFTC [5, 21, 74] and has been
referred to as the “sedimentation sign,” as in our patient
(Fig. 1d). Although this can be seen on radiographs, it is
much better characterized on CT or MR imaging. On MR
imaging, HFTC lesions show homogeneous or heterogeneous low signal on T1-weighted sequence. On T2weighted sequence, they may appear of diffusely low signal or heterogeneous with both high fluid signal intensity
areas due to fluid and low-signal areas due to the presence
of calcium, with sedimentation sign [5, 21, 74]. Reactive

soft tissue edema may be encountered around the lesions
[21] (Fig. 1d).
Vascular and visceral calcifications
Vascular involvement has been reported in HFTC, including
calcifications in the aorta and aortic valve [12], carotid arteries
[41], femoral vessels [24], and arteries in the extremities [12].
The presentation may overlap with pseudo-xanthoma
elasticum that also may present with angioid streaks of the
retina and vascular and skin calcifications, similar to HFTC,
but with more prominent cerebral aneurysmal vasculopathy
[75]. Other manifestations including ocular involvement with
calcifications of eyelid, cornea, retina, and conjunctiva [20,
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37, 45, 76]; renal medullary calcinosis [12]; and testicular
microlithiasis have been reported [34, 40]. Despite the occurrence of vascular calcifications, premature coronary artery
disease has not been reported in the literature. Vascular disease
seems to be more often described in HFTC patients with
FGF23 or KLOTHO gene mutations, and only few patients
with GALNT3 mutations were reported to have vascular involvement (“Appendix”). Noteworthy, not all reported cases
have systematically assessed for the presence or absence of
vascular involvement (“Appendix”), therefore, vascular calcifications may have been underreported.
It is well known that vascular calcifications represent a
common complication of elevated calcium and/or phosphate levels and increased calcium X phosphate product
[77]. However, several other factors regulate this process
including Fetuin A, FGF23, Matrix GLA protein, and
PTH [51, 77]. Accordingly, in addition to high phosphate
levels, HFTC patients have FGF23 deficiency, which may,
by itself, potentiate vascular calcifications [51]. Another
potential mechanism has been recently elucidated in a
family with HFTC, presenting with severe vascular calcifications [29]. Mutations in other genes (Wnt5,
TNFRSF11B, SFRP1), known to interact and to encode
proteins that inhibit vascular calcification, were identified,
co-segregating with FGF23 mutation, and acting as gene
modifiers [29]. Such findings might explain the differences in phenotypes among family members with the
same mutation. Given these potential pathways, vascular
calcifications in HFTC patients may not be completely
prevented by lowering phosphate levels.
Dental and oral abnormalities
Dental abnormalities have been reported with both
FGF23 and GALNT3 mutations and include pulp stones,
absence of pulp chambers, and short bulbous roots
(“Appendix”). These are secondary to dentin abnormalities [78], as a result of hyperphosphatemia [79]. In
addition, gingivitis and other intra-oral mucosa and
extra-oral abnormalities have been described in a
Jewish family [80]. Our patients did not have any of
these findings. Prominent dental abnormalities are commonly seen on panoramic radiographs, including
hypercalcification of multiple tooth roots and thistle
shape of the dental pulp [3, 5, 19].
Bone abnormalities
HHS and HFTC represent different manifestations of the
same underlying disorder [19]. Therefore, long bone hyperostosis can be frequently present in HFTC patients and
may go undiagnosed as imaging is not often routinely
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performed to search for such lesions [19]. Two previous
reports assessed bone density in patients with GALNT3
gene mutations and showed normal results [3, 36]. In
our cohort, Case 1 had a high BMD Z-score, ranging from
1 to 2.8. Indeed, this could have been artifactually increased secondary to subcutaneous calcifications, with
possible residual microscopic material, even after surgical
resection. Patient 2 had a BMD that was within normal for
age with a Z-score ranging from − 1.9 to 0.2; no specific
pattern for cortical or trabecular bone effect could be
identified.

Overview of available therapeutic options
Medical treatment options are limited with inconsistent
improvement, and often failure to normalize phosphate
level or decrease the size of the calcified soft tissue
masses [57]. Evidence behind the use of various drugs
has been provided in case reports and case series.
Decreasing gastrointestinal absorption of phosphate and
increasing phosphate renal excretion are the basis of the
various drug therapies that are currently used (Fig. 6;
Table 2). A combination of two or more drugs is commonly prescribed.
A low-phosphate diet is an essential first step, although this recommendation may be very difficult to
implement as phosphate is ubiquitous in the diet [88].
Phosphate binders decrease phosphate absorption in the
gut. Sevelamer [9, 20, 36, 41, 81] and the older phosphate binder aluminum hydroxide [2, 9, 19, 35] may
result in a decrease in serum phosphate level, but the
response in the described cases in the literature was
inconsistent [9, 20, 35, 36, 41, 81]. One report on the
use of lanthanum carbonate in combination with
ibandronate showed a decrease in subcutaneous calcifications [49]. The use of calcium-based phosphate
binders has been described [82], but they are not routinely used given the risk of increasing serum calcium
and therefore the increased risk of calcification.
Phosphaturic drugs are also described. Acetazolamide
is a carbonic anhydrase inhibitor, frequently prescribed
in HFTC. It increases phosphate loss in urine by renal
tubular acidification and, therefore, may decrease phosphate level and/or improve HFTC symptomatology [3,
9, 19, 36, 81, 83, 84]. Probenecid competitively inhibits
phosphate reabsorption and may help decrease serum
phosphate or reduce calcifications [9, 19]. Similar to
phosphate binders, the response to phosphaturic agents
is also variable [3, 19, 36, 81, 83, 84]. Scarce data are
available on the efficacy of bisphosphonates, calcitonin,
and nicotinamide on decreasing phosphate levels or
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Drug therapy in FTC, as described in case reports and case series

Drug

Starting dose

Maximum dose

Sevelamer [9, 20, 35, 36, 41, 81]

800 mg 3 times daily

1600 mg 3 times daily

Aluminum hydroxide [2, 9, 19]
Lanthanum carbonate [49]

300 mg 3 times daily
750 mg daily

600 mg 3 times daily
3000 mg daily

Phosphate binders in the gastrointestinal tract

Glycine and calcium carbonate [82]
Phosphaturic drugs
Probenecid1 [9, 19]
Acetazolamide2 [3, 19, 36, 81, 83, 84].
Nicotinamide [3]
Calcitonin [84–86]
Parathyroid hormone [84]
Other treatment options reported in the literature
Bisphosphonate risedronate/ibandronate [2, 49]
Sodium thiosulfate [31, 48]
Interleukin–1 (IL-1) antagonist (canakinumab)/
recombinant IL-1 receptor antagonist (anakinra)
[11]

Reported dose: glycine 180 mg and calcium carbonate 420 mg 2 tablets 3 times daily
250–500 mg BID

Increase 500 mg every 4 weeks to amaximum of
2 g/day
500 mg BID

250 mg BID

500 mg BID
100 IU daily to 200 IU daily given as 100 IU BID s/c or as continuous s/c infusion (pump)
Intravenous injection over a 15-min period in two doses (30 U at 09:00 h and 300 U at 11:30 h)
Risedronate 35 mg weekly
Ibandronate 150 mg once monthly
370–833 g daily application
Canakinumab 2 mg/kg every 8 weeks Canakinumab 3 mg/kg every 8 weeks (100 mg)
Anakinra 100 mg subcutaneously
Anakinra 100 mg subcutaneously twice daily
daily

One study reported on the use of intravitreal ranibizumab, resulting in an improvement of ocular disease [87]
BID two times daily, IL-1 interleukin–1, s/c subcutaneous
1

Uric acid levels at baseline and follow-up can be used as a dose titration marker. Goal is to lower the serum uric acid to below the normal range

2

Monitor serum bicarbonate and titrate acetazolamide up to as high as 500 mg twice daily with a goal of pushing the bicarbonate into the lower end of the
normal range or just below the normal range

reducing the growth of calcified masses [3, 49, 84–86,
89]. The use of topical or systemic steroids [2] and
topical/intra-lesional sodium thiosulfate [31, 48, 90]
has been described. One reported case presenting with
blurred vision, secondary to retinal angioid streaks, was
treated with intravitreal ranibizumab (a vascular epidermal growth factor receptor antagonist) [87]. In a recently published report, treatment of HFTC patients showing
evidence of systemic inflammation with interleukin–
1(IL-1) antagonist (canakinumab) or recombinant IL-1
receptor antagonist (anakinra) resulted in an improvement in their symptomatology [11].

Conclusion
HFTC is a rare group of disorders of calcium/phosphate
homeostasis. It is characterized by recurrent, painful calcified masses that often require surgical resection, when
the response to medical treatment is unsatisfactory.
Despite insight into the molecular basis for the pathophysiology of the disease, the wide variation in the clinical presentation, severity, and progress remains in large

part unexplained. Research is needed to determine the
safety and efficacy of FGF23 replacement and molecular
therapy directly targeting the specific genetic aberration,
in FGF23 or other related genes. While awaiting the
progress in therapeutic options, mutation analysis remains an important step for counseling in families where
HFTC cases are identified.
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HFTC

FGF23
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HFTC

FGF23

Garringer 2008 (C1)
[36]
Garringer 2008 (C2)
[36]
Garringer 2008 (C3)
[36]
Lammoglia 2009
[9]
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HFTC

FGF23
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NR

No

Yes
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No
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No

HFTC
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HHS/HFTC Homozygous

Subcutaneous and
musculo-skeletal lesions

25 years

10 months

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR
NR
Calcified foci in lower Calcinosis of
eyelids
renal medulla

NR
Delayed eruption of
permanent teeth;
diminished root
length

NR

NR

NR

Ocular, periorbital,
Visceral
and neurologic lesions calcification

Pulp stones

Dental lesions

NR
Periarticular eruptions
displaying chalky
drainage (44% calcium
phosphate, 12%
calcium carbonate,
44% protein) at hand,
knee, finger joint;
calcific myelitis
Masses at shoulder,
NR
gluteal area, pelvis

Swelling at elbow and
tibia
Childhood
Subcutaneous nodules2
5 years
Calcified foci in oral
mucosa. Masses in
wrists, ankle, knees.
Osteosclerosis and
absent medullary
cavity
44 and 51 years Masses in upper and
lower limbs.
Calcification of
vertebral discs
20 years
Masses at elbow, hip,
knee
11 years
Mass at big toe (following
trauma) and elbow
5 years
Mass at big toe (without
trauma)
3 years
Mass at elbow;
fluid-filled cysts in the
arm (shown by CT)
Bone scan: increased
activity at elbow and
long bones

12 years

Consanguinity Age of onset of
symptoms

No

Homozygous vs
compound
heterozygous

Homozygous

HFTC

Phenotype

Larsson 2005 (C1,
C2) [24]

FGF23 gene mutation
Benet-Pages 2005
FGF23
[13]
Araya 2005 [23]
FGF23
Chefetz 2005 [12] FGF23

Genetic
mutation

Summary of genotype/phenotype in reported cases with familial tumoral calcinosis and hyperostosis hyperphosphatemic syndrome
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Garringer 2006 [5]

GALNT3
HFTC

Homozygous

HHS/HFTC Homozygous

Homozygous

Homozygous

Frishberg 2005 (C2) GALNT3
[35]

HFTC

GALNT3

Homozygous

HHS

HFTC

GALNT3

Campagnoli 2006
(C1) [34]
Campagnoli 2006
(C2) [34]

Compound
heterozygous

Frishberg 2005 (C1) GALNT3
[35]

HFTC

NR

Yes

Yes

Yes

Yes

NA

No

HHS/HFTC Compound
heterozygous

GALNT3

Yes

HHS/HFTC Homozygous

Ichikawa 2005 (3
cases) [33]

NR

NR

NR

NR

Yes

No

26 years

9 years

7 years

6 years

6 years

NR

4 years

NR

42 years

NR

34 years for C1
NR for C2
and C3
NR

4 years

25 years

Consanguinity Age of onset of
symptoms

Homozygous

HFTC

HHS/HFTC NR

Ghafouri-Fard 2015 FGF23
(C2)

Jost 2016 (C1) [31] FGF23
GALNT3 gene mutation
Topaz 2004 (F1)
GALNT3
[32]
Topaz 2004 (F2)
GALNT3
[32]

HHS/HFTC NR

Homozygous

Homozygous

Ghafouri-Fard 2015 FGF23
(C1) [30]

HHS

Homozygous

Homozygous vs
compound
heterozygous

HFTC

FGF23

HFTC

Phenotype

Shah 2014 (C1, C2, FGF23
C3) [29]

Abbasi 2014 [28]

Masi 2009 (C2) [27] FGF23

Author year
(reference)

Table 3 (continued)
Dental lesions

NR

NR

NR

Elbow, ulna, tibia,
metacarpal bones,
radius, and hip
Bilateral tibial pain and
recurrent painful
episodes at various
locations
Bilateral tibial pain and
recurrent painful
episodes at various
locations,
subcutaneous nodules
Recurrent inflammatory
polyarthritis at
shoulders, hands, and
feet

NR

NR

NR

NR

Subcutaneous masses
NR
around hip and knee
Recurrent masses at hip, Gingivitis
knee, shoulder, elbows,
hands, thighs, feet
Tumorous calcific
Short bulbous roots,
masses2
pulp stones,
radicular dentin
deposited in swirls
Masses at elbow, hip3
NR

Left tibia and right buttock NR

Tendon ossification. Ear
and finger joints
calcifications
Diaphyseal
hyperostosis on x-ray;
large joint
calcifications
Diaphyseal hyperostosis
on x-ray

Mass in buttock and other NR
ectopic calcifications
Diaphyseal hyperostosis NR

Subcutaneous and
musculo-skeletal lesions

NR

NR

NR

NR

NR

NR

NR

NR

Facial palsy and
decreased visual
acuity
NR

Facial palsy and
decreased visual
acuity

Decreased visual
acuity
NR

NR

NR

NR

NR

Testicular
microlithiasis
NR

long-lasting rash
reminiscent of
vasculitis
NR

NR

NR

NR

NR

NR

NR

NR

Ocular, periorbital,
Visceral
and neurologic lesions calcification

2000
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HFTC

HHS

GALNT3
HFTC

HHS
Homozygous
HHS/HFTC Compound
heterozygous

GALNT3
GALNT3

Compound
heterozygous
Homozygous

HFTC

Compound
heterozygous
Homozygous

GALNT3

Ichikawa 2010 (C1) GALNT3
[19]

Gok 2009 [44]

Laleye 2008 (C1
and C2) [42]
Olauson 2008 [43]
Dumitrescu 2009
[3]

HHS

Homozygous

HFTC

Garringer 2007 (C1) GALNT3
[40]
Garringer 2007 (C2) GALNT3
[40]

Ichikawa 2007 [41] GALNT3

Compound
heterozygous
Homozygous

HFTC

GALNT3

Barbieri 2007 [39]

Homozygous

HFTC

GALNT3

Compound
heterozygous

Homozygous vs
compound
heterozygous

Specktor 2006 [38]

Phenotype

HFTC

Genetic
mutation

Ichikawa 2006 [37] GALNT3

Author year
(reference)
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Yes

Yes

NR
NR

Yes

NR

No

No

No

No

NR

NR

Subcutaneous and
musculo-skeletal lesions

NR

Dental lesions

Thin dental enamel,
Masses at
short blunt roots,
acromio-clavicular and
tauro-dontism of the
elbow joints
pre-molar/molar
teeth and
obliteration of the
pulp cavities in
most teeth
First decade
Massive semi-calcific
NR
lesions2
17 years
Calcific mass at distal
NR
femur
NR
45 years
Mass at gluteal muscle,
irregularities at
acetabulum, erosions at
femoral neck
5 years
Swelling of tibia and
NR
forearm
17 and 19 years Masses at hip and
Gingivitis and teeth
shoulders
decay
19 years
Lower extremity pain
NR
Calcification of roots,
12 years
Knee swelling and
abnormalities of
cortical hyperostosis.
dentin
Calcification of thyroid
and anterior costal
cartilages of the lower
ribs, vertebral disc,
nucleus pulposus,
annulus fibrosis, and
interstitial septa in the
calves
8 years
Leg pain, with diaphyseal NR
periosteal reaction
NR
13 years
Gluteal mass,
asymptomatic calcified
masses at hip, knee,
and foot
Childhood

22 years

Consanguinity Age of onset of
symptoms

NR

NR

NR
NR

NR

NR

No eye involvement

No eye involvement

NR

NR

NR

NR
NR

NR

NR

No testicular
microlithiasis
Testis
microlithiasis

NR

White dots on her
NR
eyelids,
calcifications within
the superficial
dermis
Conjunctival deposits NR

Ocular, periorbital,
Visceral
and neurologic lesions calcification
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HFTC
HFTC

Yancovitch 2011
GALNT3
(C2) [45]
El Demellawy 2014 GALNT3
[46]

HFTC

Homozygous

HFTC

GALNT3

Yancovitch 2011
(C1) [45]

Krstevska 2012 [47] GALNT3

Homozygous

HHS

GALNT3

Joseph 2010 (C2)
[27]

NR

Homozygous

Compound
heterozygous

HHS/HFTC Compound
heterozygous

Homozygous

GALNT3

HFTC

Ichikawa 2010 (C4) GALNT3

Homozygous

Homozygous

Homozygous vs
compound
heterozygous

Joseph 2010 (C1)
[22]

HFTC

Ichikawa 2010 (C3) GALNT3
[19]

Phenotype

HFTC

Genetic
mutation

Ichikawa 2010 (C2) GALNT3
[19]

Author year
(reference)
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NR

Yes

Yes

Yes

No

No

No

No

Yes

14 years

8 years

9 years

13 years

13 years

2 years

15 years

8 years

4.5 years

Consanguinity Age of onset of
symptoms

Absence of pulp
chambers and root
canals, and short
bulbous roots in
almost all teeth
NR

NR

NR

Dental lesions

Bilateral elbow masses,
chronic recurrent
multifocal
osteomyelitis
Calcification of left hip

NR

NR

NR

NR

NR

Gingival overgrowth, NR
enlargement of her
maxillary and
mandibular process
and the body of the
lower jaw. Bony
sclerosis of
mandible, maxilla
and skull, increased
trabeculae and
decreased marrow
spaces, hyperostosis

NR
NR

NR

Retinal angioid streaks NR

NR

NR

Calcifications of basal NR
ganglia

NR

NR

Ocular, periorbital,
Visceral
and neurologic lesions calcification

NR

NR

Calcified nodules at
buttock and other
sites.1 Tibial pain with
thick sclerosed
medullary cavity
NR
Diaphyseal medullary
sclerosis, a variable
periosteal reaction, at
ulna and tibia
Masses at elbow, gluteal Absence of pulp
chambers, short
region, and popliteal
bulbous roots, root
joint
resorption, and teeth
loss
Masses at foot and hand Abnormal gum root

Lower leg and elbow
mass; tibial
hyperostosis
Tibial pain and
diaphyseal
hyperostosis
Mass at tibia,
subperiosteal
ossification

Subcutaneous and
musculo-skeletal lesions

2002
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HFTC

HFTC

HHS/HFTC Homozygous

HHS/HFTC Homozygous

GALNT3

GALNT3

GALNT3

GALNT3

Finer 2014 [81]

Rafaelsen 2014
(C1) [20]

Rafaelsen 2014
(C1) [20]

Masi 2015 [27]

Homozygous

Compound
heterozygous

Homozygous

No

Yes

Yes

No

NA

NR

HFTC

HFTC

GANT3

GALNT3

Sun 2016 [50]

KLOTHO gene mutation
Ichikawa 2007 [15] KLOTHO
Homozygous

Homozygous

No

No

13 years

2 years

20 months
−45 years

12 years

3 years

3 weeks

14 years

7 years

9 years

12 years

Consanguinity Age of onset of
symptoms

HHS/HFTC Compound
No
heterozygous
HHS/HFTC Homozygous and No
compound
heterozygous

Ramnitz 2016
(C1-C8)4 [11]

Jost 2016 (C2) [31] GALNT3

HFTC

GALNT3

NR

HFTC

GALNT3

Ratsimbazafy 2012
[48]
Favia 2014 [49]

Homozygous vs
compound
heterozygous

Phenotype

Genetic
mutation

Author year
(reference)
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frontalis interna,
sclerosis of dental
pulp chambers
NR

Dental lesions

NR
Swelling at malleolus
and thenar eminence;
punctate calcifications
on the Achilles tendon

Short, bulbous roots
Periarticular calcinosis
with obliteration of
and diaphysitis;
dental pulp.
growth plate invasion
Inset-thistle-shaped
and destruction in
pulp chambers and
elbow. Chest wall large
a pulp stone
cystic masses with
fluid levels containing
“milk of calcium”
Periarticular masses
NR
(hip and feet)

Enamel hypoplasia,
maxillary and
mandibular
hypoplasi, and
crossbite
Buttock, hip, hemi-pelvis, NR
mandible, forearm
(bone and bone
marrow)
Elbow mass, ischial
Dental disease:
tuberosity, gluteal
abscesses and teeth
area
loss
NR
Scalp, gluteal, thigh,
masses. Tibial
sclerosis and
periosteal reaction
Gluteal masses,
NR
diaphysitis and
cortical hyperostosis;
intracranial
calcifications
Mass at the left elbow
NR

Calcified masses at hip
and elbow

Mass at elbow

Subcutaneous and
musculo-skeletal lesions

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

Submucosal gut
calcification

NR

NR

NR

Conjunctival irritation NR

NR

NR

NR

Ocular, periorbital,
Visceral
and neurologic lesions calcification
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2003

↑
↑
↑
↑
NR
↑
NR
NR
NR
NR
↑

↑
↑
↑
↑
↑
↑
↑
↑
↑
↑
↑

No cerebral artery occlusive disease on
angiography

Bergwitz 2009 [26] NR
Masi 2009 (C1) [27] NR

Masi 2009 (C2) [27] NR
Abbasi 2014 [28]
Large vessel calcification
Shah 2014 (C1, C2, Aorta, mesenteri, renal, carotid, limb, heart,
C3) [29]
and brain vasculature along with ectopic
calcification
Ghafouri-Fard 2015 Large vessel calcifications
(C1) [30]
Ghafouri-Fard 2015 Large vessel calcifications
(C2)
Jost 2016 (C1) [31] NR
GALNT3 gene mutation

NR

NR

Campagnoli 2006
(C1) [34]
Campagnoli 2006
(C2) [34]

NR

↑

NR

NL

↑
NR

↑

NR

NR

NR

NR

↑
NR NR

NR

NR

NR

NR

NR

NR

↑
NR
↑

↑
↑

NR

NR

NR

NR

↑
NR
NR

↑

↑

↑

↑

NR

NR

NR

NR
NR
NL

NL
NR

NR

NR

NR

NR

NR

↑

NR

Systemic and cerebral vascular calcification ↑
in one case

NR

↑

NR

Topaz 2004 (F1)
[32]
Topaz 2004 (F2)
[32]
Ichikawa 2005 (3
cases) [33]

NR

NR

↑
NR

↑
NR
NR

↑

↑
↑
NR NR
↑
↑

↑

NR

NR

NR

NR

NR

NR

NR

NR

NR

↓
NR
↓

↓
↓

NR

NR

NR

NR

↓
NR
NR

NR

Patient developed also immune thrombocytopenic purpura

Described initially by McPhaul and Lyles (1961), and Lyles et al., (1985). Pseudo-autosomal
dominant pattern: Heterozygous mother had high phosphate 4.9 mg/dl (normal 2.5–4.5)
and high 1,25(OH)2D but typical symptoms of FTC were not reported

Described initially by Steinherz et al. (1985), Slavin et al. (1993), and Metzker (1988)

Her sister had the same symptomatology and died at the age of 7 years

C1 had above and below knee amputation. C2 and C3 had symptoms similar to C1, but
details were not reported

Described initially by Yamaghuchi et al. (1995)

Sister of index case (7 months) is homozygous for the mutation and has high phosphate but
no symptoms (symptoms in the index case started at 2 years of age)

C2 and C3 are cousins

C2 and C3 are cousins

Reduced trabecular density on CT of the radius
Mild hypercalcemia

FGF-23 levels1 Notes
TRP 1,25
(OH)2D
CIntact
terminal
FGF-23 levels1 Notes
TRP 1,25
(OH)2D
CIntact
terminal

NR
Aortic valve, aortic arch, and femoral artery
Placental, femoral, foot, ankle, popliteal
vessels
NR

Ph

Ph

↑

Vascular calcification

Vascular calcification

NR

FGF23 gene mutation
Benet-Pages 2005
[13]
Araya 2005 [23]
Chefetz 2005 [12]
Larsson 2005 (C1,
C2) [24]
Garringer 2008 (C1)
[36]
Garringer 2008 (C2)
[36]
Garringer 2008 (C3)
[36]
Lammoglia 2009
[9]

Author year
(reference)

Table 3 (continued)

Author year
(reference)

Table 3 (continued)

2004
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NR
↑
NR
NR
NR
NR
NR
NR

↑
↑
↑
↑
↑
↑
↑
↑

NR

NR

NR

NR

NR

NR

NR

NR

NR NR

NR
NR

↑
↑

NR

NR

↑
↑

↑
↑

NR
No coronary calcification

Krstevska 2012 [47] NR

Joseph 2010 (C1)
[22]
Joseph 2010 (C2)
[27]
Yancovitch 2011
(C1) [45]
Yancovitch 2011
(C2) [45]
El Demellawy 2014
[46]

Ichikawa 2010 (C1)
[19]
Ichikawa 2010 (C2)
[19]
Ichikawa 2010 (C3)
[19]
Ichikawa 2010 (C4)

↑
NR

NR

↑

NR

↑

NR

↑

↑
NR

↑
↑

NR
NR

Barbieri 2007 [39]
Garringer 2007 (C1)
[40]
Garringer 2007 (C2)
[40]
Ichikawa 2007 [41]

NR

↑
↑

↑
↑

Laleye 2008 (C1
and C2) [42]
Olauson 2008 [43]
Dumitrescu 2009
[3]
Gok 2009 [44]

NR

↑

Ichikawa 2006 [37] NR
Specktor 2006 [38] NR

NR

NL

NR

NR

NR

NR

NR

NL

NL

NL

NR

NL
NL

NR

↑

NR

↑
NR

↑
↑

↑

NL

NR

NR

NR

NR

NR

NR

NR

↑

↑

NR

↑

↑
↑

NR

↑

↑

↑
↑

NR
↑

↑

NR

NR

NR

NR

NR

NR

NR

↓

↓

↓

NR

NR

↓
↓

NR

↓

↓

NR
↓

NR
NR

↓

NR

x-ray: sclerotic left fibula and left femoral osteochondral defect
SPECT: focal increased uptake in the lateral aspect of the left maxilla, symphysis menti, left
ascending ramus of the mandible, left medial femoral condyle, left greater trochanter, left
medial malleolus, and left elbow

Pseudo-autosomal dominant pattern: Father has slightly high Ph of 5.4 (upper limit 5 mg/dl)

BMD Z-score: total hip 1.9, AP spine 0.3, left forearm 1.0

Bone mineral density was normal

FGF-23 levels1 Notes
TRP 1,25
(OH)2D
CIntact
terminal

NR

Ph

↑

Vascular calcification

Frishberg 2005 (C1)
[35]
Frishberg 2005 (C2) NR
[35]
Garringer 2006 [5] No vascular calcifications

Author year
(reference)

Table 3 (continued)
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2005

NR
NR
NL

NR
↑
↑
↑
↑

↑
↑
↑
↑
↑

NR
NR
NR

Placental calcification

Lower limb vascular calcifications

↑

↑

↑

NR
↑

NR

NR
↓

↓

↓

NR
NR
↓

NR

On x-ray: diffuse osteopenia patchy sclerosis in hands, feet, long bones, and calvaria.
Presence of metacarpal periosteal reaction

BMD was within 2 SD of the mean for Z-score (adults and children) and T-score (adults
only) for all subjects but one at the AP spine, total hip, and 1/3 radius FTC4, who
presented with severe, longstanding inflammation, had an AP spine BMD of
0.667 g/cm2, T-score − 3.9; total hip BMD of 0.551 g/cm2, T-score − 3.2; and 1/3 radius
BMD of 0.612 g/cm2, T-score − 1.4

Patient developed hypogonadotropic hypogonadism and hypothyroidism LS-BMD
[0.456 g/cm2 (LS Z-score − 5.1 SD)]

BMD Z-scores: FN 1.9, TH 2.2, LS 0.5

4

3

2

1

Cohort of six families. No genetic mutation was identified in case 7

C1 and C2 are siblings

Location of masses not specified

↓ FGF23 levels when low or inappropriately normal

1,25(OH)2D 1,25 dihydroxyvitamin D level, C1 case 1, C2 case 2, C3 case 3 (symptoms of individual cases presented separately when cases are not related), F1 family 1, F2 family 2, NL normal, NR not
reported, Ph phosphate, TRP tubular phosphate reabsorption

Reported cases and on whom genetic studies were not performed are not included in this table

NR

NR

Sun 2016 [50]
NR
↑
KLOTHO gene mutation
Ichikawa 2007 [15] Calcification of the dura and carotid arteries, ↑
without parenchymal calcifications

↑

↑

NR
NR
↑

NR

NR
NR
NL or ↑ ↑

NR
↑

NL

NL

NR

TRP 1,25
FGF-23 levels1 Notes
(OH)2D
CIntact
terminal

NR NR

Ph

NR

Vascular calcification

Jost 2016 (C2) [31] NR
↑
Calcification of left anterior descending and ↑
Ramnitz 2016
aorta. Calcification of papillary muscle
(C1-C8)4 [11]

Ratsimbazafy 2012
[48]
Favia 2014 [49]
Finer 2014 [81]
Rafaelsen 2014
(C1) [20]
Rafaelsen 2014
(C1) [20]
Masi 2015 [27]

Author year
(reference)
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