
R E S E A R C H Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, 
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and 
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included 
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/. The 
Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available 
in this article, unless otherwise stated in a credit line to the data.

Du et al. Orphanet Journal of Rare Diseases           (2024) 19:75 
https://doi.org/10.1186/s13023-024-03070-8

Orphanet Journal of Rare 
Diseases

†Taozi Du, Yu Xia and Chengkai Sun contributed equally to this work.

*Correspondence:
Bing Xiao
xiaobing@xinhuamed.com.cn
Wenjuan Qiu
qiuwenjuan@xinhuamed.com.cn

Full list of author information is available at the end of the article

Abstract
Background  Fanconi-Bickel syndrome (FBS) is a rare autosomal recessive disorder characterized by impaired glucose 
and galactose utilization as well as proximal renal tubular dysfunction.

Methods  Clinical, biochemical, genetic, treatment, and follow-up data for 11 pediatric patients with FBS were 
retrospectively analysed.

Results  Hepatomegaly (10/11), short stature (10/11) and hypophosphataemic rickets (7/11) were the most common 
initial symptoms. At diagnosis, all patients had decreased fasting blood glucose (FBG), plasma bicarbonate (HCO3

−) 
and serum phosphorus, as well as elevated liver transaminases, alkaline phosphatase (AKP) and proximal renal tubular 
dysfunction. Two infant patients were misdiagnosed with transient neonatal diabetes mellitus. After therapy with 
uncooked cornstarch and conventional rickets treatment, remission of hepatomegaly was observed in all patients, 
with significant improvements in pre-prandial blood glucose, liver transaminases, triglyceride, plasma HCO3

− and 
AKP (p < 0.05). At the last follow-up, 5/7 patients with elevated AKP had nephrocalcinosis. The mean height standard 
deviation score (Ht SDS) of eight patients with regular treatment increased from − 4.1 to -3.5 (p = 0.02). Recombinant 
human growth hormone (rhGH) was administered to 4/9 patients, but their Ht SDS did not improve significantly 
(p = 0.13). Fourteen variants of the SLC2A2 gene were identified, with six being novel, among which one was 
recurrent: c.1217T > G (p.L406R) (allele frequency: 4/22, 18%). Patients with biallelic missense variants showed milder 
metabolic acidosis than those with null variants. Two of five patients from nonconsanguineous families with rare 
homozygous variations showed 5.3 Mb and 36.6 Mb of homozygosity surrounding the variants, respectively; a region 
of homozygosity (ROH) involving the entire chromosome 3 covering the SLC2A2 gene, suggesting uniparental disomy 
3, was detected in one patient.

Conclusions  Early diagnosis of FBS is difficult due to the heterogeneity of initial symptoms. Although short stature 
is a major issue of treatment for FBS, rhGH is not recommended in FBS patients who have normal GH stimulation 
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Introduction
Fanconi-Bickel syndrome (FBS, OMIM 227,810) is a rare 
autosomal recessive disorder of glucose transport [1]. The 
deficiency of glucose transporter 2 (GLUT2), a monosac-
charide carrier that is responsible for the transport of 
both glucose and galactose, results in hepatomegaly, fast-
ing hypoglycaemia, post-prandial hyperglycaemia, tran-
sient neonatal diabetes mellitus (TNDM), generalized 
proximal tubular dysfunction, hypophosphataemic rick-
ets and growth retardation. The incidence of FBS is still 
unclear, with approximately 220 reported cases world-
wide [2–13].

FBS is caused by variants in the SLC2A2 gene, which 
result in dysfunction of GLUT2 [14, 15]. The human 
SLC2A2 gene, located at 3q26.1-q26.3, consists of 11 
exons [16]. GLUT2 is expressed in the liver, intestine, 
kidney, the central nervous system and pancreas. It plays 
a crucial role in maintaining glycaemic stability by regu-
lating glucose influx and efflux in hepatocytes, glucose 
absorption in intestinal epithelial cells, glucose reabsorp-
tion in renal proximal tubule cells and glucose sensing in 
the central nervous system [11, 17]. Although GLUT2 is 
not the predominant glucose transporter in human pan-
creatic β-cells, it is temporarily necessary for regulating 
insulin secretion during the early months of life [11]. 
Current treatment mainly focuses on stabilizing glucose 
levels and compensating for the loss of different solutes 
in kidneys. This includes replacing vitamin D, phosphate 
and/or sodium bicarbonate, restricting galactose intake, 
following a diet similar to that of individuals with dia-
betes mellitus and administering uncooked cornstarch 
(UCS). A recent study found that continuous nocturnal 
gastric drip feeding could effectively restore growth fail-
ure in some cases [12].

FBS is very rare and often misdiagnosed as other con-
ditions, such as neonatal diabetes mellitus (NDM) or 
rickets. Therefore, to deepen our comprehension of this 
disease, we retrospectively evaluated the clinical, bio-
chemical, and genetic characteristics, as well as treat-
ment, of 11 patients diagnosed with FBS in our centre. In 
addition, we investigated the mechanism for rare homo-
zygous variants of FBS in nonconsanguineous families.

Patients and methods
Patient recruitment
Patients who met the following criteria were enrolled: (i) 
harbouring biallelic SLC2A2 variants classified as patho-
genic (P) or likely pathogenic (LP); and (ii) FBS phe-
notypes (hepatomegaly, dysglycaemia, proximal renal 

tubular nephropathy, hypophosphataemic rickets and 
short stature). This study received approval from the eth-
ics committee of Xinhua Hospital, Shanghai Jiao Tong 
University School of Medicine (XHEC-D-2022-271). 
Written informed consent was obtained from the 
patients or their legal guardians.

Study design
A total of eleven eligible subjects were included in this 
study. The medical data obtained from the patients’ files 
were as follows: (i) demographic information; (ii) age at 
onset, initial visit, diagnosis and the last follow-up; (iii) 
birth weight; (iv) height; (v) clinical signs/symptoms and 
laboratory findings; (vi) SLC2A2 genetic results; and 
(vii) the treatment administered and its efficacy during 
follow-up.

Hepatomegaly was evaluated by physical examination 
and abdominal ultrasound. The presence of hypophos-
phataemic rickets was evaluated by radiography of the 
knees, wrists and/or ankles. The biochemical param-
eters measured included fasting blood glucose (FBG), 
pre-prandial blood glucose (PBG); serum alanine ami-
notransferase (ALT), aspartate transaminase (AST), 
γ-glutamyl transferase (GGT), alkaline phosphatase 
(AKP), phosphorus, calcium, total cholesterol (TC), tri-
glyceride (TG), uric acid (UA), insulin-like growth fac-
tor-1 (IGF-1); plasma pH, bicarbonate (HCO3

−), base 
excess (BE), lactate; glycosuria, proteinuria and ketonu-
ria. Reference ranges for the laboratory parameters are 
listed in Table S1. Values of serum AKP, phosphorus, UA, 
IGF-1 and height were converted to the standard devia-
tion score (SDS) due to different reference values based 
on age and sex [18–23].

The follow-up period for this study was from January 
2007 to July 2023. The treatment includes replacement 
of phosphate [20∼60  mg/kg/d (0.7∼2.0 mmol/kg/d)] 
and vitamin D (Calcitriol, 20∼30 ng/kg/d), restriction of 
galactose, administration of UCS (1.6∼2.5  g/kg for 4∼6 
times daily) and a diabetes mellitus-like diet (presented 
in frequent small meals with adequate caloric intake) 
[24–26]. Alkali (sodium bicarbonate/sodium citrate, 
5∼20 mEq/kg/d) was provided to patients who had con-
sistent metabolic acidosis [27]. The recommended diet 
contained 60∼70% calories from carbohydrates, 10∼15% 
from protein, and the remaining from fat [28]. Recombi-
nant human growth hormone (rhGH) was administered 
to four patients with significantly short stature. The dose 
was 0.1∼0.2 IU/kg/d, and dosages were adjusted accord-
ing to growth velocity (GV) and IGF-1 level [29].

tests. Patients with biallelic null variants may require alkali supplementation since urine bicarbonate loss is genetically 
related. ROH is a mechanism for rare homozygous variants of FBS in nonconsanguineous families.

Keywords  Fanconi-Bickel syndrome, SLC2A2, Glucose transporter protein 2, Variant, Regions of homozygosity
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Molecular analysis
Genomic DNA was extracted from the peripheral blood 
of the patients and their parents using the QIAamp DNA 
blood mini kit (QIAGEN, Valencia, CA, USA). Seven 
patients underwent PCR and Sanger sequencing, and 
four patients were tested by exome sequencing (ES). The 
genetic test procedures were in Additional file 2.

Statistical analysis
Statistical analysis was executed by GraphPad Prism 9.0 
(GraphPad Software Inc. San Diego, CA, USA; www.
graphpad.com). Normally distributed, nonnormally 
distributed, and categorical variables are presented as 
means ± SDs, medians (interquartile ranges), and fre-
quencies, respectively. Age at onset, diagnosis and the 
last follow-up are presented as means (range: min∼max). 
The paired Student’s t test or Wilcoxon test was used to 
compare differences between two paired groups. The 
unpaired Student’s t test or Mann‒Whitney U test was 
used to compare differences between two independent 
groups. Fisher’s exact test was used for two categori-
cal variables. The level of significance was set at 0.05 
(two-tailed).

Results
Demographic features
Eleven patients (7 males and 4 females) from ten families 
were diagnosed with FBS. Except for one patient (P7), the 
remaining ten patients were born to nonconsanguineous 
marriage partners. The mean age at onset and diagnosis 
was 1.3 years (range: 3 days∼2.3 years) and 2.2 (range: 
1.1∼3.4) years, respectively (Table 1).

Initial clinical and biochemical features
The initial detailed clinical and biochemical informa-
tion is shown in Table 1 and Table S2. Six patients were 
referred to our centre for abdominal distension and short 
stature (P4, P7, P8, P9i, P9ii and P10), three for respira-
tory infections (P3, P5 and P6), one for malnutrition (P2) 
and the remaining one for hyperglycaemia after birth 
(P1) at their initial visit. Hepatomegaly was observed in 
10/11 patients, except for P1, who visited in the neonatal 
period. Decreased FBG (2.0 ± 0.5 mmol/L) was detected 
in 9/11 patients. Elevated ALT [128.0 (65.0, 248.3) U/L] 
was observed in 6/10 patients, elevated AST [121.0 (67.5, 
197.0) U/L] in 9/10 and elevated GGT (134.1 ± 98.4 U/L) 
in 8/8. TC (P4: 7.30 mmol/L; P9i: 7.16 mmol/L) was 
increased in 2/7 patients and TG (4.0 ± 1.2 mmol/L) in 
6/7. The mean lactate level was 2.2 ± 0.8 mmol/L (n = 6). 
The median UA SDS was − 3.5 (-3.5, -3.1) (n = 7).

Renal proximal tubular disorders were observed in all 
11 patients. Glycosuria was detected in 11/11 patients, 
proteinuria in 7/11 and ketonuria in 6/11. Metabolic 
acidosis was confirmed in all patients with a markedly 

decreased plasma HCO3
− level (15.0 ± 3.2 mmol/L). The 

mean pH and BE were 7.35 ± 0.04 (n = 11) and − 9.7 ± 2.5 
mmol/L (n = 11), respectively. Except for P1 without 
records, ten patients showed elevated AKP [7.7 (5.5, 
15.9) SDS], decreased serum phosphorus (-6.2 ± 1.1 SDS) 
and normal serum calcium (2.39 ± 0.18 mmol/L). Seven 
patients received bone X-rays, which showed rickets 
imaging changes, such as cupped and flared metaphyses 
along with widened and irregular growth plates of the 
long bones (n = 7), varus deformity (P4) and valgus defor-
mity (P10). Low birth weight (< 2500 g) was observed in 
2/11 patients (P1 and P9ii). Short stature [height SDS (Ht 
SDS): -3.4 ± 0.9] was observed in 10/11 patients at the 
first visit, except for P1.

Two patients (P1 and P2) were initially misdiagnosed 
with NDM due to the incidental detection of hypergly-
caemia, rather than the presence of classical symptoms 
of diabetes mellitus at the ages of 3 days and 4 months, 
respectively. P1 was diagnosed with NDM based on 
increased random blood glucose (11.8∼12.4 mmol/L) 
with decreased fasting C-peptide (0.33 nmol/L, refer-
ence range: 0.37∼1.47 nmol/L) and insulin (10.2 pmol/L, 
reference range: 13.0∼161.0 pmol/L) at three days after 
birth. Insulin antibodies were negative. Her HbA1c level 
(6.4%, reference range: 4∼6%) did not fully meet the diag-
nostic criteria for diabetes mellitus (HbA1c < 6.5%). P1 
was treated with insulin (0.15 U/kg/d) at the age of one 
month. Due to hypoglycaemia (2.0∼3.0 mmol/L) and fre-
quent drowsiness, insulin was changed to glibenclamide 
(0.06  mg/kg/d) at the age of three months, which was 
discontinued after the genetic diagnosis at the age of 20 
months. P2 was observed to have hyperglycaemia and 
glycosuria when he was four months old. In the fasting 
state, elevated blood glucose (9.5 mmol/L), decreased 
C-peptide (0.08 nmol/L) and low insulin (< 1.4 pmol/L) 
were detected. The 2-hour blood glucose level based on 
the oral glucose tolerance test was 15.0 mmol/L, which 
met the diagnostic criteria for diabetes mellitus. How-
ever, the level of HbA1c was 6.3%, and the insulin anti-
body test was negative. Then, he was diagnosed with 
NDM and initiated insulin therapy (1.2 U/kg/d), which 
was discontinued due to frequent episodes of hypogly-
caemia (approximately 3 mmol/L) at the age of 6 months.

Clinical and biochemical features at diagnosis
All patients were diagnosed at the mean age of 2.2 (range: 
1.1∼3.4) years through gene sequencing. The median gap 
between the initial visit and diagnosis was 2.0 (range: 
0.0∼15.0) months. All patients showed decreased FBG, 
elevated ALT, elevated GGT, decreased UA, elevated 
AKP, decreased serum phosphorus, normal serum cal-
cium, decreased plasma HCO3

−, decreased BE and gly-
cosuria (Table S3). Hepatomegaly and short stature (Ht 
SDS: -4.1 ± 1.2) were also observed in all patients. Rickets 
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imaging changes were observed in all patients, and skel-
etal deformities were found in 5/11.

Clinical and biochemical features after treatment (n = 9)
P2 and P3 were lost to follow-up. The remaining nine 
patients were administered UCS, conventional rickets 
treatment (oral active vitamin D and phosphate) and 
sodium bicarbonate after diagnosis. The average treat-
ment duration was 7.0 (range: 1.8∼15.5) years. Detailed 
clinical and biochemical information is provided in 
Table 1 and Table S4. At the last follow-up, remission of 
hepatomegaly was observed in all nine patients. Levels of 
PBG, ALT, AST and TG returned to almost normal (all 
p < 0.05), whereas levels of GGT, TC, lactate and UA were 
not different from pre-treatment (all p > 0.05).

There was no significant difference in the prevalence 
of glycosuria, proteinuria and ketonuria before and after 
treatment (all p > 0.05). Metabolic acidosis moderately 
improved after treatment, as the median plasma HCO3

− 
level increased significantly from 14.6 to 21.4 mmol/L. 
Nevertheless, pH and BE levels did not differ significantly 

from pre-treatment (both p > 0.05), and six patients (P1, 
P4, P8, P9i, P9ii and P10) still showed acidosis. Median 
AKP SDS decreased significantly from 9.2 to 3.6, while 
seven patients (except P6 and P9ii) still exhibited elevated 
AKP. Serum phosphorus and calcium levels were not sig-
nificantly different (both p > 0.05). Except for P8, eight 
patients presented with skeletal deformities. Five patients 
(P5, P6, P9i, P9ii and P10) had nephrocalcinosis at the 
last follow-up, three of whom still had elevated AKP 
levels.

The mean age of these nine patients at the last follow-
up was 8.9 (range: 3.1∼16.6) years. P1 and P4 entered 
adolescence at the age of 14 years and 13.3 years, respec-
tively, indicating that there was a delay of puberty. The 
final adult height of P1 (110.1  cm, Ht SDS: -9.14) devi-
ated significantly from the normal range, potentially due 
to her lack of consistent adherence to UCS and rickets 
treatment for a long term. The Ht SDS of the remain-
ing eight patients who continuously adhered to the UCS 
and rickets treatment for 4.5 ± 2.5 years increased sig-
nificantly from − 4.1 ± 0.8 to -3.5 ± 0.7 (p = 0.02) (Fig. 1A). 
Four patients (P4, P5, P7, and P8) exhibited a pronounced 
deficiency of Ht SDS [-4.1 (-4.4, -3.3)]. Additionally, these 
patients displayed a reduction in median IGF-1 levels 
[-2.1 (-2.6, -1.3) SDS]. A growth hormone (GH) provoca-
tive test was conducted, which yielded results indicating 
adequate levels of GH. Despite receiving rhGH treatment 
for an average duration of 2.8 (range: 1.0∼5.0) years, the 
four patients did not exhibit a significant improvement in 
their Ht SDS (from − 4.1 to -3.6, p = 0.13) (Fig. 1B). This 
suggests that rhGH therapy has limited efficacy in pro-
moting height gain in individuals with FBS. The changes 
in Ht SDS and GV of these four patients who underwent 
rhGH treatment are shown in Fig. 1C. One patient (P8) 
had rhGH treatment for a duration of one year, while the 
remaining three (P4, P5 and P7) for a median duration 
of 2.9 (range: 2.1∼5.0) years. Following the initial year of 
rhGH therapy, the median GV of the four patients exhib-
ited an increase from 5.5 to 7.3 cm/year (p = 0.13). As the 
duration of treatment increased, there was a drop in the 
median GV to 4.5 (2.6, 4.8) cm/year, which was lower 
than the levels observed prior to GH treatment, provid-
ing more evidence that rhGH had limited effectiveness.

SLC2A2 variation spectrum of this cohort and genotype-
phenotype analysis
Based on the results of Sanger sequencing and ES, 11 
patients were found to harbour biallelic P/LP variants 
in the SLC2A2 gene (Fig. 2 and Table S5). Fourteen vari-
ants were identified, including missense (n = 4), nonsense 
(n = 2), frameshift (n = 5), splicing site variants (n = 2) 
and gross deletion (n = 1). Six variants are novel, among 
which one was recurrent: c.1217T > G (p.L406R) (allele 

Table 1  Demographic and clinical information of 11 patients 
with FBS
Demographic information
Male/female (n) 7/4
Age at onset (d/y) (n = 11) 1.3 y (3 d∼2.3 y)
Age at diagnosis (y) (n = 11) 2.2 (1.1∼3.4)
Follow-up duration (y) (n = 9) 6.7 (1.4∼15.2)
Clinical information
Initial symptoms (n)
Hepatomegaly 10/11
Short stature 10/11
Hypophosphataemic rickets 7/11
Biochemical parameters 
(n = 9)

Pre-treatment Post-treatment

Glucose (mmol/L) * 2.0 ± 0.7 4.5 ± 0.7
ALT (U/L) * 98.3 ± 56.8 30.4 ± 8.7
AST (U/L) * 121.0 (66.0, 276.5) 34.0 (30.0, 86.0)
GGT (U/L) 55.0 (39.5, 145.5) 43.0 (27.5, 168.5)
TC (mmol/L) 5.1 ± 1.2 5.2 ± 1.0
TG (mmol/L) * 3.6 ± 1.8 1.4 ± 0.4
UA SDS -3.1 ± 0.4 -3.2 ± 0.5
Lactate (mmol/L) 1.8 ± 0.7 1.5 ± 0.6
pH 7.34 ± 0.06 7.32 ± 0.06
HCO3

− (mmol/L) * 14.6 (12.4, 17.0) 21.4 (14.7, 23.2)
BE -10.3 ± 3.0 -7.4 ± 5.6
AKP SDS * 9.2 (6.4, 10.5) 3.6 (1.6, 6.3)
Phosphorus SDS -6.4 ± 1.7 -5.6 ± 1.0
Calcium (mmol/L) 2.26 (2.25, 2.51) 2.40 (2.29, 2.57)
Data are shown as n, means (ranges), medians (interquartile ranges) or 
means ± standard deviations. d: day; m: month; y: year. *: showing significant 
difference. ALT: alanine aminotransferase; AST: aspartate transaminase; GGT: 
γ-glutamyl transferase; TC: total cholesterol; TG: triglycerides; UA SDS: uric 
acid standard deviation score; HCO3

−: bicarbonate; BE: base excess; AKP SDS: 
alkaline phosphatase SDS
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frequency: 4/22, 18%) in two unrelated homozygous 
patients.

Nonsense, frameshift, splicing site variants and gross 
deletion could be classified as null variants. An attempt 
was made to investigate whether six patients (P2, P4, P8, 

P9i, P9ii and P10) with null variants in biallelic alleles had 
earlier symptoms or more severe biochemical changes 
than the four patients (P1, P3, P6 and P7) with missense 
variants in biallelic alleles. Except for plasma HCO3

− and 
BE, other biochemical parameters and signs/symptoms 

Fig. 2  Variants of SLC2A2 gene identified in 11 patients with FBS. The SLC2A2 variants were depicted as nucleotide alterations and amino acid alterations 
per exon/intron. The white boxes indicated exons. Novel variants were marked with an asterisk. The suffixes indicated the number of mutant alleles

 

Fig. 1  Height SDS of our FBS patients. (A) The Height SDS of eight patients before and after UCS therapy except P1. (B) The Height SDS of four patients 
before and after rhGH therapy. (C) Changes in Height SDS of four patients receiving rhGH therapy since the initiation of UCS therapy. Arrows mark when 
rhGH treatment started. Ht SDS: height standard deviation score; UCS: uncooked cornstarch; rhGH: recombinant human growth hormone
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were not different between these two groups. Levels of 
plasma HCO3

− and BE in these four patients with mis-
sense variants at diagnosis were 17.8 (16.1, 19.7) mmol/L 
and − 7.4 (-8.3, -6.3) mmol/L, respectively, which were 
significantly higher than those [plasma HCO3

−: 12.9 
(11.9, 13.7) mmol/L, BE: -12.3 (-13.4, -11.3) mmol/L] of 
the six patients with biallelic null variants (both p = 0.01). 
Therefore, we speculate that patients with missense vari-
ants have milder acidosis than those with null variants. 
Compared with missense variants, null variants are likely 
to cause more severe urinary bicarbonate loss, indicat-
ing a relationship between genotype and phenotype 
(Table 2).

In our study, 6/11 patients were homozygous for rare 
disease-causing variations, with only one case (P7) from 
a consanguineous family. The remaining five patients 
(P1, P3, P6, P9i and P9ii) were from nonconsanguineous 
families. To determine the mechanism of homozygous 
rare variants in these families, the ES data of P9i was re-
analysed, and the ROH around the homozygous causal 
variant was studied. P9i carried a stretch of 36.6  Mb 
homozygosity (chr3: 142,222,074–178,785,653, hg19) 
around the homogenous variant. Her ROH was 1.6% of 
the entire genome, which is similar to the inbreeding 
coefficient of marriage between second cousins. Then, 
newly obtained ES data for P1, P3 and P6 were analysed 
for ROH. P1 was found to carry 5.3 Mb of homozygos-
ity (chr3: 168,269,512 − 173,525,731, hg19) surrounding 
the homogenous variant. Her ROH was 0.4% of the whole 
genome, equivalent to the inbreeding coefficient of a 
third-cousin marriage. P3 was discovered to carry an 
ROH area of whole chromosome 3 involving the SLC2A2 
gene, implying uniparental disomy (UPD) 3. However, 
we were unable to determine whether the two copies of 
chromosome 3 originated from the same parent. ROH 

surrounding the homozygous variant was not found in 
P6.

Discussion
Glycogen storage diseases (GSDs) are a group of congeni-
tal abnormalities affecting glycogen metabolism and are 
characterized by the proteins and tissues affected [30]. 
FBS is an extremely rare type of hepatic GSDs, which is 
found in 0.92% (11/1198) of our centre’s patients with 
hepatic GSDs, underlining its rarity in the Chinese pop-
ulation. The heterogeneity of initial symptoms in FBS 
patients makes early diagnosis challenging. Current 
treatment is effective in maintaining blood glucose and 
improving liver function, but there are still limitations in 
terms of rickets, acidosis and secondary short stature.

TNDM can be observed in FBS patients who develop 
hyperglycaemia within the first six months of life, and 
spontaneously resolve after a few months [31]. Hyper-
glycaemia may be related to impaired glucose-stimulated 
insulin secretion by pancreatic β-cells, leading to reduced 
uptake of glucose [32]. Its self-remission may be attrib-
uted to GLUT1 and GLUT3, which replace GLUT2 as 
the major glucose transporter in human β-cells after the 
neonatal and developmental periods [11, 33]. TNDM was 
diagnosed in 2/11 cases (P1 and P2) in our cohort based 
on incidentally detected hyperglycaemia. However, their 
HbA1c levels (P1: 6.4%; P2: 6.3%) were only marginally 
elevated, and classical symptoms of diabetes mellitus 
were not observed, which was consistent with a previ-
ous study [34]. These two patients experienced frequent 
hypoglycaemia after insulin therapy. Therefore, mildly 
elevated HbA1c levels, absence of classical symptoms and 
frequent insulin-induced hypoglycaemia may be clinical 
features of TNDM in FBS patients. Insulin therapy may 
cause frequent episodes of hypoglycaemia in FBS patients 
[34]. As a result, it is critical to detect TNDM caused by 

Table 2  Patients with different types of SLC2A2 variants and the levels of plasma HCO3
− and BE

Variant type in 
both alleles

Patient ID Allele 1 (paternal) Allele 2 (maternal) HCO3
−(mmol/L) BE 

(mmol/L)Nucleotide 
alteration

Amino acid 
alteration

Nucleotide 
alteration

Amino acid 
alteration

Missense P1 c.609T > A p.S203R c.609T > A p.S203R 16.2 -8.3
P3 c.1217T > G* p.L406R c.1217T > G* p.L406R 19.8 -6.4
P6 c.1217T > G p.L406R c.1217T > G p.L406R 16.1 -8.3
P7 c.566G > A p.G189D c.566G > A p.G189D 19.4 -6.2

Nonsense, frame-
shift, splicing site 
or gross deletion

P2 c.1313dup p.A439SfsX45 c.379_380insTC p.A127VfsX4 13.1 -11.9
P4 c.255_256del p.E85DfsX93 c.496 + 2T > G / 12.6 -11.4
P8 E10-11del / c.1106_1109del p.F369X 13.4 -10.8
P9i c.553_554del p.R185GfsX18 c.553_554del p.R185GfsX18 12.1 -12.9
P9ii c.553_554del p.R185GfsX18 c.553_554del p.R185GfsX18 14.6 -12.6
P10 c.1093 C > T p.R365X c.371 + 2T > C / 11.3 -14.9

HCO3
−: bicarbonate; BE: base excess

/: unknown amino acid alteration

*variant with unknown origin
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FBS in a timely manner. In other words, when TNDM 
patients present with these clinical signs, FBS should be 
considered, especially if they are accompanied by charac-
teristic FBS markers such as liver function abnormalities, 
high AKP, and decreased serum phosphorus.

All of our patients were treated with conventional rick-
ets therapy [24]. At the last follow-up, elevated AKP was 
still observed in 7/9 patients, suggesting that the current 
therapy regimen can only partially correct rickets in FBS 
patients. Furthermore, nephrocalcinosis was identified in 
5/9 individuals, with three patients still having elevated 
AKP levels. In FBS, storage of glycogen leads to general-
ized proximal tubular dysfunction, which contributes to 
the presentation of hypercalciuria, hyperphosphaturia 
and calcium phosphate deposition in the kidneys [35, 36]. 
Conventional rickets treatment may also increase urinary 
excretion of calcium and phosphorus, further raising the 
risk of nephrocalcinosis. Thus, it is difficult to restore the 
AKP level to normal while also preventing nephrocalci-
nosis with existing treatment. A recent study shown that 
sodium glucose cotransporter 2 (SGLT2) inhibitor could 
increase the levels of serum potassium and phosphate 
concentrations in FBS, indicating that SGLT2 inhibitor 
have promise as a novel therapeutic option [37].

Metabolic acidosis is a prevalent characteristic of FBS 
caused by ketone accumulation and bicarbonate loss 
through the proximal renal tubules [27, 38]. The accumu-
lation of ketone is a reflection of inadequate management 
or fasting intolerance in GSD. Ketone has a strong moni-
toring value for treatment and dietary treatment is the 
cornerstone to prevent hyperketosis [39, 40]. The meta-
bolic acidosis observed in FBS primarily originated from 
the kidneys and was likely caused by a malfunction in the 
proximal tubule [38]. All patients in our cohort had vary-
ing degrees of metabolic acidosis during their initial visit, 
which was in line with previous studies [6, 13, 41]. There 
is no consensus on alkali therapy for FBS patients. After 
UCS and conventional rickets treatment, plasma HCO3

− 
levels in our three patients normalized, who harboured 
at least one missense variant. While, metabolic acido-
sis did not improve appreciably in the other six patients 
who received the same treatment and carried null vari-
ants in both alleles. This shows that the amount of urine 
bicarbonate loss may be genetically associated and that 
patients with biallelic null variants require additional 
alkali supplementation. The correlation between the 
severity of acidosis and the type of variant has not been 
reported in previous literature [10, 11, 42, 43]. Sharari et 
al. conducted an analysis on the severity of dysglycaemia 
in 144 reported patients [11]. The findings of their analy-
sis yielded a negative conclusion, which aligns with the 
results of our analyses.

According to earlier studies, the Ht SDS of thirteen FBS 
patients who reached the final height ranged from − 9.5 to 

-1.6 [1, 3, 12, 44, 45], demonstrating that short stature is 
one of key problems in clinical management of FBS [6, 12, 
13, 46]. Short stature can be attributed to reduced chon-
drogenesis at the growth plates [47, 48]. Growth plate 
chondrogenesis is influenced by several factors, such as 
intracellular regulatory mechanisms in the chondrocytes, 
cartilage extracellular matrix components, paracrine fac-
tors and endocrine factors [47]. Multiple causes, includ-
ing hypoglycaemia, acidosis, and hypophosphataemia, 
may contribute to the short stature occurring in FBS. 
Hypoglycaemia and acidosis have an impact on the GH/
IGF-1 axis, resulting in decreased cellular proliferation at 
the growth plate [49]. FBS patients exhibit lower IGF-1 
levels [50], with − 2.1 ± 0.7 SDS in our patients (n = 5), 
which is likely attributable to the potential occurrence 
of hypoglycaemia. Furthermore, hypophosphataemia in 
FBS could affect mineralization at the growth plate [51]. 
The adult Ht SDS of X-linked hypophosphataemic rick-
ets ranges between − 2 and − 1 [49, 52, 53], indicating that 
height is more severely affected in FBS. After 4.5 years 
of treatment, the Ht SDS of nine patients in our group 
increased by only 0.6, indicating that the effect of cur-
rent treatment on height is modest and consistent with 
the previous research [54]. rhGH administration for 2.8 
years in our four patients with extremely short stature 
also showed a limited benefit, with the median Ht SDS 
only increasing from − 4.1 to -3.7. Our results suggest 
that rhGH should not be indicated for FBS patients with 
normal GH stimulation tests.

To date, 109 different variants of SLC2A2 have been 
reported in the HGMD database (http://www.hgmd.
cf.ac.uk/ac/). In our study, we identified 14 SLC2A2 
variants and they are scattered over the whole coding 
sequence, without any obvious pattern. One recurrent 
variant, c.1217T > G (p.L406R) (allele frequency: 4/22, 
18%), was identified in two unrelated homozygous cases 
in our study, which was also not reported previously. The 
hotspot/founder variants in India, Sudan and Turkey are 
c.952G > A (p.G318R) (4/10, 40%), c.157  C > T (p.R53*) 
(6/10, 60%), and c.482_483insC (p.G162Rfs*17) (6/8, 
75%) [6, 13, 41], respectively, which have not been found 
in Chinese patients. According to the large frequency of 
consanguineous relatives, 74% of patients with genetic 
diagnosis carry homozygous variants [55]. However, of 
the six patients in our study who harboured homozygous 
variants, only one (P7) was from a consanguineous fam-
ily. Long stretches of homozygosity around homozygous 
rare pathogenic variants have been observed in noncon-
sanguineous families with rare AR diseases [56]. In our 
study, two patients (P1 and P9i) from nonconsanguine-
ous families were also found to have stretches of homo-
zygosity (5.3 Mb and 36.6 Mb) around the homogenous 
variants, which is equivalent to the inbreeding coefficient 
of third and second cousins, respectively. These findings 

http://www.hgmd.cf.ac.uk/ac/
http://www.hgmd.cf.ac.uk/ac/
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support that inbreeding over many generations does 
result in significant genome sharing and homozygosity 
for variations inherited from common ancestors [56]. 
Moreover, UPD is another type that might cause homo-
geneous rare variations. P3 showed an ROH region of 
whole chromosome 3, indicating the possible existence 
of UPD. It is crucial to determine the molecular basis of 
homozygous rare variants in nonconsanguineous fami-
lies to provide genetic counselling and recurrent risk 
evaluation.

There are several limitations to our study. First, due 
to the low incidence, it was a retrospective study with a 
small sample size of patients, and data on some biochem-
ical parameters was missing, which may result in bias. 
Second, since the follow-up duration was insufficient, 
only two of the eleven patients had reached adolescence, 
which limited analyses of delayed puberty in FBS. Addi-
tionally, only one of the patients reached adult height. 
Thus, we were unable to assess if the current treat-
ment regimen can effectively improve the final height of 
FBS patients, which calls for large-scale and long-term 
studies.

Conclusions
In summary, we report eleven patients with FBS, deepen-
ing understanding of the clinical manifestations, genetic 
spectrum and treatment outcomes of this disorder. The 
heterogeneity of initial symptoms in FBS patients makes 
early diagnosis challenging. Current treatment is effec-
tive in preventing hypoglycaemia and improving liver 
function, but treatment of rickets, acidosis, and short 
stature continues to be challenging. Growth hormone 
therapy appears not to enhance growth in FBS patients 
who have normal GH stimulation tests. Patients with null 
variants in biallelic alleles may exhibit more severe meta-
bolic acidosis and require alkali supplementation. ROH is 
a mechanism for assessing rare homozygous variants of 
FBS in the absence of a consanguineous family history.

Abbreviations
FBS	� Fanconi-Bickel syndrome
TNDM	� Transient neonatal diabetes mellitus
GLUT2	� Glucose transporter protein 2
UCS	� uncooked cornstarch
NDM	� Neonatal diabetes mellitus
FBG	� Fasting blood glucose
PBG	� Pre-prandial blood glucose
ALT	� Alanine aminotransferase
AST	� Aspartate transaminase
GGT	� γ-glutamyl transferase
TC	� Total cholesterol
TG	� Triglyceride
UA	� Uric acid
HCO3

-	� Bicarbonate
BE	� Base excess
IGF-1	� Insulin-like growth factor-1
SDS	� Standard deviation score
rhGH	� Recombinant human growth hormone
GV	� Growth velocity

ES	� Exome sequencing
ROH	� Regions of homozygosity
Ht SDS	� Height SDS
GH	� Growth hormone
UPD	� Uniparental disomy

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s13023-024-03070-8.

Additional file 1. Table S1: Age-and sex-matched laboratory reference 
ranges. Table S2: Clinical and biochemical information of 11 patients with 
FBS at initial visit. Table S3: Clinical and biochemical information of 11 
patients with FBS at diagnosis. Table S4: Clinical and biochemical informa-
tion of 11 patients with FBS at the last follow-up. Table S5:SLC2A2 variants 
in 11 patients with FBS.

Additional file 2. The detailed genetic test procedures.

Acknowledgements
The authors would like to thank the patients and their family members for 
their willingness to join this study.

Author contributions
TD, BX and WQ conceived and designed the study. TD, YX, CS, ZWG, ZZG, 
DL, KZ, YY, YNS and MS collected the patients’ data. LL, RW and YS analysed 
ES data. TD, BX and WQ wrote the manuscript. BX performed a variant 
classification. WQ and BX offered professional advice about the entire 
research. All authors read and approved the final manuscript.

Funding
The authors have not received specific funding sources for this study. The 
study was partially supported by the National Key R&D Program of China (No. 
2022YFC2703400), Shanghai Healthcare Commission Project (202340103, 
202140103), Clinical Research Centre for Congenital Adrenal Insufficiency, 
Pediatrics College, Shanghai Jiao Tong University School of Medicine 
(ELYZX202106), and Clinical Innovation Project of Xinhua Hospital, School of 
Medicine, Shanghai Jiao Tong University (23XHCR12B).

Data availability
All data generated or analysed during this study are included in this published 
article and its supplementary information files.

Declarations

Ethics approval and consent to participate
The study was approved by the Ethics Committee of the Xinhua Hospital, 
Shanghai Jiao Tong University School of Medicine (XHEC-D-2022-271). Written 
informed consent was obtained from patients or their guardians.

Consent for publication
Informed consent was obtained from all individual participants included in 
the study.

Competing interests
The authors declare that they have no competing interests.

Author details
1Department of Pediatric Endocrinology and Genetic Metabolism, Xinhua 
Hospital, Shanghai Institute of Pediatric Research, School of Medicine, 
Shanghai Jiao Tong University, 1665 Kongjiang Road, 200092 Shanghai, 
China
2Department of Clinical Genetics Centre, Xinhua Hospital, School of 
Medicine, Shanghai Jiao Tong University, 1665 Kongjiang Road,  
200092 Shanghai, China

Received: 11 October 2023 / Accepted: 3 February 2024

https://doi.org/10.1186/s13023-024-03070-8
https://doi.org/10.1186/s13023-024-03070-8


Page 9 of 10Du et al. Orphanet Journal of Rare Diseases           (2024) 19:75 

References
1.	 Manz F, Bickel H, Brodehl J, Feist D, Gellissen K, Gescholl-Bauer B, et al. 

Fanconi-Bickel syndrome. Pediatr Nephrol. 1987;1(3):509–18.
2.	 Fanconi G, Bickel H. [Chronic aminoaciduria (amino acid diabetes or 

nephrotic-glucosuric dwarfism) in glycogen storage and cystine disease]. 
Helv Paediatr Acta. 1949;4(5):359–96.

3.	 Santer R, Schneppenheim R, Suter D, Schaub J, Steinmann B. Fanconi-Bickel 
syndrome–the original patient and his natural history, historical steps 
leading to the primary defect, and a review of the literature. Eur J Pediatrics. 
1998;157(10):783–97.

4.	 Sharari S, Aouida M, Mohammed I, Haris B, Bhat AA, Hawari I, et al. Under-
standing the mechanism of Dysglycemia in a Fanconi-Bickel Syndrome 
Patient. Front Endocrinol (Lausanne). 2022;13:841788.

5.	 Sarhan OM, Al Farhan A, Abdallah S, Al Ghwanmah H, Boqari D, Omar H, et al. 
Pediatric metanephric adenoma with Fanconi-Bickel syndrome: a case report 
and review of literature. Surg Case Rep. 2022;8(1):86.

6.	 Govindarajan S, Khandelwal P, Sharma S, Agarwala A, Sinha A, Hari P et al. 
Clinical features and genetic sequencing of children with Fanconi-Bickel 
Syndrome. Indian J Pediatr. 2022.

7.	 Demczko MM, Liu TT, Napoli JA. Craniosynostosis in a patient with Fanconi-
Bickel syndrome: a case report. J Pediatr Endocrinol Metabolism: JPEM. 
2022;35(9):1201–5.

8.	 DeLeon AM, Gaiha RD, Peralta FM. The successful Anesthetic Management 
of a cesarean delivery in a patient with Fanconi-Bickel Syndrome. Case Rep 
Anesthesiol. 2022;2022:3220486.

9.	 Chen H, Lyu JJ, Huang Z, Sun XM, Liu Y, Yuan CJ, et al. Case Report: Fanconi-
Bickel syndrome in a Chinese girl with diabetes and severe hypokalemia. 
Front Pediatr. 2022;10:897636.

10.	 Grunert SC, Schumann A, Baronio F, Tsiakas K, Murko S, Spiekerkoetter U et al. 
Evidence for a genotype-phenotype correlation in patients with pathogenic 
GLUT2 (SLC2A2) variants. Genes (Basel). 2021;12(11).

11.	 Sharari S, Abou-Alloul M, Hussain K, Ahmad Khan F. Fanconi-Bickel syndrome: 
a review of the mechanisms that lead to Dysglycaemia. Int J Mol Sci. 
2020;21(17).

12.	 Pennisi A, Maranda B, Benoist JF, Baudouin V, Rigal O, Pichard S, et al. Noc-
turnal enteral nutrition is therapeutic for growth failure in Fanconi-Bickel 
syndrome. J Inherit Metab Dis. 2020;43(3):540–8.

13.	 Musa SA, Ibrahim AA, Hassan SS, Johnson MB, Basheer AT, Arabi AM, et al. 
Fanconi Bickel syndrome: clinical phenotypes and genetics in a cohort of 
Sudanese children. Int J Pediatr Endocrinol. 2020;2020(1):21.

14.	 Santer R, Schneppenheim R, Dombrowski A, Gotze H, Steinmann B, Schaub 
J. Mutations in GLUT2, the gene for the liver-type glucose transporter, in 
patients with Fanconi-Bickel syndrome. Nat Genet. 1997;17(3):324–6.

15.	 Thorens B. GLUT2, glucose sensing and glucose homeostasis. Diabetologia. 
2015;58(2):221–32.

16.	 Thorens B, Cheng ZQ, Brown D, Lodish HF. Liver glucose transporter: a baso-
lateral protein in hepatocytes and intestine and kidney cells. Am J Physiol. 
1990;259(6 Pt 1):C279–85.

17.	 Thorens B. Molecular and cellular physiology of GLUT-2, a high-Km facilitated 
diffusion glucose transporter. Int Rev Cytol. 1992;137:209–38.

18.	 Howard SR, Dunkel L. Delayed puberty-phenotypic diversity, 
Molecular Genetic mechanisms, and recent discoveries. Endocr Rev. 
2019;40(5):1285–317.

19.	 Li H, Ji C-Y, Zong X-N, Zhang Y-Q. [Height and weight standardized growth 
charts for Chinese children and adolescents aged 0 to 18 years]. Zhonghua Er 
Ke Za Zhi. 2009;47(7):487–92.

20.	 [A national survey on growth of children. Under 7 years of age in nine cities 
of China, 2005]. Zhonghua Er Ke Za Zhi. 2007;45(8):609–14.

21.	 Lu KL, Xie SS, Liu E, Yu XM, Wang L, Yang ZY, et al. Age-wise trends in alkaline 
phosphatase activity in 167,625 Chinese children aged 0–18 years. Clin 
Biochem. 2020;79:34–40.

22.	 Zhu X, Wang K, Zhou Q, Guo W, Jia Y, Xu J. Age- and Sex-Specific Pediatric 
Reference Intervals of Serum Electrolytes in Jilin Province of China using the 
A Priori Approach. Am J Clin Pathol. 2020;154(5):708–20.

23.	 Cao B, Peng Y, Song W, Peng X, Hu L, Liu Z, et al. Pediatric continuous 
reference intervals of serum insulin-like growth factor 1 levels in a healthy 
Chinese Children Population– Based on PRINCE Study. Endocr Pract. 
2022;28(7):696–702.

24.	 Haffner D, Emma F, Eastwood DM, Duplan MB, Bacchetta J, Schnabel D, et al. 
Clinical practice recommendations for the diagnosis and management of 
X-linked hypophosphataemia. Nat Rev Nephrol. 2019;15(7):435–55.

25.	 [Expert consensus on. Diagnosis, treatment and management on 
X-linked hypophosphatemic rickets in children]. Zhonghua Er Ke Za Zhi. 
2022;60(6):501–6.

26.	 Della Pepa G, Vetrani C, Lupoli R, Massimino E, Lembo E, Riccardi G, et al. 
Uncooked cornstarch for the prevention of hypoglycemic events. Crit Rev 
Food Sci Nutr. 2022;62(12):3250–63.

27.	 Bagga A, Sinha A. Renal tubular acidosis. Indian J Pediatr. 2020;87(9):733–44.
28.	 Kishnani PS, Austin SL, Abdenur JE, Arn P, Bali DS, Boney A, et al. Diagnosis 

and management of glycogen storage disease type I: a practice guideline 
of the American College of Medical Genetics and Genomics. Genet Med. 
2014;16(11):e1.

29.	 Grimberg A, DiVall SA, Polychronakos C, Allen DB, Cohen LE, Quintos JB, et al. 
Guidelines for growth hormone and insulin-like Growth Factor-I treatment in 
children and adolescents: growth hormone Deficiency, Idiopathic Short stat-
ure, and primary insulin-like Growth Factor-I Deficiency. Horm Res Paediatr. 
2016;86(6):361–97.

30.	 Ozen H. Glycogen storage diseases: new perspectives. World J Gastroenterol. 
2007;13(18):2541–53.

31.	 Aguilar-Bryan L, Bryan J. Neonatal diabetes mellitus. Endocr Rev. 
2008;29(3):265–91.

32.	 Sansbury FH, Flanagan SE, Houghton JA, Shuixian Shen FL, Al-Senani AM, 
Habeb AM, et al. SLC2A2 mutations can cause neonatal diabetes, sug-
gesting GLUT2 may have a role in human insulin secretion. Diabetologia. 
2012;55(9):2381–5.

33.	 De Vos A, Heimberg H, Quartier E, Huypens P, Bouwens L, Pipeleers D, et al. 
Human and rat beta cells differ in glucose transporter but not in glucokinase 
gene expression. J Clin Invest. 1995;96(5):2489–95.

34.	 Taha D, Al-Harbi N, Al-Sabban E. Hyperglycemia and hypoinsulinemia in 
patients with Fanconi-Bickel syndrome. J Pediatr Endocrinol Metabolism: 
JPEM. 2008;21(6):581–6.

35.	 Oliveira B, Kleta R, Bockenhauer D, Walsh SB. Genetic, pathophysiologi-
cal, and clinical aspects of nephrocalcinosis. Am J Physiol Ren Physiol. 
2016;311(6):F1243–F52.

36.	 Shavit L, Jaeger P, Unwin RJ. What is nephrocalcinosis? Kidney Int. 
2015;88(1):35–43.

37.	 Trepiccione F, Iervolino A, D’Acierno M, Siccardi S, Costanzo V, Sardella D, et 
al. The SGLT2 inhibitor dapagliflozin improves kidney function in glycogen 
storage disease XI. Sci Transl Med. 2023;15(720):eabn4214.

38.	 Mihout F, Devuyst O, Bensman A, Brocheriou I, Ridel C, Wagner CA, et 
al. Acute metabolic acidosis in a GLUT2-deficient patient with Fanconi-
Bickel syndrome: new pathophysiology insights. Nephrol Dial Transpl. 
2014;29(Suppl 4):iv113–6.

39.	 Ross KM, Ferrecchia IA, Dahlberg KR, Dambska M, Ryan PT, Weinstein DA. 
Dietary Management of the glycogen Storage diseases: evolution of treat-
ment and ongoing controversies. Adv Nutr. 2020;11(2):439–46.

40.	 Brown LM, Corrado MM, van der Ende RM, Derks TGJ, Chen MA, Siegel S, et al. 
Evaluation of glycogen storage disease as a cause of ketotic hypoglycemia in 
children. J Inherit Metab Dis. 2015;38(3):489–93.

41.	 Seker-Yilmaz B, Kor D, Bulut FD, Yuksel B, Karabay-Bayazit A, Topaloglu AK, et 
al. Impaired glucose tolerance in Fanconi-Bickel syndrome: eight patients 
with two novel mutations. Turk J Pediatr. 2017;59(4):434–41.

42.	 Al-Haggar M, Sakamoto O, Shaltout A, Al-Hawari A, Wahba Y, Abdel-Hadi D. 
Mutation analysis of the GLUT2 gene in three unrelated Egyptian families 
with Fanconi-Bickel syndrome: revisited gene atlas for renumbering. Clin Exp 
Nephrol. 2012;16(4):604–10.

43.	 Enogieru OJ, Ung PMU, Yee SW, Schlessinger A, Giacomini KM. Functional 
and structural analysis of rare SLC2A2 variants associated with Fanconi-Bickel 
syndrome and metabolic traits. Hum Mutat. 2019;40(7):983–95.

44.	 Pena L, Charrow J. Fanconi-Bickel syndrome: report of life history 
and successful pregnancy in an affected patient. Am J Med Genet A. 
2011;155A(2):415–7.

45.	 Haffner D, Weinfurth A, Manz F, Schmidt H, Bremer HJ, Mehls O, et al. Long-
term outcome of paediatric patients with hereditary tubular disorders. 
Nephron. 1999;83(3):250–60.

46.	 Kehar M, Bijarnia S, Ellard S, Houghton J, Saxena R, Verma IC, et al. 
Fanconi-Bickel syndrome - mutation in SLC2A2 gene. Indian J Pediatr. 
2014;81(11):1237–9.

47.	 Jee YH, Andrade AC, Baron J, Nilsson O. Genetics of short stature. Endocrinol 
Metab Clin North Am. 2017;46(2):259–81.

48.	 Jee YH, Baron J, Nilsson O. New developments in the genetic diagnosis of 
short stature. Curr Opin Pediatr. 2018;30(4):541–7.



Page 10 of 10Du et al. Orphanet Journal of Rare Diseases           (2024) 19:75 

49.	 Ulrich EH, Chanchlani R. Impact of metabolic acidosis and Alkali Therapy on 
Linear Growth in children with chronic kidney disease: what is the current 
evidence? Kidney360. 2022;3(4):590–6.

50.	 Sharari S, Kabeer B, Mohammed I, Haris B, Pavlovski I, Hawari I et al. Under-
standing the role of GLUT2 in Dysglycemia Associated with Fanconi-Bickel 
Syndrome. Biomedicines. 2022;10(9).

51.	 Tebben PJ. Hypophosphatemia: a practical guide to evaluation and manage-
ment. Endocr Pract. 2022;28(10):1091–9.

52.	 Santos Rodriguez F. X-Linked hypophosphataemic rickets and growth. Adv 
Ther. 2020;37(Suppl 2):55–61.

53.	 André J, Zhukouskaya VV, Lambert A-S, Salles J-P, Mignot B, Bardet C, et al. 
Growth hormone treatment improves final height in children with X-linked 
hypophosphatemia. Orphanet J Rare Dis. 2022;17(1):444.

54.	 Mundy HR, Hindmarsh PC, Matthews DR, Leonard JV, Lee PJ. The regula-
tion of growth in glycogen storage disease type 1. Clin Endocrinol (Oxf ). 
2003;58(3):332–9.

55.	 Santer R, Groth S, Kinner M, Dombrowski A, Berry GT, Brodehl J, et al. 
The mutation spectrum of the facilitative glucose transporter gene 
SLC2A2 (GLUT2) in patients with Fanconi-Bickel syndrome. Hum Genet. 
2002;110(1):21–9.

56.	 Phadke SR, Srivastava P, Sharma P, Rai A, Masih S. Homozygosity stretches 
around homozygous mutations in autosomal recessive disorders: patients 
from nonconsanguineous Indian families. J Genet. 2021;100(1).

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	﻿Clinical, genetic profile and therapy evaluation of 11 Chinese pediatric patients with Fanconi-Bickel syndrome
	﻿Abstract
	﻿Introduction
	﻿Patients and methods
	﻿Patient recruitment
	﻿Study design
	﻿Molecular analysis
	﻿Statistical analysis

	﻿Results
	﻿Demographic features
	﻿Initial clinical and biochemical features
	﻿Clinical and biochemical features at diagnosis
	﻿Clinical and biochemical features after treatment (﻿n﻿ = 9)
	﻿﻿SLC2A2﻿ variation spectrum of this cohort and genotype-phenotype analysis

	﻿Discussion
	﻿Conclusions
	﻿References


