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Abstract
Background Endothelial dysfunction is the primary step for the development of CKD-related cardiovascular disease. Early 
prediction and management can influence patient survival. Serum testing of FGF 23 hormone and urinary phosphate excre-
tion were studied as predictors of all-cause cardiovascular morbidity in CKD patients; however, their relation to endothelial 
dysfunction is controversial. A combination of both in one index is hypothesized to increase their sensitivity in detecting 
endothelial dysfunction, especially in the early stages of CKD before the dominance of hyperphosphatemia, the original risk.
Methods A cross-sectional comparative analysis between thirty CKD stage 3 patients and sixty stage 4–5 CKD patients was 
conducted. All patients were tested for markers of mineral bone disorders including serum FGF 23 and 24-h urinary phosphate 
excretion. A combination of both in one index (nephron index) is calculated and hypothesized to correlate with nephron 
number. Endothelial dysfunction was assessed by measuring the post-occlusion brachial flow-mediated dilatation (FMD).
Results In univariate and multivariate regression analyses, the nephron index was the only predictor of endothelial dysfunc-
tion in individuals with stage 3 CKD (r = 0.74, P 0.01). This was not applied to stage 4–5 CKD patients where serum phos-
phorus (r = − 0.53, P 0.001), intact PTH (r = − 0.53, P 0.001), uric acid (r = − 0.5, P 0.001), and measured GFR (r = 0.59, 
P 0.001) were the highest correlates to FMD; the Nephron index had the weakest correlation (r = 0.28, P = 0.02) and is not 
predictive of endothelial dysfunction.
Conclusion Nephron index calculation showed better correlation with endothelial dysfunction than using any of its deter-
minants alone in early stages of CKD when FGF 23 levels are just beginning to rise. In advanced CKD patients, hyperphos-
phatemia, hyperparathyroidism, hyperuricemia, and measured GFR are more reliable than nephron index.
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Introduction

The vascular endothelium regulates multiple vital processes, 
including vascular tone and permeability, inflammatory 
responses, thrombosis, and angiogenesis. Endothelial dys-
function (ED) is a major pathogenetic inducer of athero-
sclerosis and cardiovascular disease. Chronic kidney disease 

(CKD) is characterized by reduced nitric oxide bioavailabil-
ity, which is almost present in all patients approaching end-
stage renal disease (ESRD). Numerous factors can affect 
the expression of endothelial NO synthase and contribute to 
the low NO bioavailability in CKD [1]. Among them, is the 
increased serum fibroblast growth factor 23 (FGF23), which 
gained great research attention in the last decade as an early 
risk factor and marker for cardiovascular complications in 
CKD patients [2]. FGF23 is a bone-derived phosphaturic 
through its action at the proximal tubules and thus, it is cor-
related with phosphate excretion per nephron [3]. FGF23 
rises during CKD progression as early as stage 2, a long 
time before the increase in serum phosphate levels, which 
emerge at stage 4 or later. The gradual rise in FGF23 is 
thought to be a result of compensation to the declining num-
ber of functioning nephrons and to the relative resistance to 
its action due to klotho deficiency. This must be balanced 
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off by an increase in phosphate excretion per nephron to 
maintain the phosphate homeostasis [4]. Many observa-
tional studies investigated the association between FGF23 
and various cardiovascular adverse events in CKD [5] like 
left ventricular hypertrophy [6], vascular calcification [7], 
and increased risk of ischemic heart and brain insults [8]. 
The correlation between FGF23 concentration and markers 
of atherosclerosis and ED in different CKD, HD, and trans-
plantation patients were studied before in a few reports with 
controversial results. Most of these reports targeted athero-
sclerosis more than ED [9, 10]. The ratio of urinary phos-
phate excretion (mg/day) to serum FGF23 was considered 
as an index reflecting the functional nephron number, which 
was defined as the nephron index [11]. The nephron index 
was reported before to be associated with atherosclerosis 
in early-stage CKD [12] and diabetic CKD [13]. Since it is 
anticipated that it will begin to decline in the early stages 
of CKD, we hypothesize that the nephron index can be a 
more sensitive predictor of the early ED than serum FGF 
23 testing alone. We conducted this cross-sectional study to 
assess the relationship between the nephron index and ED 
as measured by the brachial artery flow-mediated dilatation 
(FMD) in stage 3 CKD in comparison with advanced stages. 
Percentage of post-occlusion FMD represents a functional 
assessment of ED [1].

Materials and methods

This cross-sectional study was conducted on 90 CKD adult 
patients, who were recruited from Mansoura University Hos-
pital (Internal medicine department) and attended Nephrol-
ogy Clinic, Mansoura University, over a period of 2 years 
from 2019 to 2021.

Patient selection

The patients were selected based on their measured cre-
atinine clearance by 24-h urine collection. CKD diagnosis 
was established according to KDIGO 2012 guidelines [14] 
which defined CKD as an abnormality of kidney structure 
or function, present for > 3 months, with health implications, 
and requires one of two criteria documented or inferred 
for > 3 months: either GFR < 60 ml/min/1.73  m2 or mark-
ers of kidney damage. The study population was grouped 
according to measured creatinine clearance to Stage 3 CKD 
(30 patients) with creatinine clearance between 30 and 
60 ml/min/1.73  m2, and stage 4–5 CKD (60 patients) with 
creatinine clearance below 30 ml/min/1.73  m2. We included 
CKD patients aged ≥ 18 and ≤ 60 years who agreed to partic-
ipate in the study, share their clinical and laboratory data and 
assign written consent. While patients who had acute renal 
insult on top of CKD, active malignancy, active infection 

and/or active inflammatory processes, decompensated heart 
failure, recent acute coronary event, and those on hemodi-
alysis were excluded.

Sample size calculation

Calculation relied upon a previous cross-sectional report by 
Recio-Mayoral A et al. [15]. Using the SD of FMD (2.26), 
the following equation is used to calculate the sample size:

The current study sample size guaranteed a 99% confi-
dence estimate of mean FMD with a 0.6% margin of error.

Data collection

All patients were subjected to history taking, physical exam-
ination, and laboratory evaluation including Serum calcium, 
serum phosphorus, intact parathyroid hormone (iPTH), and 
total urine collected for 24 h was sent to the laboratory for 
estimating creatinine clearance and daily phosphate excre-
tion. Serum human fibroblast growth factor-23 (FGF23) was 
assayed by enzyme-linked immunosorbent assay (ELISA) 
supplied by SinoGeneClon Biotech Co. The nephron index 
represents nephron number and is suggested to be correlated 
positively with the ratio of urinary phosphate excretion (mg/
day) to serum FGF23 [11].

Functional assessment of endothelial dysfunction

Evaluation of endothelial dysfunction through brachial 
artery flow-mediated dilatation (FMD) was performed 
according to the American College of Cardiology guidelines 
[16]. The brachial artery was scanned 5–15 cm above the 
antecubital fossa. The resting diameter was measured, and 
then a blood pressure cuff was inflated around the arm to at 
least 50 mmHg above systolic blood pressure for 4.5 min. 
Measurement of maximum diameter was taken 45–60 s 
after cuff release. FMD was calculated according to [bra-
chial artery diameter post-deflation − baseline brachial artery 
diameter)/baseline brachial artery diameter] × 100 (Fig. 1).
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Fig. 1  Example of percentage of flow mediated dilatation calcula-
tion. a B mode pre-hyperemic sonogram of the arm taken 5 cm proxi-
mal to the cubital fossa showing the lumen-intima interface diameter 

measured as predeflation diameter. b B mode post-hyperemic sono-
gram of the arm taken 5 cm proximal to the cubital fossa showing the 
lumen–intima interface diameter measured as post-deflation diameter
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Statistical analysis

Data were fed to the computer and analyzed using IBM SPSS 
Corp. Released in 2013. IBM SPSS Statistics for Windows, 
Version 22.0. Qualitative data were described using num-
bers and percentages. Quantitative data were described using 
median (minimum and maximum) for non-parametric data 
and mean ± standard deviation for parametric data after test-
ing normality using the Kolmogorov–Smirnov test. For quali-
tative data Chi-Square test was done for comparing 2 groups, 
the Student t test was used to compare parametric data of 
independent variables of the 2 groups, and Mann–Whitney U 
test was used to compare non-parametric data of independent 
variables of the 2 groups. Spearman’s rank-order correlation 
is used to determine the strength and direction of a linear 
relationship between two non-normally distributed continu-
ous variables and /or ordinal variables. Multivariable linear 
regression analysis was done to determine the predictors of 
endothelial dysfunction in CKD patients. A P value less than 
0.05 was considered statistically significant.

Results

Both study groups had comparable age, gender, and comor-
bidities distribution except for hypertension (HTN) preva-
lence which is much higher in CKD patients with creatinine 
clearance below 30 ml/min/1.73  m2. Stage 3 CKD patients 
had significantly higher hemoglobin, serum calcium, and 
nephron index values. They also have significantly lower 
phosphate, serum FGF 23, PTH, and uric acid levels. 
Median value of FMD percentage was much lower in CKD 
patients with creatinine clearance below 30 (Table 1).

Nephron index was the only parameter positively corre-
lated to FMD change in stage 3 CKD (r = 0.47, P = 0.006). 
However, in CKD patients with creatinine clearance below 
30  ml/min/1.73   m2, FMD change was positively albeit 
weakly correlated to nephron index (r = 0.28, P = 0.02) and 
measured GFR. In the same group, FMD change was nega-
tively correlated to duration of HTN, serum phosphorus, 
PTH, serum bicarbonate, and serum FGF 23 levels (Table 2, 
Fig. 1).

Table 1  Comparison of 
demographic, clinical, 
laboratory, and radiological 
criteria between the study 
groups

t sample t test, c chi square test, w Mann–Whitney U, NS non-significant

CKD stages P

3 (N = 30) 4–5 (N = 60)

Demographic and clinical data
 Age in years (mean ± SD) 47.97 ± 9.72 46.7 ± 11.2 NSt

Gender
 Male, n (%) 19 (63.3) 26 (43.4) NSC

 Female, n (%) 11 (33.5) 34 (56.6)
DM, n (%) 13 (43.3) 29 (48.3) NSC

Duration of DM in months, median (IQR) months 72 (12–132) 120 (6–240) NSw

HTN, n (%) 18 (60) 53 (88.3) 0.002C

Duration of HTN in months, median (IQR) months 60 (12–144) 120 (12–216) NSw

Laboratory data
 Hb (gm/dL) 11.76 ± 1.48 10.9 ± 1.66 0.01t

 CRP 25(15–63) 25 (7–96) NSw

 Phosphorus 3.88 ± 0.83 6.28 ± 1.73  > 0.001t

 HCO3 (mEq/L) 20.39 ± 3.68 18.9 ± 3.8 NSt

 Albumin 3.68 ± 0.47 3.55 ± 0.49 NSt

 Parathyroid hormone (P.T.H) (pg/ml) 130 (64–363) 469 (58–1750)  > 0.001w

 Calcium (mg/dl) 8.74 ± 0.76 8.31 ± 0.72 0.01t

 Uric acid (mg/dl) 4.65 ± 0.94 6.36 ± 1.14  > 0.001t

 GFR (ml/min/1.73  m2) 40 (31–57) 18 (3–29)  > 0.001w

 FGF (ng/ml) 0.109 (0.06–0.14) 0.152 (0.1–0.28)  > 0.001w

  24-h urinary phosphorus (mg/day) 1780 (645–4060) 1778 (245–5010) NS w

Nephron index 17933.77 ± 6413.76 12743.5 ± 6558.5  > 0.001t

Radiological assessment
FMD percentage 0.15 (0.02–0.27) 0.08 (0–0.35)  > 0.001w
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In a multivariate linear regression analysis for predictors 
of FMD impairment in CKD stage 3 patients, the highest 

correlates were included as independent variables (serum 
phosphorus, iPTH, serum uric acid, measured GFR, nephron 
index). Of them, the nephron index was the only statistically 
significant predictor in the supposed regression model. In the 
patients with measured GFR below 30 ml/min/1.73  m2, none 
of the independent variables were related to the dependent 
outcome (Table 3).

Discussion

There is day-by-day growing evidence that CKD per se is 
one of the most important risk factors for cardiovascular 
morbidity and mortality [17]. Endothelial dysfunction is 
the primary step for the development of atherosclerosis 
[18]. In a previous report, the hazard ratio of develop-
ing ED in stage 3a CKD was reported to be 1.4 versus 
3.4 in GFR below 15 [19]. ED in CKD can be contrib-
uted to complex pathophysiologic changes like chronic 
inflammation, mineral-bone disorders (MBD), anemia, 
oxidative stress, hyperuricemia, and uremic toxemia [20]. 
Many methods for ED assessment are available; the per-
centage of FMD relies on the direct relationship between 
the post-occlusion arterial dilation and integrity of vas-
cular endothelium [21]. It was previously reported that 
the brachial FMD is reflective of ED in coronaries [22]. 
In another study, it was found to be correlated with CKD 
class [23], a finding which was not applied to our cohort 
except in stage 4–5 patients. This can be explained by the 
difference in population included, as we are just includ-
ing stage 3 patients and the majority are stage 3b, not all 
the 5 CKD classes. Early prediction and management of 
ED are crucial in maintaining cardiovascular health. Many 
biomarkers were studied as predictors of ED in CKD like 
NO, eNOS, endothelin, endocan, and endothelial micro-
particles [21]. The latter is the most reliable marker of 
endothelial damage and is correlated to the impairment of 
FMD percentages in ESRD [24]. To our knowledge, there 
are no reliable markers of ED in earlier stages of CKD. 
Since they started to change very early in the course of 
CKD and progress with the GFR deterioration, markers 
of BMD were at the scope of cardiovascular and ED risk 
stratification research. Of them, FGF 23 gained the highest 
attention as its rise is known to precede the dominance of 
hyperphosphatemia and hyperparathyroidism [25]. FGF 23 
was confirmed to be a major contributor to left ventricular 
hypertrophy through a klotho-independent pathway [6], 
but its relation to atherosclerosis, endothelial dysfunction, 
and vascular calcifications is questionable, especially at 
the early stages of CKD. In a survey of 183 CKD 3–4 
patients, high FGF-23 is associated with vascular dys-
function and lower FMD. The authors suggested that this 
effect was referred to its possible endogenous inhibitory 

Table 2  Correlation of demographic, clinical, and laboratory charac-
teristics with the percentage of FMD in the studied groups

Bold indicates the significant correlations
s Spearman correlation

Variable Percentage FMD

3 4–5

r P r P

Age − 0.14s NS − 0.13s NS
Gender − 0.008s NS − 0.05s NS
DM − 0.13s NS − 0.16s NS
Duration of DM 0.3s NS − 0.15s NS
HTN 0.3s NS − 0.07s NS
Duration of HTN 0.4s NS − 0.34s 0.01
CRP − 0.03s NS 0.13s NS
Serum phosphorus 0.18s NS − 0.53s  > 0.001
HCO3 (mEq/l) − 0.15s NS − 0.39s 0.002
Parathyroid hormone 

(P.T.H) (pg/ml)
0.001s NS − 0.53s  > 0.001

Calcium (mg/dl) 0.17s NS 0.13s NS
Uric acid − 0.21s NS − 0.5s  > 0.001
GFR 0.21s NS 0.59s  > 0.001
Serum FGF − 0.31s NS − 0.38s 0.002
24-h urinary phosphorus − 0.31s NS 0.12s NS
Nephron index 0.479s 0.006 0.284s 0.02

Table 3  Multivariable linear regression model for the prediction of 
FMD percentage in the studied groups

Bold indicates the significant correlations
Dependent variable: FMD percentage

Independent variable Standardized 
coefficient (Beta)

t Significance

GFR more than 30
 Constant − 0.001 0.999
 Serum phosphorus − 0.117 − 0.549 0.588
 iPTH 0.07 0.343 0.735
 Measured GFR 0.219 1.167 0.254
 Uric acid 0.064 0.327 0.747
 Nephron index 0.499 2.650 0.01

GFR less than 30
 Constant 1.408 0.165
 Serum phosphorus − 0.156 − 0.748 0.458
 iPTH − 0.232 − 1.35 0.183
 Measured GFR 0.107 0.404 0.688
 Uric acid − 0.07 − 0.405 0.687
 Nephron index 0.072 0.474 0.637
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action on NO synthase [26]. In another cohort of 119 Japa-
nese hemodialysis patients, FGF23 concentration was not 
associated with parameters of cardiac dysfunction, ath-
erosclerosis, infection, and systemic inflammation [10]. 
In the current study, the FGF 23 levels were elevated in 
stage 3 CKD patients but not correlated to FMD percent-
age change in both univariate correlation and multivariate 
linear regression analysis. It was found to be correlated 
to the functional ED, as measured by FMD, in stage 4–5 
CKD patients. Based on the phosphate-centric paradigm 
for the pathophysiology of CKD-related cardiovascular 
morbidity, urinary phosphorus excretion is supposed to 
augment the diagnostic utility of serum FGF 23 testing 
[11]. In a study including 880 patients with stable cardio-
vascular disease and normal kidney function to moderate 
CKD, greater urinary phosphorus excretion was associated 
with lower cardiovascular events and mortality [27]. In 
another cohort, urinary phosphate excretion was not cor-
related with the arterial stiffness index in CKD patients 
[28]. In the current study, we did not find a statistically 
significant correlation between 24-h urinary phosphorus 
excretion and indicator of ED. This can be logical in the 
context of the fact that phosphate regulation is determined 
by a dynamic balance between multiple factors includ-
ing intake, absorption, and excretion. Even the excretion 
itself is based on the functioning nephron mass and the 
phosphaturic mediators. Thus, it was justified to combine 
the urinary phosphorus excretion to serum FGF 23 in an 
index to improve the diagnostic and prediction utility 
of both as it represents the sensitivity of the kidney to 
FGF23. During an average 7.5 years of follow-up of 872 
outpatients with stable CVD and a mean estimated GFR 
of 71 ml/min per 1.73  m2, associations of FGF23 with 
mortality and cardiovascular events are stronger in persons 
with lower urinary phosphorus excretion independent of 
PTH and kidney function. In such individuals, the renal 
tubular response to FGF23 may be suboptimal [29]. In 
142 diabetic-early CKD patients, a decrease in nephron 
index reflects early-stage renal impairment and is an inde-
pendent risk factor of atherosclerosis in diabetic patients 
[13]. In another Indian cohort of 110 predialysis CKD, the 
nephron index was found to be correlated to atherosclero-
sis measured by carotid intimal media thickness [30]. To 
our knowledge, this study is the first to report a correlation 
between the nephron index and estimates of ED in CKD 
stage 3 patients. A relation that is attenuated at the later 
stages of CKD because of evident hyperphosphatemia, 
hyperparathyroidism, and hyperuricemia. The study has 
some limitations, firstly, its cross-sectional design that 
cannot establish a causation relationship; secondly, the 
non-inclusion of stage 2 CKD patients as it is known that 
the FGF 23 surge starts from stage 2 CKD.

Conclusion

The Nephron index can be a more accessible tool for the pre-
diction of ED in early CKD patients than the known complex 
biomarkers of ED which are not freely available. This index 
is a good estimate for the resistance of phosphaturic action 
of FGF 23 which is the primary step in the CKD-related 
cardiovascular effect.

Acknowledgements The authors would like to express their special 
thanks of gratitude to Dr. Eman Nagy, Lecturer of Nephrology, Man-
soura Nephrology and Dialysis Unit, for the statistical advice and study 
sample planning.

Author contributions ES, GEK, and NK have given substantial contri-
butions to the conception and the design of the manuscript, acquisition, 
analysis, and interpretation of the data. DK did the radiological evalua-
tion. AA-B did the laboratory assessment. The first draft of the manu-
script was written by ES. GEK revised the manuscript. All authors 
approved the final version of the manuscript.

Funding Open access funding provided by The Science, Technology & 
Innovation Funding Authority (STDF) in cooperation with The Egyp-
tian Knowledge Bank (EKB). The authors report no involvement in 
the research by the sponsor that could have influenced the outcome 
of this work.

Data availability The datasets generated and/or analysed during the 
current study are available from the corresponding author on reason-
able request.

Declarations 

Conflict of interest The authors have no relevant financial or non-fi-
nancial interests to disclose. They have no competing interests to de-
clare that are relevant to the content of this article.

Ethical approval The Study protocol was approval by Institutional 
Research Board (IRB-MD.19.10.240), Faculty of medicine, Man-
soura University, approval of the managers of the hospital in which 
the study was conducted, and informed written consent was obtained 
from each participant in the study after assuring confidentiality and 
patient was free to be withdrawn. Confidentiality and personal privacy 
were respected at all levels of the study.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, 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:// creat iveco mmons. org/ licen ses/ by/4. 0/.

http://creativecommons.org/licenses/by/4.0/


3165International Urology and Nephrology (2023) 55:3159–3165 

1 3

References

 1. Roumeliotis S, Mallamaci F, Zoccali C (2020) Endothelial dys-
function in chronic kidney disease, from biology to clinical out-
comes: a 2020 update. J Clin Med 9:2359

 2. Russo D, Battaglia Y (2011) Clinical significance of FGF-23 in 
patients with CKD. Int J Nephrol 2011:364890

 3. Scialla JJ, Wolf M (2014) Roles of phosphate and fibroblast 
growth factor 23 in cardiovascular disease. Nat Rev Nephrol 
10:268

 4. Silswal N, Touchberry CD, Daniel DR, McCarthy DL, Zhang 
S, Andresen J et al (2014) FGF23 directly impairs endothelium-
dependent vasorelaxation by increasing superoxide levels and 
reducing nitric oxide bioavailability. Am J Physiol Endocrinol 
Metab 307(5):E426

 5. Takashi Y, Fukumoto S (2018) FGF23 beyond phosphotropic hor-
mone. Trends Endocrinol Metabol 29:755

 6. Grund A, Sinha MD, Haffner D, Leifheit-Nestler M (2021) Fibro-
blast growth factor 23 and left ventricular hypertrophy in chronic 
kidney disease—a pediatric perspective. Front Pediatr 9:702719

 7. Desjardins L, Liabeuf S, Renard C, Lenglet A, Lemke HD, 
Choukroun G et al (2012) FGF23 is independently associated with 
vascular calcification but not bone mineral density in patients at 
various CKD stages. Osteoporos Int 23(7):2017

 8. Mirza MAI, Hansen T, Johansson L, Ahlström H, Larsson A, Lind 
L et al (2009) Relationship between circulating FGF23 and total 
body atherosclerosis in the community. Nephrol Dial Transplant 
24(10):3125

 9. Yildirim T, Yilmaz R, Altindal M, Turkmen E, Arici M, Altun B 
et al (2015) Endothelial dysfunction in renal transplant recipients: 
role of vitamin D and fibroblast growth factor-23. Transplant Proc 
47(2):343

 10. Takashi Y, Wakino S, Minakuchi H, Ishizu M, Kuroda A, Shima 
H et al (2020) Circulating FGF23 is not associated with cardiac 
dysfunction, atherosclerosis, infection or inflammation in hemo-
dialysis patients. J Bone Miner Metab 38(1):70

 11. Kuro-O M. A phosphate-centric paradigm for pathophysiology 
and therapy of chronic kidney disease. Kidney Int Suppl (2011) 
[Internet]. 2013;3:420–6. Available from: http:// www. kidney- inter 
natio nal. org

 12. Yamada H, Kuro-O M, Hara K, Ueda Y, Kusaka I, Kakei M et al 
(2016) The urinary phosphate to serum fibroblast growth factor 
23 ratio is a useful marker of atherosclerosis in early-stage chronic 
kidney disease. PLoS ONE 11:e0160782

 13. Yamada H, Kuro-O M, Funazaki S, Ishikawa SE, Kakei M, Hara 
K (2018) The urinary phosphate to serum fibroblast growth factor 
23 ratio, deemed the nephron index, is a useful clinical index for 
early stage chronic kidney disease in patients with type 2 diabetes: 
an observational pilot study. Int J Nephrol 2018:7530923

 14. Levey AS, Coresh J, Levey AS, Coresh J (2012) Chronic kid-
ney disease. Lancet 379(9811):165–180. https:// doi. org/ 10. 1016/ 
S0140- 6736(11) 60178-5

 15. Recio-Mayoral A, Banerjee D, Streather C, Kaski JC (2011) 
Endothelial dysfunction, inflammation and atherosclerosis in 
chronic kidney disease—a cross-sectional study of predialysis, 
dialysis and kidney-transplantation patients. Atherosclerosis 
216(2):446–451

 16. Craighead DH, Freeberg KA, Seals DR (2020) Vascular endothe-
lial function in midlife/ older adults classified according to 2017 

American college of cardiology/American heart association blood 
pressure guidelines. J Am Heart Assoc 9(17):e016625

 17. Foreman KJ, Marquez N, Dolgert A, Fukutaki K, Fullman N, 
McGaughey M et al (2018) Forecasting life expectancy, years of 
life lost, and all-cause and cause-specific mortality for 250 causes 
of death: reference and alternative scenarios for 2016–40 for 195 
countries and territories. Lancet 392(10159):2052

 18. Gimbrone MA, García-Cardeña G (2016) Endothelial cell dys-
function and the pathobiology of atherosclerosis. Circ Res 
118(4):620

 19. Vanhoutte PM, Zhao Y, Xu A, Leung SWS (2016) Thirty years of 
saying NO: sources, fate, actions, and misfortunes of the endothe-
lium-derived vasodilator mediator. Circ Res 119:375

 20. Vanholder R, Pletinck A, Schepers E, Glorieux G (2018) Bio-
chemical and clinical impact of organic uremic retention solutes: 
a comprehensive update. Toxins 10:33

 21. le Brocq M, Leslie SJ, Milliken P, Megson IL (2008) Endothelial 
dysfunction: From molecular mechanisms to measurement, clini-
cal implications, and therapeutic opportunities. Antioxid Redox 
Signal 10:1631

 22. Anderson TJ, Gerhard MD, Meredith IT, Charbonneau F, Dela-
grange D, Creager MA et al (1995) Systemic nature of endothelial 
dysfunction in atherosclerosis. Am J Cardiol 75(6 SUPPL. 1):71B

 23. Yilmaz MI, Saglam M, Caglar K, Cakir E, Sonmez A, Ozgurtas T 
et al (2006) The determinants of endothelial dysfunction in CKD: 
Oxidative stress and asymmetric dimethylarginine. Am J Kidney 
Dis 47(1):42

 24. Lu GY, Xu RJ, Zhang SH, Qiao Q, Shen L, Li M et al (2015) 
Alteration of circulatory platelet microparticles and endothelial 
microparticles in patients with chronic kidney disease. Int J Clin 
Exp Med 8(9):16704

 25. Vogt I, Haffner D, Leifheit-Nestler M (2019) FGF23 and phos-
phate cardiovascular toxins in ckd. Toxins 11:647

 26. Yilmaz MI, Sonmez A, Saglam M, Yaman H, Kilic S, Demirkaya 
E et al (2010) FGF-23 and vascular dysfunction in patients with 
stage 3 and 4 chronic kidney disease. Kidney Int 78(7):679

 27. Palomino HL, Rifkin DE, Anderson C, Criqui MH, Whooley MA, 
Ix JH (2013) 24-hour urine phosphorus excretion and mortality 
and cardiovascular events. Clin J Am Soc Nephrol 8(7):1202

 28. Houston J, Smith K, Isakova T, Sowden N, Wolf M, Gutiérrez 
OM (2013) Associations of dietary phosphorus intake, urinary 
phosphate excretion, and fibroblast growth factor 23 with vascular 
stiffness in chronic kidney disease. J Renal Nutr 23(1):12

 29. Dominguez JR, Shlipak MG, Whooley MA, Ix JH (2013) Frac-
tional excretion of phosphorus modifies the association between 
fibroblast growth factor-23 and outcomes. J Am Soc Nephrol 
24(4):647

 30. Adhip A, Rajesh M, Rashmi C (2022) Nephron index [urinary 
phosphate: serum fibroblast growth factor 23 ratio]-a marker for 
atherosclerosis in diabetic predialysis chronic kidney disease 
patients. J Assoc Phys India 70(4):11–12

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

http://www.kidney-international.org
http://www.kidney-international.org
https://doi.org/10.1016/S0140-6736(11)60178-5
https://doi.org/10.1016/S0140-6736(11)60178-5

	Nephron index rather than serum FGF 23 predicts endothelial dysfunction in early but not advanced chronic kidney disease patients
	Abstract
	Background 
	Methods 
	Results 
	Conclusion 

	Introduction
	Materials and methods
	Patient selection
	Sample size calculation
	Data collection
	Functional assessment of endothelial dysfunction

	Statistical analysis

	Results
	Discussion
	Conclusion
	Acknowledgements 
	References




